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Abstract

The provision of healthcare in Ghana from the miewial period to the @ Republic has been characterized by
struggles to maintain dominance. While the polifitghe pre-independence period focused on the eraoin
providing healthcare, the post-independence peariaapsulates healthcare financing. Using the istep@ups
theory, the study examines the manner and motiveeafthcare management in Ghana. The study firatsath
coalition of healthcare interest groups often cdsipg healthcare providers, government functiorgrie
bureaucrats, and the World Bank and IMF etc., nfftbe 1970s), uses the definition of healthcareagament
to maintain leverage in the management of healthddealthcare management in the pre-colonial penas
defined as interventionism while the colonial adstiation focused on scientific therapy. The pasdtnial
period witnessed a shift of focus to healthcararfoing and Nkrumah’ government adopted free healéhc
system financed by the state. The Busia’s goverhfioensed on sustainability based on payment oflsmsar
fee. The Rawling’s regime adopted cost recoverjuféag cash and carry, and the Kuffour’'s regimeufad on

a collective responsibility through the adoptioraafiational health insurance scheme as financirtgads. The
paper argues that the way healthcare delivery finatk enables governments and political systentmadmtain
leverage over its management and subsequentlydieaqt and indirect benefits of the leverage, whachong
others include the allegiance and legitimacy ofghblic. The analysis helps to understand thega®of health
policymaking in Ghana and perhaps other sub Salrazan countries.

Keywords: Healthcare management, sustainability, healthdem@ncing, interest groups, issues definition,
policy paradigm

1. INTRODUCTION

The management (provision and financing) of healthdas been a major preoccupation of mankindefegrsl
decades because disease is considered deadlyheitbotential to disrupt the existence of men. Aldively,
being healthy is generally considered a prere@ufsit the realization of the full potential and teisfaction of
individuals in life (Adu-Gyamfi, 2010; Twumasi, 18)/ Poverty is reduced if the members of societyehgood
health because they are able to attain high lesMebducation and increase their productivity aslaeltheir
levels of income leading to sustainable developmienthe pre-colonial era, interested parties idirig rulers
and herbalists in Africa in diverse ways intervertedinfluence the provision of healthcare. For amse,
healthcare providers in Asante during the pre-dalaand colonial periods took measures to manag#heare
in an effort to curtail the harm associated withedises (ibid). Similarly, healthcare interest geoinfluenced
the post-independence government under the Cowwvermeoples’ Party (CPP) led by President Kwame
Nkrumah to adopt a free healthcare system in Ghana.

Subsequently, different policies have been adoptethanage healthcare in Ghana. For instance, theedJn
Party government led by Busia introduced the paynuénsmall user fees towards healthcare in 1971. In
addition, a “cash and carry” system was implementedier the Provisional National Defence Council [N
military regime of Fl. Lt. Jerry John Rawlings ashaalthcare policy. The “cash and carry” was aesyst
whereby a beneficiary of healthcare paid for thegdrand some medical consumables, at the poirgcefuing
treatment while the government covered the costcafisultation, salaries and emoluments for Doctors,
Nurses and other healthcare workers in governmespitals. The cash and carry system continued under the
two terms of the democratically elected governmadrthe National Democratic Party (NDC) led by Pdesit
Jerry John Rawlings who became the first Presidedér the Fourth Republican Constitution.

The National Health Insurance Scheme (NHIS) adoptadker the democratically elected government of the
New Patriotic Party (NPP) led by President Johnekgyn Kuffour replaced the cash and carry syste@0iv

1 The information retrieved from the website of thatiNnal Health Insurance Scheme
(http://www.nhis.gov.gh/?CategorylD=158&ArticleID%10) on 27/3/2013.
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and has since been the main system for managiriht@e in this country to date. Interestingly, freliminary
data indicates that the adoption of different systéo manage healthcare were not without politicilience
from domestic and international actors. Therefdtee study examines the politics that characterize t
management of healthcare in this country usingritezest groups theory with special focus on ishefinition.
The study combines the analysis of historical/arghdocuments and the policies of healthcare adopteler
different ruling systems with expert interviewseticamine the nature of politics that has charaadrtealthcare
policy adoption in this country. The objectives tifis study are three folds: (1) to investigate the
politics/struggles over the management of healthgathis country and motive for the struggle, {@)examine
the individuals, groups and organizations involuedhe struggle and the tools to maintain leveragel (3) to
understand how the politics of healthcare managéps to explain the nature of policy proces&hana and
possibly other sub Saharan African countries.

