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Abstract

Background

The COVID-19 pandemic disrupted Ghana’s health, economic, and social systems, prompting
the government to launch a mass vaccination programme in March 2021, targeting 20 million
people by the end of 2022, to reduce transmission and mitigate socio-economic strain. This
study explored stakeholders’ perspectives on the politics of the COVID-19 vaccination
programme, highlighting implementation challenges, political dynamics, and lessons for future

pandemics.

Methods

A qualitative, exploratory, descriptive study was conducted between June and September 2021.
Fourteen stakeholders from the Ministry of Health, the Ghana Health Service, academia,
political leaders, and professional associations were purposively selected and engaged in key
informant interviews. Data were analysed using Braun and Clarke's thematic analysis
approach, guided by the Health Policy Triangle and Campos and Reich’s policy

implementation framework.

Results

Three main themes were generated. First, governance and institutional capacity shaped
implementation through issues of procurement transparency, communication gaps, donor
dependence, and operational constraints in data systems and logistics. Second, the political
economy of vaccine procurement and distribution was influenced by leadership politics,
bureaucratic dynamics, fiscal constraints, donor priorities, and interest-group influence. Third,
stakeholders highlighted lessons for future pandemic preparedness, including strengthening

transparent governance, improving public communication, building local vaccine research and
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manufacturing capacity, enhancing intersectoral coordination, and establishing robust

monitoring and evaluation systems.
Conclusion

The rollout of COVID-19 vaccines in Ghana was shaped not only by technical and logistical
considerations but also by complex political and governance dynamics. The study highlights
how governance structures, political incentives, and interactions among key stakeholders
influence policy implementation in resource-constrained settings. Ghana’s experience
underscores the importance of transparent governance, effective multistakeholder
coordination, sustainable financing mechanisms, and strategic investment in regional vaccine
research and manufacturing as critical pillars of pandemic preparedness. Strengthening these
institutional and governance dimensions is essential not only for sustaining immunisation
programmes but also for building resilient health systems capable of responding effectively to

future global health emergencies.

Introduction

The COVID-19 pandemic posed unprecedented challenges to health systems, governance
structures, and socio-economic stability worldwide (1). While mass vaccination was widely
promoted as the most effective strategy for controlling transmission and reducing mortality, its
implementation was not merely a technical or biomedical process (2,3). Rather, vaccine rollout
was deeply embedded in political, institutional, and governance arrangements that shaped
decisions about procurement, financing, prioritisation, distribution, and public communication
(4,5). In low- and middle-income countries (LMICs), these processes were further complicated
by donor dependence, limited fiscal space, infrastructural constraints, and weak accountability

mechanisms (5-7).
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Globally, governments adopted non-pharmaceutical interventions such as border closures,
physical distancing, and mask mandates to curb the spread of COVID-19 (1). Although these
measures helped slow transmission, they also generated significant economic and social
disruptions. Consequently, mass vaccination emerged as a central pillar of pandemic response.
As of August 2025, over 13.64 billion COVID-19 doses had been administered globally, with
approximately 67% of the global population completing a primary vaccination series (8).
However, coverage remains uneven, reflecting persistent global inequities in access, financing,
and supply (2,3). Many African countries, including Ghana, experienced delayed and irregular

vaccine deliveries, constrained cold-chain capacity, and fluctuating public demand (9-11).

Ghana was the first African country to receive COVAX vaccines in 2021 and has been
applauded for the expanding coverage (12,13). By June 2024, approximately 56% of the
population had completed a primary vaccination series, although coverage later stabilised
around 42% by August 2025, indicating declining momentum. Despite early political
commitment and international support, the rollout encountered persistent challenges, including
procurement delays, uneven distribution, vaccine hesitancy, logistical bottlenecks, and
misinformation (14,15). These challenges highlight that vaccine implementation outcomes are
shaped not only by supply availability but also by governance arrangements, institutional

capacity, and political dynamics.

Existing studies in Ghana have primarily explored health system responses, financing, and
service delivery during the COVID-19 pandemic (14-17). However, relatively limited
attention has been paid to the political and governance dynamics of the COVID-19 vaccination
programme, the political and governance processes that influenced vaccine procurement,
allocation, and uptake. Understanding these processes is essential, as political leadership,
bureaucratic coordination, donor relations, and interest group influence can either facilitate or

undermine implementation. Without adequate transparency, accountability, and stakeholder

3


https://doi.org/10.64898/2026.07.28.26359091
http://creativecommons.org/licenses/by/4.0/

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

91

92

93

94

95

96

medRxiv preprint doi: https://doi.org/10.64898/2026.07.28.26359091; this version posted July 30, 2026. The copyright holder for this

preprint (which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in

{tis made available undef a CC-BY 4.0 International icense .
alignment, even well-designed vaccination programmes may fail to achieve equitable and
sustainable coverage.
This study addresses that gap by examining stakeholders’ perspectives of the politics of
Ghana’s COVID-19 vaccination programme. Specifically, it explores how leadership politics,
bureaucratic structures, budgetary processes, donor relations, and beneficiary engagement
influenced implementation outcomes.
Several studies have examined COVID-19 vaccine rollout and implementation challenges in
African countries, including Nigeria, Kenya, Uganda, and South Africa (10,18-20). These
studies have highlighted issues such as supply shortages, health system capacity constraints,
vaccine hesitancy, and inequitable access. While this literature provides very useful insights
into operational and demand-side barriers, it has largely focused on service delivery and health
system performance, with relatively limited attention to the political and governance processes
shaping implementation.
In contrast, the present study focuses explicitly on the political economy and governance
dimensions of vaccine rollout in Ghana. This study extends existing research beyond
descriptive accounts of implementation challenges. It offers a context-specific and theoretically
grounded understanding of how political and institutional factors influenced vaccination
outcomes, thereby contributing new empirical and analytical insights to the growing literature
on pandemic governance in sub-Saharan Africa. The study is guided by Walt and Gilson’s
health policy triangle (21) and Campos and Reich (22) policy implementation framework to
analyse the roles of stakeholders and contextual elements. While the Health Policy Triangle
offers a broad conceptual framework for understanding health policy dynamics, Campos and
Reich’s model operationalises political context by identifying key stakeholder groups whose

interests and power relations affect implementation.
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97  This study provides a theoretically informed analysis of how political and institutional factors

98 shaped Ghana’s COVID-19 vaccination rollout by integrating these frameworks. It contributes

99 to the health policy and global health literature by demonstrating how governance
100 arrangements, actor coalitions, and financing structures influence policy execution in resource-
101  constrained settings. The findings offer practical lessons for strengthening transparency,
102  coordination, and accountability in future pandemic responses in Ghana and other LMICs.
103 The objectives set to be achieved in the study include: investigating governance and
104  accountability mechanisms in Ghana’s COVID-19 Vaccination programme, assessing
105  stakeholder perspectives on the political dynamics influencing vaccine procurement and
106  distribution processes, and identifying lessons from the COVID-19 vaccination rollout to
107  inform pandemic preparedness in Ghana and strengthen vaccination programmes in LMICs.
108 This study draws on two complementary frameworks: Walt and Gilson’s Health Policy
109  Triangle (Figure 1) and the Policy Implementation Framework by Campos and Reich (Figure
110  2). The Health Policy Triangle offers a structured approach to analysing health policy by
111  examining the dynamic interplay among four core elements: actors, context, content, and
112 process (21). Actors in the policy-making process are individuals, groups, organisations, or
113  institutions that participate and have a role in shaping and influencing policy decisions (23).
114  Each actor has distinct roles, interests, and levels of influence in shaping policies (24) and can
115  alter policy content by influencing the process within their professional and social contexts
116 D). Context
117  Figure 1: The Health Policy Triangle
118

119 Actors

120

Content Process
121
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122
123 Source: Constructed by the authors based on (Walt & Gilson, 1994).
124 While the policy triangle is a highly helpful tool for analysing health policy research, it offers
125  limited operational guidance for identifying specific stakeholder groups and understanding
126  how they exert influence.
127  To address this, Kodua et al. (25) linked the actors and context elements of the policy triangle
128  to the politics of the policy process, especially in terms of stakeholder influence. Building on
129  this premise, we use Campos and Reich’s Policy Implementation Framework to operationalise
130 the political context of the COVID-19 vaccination policy process. This framework identifies
131  six stakeholders whose roles, interests, and power must be managed to an enhance effective
132  implementation. These include Political Leaders also known as Leadership Politics; Interest
133 Groups, or Interest Group Politics; Bureaucracies, or Bureaucratic Politics; Financial Decision
134  Makers, or Budget Politics; Beneficiaries, or Beneficiary Politics and External Donors, or

135  Donor Politics (22).

136  Figure 2: Policy Implementation Stakeholders
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144  Source: Adapted from Campos and Reich (2019).


https://doi.org/10.64898/2026.07.28.26359091
http://creativecommons.org/licenses/by/4.0/

A B S0 S b, s v s e v gy o g
itis made available under a CC-BY 4.0 International icense .

