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Abstract

In West Africa, the right of access to universal social security is far from being respected.  
International institutions and African governments have been mobilising for several 
years to fight this phenomenon. In a role that has evolved over the years, the Interna-
tional Labour Organization (ilo) provides technical and financial support to countries 
in this regard. How and why does the ilo intervene in protecting the health of popula-
tions in West Africa? For this institutional study, the methodology is based on a litera-
ture review focused on the history of the role of the ilo in the protection of healthcare 
in West Africa, specifically in Ghana and Senegal. We show the ilo’s involvement since 
the 1990s for two main reasons: firstly, the lack of access to healthcare in countries 
with a specific labour form; secondly, the rejection of the idea of social protection by 
dominant players on the international scene, leading to criticism following the struc-
tural adjustment programmes. In the contexts of Ghana and Senegal, both of which 
have experienced transitions from community-based health mechanisms to universal 
health coverage, we explain that the ilo has several ways to intervene—technically, 
institutionally, and financially. An important outcome is the revelation that the vision 
of the ilo with regard to health protection is systemic, articulating alternative ways to 
address social protection for the informal economy compared to other international 
organisations. But this approach is understated considering the dire situation in Africa 
and the need to improve access to healthcare and progress towards the Sustainable 
Development Goals.

1 Introduction

Inequalities persist among and within countries in sub-Saharan Africa. In 2013, 
41 per cent of the continent’s population lived on less than usd 1.90 per day 
(World Bank, 2016). And the right of access to universal social security is not 
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being upheld. International institutions and African governments have mo-
bilised for several years to address this. The objective of this movement has 
been to ensure substantial coverage of the poor and most vulnerable by 2030 
in these countries and to put in place sustained social protection measures.

However, sub-Saharan countries have different paths in the establishment 
of what the World Health Organization (who) calls Universal Health Cover-
age (uhc),1 due to political, economic and social reasons. The International 
Labour Organization (ilo) provides technical, financial, and institutional sup-
port to these countries in their efforts to achieve this goal. Although it is not 
the only international actor involved in protecting the health of African popu-
lations, it has interesting characteristics—its actions have been carried out for 
several years in both the formal and informal sectors, in a role that has evolved 
since its inception and that was not devolved to the organisation originally. 
Thus, how and why does the ilo intervene in protecting the health of popula-
tions in West Africa?

Firstly, through a parallel history between the ilo, its vision of social pro-
tection, and the evolution of health insurance systems in West Africa, we seek 
to understand why the ilo has played this important role of protecting the 
health of inhabitants in this region, but also the laws put in place in these 
countries since 2000. Secondly, we contextualise two West African countries, 
Ghana and Senegal, in analysing particular interventions and the place of the 
ilo in supporting community-based movements towards national health in-
surance schemes, in line with its Social Protection Floor (spf) Recommenda-
tion. Finally, we discuss two points that are important and that emerge from 
this analysis: the opportunity for the ilo in maintaining its important role in 
the development of recommendations, with a systemic framework regarding 
health and labour in developing countries; the institutional and technical ob-
stacles in a complex and saturated sector with diverse actors.

The methodology for this institutional analysis is composed of several stages. 
A first review of the literature allows us to better understand the links between 
the ilo, its evolution and the health coverage systems in West Africa. The link 
between the ilo and the countries under study, particularly through mutual 
health organisations (mhos), has already been observed by some participant 
researchers in previous works. The second step is a systematic review of the 
two countries concerned. We predetermined first a set of parameters regarding 

1 uhc in developing countries is, according to the who definition in the 2010 World Health 
Report, to ‘provide all people with access to needed health services of sufficient quality to be 
effective’, and to ‘ensure that the use of these services does not expose the user to financial 
hardship’ (who, 2010, 6).
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health, work, and the ilo. The literature mobilised comes from academic and 
institutional sources. An analysis of common and differential trends is made, 
adopting an approach that consists of comparing homogeneities and pecu-
liarities in understanding the ilo’s role in each context.

2 The ilo’s Vision, from Its Origin to Its Interventions in West Africa

2.1 Before the 1990s, a Vision Based on Wage Labour
The ilo’s vision of social protection and labour has remained but the scope of 
its missions and activities has evolved over the last hundred years. Before 1944, 
the focus was more on a technical vision of health than on socio-economic 
conditions (Weindling, 1995). In the thirties, it began to develop technical co-
operation activities, first with Latin America. These technical cooperation ac-
tivities grew with international development programmes after 1945 (Guthrie, 
2013). The aims and purposes of the ilo became larger after the International 
Labour Conference of 1944, taking in welfare, including several missions on the 
protection of health. Social security, including medical coverage and care for 
all, became one of its goals.