2.1 HEALTHCARE MANAGEMENT IN PRE-COLONIAL GHANA

The effort to resist the adverse effect of diseagech has long been considered as man’s enemyogfgss has
been a major concern of mankind since time immeahotil health and diseases are considered batoier
economic progress and humanity has adopted vanm@asures to manage their healthcare needs to imfinev
health of society from the pre-colonial to modemripd. Good health is generally associated withieiased
productivity and reduction in poverty. With thatrmnd, the leaders and rulers of Ghana from thecptenial

era to the fourth republic have and continue tgpagolicies to manage the healthcare needs ofdbplp. Adu-
Gyamfi (2010:12) argues that the inhabitants of keenand Asante were challenged with providing heate
from an early period. Therefore, the Asantes madadiseases with indigenous therapies provided by
indigenous healers comprising of traditional psestd priestesses prior to the coming of the Ewanogpe

To situate themselves as the rightful providerdedlthcare, the traditional healers who were highiyanized
and had thé\sumankwahene as the head (PRAAD, 1928), portrayed diseasesatural occurrences resulting
from the wrath of God, ancestors or deities duesitbor immoral behaviour, or the actions of spaitor
mystical demons (Adu-Gyamfi, 2010). With that défon, the right therapies for managing diseases wa
interventions based on magico-religious beliefhealings, which situated the traditional priestd priestesses
as the rightful actors for providing healthcare (ifmasi, 1975). The priests and priestesses usedritatons,
spells, preparation of potions, exorcism, and myosfkough the invocation of deities”, as interaggs
mechanism to cure the sick of their diseases ((Bgtamfi, 2010:64) In that regard, herbs, barksreés,
amulets, and concoctions etc. used in the treatmdiseases were efficacious because of the sapsat
powers invoked in them by the gods who have redetilem to the herbalists/priests as the right nieglitor
curing specific diseases (Personal communicatioi4®. Once diseases were attributed to the immoral and
personal actions of individuals, the financing ealthcare was borne by the individuals or the imatedamily

of the person whose action has brought the wratth@fgods to punish him/her. Therefore, the tradl
healthcare providers were paid with fowls, sheamt@r cash after the economy had been monét{aésb
captured by Hemmila et al, 2002).

2.2 HEALTHCARE MANAGEMENT IN THE COLONIAL ERA

The coming of the Europeans led to a differentrdigdin of healthcare and ultimately the manner @afiaiging
healthcare. The traditional notion that attributisease to the wrath of deities and mystical astimhdemons
was rejected as being unscientific. Adu-Gyamfi 2Q0D3) maintains that the Colonial Administratidtributed
the belief in the wrath of deities, magic and nuatiactions of demons such as witchcrafts as theecaf
diseases to ignorance that creates fear in thelgpe®pe causes of diseases were attributed to dica@band
environmental factors, which behoved on the Colodidministration to take over the management of
healthcare. Therefore, the provision and financkeafthcare became responsibility of the Colonialegnment
who ordered all cases of contagious diseases tefdueted to government doctors to treat them Seieaity.

