
Page 1/22

Nurses’ and midwives’ perspectives on participation
in national policy development, review and reforms
in Ghana: A qualitative study
Angela Kwartemaa Acheampong 

Wisconsin International University College Ghana
Lillian Akorfa Ohene  (  lohene@ug.edu.gh )

University of Ghana
Isabella Naana Akyaa Asante 

Isabella HealhCare Services Ghana
Josephine Kyei 

University of Ghana
Gladys Dzansi 

University of Ghana
Charles Ampong Adjei 

University of Ghana
Samuel Adjorlolo 

University of Ghana
Francis Boateng 

institute of industrial Research Council for Scienti�c and Industrial Research
Philomena Woolley 

Nursing and Midwifery Council
Felix Nyante 

Nursing and Midwifery Council
Lydia Aziato 

University of Ghana

Research article

Keywords: Ghana, health policy, policy development, policy review, nurses, midwives’, Africa

Posted Date: January 20th, 2021

DOI: https://doi.org/10.21203/rs.3.rs-50227/v5

https://doi.org/10.21203/rs.3.rs-50227/v5
mailto:lohene@ug.edu.gh
https://doi.org/10.21203/rs.3.rs-50227/v5


Page 2/22

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

Version of Record: A version of this preprint was published on January 22nd, 2021. See the published
version at https://doi.org/10.1186/s12912-021-00545-y.

https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s12912-021-00545-y


Page 3/22

Abstract
Background: The World Health Organization has admonished member countries to strive towards
achieving universal health coverage (UHC) through actionable health policies and strategies. Nurses and
midwives have instrumental roles in achieving UHC via health policy development and implementation.
However, there is a paucity of empirical data on nurses and midwives’ participation in policy development
in Ghana. The current study explored nurses and midwives’ participation in policy development, reviews
and reforms in Ghana.

Methods: A qualitative descriptive exploratory design was adopted for this study. One-on-one individual
interviews were conducted after 30 participants were purposefully selected. Data was audiotaped with
permission, transcribed  and analyzed inductively using the content analysis procedures.

Results: Two main themes emerged from the data: participation in policy development and perspectives
on policy reviews and reforms. The �ndings showed that during health policy development and reviews,
nurses in Ghana were overlooked and unacknowledged. Policy reforms regarding bridging the pre-service
preparation gap, staff development and motivation mechanisms and in�uence on admission into nursing
schools were raised

Conclusion: The authors concluded that nurses and midwives are crucial members of the healthcare
systems and their inputs in policy development and reviews would improve health delivery in Ghana.

Background
The World Health Organization has the mandate to ensure universal health coverage [1]. This goal can
only be achieved if the contribution of nurses to healthcare systems is acknowledged and their
suggestions and feedback on policies properly put into action. Nurses form the majority of human
resource within every healthcare system globally; and this does not only put nurses at the frontline of
health care delivery, but it also places them in a position where they have prolonged contact with the sick.
Therefore, health care policies may directly or indirectly have an impact on nurses and their clients. Most
patients, especially in some parts of Ghana have little to no access to physicians [2]. Consequently, they
spend most of their time at the health facilities with nurses more than with any other health personnel.
The consistent presence of nurses even across the hard to reach facilities allows them to have �rsthand
information on the challenges faced by clients within health facilities, making their participation in policy
development and review crucial. In some high income nations, nurses can directly in�uence the
development of policies [3], unfortunately, this scarcely occurs in the context of low and middle income
nations [4].

There are facilitators and barriers to nurses’ participation in policy review and development. These
include the image of nursing as well as structures and processes within health care systems [5]. Evidence
shows that various power dynamics within the health sector hinder the participation of nurses in policy
development [6]. Patriarchy is a power dynamic which operates with the principle of male dominance
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which relegates women directly or indirectly into the background [7-13]. In the African patriarchal context
where women are mostly disadvantaged [14-17], the gender role of women in society may have an impact
on the way nurses, majority of whom are women, are involved in policy development. Most often, nurses
are not considered when policy committees are constituted [18]. This may be attributed to the fact that
nursing is a female-dominated profession and policy development is considered as a leadership role.
Meanwhile, women are typically not considered as leaders in patriarchal societies [19].  Anecdotally in the
Ghanaian context, nurse leaders can only exert their in�uence on nurses and not the entire health system
since health service leadership is mostly occupied by medical staff. Therefore, their involvement in policy
development and review is only limited to policies concerning nurses. This limits their involvement in
national policies that concern the entire health system.