145  Leadership Politics refers to securing the commitment of political leaders whose vision,
146  expertise and ethical grounding are essential for guiding the processes of policy
147  implementation (22). In Ghana, overcoming vaccine scepticism and logistical barriers required
148  high-level leadership and management capacity. Bureaucratic Politics involve managing
149  frontline bureaucrats, especially within the Ministry of Health and Ghana Health Service and
150 its affiliated organisations (22). Street-level bureaucrats, as described by Lipsky (26), wield
151  discretion that can shape or hinder policy outcomes. Interest Group Politics relates to the
152  influence of professional associations and industry groups such as the Pharmaceutical
153  Manufacturers Association, pharmacists’ professional associations, and medical professional
154  groups, which often try to influence health policy to reduce their losses and increase their gains
155  from the suggested changes (22). Budget Politics concerns decisions about resource allocation,
156  especially during health emergencies (22). The Ministry of Finance's distribution of public
157  funds across several sectors can constrain the Ministry of Health’s ability to implement
158  vaccination strategies effectively. Donor Politics examines the role of international donors and
159 agencies, whose funding, technical expertise, and priorities can significantly influence national
160 health policy processes, sometimes challenging local ownership and priorities (22). Beneficiary
161  Politics focuses on engaging the public as end users of health policy (22). Beneficiaries’ trust,
162  awareness, and active participation are crucial for successful uptake, but can be undermined by
163  misinformation, apathy, and conflicting messages from stakeholders (22).

164  However, stakeholder categories may overlap. Bureaucrats may also be beneficiaries; leaders
165 can be part of interest groups; and opposition political leaders may act as pressure groups. For
166  example, the Pharmaceutical Society of Ghana and the Ghana Medical Association include
167 members who serve as bureaucrats in various healthcare facilities across the country.

168 Recognising and managing these overlaps are essential for understanding the political

169  governance challenges encountered during Ghana’s COVID-19 vaccination programme.
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170 Methods

171 Study Design

172 An exploratory, descriptive, qualitative approach was used to investigate the phenomenon, as
173 little is known about it, and the researchers were interested in exploring and describing
174  stakeholders’ perceptions of Ghana’s COVID-19 vaccination programme. We chose this
175  approach to capture the nuanced insights into governance, political dynamics, and operational

176  challenges (27).

177  Population

178  The study targeted all key stakeholders involved in the procurement and distribution of the

179 COVID-19 vaccine in Ghana.

180  Study Setting

181  This study was conducted in the Greater Accra Region of Ghana during the COVID-19
182  vaccination rollout. The period of interest covered the programme’s initiation and subsequent
183  phases, capturing significant developments in procurement, distribution, and public

184  engagement.

185  Sampling Participants

186 A purposive sampling technique was used to recruit participants with direct involvement in or
187  oversight of Ghana’s COVID-19 vaccination programme. Participants were selected based on
188  their institutional roles, technical expertise, and engagement in vaccine procurement,
189  coordination, implementation, and community mobilisation. This approach ensured the
190 inclusion of diverse perspectives from key stakeholder groups, including government officials,

191  health professionals, development partners, and civil society actors.
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192  The final sample comprised 14 participants. Sample size was guided by the principle of
193  information power, which suggests that fewer participants may be sufficient when the study
194  has a focused aim, participants are highly relevant to the research questions, and the data
195  collected are rich and of high quality (28). In this study, information power was assessed based
196 on five criteria: (1) a focused study aim centred on governance and political dynamics; (2)
197  participants’ specialised knowledge and direct involvement in vaccine implementation; (3) the
198 use of established theoretical frameworks to guide analysis; (4) in-depth, semi-structured

199 interviews that generated rich and detailed data; and (5) strong dialogue quality between

200 researchers and participants.

201  Data collection continued until sufficient informational redundancy was achieved, whereby no
202  substantively new themes were emerging from subsequent interviews. At this point, the
203  research team determined that the dataset provided adequate depth and breadth to address the

204  study objectives.

205 Data were collected between June and September 2021 through semi-structured key informant
206 interviews. Interviews were conducted either in person or virtually, depending on participants’
207  availability and prevailing public health guidelines. Each interview lasted approximately 45 to

208 60 minutes and was audio-recorded with participants’ consent.

209 Data collection tool and procedure

210  The researchers developed a semi-structured interview guide based on the study’s objectives,
211 which were carved from the Health Policy Triangle and Campos and Reich’s Policy
212 Implementation Frameworks (22,27). The guiding questions were divided into two parts:
213 demographic characteristics constituted one, and the main guiding question formed the second
214  part. After ethics approval, the first author approached the targeted participants with the

215 information sheet outlining the rationale for the study and sought their permission to be
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216 interviewed. The questions were piloted to ascertain their completeness before the main data
217  collection. No changes were made to the questions after the pilot. The majority of the
218 interviews were conducted face-to-face at participants’ offices, except for one conducted via
219  Zoom. With participants’ consent, interviews were audio-recorded and complemented by note-

220 taking. The discussions explored governance and accountability mechanisms, political

221 influences on procurement and distribution, and lessons for future pandemics.

222 Data Analysis

223 Data were analysed following Braun and Clarke’s (29) six-phase thematic analysis framework:
224 (1) familiarisation with the data, (2) generating initial codes, (3) searching for themes, (4)
225  reviewing themes, (5) defining and naming themes, and (6) producing the report. Interview
226  transcripts were analysed using thematic analysis. Two researchers independently coded all 14
227  transcripts using Microsoft Excel to organise and manage the data. Each transcript was first
228 read in full to ensure familiarisation with the content. The transcripts were then segmented into
229  meaningful units and entered into Excel, where columns were used to record initial codes,
230 analytic notes, and emerging categories. Initial codes were generated inductively from
231  recurring ideas and patterns relevant to the study objectives. During the coding process, a
232 shared codebook was developed and refined iteratively as new codes emerged and existing
233 codes were clarified. After independent coding, the researchers compared coded transcripts to
234 identify similarities and differences in code application. Coding disagreements were discussed
235 in a series of analytic meetings, during which the researchers revisited the original transcript
236  excerpts and reached consensus through discussion. The Principal Investigator provided
237  oversight to ensure consistency and analytical rigour. Related codes were grouped into broader
238 themes, and overlapping codes were refined or merged to strengthen conceptual clarity through
239 iterative discussions within the research team. To enhance the credibility of the findings,

240 interpretations were triangulated across the research team through collective review of coded

10


https://doi.org/10.64898/2026.07.28.26359091
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.07.28.26359091; this version posted July 30, 2026. The copyright holder for this
preprint (which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in
perpetuity.
It is made available under a CC-BY 4.0 International license .

241  excerpts and emerging themes. The final themes were then synthesised and organised to

242  capture the political dynamics surrounding COVID-19 vaccine procurement and distribution.

243  Rigour

244  Several strategies were adopted to ensure the rigour and trustworthiness of this qualitative
245  study. Credibility was enhanced by triangulating perspectives across diverse stakeholder
246  groups, including policymakers, programme managers, frontline health workers, professional
247  associations, and political actors. Two members of the research team independently coded the
248  transcripts using Braun and Clarke’s six-phase thematic analysis approach, and discrepancies
249  were resolved through discussion until a consensus was reached. This iterative process
250 supported inter-coder reliability and consistency in theme development. Informal member
251  checking was also undertaken, with selected participants consulted to confirm the accuracy of
252  interpretations. To ensure dependability, the research team maintained a clear audit trail,
253  documenting coding decisions, thematic refinements, and analytical memos throughout the
254 process. The themes and sub-themes are included in the manuscript to allow transparency and
255  replication of the analytic approach. While the sample size was relatively small and
256  concentrated in Greater Accra, the use of rich, contextually grounded narratives enables readers

257  to assess the applicability of the findings to other contexts.

258 COREQ compliance

259  This study was conducted in line with the Consolidated Criteria for Reporting Qualitative
260 Research (COREQ). Interviews were conducted by the Corresponding Author, a researcher in
261  public health, who had no prior personal relationship with participants. Participants were
262  informed of the researcher’s academic background and the purpose of the study before
263  providing consent. Fourteen key informant interviews were conducted until saturation was

264  reached. Interviews were audio-recorded with permission, transcribed verbatim, and

11
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265 anonymised using unique identifiers. Transcripts were not returned to participants for their
266 review and comment. Coding and analysis were performed manually in Microsoft Excel,

267  applying Walt and Gilson’s policy triangle and Campos and Reich’s framework to guide

268 interpretation.

269 Ethical Considerations

270  Ethical approval was obtained from the Dodowa Health Research Centre Institutional Review
271  Board (DHRCIRB/051/05/21). All participants provided written consent, and the
272  confidentiality of the data was guaranteed. The study adhered to the principles outlined in the

273  Declaration of Helsinki.

274  Author Reflexivity and Positionality

275 Inline with best practices for transparency in qualitative research, the authors reflected on how
276  their professional backgrounds and positions might have influenced the design, data collection,
277  analysis, and interpretation of findings.

278  The research team comprised members with complementary expertise in public health
279  research, health systems management, political and governance studies, and academic
280  scholarship. Several team members held professional roles within health institutions and
281  research organisations, positioning them as partial insiders in the policy environment under
282  study. This facilitated access to key informants and enhanced participants’ willingness to
283  engage. However, it may also have reinforced power asymmetries and encouraged socially

284  desirable responses, selective disclosure, or cautious framing of politically sensitive issues.