Consequently, the traditional healers took stepmadalernize their practices and even called forsttientific
verification of the therapeutic efficacies of théierbs and concoctions by the Colonial Administratiln
addition, the traditional rulers came up with diffet organized associations and instituted regulatteasures
to ensure that their practices were in conformitiyhwhe scientific practices introduced by the Cudd
Administration. Simultaneously, the various asstoies served as interest groups to promote theestef the

! Interviews of five traditional priests/healthcgm®viders at their shrines at Fumesua, Kwamang, &emnd Pepease,
Ashanti region on', 9", 12" and 29¢ February, 2014 respectively

2 aAddopted from Adu-Gyamfi (2010) Interview witldamu Allah Bar, at his bone setting centre, Allah, Baimase, 9th
February, 2008
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traditional healers. For instance, the Society &fcAn Herbalists formed in 2December, 1931 pushed for
official recognition by the Colonial AdministratiofiPatterson, 1900 -1955). The key objective of Sloeiety
was to modernize local medical practices to higt avanced standard that will enable its membepsdotice
freely. Even though the Colonial Administration didt officially recognize the Society, its membevere
allowed to operate unhindered (ibid). The Colonfaministration clamped down on healers who used
superstitions and magic to extort money from theppe but left those with modernized practice to rape
While the government covered the cost of healthedréhe government hospital and healthcare cenlres
services provided by the traditional healers wédtendborne by the individuals.

2.3 HEALTHCARE MANAGEMENT UNDER NKRUMAH'S AND AKUFF O ADDO/BUSIA’'S
REGIME

The post-independence governments were not coefilamith the problem of defining healthcare as ddfieror
not because modernized medicine has been estabhshihe right way of providing healthcare, evesutih the
traditional healers still operated in the countfpwever, the main concern was to establish theisgguype of
financing healthcare in the country. Therefore, @mnvention Peoples’ Party (CPP) government of @han
through the influence of healthcare interest gradgfined healthcare as an essential commodityvihatto be
equitably distributed for all citizens. The defiait resulted in the adoption of a free healthcgstesn in Ghana.
Nkrumah’s government thought of a universal healtbsystem for Ghana whereby everyone had fresatoe
healthcare. The promoters of the free healthcasteBy perceived healthcare as an essentiality thiat be
enjoyed by all in society and considered the gawemt as the best actor to produce such servidbatrregard,
Nkrumabh'’s healthcare was financed through a pregredax system whereby the rich paid more in tdxegshe
poor paid less. The service was delivered by than@iHealth Service and it insulated the poor frbotks of
healthcare cost by offering a free delivery of ggrwith no payment of fees at the point of delver

However, in 1971, the regime led by Mr Edward Akufiddo as President and head of state and Mr Kofi
Abrefa Busia as the Prime Minister and head of guwent and their healthcare interest groups inidensg
healthcare provision through sustainability, introeéld a meagre user fee in healthcare provisiamedts to be
noted that the Akuffo Addo/Busia regime did notcdisl the notion of equitable distribution of heedtte for all
that focused on free healthcare system and thergment as the key provider in Ghana. However, dpaeld a
system that government still remained the key plewpf healthcare and covered a larger portioneaithcare
user fee but the consumer of healthcare were medjtir pay a small portion of the user fee. The adomf the
user fee was an outcome of a proposal by Dr Febxdfey for the introduction of a healthcare insgen
scheme, which led to enactment of Hospital Fee38ctof 1971 under Busia’s government (Sodzi-Tet2&)7;
2013). The user fee is often considered as an itapibfinancing mechanism in many developing coestand
so the government adopted it to sustain healthdalreery in Ghana (Cresse 1991; McPake 1993; GiiS®7Y;
Meessen et al., 2003; Palmer et al., 2004).

2.4 CASH AND CARRY UNDER RAWLINGS

The healthcare policy adopted under the Busia’'smegvas maintained by all subsequent governmehthei
1980s. However, the Nkrumah’'s post-independendeypowhich was maintained by all the subsequent
governments led to high inflation, negative GDPwgig trade imbalances, economic hardships and reassi
poverty, which nearly collapsed the economy in ¢aely 1980s (Brenya, 2013b). Therefore, the Rawling
regime was compelled to seek financial assistarma the IMF and the World Bank to sustain the ecoyno
The first phase of the World Bank’s economic staatlon programme - the Economic Recovery Programme
(ERP)/ Structural Adjustment Programme (SAP) wasiémented in 1983.

