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State intervention in medical care: types, trends and
ariables
JULIO FRENK' AND AVEDIS DONABEDIAN?

Health, University of Michagan, Ann Arbor, USA

This article attempts to develop some of the basic elements for a theory of state intzrvention in merfical
care. First, a typology of state intervention is proposed baced on two dimensions: the farm of sta"e
control over the production of mzdical services and the basis for eligibility of the population, T};e
resulting twelve types provide a means of describing national Faleins of state intervention at a éiven
;:.»oinl intime. Next, in order to analyse the changing patterns of s*ate inlervention in medical care over
time, chang2s in state control and population coverage are use? is construct three hypothetical ‘paths’
; rs of countrizs. Ia

of state inten.

‘hich may sarve to depictbroad histgries!
the final ¢z M verizhblas are 2naty sad 2c10rcing to
con.2rgerze and civergence in the form and cejiee of stz
cross-naticnal comparative perspaclive is offerad as a stra

L

pauied effest on the pate

Introductica

.
Seme years a0, Michel Fousault (1976) pointed
out the need to study what he called the ‘model
of medical development’. Just as modern
¢conomists Lave had tw ¢ samine the ccononiic
‘takeoff” of the Western world, so anyone who
wishes to understand the current dimensions of
Frogress and dricis in medicine has to analvse the
madical and < fary ‘takeoff that started in
Europe around the cighteenth century,

+

of the ‘universality’ of <

over the pro uction of health seivices.

Both the papvasivenes
Y B

mlervent

~\n)"llwdcl of medical development  must
eseribe and exphin the involvement of the

3t
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Center for Public Health Research, Ministry of Healh of Mexico, htexico City and?School of Public

~wention betwzen countries, This
o0 3t ) y for building a thenry capable of
explaining staie intervention, a process that, 10 a large extent, infurms the medical experiznce of today.

ownership of health resources in most under-
developad nztions, Indeed some authors speak
iie intervention in
health care (Donnangzlo 1975: 4). At the same
time, how evar, /hc nature ¢ interveniion varies
between couniries: it has differed in oreaniza-
tional format, population coverage, the cSmpre-
hensiveness of benefits and the degree of ce

state in the production of health services. It is
not uncummon 1o find, in dizcussions of
contemporary heatth systems, an image of state
ntervention as a relaiively recent phenomenon,

and gpe largely confine ; . '
N k ed to advanced, ‘post- |tz e 3
industrial® sgci»' v P GLd paltesss of state_infegns

2 o . s e

199), Yeg st ¢s (sce, for example, Fuchs
1o support this siew. State intervention in
F.'urupc has been traced back to cizhiteenth and
{"'Q?lccluh' ceaturics (Resen 1972, Foucault
;({l;lc). Furthermore, starting in the 19405 (and in
b cases evea earlier), the state has also
*€Ome the main <ouice of reaulntion or

us¢ a coemn

some hypott

WY e world,
2318 will Goliiansirate (ke oot
arClive perspective to usveiop a

on Tahe

) care. But this puper takes only a step or two in
hle evidence does not seem Rl direction. Inits first section we deal with the
basic problem of claseifying the phenomena
under stady. In the < cond <ection we prapose
al *paths” of stute interveuion in
medical vare, In this vy, we hope to identify
the waysin which, insofar as state intervention is
concerned, couuntrics bocoame more similar to
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remain dilferent or become mere so. In the third
and final section we outline some of the major
variables that may explain atleast a part of these
patterns of coavergence and divergence among

" greups of countries at different levels of social,

cconomic and political development.

Despite the fact that state involvement in the
health secior comprises a wide range of activities
most of cur discussion will focus on personal
health senices and, within them, on the services
of phys s. We do so because, when
compared to such traditional arcas of state
interveation as public health, medical care has
offered grazter opportunities for debating the
legitimacy of state involvement, for playing out
contlicting interests and for adopting varying
forms of inten ention. .

Types of state intervention in medical care

Eaisting ddzssifning schiemes

Iaview of the wide varistion that characterices
forins of goverument involiement in medical
matters, itis ot surprising that the literature on
ih systems contzins various clas-
mes based ca diiferent criteria.
used classitication distinguishes
ace, national health insurance and
hizalth seivice (Ternis 1978). Another classifica-
tion rec 35, in additicn to *free enterprise’
systems, three major types of public program-
me: social insuriace, public assistance wnd
univereal «anvice (Rocier 1969). Ficld (1973)
buses his enzivsis on four “ideal types’ of hezlhth
sy»tem: plur
sactalized.

One
public as

B
| 2

Typologies ke these, Though useful for broad
comparaiive purposes, encompass under a single
cizlegory total health systems that are in many
¢ises a miniure of several very different sectors
or programnizs. Consider, for example, the
Britikh National Health Senvice, which s
atuwlly a composite of two quite different
mechanisms of state  interveution: one  for
general practice and another for specialty care in
hospitals. There is an analogous orsanizational
duality betwoen amiadatory and hospital sar-
vices in New Zealand and several Western
Eutopean naticns.

.

¢, insurance, health senvice and -
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cat ather, as well as the ways in which they  Another instance in which typologics of total

public systems may waislead is that of many Latin
American countrics, where the government
owns and opcrates two distinct subsystems:
public assistance for the peasants and the urban
poor and social sccurity, mostly for wage
carners. In such cases, it is frequently difficult to
ascertain which of the two subsystems domin-
ates. A summary characterization of the entire
system becomes even more difficult when, as
often happens in these countrics, the social
sccurity system itsclf is made up of diverse
agencies for different occupational groups
(Roemer 1975).

An cven clearcr example of the impossibility of
typifying state intervention with a single term is
represented by the United States, where a series
of government programmes represents practic-
ally cvery possible form of intervention, A
complete typolony of the patterns of state
intervention in the world must be able to take
cases such as these into account,

In summary, many of the existing typologies
take total countries as their units of unalysis.
Authots often recognize that most nations have
at least an clement of each of the major types of
state inlervention, but they suggest that a single
tvre can always be identificd as dominant

(Roemer 1960). Yet, as the examples above

show, the dominant form is not alwayvs readily
apparent. Furthcimore, one prime difference
between countries is, preciscly, the degree of
fiagmentation of state involvement in medical
care, as measured by the number and relative
sireagih of the types that are present in cach

comatry. Using only the ‘dominant’ type to i

choracterize the whole countiy obscures those
differences.

