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Abstract
In the aftermath of the economic crisis of the 1970s neoliberal policies including the pursuit of balanced or surplus budgets, deregulation, and privatisation, were actively promoted and enforced by international organisations such as the IMF, World Bank and the OECD. There has been an international trend toward increased private sector delivery of health services, fuelled by rising health costs associated with expensive technology, the labour intensive nature of health care, population ageing and growing dependency ratios. 

This paper investigates health policy changes in Australia and Ghana, comparing transformations in financing and delivery arrangements designed to modify coverage, efficiency and utilisation. Adopting a broad political economy approach we examine specific mechanisms and institutional processes, along with economic justifications and political strategies employed to alter the public/private balance in the mixed economy approach to health provision. Policy impacts will be assessed using data sources including policy statements, annual reports of government departments, contracts with private providers, and health statistics including: Living Standard Surveys, and Demographic and Health Surveys from Ghana, and Australian National Health Surveys

Many studies have examined the effect of health policies on access, coverage and consumer behaviour, but rarely include case studies from both developed and developing countries. The significance of this North-South comparative approach is that it illuminates differences and similarities in the formulation and impact of health policies in countries with significant differences in social and economic development, providing opportunities for policy learning and transfer. 

1. Introduction

Over the past three decades health systems have encountered challenges due to accelerating health costs and the introduction of neo-liberal economic policies privileging private enterprise, small government and tax cuts. International developments to limit public health expenditure have included decentralisation, devolution of responsibility, introducing competition, privatising provision through outsourcing and public private partnerships (PPP), and shifting costs to the private sector by increasing co-payments and encouraging membership of private health funds. 
Australia and Ghana are both former British colonies with similar sized populations with health systems comprising a mixture of public and private sector provision and funding. However Australia is a developed nation and Ghana is a developing nation. As Table 1 shows, health expenditure, access to health professionals, and health status are much higher in Australia. Government expenditure accounts for two-thirds of total health expenditure in Australia compared to less than one-third in Ghana. In 2005 life expectancy at birth in Australia was 79 for males and 84 for females compared to 56 for males and almost 59 for females in Ghana. However, life expectancy for Aboriginal and Torres Strait Islanders (ATSI) is significantly lower than for the non-indigenous population. Between 1996 and 2001 life expectancy for indigenous Australians was estimated to be 59 years for males and 65 for females (AIHW, 2007).  
Table 1
Comparative Statistics, Australia and Ghana 2004
	 
	Australia
	Ghana

	Life expectancy at birth (years) males
	79d
	56d

	Life expectancy at birth (years) females
	84d
	58d

	Total expenditure on health as percentage of gross domestic product
	9.6
	6.7

	General government expenditure on health as percentage of total expenditure on health
	67.5
	42.2

	Private expenditure on health as percentage of total expenditure on health
	32.5
	57.8

	General government expenditure on health as percentage of total government expenditure 
	18.5
	8.4

	Out-of-pocket expenditure as percentage of private expenditure on health
	61.6
	78.2

	Per capita total expenditure on health at average exchange rate (US$) 
	3123.3
	27.2

	Per capita government expenditure on health at average exchange rate (US$) 
	2106.8
	11.5

	Population (in thousands) total
	20155d
	22113d

	Doctors (per 1,000 population)
	2.47b
	0.15

	Nurses (per 1,000 population)
	9.10 b
	0.74

	Hospital beds (per 10,000 population)
	40c
	9.0d

	Infant mortality rate (per 1,000 live births)
	5d
	68d

	Maternal mortality ratio (per 100,000 live births)
	6a
	540a


a.2000
b.2001
c.2002
d.2005
Source: World Health Organisation, WHOSIS (2007)
This paper examines developments in the Australian and Ghanaian health systems since the introduction of universal health care with particular attention to the process of ‘privatising’ provision and funding, and the extent to which equity in access to the health care has been achieved. First, the welfare state framework and the transformation process attributable to fundamental economic changes are described, and then the structural determinants of health are considered. Section 3 traces developments in the trajectory of both health systems, highlighting increasing private participation in provision and cost-shifting to individuals. Section 4 considers the spatial and socio-economic equity impacts. While it is difficult to isolate the effects of health system changes, overall, these initiatives have had adverse equity outcomes which have impacted more acutely on the population in Ghana and the Aboriginal and Torres Strait Islander population in Australia. These developments represent an unequivocal retreat from the commitment to universal health care in favour of market solutions.
2. Conceptual framework

The Keynesian welfare state was part of post-war arrangements aimed at papering over the fundamental contradictions of the capitalist system and placating the working class by curtailing the worst aspects of capitalism through income redistribution and removing some services from the ambit of the market. Governments accepted responsibility for providing a socially determined level of welfare by maximising employment and ameliorating market outcomes through access to income support and services such as health, education, and housing as a right of citizenship. The ability to make concessions during the post-war period was based on a prolonged period of economic growth and production within national confines (Teeple, 1995). 

Health systems expanded internationally in the postwar period. This was an integral part of the welfare state in developed countries and was emulated by governments in developing countries. The content of reforms varied across countries but commonly included universal coverage, comprehensive access and affordable health care provided free at the point of service to facilitate equitable access. These aspirations were reflected in the 1978 Alma Ata declaration that health “is a fundamental human right and that the attainment of the highest possible level of health is a most important world-wide social goal whose realisation requires the action of many other social and economic sectors in addition to the health sector” (World Health Organisation, 1978: 6). 

The 1970s economic crisis - declining profitability, the breakdown of the Bretton Woods arrangements, oil shocks and recession - laid the basis for the shift to neo-liberal economic policies (see, for instance Gough, 1979; Dale, 1981; Mishra, 1990; Glennerster, 1991; Hutton and Giddens, 2000; Scharpf, 2000; see, for instance Callinicos, 2001). These included the embrace of globalisation, opening up profit-making opportunities in sectors that were previously outside the ambit of the market, and restricting deductions from surplus value that were channelled into the welfare state. International agencies representing the interests of capital in developed countries have campaigned to implement institutional changes that reinforce globalisation. At the forefront have been organisations such as the IMF, World Bank, World Trade Organisation, OECD and the G7 who, according to Halliday (2002), represent the interests of hegemonic capital and promote the global spread of capitalism. 

Welfare state restructuring has been characterised as a transformation from the Keynesian welfare state. Jamrozik (2005) identifies the post-welfare state characteristics as: reluctant government acceptance of responsibility for welfare, retreat from collectivism towards individualism, privatisation and acceptance of market outcomes including growing inequality. He also contends that the transformation has been “more dramatic and more holistic” in liberal welfare states such as Australia than in the European Union (Jamrozik, 2005: 333). Gilbert and Gilbert also include privatisation and selective targeting in their Enabling State model and emphasise re-commodification of labour, conditionality of benefits and the importance of individual responsibility and self-help. 

Jessop (1999; 2004) asserts that the Keynesian welfare state has been transformed into the Schumpeterian workfare post-national regime (SWPR) where: the primary economic concern of governments has shifted from full employment to international competitiveness; welfare rights are subordinated to a ‘productivist’ reordering of social policy; and the primary role of the state has been replaced with governance mechanisms that devolve functions previously performed by national agencies. First, Keynesian accumulation policies have been replaced by supply-side ‘Schumpeterian’ policies to promote innovation and strengthen competitiveness. Secondly, welfare has been replaced by workfare as the mode of reproduction of labour in the sense that social policy has been subordinated to labour market competitiveness. According to Jessop (2004) the SWPR defines activities as economic that were not previously considered economic. Thirdly, ‘denationalization’ refers to the erosion of the primacy of the nation state for economic and social governance, also termed the ‘hollowing out’ of the state. He contends that the nation has become less important as an economic, political and cultural power and identifies a greater role for both international organisations and also devolution of policy-making to regional, urban and local levels.   Fourthly, ‘destatization’ or a reduced role for the state is evident in the “increased importance of non-state mechanisms in compensating for market failures and inadequacies and in the delivery of state-sponsored economic and social policies” (Jessop, 2004: 356) in particular, public-private partnerships.

Sen (2003) elaborates on the effects of globalisation, claiming that it has reduced the ability of the nation-state to appropriate surplus value from labour, pointing to the shift in the process of capital accumulation from the national to the international scale. Undermining of national independence in social policy has been compounded by decisions taken at the supra-national level. The General Agreement on Trade in services (GATS) jeopardises national determination of delivery of social services which “must be prepared for tender, or must be organised in such a manner as to be least trade restrictive” (Sen, 2003: 4).

Figure 1 
The class/welfare regime model
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Source: Coburn (2004)
In order to understand changes in health systems it is necessary to situate developments in a political economy framework for it is only by considering economic and political developments and the historical period that we can fully appreciate policy changes. Comprehensive health care was integral to the welfare state since access to timely, appropriate, quality health care is essential for full economic and social participation. Coburn proposes that analysis of the determinants of health should encompass a “broader, more contextualized and more sociologically meaningful model” that includes the causes of income inequality as well as the consequences. Figure 1 depicts the effect of upstream changes on health and well-being outcomes. The dominance of neo-liberal policies combined with globalisation over the past few decades to eliminate full employment and reduce the power of labour. The privileging of market solutions, complete with acceptance of greater inequality and user pays principles, have coincided with reduced access to social provision of services such as health and education. Importantly, the fundamental causes of health disparities are structural rather than being located in the formal health system (Williams, 1990; Deeble, 1992; Turrell and Mathers, 2000; Eckersley, Dixon and Douglas, 2001; 2002; Coburn, 2004). Health status is determined by income inequality, employment and job security, working conditions, social inclusion, education, and housing (Marmot, 2005). Thus, in an era of economic decline there is greater need for redistributive policies to minimise the negative health impacts of unemployment, underemployment and the reduced ability of individuals to purchase essential health care. 