This vision of social protection was strongly Western-based, relying on the 
principle of wage labour; this continued until the 1990s. For the ilo, social 
protection was to be organised on a large scale by the state and/or public in-
stitutions, with the assumption that members of society have already reached 
a certain standard of living and that this should be protected (Jütting, 2002). 
With the decolonisation of African countries in the 1960s, the ilo persisted 
with this vision, with the idea that a growing part of the populations of devel-
oping countries would eventually join the formal wage sector of the economy 
and thus benefit from the social protection of health, for themselves and their 
families (ilo, 2001).

This vision has been applied in West African countries, first by their colo-
nisers, and then during independence. While Western health insurance sys-
tems have a long history, the oldest formal health coverage systems in West 
Africa are the result of the colonial era. Systems were created by the colonis-
ing countries to protect expatriates. During this time, some were extended to 
urban and industrial African workers in order to maintain their productivity. 
These systems are at the root of what exists for formal sector workers and civil 
servants in most West African countries. These are traditional, European-style 
health coverage systems, based on the Beveridge model (national coverage), 
tax-financed and state-run, or Bismarck model (social security), financed by 
contributions from workers and employers and managed by an independent 
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fund. After decolonisation, West African countries decided for the most part 
to provide free public healthcare in public institutions. The state financed and 
provided these services. At the same time, social security systems persisted, 
sometimes expanding, diffusing the legitimacy of such systems in relation to 
their effectiveness in Western countries. Countries that did not experience 
widespread coverage under colonisation nevertheless took inspiration from 
Western systems, still seeking the legitimacy of these methods (Destremeau 
and Lautier, 2006). But the focus was on occupational diseases and accidents 
at work.

The end of the 1980s marked a sudden change in the way health protection 
was managed, from free to direct payment, in a context of economic crisis. In-
debted African countries were looking for help in the form of international co-
operation. In return, states withdrew from healthcare provision and imposed 
programmes influenced by the neo-liberal doctrine (Plassart, 2011). Structural 
adjustment programmes (saps) targeted spending that was considered exces-
sive, health being part of this (Berkhout and Oostingh, 2008). By then, interna-
tional financial institutions did not have a monopoly of these initiatives. But, 
from 1980, the United Nations went through a crisis, with its role turning away 
from economic aid and towards humanitarian aid. Three institutions—the 
International Monetary Fund, World Bank and World Trade Organization—
gradually became the pillars of the global economy and of development strate-
gies (Favreau, 2003). The logic changed: the goal was no longer development 
but economic growth. This era was marked by deteriorations in infrastructure, 
a shortage of medicines, deteriorations in working conditions and a flight of 
qualified personnel due to the health sector being underfunded.

2.2 A New Vision of Social Security for Development
In the 1990s, the vision of the ilo evolved in terms of the form that social secu-
rity could take in Africa and the organisation began intensive lobbying to bring 
social protection back to the forefront of development. An international con-
sensus had been formed incrementally, denouncing the injustice of the direct 
payment system and the saps. Health coverage became the new objective, the 
goal being to make it possible to extend access to healthcare through a fairer 
and more viable financing mechanism in the long term, provided that health 
care services improved (Alenda-Demoutiez, 2016).

But the problem remains the same for the ilo. Promoting social protection 
cannot be done in the same way in Africa as in Western countries. This brought 
about two important changes in the ilo’s vision: the extension of social securi-
ty through decentralised, community-based mechanisms, and a better consid-
eration of the informal economy. The ilo is still promoting the ratification and 
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implementation of Convention No. 102 (1952)2 concerning social security. But 
to take account of different national contexts, flexibility clauses are included.

2.2.1 Community-based Mutual Health Organisations
Interpersonal solidarity in West Africa has been important in terms of compen-
sating for the lack of protection in terms of healthcare. Family ties, community  
support or help from the informal economy to employees all contribute to 
health. Faced with significant needs and a population unable to access care, 
mhos, and more particularly community-based mhos, emerged in the 1980s, 
impelled primarily by socio-professional, sociocultural, faith-based, and wom-
en’s groups.

An mho is ‘a voluntary, non-profit insurance scheme, formed on the basis of 
an ethic of mutual aid, solidarity and the collective pooling of health risks, in 
which the members participate effectively in its management and functioning’ 
(Atim, 1998, 2). Nowadays, many forms of mhos exist, divided into two groups: 
complementary or ‘top-up’ mhos, designed by and for formal sector workers, 
and mhos providing ‘first-dollar’ cover (i.e. 100 per cent insurance with no ex-
cess). The latter aim at households that do not have existing health cover and 
are therefore the priority target group for extension policies. These ‘first-dollar’ 
mhos consist primarily of community-based mhos based in a neighbour-
hood, village or district. Their origins are diverse: they may have been set up 
by residents of a neighbourhood, members of a community, voluntary associa-
tions, health providers, etc.

This particular mechanism gained momentum in the 1990s, with ilo sup-
port. Those excluded from social security, and its extension, were the organ-
isation’s new key focus for development, and this priority was affirmed at the 
89th session of the International Labour Conference in 2001. For the ilo, the 
development of community-based health systems is the result of a real de-
mand for socio-professional or community organisations. Hence its support 
for these organisations from that moment. While 76 mhos were registered in 
West Africa in 1997, 366 were created in 2003 and 626 in 2006, according to 
estimates (Ridde, 2012).