Alower level of suggresation

This problem can be solved by basing the
typelogy enalower level of aggregation than the
courntry. We will nse the term ‘modality’ of stute
intervention in medical care to refer to such a
level of analysis. Some countries may have a
single modality of state intervention, but mest
healih care systems are characterized by the
coevistence of several modalities of varying
importance. It is therefore possible to describe
the national pattern of state intervention in
micdizal care by meuns of u profile of medalities.
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State intervention in medical care 19

Though we advocate a more detailed analysis,
we do not take “modality’ to be synonymous
with “programme’. A specific .mcdicnl care
programme could constitute the single organiza-
tional vehicle for a modality of state intervention
in a country, but, cqually, scveral programmes,
cach run by a different public agency, could
form a single modality in a country. In this way,
modalities represent an intermediate level of
analvsis that falls between the macrolevel of
total health systems and the microlevel of
specific programmes. .

Defining modalities

Modalides are defined on the basis of one or
more relevant attributes; the precise specifica-
tion of these attributes becomes the crucial
conceptual problem in defining the modalitics
and, hence, in developing a classification
scheme. The choice of classifying attributes
remains a controversial peint in the literature on
comparative  health systems. For  example,
Terris e al (1977) argue that the essential factor
for erentiating between “national  hezlth
insurarze” and ‘nationst health senvice” is not the
method of financing, but the relationship
betwszzn the government and the providers of
medical care. Yet, other authors (Glaser
1970:12, Roemer 1978) claim that the crucial
criterian for classification is ‘the predominant
mechanism of economic support for services
(Roemer 1976:251).

Atleast part of the disagrecinent may be due to
the fuct that the number of possible characteris-
lics that could be used to classify state
interveriion in medical care is faitly large. Apat
from ike ones discussed above, potential criteria
ification include the forms of pavment to
providers, the degree of administrative ceatral-
1zation, the number of public agencics involved
in medical care, the means employed by the
state apparatus to control the provision of
services,  the extent of coverage of the
poputztion, the nuher and kinds of beachits to
which the covered population is entitled, and the
hasis for determining cligibility.

Ttis clear that no typology can incorporate zll
these dimensions, since the large number of
fesulting categories would make the classifica-
Uon rezningless. A choice of criteria, cven if -

arbitrariness ¢an be reduced, however, if the
criteria  are  selected  wsing  a  theorctical
framework which the typology is meant to serve.
Accordingly, we huve used as a guide Johnson’s

. (1972) conceptualization of professional work,

patticularly the notion that state intervention
represents a form of mediation between the
producers and the consumers of medical
scrvices. The result is a typology based on two
fundamental dimensions. The first, the form of
state control over the production of medical
services, reflects the relationship of the state to
the providers of services. The second, the basis
for eligibility, indicates the relationship of the
state to the actual or potential consumers.
Figure 1 presents the resulting classification of
modalitics of state intervention in medical care.

Form of state control: relutionship to producers

With respect to the first dimension it is
neeessary, as Abel-Smith (1965) has suggested,
to distinguish state control from simple public
regulation. Furtheymore, there are different
forms and dezrees of <tate control. Sommstinies

the state limits its role to the finzncing of care,.

while providers act essentially as private
contractors. At other times the state may
assume the direct ownership of health care
facilities, with individual practitioners working
as state emplosees (Teeling-Smith 1963). In the
former case, the government is simply-a buyer in
the medical cere market; in the latter, it is a
praducer. Other things being equal, ewnership
means a higher degree of state control than
financing alone,
-

It is also necessary to take account of the
administrative structure through which the state
cither buys or produces medical care. In any
given organization, administrative control can
be measured by several indicators. For our
present purposes, however, it is ‘enovzh to
indicate the overall degree of control that the
state can cxercice through each intervention
modality. To do so, we distinguish those
medalities where state control is concentrated in
a single agency or progriime from those where
control is dispersed among several agencies. The
distinction is important Lecause concentrated
modalities signify greater state control than
dispersed ones. There is, of course, a whole
gradient of intermediate situations between
these two extremes, but we have chosen to
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Form of
state contead

]

1. Citizenship

2. Contribution’privilege

Y. Poverty

A. Conzentrated Al National healih <ervice in

owaznhip mestsocialist countries; most
of the national health syiem
in Sweden; hospital care in the
Biitich Nutional Health
Service: hospital care in the
naticnal heakh insurance
schemes of New Zealund and
several Westera European
counings

A2, Social security in Spaing
sucial security in Vienezuela;
sozial security in India; he ilih
care for the military in many
cuuntries

—
AL, Public ascistance in many

non-sacialist underdeveloped
countrics

B. Dispersed
ownzrehip

Bt.

in Mexico;
putlic ownership secior of the
USA federal gover
(Veterans Adminis
Indian Health Service)

i B3. Public assistance in many

non-socialist underdevelopad
countrics; state and munizipal
huspitals and clinics in the
USA.

C. Conzenteated

C1. National health insurance
finanzing i

C2. Social security in Brazil;
social security in Lebanen

{Med

LS, Faderat

Health B.cncﬁts
13

C3. Mcdicaidinthe USA
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Figure 1. Ty palozy of modzlities of stase intervention in medical care, with lust

the

simplify classification by focusing on the
basic division between concentruted and dis-
persed  administrafive  expressions  of  siate
control.