3. Health system developments 

This section outlines health system developments, focusing on trends toward decentralisation, privatisation of provision and attempts to shift the funding burden to individuals. Although trajectories depended on specific economic, political, cultural and philosophical settings the health systems have been affected by similar pressures due to fundamental changes in world economic conditions and the neo-liberal assault on welfare provisions.   

The Australian health care system

Australia has a federal system of government where the Commonwealth is responsible for funding the three components of Medicare. The Medical Benefits Scheme (MBS) covers privately provided, fee for service, out of hospital medical treatment. The Pharmaceutical Benefits Scheme (PBS) subsidises prescription drugs. Under Australian Health Care Agreements the Commonwealth/States jointly fund public hospitals operated by State governments. Acute care hospital treatment is provided by State public hospitals, non-profit and for-profit private hospitals. There are ongoing issues regarding service co-ordination and funding across various administrative levels. Commonwealth/State relationships have often been acrimonious due to vertical fiscal imbalance: the situation where State financing responsibilities are greater than revenue raising capacity so that Commonwealth funding is integral to financing of public hospitals.
In the immediate postwar period the Chifley Labor government’s attempt to introduce a universal health system in Australia failed due to concerted opposition from political rivals and the medical profession and a successful constitutional challenge. Subsequent, Coalition incumbency ensured the ‘incomplete’ nature of the Australian welfare state prior to the Whitlam Labor government’s introduction of the Medibank universal health care system in 1975. Medibank encountered trenchant opposition from interest groups and the opposition, and was finally passed by a joint sitting of Parliament following a double dissolution election (see Scotton and Macdonald, 1993 for comprehensive coverage of these events). Medibank was designed to ensure equity of access, control costs and shift provision to the public sector through provision of free public hospital treatment and the community health program (Carney and Hanks, 1986). However, the vision of Medibank as the beginning of an integrated plan incorporating community-based health services and preventative health programs, was curtailed by the demise of the Whitlam government which resulted in the gradual dismantling of Medibank and left a significant proportion of the population without health insurance (Mendes, 2003).

In February 1984 the Hawke Labor government introduced the Medicare universal health system as an integral component of the social wage under the Prices and Incomes Accord, funded through general revenue and a 1 per cent levy on taxable income, with exemptions for low income earners. Medicare provided access to a restricted range of medical treatment and public hospitals, but unlike national health services in other countries, could neither ensure privately provided services were free at the point of service nor directly influence their cost. Moreover, Medicare omitted many health services such as dental, podiatry, dietetics, and physiotherapy, which continued to be privately provided on a fee-for-service basis, with limited free provision through the public hospital system. Thus, according to Scotton and Macdonald (1993: 265) “even under Medibank and Medicare, the Australian health system lies at the ‘more private’ end of the mainstream international spectrum”. Medicare “experienced 14 stormy months of confrontation between government and the medical profession” (Department of Health, 1986: 11) which resulted in significant concessions: treatment of private patients in public hospitals, allowing gap insurance and  front-end deductibles, and removing regulation of private bed supply (Department of Health, 1986), facilitating future expansion of the private system.

Immediately after the introduction of Medicare the Hawke government began to adopt neo-liberal economic policies, heralded by the 1984 ‘trilogy’ promise to reduce the budget deficit, and not to increase outlays or revenues as a proportion of GDP. Subsequently monetary policy focused on delivering low inflation rather than ensuring full employment. Other policies included microeconomic reform to enhance international competitiveness, tariff reductions, financial deregulation, privatisation and a reduced role for the public sector. Major changes to the health system have revolved around cost containment, including attempts to shift costs to individuals and increase private provision of hospital treatment through restricting growth in the public sector and the supply of doctors, and providing incentives for private health insurance (PHI). 

The highly centralised PBS apparatus provided the government with a vehicle for containing pharmaceutical costs through the exercise of monopsony power. In 1989-90 the generic pricing policy imposed a ceiling of 20 cents extra for all other brands or they could be delisted from the PBS. In 1993 the Economics Sub-Committee was established to undertake economic evaluations prior to drugs being listed. In 1994 the Brand Substitution legalised substitution of generic brands by pharmacists then in 1998 the Therapeutic Group Premium imposed additional costs for brand name drugs with similar effects to generic drugs. However, co-payments have also increased.
The Ghanaian health care system

The formal health system in Ghana is operated by the national government and has a hierarchical, four level structure, with national, regional, district and community administrative units responsible for the implementation of national health objectives (MOH, 1995; 2001). At the national level the Ministry of Health (MOH) develops broad policy guidelines, activity plans and budgets, monitors implementation, undertakes human resource development, and co-ordinates research, while the Ghana Health Service (GHS), established as part of a purchaser-provider split enacted in 1996 and implemented in 2002, is responsible for public delivery. The district health administration is further divided into sub-districts, each of which covers between 50,000 and 100,000 persons. The administration at the community level is responsible for health promotion and preventative medical issues with an emphasis on pregnancy management, child health promotion and environmental health. All administrative units in the decentralised system are linked in a hierarchical order such that activities of lower units are supervised by the next higher unit. 
Health care in Ghana is also provided by religious/missionary groups, for-profit and not-for-profit organisations, private individuals as well as non-governmental organisations (NGOs). Missionary organisations or the Christian Health Association of Ghana (CHAG) are mostly situated in remote rural areas and are the second largest health care providers accounting for about 32 per cent of hospital beds and inpatient admissions (World Bank, 1986b, 1986a; MOH, 2006). The non-mission private health care sector can be divided into two groups. First, for-profit providers and NGOs with formal training in biomedical services (medicine, pharmacy, dentistry) operate mostly in the major cities, Accra and Kumasi, and other urban areas and own about 3.1 per cent of all hospitals, 9.4 per cent of health centres and posts in addition to numerous clinics and pharmaceutical shops (MOH, 1995). The second group refers to those who are licensed by the pharmacy board to operate drug stores and/or chemical shops but do not have any formal training in biomedicine. Drugs are mostly provided by the state through the MOH and by a number of private companies and distributed through a network of health institutions, wholesalers, retailers, pharmacies and drug stores. In 1994 the total number of non-hospital based drug distributors was 4,474 (Senah, 1997). Due to competition between retail outlets the sale of drugs is largely without prescription and people buy what they can afford, rather than a complete dosage for treating a particular disease and it is possible that the activities of drug retailers promote self-medication among the populace. 

The informal health care sector plays an important role in the delivery of health care services especially in recent years, providing services to people who are either too poor to afford formal health care or such services may not be geographically accessible. Traditional health care providers include non-specialists who treat ailments such as common colds, pains, minor cuts and sprains, as well as specialists who provide services such as midwifery, bonesetting, dental extraction, divination and sorcery (Senah, 1997). Many traditional birth attendants now received some formal training due to initiatives of the Rawlings government to integrate the formal and informal health care sectors.

Health care financing in Ghana went through three major phases; highly subsidised/free care after independence, user fees or cash and carry from 1985, and the National Health Insurance Scheme from 2004. After Ghana gained independence in 1957, the Nkrumah government extended health care to most parts of Ghana and promoted a highly subsidised/free universal health care service through public health care facilities (Konadu-Agyemang, 2000). The Nkrumah regime (1961-66) embarked on a highly ambitious nation building strategy adopting import substituting industrialisation policy. Many state owned enterprises including pharmaceutical industries were built. Revenue from tax especially tax on cocoa (the country's leading export good) and other export goods as well as money form large external loans supported the nation building agenda including the provision of highly subsidised  health care to all Ghanaians (Gyimah-Boadu and Jefferies, 2000). 

The highly subsidised and/or free access to health care was maintained by successive governments despite the fact that the policy was no longer sustainable. The deterioration of Ghana’s economic fortunes especially over the 1970s included declining world prices for cocoa, increasing oil prices, drought and blatant mismanagement of resources. Cocoa exports fell by more than 50 per cent, inflation increased to 100 per cent in 1983, public investment contracted from 6 per cent to 1 per cent of GDP, real per capita income declined by 27 per cent, there were large budget and balance of payments deficits, unemployment climbed, and real per capita health expenditure fell from 6.4 per cent of total public expenditure in 1974 to 0.6 per cent in 1982/83 (Appiah, Demery and Laryea-Adjei, 2000; Aryeetey and Harrigan, 2000). 
The Rawlings government approached the World Bank and IMF for assistance in 1983 and embarked on fundamental structural reforms including a series of devaluations, tariff reductions, deregulation of trade, fiscal constraint, privatisation of government business enterprises and public sector retrenchments (Aryeetey and Harrigan, 2000). The second phase of health care financing began in 1985 when the Rawlings government introduced user fees for health care as part of this World Bank/IMF led structural adjustment program. Health spending had declined as the economy deteriorated, falling in real terms from 670.8 million cedis in 1978 to a minimum of 99.4 million cedis in 1983. Although it increased slowly after the SAP started in 1983 to 423.9 million cedis in 1988 this was just 63 per cent of the 1978 level (Waddington and Enyimayew, 1989). Most of the health care infrastructure was in a state of disrepair, drugs and supplies were severely limited and morale among health workers was low (MOH, 1995). Health facilities in rural areas suffered most because there is urban bias in the provision of health care resources in Ghana. The third phase dates from the introduction of the National Health insurance Scheme (NHIS) by the New Democratic Party government in 2004.

