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ABSTRACT 
 

Over the last decades, health care reform has been a central concern of eco-
nomic policy makers around the globe. It is therefore a particularly interest-
ing example for the application, and further development, of theoretical ap-
proaches to institutional change. Based on a brief overview of the literature 
concerned with such applications, the paper shows that a differentiated 
analysis of agency in health care reform, and in particular elite decision 
making and its determinants, is relatively underdeveloped compared to dif-
ferent strands of more structure-oriented approaches. Using examples from 
the comparative literature, some avenues are outlined along which such an 
analysis could proceed. 
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1. Introduction  

Health care reform has been an important part of economic policy agendae for decades in many 

countries around the globe. At a first glance, the basic concerns and perceived challenges are in-

ternationally quite similar; very roughly, two groups of problems can be distinguished. First, 

there are concerns with cost and efficiency, for example rising shares of health spending in public 

budgets and of GDP, inefficient organisation and perverse incentives, and the insufficient respon-

siveness of health care systems to changes in key parameters of their environment, such as tech-

nological progress, the demographic composition of the population, and levels of subjective con-

sciousness and preferences for physical well-being. Second, the discussion on health care reform 

has a strong component of equity and social justice, e.g. as concerns the extent to which the 

population is to be covered by health insurance independently of income, the access to high-cost 

treatment, and the relation between inequality and increased competition (between providers as 

well as insurers). Taking a closer look, however, it quickly becomes clear that within this general 

setting, specific problems have been emphasised and dealt with in very different ways across 

geographical space as well as time. For example, the question of universal compulsory health 

insurance has been a key topic in the United States and a host of Latin American countries up to 

today, while in other countries where universal health insurance is, at least in principle, estab-

lished, cost efficiency considerations have been much more prominent. At the same time, while 

certain instances of international transfer of health care institutions certainly exist (e.g. the estab-

lishment of structures broadly similar to the British National Health Service in Southern Euro-

pean (Spain, Portugal, Italy, Greece) countries in the 1970s, or the transfer of  the Ger-

man/Bismarckian system to Eastern Europe (e.g Czech Republic, Hungary) after 1989), it would 

certainly be inappropriate to speak of a general "convergence" of health care systems around the 

world or even in Europe. 

Due to its economic significance, health systems and health reform has been subject to various 

investigations in different disciplines such as economics, public policy, organizational studies, 

and epidemiology. Well up to the 1990s, however, as several authors recognized (e.g. Reich 

1995, Walt/Gilson 1994), this literature primarily had a normative and technical bent, with stud-

ies concentrating on questions such as how to define the health status of a population and meas-

ure it in an internationally comparable way, how to optimally design different components of the 

system, and, in the particular case of developing countries, how to build up human capital to run 
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the system and to channel and condition aid in the most effective manner. What remained under-

emphasised is that health reform is by its nature a political process, substantially affecting not 

only general welfare and public budgets but also the relative positions of interest groups. There-

fore, it is normally not useful to regard change in health care systems as a necessary, and theo-

retically unambiguous, consequence of exogenously given problems; rather, it has to be seen 

endogenously as a process in which problems and perceived "solutions" are formulated and sub-

ject to complex filtering and negotiation processes in the context of multi-level institutional struc-

tures.  

The "political economy of health reform" and its implementation, while still clearly underempha-

sised in neoclassically-inspired health economics, has attracted increasing interest in the socio-

logical and political science literature. This literature by now features a considerable number of 

descriptive country specific studies and there are also several attempts to systematically compare 

the evolution of reform in different countries whose levels of economic and social development 

are roughly equal. In addition, there is a smaller literature on health care reforms in developing 

and transitional countries (esp. in Latin America and Eastern Europe). As will be shown, the 

thrust of this literature focusses on a comparative analysis of structural conditions such as the 

institutional features of the legislative process or the influence of interest groups or public opin-

ion in the formation of health policies. What tends to be underemphasised is the role of agency, 

and in particular, of characteristics of political elites and the concrete features of elite decision 

making in the evolution of health systems. Relating to the evolutionary theory of economic policy 

(e.g. Meier / Slembeck 1998, Herrmann-Pillath 2004), this paper argues that by insufficiently 

regarding the role of agency, a central source of "variation” in international health care systems 

remains underinvestigated. At the same time, given that external pressures on health care systems 

often exhibit similar patterns, a better analysis of international variation is crucial in understand-

ing the adaptive efficiency and viability of different structural features in a dynamic perspective. 