We have alio adopied certain rules for
classification. Fer example, whenever a fedzral
bealth care pregrumme is sdministered by stute-
or provincelevel organizations in a madular
fachion that allows for constrained variation, we
judged the situation 10 be an instance of
voncentrated, state control. In contrast, the
presence of more than one independent agency,
with substediial variatica - in administrative
procedures and benefit levels, we clascified as

raiive examples of each tape

dispersed control, even when a central organiza-
tion regulates or conrdinaies the agencies. Note
also that ke category of dispersed control
includes cases where there are multiple agencies
withina modzlity. The typical example is a social

insurance  scheme
sickness funds.

adininistered by several

The combination of the (wo expressions of state
comtrol (owner<hip plus financing or finzacing
only) with the two adininistative AUraingcaicnts
(coucentrated or dispersed control) yiclds the
four categories of the first dimension of our
typoiogy, which are <hown as the row tibs in

Fiynre 1.
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sis for eligibility: relationship to
consi ors ) . .
With respect to the sgcond dm)cnnqu of the
npology, it IS pussible to identify _three
pringiples for establishing w hw'h groups in the
population are chigible fgr medical services that
are citker financed or directly pro\'xchl' by the
state. As indicated in the columns of Figure 1,
‘hese three principles are: (1) citizenship, (2)
contritution’privilege and (_3) po.\'crly..li’n.d.cr
modern definitions of citizenship, eligibility
based or the first principle includes all or ncarly
all the population. Indzed, this pnncnp!e.dcr}vcs
from the notion that madical care is a sqcnal right
not dapendent on finkacial contribution, pre-
vious seqvice to the state or indigence. There is,
nevertheless, an important difference between
potential eligibility 2ad  actual population
coverage. In the process of ascertaining whether
or not a modality belongs to the category of
cligitility based on citizenship, it would be
pecessary 1o go bevond official declarations and
inclule the extent of actval coverage. One
would nzed some criterion, say the inclusion of
25 or 9 per cent of the population, that would
make it pessible to accommedate those
situations where a modality approaches univer-
sality but does not quite cover 109 per cent of
the popination,

In ¢ st to citizenship, the remaining two
principles of eligibility are selective; they do not
inclule all the population. Beyond this similar-

ity, there are fundamontal conceptual differ-
ences baween the two principles. In one case,
the stzte can finznce or provide medical serviees

W prrifoufar subgrouns of the pepulation
tecazsy they have coniributed directly to that
end (25 in selective ins irance schemes) and'or

@se they Lave baen made the privileged
rics of state action (armed forces, civil
Senvants. or certain workers perceived to occupy
3 Stratigie position ia socicty). On the cther
hand, whin the basis for cligibility is poverty,
the state provides or finances medical services,
A0t as 2 mater of privilege, but as a form of
fesistante preciscly to the least privileged groups
of asncicty, Consequently, the establishment of
financial need becomes a necessary, though
oftea nat sulficient, condition for cligibility.

With the forcgoing categorizations of the two

-Ynnc;;sir:ns, our classification yields the twelve .

¥pes of modalities that ace shown in Figure 1,

The utility of this ts pology, and some of its other
characteristics, cza be appreciated by examining
the illustrative selection of cases provided in
Figure 1. Besides its obvious ability to classify

_nodalities of state intervention at any given

time, the proposed typology can reveal certain
worldwide patterns. We sce, for example, that
not all modalities are equally likely in practice.
So far, we have found no cases of state
intervention characterized by dispersed own-
ership and by eligibility based on citizenship
(cell B in Figure 1). This absence shows that
the dimensions of the typology are interdepen-
dent. It would szem, for cxample, that the
political, ideological and economic conditions
that allow a state to undertake the direct
provision of services to the whole population are
hostile to the fragmentation of controf among
multiple agencics.

Two other very infrequent modalities are those
by which the state limits its role to that of only
financing medical services to the poor. In one of
them (D2) there <221 1o be no cases, and in the
other (C3) the ealy curreat cese is represented,
1o the best of our knowledge, by Medicaid in the
United States. Such a scarcity of cases may
reflect the fact’ that, by trying to subsidize the
assimilation of the poar into the mainstream of
private madicine. thase modalities go ageinst the
long-standing practice of providing medical
services 10 the poor through a separate
state-owned system,

Agpart from those medalities that, traditionally,
were not used, or ealy rarely used, there are
others that are now relatively infrequent but

(\\hich in the past were much more often

encountered. For exzmple, purchasing services.
for limited population groups on the grounds of
contribution or privitege (Cells C2 aind D2 of
Figure 1) used to bz much more common than it
is now, at least in Europe. The carliest secial
insurance programmes in Europe could be
placed in thése sexments of out typology, since
they were directed only to wa ze carners cai ning
less than a specifad lfovel of income and

" generally excluded their depzndants as well as

the self-employed, the peasaniry and the middle
and upper classes (Starr 1952:235). In time,
through successive extensions, eligibility came
to be offercd en the basis of citizenskip alone, so
that an analyst writing in 1963 could report that
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~way cross-national com

in every Western European country ‘at least
four-tifths of the pepulation participate in <ome
forin of stawutory health senvice” (Tecling-Smith
1963), through cither single or muliple

R )
agencies. Later in this paper, we will deal in
creater deidil with the dynamics of state
intervention, which is the process by which cases
change {rom one type of medality to another.

As the previous examples show, our typology
has the advantage of depicting situations (such
as the various social security modalities shown in
Columa 2 of Figure 1) that are generally not
distinguished in the more conventional clas-
sifications of medical care systems. In addition,
our typology also includes the more convention-
al categorics, but casts them in a different light,
For instance, while all the cases in modalities C1
and D1 are ordinarily lumped together under
the broad rubric of *national kealth insurance”,
our classification allows for useful distinctions in
the form and degree of state contral. Furiher-
mere, the tpology cnables one to disazgregute
and clessily the various modaltics of siate
irtervention that might cosxist in a given
country, providing a more complete pictute than
can bz achizved by single terms.

Anther important festure of our approach is
thzt an eatire nution ¢can be characterized on the
tasis of which and how many madalitics enist
within it and thoir relative importance. In this
parisens of the eaient
and pature of variton in state intetvention can
te made. The procedure of classification and
son ean be carried out for fin.r political
subdivisions within a natian.
&

Trends in state intervention
With seme additiona] refinements, cur typology
c:n also bz used to scarch for renularities in the
Listorical development o
rvdical cae, One arproach 1o
hirthal e &;JQ{_‘GII"&:;\(‘

perieinees HLET ul BIotys
MU {0 perceive the relal aship of the
Ot tontlis of care, onthe one hand,
pepulatan, on the oilier, as a

the

JITHIC T RIS TTTTO A6 TG, these . two
SN S .
CIEETSIONS mnst be conceptudlized as con-

tinrons variables that characterize a country as a
wL e dac otal impact of state intenvention
(irchidiig modaliiics) ¢2n be
represented by the proportion of the population

. have
countrics will inevitzbly traverse the full length 7
of the path in the future. Indeed, probsbly e ¢

that is_covered, by ol public_progranimes,
Similarly, the degree to which a state controly
the means for producing medical services can be
represented by the proportion of all persony|
health care expenditure (both public ang f
privatc) that is incurred through modalities
characterized by state ownership, i.e.,

0o

C=5vrve

where:

C=degree of state control over the production
of medical services

O=e¢xpenditure in medical care that s
incurred through state ownership

F=cxpenditure in meldical care that s
incurred through state financing, without
ownership

P=cypenditure in medical care that s
incurred without wny state particination.