The Economic Recovery Programme, which aimed abrieag Ghana’'s economy to growth through the
adoption of macroeconomic policies and programmexdtiress the weak economy, resulted in the pratidin

of government entities and removal of subsidiesfgovernment programmes (Apusigah, 2002; Ghaneg;199
1997; World Bank, 2001). The government undertookassive cut on the budgets of government ageacigs
introduced a cost recovery programme in the mantoee of the economy (Brenya and Asare, 2011). ddst
recovery programme adopted in the healthcare seedgr known as the “cash and carry” which entailed a
wholesale withdrawal of government subsidies onthetelivery. The adoption of theash and carry healthcare
delivery system was premised on decentralizing hbalth sector to facilitate a joint management tod t
resources generated by health staff and the contynthriough the introduction of user fees in goveenin
health facilities.

The Rawlings regime and his international and deimé@serest groups defined healthcare deliverierms of a
full cost recovery to improve and sustain the saystdgyepong and Nagai (2011) argue that a full cesbvery
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was to increase resources to the health carétitssilo allow them expand and upgrade their sesjianprove
access to health care, improve patients’ care,ircrgéase efficiency due to adequate revenue froaftheare
delivery charges, which was known as internallyegated funds. The revenue raised through the poovisf
service was to enable the facilities to cover otleeurrent cost which included new purchases antesmes
payment of incentives of healthcare workers. Addiilly, payment of user fee was intended to redimese of
the system through unnecessary visits by patiestause of free delivery.

Unfortunately, the cash and carry system did nairatts intended objectives but ended up beiffigiag squad

for the vulnerable, poor and the disabled. Evenghothe Hospital Fees Regulation LI 1313 that distadd the
cash and carry system had in-built exemptions fmious consumers of healthcare especially the podr
vulnerable such as children, the elderly and pregmeémen, it was not effectively implemented (Rdpubf

Ghana, 1985). Ghanaian healthcare is deliveredobjots and nurses who act as street level bureatorshe
implementation of healthcare policies (Lipsky, 128Many of the doctors and nurses abused theiretion in
the implementation of the policies by acting acaugdo their dictates instead of the provisionsheélthcare
policies. The doctors and nurses ignored the ekenmgpprovided for in the healthcare fees regutatib 1313
and vulnerable patients who could not pay for medservices were sent home to die, even though \rexg
legally covered by the exemptions (Garshong ef@01l; MOH, 2006; Witter and Adjei, 2007). In addlit

accident victims were asked to pay before obtaimritical treatment to save their lives, which ofted to
massive loss of innocent lives.

What was intended to improve service delivery endedleteriorating healthcare delivery in Ghana tadle
was an institution of inequalities in healthcardivdgy system whereby the poor- mostly rural wonserd
children - were forced to attend poor hospitalemftvith no trained staff and medical facilities lgkithe rich
attended hospitals with better facilities. Healtlecaonsumption became a nightmare of many Ghanaiads
there was high morbidity and mortality rates esplgcamong women and children and people were cletpe
to take loans, sell their personal property, gognynor stop sending their children to school téagbhealthcare
under the cash and carry system.

2.5 KUFFOUR AND THE ADOPTION OF NATIONAL INSURANCE SCHEME

By the late 1990s the healthcare delivery systerGlimna had become a nightmare and majority of peopl
experienced hardships and difficulties under trehand carry system. Therefore, the national héadtlrance
scheme (NHIS) introduced in 2003 under the Johnekggn Kuffour's government received a resounding
welcome. Presidential candidate Kuffour intimateding the 2000 election campaign that he will adjolihe
healthcare system under President Rawlings to ara#di the healthcare delivery system and reliefr@taas of
their burden with the cash and carry. Thereforg,government decided to adopt a national heakhrance
scheme as the healthcare delivery system in 2001ictease access to healthcare and also cut doywaymnent

of user fees out of pocket (Ekman, 2004). Howeitavas not until 2003 that Parliament passed tHearto law
(Republic of Ghana, 2003; Agyepong and Nagai, 2011)

