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Abstract

Background: Understanding the health policy formulation process over the years has focused on the content of
policy to the neglect of context. This had led to several policy initiatives having a still birth or ineffective policy
choices with sub-optimal outcomes when implemented. Sometimes, the difficulty has been finding congruence
between different values and interests of the various stakeholders. How can policy initiators leverage the various
subtle mechanisms that various players draw on to leverage their interests during policy formulation. This paper
attempts to conceptualise these levers of policy formulation to enhance an understanding of this field of work
based on lived experience.

Methodology: This is a qualitative participant observation case study based on retrospective recollection of the
policy process and political levers involved in developing the Ghana National Health Insurance Scheme. The study
uses a four-concept framework which is agenda setting, symbols manipulation, constituency preservation and
coalition building to capture the various issues, negotiations and nuanced approaches used in arriving at desired
outcomes.

Results: Technical experts, civil society, academicians and politicians all had significant influence on setting the
health insurance agenda. Each of these various stakeholders carefully engaged in ways that preserved their
constituency interests through explicit manoeuvres and subtle engagements. Where proposals lend themselves to
various interpretations, stakeholders were quick to latch on the contentious issues to preserve their constituency
and will manipulate the symbols that arise from the proposals to their advantage. Where interests are contested
and the price of losing out will leave government worse off which will favour its political opponent, it will push for
divergent interests outside parliamentary politics through intense negotiations to build coalitions so a particular
policy may pass.

Conclusions: This paper has examined the policy environment and the political leverages in retrospect at arriving
at Ghana’s health insurance policy and design. New perspectives have been brought to the dynamics of the
interactions of the 3 streams of problem, policy and politics. It provides lessons which suggest that in
understanding the policy process, it is important that actors engage with the content as well as the context to
understand viewpoints that may be expressed by interest groups. This will empower policy proponents to achieve
easier results and limit the frustrations associated with the policy process. There are no straight and determined
pathways for achieving outcomes so appreciating the evidence and basis for design, negotiation process and
building coalitions along the way are skills to be mastered.
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Background
It is recognised that implementing universal social
health protection may be one of the critical ways of
achieving the MDGs and universal health coverage. Pro-
viding access to health care, including equitable health
insurance mechanisms, are important contributions to
eradicating poverty and vulnerability. Such mechanisms
address poverty and vulnerability on several levels [1].
The introduction of Social Health Insurance into low to
lower middle income countries has been slow in com-
ing. According to an ILO Social Security Policy briefing
paper on Social Health Protection [2], for many years it
was generally believed that extending social health pro-
tection into developing countries was premature because
such countries are economically immature to deal with
the political and financial burden associated with social
security. The objectives of social health protection policy
relate to the entire population and in developing coun-
tries the financial compromises required are excessively
sub-optimal. The difficulty is that objectives are not
always congruent for different players with different
value interests. This has led to some authors concluding
that public sector policy is inherently political. Social
health insurance policies adoption is no exception.
There are several publications on the technical aspects

of health insurance in countries and its effects on the
financing environment. Various systems of social health
insurance and their premium payment mechanisms exist.
Premiums may be paid at household or individual level.
In his view, using the household as a basis for payment
means that households pay a fixed amount irrespective of
seize and this helps to combat adverse selection. Lewis





outcomes. The participants’ views, preferences and opi-



rate was 50 per 1000 live births in 2008 compared to 64
in 2003 with neonatal mortality rate decreasing from 43
per 1000 live births in 2008. From the information, the
most significant contribution to under-five mortality is
deaths occurring within the first 28 days. Generally
Ghana is considered on course to attaining the child mal-
nutrition target under MDG 1 ahead of 2015. However,
according to the 2008 GDHS, 28% of Ghanaian children
were stunted, with 10% being severely stunted. The
extent of wasting has worsened within the last five years.
HIV prevalence among the adult population as at the end
of 2009 stood at 1.9%.
• Fee for service as a catalyst for health insurance
Health financing in Ghana at post-independence was

based on a “free” Health Services for All concept (tax-
based, non-earmarked), which guaranteed universal
access. In this regard, financial barrier to healthcare
access was avoided. The sustainability of this approach to
health financing was undermined by the persistent
decline of the economy in the late 1960s. The Health sec-
tor competed with other sectors, especially the priority
sectors for budgetary allocation from the consolidated
fund. Thus, it suffered from inadequate funding during
the period. This triggered the search for alternative or
complementary health financing [18].



of health insurance with up to 63.6% willing to pay a
premium of about US$3.03 per month.