The paper is organized in two main parts. The first part outlines the main existing theoretical ap-

proaches to the comparative analysis of health care reform and gives several examples for their 

application in the literature. Drawing on this, the second part argues that both on the theoretical 

and empirical level, these accounts pay insuffient attention to the agency element in institutional 

change, in particular the role of political elites, and substantiates these points by several exam-

ples. In conclusion, some possible directions of future research are suggested.  
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2. Theory and Application in the Comparative Analysis of Health Care Reform: a Short 

Survey 

2.1 Interest Groups, Rational Choice Institutionalism, and the State 

A long-established approach to the analysis of health care reforms is the focus on interest groups 

and their relative power in bargaining for institutional change. Since resources to influence the 

political arena are by principle unequally distributed, there is ample opportunity for well-

endowed particularistic groups to block change even if it were clearly welfare enhancing and 

therefore democratically "legitimate" in a general sense. In a foundational study in this line of 

thinking, Alford (1975) introduces the notion of "structural interests", which are interests served 

or not served (and in consequence, "dominant" or "repressed") by the way they fit into the basic 

logic and principles by which the institutions of a society operate (Alford 1975, 14). A standard 

example for a dominant structural interest is the "professional monopoly" of medical experts (e.g. 

doctors, researchers); a combination of specialized and costly-to-acquire knowledge and a high 

(albeit in tendency declining) level of prestige and legitimacy in public perception usually renders 

the bargaining position of medical associations strong. For example, medical associations suc-

cessfully blocked or diluted the introduction of universal national health insurance in several 

countries such as Switzerland (Immergut 1992) or the United States (Steinmo 1995). Tradition-

ally, doctors tend to view national insurance programmes as a threat to their professional inde-

pendence; for while those programmes expand the market for medical care by using collective 

resources to pay for medical services, they imply strong incentives for governments to control the 

incomes and activities of doctors (Immergut 1992, 57 f.). 

Of course, there are many other interest groups and organizations that can influence policy out-

comes. For example, the degree of unionization can be an important counterweight to efforts to 

block the introduction of national health insurance. Autonomous sickness funds have regularly 

posed as important obstacles to political intentions aiming at a stronger unification of health in-

surance (see e.g. Döhler/Manow 1995 for the case of Germany, González-Rossetti 2000 for the 

case of Chile). Pharmaceutical companies have frequently been antagonists to cost reduction ef-

forts (e.g. Reich 1994). Taking a more general perspective on interest groups, it is clear that the 

relative positions of political parties in certain periods have frequently played an important role 

for the speed and direction of health care reform (e.g. Wilsford 1994a for Germany). 
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Following a wave of theoretical work on the autonomous role of the state for institutional devel-

opment (Evans et al. 1985), scholarly attention has also been turned to relating the direction and 

scope of health care reforms to the extent to which the state (that is, politicians and the bureauc-

racy) can insulate itself from the influence of particularistic interest groups in the pursuit of re-

form. For example, David Wilsford (1994b) suggests that in countries with a good record in re-

straining the growth of health care expenditures while continuing to provide ready access to rela-

tively high-quality care, politicians have been comparably successful in increasing state auton-

omy in the formulation of health care policies as against particularistic interests (his examples are 

Germany, Japan, Canada, and Great Britain). An important general point here is that the state can 

actively change the terms through which policy outcomes are collectively decided, sometimes 

even against entrenched interests, as long as the policy imperatives are fairly powerful. Sufficient 

fiscal pressure can therefore be instrumental in reducing the relative influence of interest groups 

in health care reform. 

A theoretical complement to traditional interest-group based theories is rational choice institu-

tionalism, which offers an analysis of decision making among interdependent actors as an appli-

cation of game theory. Actors are assumed to carry fixed preferences and maximize utility subject 

to the rational evaluation of their counterparts’ reaction, where the game’s structure is determined 

by the institutional framework (Oliver/Mossialos 2005, Ovseiko 2003). Institutions tend to be 

seen as voluntary devices for overcoming collective action dilemmas, ideally leading health care 

systems towards more "efficient" results. The rational choice approach is somewhat implicit in 

many analyses of health care reforms (comp. Oliver/Mossialos 2005, 15 ff), but explicit applica-

tions of game theory to actual decision making in health care reform appear to be rare. 