285 Team members involved in fieldwork and data analysis also possessed prior experience
286  working with some participants and institutions. While this familiarity supported rapport and
287  trust-building, it carried the risk of confirmation bias and the normalisation of institutional

288  practices. In addition, researchers’ academic and professional status may have influenced how

12
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289  participants perceived the study, potentially shaping expectations about confidentiality,

290 reporting, and policy relevance.

291 To mitigate these potential influences, the team employed multiple reflexive and
292  methodological strategies. These included the use of open-ended and neutral interview
293  techniques, explicit assurances of confidentiality and independence, maintenance of reflexive
294  journals, and documentation of analytic decisions. Regular peer debriefing sessions and
295  collaborative analysis meetings were conducted to interrogate assumptions, challenge
296 dominant interpretations, and enhance critical reflexivity. Where possible, divergent

297  perspectives were actively sought and incorporated into theme development.

298  Rather than seeking to eliminate subjectivity, the authors acknowledged their positionality as
299 integral to knowledge production within an interpretivist-constructivist paradigm. Through
300 sustained reflexive practice, transparent documentation, and collective sense-making, the team
301 sought to manage power dynamics and potential biases while strengthening the credibility,

302  dependability, and trustworthiness of the findings.

303

304 Results

305 A total of 14 key informants participated in the study, representing multiple stakeholder groups
306 involved in the COVID-19 vaccination programme in Ghana, including government ministries,
307  health service implementers, professional associations, academic institutions, political actors,
308 civil society and religious organisations. Details of participants recruited are provided in table

309 1 below.

310 Table 1. Characteristics of Study Participants (n = 14)

Participant Code Stakeholder Category Institution

13
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KI10001 Government Official Ministry of Health (MoH)
KI110002 Government Official Ministry of Information (Mol)
KII10003 Government Official Ministry of Finance and Economic
Planning
KI110004 Professional Association Ghana Medical Association (GMA)
KI10005 Professional Association Pharmaceutical Society of Ghana (PSGH)
KII0006 Professional Association Pharmaceutical Manufacturers Association
of Ghana (PMAG)
KII0007 Government Health Official Ghana Health Service/Shai-Osudoku
District Health Directorate
KII0008 Government Health Official Ghana Health Service/Shai-Osudoku
District Health Directorate
KII0009 Government Health Official Ghana Health Service/Shai-Osudoku
District Health Hospital
KII0010 Government Health Official Ghana Health Service/Shai-Osudoku
District Health Hospital
KII0011 Academic/Research Experts Academic from the University of Ghana
UG)
KI10012 Academic/Research Experts Academic from the University of Ghana
Business School (UGBS)
KI10013 Political Actors Politician from National Democratic
Congress (NDC)
KII0014 Civil Society/Religious Leaders Christian Council of Ghana / Religious
Leadership
311
312 Themes and subthemes
313  The Thematic analysis yielded three overarching themes with nine interrelated subthemes, as
314  summarised in Table 2 below.
315 Table 2. Main Themes and Subthemes

Main Themes

Subthemes

1. Governance and Institutional
Capacity in Vaccine Rollout

la. Governance Transparency, Accountability, and Procurement
Practices

1b. Communication Failures and Misinformation Management

1c. Data Systems, Logistics, and Operational Constraints

1d. Donor Dependence and Global-Local Coordination
Challenges

2. Political Economy of Vaccine
Procurement and Distribution

2a. Political Leadership, Bureaucratic Dynamics, and Budgetary
Control

2b. Donor and Development Partner Influence on National
Priorities

2c¢. Interest Group Politics and Stakeholder Influence on Uptake
and Supply

3a. Strengthening Transparent Governance and Intersectoral
Coordination

14
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3. Strengthening Pandemic 3b. Building Local Research, Manufacturing, and Monitoring
Preparedness and Health System | Capacity
Resilience

316

317 1. Governance and Institutional Capacity in Vaccine Rollout

318  Stakeholders emphasised that governance and institutional capacity were critical determinants
319  of the success or failure of Ghana’s COVID-19 vaccination programme. While early and
320 visible political commitment proved essential in securing initial vaccine supplies and
321 mobilising public campaigns, weaknesses in procurement transparency, communication
322  strategy, coordination, and operational systems constrained effective implementation. The
323  analysis identified four interrelated dimensions: governance transparency and accountability;
324  communication and misinformation management; donor dependence and global coordination;

325 and operational constraints in data and logistics.

326 1a. Governance Transparency, Accountability, and Procurement Practices

327  Concerns about transparency in procurement and financial management featured prominently
328  across stakeholder groups. Participants reported that limited visibility into procurement
329  decisions and fund disbursement processes weakened public trust and fuelled perceptions of
330 politicisation.

331  Several stakeholders suggested that procurement processes were insufficiently transparent and
332  may have been influenced by personal or political interests. As one frontline healthcare worker

333  remarked:

334 “I will always procure where I would benefit as an individual or where in future, 1
335 would get something in return... Recently, I even heard news that one minister in charge
336 had an interest in it and therefore added his share to it; that is why the vaccines were
337 so expensive.” (KI10010).

338  Such perceptions, regardless of their factual basis, eroded confidence in the fairness and

339 integrity of the process.
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340 Concerns also extended beyond procurement to financial accountability at subnational levels.
341 A district-level actor noted that funds allocated for COVID-19 activities were not always
342  transparently communicated to implementation teams, creating uncertainty about resource
343  distribution and entitlements. Similarly, questions were raised about the criteria used for
344  prioritising early vaccine recipients. One academic stakeholder observed that the selection

345  process for initial vaccine allocation “was not clearly communicated, leading to public

346  grumbling and suspicion.”

347 “I don’t think the process and strategies involved in the distribution and administration
348 was transparent. We were just sitting there when the announcement came... The
349 committee had some criteria for selecting people, but it wasn’t clear. There was a lot
350 of grumbling... ” (KII0011).

351

352 Other stakeholders echoed similar concerns, arguing that clearer financial reporting and more
353  proactive disclosure could have strengthened legitimacy. The absence of routine, publicly
354  accessible reporting mechanisms contributed to speculation about elite capture, particularly
355  during the distribution of early vaccine consignments. Collectively, these perceptions
356  underscore how transparency deficits can undermine programme credibility, even in contexts

357  where political commitment is visible.

358 “With regards to the funds that were received at the directorate, I think that how the
359 funds were disbursed was a bit questionable. The government itself should be a little
360 bit more transparent in what they tell us and also a little bit more forthcoming on

361 information that is necessary.” (K110013)

362 “It seems as if the information on the vaccination is somewhere, but it’s not known to
363 the public.. ...they cannot account for it. It was not transparent... There is no
364 accountability system that reports the day-to-day account of what went in, what was
365 disbursed and others.” (KI10011).

366

367 1b. Communication Failures and Misinformation Management

368  Participants widely agreed that delayed and fragmented risk communication allowed

369 misinformation to proliferate. Across health, political, and civil society actors, there was a
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370 shared view that proactive engagement with communities began too late, leaving space for

371  conspiracy narratives to gain traction:

372 “Some bad people are saying that the vaccine is the mark of the beast (666) and other
373 false information is also going on. ” (KII0001).

374 “We waited for some people to completely destroy the importance of vaccines in our
375 lives through social media. Even some of our big-time media personnel went on the
376 radio and said all sorts of things about the vaccines.” (KI10004).

377 A professional association representative reflected that vaccine education “did not start early
378  enough,” enabling social media commentary and influential public figures to shape narratives
379  before official messaging was fully mobilised. Religious and informal opinion leaders were
380 frequently cited as powerful actors in shaping perceptions, sometimes more influential than

381 formal health authorities:

382 “So far, I think, I will tell you candidly, we did not start vaccine education early. We
383 could not start the conversation early. We should have started the discussions on
384 vaccines earlier... There are many people in the country who will not listen to a
385 Minister of Health, but they will listen to a pastor who does not even have knowledge
386 about health issues...” (KI10004).

387  Stakeholders acknowledged that misinformation, ranging from religious interpretations to
388  conspiracy theories, circulated widely and was not countered swiftly. One senior official noted
389 that managing “bad press” and misleading social media narratives required stronger
390 coordination and earlier engagement. Participants argued that insufficient early education

391  contributed to hesitancy and slowed uptake, particularly during the rollout of the first doses:

392 “Education was not well done. A lot of people were not happy that they had to take the
393 vaccine. They did not take the first dose of AstraZeneca because they heard all the
394 conspiracy theories on social media, but the government had not spent enough time
395 educating people on what is important.” (KI10013).

396

397 These findings illustrate how communication gaps intersect with governance challenges,
398 reinforcing mistrust and weakening early vaccination momentum.

399
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400 1c. Donor Dependence and Global-Local Coordination Challenges
401  Stakeholders highlighted that Ghana’s heavy reliance on donor-supported mechanisms,
402  particularly COVAX, significantly shaped implementation dynamics. Delays and

403  unpredictability in vaccine deliveries disrupted rollout schedules and complicated planning at

404  national and district levels:

405 “Ghana does not have enough vaccines... A good number of people have not been
406 vaccinated, only 2 million out of 30 million had 2 shots because the country was heavily
407 depending on donor support. With all, especially the Sputnik, when we could not get
408 enough of the vaccines from the COVAX... which people thought was less effective.”
409 (KI10013).