President Kuffour and his domestic and internafiomealthcare interest groups defined healthcarearas
essentially commodity that no strata of society nmesdenied access because of financial constraihesefore,

a collective responsibility that centred on a naichealth insurance scheme was considered a viaddas for
financing healthcare in Ghana (Sakyi et al, 2012ri@ et al., 2001; WHO, 2005; Baltussen et alQ&0 The
scheme aims at removing “financial barriers to aste® healthcare and to provide quality and affolela
healthcare to the Ghanaian population” (Sakyi et@ll2: 178). It was based on the payment of amuann
renewable minimum premium, which gave subscribecess to different minimum healthcare benefits from
healthcare providers and organizations in Ghandidgha Health Insurance Act, 2003). So far, thelthea
insurance scheme has led to a higher patronizafidrealthcare facilities for treatment in Ghana riidiry of
Health, 2007).

3.1 INTEREST GROUPS AND ISSUE DEFINITION

One theory that has been extensively analysedemtiicy literature is interest group because ef way it
impacts policy design, adoption, implementation @&wdluation (Brenya, 2013b). The groups who cowdd b
highly organized or exit in a looser form of asstion based on common interest are known to be very
influential in the policy process because of tleeipertise in using tools and strategies to prorpotiies in the
interest of their members (Studlar, 2002). Whileyttimay use venue shopping where hospitable vermges a
sought to introduce their policy issues to gainefage on specific policy issues, the group can atbopt
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definition and redefinition of an old issue to giv@ new policy image as a strategy to influenckcy adoption
(Birkland, 2011). For instance, the redefinitiontobacco issues as second hand smoke gave tobawctolc
interest groups much leverage in the 1990s (Stual®d2; Brenya, 2012b).

Interest groups are generally known to promotegisqeculiar to their members but some may pronsstees of
public interest (Asare, 2009; Ethridge and Handeln2004). Generally, the activities of interestugye create a
punctuated equilibrium ((Baumgartner and Jones3P@0 a paradigm shift ((Hall, 1993), which giveslipy
problems new image and enable them to offer thd@as as new solutions to the policy problem (Brenya
2013a). The nature of activities of interest groigpgletermined by the level of organization and tyy@e of
political system (Asare, 2009). In that regardsll weganized groups tend to be more influentialnthiae less
organized groups. Simultaneously, the degree gfaratism determines the involvement of interesugsoin
the policy process. The three main types of cotgmraidentified by policy scholars are democraticporatism,
corporatism without labour and the least corparaiistems — (Wilensky, 2002; Lijphart, 1999).

Interest groups/organized labour together with goweental institutions actively deliberate on polisgues in
democratic corporatism while organized interest@agially incorporated in the bargaining process golicy

decisions in corporatist without labour system anthe final scenario, the least corporatist systeonganized
interest are excluded in the decision making pr@oéshe political economy (Wilensky, 2002; Auth@013b).

Often no single group has absolute control oveicpalecision process in the pluralist environmestduse the
various actors involved in the process compete witbh other for control over issues of their prditiinterest
(Ethridge and Handelman, 2004:163-165).

Asare (2009) observes that the rules of the gameplumalist systems are negotiations, bargaining and
compromises to gain leverage with other partie® alseking to influence policy within the system.eTh
competition among the groups in the policy netwals led to different description of the activit@sinterest
groups such as iron triangle, issue network, pottioynmunity, subsystem, advocacy coalition, and alob
advocacy network, etc. In spite of the varietieseofns to describe their activities, the esseeliainent of their
operation is the promotion of issues that meetctre interest of their members and this cause mec#b and
multiple levels of influences between governmeimatitutions, bureaucracies and interest grouphénpolicy
process.