Paths of state inteey cation L
Assuming the necessary information is a\'nil-‘
able, it should be possible, by treating the extent
of state control and population coverage as
contin

historical chz13es in these two features of state

[ 2

*
¢
ua, to plot, for a particular country, the f\
bt

intervention in medical care. Countries could ¥

then be groupad aecaiding to similaritics in theie
historical  developmients. To  illustrate  this

proceduie, Figure 2 presents three hypothetical b
paths’ of state intervention, which could be I
considered as typifiing the broad features of k
diiferent histerical experiences. 1

.

It should be stressed that Figure 2 is only
intended as a useiul way of visualizing some
overall trends in state intervention. It docs not
postulate  any Jfived functional relationship

between the two dimensions of state control and 3

population coverage, thouch it is hypothesized
that there is a generid tendiey to move town ds
the tep risht of the grid. Rauther, its purpose is to

countrics have moved along these two dimen-
sions, without indicating the rate at which they
have done so or how far along the path they
that all

traveiled. It is pot assumed

mast common situgtion is §77¢ T which cach of
- PR T T s S oot
the nations on any given

show variations in the way in which groups of B

ath occupies A

Lavwiods rorme st

v
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10 r‘—
PathI: Western

industrialized
countrics

r
M
<
k4

terventun)

Z-path 1i: Socialist
countrics

7 Punlit:
/ Non-soviatiet

Vs undzrdeveloped

7/ countrics

(Shenkin 1973). Hosaver, after the ¢lectionof a
conservative sovernmeat in_1976_parts of this
reform were repeatad (Biorek 1977), indicating
thatitis possible tohave a moyement hackwards
along'a path, even if, as in the case of Sweden, it
INVOIVeS only a reletvely sniall distineg The
changes that took place in Chile after the coup
d'etat of 1973 (Bzimar et al 1977, Stephen

- 1979:345, Kiritzer 1931) represent a more

dramatic example of a reversal in state
intervention.

By providing highly visible contrasts, backward
movements such as these can help us clucidate
the factors_that Tzuznce™the, development of
stare TuvolvSmént ia medical care. At the same

0 State cantrol 100

{Pcreentage of all expen-titures in medicat care
that ar¢incuired through «tate ownership)

Figure 2. Paths of state intervention in medica) ear

somewhat different ‘po ng that path.
CETRE pafGCUTar historical circumstances of a
Coan Y Wil GRS T it Wil move

{mheron, and atwhat rate,

The tate of progress ulong a path Jepends on
Joaal factors and has often taken place by leaps
#ad bounds. This is particularly clear in the case
of many socialist countrics, whose experience
< hapdly be characterized -5 a ‘path’, since
2y have repidly achieved vaiversal coverage
sad tatal state control through sweeping acts of
reform. Yet, it is also true that most Easteen
Evropzan countiics elready had a fuirly well
\{:‘»clopcd social insurance system in place whea
1Ry became socialist repablics and that the
S2viet Upion fitst jpstitut alth msurance
Fiogamme before movin
g

adized modadity (Glaser 19:0:20).
e moiy L

Many  Western Furepran  countrics _have
NCTTATIENTTEVe! of "¢hverape, bat have
Teimained at iy
Mheenly canniid
Pl arg It
I _so ufter the ¢nactment in
:¢tled Seven Crowns R-fyrar, which praced.
2051 physicians on a straighl saliry system and
¢I'minated privale practicc_within hospitals

1N Naspid’s

g’ TowTevels of state éantral.
that have traversed miost of

g in 1937 10 a fully,

time, Tiowever, it is dificult in some instances to
determing whether <zecifie policies that reduce
the extent of state iaterveation are simply
temporary deviations from what oth:rwise is a
broad historical trerd tawards increased inter-
venation, or wheihir, on the contrary, they
reprosent an emerging shift in the nutere of the
rclationship betweza the <tate and the institu-
tion of medicine. The distinction is particularly
important in view of recent ztiempts by
conservalive governments, for instznce in Great
Britzin and the Usiteg States, to strengthen the
role of the private <cctor in the provision of
health services (Relzan 1980, Pollitt 1982,
Vay da 1983, Klein 1954). If cuch recent changes
were to constitute mzjor shifts in the character
of state intervention, znd not mercly temporary
devintions from a trend towards increasing levels
of state involvement, it would stiil be an open
question whether such shifts will be backward
movements along the established paths or
whether ‘counterinienention’ will precced
along completely new paths.

t

The cencral point, than, is that the peths do pot
inoy that groarecinn towards e zacedsiale
control and popellion coverage s inevitable
nor Uit move e aloag a path vl be smooth

and continuous,
HC SOV,

Dis:inct patterns of development

The foregoing caveats should not prevent us
from appreciating the potential usefulness of
Figrre 2 in interpreting some fundamemal
trends and in deriving generalizations which can
be subject to empirical tests. Qur formulation
does suyzest the existence of quite distinct

€
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putferns of state interveniion. particularly when

f’;uhs I and UI are compared. Most Western

industrialized_countries_have takin Path T, b

first increasing their population coverage, \\ﬁﬁ

the state fehine Neavilyodlilic.private sector

Both” for the delivery of senvices and for ghe
TERIA I

3

adm a_of benefits through the existing
sick_funds. Y1ere, the extensions of more direct

and cnfordng _the compulsory e
SUCCCSSIve populalion groups ia an insurance
plan, Tarzely came about_only alter_a mich
percentized of The population was al—rc—naj
coveredTGenerally speaking, Path 11T, which
represents the  expericnce of non-socialist
underdava'eped couatries. is almost the mirror
image of Path I With faw exceptions, state
intervention in these countzics was nog based on
the use of private pesouresss these remained ia a
sepanate s for providing medieal care to
i it de aad upper classes, THiTend, e wale
e DTS et ork T of_faailities. and
providers to care_of relaively small
ST o] (s oo hat Pod acease to