Some experts in nursing have advocated that the way forward is to train, educate, and mentor nurses in
the area of policy development and review [20, 21]. Irrespective of these efforts, individual nurses must
demonstrate some leadership attributes such as effective communication, empowerment and good
interpersonal skills to merit inclusion in policy development and review activities [22]. Empowerment of
nurses and nurse leaders makes them proactive and advocates in the health sector which are great
attributes for contribution to policy development and review [23-25]. Nurses can also in�uence policy
development and review effectively if they participate in politics at their local communities [26, 27].
Nurses should be empowered to be proactive in the issues of policy development [25]. The empowerment
process should commence by understanding existing practices and issues pertaining to health policy
development and reviews. This way, limited resources can be directed and utilized to achieve the
maximum. More importantly, although previous studies have offered some useful insights with respect to
nurses/midwives’ participation in policy development, it should be noted that their usefulness in
reengineering Ghanaian health system may be limited. As noted by [28] Adjorlolo et al., the structural and
functional differences in the organization and delivery of healthcare services across countries calls for
context speci�c understanding of global issues. Doing so would not only contribute to the needed
scholarship on health policy development but enhance and advance cross-cultural discourses.
Consequently, this study explored the contribution and/or participation of Ghanaian nurses and midwives
in health policy development, reviews and reforms in Ghana.

Methods
Aim, design and Setting

This study aimed at exploring nurses’ and midwives’ participation in policy review and development. The
study employed a qualitative descriptive exploratory design. This design suited the study because it
afforded participants the opportunity to fully describe their perceptions and allowed the researchers to
probe the subject matter under study. At the time of data collection, Ghana had ten administrative
regions. The study was conducted in six of those regions; Volta, Western, Greater Accra, Ashanti, Upper
East, and the Northern Regions of Ghana which fall under the three main zones of the country. The zones
being the Northern, Middle and Southern. This method allowed nurses and midwives across the country
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to voice their opinions on the subject matter. Participants from different employment settings for nurses
and midwives such as hospitals, educational institutions, health directorate o�ces and the Nursing and
Midwifery Council of Ghana were selected for the study. This offered the research teams the opportunity
to understand nurses’ and midwives’ participation in policy development and review across diverse
settings.

Sampling and Data Collection procedures

Thirty (30) nurses and midwives were recruited into the study since data saturation was reached on the
thirtieth participant. Fifteen (15) of the participants were general nurses and �fteen (15) were midwives.
The participants were purposively selected based on the leadership roles they played in their places of
work. The criteria for inclusion into the study were; a nurse leader in a key position who voluntarily
accepts to be part of the study. Prospective participants were given information sheets that contained
information about the study. They were then contacted after several days to enquire if they would like to
participate in the study. Those who voluntarily opted to be part were then given consent forms to �ll.
Participants spoke English during face-to-face interviews as English is the o�cial language in Ghana. A
semi-structured interview guide (Refer to Additional �le 1) which was developed speci�cally for this study
based on the study objectives was used to collect data. Open-ended questions were to allow free
expression. Some questions asked included: what are your views on nurses’ and midwives’ participation
in national policy development and review? Which national health policies do you think need reforms and
why? The interview guide was pilot tested among three (3) nurses in a separate health facility for
ambiguous questions to be clari�ed. Times and venues for the interviews were at the convenience of the
participants. Interviews were conducted in such a way that privacy was ensured with only the interviewer
and interviewee at secluded rooms. Interviews were collected at participants’ workplaces and each
interview lasted between thirty (30) minutes and an hour. Verbatim transcriptions were done after
interviews were audiotaped. Data collection stopped only after saturation was reached where no new
information was obtained.