3.2 INTEREST GROUPS, ISSUE DEFINITION AND HEALTHCAR E MANAGEMENT IN GHANA

The core objective of interest groups is to infleepolicy to the interest of its members in a dipepolicy area
and the group can exit in a looser form compridinth domestic and international members. The mesnixes
issue definition to gain leverage over certain @pliecisions in a specific policy subsystem. Thiénde®n and
redefinition of issues enables interest groupsite tavourable image to issues considered as ppliolem to
create some saliency in addressing the policy sssOdten, issue definition and proper organizagmables
interest groups to take advantage of window of ofjymities to push their policy solutions as pulpialicy
(Kingdon, 1995). In that regard, the politics ofalibcare delivery of Ghana has been influenced dsyd
definition and window of opportunity created by oba of ruling governments and political systemadidition,
the benefit of the interest groups involve in tliditics of healthcare has been to maintain domiramer the
healthcare delivery so as to gain the allegiancklegitimacy from the public.

In the pre-colonial era, the nature of healthcagbvery system was influenced by the way the ilnegs
defined by healthcare interest groups comprisiagitional authorities and healthcare providersiegis and
priestess. As custodian of the moral principles prdector of the physical, social and spirituallb&ing of the
society, the traditional authorities had intringnterest in the moral and healthy condition for gwciety.
Therefore, the definition of illness was a cru¢@dl for advancing their objective. In that regattte definition

of illness as punishment resulting from immoral debur that had incurred the wrath of the deitiesharm
from mystical spirits gave the authorities leverager the people in many regards. The authoritieksthe priest
and priestess were able to demand moral life frbmeirtsubjects and also maintain their allegiancd an
legitimacy the way illness and cure was defined.

In much the same way the colonial administrationvee benefit from the way healthcare delivery wained.
The administration needed the allegiance and fegity of the colonized people and so by definingess as
scientific condition that experts doctors providedthe government need to treat, the administrgpiosited
itself to reap the benefit of providing a healtlogigty to obtain the allegiance of the people. smebecame the
new magic that was used to create allegiance and legitintichhe people in the struggle for control of the
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society between the colonial administration andlitianal system. If illness and cure were no longer the
dominion of the gods and the traditional authorities-rulers and healers, then the new gods to worship was the
providers of societal health, which was the colonial administration. It needs to be noted that the definition and
implementation of the healthcare policy in both fire-colonial and colonial era were done by acteh®
derived direct and indirect benefit from healthcdedivery system.

The healthcare politics in the post-colonial erawavoid of the struggle over maintaining dominaocer the

best manner of providing healthcare as was the icatdee colonial era. Instead, the politics took form of

determining the best way of financing healthcarévdey and this became the tool for obtaining legécy from

the public. In that regard, a new coalition corsimg individuals and groups from healthcare prorgdpolitical

parties, bureaucrats, government functionaries,thedVorld Bank and IMF (from the 1970s) emergedhas
central actors who influence policy decisions ia flolicy subsystem. The way the coalitions defiesdpive as
the proper way for delivering healthcare determitiess policy outcome for healthcare in the countrgr

instance, the Nkrumah's government perceived heaéhdelivery as governmental responsibility toueas
equitable distribution and delivery of healthcamhich considered as an essential commodity thatitdens

must have free access. This perception led to dogten of a free healthcare delivery system whpobvided

by the Ghana Health Service and financed by theguorent.

The coalition of interest with the provision of fthaare under the Akuffo Addo/Busia’s regime did matally
reject the idea of state finance of healthcarertampte equitable access to healthcare delivery. é¥ew the
coalition thought of sustainability and institutdee payment of small user fee, which was borne dsjthcare
consumers to sustain the government’s ability wvigle free delivery of healthcare. However, theltheare
interest groups under Rawlings Provincial Natiobafence Council (PNDC) and NDC government had
different perception on the state role in healtaa®livery. Faced with the realities of the econdmyhe 1980s,
the coalition defined healthcare delivery as castovery whereby the consumers of healthcare paid fo
healthcare out-of-pocket. The money accrued fromitheare delivery was kept by the centres for mgieent

of consumable and provisions of incentives of siafiromote efficiency. It must be noted that eiredefining
healthcare delivery as cost recovery, the goverhmeas not totally removed from financing healthcare
Exemptions were provided in the healthcare polamytiie government to finance the healthcare optta and
vulnerable such as children, pregnant women anéltely but the providers ignored the exemptiomsrdy the
implementation of the policy. In addition, capitatensive projects such as the construction ofdingjs were
financed by the government.