Privatisation of health care

In a period marked by neo-liberal economic policies international efforts to privatise hospital services through contracting out, privatisation or Public Private Partnerships (PPP) have been widespread. Both Australia and Ghana have embarked on programs of increasing private provision in the health sector.
Privatisation of health care in Australia

The rising proportion of private provision is the most striking trend in the Australian hospital sector in the past two decades. While the number of public hospital beds declined by 1.3 per cent per annum 1993-94 and 2002-03, free-standing private hospital beds increased by 7.3 per cent per annum and other private hospitals increased by 2 per cent (AIHW, 2007). Similarly, the private hospital share of patient days increased from 18 per cent in 1974-75 to 31.7 per cent by 2001-02. Creeping privatisation policies that encourage a resource shift from public to private hospitals have been combined with overt policies including: contracting out services such as catering, cleaning, maintenance, laundry, car parks, security, radiology and pathology (Senate Community Affairs Committee, 2000); and utilisation of PPPs to transfer responsibility for financing, building, owning and operating some public hospitals to the private sector. Outright privatisation of some Australian public hospitals has also occurred, notably as part of the Department of Veterans Affairs’ divestment program in the mid 1990s (Productivity Commission, 2005: 8).
Underinvestment in the public hospital system has resulted in greater reliance on the private system. Since 1998 Australian Health Care Agreements (AHCA) between the Commonwealth and State governments permitted private hospitals to treat public patients (Senate Community Affairs Committee, 2000: 90). The distinction between public and private hospitals has also become blurred by the trend toward co-location of public and private hospitals sharing services such as pathology, radiology, laundry, catering and parking, increased access to doctors and better utilisation of equipment (Sperling and Parslow, 1999).

State governments have engaged in various forms of Public Private Partnership (PPP) to operate public hospitals and/or provide infrastructure off balance sheet. The rationale for private sector involvement includes claims of higher productivity, greater innovation, risk transfer to the private sector, and public sector funding constraints (Steering Committee for the Review of Commonwealth/State Service Provision, 1988; Forwood, 1997). However, superior efficiency of private sector delivery is yet to be proven (Sperling and Parslow, 1999). The failure of PPP arrangement at several hospitals raises questions regarding the extent of risk transfer to the private sector, while financial benefits have often been illusory (for critical appraisals of PPPs see Collyer, 1997; Auditor General, 2000).

The role of private hospitals remains contentious in Australia. According to Deeble (2003b), private hospitals and PHI were originally supplementary to Medicare, allowing people to ‘opt-up’ but not ‘opt-out’ through choice of doctor and hospital, flexible access, and a range of ancillary benefits (Commonwealth Department of Health and Aged Care, 2000). In recent years private hospitals have increasingly been viewed as alternatives to Medicare (Deeble, 2000; OECD, 2003), a viewpoint consistent with the promotion of PHI coverage to take the pressure off public hospitals. However, as the National Health Strategy (1991: 84) pointed out, privileging the private sector “compromises Medicare’s objective of hospital access being determined solely on the basis of need.” Over time the private hospital sector has become more corporatised and the scope of services has expanded to cover most treatment that is available in the public system.
On the premise of reducing pressure on public hospitals both Labor and Coalition governments have encouraged PHI take-up and greater use of private hospitals. The Keating Labor Government attempted to bolster PHI in 1995 by limiting out-of-pocket expenses through permitting funds to enter into contracts with providers and offer 100 per cent cover (IC, 1997; Willcox, 2001). While the abolition of Medicare was not politically feasible, the incoming Howard Coalition Government progressively implemented the long-standing Liberal policy of encouraging PHI (Duckett and Jackson, 2000; Palmer and Short, 2000; Hanning, 2002; Deeble, 2003b; OECD, 2003), claiming benefits such as superior efficiency of the private system (Duckett and Jackson, 2000) and enhanced consumer choice. First, in July 1997 the Private Health Insurance Incentives Scheme (PHIIS) introduced a rebate for low income earners with PHI, combined with a non-indexed surcharge for high income earners without PHI. In January 1999, the Private Health Insurance Rebate (PHIR) provided a non-means-tested 30 per cent rebate on all PHI contributions, constituting a major compositional change in Commonwealth Government expenditure on health. The surcharge for high income earners remained and health funds were required to offer ‘no-gap’ or ‘known-gap’ policies by July 2000. Finally ‘Lifetime Health Cover’ (LHC) was introduced in July 2000 in an attempt to ensure continuity of membership, improve the risk profile, and further boost the take-up rate of PHI. Significantly, this initiative undermined the concept of community rating, a long-standing feature of Australian health insurance. Under LHC those who fail to take out PHI before age 30 are subject to a surcharge of 2 per cent for each additional year of age at the time of entry, up to a maximum surcharge of 70 per cent. The introduction of Lifetime Health Cover was accompanied by an $8.7 million ‘run for cover’ advertising campaign (Willcox, 2001).
Decentralisation and privatisation of health care in Ghana

As in many health systems the major themes in Ghana health policy have been the urgent necessity to address quality, efficiency, financing, and the spatial distribution of services to improve access, within the context of constrained budgets. The first notable step towards decentralisation occurred during 1978 when District Health Management teams were established to restore control and make locals responsible for their health care services against the backdrop of extensive mismanagement of resources. Decentralisation was again promoted in 1988 through the Strengthening District Health Systems program. A new wave of decentralisation occurred during the late 1999s and early 2000s involving a variety of mechanisms to promote accountability, cost consciousness and to transfer fiscal, administrative and ownership powers from the central Ministry of Health to local institutions. The latter wave of decentralisation has produced the four tier management structure and purchaser-provide split by creating the Ghana Health Service. Bossert and Beauvas (2002) described Ghana's decentralisation as delegation, where semi-autonomous agencies are granted new powers, rather than devolution, where there is a significant shift of power to the district or community governments. Autonomy in relation to decision making, financial planning and management at the lower levels of the structure is limited and depends on higher administrative levels through a unified bureaucratic hierarchy (Bossert and Beauvas, 2002).
Outright privatisation has occurred only to a limited extent. Constrained by the World Bank/IMF SAP conditions the Rawlings government privatised the state owned pharmaceutical companies over the late 1980s under a divestiture program. However, public funds have contributed to salaries and running costs for the CHAG private sector over an extended time period. The government has clearly articulated policies to preference the private sector in delivery of health services as advocated by the World Bank. The Sector Wide Approach (SWAp) integrates government and donor services. The objective is stated as an attempt to improve the quality and delivery of health services and reduce health inequalities between the North and South, rural and urban areas, and inequalities related to gender, education and disability and as an integral component of the Ghana Poverty Reduction Strategy (GPRS) that recognised “ill-health is both a cause and consequence of poverty” (MOH, 2001: 4). However, SWAp II, the Second Health Sector Five Year Programme of Work 2002-2006 preferences private provision of government funded health services, declaring that the government  “will provide health services directly only if it is more equitable and efficient to do so” (MOH, 2001: 8). Its objective is to extend private provision through formal commissioning arrangements, and implement privatisation of appropriate services and facilities. 

Shifting costs of health care to consumers

Cost-shifting in Australia
Major themes of policy initiatives impacting on access, quality and financing of medical treatment can be identified as attempts to reduce Commonwealth expenditure by shifting the incidence of fees to individuals and controlling the supply of doctors. In a climate of fiscal stringency that has dominated the last two decades the Medicare levy increased from 1 per cent of taxable income in 1984 to 1.5 per cent in 1995. The maximum patient contribution for medical services doubled in 1986, the rebate for services provided in private hospitals was reduced from 85 per cent to 75 per cent in 1987, and then in 1991 both the maximum patient contribution and the safety net threshold were increased.

A fundamental objective of Medicare was to facilitate access to medical treatment through bulk-billing whereby treatment is provided free and doctors claim the Medicare rebate. The bulk-billing rate is dependent upon individual decisions of medical practitioners, conditioned by the complex interaction of a range of factors. First, doctors consider whether the government determined rebate is sufficient in comparison to costs, wages and prices. From 1984 the real value of the rebate stagnated and it fell significantly relative to average weekly earnings. The second major factor impacting on bulk billing rates is the supply of doctors which is jointly determined by the government and the medical profession, through provision of training places at universities and constraints on vocational training schemes. Despite Australian Medical Workforce Advisory Committee (AMWAC) findings in 1996 that significant GP shortages resulted in poor access, unmet need, potentially poorer health outcomes, and overworked doctors (Harding and Preker, 2003) the government restricted access to Medicare provider numbers. Testimony before Senate Committee hearings in 2003 repeatedly stressed the inverse relationship between the supply of doctors and bulk billing rates (Senate Select Committee on Medicare, 2003b, 2003a). 