Data analysis

Concurrent data collection and analysis ensured that themes and sub-themes that emerged from
previous interviews were probed in subsequent ones. Content Analysis was the choice of analysis and
data analysis was done following the steps described by Padgett [29]. Initially, data cleaning was done by
removing all identi�able names and places from transcripts. Transcripts were read and re-read several
times to have a deep understanding of participants’ perspectives before words and phrases were
attached to sentences (coding). The codes were such that, they captured the meanings of participants’
perspectives. Similar codes were aggregated at this point to form sub-themes. Major themes �nally
emerged after sub-themes were put together. The team of researchers met at different points of data
analysis to discuss emerging themes and sub-themes. At such meetings, the researchers assessed the
emerging themes and sub-themes and made inputs to re�ne them. This allowed everyone in the team to
ensure that participants’ perspectives were maintained. 
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Trustworthiness of the study

Verbatim transcription of data ensured that participants’ perspectives were kept intact. Some of these
verbatim quotes have been used to support the �ndings and this has given a voice to the nurses and
midwives. Since data collection and analysis were done concomitantly, it allowed the researchers to
probe emerging themes and sub-themes in subsequent interviews. For clari�cation, some participants
were contacted for member checking where necessary. The same interview guide was used to collect
data from all participants from the different parts of the country. Field notes which were taken during and
after data collection were used as backups during data collection and this ensured that information
collected was veri�ed. Field notes were compared with transcripts to ensure that the data was not
distorted.

Ethical considerations

Ethical clearance was obtained from the Ghana Health Service Ethics Review Committee (GHS-ERC
011/05/19). To ensure voluntary participation in the study, participants were asked to give their consent
before partaking in the study. During data collection, the authors ensured that they were non-judgmental
and anti-prejudice. Data were audiotaped with permission from participants and they were assured that
they could withdraw from the study at any time without any repercussions. Participants’ identities were
kept intact by representing them with codes devoid of any form of identi�cation thereby ensuring
anonymity.

Results
Demographic Data

The objective of this study was to explore nurses’ and midwives’ participation in policy review and
development. Thirty (30) nurse leaders were interviewed. Eleven (11) out of the thirty (30) were males and
nineteen (19) were females. Participants’ ages ranged from 31 to 58 years. Seven (7) of the participants
had diploma as their highest quali�cations, seventeen (17) had �rst degree as their highest quali�cations
and six of them had master’s degrees as their highest quali�cations. All the participants occupied key
leadership positions at their places of work. Their positions ranged from hospital unit heads to heads of
health institutions.

Themes

Two main themes and six sub-themes emerged from the data (Refer to Table 1). The main themes
included; Participation in national health policy development and perspectives on policies that need
reforms.

Participation in national health policy development
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This theme describes the participation of nurses and midwives in policy development at the national
level. Two subthemes emerged from this; Nurses being overlooked and unacknowledged and Etic and
emic of nurses.

Nurses being overlooked and unacknowledged

According to most participants, nurses and midwives have the experience and skills and are involved in
some national policy development activities in areas such as reproductive health, code of ethics, health
bill, acute emergency care and policies on nursing and midwifery curriculum development. Even though
they are involved in developing some policies, few of them are invited as compared to the medical
doctors who form the majority of the policy development team and the few that are involved are mostly
not acknowledged as authors of the policy document.

“…about three years ago I was called to join the team where we would have the reproductive review
policies done… almost all of them were doctors and that was what saddens my heart… After the
document came out, I was not even acknowledged” (P11-Midwife)

“I mean, I remember the health bill, I was part of it but I was not really recognized, but, most of the other
team members were medical doctors” (P4-Nurse)

A participant narrated that before a policy is developed or reviewed, the grass-root which majority are
nurses and midwives must be consulted because they are the implementers but that is not the case in
Ghana.

“I think that, since nurses and midwives are the implementers of most health policies, we should be given
the chance to have a major voice in the development of health policies at the national level” (P15-Nurse)

It was emphasized that even though some nurses and midwives are involved in policy development, they
are mostly not recognized. The credit is mostly given to medical doctors and that makes them feel that
they are not part of the team.

“…they will mostly seek your inputs during the development process but at the end of the day …. you won’t
see or hear your name once the policy is developed” (P21-Midwife)

One participant stated that, the o�ce that was given to nurses for policy development at the ministry was
not even recognized o�cially.