Milestones in establishing the scheme
The Ministry of Health, in 1997, under the National
Democratic Congress led government established a task
force and a Directorate for Health Insurance with the
responsibility to facilitate the National Health Insurance
Scheme. Preparatory efforts were made by commission-
ing an actuarial study and the Ghana Health Company,
a subsidiary of SSNIT, established to initiate a health
insurance scheme for the formal sector. It further went
ahead to create a regional secretariat in Koforidua,
Eastern Region. However, not much was done in actua-
lising the dream at the time of handing over to the New
Patriotic Party (NPP) led Government in 2001. The
Division was abolished and the company was liquidated.
The regional secretariat however remained but with no
clear responsibilities.
The NPP manifesto gave an indication of abolishing

“Cash and Carry” and replaced by a national health
insurance scheme when elected into office in 2001. This
was actualised by linking it to the main policy strategy
of Government to reduce poverty contained in the
Ghana Poverty Reduction Strategy I document and the
Health Goal of Health for All. Thus, the focus was to
ensure that the poor and vulnerable in society have
access to healthcare. A Multi-Agency Technical Com-
mittee led by the Ministry of Health was set-up in 2001
comprising key stakeholders to formulate a policy and
design the structure and form of the National Health
Insurance Scheme. In drafting the policy, the committee
had to conduct a critical analysis of eight (8) alternative
scheme designs including the Kenyan and Tanzanian
models and finally selected the decentralised approach;
the District Mutual Health Insurance approach which
was a cross between the Dangbe West District and
Atiwa model. Whilst working at the policy, the Ministry
initiated a pilot of the design at Ejisu-Juaben District in
Ashanti region and subsequently at Kpeshie in the
Greater Accra region. The idea was to test how the
design will play out in both rural and urban settings.
Being satisfied with the initial outcome, the Ministry
decided to increase the number of schemes from about
10 to 45 so as to get a regional spread and learning
experience in establishing the systems without access to
benefits as yet. This was before the final policy was
completed and the law passed. There was political com-
mitment and clarity of direction from the political lea-
dership and; funds were available from the Highly
Indebted Poor Countries relief fund. Health insurance
was one of the performance measures signed into the
Minister of Health’s letter of appointment by the Presi-
dent. But there were also detractions from those who

preferred a civil service approach of policy approval
before action. This led to a number of fall outs within
the committee with some members walking out and
others considering the movers as traitors or ruling gov-
ernment sympathisers. The motivation however was
simply to get things rolling before the enthusiasm gets
paralysed by excessive analysis and technical detail. On
hind sight, this proved to be a good approach as the
rancour that accompanied the policy and legal develop-
ment process discussed later in this paper will have
truncated the entire exercise.
By January, 2002, a draft policy had been formulated

which was put before stakeholders across the country
grouped in four zones and a national forum. Subse-
quently, there were presentations made to specific stake-
holder group, such as the Ghana Employers Association,
the National House of Chiefs and the Trade Union Con-
gress. The final draft was tabled by the Minister of
Health at cabinet in May, 2002. Apart from the scheme



insurance schemes provided good material to convince
those who were evidence inclined. These were translated
into policy briefs and flyers in simple language to bring
attention and catalyse discussion among key stake-
holders. There was a deliberate and systematic effort by
the Committee members to engage think tanks and civil
society organisations such as the Institute of Economic
Affairs, the Ghana Medical Association and academic
institutions to interrogate and debate the merits of an





members and to contribute in a way. However, that was
policy. SSNIT money was workers money was the tune.
Government should have in their opinion come back to
the table to negotiate the details and not spring it out
on them in a proposed law. Secondly, they put forward
a crude calculation. Taking 2.5% from the SSNIT fund
will actually amount to 14.7% of the SSNIT fund. The



only engaged on requests to support actuarial analysis
under the NDC.
As a collective body during the Health Summits, the

development partners only advocated caution towards
migrating too quickly to a national social health insur-
ance scheme. Between 2001 and 2002 the aide memoirs
signed show that health partners offered a very mea-
sured support for a community based insurance scheme
with national oversight. In 2003 the partners requested
that the bill be withdrawn because they disagreed with
the design. Their preference was for community
schemes. The Technical Committee rejected the request
and partners threatened to march on parliament. After
several discussions, it became clear that the differences
were more of a misunderstanding in design and misin-
formation in the financing framework. The partners
however refused to fund the scheme establishment
directly.
One year after its passage, the World Bank Country