The Labor government’s most significant attack on universality was the 1991 introduction of co-payments for bulk-billed consultations and reduced rebates for non bulk-billing doctors. These measures, along with proposed future reductions, were an attempt to reduce government expenditure and transform medical care free at the point of service into a ‘welfare’ measure. Although these changes were scrapped by the incoming Keating Government in 1992 (Gruen and Grattan, 1993), limited access to bulk-billing and uncapped medical charges resulted in increased co-payments. Real out-of-pocket expenses for non bulk-billed patients increased by 44 per cent between 1984 and 2002-03 (Senate Select Committee on Medicare, 2003a). 

The Howard government’s ‘Fairer Medicare’ package announced on 14 May 2003 revived and extended the attempt to impose co-payments for bulk-billed services and constituted the most significant development in Medicare’s history. Fairer Medicare proposed increased rebates to GPs who bulk-billed concession card holders, thereby simultaneously providing incentives to increase bulk-billing for this group and disincentives for bulk-billing the remainder of the population. Also included were differential rebates based on geographical location, with higher incentives for doctors in outer metropolitan, rural and remote areas. The provision to permit doctors to charge non bulk-billed patients a co-payment and claim the rebate directly would minimise costs at point of service but by decreasing visibility of the total cost of visits it was potentially inflationary.

The package also proposed a targeted safety net for concession card holders, reimbursing 80 per cent of expenditure after payment of $500 out-of-pocket expenses per calendar year. For the remainder of the population PHI would be able to cover out-of-pocket expenses after expenditure of $1000. Following rejection of the legislation in the Senate, the government launched a revamped ‘Medicare Plus’ package that replaced PHI against out-of-pocket expenses for non concession card holders with the safety net after a threshold of $1000 per year. Differential additional rebates for bulk-billing were replaced with a $5 increase in the rebate, regardless of geographical location. The proposal to allow doctors to charge gap payments was also removed but patients would be able to claim the rebate on line at the surgery rather than at Medicare offices. The proposed changes prompted John Deeble to comment, “[t]he overt conversion of Medicare to a welfare scheme has gone, as have private gap insurance and swipe cards…[but]…The danger is that in undertaking to meet 80 per cent of whatever doctors charge under the safety net, the Government will simply be underwriting fee increases” (Deeble, 2003a). However, the Medicare Plus package retained the primary feature that threatened to transform Medicare into a welfare program, differential rebates for bulk-billing by limiting additional rebates to concession card holders and children under 16.

The government was forced to make further concessions to independent Senators. Safety net thresholds were reduced and the additional rebate for bulk-billing was extended to cover children under 16 years and was increased to $7.50 for non metropolitan areas and Tasmania. The package also included limited access to dental and allied health services for patients with extended care plans under the Enhanced Primary Care Program. From July 2004 these patients would have access to up to 5 allied health consultations and up to 3 dental visits. Subsequently the Medicare rebate was increased to 100 per cent of the Schedule fee in January 2005 at a cost of $1.8 billion over four years.

Benefits for the 18 most commonly used pathology items were reduced by 25 per cent in 1986 (Deeble, 1991: 9; Gruen and Grattan, 1993). From 1996 annual growth in pathology costs was restricted to 6 per cent and a cap on pathology funding to prevent unnecessary services continued under the Pathology Quality and Outlays Agreement in 1999. Similarly, reductions in the schedule fee for imaging were implemented in the mid 1980s (Gruen and Grattan, 1993) and limitations on the number of psychiatric consultations were imposed from 1996-97. A proposal to remove Medicare benefits from most optometric consultations announced in the 1993 budget proved to be politically unsustainable and was not implemented. 
In relation to the PBS the government has used monopsony power to control prices but has also increased co-payments.  Pharmaceutical costs were doubled in 1986 and a safety net was introduced to ensure that annual expenditure was capped. Since free medications for pensioners ceased in 1990 they have obtained prescription medications at the concessional rate with prescriptions free after reaching the safety net threshold. In the same year, rather than free medications, the concessional rate applied to other consumers after reaching the threshold. In 1998 medicines that could be bought over the counter were delisted from the MBS increasing the cost to consumers.
Shifting costs of health care to Ghanaian consumers

Ghana introduced a low level of user charges in 1971 but cost recovery (cash and carry) began in earnest in 1985 as a consequence of the Hospital Fees Regulation which was a requirement of the World Bank Health and Education Rehabilitation Project (Waddington and Enyimayew, 1989), marking a fundamental shift in health provision in Ghana. The scheme entailed full cost recovery for drugs and consultations and limited fee exemptions that were often ignored. Under the cost recovery legislation, fees differed by: type or level of facility (health post versus health centre); treatment location (urban versus rural); age (children versus adults); nationality (Ghanaians versus non-Ghanaians); and type of service (curative versus preventive, type of disease, type of procedure, etc). The highest fees were supposed to be charged at teaching hospitals followed by regional hospitals, district hospitals, urban health centres, and the lowest fees at rural health centres and posts. The degree of success attained in maintaining such gradation of fees is questionable. Also, under the cost-sharing legislation, provision was made for children to pay fees ranging from 50 per cent to 67 per cent of the adult fees. Similarly, non-Ghanaians were supposed to pay fees ranging from 133 per cent to 267 per cent of the fees paid by Ghanaians. Patients suffering from certain diseases were required to pay for drugs but were exempted from all other charges. Exemptions could be granted for children under 5 years, pregnant women, the indigent and the elderly, but were left to the discretion of local management. The exemption policy was difficult to implement partly because there are no formal means of identify paupers and there were problems with reimbursement. Not much revenue was raised from the cost recovery through user fees initially but the situation improved with time (Asenso-Okyere, Dzator and Osei-Akoto, 1997). In 2003 revenue generated from user fees now called internally generated funds (IGF) covered about 16 per cent of recurrent health care expenditure (MOH, 2006). Half the revenue raised went to Treasury and, of the other half, 25 per cent went to the MOH and 25 per cent to local institutions for restocking of drugs and other supplies. Local institutions were allowed to charge full fees for drugs plus some margin to cover transport and other costs associated with procurement resulting in spatial disparities in charges. In contrast to the full cost recovery for drugs, user charges for other services were not indexed in the early years due to fear of political backlash (Waddington and Enyimayew, 1989). 
In 2001 The New Democratic Party (NDP) government initiated a process towards the formation of a National Health Insurance Scheme (NHIS) which commenced in 2004 with the objective of overcoming financial barriers caused by the user fees. The NHIS was part of Ghana’s Poverty Reduction Strategy (GPRS) which was supported by the recycled funds from the debt relief package under the highly indebted poor country initiative (HIPC) programme. The government supported the development of the District Mutual Health Insurance Scheme (DMHIS) as a strategy for delivering pro-poor policy to the under-privileged segments of the society. The DMHIS consists of a Social Health Insurance Scheme for formal sector workers, while Mutual Health Insurance Organisations cover the informal sector. It is compulsory for every person living in Ghana to belong to a Health Insurance Policy type to avoid the problem of moral hazards. The pre-payment scheme is designed according to ability to pay with differential contributions for formal and informal sectors of society but there are no co-payment mechanisms. The insurance package covers about 95 per cent of diseases afflicting Ghanaians and covers basic health services, essential drugs, eye care, and dental care, but does not cover treatment at teaching hospitals (Sulzbach, Garshong and Owusu-Banahene, 2005). The government earmarked a 2.5 per cent compulsory contribution from the 17.5 per cent Social Security and National Insurance Trust (SSNIT) contributions for formal sector workers, contributions of 72,000 cedis for non formal sector individuals, and a 2.5 per cent National Health Insurance Levy payable on selected goods and services. All health care service providers in the public, private and mission sectors participate in the scheme and GPs act as gate-keepers to control costs as well as quality of care. Contributions are supposed to be based on income but, since about 70 per cent of the population is in the informal sector and their incomes are difficult to assess, it appears most people pay the minimum premium. Implementation has been plagued by lengthy delays in issuing identity cards essential for access to treatment under the scheme and there have also been persistent allegations of providers insisting on additional payments. In addition to the NHIS there are Private Commercial Health Insurance Schemes.
4. Equity outcomes 

This section examines the performance of the Australian and Ghanaian health systems in relation to impacts on health status and equitable access to health services. 
Inequality of health status

Internationally, there is incontrovertible evidence linking socio-economic and health status, with lower socio-economic groups exhibiting higher mortality, more chronic illness and higher likelihood of reporting their health as fair or poor (Patrick and Bergner, 1990; Williams, 1990; Hupalo and Herden, 1999; Najman and Smith, 2000; Coburn, 2004). 

Inequality of health status in Australia

In Australia health inequalities have been attributed to socio-economic factors, geographical location, gender, and ethnicity. Lower SES groups have higher mortality rates, more chronic illness, disability, higher rates of self-reported health in the fair or poor categories a higher likelihood of obesity, high blood pressure, and high cholesterol (Donato and Scotton, 1998; Turrell and Mathers, 2000). Those in rural and remote Australia have poorer health, higher mortality rates and lower life expectancy than residents of urban areas (Strong et al., 1998).  
According to the AIHW (2007), mortality rates for the most disadvantaged quintile in Australia exceed the rate for the least disadvantaged by 75 per cent for males and 52 per cent for females, with large disparities for lung cancer, heart disease, stroke, diseases of the respiratory system, and accidents and injuries (AIHW, 2007). Turrell and Mathers (2001) investigated disparities in mortality in Australia in 1985-87 and 1995-97 and found higher mortality for the lowest quintile in both periods, as well as evidence of increasing inequality. In addition, life expectancy at birth is almost 4 years less for males and 2 years less for females in the bottom quintile (AIHW, 2007). 