“At the Ministry of Health in Ghana, though we used to have an o�ce for nurses that under normal
circumstance is to be involved in policy development and other issues for nurses and midwives
speci�cally, it is even not legitimately recognized” (P7-Nurse)

Some also disagreed with this assertion and believed that recognition would be given to a nurse during
policy development depending on the perceived value of his or her contribution which draws attention to
the need for nurses and midwives to strive to make their voices heard at the policy development table.
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“I disagree to a large extent when nurses perceive that, they are not recognized during policy
development. It depends on… the value you place on yourself. For example, you just saw a letter being
brought to me to go and represent the health ministry. Why will the minister ask a nurse to go when there
are doctors?”(P28-Nurse)

Etic and emic of nurses

Some of the participants indicated that nurses and midwives were not involved in national policy
development and review and cited various reasons for this non-participation such as inadequate
knowledge in policy formulation in the substantive areas of policy being developed, being inferior to other
health professionals and non-participation in politics.

“I think that we nurses are perceived not to be knowledgeable… So the public assume that "oh as for
nurses... they are not intelligent" they even respect teachers more than us when it comes to the level of
policy development (P19-Midwife)

“Yeah, we nurses are not knowledgeable. That is the perception. Not publicly but … comparing us with
other health care workers, the nurses are considered as least knowledgeable” (P24-Midwife)

“Nurses shy away from policy development because one, they don’t have the knowledge and two, they
don’t think it is important for them to participate in the policy process” (P15-Nurse)

Some participants attributed the perceived lack of knowledge among nurses and midwives to the low
educational level. They therefore called on nurses and midwives to strive to pursue higher education.

“I think it has to do with the educational level of the nurse, some nurses have not been… trained to be
nurses…and even people go in for a degree and they still lack knowledge in policy development so they
should pursue further studies” (P8-Midwife)

Some participants said even if nurses are called to participate in policy development or review, they would
not make any impact because they lack knowledge in the substantive areas that the policy focuses on.

“But in terms of policy, we nurses don’t make any impact. … even when the principals of nursing schools
are invited into policy review meetings, they all listen quietly to the minister of health, whatever he says is
�nal and they don’t make any impact. They can’t question anything because they don’t know” (P17-Nurse)

Some participants were of the view that there were nurses who could help develop health policies, but the
policymakers did not invite them. Most top positions in the Ministry of Health are held by medical doctors
who represent health workers at the national policy development table.

“I think it’s because the authorities that see to this policy development have not yet recognized nursing
and midwifery. …if you get to clinical practice, the highest person in nursing at that unit, works within the
clinical care and that unit is headed by a medical doctor. Go to public health department and the highest
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rank in nursing in public health is under a medical doctor, So, if there is any policy development it is the
top person there who would be part” (P25-Nurse)

The history of nursing is also identi�ed to affect the way nurses are treated in Ghana as people still
perceive nurses not to be on top of issues even though nurses have acquired higher degrees including
terminal degrees. With nurses and midwives being professors and doctors, some participants believed
that, policy developers must involve nurses and midwives in developing and reviewing national health
policies.

“Basically, it has historical antecedents. It is about the perception people have that we nurses don't have
…good… material that will be able to make input in national policy development or decision making.
Because of this perception and ignorance on the part of the citizenry and even policy formulators, they
tend not to rely on nurses…for their input” (P14-Nurse)

“…it saddens my heart that gone are the days when they thought nurses and midwives should sit behind
the benches …It is because of the old historical image. It saddens my heart” (P11-Midwife)

According to a participant, the way nurses and midwives are trained also in�uences their con�dence and
assertiveness for fear of victimization and deprivation of opportunities.

“Nurses end up kowtowing and then keeping to their shells because of the fear that when they speak out,
they will be deprived of certain opportunities and so they will not speak.  And so the doctors will continue
to bully us” (P15-Nurse)

The gender disproportions in nursing where females form the majority were identi�ed as a key factor that
prevented nurses from holding national leadership positions in the health sector in Ghana.  Almost all the
participants asserted that policy development is a leadership role and nursing being a female majority is
perceived to play subservient roles only.