- sion Deganer (hey vere voor, had

state conirol, beyond The Tundtishs of financing

'

)
t
i
i
;‘:
PrSuiiunhddhduinh i N <
Popul iGN COVTTALE across Lroups of coumn'»(",
: ) UpS ounine
In_this_respect, countiies

meaning that they
the other hand

toward increased state _control and great

¢ becoming nmr,c_njikg._(),&;r

different_countries, by moy

through niifférg:rfl'p;lghs at different rates, my
for a while, to rema

ree. Such “differences are ‘mog

time using the typology sct outin the first part o’
this paper. E

modalities in two or more countries at any on.t:

There has been substantial disagrecment in th
medical care literature as to which of these l\u[
processes, convergence or divergence, prc.:
dominates; while some authars (Ficld 19735
Mechanie 19732, 1973b, Anderson 1977) hclicu'}
that there is a definite ticnd towards cnn\'cm;
cnce, others (for example, Efling 1980:50-80 N
explicitly reject this view. In fact, the disagree
ment is oot peculiae to tate intervention ir¥
medical affairs. [tis partof a much larger I8Fa 8

120K
ZEUEH

concerning the process of national daveloy
>en clariiicd and:

s N
cemin vl 10 a fund, or were made the

asawiole a debid T R D
reviewed by Meveretal (1975)7 ¢

Piizfc fenanicianes of siate action. Only
AT T ORI N Stem was i place did these
-, ~ I TR The e mm ™
countrizs start enlending the prevision of
seivices 10 alarzer part oi ihe posulation.

Even though they are bas2d on a fair number of
9lv<en‘ ons, the proposed paths of state
intervention should be considered as only
hypothetical. Gne would need a more thorough
empirical imvestigation to driermine whether
these puths traly relect the historical experi-
. €nces of siate stervention and, if that is the
case, to specily not only their precise shapes, but
:13<o l}‘.F 13108 &t whichyyounivics have moved
miony them. We would £1s0 have 1o identify. as
W altempt to <o in the next section of the
paper, the jor variables that micht account
for the (dilfers i the forms of state
intervention in medical cire,

Divergence and convergence in medical

care malar variables

Ihe pocess of tracing the paths to state
. IRtervention sseims to reveal the existence of two

sels (_»f tenddnsies that coerate in opposite

directions. On Fe one hasd, there s a xrcn‘d

With regard to medical care, cur ancly
sugeests, as indicated above, manifestations eff
both convergence and divergence, rather than :'f
definite predominance of cither of the two. i
this is so, we nced to identify those varisblesd
which tend 1o produce similarities amone thef
Eistorical experiences of various countrics and s
those which tend to produse differences. In

seeking 1o do this, we shall adopt the view thatd
modern natien states, while  developing irgl“
RIS O Al forees, disiingive to cach. b

are also part of a_‘world sistem’_that mater{ilh

deternuncs the character and of davelop-&
ment in all states, as it also constrains in

¢
Sulonomy of processes infernal to any civen
saciety (Wallersiein 1974, Tilly 19757601638,
STTer and Hannen 1979112, Bergesen 1930:5-
¥ e N
7). Acvordingly, we shall postulate that the mgin
{cns\'\nﬁ for <'rm:"n'15_1i~n}il..ni_(‘i}:sai[xllglg_c_\!.k!.i‘__‘_'i‘-ls
n_their moeduliv:s of «tate intervention_in
e_is the pervasive presence in the k.
. B O T o
m’ of {orces which include:

g
£
.5
:
4

P E
¢ the processes of industrialization and urban- &
wation. 4
® the emergence of a ‘medical world cconomy'. E
® the establishment of a ‘world polity”. b
13
%
3
. .

\s o the persisti
N ostulate t
seem 1o converg & shall P“‘I:(:: N

It forces

differento: § ¢ the struct
pALLLS BURLL- S 1AL " the s)‘slcn'
clearly seen when one compares the pattern o @ the prevat

o

State intervention

ng differences among states, we
nat these result from internal
operate at the econm]\ic, political
i ideological levels. The most important of
Sy appear to be:

are of the medical care market.

1 of interest representation.

ling norms about the legitimacy of
auspices (patronage) and ownership in the
health care sector. -

EThe scupe of this paper docs not pcrmit a
E g.nailed account of the effects of cach of these
variables. What follows, then, is only a bricf
cyplanation that may guide fvture rescarch. 1t

Suld also be stressed that our analysis does not

i~:lude all the variables that might be potentiaily
esful for expliining state intervention within a
pecific country. The purpose, rather, is to
present A sct of vatiables that are general
¢aough to be shared by a large number of
sountrics and that, at the same time, act in ways
that pros

ce similarities and  dissimilaritics

cnong coun e
A ————— b

Cenvergence: a world-systemn approach

Indusirializ ation end urbaiizaiion

The proccss of development almost everywhere
in the world is accompanied Ly large-scale
2;0nomic and political changes that indude the
increasing dopendence of workers on labour

matkets zad wages, the concentration of
manufacturing in factories, the growth of cities,

the spread of political mehi'zation and the
consolidatisn of state power. There is wide-
spread agreement on the cresial role played by
sane of these changes, especialiy those linked to
industrialization and whbanizotion (Mechanic
1975h), in stimulating the intervertion of nation
states in medical care. This cifect is scen most
clearly in the growth of social insurance and
social security systems worldwide. As Sigerist
(1943) asserted, *Social insurance is a result of

The strength of this factor in promoting
convergence in the world system can be
sppreciatzd by censidering the way in which
very different patterns of industrialization and
urbanization have led to rumartbly similar

in medical care 25

social insurance schzmes. The Western Euro-

pean pattern was charscierized by.a slow progess.
(L 100k phace oser mare than twa, centuriss.