2 The Social Security (Minimum Standards) Convention is based on basic social security prin-
ciples; it establishes worldwide-agreed minimum standards for all nine branches of social 
security (medical care, sickness, unemployment, old age, employment injury, family, mater-
nity, invalidity, and survivors’ benefits). While Convention No. 102 covers all the branches, it 
requires that only three of these branches be ratified by Member states, which allows for the 
step-by-step extension of social security coverage by ratifying countries.
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2.2.2 The Informal Economy
The concept of the informal sector, as used for the first time by Keith Hart (1973), 
refers to the economy unknown to public policymakers. As it evolved, it be-
came characterised by pejorative elements, such as small size, a non-capitalist  
way of producing, etc. (Laville, 2010). This sector is regarded as the failure of 
development. However, the ilo shows the influence of its social-democratic 
vision in its definition of the informal sector, or the informal economy.

The ilo at first considered the informal economy as ‘units engaged in the 
production of goods or services with the primary objective of generating em-
ployment and incomes to the persons concerned’. The definition continues: 
‘These units typically operate at a low level of organization, with little or no 
division between labour and capital as factors of production and a small scale. 
Labour relations—where they exist—are based mostly on casual employ-
ment, kinship or personal and social relations rather than contractual arrange-
ments with formal guarantees’ (ilo, 1993, 52). Thus, the ilo focuses on differ-
ent elements than other international organisations: the emphasis on labour 
before capital, solidarity, social responsibility. The measurement of the infor-
mal economy was a problem, forcing the ilo to restrain its definition in order 
to operationalise it—‘a group of production units which […] form part of the 
household sector as household enterprises or, equivalently, unincorporated 
enterprises owned by households’ (ilo, 1993, 53). This definition was limited 
to enterprises. In 2003, the 17th International Conference of Labour Statisti-
cians at the ilo tried a new perspective, focused directly on jobs and people, 
and not on structures: ‘The purpose of the conceptual framework developed 
for the ilo report was to relate the enterprise-based concept of employment 
in the informal sector in a consistent manner with a job-based concept of in-
formal employment, and thereby extend the former concept to a broader one’ 
(ilo, 2003, 49). From this point, informal and formal economies are viewed as 
complementary.

The ilo’s vision thus presents a systemic approach to health protection in 
Africa, prioritising the excluded: it is a question of adapting to the shape of the 
labour market, mostly informal, but also to the needs of people. Actions of the 
ilo in Africa focus on these two areas.

2.3 From Decentralised Mechanisms to Social Protection Floors
Beginning in the 1990s, the ilo focused on microenterprises, cooperatives and 
especially, in this case, on social health protection through mhos. The ilo, like 
the United States Agency for International Development (usaid), the German  
Organisation for Technical Cooperation (giz), the National Alliance of Christian 
Mutuals (anmc, Belgium), and Solidarité Mondiale (a Belgian non-governmental  
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organisation), has played a vital role in developing mhos in West Africa since 
the 1990s. The ilo was formerly involved through its acopam/ilo programme 
(Cooperative and Organisational Support to Grassroots Initiatives), as early as 
1978.3 This programme lasted until 1999. The other international stakeholders 
have been mainly involved since 1998, the date of the platform of Abidjan.4 For 
the ilo, social protection has two main objectives: to guarantee income secu-
rity (following illness, maternity, work accident, unemployment, disability, old 
age, or death of a member of the family) and to guarantee access to care of an 
acceptable quality and at a reasonable cost. The notions of democracy, empow-
erment, social cohesion and decentralisation are also important, which makes 
it easy for the ilo to accept the principle of community-based mhos.

In 2004, Clive Bailey, for the ilo’s Global Campaign on Social Security and 
Coverage for All, wrote: ‘The reality in Africa however, is that there is also a 
need for different and innovative approaches, of which micro insurance 
schemes based on solidarity and redistribution within the group is but one ex-
ample. There is often a need for a blend of activities, which strike a balance be-
tween community-based initiatives, the strengthening of public social security 
schemes, and the development of universal schemes for health care and other 
benefits’ (Bailey, 2005, 2). A new consensus on social security was adopted at 
the 2001 International Labour Convention, leading to the launch of the Global 
Campaign on Social Security and Coverage for All in 2003. This was followed in 
2008 by the Declaration on Social Justice for a Fair Globalization, by the Global 
Jobs Pact in 2009, and by the spf Recommendation in 2012.

The spf is a flagship initiative of the ilo. It is defined as ‘an integrated set 
of social policies designed to guarantee income security and access to social 
services for all, paying particular attention to vulnerable groups, and protect-
ing and empowering people across the life cycle’ (ilo, 2011, xxii). The strategy 
comprises two dimensions. The first, expansion of social security by a basic 
set of social guarantees, is the horizontal dimension. The second dimension 
consists of implementing progressively higher standards from minimum stan-
dards, representing the vertical dimension. Also, the spf integrates healthcare 
for all, social protection for all children, support for all people of working age 
in the event of unemployment, maternity, disability or work-related accidents, 
and retirement pensions for all the elderly. Based on local needs and capabili-
ties, countries can adapt the recommendation.