Analyses of Australian data have consistently found differences in health status by socio-economic group. Studies using National Health Survey (NHS) data in Australia between 1977 and 1995 found significant disparities favouring the better off for various measures of health status – self-reported health status, serious conditions, long-term and short-term serious conditions - in all surveys, and established that the health gap increased over time (Clarke and Smith, 2000; Arvier, Walker and McDonagh, 2007).

Self assessed health status displayed a clear gradient based on geographical location and income quintiles in the 2001 NHS (ABS, 2002). While 17.6 per cent of the total population had fair or poor health in major cities, this increased to 18.5 per cent for inner regional areas and 19.9 per cent for outer regional and remote areas. Similarly, for the adult population, 33.9 per cent of the lowest income quintile reported fair or poor health compared to only 9 per cent or the top income quintile. Moreover, 36.9 per cent of quintile 1 reported one or more serious condition in contrast to only 15.8 per cent for quintile 5. In the 2004-05 NHS the lowest income quintile was 3.7 times more likely to have arthritis, 1.2 times more likely to suffer with asthma, 9.7 times more likely to have a heart or vascular condition, and 3.1 times more likely to have cancer (ABS, 2006c).

The Aboriginal and Torres Strait Islander (ATSI) population in Australia are particularly disadvantaged and in many respects achieve health outcomes more typical of developing countries. Between 1996 and 2001 life expectancy for indigenous Australians was estimated to be 59 years for males and 65 for females (AIHW, 2007). The infant mortality rate was 12.2 per 1,000 live births compared to 4.4 for the non-indigenous population. The Productivity Commission reported that, notwithstanding improvements in ATSI health status “the gap with other Australians remains unacceptable” and attributes the dire health circumstances to fundamental structural determinants including deficiencies in education, housing, employment, affordability or availability of healthy food, and social inequality (Productivity Commission, 2005: 250).  

The National Aboriginal and Torres Strait Islander Health Survey, 2004-05 (ABS, 2006b) reported health status after age standardisation to adjust for differences in the age structure of the ATSI and non-indigenous populations. Indigenous people were almost twice as likely to report fair or poor health, 1.6 times more likely to have asthma and 1.3 times more likely to suffer with heart or circulatory diseases. They are more than 3 times as likely to have diabetes as non-indigenous people, the rates are higher in remote areas and almost one-third of ATSI people over the age of 55 have kidney disease. They also have higher rates of hearing loss up to age 55 and 10 per cent of indigenous children under 15 years have hearing loss compared to only 3 per cent of non-indigenous children. The rate of kidney disease is much higher for indigenous people at 2 per cent and prevalence rises to 7 per cent for those over 55 years. 

Inequality of health status in Ghana

While it is difficult to ascertain the effect of decentralisation and cost recovery policies (courtesy of SAPs) on health outcomes due to the lack of a counterfactual Konadu-Agyemang (2000) contends that socio-economic and spatial disparities worsened. A 1986 study found that 58.4 per cent of children under 5 were 80 per cent below their ideal weight compared to 30 per cent in 1961-62 and 35 per cent in 1980. Green (1988) claimed deteriorating estimates of life expectancy, infant mortality, malnutrition, the quantity of public health services indicated that the situation was worse than in the 1970s. It is important to note that these statistics are confounded by other factors that are not necessarily associated with these reforms. For example there was a severe drought and widespread famine in Ghana between 1985 and 1986. The famine nicked named ‘Olonka’ caused severe wasting in people. One visual sign of body emaciation – the prominence of collar bones- was nicked named Rawlings chains.
Major differences in health prospects exist in Ghana depending on geographical location and socio-economic status. In 2004 only 44 per cent of the lowest income quintile had access to clean drinking water and only 2.1 per cent had access to improved sanitation. 8.6 per cent of those in quintile 1 described their health as bad or very bad compared to only 3.2 per cent in quintile 5 (WHO, 2005). 

There are three main targets for the Millennium Development Goals (MDG) for Ghana, reducing child mortality, maternal health and fighting contagious diseases. Estimates indicate that successful prosecution of the MDG requires a doubling of per captia health expenditure between 2005 and 2015, and a massive increase in medical professionals (Sachs et al., 2004). The infant mortality rate improved from 77 per 1,000 live births in 1988 to 64 in 2003, but exhibited significant spatial disparities. In 2003 infant mortality reached 70 in rural regions compared to only 55 in urban areas while on a regional basis it ranged from 33 in Upper East to 105 in Upper West (MOH, 2005). Over the same period the under five mortality rate improved from 115 to 111 per 1,000 live births. In 2003 the rate ranged from 75 in Accra to 208 in Upper West and 93 in urban areas compared to 118 in rural areas. Similarly, the maternal mortality rate improved between 1995 and 2004, from 238 to 186 per 100,000 births. The region with the lowest rate of maternal mortality in 2004 was Upper West which had a high rate of supervised deliveries (71.2 compared to the national average of 53.4). In contrast, regions with high maternal mortality rates had lower than average supervised deliveries; Volta had a maternal mortality rate of 262 per 100,000 births but a supervised delivery rate of only 39.7. The maternal mortality and supervised delivery statistics for Volta are worrisome given the favourable supply of health professionals and hospital beds (see Table 3). The question that comes to mind is why have these not translated into better maternal mortality and supervised delivery rates? Possible explanations include population dispersion, transport difficulties or cost.
Despite the SWAp II priority of tackling HIV, TB, malaria and guinea worm the prevalence of some conditions has increased (MOH, 2001; 2005). HIV increased from 2.9 in 2001 to 3.1 in 2004 and was highest in Western at 4.6. Guinea worm cases almost doubled from 4738 in 2001 to 7275 in 2004, with 68 per cent of cases in Northern and 22 per cent in Eastern. The prevalence of malaria increased from 10,393 per 100,000 population in 1995 to 16,015 in 2004, with the highest rates in Brong Ahafo and Upper East. Results of programs to reduce TB have been more successful. TB detection decreased from 61.7 in 1997 to 56.6 per 100,000 population in 2004 and the cure rate increased from 31.8 per cent in 1997 to 61 per cent in 2003. 

Equity of access to health services

It is generally accepted that health inequalities become inequitable if they are systematic, unnecessary or avoidable (Kawachi, Subramanian and Almeida-Filho, 2002; Braveman and Gruskin, 2003). In assessing equity we would ideally like to measure access to medical services, encompassing: availability, affordability, convenience, acceptability, use and effectiveness (Patrick and Bergner, 1990; Andersen, 1995). Access is unobservable and is usually proxied by utilisation. Access can be said to be equitable if persons in equal need receive equal health care irrespective of socio-economic status, geographical location, gender, or ethnicity. 

Equity outcomes in Australia 

Geographical equity is an important consideration in the delivery of medical services in Australia. Despite increasing reliance on overseas trained professionals the Australian medical workforce faces ongoing shortages of GPs, various specialists, dentists, nurses and some allied health professionals, with greater shortages in outer metropolitan, rural and remote areas (Productivity Commission, 2005). In 2003 there were 115 primary care practitioners per 100,000 population in major cities compared to only 85 in outer regional and very remote areas. The distribution of medical specialists was even more skewed toward cities where there were 111 specialists compared to 52 in inner regional, 33 in outer regional, 24 in remote and 8 in very remote areas. Nurses were more evenly distributed, ranging from 1082 per 100,000 in very remote to 1193 in remote areas. There was an estimated shortage of 800 to 1,300 GPs in 2002, while projections indicated a shortage of 10,000 to 12,000 nursing graduates in 2006. In addition, the Productivity Commission concluded: “[I]t is critical to increase the efficiency and effectiveness of the available health workforce, and to improve its distribution” (2005: xiv). Johnston and Wilkinson (2002) analysed the distribution of GPs in Australia between 1986 and 1996 and found that although the average number of people sharing a GP fell by 11 per cent inequality increased because the numbers of people sharing a GP increased in 41 of the 57 Statistical Divisions. 
There is evidence that people living in rural and remote areas experience difficulty accessing health services (Harvey, Sandhu and Strasser, 1995). For example, in 1999-2000 the average number of GP visits per patient ranged from 5.04 in remote areas to 6.82 in capital cities (NHPC, 2001). The NSW Health Surveys of 1997 and 1998 revealed that a higher proportion of people from remote and very remote areas had difficulty obtaining necessary medical care compared to those in urban areas; 20.8 per cent, 41.3 per cent, and 8.2 per cent respectively (Moore and Jorm, 2001). A study using Western Australian data in the mid 1990s found that use of GP services by city residents was around five times that of residents of remote areas. As distance from cities increased use of medical services declined but use of hospital services increased suggesting that restricted access to GPs along with restricted access to bulk-billing may result in remote residents delaying treatment and presenting to hospitals, resulting in less effective and more expensive care (Sadkowsky et al., 2001). Young and Dobson (2003) found that between 1995 and 2001 bulk-billing rates were lower and out of pocket expenses higher for rural women and bulk-billing rates fell for all women. 
In Australia lower income groups had higher rates of utilisation of most health services in 2004-05 (2006c). Persons in the bottom income quintile were almost twice as likely to use hospital, casualty or outpatient, GP or specialist services as those in the top income quintile. However, this was not the case for services not covered by Medicare benefits. The bottom income quintile was marginally more likely to use OHP services. In contrast, persons from the top income quintile were 1.4 times more likely to visit a dentist. Turrell et al. (2003) analysed usage of GP services in rural and remote areas of Australia by socio-economic disadvantage between 1996 and 1997, finding that in remote and very remote areas GP use is 36 per cent lower in disadvantaged areas than in non-disadvantaged areas.
Lairson, Hindson and Hauquitz (1995) investigated horizontal equity doctor consultations, hospital inpatient, and outpatient care using concentration curves and 1989-90 Household Expenditure Survey data. After standardising for age, gender and health status, they concluded that there was inequity favouring the better-off for consultations with doctors and inequity favouring the poor for outpatient care while inpatient services were neutral. However, they speculated that inclusion of chronic conditions in the health status measures would “reinforce the findings of inequity favoring the better off” (Lairson, Hindson and Hauquitz, 1995: 481). Similarly, an investigation by Cook (2006) into horizontal equity using National Health Survey data from 1989-90, 1995 and 2001 found that, for all three surveys, casualty and GP services exhibited inequity favouring lower income groups, specialist services were pro-rich, and there was no inequity for hospital admission. In addition, dental treatment was pro-rich in both 1989-90 and 1995.
Other indicators of disparities include: greater use of hospital emergency rooms by the poor, where they are likely to see a different doctor at each visit (Williams, 1990; Lairson, Hindson and Hauquitz, 1995); underutilisation of preventative services by lower SEGs (Le Grand, 1978; Pearcy and Keppel, 2002; AIHW, 2004); longer GP consultations for higher SEGs (Le Grand, 1978). Furler et al. (2002) analysed Australia Medicare data for 1998-99 and 1999-2000 using Socio-Economic Indexes for Areas (SEIFA) and found longer consultations were more prevalent in higher socio-economic areas despite higher levels of mortality and morbidity in lower socio-economic areas. Since “many markers of quality care, including patient satisfaction, patient enablement, preventative care, fewer prescriptions, appropriate referral; and investigation, recognition and management of psychosocial problems, are all more likely within longer consultations” they concluded that patients in lower socio-economic areas may not be receiving equity in quality of care (Furler et al., 2002: 83).