I'tora and AT {18300 have shown that during

this slow ati sriatization and urba-

nization, together with the political mobilization

of the working class, wzre critically important in

the infroduciion of sodial insurance legislation

there. By contrest, many lﬁgulg_cvclqacd
nations have cxpmx(ﬁ(fu_s_t_ﬂ;\)izn_ﬁaﬁi@ud
Urbanization as rapd_changes through _forced
mobilization, a procsss in_whigh the_state has.
assumcd the leading role. Yet, under conditions
so unlike thase in Wesiern Europe, (R results in
t&tms of social insurance programmes have been
remarkably similar.” For example, in most
couninies these programmes have started by
basing cligibility on the principle of contribu-
tion/privilege, so that coveraye was limited first
to industrial workers 2ad, later, to their families.
Morcover, such prozrammes have all adopted
roughly similar methods of financing. Even in
countrivs where medizal cwe fucilities are
owned by the gove t, the fnancing .of
cocial secarity piogremm s has typically been
through some form of payroll tax whase
proceeds go into a spacial fund managed with
considerable, autonomy and largely protected
from the competing budgetary demznds of vther
governmental bodies.

Part of this convergence is attributable to the
dynamiss of industrizlization and urbanizz ivn
as they unfold within any siven <ocicty. For
instance, the dependenze ona labeur market for

i

cash income, wiach nas  accoinpanied the
advance of industiialization and waze W K ha

caused insccunty ong
eVCIVWICS. fn 2 1,
contributed to state Intervention by sharpenin
the néed 10 maintain. a_healthy lubour force
capanle of achieting the High levels” ef

productivity Tequired by industrial enterprise.

ation ot only creates the need f{or
—lﬁE—\\_{‘.’-‘r{'ﬁ—\EA['\rv.\‘pnI:Tt»l'r\n E@Tﬁ\t the

< ead Esability, Dut also provides
the meais 6f o Nat proféelion. THis, the
spread of wage work and the concentration of
workers in urban factorics create the resources
and opportunities for finuncing special sickness
funds and for developing an organized network
of medical care facilitics. A similuity across

[ndustrializ
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c{(iu.'ll, to produce convergence in the docree of
i

«Ct state ser_the production of

medical senvices.
phehinhiibiichii ol

The medical vorld econormy

organization. .. It is to pursue  progress
rationally on behalf of the nation . . . (Meyer
1950:120).

The world ideology of modernity has been a
major factor leading to convergence among

medicine. Modern medicine provides systems of
evpranation and strategies for action which are
presented as .rational alternatives to folk or

moralis:ic interpretations of cxperience. Indeed;
madical_explinations 3nd “Folutions have ex-

panded beyond the phcnomena_of_disease,

norms about the legitimacy of auspices and
ownership).

M. Sructure of the medical care market

The structural chzracteristics of the market for

: — - — e
worm wemis - - U PR Sk s i el - .
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. - . . = J g zion. Ac ntrary is
nations in both the needs created and the  The worldxdmlogyofmodcrmry " heir peoples “hl,c}l,ga_rz_bgf_vmlledd.°n1_)_,§1,t.h¢ POllt']"?al 0"23"}1-: ‘3&‘:2;(”;::)'-”‘]25 ggrcc;r)for
opperturiiies offered by industrialization seems The mechanisms for convercence 80 beyond | provisicn of adequate h.c_arlng‘ga"g___sogﬁlJnem cqually nma;m . ”C: el e forces for
16 3E35unt Tor at least part of the trend towaid ccenomic and technological factors. Indeed & sures (quoted in Glasér, 1970:9). ;g;’gi‘;\g‘:‘nsﬁdh_.a..,'{ n:xion states co)x'ﬂinuc to
onvergent modalities of state intervention in - ineinely ars at the R ™ . . : L ~r S
:r:cdici care l ‘ Mc);(fr (19§O¥dhns. con\m\.T:l) Jbr::ucddxim k' E Two sets of considerations have _cont.nbuteq 10 exhibit such a wile range of variation in }he
‘ ' ;:?“luqn“t\;rms S)o?cmhf?“nsn' " fun oood = the legitimacy of state intervention in medical “levels and forms ¢ state intervention in medical
. . . . cly iy elationship i = ; o - . cse (Jiffo
In terms of the 1wo dimensions underlying the c\_c‘hgnlc One musl’ a'<00‘:a£::r?n(c; .lcccctz‘r:’c;r:"c M re. The first 1s1b_§_nsmmm,,of.b_mhhmmns care. As we havg s22p, these differences are not
propesed paths 1o state intervention, the shared ot UMTTFTL he n';u'on state o arisht (Heckeland Cairns 1685). This Fr}n‘cllplcd, random; they hz-,: patterns that the profiles of
: . shared s N g st v e DN . e o intery ;
) advance of industrialization has had a direc a8 The Jegiumate asent of rational prooress S . which is an extension of the concepts of civil an modahiics and th2 pths 10 state intervention.we
8, i he extension of coverage as larger e sllMAte 2gent of rational progress. Such Mitical rights to the realm of social affairs, can  spased attes=t to capture. What is necded

! hmpact on the extension of coverage as larger rules are highly institutionalized 1n What Meyee ¢ polilt = i - impl d e f
scsments of the population have been incorpo- calls the world polit . lecitimize the & be expectad, as itis more widely imp emented,  1eX(Ts a st of weriables that can account for
rated into the industrial system of production, ‘.] 1sion [k,L‘ [,1 .[y : T ,tg ,‘,‘Fre i 1o produce cross-national cenvergence toward  (hese persistent Jissimilarities. As indicated
And, 2s indicated carlier, to the extent that .c'\ 20 world def; --"‘ni‘{':;“.'l"rd“l-m CS B reater population coverage ca the grounds of carlier, such vidzbles operate within cach
S— T N - ™ v, ~ M Y B k-3 A Y . . .