3 It was a multi-bi ilo programme financed by Norway, originally to respond to the severe 
drought in the Sahel region at that time and ended in 1999.

4 The platform of Abidjan is the result of the collective reflection of the different actors in-
volved in the promotion of mhos gathered at a workshop held in Abidjan in June 1998.
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Thus, the ilo has been involved in protecting health in Africa for two main 
reasons. The first is pragmatic: in the 1990s, people in West Africa did not have 
access to care or social protection, particularly those working in the informal 
economy. The second is institutional: international recommendations with re-
gard to development have exacerbated Africa’s problems, and the dominant 
players on the international scene rejected the idea of social protection in de-
veloping countries, leaving room for criticism of the obvious failures of previ-
ous programmes in the developing world.

3 The Role of the ilo in Health Protection in Ghana and Senegal

3.1 Ghana and Senegal: Two ‘Exemplary’ Countries Regarding Health 
Protection in Africa

Ghana, Senegal and Rwanda are often presented as examples in sub-Saharan 
Africa regarding progress in health indicators and the expansion of mutu-
al health insurance. We restrict our comparison to Ghana and Senegal, two 
countries in West Africa—the focus of our study—that offer interesting com-
mon trends in their economic, social and institutional make-up (Table 6.1). 
The Republic of Ghana, in West Africa, is located on the shores of the Gulf 
of Guinea and is surrounded by Côte d’Ivoire, Burkina Faso and Togo. It was 
one of the first countries in the continent to achieve independence, in March 
1957. The political history of the country has been turbulent, particularly in 
the 1980s, but has stabilised. The official language is English. The Republic of 
Senegal, also in West Africa, is surrounded by Mauritania, Mali, Guinea, and 
Guinea-Bissau and is open to the Atlantic Ocean. In April 1960, the country 
became independent. Senegal is also politically stable. Of all the languages 
spoken there, French remains the official language.

Regarding health, the disease burden of the continent includes hiv/aids, 
maternal and infant mortality, non-communicable diseases, and other condi-
tions. The recorded hiv/aids prevalence rate is very low in Senegal and there 
is a lower infant mortality rate than in other West African countries, but there 
are wide disparities at regional levels and within urban and rural populations. 
In Ghana, in comparison to indicators on health in the subregion, the inci-
dence of non-communicable diseases is higher (Saleh, 2012). With regards to 
health coverage, both countries have chalked up some successes, with reduc-
tions observed in under-5 child mortality and maternal mortality rates. A sig-
nificant proportion of the population works in the informal sector. In Senegal, 
agriculture and fisheries employ around 44 per cent of the population and this 
is no different from Ghana, where the population is predominantly rural. Child 
labour is an important feature of informal work in both countries.
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The governments of Ghana and Senegal have made political commitments to 
implement uhc by involving mhos. Both countries seek to apply the ilo’s dual 
strategy on which the spf programme is based: a horizontal dimension, having 
primary health protection for the whole population, and a vertical dimension, 
improving existing protection from risk. Another common point in both coun-
tries is that the first community-based mhos appeared in 1989, supported by 
a Catholic diocese: the Nkoranza Community Health Insurance Scheme at St. 
Theresa Hospital in Sunyani District for Ghana; the Fandène mho, supported 
by the Saint Jean-de-Dieu Hospital, in the Thiès region for Senegal. In the en-
suing sections of this chapter, the specific case of each country is examined 
in order to illustrate the various interventions carried out by the ilo and the 
specificities of this path to uhc.

3.2 Senegal and the ilo/step Programme
Until 2012, only around 20 per cent of the Senegalese population had (limited) 
health coverage. Among those covered were civil servants (7.35 per cent of the 
population), covered by the system inherited from the colonial era, and wage 
earners in the formal sector (3.60 per cent), protected by the Instituts de Pré-
voyance Maladie, social security funds created in 1975. The elderly—covered 

Table 6.�  General characteristics of Ghana and Senegal

Ghana Senegal

Population 28 million 15 million

Population under 15 42 per cent 42 per cent

Life expectancy 61 (women)/57 (men) 69 (women)/65 (men)

Unemployment rate 16.6 per cent (2016) 15.7 per cent (2015)

Share of population in 
informal sector

80 per cent 88 per cent

gdp (usd) 42.69 billion 14.79 billion

hdi (rank) 139th 170th

Income status Lower middle-income Lower middle-income

Child labour rates (5–17 
years)

21.8 per cent 37 per cent

source: the authors, based on world bank data and the ghana living  
standards surveys; baumann (2010); moss and majerowicz (2012); bitran (2014).