410  Participants noted that inconsistent supply made it difficult to complete vaccination cycles,
411  with some individuals unable to access second doses within recommended timeframes. As one

412  district-level implementer explained, delivery uncertainties created interruptions in continuity

413  of care:

414 “Sometimes, you can't even tell when the vaccines will arrive... Some groups of people
415 who took the first vaccine could not access the second vaccine up to date. The time they
416 are supposed to take the second dose of the vaccine has elapsed. This means these
417 people have to start everything all over again... (KI10007)

418

419 “Another problem is inconsistency, the second dose is not yet in for those who took
420 the first to go for it.” (KI110012).

421

422 Beyond immediate supply issues, participants raised concerns about repeated political
423  commitments to establish local vaccine manufacturing capacity. Some described these
424  announcements as aspirational but insufficiently institutionalised, reinforcing perceptions of

425  structural dependency on external actors:

426 “Time after time, the president keeps giving us promises that Ghana is doing its best
427 to contact pharmaceutical manufacturers to see whether they can actually start local
428 production of vaccines... all are political talks” (KI10012).

429  These accounts underscore how global inequities and donor dependence constrained national

430 autonomy in vaccine planning and implementation.

18


https://doi.org/10.64898/2026.07.28.26359091
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.07.28.26359091; this version posted July 30, 2026. The copyright holder for this
preprint (which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in
perpetuity.
It is made available under a CC-BY 4.0 International license .

431  1d. Data Systems, Logistics and Operational Constraints

432  Operational bottlenecks, especially in data management and logistics, further constrained
433  implementation. Frontline actors described challenges with digital registration systems, noting
434  that inadequate infrastructure and technical glitches slowed data entry and created

435  administrative backlogs:

436 “At a point in time, we did not really have what we needed to digitalise the vaccination
437 process in such a way that we can avoid people taking advantage of the system.”
438 (KII0001).

439

440 “We had challenges with the app as well, so those who were in the field, when they were
441 doing the entries and all that, encountered challenges, so what they had to do was some
442 of us entered it manually at the same time, trying to see if we could use the vaccine
443 app.” (KI10009).

444  Some participants acknowledged that digital systems were not fully operational at the outset,
445  limiting real-time tracking and increasing vulnerability to system inefficiencies. Field
446  implementers reported difficulties with the vaccination application, often resorting to manual
447  documentation when electronic tools malfunctioned. As one academic stakeholder observed,
448  while the vaccination process itself was relatively efficient, recording and documentation

449  became the bottleneck:

450 “The bottleneck is using electronic thing to capture data, which caused delays in
451 certain places... The process of jabbing was short, but the recording was the problem”.
452 (KII0011).

453

454  Logistical challenges also extended to cold chain management and vaccine shelf life.
455  Participants described instances where consignments arrived with limited time before expiry,
456  placing pressure on rapid distribution and, in some cases, resulting in wastage. Uneven

457  distribution across districts further compounded these inefficiencies:

458 “Do you know the vaccines that came were close to the expiration date? I learnt some
459 even got expired, so next time if they are going for vaccines, they should look for
460 vaccines that had prolonged expiry date, not vaccines that they would bring on Monday
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461 and by Friday it’s expired, so it means if you don’t vaccinate within 5 days, you can’t
462 vaccinate any longer.” (K110010).

463 “...there were certain areas where the vaccines... some even got expired and not fit for
464 use” (KI10005).

465  These operational constraints reveal how governance challenges were not only political but
466  also technical and infrastructural, highlighting the interconnectedness of institutional capacity

467  and policy implementation outcomes.

468 2. Political Economy of Vaccine Procurement and Distribution

469  Ghana’s initial vaccine doses were received through the COVAX facility, followed by
470  additional supplies obtained through bilateral donations and government procurement
471  arrangements. Findings from the study revealed that the procurement and distribution of
472  COVID-19 vaccines in Ghana were significantly shaped by political negotiations and the wider
473  governance environment. Participants consistently described how political leadership,
474  bureaucratic processes, fiscal decisions, donor involvement, and the actions of interest groups
475 influenced the course of implementation. These perspectives closely mirrored the stakeholder
476  categories described by Campos and Reich, underscoring the role of politics in policy
477  execution. Three interrelated dimensions emerged: (1) political leadership, bureaucratic
478  dynamics, and budgetary control; (2) donor and development partner influence; and (3) interest

479  group politics shaping uptake and sustainability.

480 2a. Political Leadership, Bureaucratic Dynamics, and Budgetary Control

481  Political leadership played a central role in vaccine procurement decisions, including choices
482  regarding type, sourcing, pricing, and the use of intermediaries. Participants noted that
483  procurement decisions were highly centralised, with limited transparency regarding pricing

484  structures and negotiation processes. As one senior government official observed, key political
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485  questions revolved around where the vaccines were procured from, who negotiated them, and

486  whether intermediaries influenced pricing:

487 “One key issue in the politics of this process is the procurement of vaccines. Where they
488 have been procured from, what type of vaccine, who is procuring the vaccine, the
489 middlemen, and how much the vaccine is being procured? Are we buying it at the
490 normal price, or because we are moving into middlemen, the price is being doubled?”
491 (KII0001).

492  Beyond procurement, political authority extended into vaccine distribution at the district level.
493  Some participants described instances in which vaccine access was perceived to be influenced
494 by local political considerations. A frontline officer reported that vaccination decisions in their

495  district were subject to political authorisation, creating perceptions of partisan filtering:

496 “Not everyone is getting access to the vaccines. In my district, for example, the
497 vaccination exercise has been politicised. I was told the district head has given a
498 command that until he authorises to give the vaccine to a particular person, it should
499 not be administered to them. Therefore, I was not given because I do not belong to his
500 party. (KI10008).

501  While such accounts may not reflect universal practice, they underscore how politicisation

502  narratives can undermine trust in public health programmes.

503 Participants also noted that vaccine politics operated across scales, from global negotiations to
504  local implementation. Competing interests, ideologies, and institutional actors influenced

505  procurement pathways and distribution decisions. As one participant reflected:

506 “So, the politics of the COVID-19 vaccine is from the global stage to the local level. It
507 is important that we look at it from the perspective that there are various interests, and
508 various beliefs, various people who have various say on vaccines and influences on the
509 vaccines and then the vaccination process, it is diverse, and it is different and varied.
510 (KII0006).

511  Bureaucratic dynamics further shaped programme execution. Although the Ministry of Health
512 provided policy direction, operational responsibility rested largely with implementing
513  agencies. Participants described friction between planning and execution, particularly given
514  that existing immunisation structures were historically designed for childhood vaccination

515 rather than adult mass campaigns. One stakeholder noted that while extensive stakeholder
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516  engagement occurred during planning, implementation did not fully match the ambition of the

517 plans:

518 “Implementation was not well done, although it was well planned. For instance, the
519 community pharmacies were going to be used as vaccination points, pharmacists were
520 going to be involved in one way or the other (the private pharmacists because of the
521 skill). But when it came to the time, these things were not implemented. They were just
522 implemented partially...” (KI10005).

523

524  Operational discretion also influenced which planned interventions were realised. For example,
525  proposals to integrate community pharmacies into vaccination delivery were reportedly only
526  partially implemented. Participants suggested that unclear role definitions and overlapping
527 institutional mandates contributed to inefficiencies, duplication, and uneven allocation across

528  districts:

529 “I think that there were certain areas where the vaccines that were taken were
530 inadequate. There were others where the vaccines were more than what was taken
531 there, and transferring from one area to another, there were temperature issues...
532 which some even got expired and not fit for use.” (KI10005).

533

534 “...each of the key stakeholders must be assigned a specific role to play and must be
535 clearly defined... we must have a laid out framework for the disbursement and
536 distribution of the vaccine (KI110012).

537

538 Budget politics compounded these challenges. Although funds were mobilised for
539  procurement, participants reported that financing for deployment, including logistics, outreach,
540 and digital systems, lagged behind. A senior health official acknowledged that “funding for
541  deployment” represented a major constraint. Limited and delayed disbursement particularly

542  affected rural districts, where basic operational resources were already stretched:

543 “...the major challenge we have has to do with funding for deployment of vaccines...”
544 (KI10002)

545 “The challenge is, during the initial vaccination, four rural districts, including ours,
546 were sidelined...sometimes, getting water to drink is even a challenge.” (KI110009).
547
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548  Financial constraints also slowed digitalisation efforts and monitoring systems, reinforcing

549 inefficiencies in data capture and coordination. Without adequate funding, robust electronic

550 systems could not be fully operationalised at critical stages of rollout.

551 “At a point in time, we did not really have what we needed to digitalise the vaccination
552 process in such a way that we can avoid people taking advantage of the system.”
553 (KI10002)

554

555 “The key bottleneck is, we don't have the vaccines and then the funds to deploy the
556 vaccines.” (KI10004)

557

558  Collectively, these accounts demonstrate how political authority, bureaucratic discretion, and

559 fiscal limitations interacted to shape implementation outcomes.

560 2b. Donor and Development Partner Influence on National Priorities

561 Donor support was widely recognised as essential to Ghana’s COVID-19 vaccination
562  programme; however, participants highlighted tensions between external priorities and national
563 needs. Ghana’s reliance on global supply chains and donor mechanisms exposed the country

564  to geopolitical dynamics beyond its control:

565 “Because of the international body politics, it is difficult to get the vaccines.”
566 (KII0005).