 2.2 Historical Institutionalism, Path Dependency, and Non-Incremental Reform 

A causal relationship between the power of interest groups, eventually including the role of the 

state, and the evolution of health care reform implies a given structure of institutions which allow 

to channel and express interests in specific ways. A systematic analysis of these institutions is 

needed because in a comparative perspective, the aims, and relative resource endowments, of 

interest groups can be fairly similar whereas policy outcomes are radically different. In the con-

text of health care reform, this point was forcefully made by Ellen Immergut (1992), who pro-

vided a systematic investigation into the politics of national health insurance in Sweden, France, 

and Switzerland. As she shows, health systems in these countries developed divergently from 
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quite similar starting points: In Switzerland, national health insurance was rejected and the role of 

government is limited to providing subsidies to private insurance; in France, the government suc-

ceeded in introducing national health insurance but regulates the medical profession only in a 

very limited way; Sweden introduced a strongly socialized health system, featuring a de facto 

national health service that provides medical treatment directly to citizens through publicly em-

ployed doctors working in public hospitals. Putting the focus purely on interest groups, these pol-

icy outcomes would have to bear at least partial resemblance to differences in the aims and rela-

tive positions of medical associations in the respective countries. That, however, is empirically 

not the case: the reservations of medical professions (esp. elite private practitioners) against an 

expansion of government in the health insurance area were virtually identical in all three coun-

tries, and rankings in terms of doctors’ monopoly power and organisational strength before the 

inception of reforms (in the 1950ies) do not correspond to reform outcomes seen as of today. In 

Immergut’s account, then, the crucial determinant is the institutionally determined structure of 

"veto points" and the ability of professional interests to use these points for their purposes. In 

Switzerland, a central veto point is the popular referendum, which can be instigated comparably 

easily; based on the observation that the probability that a legislative proposal is defeated is con-

siderably larger than that of acceptance, even small professional associations were able to suc-

cessfully block substantial change. In France, due to unstable coalitions and a lack of party disci-

pline, the parliament (Assemblée Nationale) of the Fourth Republic offered substantial opportuni-

ties for interest group influence; only when the executive resorted to constitutional change in or-

der to circumvent the parliamentary veto point could health legislation be enacted. By contrast, in 

Sweden the political executive could count on decisions being routinely confirmed by the parlia-

ment, a remnant of institutional structures established to conserve the power of the monarchy and 

the Conservative Party during the transition to democracy; this gave doctors’ associations virtu-

ally no possibility to effectively block change.  

Another prominent example for an institutionalist analysis of health care reform is Steinmo/Watts 

(1995), who try to identify the key determinants of the failure of comprehensive health reform in 

the United States under President Clinton (1994). The argument here is again that neither an in-

terest group-based analysis nor a focus on political culture (see below) can provide a convincing 

explanation of the policy outcome. Instead, it is American political institutions that are biased 

against this kind of reform: analysing a long row of attempts to introduce national health insur-
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ance since President Roosevelt, Steinmo and Watts show that the substantial competencies of 

Congress vis-à-vis legislative proposals of the President, the enormous power wielded by con-

gressional committees, and the lack of internal party discipline especially amongst Democrats 

(combined with strongly federalist party structures) offered ample opportunities for well-

endowed interest groups to block or dilute legislative change.  

Historical institutionalism, then, to which the two outlined studies subscribe, can be described as 

an attempt to illuminate how political struggles are mediated by the institutional setting in which 

they take place (Thelen/Steinmo 1992, 2; their notion of institutions includes informal norms and 

conventions). In other words, the underlying assumption is that "the institutional organization of 

the [respective] political economy is the predominant factor in structuring the outcomes of group 

conflict, with the state serving as a non-neutral broker of competing interests" (Oliver/Mossialos 

2005, 10).  