Juliette Alenda-Demoutiez, Abena Asomaning Antwi, Elvire Mendo, and Zrampieu Sarah Ba - 9789004399013
Downloaded from Brill.com05/19/2023 07:29:03PM

via free access



Alenda-Demoutiez et al.��0

<UN>

when above 60 (4.87 per cent of the population)—and members of mhos 
(3.79 per cent) were also covered (cafsp, 2008). Since the Fandène mho in 
1989, mhos have developed rapidly, first in that same region of Thiès as well 
as in Dakar and then throughout the country. Despite the absence of complete 
censuses, from 19 functional units (units that are in activity) in 1997, they in-
creased to 129 in 2007 and to 200 in 2008 in Senegal (Villane and Faye, 2008).

The government-level transition in the health system settled in the first de-
cade of the new millennium, with the promotion of mhos. In 1996, camics 
(Cellule d’appui aux mutuelles de santé, aux ipm et comités de santé) was cre-
ated to support the creation and the evolution of mhos in the country. Attached 
to the Prevention Department, the organisation brought together several  
stakeholders with the intention of strengthening the capacities of the promot-
ers of mhos and to create links with health structures. By 2003, the country 
developed a legal framework for mhos.

The ilo’s Strategies and Tools against Social Exclusion and Poverty (step) 
programme’s role in this process was influential. The step programme (under 
the Social Security Department) was the operational instrument of the Global 
Campaign on Social Security and Coverage for All. It operated on two levels: 
forming direct support to the promoters of mutuals; pursuing advocacy for the 
extension of social protection. In Senegal, and more generally in West Africa, 
the ilo, through this programme, fought to see the creation of legal frame-
works to supervise mhos. The ilo was one of the camics’ partners that sup-
ported the ‘Concertation’—an organisation bringing together several African 
countries and international structures—the objective of which was to create 
an exchange network between mhos. In 2004, in Senegal, the uhc Agency re-
lied on several promoters, particularly on the ilo, in its mission to improve 
social protection and promote mhos. From 2003 to 2006, the ilo also sup-
ported the establishment of a legal framework on mhos in the eight members 
of the Economic Community of West African States. The ilo and usaid as 
well as other donors (French, Belgian and German) have all been involved in 
Senegalese mhos (Alenda-Demoutiez, 2016). The ilo/step programme has 
supported the creation and capacity-building of various community-based 
mhos, such as the Werwerlé mhos in Dakar and Thiès or the pamecas mho 
in Pikine. In the first decade of the new millennium, the ilo/step programme 
supported mhos through training and funding programmes, including the cre-
ation of the Dakar mhos Union.

In 2012, the newly elected president, Macky Sall, announced the introduc-
tion of uhc. The objectives were ambitious. The proposition was for 75 per 
cent coverage of the population by 2017. On the one hand, the compulsory 
and medical assistance schemes were strengthened for civil servants and the 
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formal sector; on the other, voluntary mhos developed in order to cover the 
rest of the population. As part of the experimentation of the National Strategy 
for the Extension of Health Risk Coverage, a decentralised scheme was devel-
oped, calling for at least one mho per local authority and setting up unions 
by department. The total coverage was 32 per cent in 2014, according to the 
uhc Agency. Since 2013, mhos have received government grants, calculated in 
relation to their membership fee. In this way, community mhos are supposed 
to take charge of primary care (through contributions), while the state takes 
responsibility for secondary care. usaid and Abt Associates5 are the govern-
ment’s main partners in its efforts to move towards uhc.

3.3 Ghana’s Path towards the National Health Insurance Scheme (nhis)
Ghana, since its independence in 1957, has experienced various evolutions in 
its health system. As in Senegal, the country chose free healthcare before im-
plementing the saps in the 1980s. In the 1990s, the ‘Cash and Carry’ system was 
established, introducing full payment for medication. Although the first mho 
was created in 1989, their development was especially important in the late 
1990s. In 2001, the country had 47 mhos, 43 of which were created in 1999 or 
2000 (Atim et al., 2001), and 168 in 2003 (Diop et al., 2006). mhos, as in Senegal, 
originated from various sources (healthcare providers, ethnic networks, so-
cial movements mainly for employees in the formal urban sector, etc.) (Atim, 
1998). But unlike in Senegal where mhos are dominant, Ghana has seen the 
evolution of both mhos and of other community-based mechanisms, experi-
menting with various types of microinsurance. In 2003, Ghana had less than 1 
per cent of its population covered by health insurance (Diop et al., 2006).

The ilo intervened institutionally from 2001 to 2003, through a global trust 
fund. This fund provided strategic guidance on the feasibility of community-
based mhos and the promulgation of the new law regarding mutual health in-
surance. But, unlike in Senegal, the step programme has not been involved in 
Ghana’s mhos. The environment with regard to international institutions was 
different, with the presence of the Danish International Development Agency 
(danida) and usaid’s Partners for Health Reformplus (phrplus) programme. 
On the domestic front, the Catholic Church played an important role in the 
development of mhos, at the regional and district health assemblies level. 
Earlier in the 1990s, who, the ilo, the European Union, the Ghana Medical 
Association and labour unions had called on the government to create health 

5 Abt Associates is a global research and programme implementation firm based in the US, 
providing expertise on health, social and environmental policy, climate change, and interna-
tional development.
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insurance to offset the negative consequences of the ‘Cash and Carry’ system 
(Fusheini et al., 2012).