Ancillary services are rarely included in analyses although they are generally expected to exhibit greater disparities between socio-economic groups because they are often excluded from universal health systems. Access to dental and other health professional (OHP) services in Australia in 1989-90 was analysed by Schofield (1997; 1999), who confirmed that almost all services exhibit pro-rich inequality, including dental, chiropractic, podiatry, chiropody, and optometry. Only dietary services were found to be pro-poor. Cook (2006) used a probit model to estimate socio-economic differences in utilisation of various types of other health professionals after standardising for age and health status and found higher utilisation by lower income groups of services that were publicly provided; dietitians, psychologists and social workers. In contrast, services such as chiropractors and podiatrists that were usually provided on a fee for service basis were utilised more by higher income groups. While there was no significant difference for physiotherapist services in 1989, lower utilisation by lower income groups in 1995 and 2001, suggests that equity deteriorated. Other studies have concluded that ancillary services are prohibitively expensive and therefore unavailable to low income earners (Culvenor, Wilczynski and Wallace, 2002).
Shifting subsidies from low to high income earners has also resulted from the implementation of the 30 per cent rebate for PHI. A major shortcoming of Medicare was the exclusion of dental and allied health services so that those without PHI pay the entire cost of treatment by allied health professionals, while PHI holders receive a subsidy from the Commonwealth through the 30 per cent tax rebate. The abolition of the Commonwealth Dental Health Program by the Howard government in 1997 combined with the introduction of the 30 per cent PHI rebate in 1999 effectively removed access to dental care for many low income Australians as the subsidy for dental treatment was transferred to higher income earners with PHI, or given the oral health gradient, from the most to the least needy. Spencer and Harford (2003) estimated that a dental program for concession card holders could be funded by diverting the subsidy from PHI holders. 

Different rates of PHI membership are a potential source of inequity in access to medical treatment. Of those with PHI almost one quarter cited perceived shorter waiting times for treatment or concern over public hospital waiting lists as reasons for taking out PHI. Almost two thirds of those without PHI nominated cost as the reason for not joining. Higher income earners and residents of major cities were more likely to have PHI. In major cities 53 per cent of the total population had PHI in 2004-05 compared to 48 per cent in inner regional areas and 46 per cent in outer regional and remote areas. Only 23 per cent of persons in quintile 1 had PHI compared to 76 per cent of those in quintile 5 (ABS, 2006d). 

Table 2 shows that bulk billing (treatment free at the point of service) rates for various medical services tended to increase until the mid 1990s then declined until 2003-04, coinciding with a decline in GP incomes from 5.2 to 4.7 times average weekly earnings between 1995-96 to 4.7 times by 2002-03. Since the Medicare Plus reforms the bulk-billing rate has increased for all services with the exception of specialists.
Table 2
Bulk Billing rates 1984-85 to 2003-04

	Year
	GP
	Specialist
	Obstetrics
	Optometry
	Diagnostic Imaging
	Pathology
	Total

	1984-85
	52.5
	21.2
	16.2
	68.2
	34.3
	43.7
	45.2

	1995-96
	80.1
	32.5
	26.3
	94.5
	61.3
	76.1
	71.1

	2003-04
	68.2
	26.7
	20.5
	96.6
	57.9
	84.4
	67.5

	2005-06
	76.2
	25.9
	23.4
	96.7
	60.2
	85.7
	71.7


Source: (Commonwealth Department of Health and Aged Care, 2004) 

The steep health gradient for ATSI indicates the need for much greater access to health services. The NATSHS revealed that indigenous people are 1.3 times more likely to be admitted to hospital, with 16 per cent admitted to hospital in the year prior to the survey. They were also twice as likely to have visited a hospital casualty or outpatients department. Surprisingly, indigenous people were only equally likely to have visited a doctor, despite significantly inferior health status. 

Access to health services is particularly problematic for remote indigenous communities. For people living in discrete indigenous communities only 15.3 per cent have hospitals in the community and one-third are more than 250 km from the nearest hospital (ABS, 2006a). More than one–third are located between 50 and 250 km from health centres and almost 30 per cent are more than 250 km from a health centre. Only 12.2 per cent of the population of these communities has a doctor available on a daily basis, while 17 per cent have a doctor monthly or less frequently.  

The Australian Medical Association has called for additional expenditure of $460 million per year for primary health care over the next four years to address the situation where there “is inadequate funding in primary care, mainly due to significant under-utilisation of MBS and PBS, which leads to low levels of prevention, primary care treatment services, under-use of MBS-funded specialists, and under-servicing in the hospital system compared to equally ill non-indigenous patients” (AMA, 2007: 4). 

Equity outcomes in Ghana 

The impact of SAPs on access to health services in Ghana has been summarised as: severe capacity constraints; restricted access for both urban and rural residents; weak coordination of delivery to small communities and between public and private delivery mechanisms; insufficient quality and quantity of services; and chronic underfunding, evidenced by static real per capita expenditure between 1975 and 1991 (Aryeetey and Goldstein, 2000). Moreover, the number of outpatients declined from over 10 million in 1973 to 5 million in 1987 (Reddy and Vandemoortele, 1996) and “the ‘reformed’ public health system is used largely by those who cannot afford expensive private care” (Aryeetey and Goldstein, 2000: 293). Geo-Jaja and Magnum (2001) contend that the introduction of the Program of Action to Mitigate the Social Consequences of Adjustment in Ghana demonstrated that the SAP failed to deal with the real structural problem that brought about the crisis and that drastic budget cuts to critical social sectors intensified social and economic problems. Further, Konadu-Agyemang (2000) points to the suffering of rural people and the urban poor as evidence that the promised trickle down effect failed to materialise. 
Many analysts found user fees to be highly regressive (Cornia, Jolly and Stewart, 1987; Waddington and Enyimayew, 1989; Asenso-Okyere, Dzator and Osei-Akoto, 1997; Dzator, 2001; MOH, 2006). It was estimated that 80 per cent of the 17 per cent of the population who require health care at any given time are not able to access care due partly to financial barriers (MOH, 2006). Notwithstanding the fact that that “most Ghanaians prefer modern medicine to traditional treatments” (Konadu-Agyemang, 2000: 478) traditional healers remain the most accessible form of treatment for the majority of the population and supply 60 to 80 per cent of the population with primary health care (Ministry of Local Government and Rural Development and Environment, 2006). In 1991-92, 74 per cent of sick people in rural savannah consulted practitioners other than doctors compared to 66 per cent in 1987-88 (Konadu-Agyemang, 2000: 476). 
In a study of the impact of user charges in the Ashanti-Akim district, Waddington and Enyimayew (1989) found evidence of overcharging, corruption, treatment being made conditional on payment of bribes and declining equity outcomes. Far from enhancing equity through provision of additional services with the revenue raised from user charges, they observed that: there was no guarantee that revenues that went to Treasury were used for health services; revenues accruing to the Ministry of Health languished in non-interest bearing-bank accounts; and the revenues accruing to local health services did not necessarily enhance equity. While there was provision for exemptions these were rarely forthcoming. The massive decline in utilisation when fees were introduced was reversed over time; however by 1987 only urban areas had returned to 1984 utilisation levels. Many people turned to drugstores and other measures and delayed treatment until seriously ill, often resulting in avoidable deaths. In addition, the payment of fees exacted a huge social cost as money was diverted from food, agriculture and education expenditures to pay for health care. 
Brain drain has been a severe problem since the 1970s and the situation continued to worsen from the 1980s due to competition from developed countries and inadequate remuneration. Ghana has endured acute shortages of trained medical professionals since the late 1970s. In 1998 the vacancy rate for doctors in the public system was 43 per cent and more than half of the doctors trained in the 1980s practice abroad (Sandiford, 2004). Efforts to increase salaries of medical professionals have been resisted by the IMF and World Bank since the SAPs in the 1980s citing concerns of inflationary repercussions. The doctor population ratio improved from 20,036 in 2001 to 17,733 or 5.6 doctors per 100,000 population in 2004 and this follows improved economic performance. The problem of urban bias in the provision of health care resources persists causing large disparities in access on a regional basis. Availability of doctors was much better in Accra than any other region and improved between 2001 and 2004 however, the situation deteriorated in the Northern and Upper West regions (MOH, 2005). 
Ghana introduced a deprived area incentive allowance (DAIA) in 2004. The aimed of the DAIA is to improve staff retention in more disadvantage areas. It covered 55 deprived districts and included salary top-ups of 20 to30 per cent and other perks relating to housing, vehicles and education. An evaluation found that the scheme was only partially implemented and that the DAIA represented only a 7 to 9 per cent real increase in remuneration (MOH, 2006). The DAIA will go some way to strengthening the incentives for staff to work in remote and poorer areas but experience shows that it is difficult to allocate staff according to need by means of administrative postings (not only in Ghana but in Australia also).