567 “We are now losing trust in our developing partners, because of the politics they are
568 playing with the vaccine.” (KI10011).

569

570  Stakeholders described how international politics constrained access to vaccines, especially
571  during the early stages of global distribution. One stakeholder observed that “because of
572  international politics, access became difficult,” while another noted declining confidence in
573  development partners amid perceived inequities in allocation. Participants pointed out that
574  high-income countries secured large advance orders, limiting availability for countries
575  dependent on pooled mechanisms such as COVAX:

576 “There was anxiety in town because everybody was waiting... It is because we are also

577 depending on the developed countries, and unfortunately, in places where we could

23


https://doi.org/10.64898/2026.07.28.26359091
http://creativecommons.org/licenses/by/4.0/

medRxiv preprint doi: https://doi.org/10.64898/2026.07.28.26359091; this version posted July 30, 2026. The copyright holder for this
preprint (which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in
perpetuity.
It is made available under a CC-BY 4.0 International license .

578 have had it, like India, the pandemic was so severe, and they have refused to export
579 their vaccines.” (KI110001).
580

581  Reliance on donor-supported supply chains created uncertainty and delays. When exporting
582  countries experienced domestic surges, vaccine shipments were postponed, disrupting local
583  rollout schedules. These disruptions reinforced perceptions of structural vulnerability and

584  highlighted the asymmetry in global health governance:

585 “... procurement of vaccines really has, in the part of our world, been quite
586 challenging. Where initially, none of the producing companies or countries was ready
587 to sell because Europe and America have placed orders” (KI10003).

588  Thus, while donor engagement was indispensable, it simultaneously limited national autonomy

589 in procurement timelines and strategic planning.

590 2c. Interest Group Politics and Stakeholder Influence on Uptake and

591  Sustainability

592 Interest groups played significant roles in shaping both vaccine uptake and long-term
593  sustainability discussions. Professional associations and pharmaceutical stakeholders
594  advocated for stronger government investment in domestic manufacturing capacity, arguing
595 that procurement guarantees and financial support would reduce future dependency on external
596  suppliers. One participant emphasised that government commitment to purchasing locally

597  manufactured vaccines would be essential to stimulate sustainable production:

598 “Government needs to support pharmaceutical manufacturers financially to produce
599 affordable vaccines... The government must guarantee Ghanaian pharmaceutical
600 manufacturers that their vaccines would be bought... Ghana can do what the National
601 Institute of India is doing... putting structures in place to ensure that pharmaceutical
602 manufacturers can also have the licence to manufacture.” (KI110004).

603

604  Religious leaders emerged as influential actors in shaping public attitudes. Participants
605 described how religious authority extended beyond spiritual guidance into health decision-

606  making, sometimes superseding medical expertise. One stakeholder recounted that even highly
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607 trained professionals sought guidance from faith leaders regarding vaccination decisions,

608 illustrating the depth of trust vested in religious institutions:

609 “Let me tell you, even a medical doctor, when the vaccine thing came, was asking me,
610 "pastor, should I go for it?" This should tell you the kind of authority religious leaders
611 have in the community. ...medical doctor will still seek advice from a pastor whether
612 he should go for a vaccine. I mean, it doesn't sound right.... It's the reality because of
613 the belief people have in God and in the men and women of God, ”(KI110014).

614

615 At the same time, certain doctrinal positions were perceived to discourage engagement with
616  biomedical interventions. Some participants noted that specific religious teachings promoted

617  scepticism toward vaccination, contributing to hesitancy within particular communities:

618 “Culturally, some religions tend to resist these orthodox medicines. We know of some
619 religions which preach that their people should not go to the hospital, and their people,
620 including children, should not be vaccinated. So, these are also challenges which would
621 add up to the politics at the local front.” (KII0004).

622  These findings highlight how non-state actors, including faith-based leaders and professional
623  associations, influenced both demand-side dynamics and strategic discussions about future

624  supply resilience.

625 3. Lessons for Future Pandemics

626  Participants drew on their COVID-19 vaccination experience to identify a focused set of
627  lessons for strengthening Ghana’s preparedness. Central to these were the need for transparent
628  governance and clear accountability in procurement and finance to rebuild trust; sustained and
629  adequately public communication to counter misinformation; strategic investment in local
630 research and vaccine manufacturing to reduce external dependence; stronger intersectoral
631  coordination that integrates ministries, private providers, community health structures and
632  trusted local leaders for faster, more equitable rollout; and robust monitoring and evaluation
633  systems to ensure performance tracking, and corrective action. These reflections generated five
634  interconnected subthemes: strengthening transparent governance, strengthening public

635 communication and education, building local research and vaccine production capacity,
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636  enhancing intersectoral coordination and leveraging existing structures and robust monitoring

637 and evaluation systems.

638 3a. Strengthening Transparent Governance

639  Participants emphasised that strengthening transparent governance is central to Ghana’s
640  preparedness for future pandemics. They argued that opaque procurement and unclear roles
641 among institutions had fuelled mistrust during the COVID-19 vaccination programme, and
642  stressed that future responses must prioritise accountability at every stage. For many,
643  transparency was an administrative requirement and the foundation for building public
644  confidence and preventing controversies. One academic proposed that the establishment of
645 independent institutions dedicated to managing emergency resources could help safeguard

646  credibility:

647 “Government should set up an independent institute, channel these resources to them,
648 make them accountable state institutions and ensure that expenses and policy tools of
649 these institutions are transparent.” (KI10011).

650 Frontline actors similarly stressed the importance of openness in financial disbursement,

651  arguing that community members should be able to track how funds are allocated and spent:

652 “[ think we should be transparent about the funds that have been released to the various
653 sectors. It should come on air so that people at the grassroots would know about it.
654 Government should be transparent, accountable and should distribute the resources
655 equitably.” (KI10008).

656 “I believe that when there’s transparency, fairness, and strong advocacy, everyone is
657 on the same page. But sometimes, people from higher levels come in thinking they know
658 everything. They design plans without involving us, and expect us to implement them.
659 ...funds are not always disbursed in ways that directly support COVID prevention.
660 Sometimes, they re used for other purposes.” (KI110010).

661  Officials from the Ministry of Health also reinforced this view, calling for clear frameworks

662  that embed accountability into all stages of procurement and implementation:

663 “...Whatever the government does, whether it’s the framework, the strategy, or the
664 mechanisms, there must be transparency and accountability. That’s the number one
665 priority. People need to be informed and sensitised so they can make informed
666 decisions.” (KII0001).

667
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668 3b. Strengthening Public Communication and Education

669  Stakeholders stressed that an effective pandemic response depends not only on securing
670 vaccines but also on ensuring widespread public understanding and acceptance. They
671  emphasised that without sustained education, even the best supply strategies would falter
672  because misinformation, fear, and uncertainty could undermine uptake. As one district health

673  director explained, awareness-building is critical to overcoming hesitancy:

674 “What is key is that, even if the country is able to procure the vaccines and the
675 education does not go well, people will not take the vaccine. Thus, there is a need for
676 community education.” (K110009).

677  Participants highlighted the importance of reaching every segment of society, stressing that
678  education should continue until even the most remote communities understand the benefits of
679  vaccination. These campaigns should go beyond basic information, providing clear and

680 convincing messages about the advantages of vaccination to foster public trust:

681 “We need a lot of education for the last person to understand why they should be
682 vaccinated, not just go and vaccinate for COVID-19; this way, we will all be fine. Yes,
683 it is the education and then the district assemblies should provide more help, especially
684 with the NCCE... (KI10008).

685 “I think that there should be at least enough campaign and education of the public to
686 know what is best, what the advantages of taking the vaccines are.” (KI10003).

687  To achieve this, participants pointed to the need for stronger institutional support, particularly
688  for the NCCE. They argued that education campaigns must be well-funded, consistent, and

689  accessible across platforms. As one political actor put it:

690 “The NCCE should be properly funded because education of our people is very
691 important for such exercises. So, there should be an advert on the radio so people
692 become aware of what is going on.” (KI10013)

693

694  3c. Building Local Research and Vaccine Production Capacity

695  Stakeholders highlighted the importance of developing Ghana’s capacity to conduct research
696  and manufacture vaccines locally, arguing that dependence on external suppliers had left the

697  country vulnerable during the COVID-19 pandemic. They explained that procurement alone
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698  was not sufficient, as global shortages and inequities often limited access, underscoring the

699 need for domestic capabilities. One pharmaceutical stakeholder described the vision of

700 transforming Ghana into a regional hub for vaccine innovation and production:

701 “I think that we should be able to put together for the national immunity course and
702 development, ...but to also develop the ability to produce, the ability to make ourselves
703 ready to be able to participate in global research to advance knowledge in health areas,
704 and medical interventions like vaccines, to be able to also produce it, to be able to
705 become a global hub even if we start from the West Africa...” (KI10005).

706  Others affirmed this call, stressing that investment in research and development was critical to

707  ensure timely access and reduce reliance on international partners in future crises:

708 “...that in future we would be able to invest a little further so that we can have our
709 vaccines manufactured on time... Invest in research and development to make sure that
710 some of these things are available to us and then ensure that distribution is more
711 optimal” (K110006).