In contrast to the system existing in Senegal for civil servants and employees 
in the formal sector, Ghana decided to rely on an extension of the social secu-
rity system based on the principle of mutual health insurance for the entire 
population. Thanks to institutional arrangements between the decentralised 
administration system and national policies, the extension of coverage, from 
2003 to 2005, was trialled in all districts in the country paving the way for the 
nhis. To establish the National Health Insurance Act, a consultation process 
was initiated between the two main partners, danida and usaid, and also the 
ilo, who, the UK Department for International Development and relevant 
non-governmental organisations (Mensah et al., 2010).

The nhis and Community-Based Health Planning and Services (chps) in 
Ghana are based on the principles of equity, solidarity, the pooling of risks, 
cross-subsidisation, partnership, the democratic participation of all stake-
holders, sustainability, and geographical and financial reach for all. Act No. 650 
initially established three kinds of health insurance schemes in the country: 
District Mutual Health Insurance (dmhi) schemes, Private Mutual Health 
Insurance schemes, and Private Commercial Health Insurance. The National 
Health Insurance Council was set up, giving technical support to dmhis. These 
dmhis are allowed to operate as companies limited by guarantee and are thus 
autonomous. In 2012, the law was revised (Act 852) and brought the district 
insurance schemes into a single, pooled fund. The Ministry of Health is the 
lead ministry for the National Health Insurance Authority, which manages the 
scheme. Policy is formulated at the national level, where the accreditation of 
health services, the monitoring and evaluation of mhos, logistics and techni-
cal support also take place. Thus, the extension of health coverage has been 
achieved through the nhis (for financial access) and the chps (for geographi-
cal access), although with initial progress, the enrolment in the nhis has stag-
nated at 40 per cent of the population since the scheme’s inception and for the 
chps at 5 per cent (Atim and Amporfu, 2016). Unlike Senegal, which separates 
health protection for civil servants, the formal sector and the informal econ-
omy, the system is the same for all in Ghana. All contribute—formal sector 
employees pay a percentage of their salaries, informal economy workers pay a 
flat premium, and an important part of nhis funding comes from value added 
tax. While Senegal is seeking to combine different forms of health insurance, 
Ghana has brought everything together into a single system (government, oth-
er public initiatives, private sector insurance, community-based health mecha-
nisms) (Wietler, 2010).
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The ilo has been involved directly in health coverage in Ghana through 
capacity building, undertaking several initiatives aimed at improving the com-
petency levels of people involved in social security. The ilo provided technical 
and policy advice to the government of Ghana on the administration of the 
nhis. The Financial, Actuarial and Statistical Services Branch of the ilo in 
particular has been closely participating in a technical capacity, advising on 
national health budgets, the institutional infrastructures required, medium-
term financial planning and implementation (ilo, 2005). Further examples of 
this effort are the training and capacity building of staff of the Social Security 
and National Insurance Trust, where the administration of pensions for formal 
sector workers is domiciled (and which also forms a regular flow of revenue 
for the nhis), building capacity in actuarial science and budgeting (some of 
which has occurred through a collaborative effort between the ilo and the 
University of Maastricht), and the development of a health budget model for 
Ghana (Dovlo, 2005).

4 Discussion: A Systemic Vision

Two strong points emerge from this analysis regarding the ilo’s role in the 
health of the populations of West Africa. Both represent opportunities for the 
ilo in its efforts to maintain its important role in developing recommenda-
tions, but they are also institutional and technical obstacles. The first is the 
importance of the informal economy in West African countries and the role of 
the ilo in its protection, within a systemic framework. The second is the role 
of the ilo on the international scene regarding development, in a complex 
and saturated space with various actors.

4.1 A Systemic Vision between Health and Labour
In Africa as in the rest of the world, the organisation is, at a national and regu-
latory level, using what has been its principal tool since its inception: the rati-
fication of conventions. Ghana and Senegal have been members of the ilo 
since independence, in the process ratifying several important conventions. 
In West Africa, these conventions and recommendations can be considered 
as a complementary tool, difficult to apply but fundamental to well-being in 
the long term. Convention 102 still influences many African health protection 
systems, countries setting up pension schemes modelled on it, even if formal  
social security systems cover only a small portion of their populations. This 
Convention is still regarded as a goal for development (Servais, 2014). In this way, 
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the ilo emphasises the importance of governance conventions in improving 
the application of international labour standards. But collective agreements, 
complaints (filed by workers when employers do not respect a convention) 
and the ability to act on these rules are mainly based on the strength of trade 
unions. It is public unions that mainly take a central role with regard to labour 
demands in these two countries. The functioning and relations between the 
different unions in these countries can also be problematic. In Senegal, teach-
ers can affiliate to any of some 30 different unions. Thus, the various actions 
of the ilo depend on the strength of public institutions, on trade unions and 
on the access of information for workers about their rights, in models where 
formal wage labour is not the norm.