Finally, the government of Kuffour and his coalitioof healthcare interest had an idea for finantiegithcare
different from the cost recovery stemming from ofipocket payment for healthcare by consumers. &Vhil
reaffirming the importance of equitable accessdalthcare by all members of society, the coalitidafined
healthcare provision in term of collective respbiigy shared by all members of society. In thagaed, an
insurance scheme whereby individuals paid a smalnpum was considered the way to finance healthcare
delivery. The national health insurance schemechviias aimed at relieving people of the burdenubf-aof —
pocket payment of healthcare under the cash ang system, was also intended to increase access to
healthcare. The government was to borne the colieohealthcare of those offered exemptions inpiblecy
such as the elderly, pregnant women and children.

4.1 DISCUSSION AND CONCLUSION

The discussion above generally examines the paliticiggle over the management of healthcare im&hehe
evidence shows that the management of healthcahe ipre-colonial and colonial era was based onrthener
of providing healthcare. However, the politics chmagement in the postcolonial period focuses oftHosae
financing. The interest groups associated withdifferent government and political systems usedéfnition
of healthcare as the basis to gain leverage, whare them the benefit in the form of legitimacynfrahe
people, among others. In the pre-colonial periokemnvthe responsibility of the healthcare interesugs was
for maintaining the social, economic and spirituallbeing of the society, the definition of illneaad cure as
the wrath of the gods and actions of mystical tpgérved the interest of the coalition. This ischese it enabled
them to control the moral lives of the people also gain their allegiance.

The core interest of the colonial administratiors@ receive the legitimacy of the colonized peopleerefore,
the focus of the management of healthcare wasoige a new image and understanding of illnesscamel in a
way that will make the colonial administration redat. The definition of illness and cure as scientand
physiological condition that needs to be treatedgbyernment doctors with scientific knowledge gake
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colonial administration leverage in the politicshafalthcare management. Once illness and cure maerstood
to be scientific, the colonial administration beeathe right authority to look up to for a healtlociety and that
came with direct and indirect benefit of some sdrllegiance and legitimacy for the colonial adisiiration. In
the postcolonial period when the scientific promsiof healthcare had become engrained, the caalitio
healthcare interest under different governmentrteddo healthcare financing as the tool to mamtaverage.

While the government of Nkrumah used the notiorireé healthcare delivery and government financéhas
basis of maintaining leverage, the Busia governnmomoted the payment of small user fees to sustain
government’s ability to provide healthcare. The ggovnent of Rawlings focused on a cost recovery it
give care providers control over the managemehieafthcare. In must be stressed that even wheRdtdings
regime was shifting cost of healthcare to consupievgas packaged as an issue of sustainabilityediiciency.

The government argued among other things that erreosvery will not only enable the healthcare oemto
purchase drugs and necessary items to providetgealie but it will increase the morale of healtiecataff
because of the ability to receive incentives feirthivork, something the government was no longés ahdo.

The adoption of the national health insurance sehbynthe government of Kuffour is based on theamotf
collective shared responsibility. Even though people still required to pay a small premium for Itheare
consumption, it was packaged as a relief from theldn of out-of- pocket payment under the cash candy
system under Rawlings. The essential finding i$ the definition of healthcare management has bieenool
used to gain leverage by government and their lesi¢ interest in Ghana. Issue definition geneially tool
used by interest groups to gain leverage in th&eyarocess. Therefore, its usage in the politichealthcare
management helps to understand the process ohhgallty making in Ghana and perhaps other sub r&aha
African countries, which complements the literatanethe policy process.
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