712 3d. Enhancing Intersectoral Coordination and Leveraging Existing

713  Structures

714  Stakeholders stressed the importance of improved coordination among ministries, agencies, the
715  private sector and global partners to streamline future pandemic responses and prevent delays
716  in vaccine rollout. They observed that limited integration of private providers during COVID-
717 19 had undermined efficiency, despite their significant role in healthcare delivery. As one

718  participant noted, excluding private facilities weakened national preparedness:

719 “The private health sector should be clearly included in government policy for
720 interventions, otherwise, if the segregation continues, it will not augur well. There
721 would be a dichotomy, and when the government needs them, it becomes difficult to
722 rally them. I think 40% or more of healthcare facilities are in the private sector. And
723 that is a significant number to be included in the planning for any pandemic...(KI110014)

724  Others reinforced the need for more collaborative procurement strategies that allow both
725  government and private institutions to contribute resources. A participant from academia

726  suggested that shared efforts could improve speed and sustainability:

727 “[ think another strategy is for us to see a more cohesive way of trying to procure the
728 vaccine, both by the private and government institutions, so that the national COVID
729 committee would assess the viability of this. It is quicker when more hands come on
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730 board. Because some of them, like the private sector, might have a way of financing
731 and procuring these vaccines.” (KI10011).

732 Inaddition to stronger intersectoral coordination, participants urged the government to leverage
733  existing structures and expertise that had proven effective in past vaccination campaigns.
734  Community health nurses and the EPI were highlighted as vital resources for scaling up future

735  responses:

736 “We have a lot of community health nurses in the system. This is not the first time we
737 are doing a vaccination exercise. ... the system we are using has always been effective.
738 When we do measles, the five childhood diseases..., we continue to do it perfectly. We
739 have a system that moves to the remotest part of the country, where people would go
740 on bicycles and stuff. We have a system, it exists already, so let’s use it.” (KII0004).

741  Finally, participants highlighted the need to integrate trusted voices such as religious and
742  traditional leaders to enhance vaccine acceptance. They argued that such leaders were
743  instrumental in shaping community perceptions and could play a decisive role in mobilising

744  participation:

745 “... s0, I think they should talk to the people, and the churches can play a lot of roles,
746 the mosques can play a major role too, they should use the pastors, they should use the
747 Imams and get their people vaccinated” (K110007).

748 “Government should work with religious and traditional leaders as well as the
749 influential people in society for the vaccination exercise.” (K110014)

750 3e. Robust Monitoring and Evaluation Systems

751  Finally, participants underscored that future pandemic responses must be anchored in
752  consistent monitoring, supervision, and evaluation to ensure accountability and effectiveness.
753  They noted that while COVID-19 vaccination efforts mobilised significant resources, weak
754  oversight limited the ability to track progress, identify bottlenecks, and measure impact. They
755  argued that clear frameworks for monitoring would strengthen transparency and also provide
756  timely feedback for corrective action. Some participants affirmed the need for supervisory
757  teams capable of ensuring compliance and accountability across actors involved in the

758  vaccination programme:
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759 “...there should be monitoring and evaluation to be able to find out the impact of
760 these policy measures” (KI10006).

761

762 “...there should be a clear implementation plan and monitoring” (K110005).

763

764 “There should be a monitoring or supervisory team, tracking and checking these
765 stakeholders” (KI10010).

766

767  Discussion

768  This study examined stakeholders’ perspectives on the political dynamics shaping Ghana’s
769  COVID-19 mass vaccination programme, using the Walt & Gilson policy triangle and Campos
770 & Reich’s policy implementation framework. The findings show that vaccine rollout outcomes
771  were shaped less by technical capacity alone than by governance quality, institutional
772 fragmentation, and global political economy constraints.

773  Transparency gaps, discretionary procurement practices, and weak digital oversight
774  undermined trust and contributed to hesitancy, illustrating how accountability functions as a
775  determinant of public health effectiveness. At the same time, political leadership, bureaucratic
776  dynamics, budgetary prioritisation, donor dependence, and vaccine nationalism constrained
777  procurement autonomy and distribution equity. Interest-group influence and socially embedded
778  authority structures further mediated vaccine uptake.

779  Stakeholders’ proposed reforms, transparent governance, sustained public communication,
780 domestic research and manufacturing capacity, stronger intersectoral coordination, and
781 institutionalised monitoring collectively signal that pandemic preparedness must be treated as
782 a governance and political economy challenge rather than a purely biomedical one.
783  Strengthening future responses in Ghana and similar LMICs, therefore, requires embedding
784  accountability, coordination, and adaptive governance within health security frameworks.

785
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786 Governance, Transparency, and Political Economy in Vaccine

787 Rollout

788  Ghana’s early access to COVID-19 vaccines illustrates how high-level political commitment
789  can accelerate entry into global supply chains. However, our findings demonstrate that political
790 commitment alone does not guarantee effective implementation. Rather, vaccine rollout
791 unfolded within a broader political economy of health governance characterised by
792  transparency deficits, institutional fragmentation, donor dependence, and uneven operational
793  capacity (30,31).

794  Participants’ concerns about opaque procurement and financial accountability reflect structural
795 governance vulnerabilities widely documented in LMIC health systems (32). Political
796  economy scholarship emphasises that emergency contexts expand discretionary authority
797  while compressing oversight mechanisms, thereby increasing the risk of rent-seeking and elite
798  capture (33). As Rose-Ackerman argues, weak transparency and oversight intensify corruption
799  risks, particularly during crisis procurement (34). Similarly, Duri notes that pandemic
800 emergencies create ideal conditions for financial opacity due to urgency, large inflows of funds,

801 and relaxed procurement safeguards (35).

802 In this study, even the perception of politicised procurement eroded programme legitimacy.
803  This aligns with broader LMIC evidence demonstrating that trust in vaccine programmes
804  depends not only on technical efficiency but also on perceived fairness and integrity (36,37).
805  Where procurement criteria and fund disbursement processes are unclear, suspicion can
806  depress demand, strain inter-agency collaboration, and complicate donor engagement (38,39).
807  Thus, transparency in vaccine rollout functions not merely as an ethical principle but as a core
808  operational determinant of uptake and sustainability (40—42). Moreover, the blurred delineation

809  of roles between central and subnational actors reflects classic principal-agent problems in
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810  health governance (4,43). When frontline implementers lack visibility into resource flows or
811  decision criteria, implementation discretion increases and policy coherence weakens (4,44).

812  These findings reinforce political economy arguments that governance quality, rather than

813  supply availability alone, determines the success of emergency health interventions (45-47).

814 The communication failures described by participants highlight how vaccine uptake is
815 embedded within broader dynamics of trust and authority. Delayed and fragmented risk
816 communication allowed misinformation to circulate in both digital and religious spaces,
817  shaping public perceptions before official narratives were consolidated (48-50). Global
818  evidence shows that vaccine hesitancy during COVID-19 was strongly associated with distrust
819 in government institutions, exposure to misinformation on social media, and reliance on
820 informal authority figures (51,52). In many LMIC contexts, legitimacy is socially embedded:
821  religious leaders, community elders, and informal opinion leaders often carry greater influence
822  than technocratic institutions (32). The prominence of religious actors in shaping vaccine

823  perceptions in Ghana reflects this broader pattern (50,52,53).

824  Importantly, misinformation should not be interpreted solely as a communication failure but as
825 a political phenomenon (45,48). Where transparency deficits exist, conspiracy narratives find
826  fertile ground (54,55). Political economy scholarship suggests that public compliance with
827  health measures depends on institutional credibility and perceived procedural justice (45,46).
828 In this regard, communication gaps interacted with governance weaknesses, reinforcing

829  mistrust and slowing early uptake.

830 Ghana’s reliance on COVAX and bilateral donations situates the vaccine rollout within the
831  wider geopolitical landscape of vaccine nationalism (12,13). The prioritisation of domestic
832  populations by high-income countries, export restrictions, and production concentration in the

833  Global North exposed structural asymmetries in global health governance (56-58). Political
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834  economy analyses of global vaccine distribution describe a core—periphery dynamic in which
835  manufacturing capacity, bargaining power, and supply control are concentrated among wealthy
836  states (30,59,60). Although COVAX aimed to mitigate inequities, supply unpredictability and

837  delivery delays revealed the limits of multilateral solidarity in the face of national interest (61—

838  63).

839  Our findings show how these global dynamics translated into local disruptions, missed second
840  doses, scheduling uncertainty, and public frustration. This underscores a key insight that
841 national vaccine rollout performance cannot be fully understood without reference to global
842  political structures (59). While Ghana could not resolve global inequities domestically,
843  buffering strategies, such as diversifying suppliers, securing predictable delivery windows, and
844  maintaining transparent communication about supply constraints, could mitigate downstream
845  effects (64). Participants’ scepticism regarding repeated announcements of local vaccine
846  manufacturing further reflects broader debates about structural dependency (64). Without
847  sustained institutional investment, domestic production remains aspirational, reinforcing long-

848  standing reliance on external actors in health commodity supply chains.