The magnitude of the informal sector and its diversity in Africa has, above 
all, obliged states and international organisations to make an effort to define 
interventions that take into account the need to promote the actors, and con-
tain the growth, of the informal sector. The attitude of governmental and insti-
tutional actors with regard to the informal sector has evolved. The initial desire 
to curb its expansion has given way to a certain tolerance, even a willingness 
to support it. In Senegal, the informal economy is considered an important 
cultural element that enables the majority of the population excluded from 
the formal sector to subsist and is widely accepted by all. It is not considered 
an end but a means (Fall, 2011). Thus, while employment is one of the com-
ponents of Senegalese reforms,6 there is no intention—for the moment—to 
eradicate the informal economy, the approach, rather, being to develop it in 
order to achieve ‘more decent’ work (Kanté, 2002).

Overall, there is a broad consensus on the need to improve incomes and 
productivity in the informal sector so as to reduce poverty and bring the sec-
tor’s economic and employment conditions closer to those of the formal sec-
tor. This justifies the ilo’s involvement in the health protection of workers 
in both sectors in the countries studied, and the development of mhos to 
reach the informal economy. Finding and delineating a contributory basis is 
indeed complex with a dominant informal form of labour. The concept of 
‘decent work’,7 appeared for the first time in 1999, in the report presented by 
the Director General of the ilo to the 87th Session of the International Labour 

6 Employment (especially for young people) is a strong part of the national Strategy for social 
and economic development, within two axes, growth and human capital.

7 According to the official webpage of the ilo (available at http://www.ilo.org/global/topics/
decent-work/lang--en/index.htm, accessed on 11 June 2018), the ‘decent work sums up the as-
pirations of people in their working lives. It involves opportunities for work that is productive 
and delivers a fair income, security in the workplace and social protection for families, better 
prospects for personal development and social integration, freedom for people to express 
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Conference. The concept is based on four pillars: employment, social protec-
tion, workers’ rights and social dialogue. The term ‘employment’ here refers 
to work in all its forms. As a result, the concept applies not only to workers in 
the formal economy, but also to informal employees, the self-employed, and 
home-based workers (Ghai, 2003). The spf programme is, essentially, part of 
the ‘decent work’ vision of the ilo, covering the health of workers and their 
families.

The ilo thus outlines a very systemic vision of the health of the populations 
of West African countries. A system, in the systemic approach, is considered 
to be the organised totality of a set of active and interdependent units that 
relate to and interact with one another through flows. There are interactions 
between system elements, both to stabilise the system and to make it evolve. 
The study of a system must be coupled with the study of its transformations, 
and the converse is true. Systems are complex and must be approached as 
a whole—since the whole is more than the sum of the parts—and not in a 
reductionist way (Donnadieu and Karsky, 2002). In practice, this involves—
when analysing the impact of a policy or actor—always thinking about its con-
sequences and its interactions with the entire system. The systemic approach 
provides another contribution to efforts to take into account the diversity of 
factors that influence health (work, environment, education, the cohesion of 
various health-financing schemes, etc.). The systemic approaches, the ‘Health 
in All Policy’ programmes,8 the analyses of social inequalities and of the social 
determinants of health are developing in the developed as in the developing 
world, but they are far from being generalised.

4.2 The ilo and the International Environment
For West African countries, the role of the ilo has been and remains im-
portant and systematic. In the 1990s it filled a vacuum, working to improve 
health protection for informal workers in African countries, in contrast to the 
position taken by international financial institutions. Thus, we have noted, the 
actions of the ilo are important for health coverage in West Africa, but also for 
the organisation itself, by adapting its vision of social protection where formal 
labour is not the norm. All in all, the ilo’s work could be seen as an applica-
tion of the ‘Health in All Policies’ approach—an approach whereby, due to the 

their concerns, organize and participate in the decisions that affect their lives and equality of 
opportunity and treatment for all women and men’.

8 ‘Health in All Policies is an approach to public policies across sectors that systematically 
takes into account the health implications of decisions, seeks synergies, and avoids harmful 
health impacts in order to improve population health and health equity’ (who, 2014, 2).
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ultimate goal of productivity in the workplace, the health and well-being of 
persons engaged in either the formal or the informal sector is covered. The role 
of the ilo is also due to the fact that its historical vision of social protection 
has, for a while, led to it adopting a systemic approach to the safety and health 
of workers, whereas other international institutions have taken the more re-
strictive approach of health protection (Alenda-Demoutiez, 2016). While the 
ilo’s action on ‘decent work’ and social protection in West Africa dates back 
to the 1990s, it was not until 2010 that who promoted the transition to uhc, in 
2008 highlighting the need for a systemic approach by all, as reported by the 
Commission on the Social Determinants of Health (work being, itself, a social 
determinant of health).