Assessment Strategy (CAS) broke ranks and promised
that the bank will provide a policy note that will aim to
help the government to develop an implementation
strategy for the recently-approved National Health
Insurance Act, to ensure its fiscal sustainability and pov-
erty impact. Because of their non-engagement from the
start, the World Banks’ project to support the imple-
mentation of the scheme has failed. The Aide Memoire
“Republic of Ghana Implementation Support Mission
for Health Insurance Project (Credit-P101852) Decem-
ber 1 to 10, 2010” submitted by the Bank to government
expressed disappoint in the lack of interest of govern-
ment in external support for health insurance.
Clarity creates symbols and symbols define the consti-

tuent’s preferences. With high levels of clarity, the posi-
tion of the dominant sponsoring organisation becomes
linked more precisely with the policy proposal. It then
becomes easy for opposing forces to engage through
symbols manipulation. This is why VAT generated so
much heat. However, the ambiguities and veneering of
the same as representing something else also did not
help. Although it will be hypothesis at this stage to say
that coming clean that the 2.5% is actually an increase
in VAT could have helped, it was still deceptive and
surely did not help matters. It required too much energy
on the part of the technical experts to try and find com-
promises through parliamentary lobbying. We should
also admit that we did not have expertise in backroom
lobbying and learnt it in the process. Being aware of the
political environment is also very important. There were
times when our recommendations have not been taken
seriously, or have been set aside, because the political
timing was not right or the evidence we brought up
came at an inopportune time in terms of the politics
around the evidence.

During coalition building, the government was forced
to make several tactical concessions to build a winning
coalition. The opposition were very focused on the sin-
gle issue of VAT and constituency preservation that
they did not engage fully with the entire proposition.
Civil Society Organisations such as the Trade Union
Congress (TUC) proved technically inefficient at repre-
senting their constituencies or the interest of the popu-
lation. Given their capacity constraints in what health
insurance actually meant under the proposed design
they did not invest the effort needed to understand the
policy issues. In several instances, they wanted to act on
their own, remained in an unhelpful mode of ‘opposi-
tion’ to government and resist rather than engage with
the policy processes. Although such contestation is justi-
fied in some instances, overall TUC lost the opening
provided them to respond to the new opportunities that
have arisen. It was therefore much easier for govern-
ment to buy them out with concessions that directly
appealed to their unionised members’ immediate inter-
est while masking the actuarial mathematics of the out-
come on return on investment of opportunities forgone.
In the process, TUC failed to look at the big picture as
representing all labour both SSNIT and non-SSNIT con-
tributors such as the informal sector which contributed
significantly to the Gross Domestic Product of the coun-
try. The NDC, the party in opposition attempted to call
attention to this but did not have effective machinery in
place to sell this interest. In our opinion, what was com-
promised was the general interest of the larger informal
sector that had no organised voice at the table.

Conclusion’



analyse the policy and possible outcome by looking at
the contextual factors and the epistemologies of the sta-
keholders rather than the stakeholders themselves.
There are no straight and determined pathways for
achieving outcomes so appreciating the evidence and
basis for design, negotiation process and building coali-
tions along the way are skills to be mastered. Using the
four-way policy and political leverages framework can
help in the process. This framework is not meant to be
used as an alternative to but as complementary to exist-
ing frameworks so an appreciation and deeper under-
standing of the subtle leverages is formed as part of
policy formulation. In applying the framework, new per-
spectives have been brought to the introduction of
health insurance as a policy in Ghana. We believe that
this framework with others should bring a more
balanced understanding to some of the policy and politi-
cal leverages that come to play in introducing a major
reform such as health insurance in the public sector.
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