The perspective that policy is pushed along particular paths by institutions that individuals mostly 

have to work within, without being able to choose them, of course bears close resemblance to the 

economic notion of path dependency (e.g. David 1985, Ackermann 2001), a theoretical connec-

tion that was first explicitly applied to the health reform realm by David Wilsford (1994). Ac-

cording to Wilsford, path dependency is a central theoretical instrument to explain the incre-

mental character of most health system reforms – indeed, in some countries, such as in Scandina-

via, this incremental character has been unbroken for decades (Evans 2005, 281).  But to account 

for the full range of health policy paths empirically observed, this analysis has to be comple-

mented by an account of sudden, radical changes: such changes will happen when, in a situation 

deemed "conjuncture", a set of exceptional circumstances concur into a novel, singular combina-

tion that ultimately channels the chain of policy events onto a new path. Wilsford sees such a 

conjuncture, for example, in health minister Seehofer’s 1993 reforms in Germany: there, the con-

text of a world-wide recession and the explosion of the costs related to German unification con-

curred with a strong majority of the ruling coalition in the German Bundestag (national parlia-

ment) and the willingness of the opposing Social Democrats in the Bundesrat (federal chamber) 

to decide partly against the articulated interests of doctors’ associations and the pharmaceutical 

industry. A similiar conjuncture occured in France in 1984, when a major reform of hospital fi-

nancing was put in place: again, it was the context of recession cum budgetary crisis combined 

with a clear parliamentary majority that allowed the system to be pushed onto a new path and to 
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achieve its cost containment objectives at least in the medium run (Wilsford 1994; Ro-

chaix/Wilsford 2005). Another example is the Thatcher health reforms in 1991 that fundamen-

tally transformed the British National Health Service following a "managed competition"-

concept. Here, it becomes clear that the probablity that conjunctures occur is itself not exogenous 

but itself depends on key features of the institutional structure: the winner takes all electoral sys-

tem as well as the highly centralized decision making structure in the British health sector clearly 

were necessary conditions for radical Thatcherite-style reform (Wilsford 1994; see also Tuohy 

1999 and Bevan/Robinson 2005).  

While all these conjuctures happened in an institutional environment whose basic building blocks 

remained unchanged, there are also cases in which radical reform in health systems coincides 

with, or closely follows, fundamental breaks in the general political-institutional environment. A 

clear example for this are health reforms in some Eastern European countries after 1989 (e.g. the 

Czech Republic, see Vyborná 1995), which brought a fundamental shift from Semashko-style 

central command systems to a combination of Bismarckian elements with "marketization" meas-

ures (Marée/Groenewegen 1997; Nemec/Kolisnichenko 2006). Another example are the health 

reforms in Spain and Portugal after the political regime changes in the 1970s that transformed 

highly fragmented systems of provision and insurance into unified structures following (at least 

initially) the example of the British NHS (although implementation in Portugal remained only 

partial; Guillén 2002). 

However, even conjunctures and "path changes" cannot achieve complete independence of previ-

ous events, therefore keeping the notion of path dependency fundamentally valid despite the fact 

that the range of speeds of institutional evolution is very broad. This argument is of course well-

known from the economics of transformation, where the institutional-evolutionary approach that 

fundamentally doubted the effectiveness of "big bang"-style reform has proven its empirical va-

lidity quite clearly (Roland 2000). Indeed, the general criticism that economic liberalization in 

Eastern Europe too often proceeded without paying sufficient attention to an appropriate institu-

tional framework also applies to the health sector, at least for some countries. As Belli 2001 and 

Nemec/Kolisnichenko 2006 (to take but two examples) argue, the institutional demands (in both 

formal and informal terms) of introducing elements of "managed competition" have been se-

verely underestimated and insufficient attention was payed to adapting Western best practice 

models to local circumstances. At the same time, it is remarkable that health reforms in some 
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former Communist countries (Czech Republic, Slovakia, Hungary) took up elements that existed 

already before World War II (the Bismarckian system, a legacy of the Austro-Hungarian monar-

chy; Marée/Groenewegen 1997). 