Table 3
Health Services by Region, Ghana 2004

	Region
	Doctorsa
	Health
	Hospital bedsa
	Inpatientb
	Outpatientb

	
	
	Professionalsa
	Govt
	Mission
	Quasi Govt
	Private
	Total
	
	

	Western
	2.7
	120.4
	48.1
	22.0
	14.1
	0.0
	84.2
	38.90
	517.0

	Central 
	2.8
	172.2
	65.2
	21.1
	3.1
	0.0
	89.5
	34.42
	496.8

	Greater Accra
	15.3
	210.8
	83.2
	0.0
	22.0
	17.2
	122.3
	23.72
	515.6

	Volta
	2.8
	228.7
	71.5
	54.8
	2.7
	0.0
	129.0
	38.65
	417.2

	Eastern 
	3.4
	199.1
	63.3
	41.7
	7.8
	0.0
	112.8
	37.20
	532.7

	Ashanti
	7.6
	136.9
	42.8
	29.0
	6.2
	14.4
	92.4
	37.26
	609.5

	Brong Ahafo
	2.8
	159.8
	19.2
	50.5
	2.2
	0.4
	72.3
	33.90
	674.1

	Northern
	1.2
	111.8
	35.5
	16.7
	0.0
	0.0
	52.2
	35.59
	314.0

	Upper East
	3.0
	163.9
	48.8
	26.3
	0.0
	0.0
	75.1
	43.38
	588.5

	Upper West
	1.5
	208.0
	56.1
	54.5
	0.0
	0.0
	110.6
	52.13
	499.3

	Total  
	5.6
	167.5
	54.1
	27.9
	7.8
	5.7
	95.4
	35.33
	524.6

	a. per 100,000 population
	
	
	
	
	
	
	

	b. per 1,000 population
	
	
	
	
	
	
	
	


Note: Data for Quasi Government and Private Hospitals are incomplete

Source: derived from data available at MOH (2005).
Table 3 shows the large disparities in availability of health services and utilisation on a regional basis. Availability of doctors ranged from 15.3 per 100,000 population in the Greater Accra to only 1.2 in the Northern region. Volta and the Greater Accra were also more favourable placed in relation to the supply of health professionals (midwives, nurses and other allied health workers) and hospital beds. Ashanti and the Greater Accra have more doctors per 100,000 population than the national average. The most disadvantaged region, Northern, had less than half the availability of health professionals enjoyed by Volta and significantly less hospital beds than all other regions. The aggregation of health professionals also creates difficulty in understanding the dynamics of health workers by region due to differences in the distribution of different categories of health professionals (clinical nurses, public nurses and environmental health inspectors). The Northern, Upper East and Upper West regions had the worse doctor-population ratios in 1990 but had comparable statistics to most other regions in terms of clinical nurses, public health nurses and environmental health inspectors (MOH, 1991). Population-based distribution of health resources in Ghana can obscure access and utilisation analyses due to several factors. Urban migration, where people migrate in large numbers to the urban areas, particularly Accra and Kumasi, for economic reasons creates some bias in the statistics since some settlements are outside regional borders. 

Hospital stays involved significant regional differences. Admissions per 1000 population ranged from only 23.7 in the more prosperous Greater Accra to higher rates of 52.1 in Upper West and 43.4 in Upper East, suggesting greater need in the latter regions. Unequal distribution of hospital beds is a potential source of inequity. Regional variations in the duration of hospital stays confirms that the areas with the lowest number of beds also have the shorter stays and could indicate differential treatment standards. Average hospital stays ranged from 7.9 days in the Greater Accra and 5.8 days in Volta, to only 3.1 days in Northern, 3.2 days in Upper East and 3.3 days in Upper West. The average length of stay may be dependent on case-mix and the level of facilities. Accra in the Greater Accra region for example has one of the two teaching hospitals (the other is in Kumasi in the Ashanti region) and the highest of proportion of Private hospital beds in Ghana. Utilisation of outpatient services exhibited a lower level of regional disparity around the national average of 524.6 per 1,000 population. The highest regional utilisation occurred in Brong Ahafo with 674 visits while Northern again had the lowest figure of 314 visits. The regional breakdown of service availability and utilisation displays large variations and suggests that people in some regions experience inequity in terms of access to services and the quality of service provided, particularly in the poorer Northern region, which does worst on almost all indicators. The Northern region is undoubtedly one of the most disadvantaged regions in terms of health resource availability. This partly due to the sparse population where most of the communities are best described as remote.  Dictates of cost and the principle of economies of scale suggest that it is difficult to locate hospitals and attract health workers to most rural and remote areas even though they may be in greater need of health care. 

Proximity to health facility and perceived quality of service affect utilisation rates as well as average length of stay (Dzator and Asafu-Adjaye, 2004). Many people self-medicate, use traditional medicine or private health facilities because of perceived 'quality' of public health care, availability of health facilities, poor road network, lack of transport and/or finance (Asenso-Okyere, Dzator and Osei-Akoto, 1997; Dzator and Asafu-Adjaye, 2004). Long distances and poor transport infrastructure reduce utilisation of health care services by remote communities. A study in rural Ghana (Zwart and Voorhoeve, 1990) in the late 1980s established that an inverse relationship existed between utilisation and distance from the hospital. Moreover, people from communities with private health clinics were the highest users of health care services. 
In general those in the top income group and those in urban areas were much more likely to obtain medical care when needed. Aryeetey and Goldstein (2000) reported that in 1989 the poorest income quintile received 12.2 per cent of total government health expenditure while the top quintile received 30.4 per cent. By 1992 the situation had deteriorated further with the relative shares being 11.6 per cent for quintile 1 and 33 per cent for quintile 5. Just over one quarter of persons in quintile 1 had medical care during childbirth compared to over 80 per cent for the top income quintile (World Health Organisation, 2006). Similarly, the top income quintile was 2.4 times as likely to obtain dental care when needed and rural coverage was just over half the urban rate. Unmet need was declared by 6.4 per cent of those in quintile 1 compared to only 1.4 per cent in quintile 5 and ranged from 1.7 per cent in urban areas to 4.4 per cent in rural areas. Those in the top income quintile were 2.8 times as likely to receive treatment for angina when needed as those in the bottom quintile, as well as 1.7 times more likely to receive treatment for osteo-arthritis and almost twice as likely to receive treatment for asthma. However, treatment for diabetes was equally available, with the exception of quintile 2 where availability was one third less. Adults in quintile 5 were 1.6 times as likely to receive ambulatory care and 1.7 times more likely to receive hospital treatment.

Conceptually, the NHIS is undoubtedly a vast improvement on the cash and carry system. In 2006 NHIS coverage stood at less than 16 per cent and less than 7 per cent of the population had ID cards to access treatment (MOH, 2006). Only 12 per cent of members were formal sector workers and 16 per cent were informal sector workers, leaving 72 per cent of members as non-contributors. Membership varies significantly by region from 7 per cent in Upper East to almost 27 per cent in Brong Ahafo (MOH, 2006). A study of a scheme with lower premiums that operated prior to the introduction of the NHIS in Nkoranza (in the Brong Ahafo region) revealed that affordability is likely to be problem for the NHIS. Half of the uninsured were previously enrolled in the Nkoranza scheme but withdrew for financial reasons and 60 per cent of those who had never been enrolled cited cost as the reason for not joining (Sulzbach, Garshong and Owusu-Banahene, 2005). Financing arrangements raise equity concerns: both the flat rate premium for informal workers and the goods and services tax are regressive.