849  The challenges observed in Ghana’s digital vaccination systems mirror a wider body of LMIC
850 literature on electronic health information systems (64). While digital platforms are frequently
851 promoted as tools for improving accountability and real-time monitoring, their effectiveness
852  depends on infrastructural readiness, stable connectivity, trained personnel, and sustained
853 financing (65-67). Studies from the WHO African Region and other LMIC settings
854  consistently identify unreliable internet coverage, limited electronic devices, inadequate
855 training, fragmented reporting systems, and delayed incentive payments as common barriers to
856  digital health implementation (68—70). In this study, frontline reliance on manual workarounds
857  and re-entry processes reflects these systemic constraints rather than isolated technical glitches

858  (68). Importantly, digitalisation during crisis periods often outpaces institutional preparedness
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859  (71,72). Political incentives to demonstrate technological modernisation may result in the rapid
860 rollout of applications without adequate piloting or capacity building (73,74). As such, digital

861  failures should not be understood merely as operational inefficiencies but as governance

862  challenges rooted in resource allocation, planning, and institutional coordination (75-77).

863  Cold-chain limitations and uneven distribution further demonstrate that vaccine rollout is
864 embedded within broader infrastructural capacity (78,79). The technical requirements of
865 mRNA vaccines exposed structural constraints common across sub-Saharan Africa, where

866  ultra-cold storage and last-mile logistics remain unevenly developed (78,80-83).

867  The partial adaptation of the Expanded Programme on Immunisation (EPI) to adult mass
868  vaccination highlights the limits of path dependency in health systems (84,85). While EPI
869  platforms are robust for childhood immunisation, scaling to high-volume adult vaccination
870  required different outreach strategies, communication models, and service delivery points

871  (84,86).

872  Similarly, the limited integration of private pharmacies and facilities represents a missed
873  opportunity in a mixed health system where a significant proportion of care is delivered outside
874  the public sector (87). Political economy scholarship on health systems emphasises that
875  exclusion of private actors can generate inefficiencies and coverage gaps, particularly in urban

876  and peri-urban settings (88).

877  These findings demonstrate that vaccine rollout performance is shaped by layered political
878  economy dynamics operating across global, national, and subnational levels (89). Governance
879 transparency, institutional coordination, global power asymmetries, digital capacity, and social

880 trust interact to determine policy outcomes.
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881  Rather than viewing vaccine rollout challenges as isolated implementation failures, they should
882  be understood as manifestations of structural governance and institutional capacity constraints
883 common across LMICs (90). Strengthening preparedness for future outbreaks, whether
884  influenza, mpox, or novel pathogens, requires treating governance, transparency, and

885 institutional capacity as first-order operational investments rather than background

886  administrative principles (91).

887 Political Economy of Vaccine Procurement and Distribution

888  The findings demonstrate that vaccine procurement and distribution in Ghana were not merely
889 technical public health exercises but politically negotiated processes embedded within
890 domestic governance structures and global power asymmetries (64). Consistent with Campos
891 and Reich’s political mapping framework, multiple actors, political elites, bureaucratic
892  institutions, donors, and non-state stakeholders, shaped implementation through overlapping
893  authority, competing incentives, and resource control. The centralisation of procurement
894  authority and limited transparency in pricing negotiations reflect broader patterns identified in
895 political economy analyses of emergency health governance in LMICs (92). Crisis
896  procurement often concentrates decision-making power within executive structures while
897  relaxing oversight mechanisms in the interest of speed (93). While such centralisation can
898 accelerate action, it simultaneously increases discretion and reduces accountability safeguards

899  (34).

900 Participants’ concerns regarding intermediaries and opaque pricing processes align with
901 scholarship on rent-seeking in emergency procurement (94). Political economy theory suggests
902 that when procurement systems lack transparency and institutional checks, opportunities for
903 patronage, preferential contracting, or perceived elite capture increase, even where formal

904  corruption cannot be established (93). Importantly, in vaccine rollouts, perception itself
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905 becomes politically consequential: suspicion of preferential allocation or inflated pricing can

906 undermine public trust and reduce compliance with vaccination campaigns (30).

907  The reported extension of political authority into subnational distribution further reflects how
908  decentralised implementation remains vulnerable to partisan (95). Even isolated perceptions of
909 political gatekeeping at district levels illustrate how public health programmes may become
910 entangled in local patronage networks (96). This aligns with broader governance literature in
911  sub-Saharan Africa, demonstrating that distributive goods, including health commodities, can
912  be politicised where accountability mechanisms are weak and electoral competition is salient

913 (97,98).

914  Bureaucratic friction between policy design and operational execution also reflects structural
915 institutional fragmentation (99,100). Health systems in many LMICs operate through layered
916  hierarchies in which ministries set policy while semi-autonomous agencies manage
917  implementation (47,101). Where role clarity and coordination mechanisms are insufficient,
918 implementation gaps emerge despite strong planning processes (102). The partial realisation of
919 planned pharmacy integration illustrates how bureaucratic discretion and institutional inertia

920 can dilute reform ambitions (102).

921  Budgetary politics further compounded these governance challenges. Although procurement
922 financing was prioritised, delayed or insufficient funding for deployment reveals how fiscal
923  allocation reflects political prioritisation rather than purely epidemiological need (103,104).
924  Political economy scholarship emphasises that budgets are expressions of power; allocation
925  decisions determine which aspects of policy are realised and which remain aspirational
926  (47,103). In this case, deployment constraints, particularly in rural districts, demonstrate how

927 fiscal bottlenecks translate into geographic inequities in access (47,102,103).
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928 Ghana’s dependence on donor-supported supply chains situates the vaccine rollout within the
929  broader geopolitical phenomenon of vaccine nationalism (47). As documented globally, high-
930 income countries secured advance purchase agreements that limited early access for countries

931 reliant on pooled mechanisms such as COVAX (105). Political economy analyses characterise

932 this dynamic as a manifestation of structural inequality in global health governance (47).

933  While multilateral platforms aimed to mitigate inequities, participants’ accounts reflect how
934  global supply unpredictability produced local implementation instability (63). Delayed
935  shipments, export restrictions during domestic surges, and fluctuating delivery timelines
936 illustrate the vulnerability of peripheral economies within global commodity chains (47,63).
937  These findings align with scholarship arguing that COVAX, although normatively grounded
938 in equity, operated within an international system still governed by national self-interest

939 (47,63).

940 Moreover, donor dependence constrained national autonomy in procurement planning and
941  scheduling (106). Political economy theory suggests that aid-dependent sectors often
942  experience reduced policy space, as timelines and availability are shaped externally (47,103).
943  The resulting uncertainty not only disrupted vaccination cycles but also reinforced perceptions

944  of structural vulnerability, fuelling domestic debates about sovereignty and self-reliance.

945  Participants’ emphasis on local vaccine manufacturing, therefore, reflects more than economic
946  aspiration; it signals recognition of structural dependency within global pharmaceutical
947  production networks (47). Without sustained institutional investment, however, such ambitions

948  risk remaining rhetorical rather than transformative (47,107).

949  The findings also reveal how non-state actors influenced both uptake and strategic direction
950 (108). Professional associations advocating for domestic production illustrate how interest

951  groups seek to shape long-term supply architecture through policy influence (47,107). Their
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952 demands for procurement guarantee reflect classic industrial policy debates, where state

953  purchasing commitments are used to stimulate local manufacturing capacity (47,103,107).

954  Religious leaders’ influence on vaccine decisions underscores the socially embedded nature of
955  authority in many LMIC contexts (109). Political economy scholarship on public health
956 compliance highlights that trust in government institutions is often mediated by intermediary
957  actors (109). Where institutional trust is uneven, community members may rely more heavily
958 on faith leaders, community figures, or informal networks when making health decisions

959  (47,109).

960 The reported influence of religious authority, even among medically trained professionals,
961 demonstrates how legitimacy operates through social identity and moral authority rather than
962 technical expertise alone (47,109). In such contexts, vaccine acceptance cannot be framed
963 solely as an information deficit problem. Instead, it reflects negotiated trust relationships

964  between state institutions and socially embedded power structures.

965 At the same time, doctrinal resistance within certain communities illustrates how health policy
966  can intersect with ideological worldviews (109—111). Political economy approaches emphasise
967 that health interventions are interpreted within cultural and political narrative, where
968 governance transparency is weak, scepticism toward state initiatives may become entangled

969  with religious or political identities (109,110).

970  These findings illustrate how vaccine procurement and distribution were shaped by multi-level
971  political dynamics. Rather than viewing vaccine rollout challenges as isolated administrative
972  shortcomings, they should be understood as outcomes of interacting political economy forces
973  operating across scales (105,110). Effective pandemic preparedness, therefore, requires
974  institutional reforms that address transparency, fiscal prioritisation, bureaucratic coordination,

975  and structured engagement with influential non-state actors (105).
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976 Lessons for Future Pandemics

977  The lessons identified by stakeholders reveal deeper structural insights into how pandemic
978 preparedness is shaped by governance quality, institutional capacity, and global political
979  economy dynamics (63). Rather than viewing these lessons as technical improvements, they
980 should be interpreted as institutional reforms addressing systemic vulnerabilities exposed
981  during COVID-19.