- industridlization_paves the way 1o fougnly o 906 World de .f\j..onsio‘ ,-"-;IUS“ 3 slnns, s Citizenship alone. nation state. Trzy include cconomic factors
i en e ety perspectives, puspases, and policies properly to (namely, the stzucture of the medical care
S—”—“'hf—n"?‘k‘m“iw‘?f\.ﬁ'ium —ahd orgamzing be pursued by nation-state organizations. The & scond sct of considerations arises from an HE Y, the st . .
medical care, it also tends, other things being 1 b 0 be de . ¢ The second sct of considerations ariscs | : market), political forces (ihe system of intcrest
O R e 2. = o ] 3 H . ¥ B ~ ¢ v . . . e .

state, above all, is to be a modern rational : eypansicn i the  lesitimate functions.” of representation) 2xd ideological definitions (i.c.,
7
I,
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As Mechanic (1975b) points out, there is an
‘laternztional knewled
ponarma DRI
boyeRdTIE seCpe of this
determiinants and dynamics of the various
seetors of that marketplace, which iaclude the
diffusion of knowiedze throush  meetings,
journals and text™aoks. the transfer of techno-
logy through muiiinatioral pharmaceutical and
medical equipment companies and ihe migration
of medical personniel facilitated by the standar-
dization of training programines. Tach of these
szctors tends to create, isroughout the world,
the conditions for a medel of medical work
buased on CmoTeN_oreanizations Ui, I et
¢ases, can oaly be financed aad operazed by the
tiate, Eveninthe face of very dissimilar pitterns
of diseaze, practically every nation state aceepts
and dmplements seier medicine and the

technology and man-
2ol al madicihe. Tiis

paper 10 anzhyse the

high-technology practice that derives from it.
Alimost everywhere, hospitals have become the
teinlr il Brgamzations Tor

v .

¢ provision of care,
s wiih afrly équivalent training
the dominT I ptactidoncts. In the
ated "By 3 medical_world
has increasingly Sson catled
U2 1o_take ThE 1T As_the_ealy, actor with
cnough resources 1o be an cffective buyer, or
wWith™ sufficient “POwET to_control_the other

and physicia
KT

PGl SEEY RS Taternational private
SCetor.

B i T TP

countries and the provision of services by a
complex state apparatus has become a chasac.
teristic of advanced  and underdeveloped
societies aitke. A healih cate system has become
part_of the institutions of modern i id the
participation of the siate i SUCh ™A system has
becanme partof the definition of a n ern nation §.
state, The worddTodTiay of M ation and
Frogress kas made it Icgitimate for sinies 1o be !
actively TvalRed 7 the 6 dniction, financing |
and delivery of he ! cs_to_their own ¥
reoples, and to collaborate with other nations
on ciforts explicilvpRitine nf o Tiedlih,™

.
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Scme of the most imporiant components of the
world polity are international organizations.
These oryrnizations have tranccended their

r-

initial concerns with the aegative dmipact of |
epidemics on cominercial and mi ary expan- ¥
sion. Nowadays, international badics cover f
every aspect of health care organization and ke
have beea prominent in the diffusion of 1he &
paradigm of scieatific mcdicine. Even the E’

attempts at reforming this prradiem in order to
emphisize primary care have been given

T

decisive impetus by arganizations with a global r
span of action. In all of these initiatives the state ﬁ
15 accorded the leading wle. Fur cxample, the £
Preamble to the Consiitution of the World b
Health Organization explividy declares: *Gav-  +
ernmenis have a respardbi'ty for the healih of "
3
.
i
f.
v
£
R

sinctv deined, 19 ¢atompas an_ _i”g, set
of objecis, renging from certifyiang p :’ltid,m.)d
nental ao 1y to verifying the quality of ajr,
Water 22d housing; Trom crime and drug abuse
10 ciild rearing, sexuulity and the full array of
tuman Rebits, T its own ¢ITor(s at moderniza-
fion, he e as a radonal aconl has often
utlized the svstemns of explaration and intepign-
sien_oizerzd Dy mediaine, incoporating them
G0 its vigws of pragress. ‘Lhis process of
medicalizztion has not nccessarily been due to
asic ‘imperizlistic’ tendencies of physi-
cians. Rather, members of sovermment have
vlien atiempted to expand e boundaries of
medicine beynnd discase, as they seek rational
evplanations and solutions that justify public
imolveinent in broader arcas of social life. By
ding o, they ‘have uhko conferred added
importance on madicine, making it amore likely
object of state intervention. By adopting a werld
ideology of modernity, statés teiid to Tmpose, on
mediding he I6Wn raticnality, that_of planning
and” @i T Eiton, moving in converging paths
T -
toward hisher levels 6F ifote dircetstate control.

Rivergence: internal variables

Itis pot infrequent to find expressions of
“mazemznt wbout the great similaritics among
the hea'th care systeims of countrics that differ
vastly in cconemic development  and  socio-

mediately before a gov-
ernmental heaih frasramme is iziroduced scem
1o limit_the ra of options availuble to_[l_x?t
prograrime.. As a consequence, differences in
the structure of the medical care market among
countries are a sowce of corresponding
dissimilarities, or £ence, in their forms of
state intcrventica, even though state interven-
tion itself may s:tiequently alter the market
structure in fundzmzntal ways.

medical senvicas

bility of private resources
atroduces dif

The differential 2
is a key Teatire th  differences in the
modalliies of iz intenveatjon, Two scts of
private resources are perticul ly Jimportant.,
The firstUis_ the avrence of privite insurunce
agencies (or Turls) which are in a position ta
take “over the inisirciion__of _the  puiftic
programme. As Glaser (i970:13) says: ‘A
melinge of sick funds with their attendant
administrative complexity is the rule rather than
the cxception undzr national kealth insurance,
because of the suzcess of the private funds in
gaining official stztus after the enactment of the
statute’. It can be argued that variations in the
number and power of private funds have caused
divergence not enly between the developed and
the underdeveloped countries, but also among
the former, as exemplified by the case of
" modality C1 compzred to D1in Figure L.
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A similar effect can be attributed to a second set
of private resources comprising the facilities and
persennel that actuaily produce medizal ser-
vices. The exteat to which a newwork of
hospitals, clinics, and private medical offices
already evists when & governmental programme
is initiated appears 10 be a crucial factor in
causing the medalitics and paths of state
intenvention to diverge. Whea thesc resources
are suificient and available, the tendency is for
government to restrict itself to financing alone;
otherwise government usually builds and staffs
its own facilities, instituting a more diract form
of control. As a case in point, the major social
security agency in Maxico at first attempted to
provide medical services by contracting services
out to existing privaie hospitals. However, as
the availahility of such resources fell behind its
yrowing requirements, this agency had to build
its own hospitals and hire its own physicians
(Freak et al 19:0).