 “…it saddens my heart that gone are the days when they thought nurses and midwives should sit behind
the benches …It is because of the old historical image of females and nursing being a female-dominated
profession is seen as a subservient role. So how will they take us seriously and involve us in policy
development? Because policy development is seen as a leadership activity” (P11-Midwife)

“Throughout history and now, nursing has always been female-dominated and females are not respected
in our part of the world. Therefore, no one thinks that anything good can come from females so why
would they involve us in national policy development?” (P25-Nurse)

Perspectives on policies that need reforms

This theme generated sub-themes such as: Pre-service preparation gap, in�uence on admission into
nursing schools as well as staff development and motivation mechanisms.

Pre-service preparation gap
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Participants perceived that, there was a theory-practice gap in the pre-service preparation of student
nurses before they entered into the profession. Both clinicians and educators lamented about the
phenomenon. While the nurse educators complained that clinicians did not teach students during clinical
practice, clinicians also narrated that, students were also taught by inexperienced tutors/lecturers who
were unable to have impact on the students as expected.

“…there are few clinicians who are willing to help or supervise students, so we all contribute to some of
these things and when they graduate it becomes a bit di�cult because the foundation would not be that
good” (P22-Midwife)

“Most student nurses are taught by inexperienced tutors/lecturers who end up making no impact in their
training” (P25-Nurse)

Some participants called for policies that would ensure strong collaboration between nurse clinicians and
educators to improve clinical practice.

“Yes, I think there should be policies that would ensure strong collaboration between the clinical side and
the educational institutions to help improve the competency so that we don’t train incompetent nurses”
(P17-Nurse)

It was reiterated that the theory-practice gap problem could be solved if nurses were obliged by certain
policies to work in the clinical area for some years before pursuing higher education.

“…as soon as the person �nishes nursing school, that same year he/she starts schooling again. He/she is
not eager to work. …almost all the nurses are on night shift. Some have �nished their RGN, and already
have masters’ degree... So they are not focused on picking the skills and growing with it” (P23-Midwife)

All the participants strongly suggested that, the theory-practice gap should be bridged.

“…the care at the clinical area is nothing to write home about and so that in itself paints a particular
picture.  We claim we are academically endowed but when it comes to the clinical work we are lacking; so,
this must be corrected with all seriousness” (P24-Midwife)

A participant compared the dual role medical doctors play as lecturers and clinicians which she
recommended should be emulated by nurses and midwives.

“When you take medical school, you would have the same consultants or clinicians who are teaching as
adjunct lecturers or full time at the university… that is more of interactive teaching and learning, but our
module of teaching in nursing education is not in that format and so that is where the gap which needs to
be bridged…” (P3-Nurse)

Others also complained about the number of years nurses spend on the ward before joining academia.
Some complained that most of the nurses and midwives teaching at the various training institutions are
not practically inclined to be able to teach the students.
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“There are a lot of people teaching in nursing schools; those teachers themselves are not skilled
practically, they did not have any practical exposure and so it is di�cult for them to demonstrate the
practical component of the courses…” (P29-Midwife)

“I think from the training if we have experienced tutors teaching them and adding these morals that we
were taught, I believe it will help a lot” (P9- Nurse)

In�uence on admission into nursing schools  

This sub-theme describes how people in governance and other higher o�ces in�uence the admission of
people into nursing training institutions. Participants reported that most of the people who are admitted
into the schools of nursing are not interested in nursing and midwifery but are pushed into it by their
members of parliament as a way of getting them jobs. They called for the need for a stringent admission
policy.

“When it comes to the selection of people into these training colleges, they are manned by Ministry of
Health, the protocol bit sometimes is killing and so we have people who are enrolled in these schools who
may necessarily not have the passion and are sort of compelled….” (P15-Nurse)

Some believe that politics has taken over nursing education. Politicians are said to have used nursing
institutions as a job creation avenue for their constituents. Politicians, according to some participants
have capitalized on nurses’ weakness to in�ltrate the profession. This limits the authority of nursing and
midwifery leaders to make policy reviews or reforms.