Such broad actions cannot be undertaken without the intervention of 
other agencies with similar and differing interests. Referring to health protec-
tion, the international consensus has turned towards a functionalist view of 
the state. The challenge is to improve the situation within the constraints of 
limited resources (Letourmy, 2003). Health insurance is definitely capable of 
providing a means to alleviate the funding challenges of institutions and to im-
prove the quality of care of populations. Within such a framework, uhc serves 
as a necessary investment with regard to economic growth and health protec-
tion for African countries. But health coverage and social protection have an 
important redistributive character, emphasising the fact that protection is a 
factor in social cohesion (Euzéby and Fargeaon, 2011). However, international 
cooperation targets poverty, not the national cohesion that is fundamental to 
achieving a sustainable and legitimate system (Stiglitz, 2002). This is one of the 
special features of the ilo that fits in the national cohesion approach, whereas 
the World Bank, for example, will focus on economic growth. Social dialogue 
is core to the ilo’s strategy, regarded as the ‘social pillar of the United Nations’, 
as opposed to the ‘economic pillars’—international financial institutions (Fa-
vreau, 2003). For the ilo, promoting social security is a political choice, re-
flecting a certain vision of society, considering social security as a fundamental 
human right (Waelkens and Criel, 2004).

Regarding health protection, the ilo and who carry out similar tasks, but 
not exactly the same vision: ‘The ilo is a global guardian of human rights and 
social rights at work; similarly, who is a global guardian for the right to both 
health in general and health at work’ (Rantanen et al., 2013, 137). Principally, 
both the ilo and who support social security schemes and uhc. They have 
jointly taken charge of the spf initiative since 2009, leading to progress—a joint 
position paper was developed and a meeting organised for the 19 participating 
UN agencies, bilateral donor agencies, and international non-governmental 
organisations. This culminated in the establishment of an ‘agreed language’ for 
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the spf initiative (Cichon, 2013). As seen from the two examples, the Ghanaian 
uhc (nhis and chps) and Senegalese uhc are sponsored mainly by usaid 
and other donors, with support from who, thus regaining its recommendatory 
role with regard to developing countries. For who, mhos are not the solution 
in themselves: mhos, and more generally microinsurance, are an interesting 
tool to develop a financial solidarity between people and become a lever for 
setting up national systems, public and/or private.

Besides, systemic approaches and solidarity mechanisms as supported by 
the ilo require a large amount of resources and time, especially considering 
the dire situation in Africa and the urgent need to improve access to healthcare 
in developing countries and to progress towards the Sustainable Development 
Goals. This ties in with the literature on ‘government silos’, which argues that 
departments may function as ‘silos’ within a vertical organisation. These divi-
sions are considered to be barriers to the implementation of effective public 
policies. According to Carey and Crammond (2015), this ‘departmentalism’, 
intended to simplify the process of governance, results in public authorities 
wanting to restrict themselves to their mandate alone. But this does not pro-
mote systemic action by all, which would include an overall evolution of the 
health system and consideration of the social determinants of health. The 
who has been committed to this vision for several years now, emphasising 
the importance of systemic and adaptive approaches to specific contexts and 
social and cultural norms (who, 2013). In 2008, the who Commission on So-
cial Determinants of Health stated that ‘given the marked failure of markets 
to supply vital goods and services equitably, [the emphasis on public finance] 
implies strong public sector leadership and adequate public expenditure’, ad-
vocating for better involvement of the state and local civil society in decisions 
(csdh, 2008, 12). But systemic approaches are still too rare, not only in the field 
of health but also in general (Kelley, 2014; Houéto and Valentini, 2014). And 
the needs and voice of the population, emphasised by the ilo, are also rarely 
considered in development programmes generally. International technical ef-
ficiency is always emphasised instead of legitimacy of actions and local actors 
(Alenda-Demoutiez, 2016).

5 Conclusion

The ilo is important for the health protection of African workers, especially 
for those in the informal economy. The action of the ilo in West Africa is very 
specific and different from its actions the world over. This capacity of adapta-
tion comes in part from the ilo’s vision regarding social protection, health, 
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and the informal economy. Now, the ilo has a leading role with who in the 
promotion of social security and the protection of the health of formal and in-
formal workers. Its work is divided into many complementary constituents for 
social protection and poverty reduction. The levels of interventions are broad, 
varied, and require the capabilities of a systemic approach, adapted to the 
specific labour and socio-economic structures of developing countries. This 
resulted in the inclusion of social protection in the Sustainable Development 
Goals, although the views of development actors are still divergent as to the 
actual meaning of social protection. The stakes in terms of health and ‘decent 
work’ are considerable and matters urgent in West Africa, and the ilo stands 
in this regard as an inescapable architect for the actualisation of this vision.
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