We conclude that the availability of private
FESSUTET T MY TS The paticins of stale
e onnon TR a CoTry Wil rédard o
population coverags, it can Be aroned that the
of private reeourss, the
A iccrcase, Joneser, e
] is on the dagree of direct
state contral. Qther things being equal, a gredler
avalability of privais frooufees 1eacs 1o tower
tevels of state contzol, with the state rehying on
1hS prisate scctor for maay of the administiative
and productive functicns of the medical care
programme. A sybstanial amount of the
Gificrence between Peins | ond UT(FETe T can
P oneTamed Dy TiT aaes 0 the strusture of
medical care mark2ts. The countries that have
Inoved atong vath | begen with a fairly well
developed network of private resources, they
were able to extend coverage at a fast rate
without greatly increasing the degree of direct
state coutrol, On the contrary, the low
availability of priveie resources in countries that
have followed Path (1 meant that they were
able to extend coverage only at a slow rate and
through a high degree of state control.

creaiel ine avallab

fasier coverage
more import it efie

System af intercst represeniation
Since the nineteenth century and, even more 5o,
since the cnd of the Seeond Worid War, medical
carc has become an ohject of political demands,
collective burgaining, partisan programmes and
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group pressures. The forms of health care
delivery that have emerged from the interplay of
these forces have been shaped by the institution.
al arrangements that the organized groups of
civil society use to acgotiate their interests with
the state. Because thege arcangements differ
from country to country, their main cffect hag
been a contribution to divergence among the
modalities and paths of state intervention in
medical care.

From among the many industrial arrangements
that represent partisan interests, the one most
relevant to our analysis is the extent of
corporatist representation of the various occupa-
tional groups cngaged in the production of
medical services, most especially of physicians.
We use the terin ‘corporatism’ in a broad sense,
to refer to a system of interest representation
characterized by  hicrarchical and  non-
competitive occupational associations, which
represent  their members’ inteiests through
dircet negotiations with the state (Schmitter
1979, Jessop 1979).
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As we_show in Figure 3, we propcse that the
ability of physicians to shape heclth care
procrammes  closer 1o their own intercsts
depends not only on the way in which they
themselves are organized, but also cn the nature 5
and strength of competing associaiions. Ph)‘si-i
cians are most powerful when they themsclves [
are highly organized jn a corporatist mnnnc:b
while their competitors are not, and are least &
powerful when their competitors are highly &
organized while they are not. s

GELaxitrad

For example, in the United States, by virtue of s
their organizational strength, physicians have {
long enjoyed a position of relative dominance i
compared to other, less highly organized. k
interests. But, more recently, the Amcricank
Medical Association has been losing it least party
of its traditional political influence as others
gronps have increasingly engaged in directy
negotiations with the state. In this respect, Start}
(1978) writes: “The enormous growth of lhti:
medical industry over the past two decades has?
thrown up interests at least as powerful aty
private physicians. Hospitals, medical schovlk
centers, and the insurance industry now county
heavily in the medical system; and ... thek
intercsts of the corporite organizations arc no

.

+

Stataintervention in medical carg

Representatien of physicians

. Corporatist

Nen~orporatist

Non-corporatist

Representation
of other

Very powerful
professionat
association (e.g.
UsSA)

)

groups

Cerporatist

Moderately powerful
professional
association (e.g.
Sweden)

Figure 3. Power of professional associations according to moZss

representation

the same as those of the profission. To solve
trir ewn financial dfficultics, the medical
s« als and hospitals have often invited federal
sp.:n.dmg, instead of resisting it. The principle of
putlic financing was not imposed on them
st their will; it was established partly by
it own efforts.”

the power of medical associations within
miries, Figure 3 can depict the wide
tens in this regard among countrics. To the
extert that the modalitics and paths of state
tenention are affected by the power of
l‘ii}:c:nl ny.:dical associaticas, the net cffect of
:".L\F,C;‘"! the system of interest representa-
\f?\';--:‘c:x:. ' influences tiis power will be a
c\“;i(f\c ;mong countrics, a divergence most
St.'c;'::" mhl,c dcgrcg of diiect stzie control. The
s ;{ffht~ e ;;r};)f'cs‘s-.onal assqcn:!ion, the larger
e \_'.‘.‘.:Lrghu cixl‘h care policy arcnas in which
3550\“3-.;‘].{0“ wi d *:a\'c to negotiate with the
o p”.)d‘m,'an enre the l"t\\‘cr the aspeets of
o d}:f to.u of health services that will be left
¢ discretion of the state burcauciagy,

\Onr ko Litmacy R
' Sac .ll[('>l 1

[{ of aus
. 3) f spices and

Ziald hug da .
!d kus demonstrated the importance of norms -

about wyent,

C':VJ(J! l..ns!wccs and ownciship to the sociul

1-(; ;k_)_‘.c-l' m'dusmc.s in general (Zald 1978) and
sO:pitals in particular (Zald and Hair 1972).

225 of interest

" Differences z2ong countries as to who may
lrvég;:::‘r:1it;l')c |L' ::’.( opcrq’le of employ i
_ 4 o produce medical care are
Ilkcly‘l.o be reflected in differences in the
modalities of s*zte intervention in health care
patticularly iz the Jegree of direct state contral,
A radical red tion in the norms na\‘cr:‘ir‘;
auspices and cwnership seems to have been .;
very imporntani <lement in the rapid increase of
state control xmong socialist countrics. Thus, a
s)uhstnnml amaunt of the discrepancy bcluc:m
Paths T and il may be accounted for by
dn(fcrcpccs in ihese nerms in the two cets of
countries concernad. Even within medality Al
(Figure 1), 2 mujor difference between the
spcmlpt countries, on the one hand, and nations
like Englind «2d Swedon. on the other, lies in
lhc. fact that the lLater have [)rcs:;\'cd a
lcgmmnlp arena for private practice: Morcover
as described during the carlier discussion of
backward movements along a path, a redefai-
tion of the norms of ownership and auspices can
sometimes occur in the direction of reduced
state control. Another example of how these
norms can produce persistent differrnces amony
nations is prosided by the United States. The
tincl that Medicuid represents, 10 the best of ou
knowledge, tic enly large-scale governme
programme that purchases health care for the
poor, rether than providing it-dirccily, may he
rcl:um.l, at leasi dn part, 10 sirong ideolngical
commitment to ise private cmcrprfsc system in
the United Staics. '
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ard outside the healh field. There is ciery
reason 10 hclieve that these traditions will
continue to advarce our understanding of 2
process that has deeply shaped what medicine is
teday.
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