“…politicians began penetrating into the profession and it also became an avenue for job creation…
Politicians felt that when they push people into nursing, then it's like they have created employment or a
job opportunity for their constituents” (P14-Nurse)

“…when I saw that the registrar of N&MC withdrew that letter which was meant to stop the training of
auxiliary nurses, I was like; is this man having his own power to work or is he politically being
manipulated? Our current situation is such that politics has taken the center of nursing education” (P3-
Nurse)

The students who are admitted through protocol are said to disobey school rules. There are times higher
powers step in when these students misbehave and prevent lecturers from disciplining them. Thus, if
there were clear policies and there was freedom to implement them, these issues will not arise.

 “… If a student does something wrong and the tutor tries to punish that student, because the student is
connected to a higher authority in the school, that student may report to the higher authority. So, we need
policies on all these and the freedom to implement them” (P2-Midwife)

The number of students admitted into the training institutions is said to be too much, and for which
reason, they think it negatively affects the quality of teaching and learning. According to participants,
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those who are admitted through protocol are not screened properly because their interviews are just
formalities.

“Some schools admit 2000 students, what type of quality teaching is ongoing? So eventually, they
graduate and cannot perform” (P17-Nurse)

Staff development and motivation mechanisms

This sub-theme expounds nurses’ and midwives’ concern about their working conditions, promotions and
how to climb to leadership positions to get their voices heard in policy development and avoid being
disrespected by other members of the healthcare team.

Clinical nurses and midwives said although they work tediously under stressful conditions, medical
doctors are given priority treatment and when they try to question such unfair treatment, they are
victimized by hospital management with transfers. To them, such treatment could be abated if more
nurses are found at the policy table.

“There was a midwife who renovated the hospital’s residence on her own. When the room was completed,
she moved in for about just three weeks or a month and this same midwife now had a message that, they
now have a doctor who had accepted to be resident so she should move out. This would not have
happened if those at the hem of policy development were nurses” (P29-Midwife)

“Doctors are given accommodation; they are given allowances and everything but nurses are left out due
to our inability to be part of policy development’’ (P5- Midwife)

“…where I live is quite far from this place, but then there is a hospital bus that goes around to pick just
doctors and then the management, yes so I have to pick three cars before getting to this place every day,
and this is because few nurses are part of policy development” (P5-Midwife)

Nurses who further their education on their own are being demoralized because after they struggle to use
their annual leaves and weekends to school, their certi�cates are not recognized by the Ghana Health
Service for promotion.

“…look at the universities all over somebody would even go with leave, they present certi�cate for
promotion, they would tell you this one we don’t recognize it because we did not give you study leave, my
sister can you imagine this how painful it is and now the young ones are crying within them” (P11-
Midwife)

“…you see that our salary is quite low, yes our salary is quite low and all these can change if nurses are
promoted to participate in policy development” (P26-Nurse)

Discussion



Page 13/22

The key �ndings from this study revealed that only few nurses participated in policy development and
review, and these contributions were often undocumented. Evidence shows that nurses are not
recognized most of the time due to general invisibility and the lack of discourse in the public space [30].
Therefore, nurses and midwives must show gentle aggressions when participating in policies that directly
and indirectly affect their profession and clients. It is presumed that their visibility in the media will enable
the public to bear witness to their advocacy activities.

Nurses’ non-participation in policy development as reported in this study resonates with  �ndings from
other studies [31, 32]. Other scholars have attributed these phenomenon to a lack of autonomy in the
nursing profession [33-37]. Furthermore, the evidence of critical thinking and good judgment skills as
facilitating factors of nurses’ participation in policy development have been reported [5]. This has been
echoed in other studies where members of the public considered the nature of nursing education as
basic, task oriented, and therefore fallen short of analytical skills [38, 39]. It is therefore not surprising that
among student nurses, some have reported that they chose to enter the nursing/midwifery profession
because of its low admission requirements relative to that of medical students [40]. Perhaps, raising the
entry requirements levels into the nursing profession would erase the existing poor image. Some
participants felt that the female majority in the nursing profession is also a factor that excludes them
from being involved in policy development. This may be due to the patriarchal nature of the Ghanaian
society where most decision-making positions are held by males. Efforts should be made to change this
narrative by training nurses to be advocates or campaigners in health delivery systems. Meanwhile,
nurses can be good advocates change if they are empowered at their work settings [41-44]. Various
change theories have been documented to effect change in behaviour [45-48] and therefore should be
applied to cause behaviour change.