982

983  Participants’ emphasis on transparency and accountability reflects recognition that governance
984 is not peripheral to pandemic response but constitutive of it (112). Political economy
985  scholarship consistently demonstrates that where procurement systems lack transparency and
986  oversight, public trust erodes and policy compliance weakens (34). In emergency settings, rapid
987  fund mobilisation and discretionary authority increase corruption risks unless counterbalanced
988 by institutional safeguards (113). Calls for independent oversight structures and publicly
989  accessible reporting mechanisms reflect broader governance reform debates in LMIC health
990 systems (114,115). Transparency reduces informational asymmetries between state actors and
991 citizens, thereby limiting opportunities for rent-seeking and strengthening legitimacy (116).
992  Importantly, legitimacy itself functions as a public health asset: where community members
993  perceive fairness and procedural justice, compliance with vaccination campaigns improves
994  (117-119). Thus, transparent governance is not merely an ethical aspiration but a functional
995 prerequisite for effective outbreak response.

996

997  The strong emphasis on public communication underscores that vaccine uptake is embedded
998  within social trust dynamics rather than solely determined by supply availability (120-122).
999  Political economy and public health compliance literature emphasise that effective risk

1000 communication must be institutionalised before crises occur (123,124). Reactive
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1001 communication strategies, deployed only after misinformation has proliferated, struggle to
1002  rebuild eroded trust (118).
1003  The recommendation to strengthen the National Commission for Civic Education (NCCE) and
1004  leverage religious and community leaders reflects an understanding of socially distributed
1005  authority in LMIC contexts (52). In many societies, trust is mediated through relational
1006  networks rather than formal state institutions (52). Embedding these actors within preparedness
1007  frameworks acknowledges that health behaviour is shaped by political legitimacy, moral
1008  authority, and social identity (52). These findings align with global evidence that vaccine
1009 hesitancy often reflects institutional distrust rather than informational deficits (118,125,126).
1010  Therefore, communication reform should be conceptualised not as messaging enhancement
1011  alone, but as a broader strategy for rebuilding state—citizen trust relationships (118,126,127).
1012
1013  Participants’ advocacy for domestic research and vaccine manufacturing capacity speaks
1014  directly to structural dependency within global pharmaceutical supply chains (128,129). The
1015 COVID-19 pandemic revealed that LMIC reliance on external production subjects national
1016  health security to geopolitical bargaining and supply nationalism (130—132). Political economy
1017  analyses describe this as asymmetrical interdependence: peripheral economies depend on core
1018 manufacturing hubs with limited reciprocal leverage (128,129). Calls for local production.
1019 therefore, reflect more than economic ambition; they represent an attempt to expand national
1020  policy autonomy within global health governance structures (133). However, scholarship on
1021  industrial policy in LMICs cautions that local production requires sustained capital investment,
1022  technology transfer agreements, regulatory strengthening, and guaranteed procurement
1023  mechanisms (128,129,133). Without institutional continuity and political commitment beyond

1024  crisis periods, manufacturing aspirations risk remaining symbolic (128,129,133). The findings

1025  thus reinforce the argument that pandemic preparedness must incorporate industrial policy
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1026  considerations, not merely epidemiological planning (128). Vaccine self-reliance, even at
1027  regional scale, functions as a strategic hedge against global supply volatility (128).
1028
1029  Stakeholders’ emphasis on stronger intersectoral coordination reflects recognition of
1030 fragmentation within health governance systems (6). Political economy research highlights that
1031  crisis responses often create parallel structures that bypass existing institutions, generating
1032  duplication and inefficiency (6). Integrating private providers, community health structures,
1033  and established immunisation platforms such as EPI into preparedness planning represents an
1034 institutional consolidation strategy rather than simple service expansion (4).
1035
1036  The limited engagement of private sector actors during COVID-19 illustrates the cost of
1037  excluding mixed health system components (4,6). In many LMICs, significant portions of
1038 primary care are delivered outside the public sector; excluding these actors reduces surge
1039  capacity and geographic reach (4,6). Whole-of-society approaches, frequently advocated in
1040  global health governance frameworks, require formalised coordination mechanisms rather than
1041  ad hoc collaboration.
1042
1043  Leveraging existing structures, community health nurses, established immunisation outreach
1044  systems, and faith-based networks, aligns with resilience theory in health systems (6).
1045  Strengthening preparedness, therefore, requires institutional alignment across sectors before
1046  emergencies emerge.
1047  Participants’ call for robust monitoring and evaluation systems reflects the need for adaptive
1048 governance during health crises (5,6). Political economy scholarship underscores that

1049  emergency responses are dynamic; policies must evolve in response to emerging evidence,

1050 operational bottlenecks, and shifting public sentiment. Without structured monitoring
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1051  frameworks, governments lose the capacity for course correction (4—6). Embedding monitoring
1052  mechanisms into preparedness frameworks enhances transparency, reduces implementation
1053  drift, and institutionalises learning (4-6). Adaptive governance models emphasise iterative
1054  feedback loops, enabling policy refinement rather than rigid adherence to initial plans (4—6).
1055 In LMIC contexts where data systems may be fragmented, strengthening monitoring capacity
1056  also mitigates informational asymmetries (4-6).
1057 Investment in digital health infrastructure, when accompanied by institutional readiness and
1058  oversight, can strengthen surveillance and coordination (4,134). However, as demonstrated in
1059  broader LMIC literature, digital tools must be embedded within governance reforms to avoid
1060 replicating existing accountability gaps (134). These lessons demonstrate that pandemic
1061  preparedness cannot be reduced to vaccine stockpiling or biomedical readiness. Instead,
1062  preparedness is a function of governance quality, institutional coherence, fiscal prioritisation,
1063  global positioning, and social trust (4).
1064 For Ghana and comparable LMICs, embedding transparency, strengthening institutional
1065  coordination, investing in domestic production capacity, formalising engagement with socially
1066 legitimate actors, and institutionalising adaptive monitoring mechanisms represent structural
1067  reforms rather than temporary adjustments. Political and governance dynamics ultimately
1068 determine whether technical interventions translate into equitable and effective vaccine
1069  delivery (4,5).
1070  Future outbreaks, whether influenza, mpox, or novel pathogens, will test not only health
1071  systems but also governance systems. Pandemic resilience, therefore, depends on treating

1072  political economy reform as central to health security strategy rather than as a secondary

1073  consideration (4).
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1074 Limitations

1075  Not all intended stakeholder groups were represented, as international donor agencies, some
1076  religious leaders, political actors, and civil society coalitions did not take part in the study,
1077  which may have limited the breadth of perspectives captured. The sample size was relatively
1078 small (14 interviews) and largely drawn from Greater Accra, which limits the breadth of
1079 regional insights. Additionally, data were collected in 2021, which reflects only the early
1080 implementation and not subsequent developments. As a qualitative study, findings are not
1081 statistically generalisable but provide contextual insights into governance, politics and
1082  communication. Despite these limitations, the study offers important lessons for strengthening
1083  accountability, communication and future preparedness in future health emergencies.

1084

1085 Conclusion

1086  This study demonstrated how political dynamics shaped Ghana’s COVID-19 vaccination
1087  programme. While early and strong political commitment facilitated vaccine access, gaps in
1088  coordination, limited accountability and transparency hindered effective implementation.
1089  Procurement and distribution were further complicated by financial constraints, donor politics,
1090 and influence of interest groups and beneficiaries, highlighting that vaccine delivery is as much
1091  a political process as it is a technical one. Transparent and accountable governance, timely
1092 financing, effective stakeholder coordination and robust public communication are vital in
1093  sustaining trust and ensuring equitable access. Strengthening Ghana’s capacity for local
1094  vaccine, research and production, alongside investment in monitoring and evaluation, will be
1095  very important for reducing dependence on external actors and safeguarding future security.
1096  Although focused on Ghana, these findings are highly relevant across LMICs facing a similar

1097  structure and political challenges. As global health systems prepare for future health threats,
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1098  effective governance, political alignment and communities determine whether life-saving
1099 technologies reach those who need them most.

1100

1101  Key Findings

1102 e The government’s strong leadership in initiating a nationwide COVID-19 vaccination
1103 programme demonstrates the nation’s commitment to pandemic control, despite
1104 significant implementation challenges such as coordination gaps, limited transparency,
1105 and weak accountability.

1106 e Procurement and distribution were hindered by political leadership, bureaucratic
1107 processes, budget constraints, donor politics, and the influence of interest groups and
1108 beneficiaries.

1109 e Misinformation and vaccine hesitancy, amplified by social media spreading false
1110 information, slowed uptake and underscored the importance of trusted communication.
1111 e Stakeholders underscored the need for transparency, strong monitoring and evaluation,
1112 and investment in local research and vaccine production to strengthen preparedness for
1113 future health emergencies.

1114  Key Implications for:

1115 e Strengthen governance and accountability structures to ensure transparent procurement
1116 and resource allocation, and invest in local vaccine research and production to reduce
1117 external dependence.

1118 e Coordinated frameworks should be built across ministries and agencies, timely
1119 disbursement of resources to frontline actors ensured, and culturally grounded,
1120 community-driven communication strategies developed to counter misinformation and
1121 reduce hesitancy.
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1122 ¢ Building regional manufacturing capacity and equitable allocation mechanisms to

1123 reduce low- and middle-income countries’ vulnerability to external supply disruptions.
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