5.
Discussion and conclusions
The developments that stand out in relation to health system changes internationally in the past few decades have been budget constraints, privatisation of provision and shifting of the funding burden to individuals. Both Australia and Ghana are in the process of increasing private service provision. In Australia public provision was restricted to the hospital system for historical reasons. Due to the popularity of Medicare privatising and cost-shifting has been conducted by a process of obfuscation and manufacturing ‘crisis’ situations. Expenditure constraints by both Federal and State governments assisted in the reduction of the public hospital share while overt privatisation has returned functions to the market through outsourcing and PPPs. 

In Ghana, where public provision had wider coverage (hospitals, health centres and clinics), privatisation policies have been more clearly articulated, particularly in recent years. The imposition of patient fees in Ghana was sudden and impacted dramatically on access to health services, contrasting gradual changes in Australia.

Lessons and options from the Australian and the Ghanaian health care systems

Although co-payments have been promoted as a means of minimising unnecessary utilisation, international research has established that they eliminate essential as well as non-essential care, raising concerns about equitable access (Ross et al., 1999: 11). Bulk-billing ensures access to medical treatment on the basis of need but has never been universally available in the Australian fee-for-service environment and is highly skewed to metropolitan areas where competition among doctors is greater. Overt attempts to introduce co-payments for medical services have met with limited success due to public opposition, but have occurred through inadequate indexation of the schedule fee and supply restrictions which impacted negatively on bulk-billing rates. In addition, restrictions on Medicare Plus incentives for bulk-billing have exposed the non-targeted population to the prospect of higher out-of-pocket expenses. Furthermore, the uncapped safety net arrangement reduces control of total health expenditure and has disproportionately benefited wealthier areas despite the socio-economic health gradient. 

The introduction of the cash and carry system in Ghana, especially in a period of economic decline, severely restricted equitable access to health services. If the NHIS in Ghana achieves full coverage it will be a vast improvement on the cash and carry system and importantly promises treatment free at the point of service although individual contributions set it apart from the pre 1985 free access system. Affordability problems may undermine the ability of NHIS to deliver equitable outcomes. Existing evidence points to continuing implementation difficulties that were not encountered by the universal Medicare system that did not depend on individuals joining a health insurance scheme and paying individual contributions; it is centrally administered through the taxation system. 
Funding of health insurance systems also has important equity effects. The flat rate NHIS contributions for informal workers and National Health Insurance Levy are regressive. In addition, the diversion of 2.5 per cent of Social Security and National Insurance Trust (SSNIT) contributions for formal sector workers may have adverse effects on living standards. While Medicare funding appears to be less regressive the reality in recent years is that a significant proportion of the population has taken out PHI, complete with flat rate premiums, either through the coercion of the income tax surcharge or fear of not being able to access the public system when necessary. The promotion of PHI has not relieved pressure on the public system and is likely to ultimately result in a two-tier system where the poor are relegated to an under-resourced public system. Moreover, it has enhanced pro-rich inequity through the use of public funds to subsidise health services outside the Medicare system while those without PHI are forced to pay the full cost for these services. 

Discussion about policy initiatives to produce more effective, accessible, efficient and pro-active health systems tends to cover over the issue of insufficient financial and human resources. Both Australia and Ghana have shortages of medical professionals and severe spatial disparities that impact on service delivery. While incentives have been introduced to address spatial inequities, the deprived area incentive allowance (DAIA) in Ghana and additional medical school and GP training places targeted to areas of workforce shortage in Australia, these measures are of insufficient scale to adequately address the problem. As a developed nation Australia could address the problem through additional training places, improved working conditions and continued recruitment of overseas-trained doctors but this course of action is unlikely given the government preoccupation with producing budget surpluses. Ghana faces a more intractable problem of a continuing brain drain in the context of a global labour market for medical professionals. 

There are two major issues regarding health financing; quantum and distribution. Total health expenditure in Australia increased from 7 per cent of GDP in 1983 to 9.6 per cent or US$3123 by 2004, which is comparable to spending by other OECD countries (WHO, 2007). In contrast, health expenditure in Ghana stagnated during the period of economic decline in the 1970s and structural adjustment from 1983 despite greater need during this period and reached only US$27 in 2004. Although health expenditure increased by 400 per cent in between 2002 and 2005 much of the increase covered pay rises for medical staff and capital investment rather than recurrent expenditure, and future expenditure is projected to decline by 2 per cent in 2007 and 2008 in nominal terms (Foster, 2004; MOH, 2006). 

The composition of expenditure is critical to health system outcomes. Ghana’s numerous attempts to switch expenditure from expensive hospital treatment that benefited a small, urban minority, to a greater emphasis on primary care have failed to address spatial inequity. Moreover, the presentation of such dichotomies ignores that the real issue is insufficient total funding. In Australia public expenditure fell from 71.6 to 67.5 per cent of total health expenditure between 1984 and 2004 and the introduction of the PHI rebate marked a major compositional change from direct funding of the public system to subsidies for the private sector. Similarly, Ghana is increasingly using public revenues to fund private provision.
There are serious risks involved in decentralisation, contracting out and PPPs. Various PPPs in Australia failed to actualise purported benefits of increased efficiency, reductions in public outlays and risk transference. A major issue that has arisen is the technical ability of health departments to manage the contractual arrangements, particularly to anticipate all items that need to be included, monitor compliance and ensure that there are no negative externalities. Australian experience reveals deficiencies in these technical capabilities and problems are likely to be magnified in developing countries such as Ghana. In addition, evidence reveals that the goal of health expenditure reductions from the introduction of purchaser-provider split arrangements have not been realised (Perrot, 2004: 20). A MOH sponsored review of the decentralised health care system revealed duplication of roles at the GHS and national MOH and recommend that the two units should amalgamated (MOH, 2006). 

The evidence on equity demonstrates the existence of persistent spatial and socio-economic disparities in access to health care. In Ghana superior access is concentrated in the wealthier areas in the south such as Accra while poorer regions such as Northern have lower health resources. Similarly, access declines as remoteness increases in Australia where socio-economic disparities are mainly restricted to specialists, dentists and other health professionals. The plight of the ATSI people in Australia is testament to the fact that living in a developed country does not guarantee access to even the most basic health care. 

One area where the Australian system has performed well is the PBS because the government use of monopsony power to purchase pharmaceuticals, price restrictions on medicines listed on the PBS and preference for genetic alternatives have minimised expenditure growth. Ghana has a list of recommended generic drugs approved for use. There is also a somewhat 'loose' scheme within the MOH to supply generic drugs and other pharmaceuticals to all health care facilities. Providers are encouraged to use the recommended drug to limit costs but there are no clear binding rules. The PBS scheme in Australia has been successful in controlling costs and is worth emulating although any move in this direction is likely to be strenuously opposed by multinational pharmaceutical companies. 

Conclusion

Health sector changes reflect wider developments in welfare state entitlements as government commitments to protection of citizens from the ‘five giants’ - want, disease, ignorance, squalor and idleness - have been eroded due to fundamental economic changes including globalisation. This paper has considered developments in the Australian and Ghanaian health systems from the perspective of the equity ramifications of policy changes. The disparities in access by people living in rural areas in both Australia and Ghana reveal a culture of urban bias in the supply of health care resources, while reduced access for some urban dwellers indicates inequity based on socio-economic status.
The totality of Australian developments constitute a movement toward a more residual system where access to health care is increasingly market determined as governments withdraw from provision, and individual contributions increase. The rising share of hospital services in the private sector, coupled with the privileging of PHI, raises the prospect of deteriorating equity of access, as those without PHI are forced to wait for treatment in a declining public sector. Potential consequences include cost escalation as more hospital treatment is provided in the higher-cost private sector where expenditure is uncapped. Similarly, for medical services the population has been split into two groups: those with access to bulk-billing as a form of welfare and the self-sufficient who obtain medical services on a user pays basis. The outcome of these arrangements is likely to be differential medical treatment, jeopardising equity outcomes as both access to, and the quality of treatment for low income earners declines. 
In Ghana the transformation was more dramatic due to severe economic decline and the ongoing influence of World Bank structural adjustment programs. Replacement of a universal system with free access by the cash and carry system from 1985 denied access to medical care to large sections of the population. The impact of efforts to improve financial access to health services through the introduction of the NHIS is yet to be determined but there are serious doubts over affordability, and coverage remains low. Moreover, funds supporting the NHIS such as returned debt-service payments from HIPC and donor funds (MOH, 2006) may dry up over time or the viability of the scheme may be threatened by cost escalation. The MOH review of the 2005 Programme of Work concludes that, despite increased resources from government and development partners and some health improvements, the Ghanaian health system is failing in terms of equity and efficiency and the “overall picture on a national basis is one of stagnation in health outcomes and service delivery volumes” (MOH, 2006: 1). 
It is important to emphasise that health outcomes and therefore the ability to participate fully in economic and social life is primarily determined outside the health system and therefore cannot be addressed by health policies in isolation. In both Australia and Ghana the adverse economic climate of the early 1980s was compounded by the implementation of neo-liberal policies that have persisted to this day. Conditions of increased economic uncertainty, combined with government policies to transfer health costs to individuals and return provision to the private sector have had adverse implications for large sections of the population and it must be acknowledged that repercussions for Ghana and the ATSI population in Australian have been more severe. In order to address the structural causes of health inequalities it is necessary to develop and implement policies that reduce income inequality and ensure equitable access to economic and social infrastructure, including employment opportunities, education, training, health services, decent housing, clean water and income support. 
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