Pre-service preparation gap is one of the key areas nurses desire policy change. It was evident from the
�ndings that the transition between classrooms and the clinical �eld is among the challenges of nursing
practice in Ghana. Both nurse clinicians and academics blamed each other for the poor transition of the
novice nurse to the nurse with expertise. The presence of a pre-service preparation gap in nursing and
midwifery has been documented vastly in literature [49-57]. Suggestions in earlier research reports on the
way to bridge such gaps included effective simulation in well-equipped skills laboratories [50, 51, 54, 57],
nurse leaders combining personal and organizational empowerment strategies to empower novice nurses
[58], effective communication between academics and clinicians [52, 53] as well as recognizing the
critical role of the clinical instructor in the training of nurses [49, 53]. These suggest that academics in
nursing education in Ghana must consider working concurrently in the clinical areas, where possible.
Both clinicians and academics should apply learning theories that would affect positive learning
attitudinal change in learners [59]. This would ensure effective collaboration between clinicians and
academics and consequently lead to the bridging of the theory-practice gap.

Nurses and midwives who participated in this study wished that policies that would prevent politicians
from in�uencing the nursing profession could be formulated. It is believed that this would prevent the
recruitment of unquali�ed candidates into the profession. This challenge is achievable if nurses can
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exhibit negotiable skills, heightened by personal attributes such as persistence, fortitude, willpower, and
resilience.  Unfortunately, [60, 61] have reported the lack of negotiable skills among nurses which
generally laid nurses back in political discourse. This could be due to the approach of training given to
nurses in the Ghanaian context which predisposes them to timidity and unassertiveness. The nursing and
midwifery curricula in Ghana must include aspects that teach skills like negotiation and assertiveness.

Finally, the participants in this study re-iterated a need for equitable policies on empowerment, promotion,
and motivation. The inequalities that exist in the promotion and motivation of nurses, as well as
midwives could be due to the hostilities among senior nurses which lead to power struggles within the
nursing fraternity [61]. Consequently, nurses and midwives should be reminded at all times that, they form
the majority of the health workforce. Being the majority gives them a huge advantage in terms of the
formation of a formidable force that can advocate for better conditions of service if only they remain
united.

Conclusion
It was evident that nurses appreciate policies and regulations as guiding elements for the smooth
operations of any healthcare system. In this study, nurses and Midwives hinted at their limited
participation in policy development in the health sector in Ghana. In a few instances where nurses
attested to their participation in policy development and review, the evidence of nursing contribution
mostly was unrecognized. This study further advocated for policies in areas such as; pre-service
preparation gap, avoiding in�uence in nursing education and duly motivating nurses/midwives. Based on
these �ndings, the authors recommend a bachelor degree as the entry point of nursing and midwifery
profession in Ghana to conform with the international standards and practice. This will contribute to
achieving the desired positive image of the profession in the Ghanaian context. Also, a roadmap to policy
reforms regarding the elimination of excessive political in�uence in training nurses, increased inter-
professional education and thoughtful inclusion of nurse/midwives in policy related discussions is
required. Future research should focus on how nurses and midwives participate in policy reform
processes in Ghana.
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Tables
Table 1: Emerging Themes, Subthemes and Codes
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Theme  Subthemes  Codes 

Participation in national health

policy development 

Nurses and midwives being

overlooked and unacknowledged

 

 All doctors

Involved 

Seek inputs

Not recognized

Not mentioned

Seek opinions

Not named

Etic and emic of nurses Not

knowledgeable

Not intelligent

Least

knowledgeable

No impact

Not recognized

No good

material

Poor image

Kowtowing

Historical image

Female

dominated

Perspectives on policies that

need reforms

Pre-service preparation gap  Few clinicians
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    Poor foundation

Strong

collaboration

Eager to school

Inexperience

Being skillful

Correction

Interactive

teaching

Inexperienced

teachers

Practical

exposure

Influence on admission into

nursing schools

Selection into

schools

Student

recruitment

Penetration into

profession

Job opportunity

Political

manipulation

Politics and

nursing

Higher authority
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Staff development and motivation

mechanisms 

 Leaders not

nurses

Unfair

treatments

Unrecognized

certificates

Low salary

No study leave
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