The general point, of course, extends well beyond the Eastern European case: as Robert Evans 

(2005), in his commentary on a collection of articles on the evolution of health care reforms in 11 

(Western) European countries, argues, in the course of reform, "the fundamental institutional 

forms and relationships specific to each country tend to be conserved … but these forms are 

adapted and modified to a greater or lesser degree to support the objectives at each phase" (Evans 

2005, 280). An example is the French system: while Rochaix/Wilsford (2005) acknowledge the 

radical 1984 change in the hospital sector, they stress the continuity of the French "state centered 

policy network", with an established constellation of the Ministry of Health, hospitals, munici-

palities, and medical unions normally working to prevent deeper reform (as exemplified for the 

case of ambulatory reform by Rochaix/Wilsford 2005). In a similiar vein, as e.g. Döhler/Manow 

(1995) and Altenstetter/Busse (2005) argue, the Seehofer reform in Germany neither changed the 

entrenched power of self-governing bodies such as sickness funds and provider associations, nor 

did it impact on the power of regional governments against which at least so far no reform had 

been possible. The British case, in turn, shows that entrenched informal institutions can have a 

significant dilution effect on radical reforms in formal structures: for example, Touhy (1999a,b) 

argues that the established mixture of hierarchical and collegial networks in the National Health 

Service, although not necessarily opposing the introduction of reforms to any strenuous degree, 

tempered the impact of the internal market reforms because, among other factors, the lines of 

accountability in the state sector, which suggested that the government would be held directly 

responsible for any hospital closures, remained virtually unchanged. More generally, it has been 

suggested that the workability of competition will always tend to be problematic in a policy area 

in which an ethos of cooperation – as opposed to a perception that there will be competitively 

driven winners and losers – is key (Oliver/Mossialos 2005, 18). Incomplete implementation can 

of course  be a problem on the level of political decision already, e.g if an encompassing reform 

is formulated as a sequential package whose enactment gets stuck, as the example of Portugal 

shows (Guillén 2002, 53 ff). 
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2.3 Sociological Institutionalism 

Depending on the general viewpoint as well as the specific application, sociological institutional-

ism can be regarded as an extension or anatogonism to historical institutionalism in that it fo-

cusses on culture, and individual identity and self-image, as crucial determinants of institutional 

change (Oliver/Mossialos 2005, 19 ff). The basic contention on the micro level is that individuals 

will act as social conventions specify because they seek to define their identity in socially accept-

able ways. On the macro level, policy and institutional reforms will only occur if they rest on 

socially legitimate, stable beliefs and values that in turn are important parts of nation-specific 

"cultures". This implies a partly new perspective on the durability of institutions and the frequent 

incrementality of institutional change: on the one hand, the stress on the relative persistence on 

non-codified patterns of behavior bears resemblance to the path dependency approach and the 

significance of informal institutions; on the other hand, the notions of belief, values, and identity 

are clearly of an intrinsic nature and therefore go beyond the role of extrinsic, if informal norms 

and frequency-dependent phenomena. 

The sociological-institutionalist perspective has been explicitly or implicitly applied to various 

case studies in health reform. Roughly, two approaches can be distinguished. One approach fo-

cusses on the mental models and self-understandings of elites and decision makers. This ap-

proach has been used by the older "Weberian" literature that treated elite perceptions as part of 

the relation between states’ "administrative capacity" to institute reforms and the scope and pace 

of these reforms (Jacobs 1993). A more recent example is Döhler and Manow’s account of the 

evolution of health reform in (Western) Germany, where the comparative structural stability of 

German health care institutions is, among other factors, explained by elite consensus about cen-

tral basic elements that the system should retain, such as self-governance, solidarity, absence of 

direct payment in the patient-doctor-relationship, and the differentiation among sickness funds 

(Döhler/Manow 1995, 157 f).  

The second approach takes a more explicit "culturalist" perspective, where culture is treated as a 

representation of socially shared meanings produced from the interactions of ordinary people 

(Jacobs 1993, 7; my emphasis); that is, understandings and preferences of the mass public are 

assumed to eventually translate into an impetus for health policy reform. Providing the most so-

phisticated study in this line of thinking, Jacobs compares the evolution of health care reform in 

the US and Great Britian between 1930 and 1960, a period that includes the establishment of the 
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British NHS (1945) and of the Medicare and Medicaid programmes in the United States (1965). 

Jacobs’ contention is that the single most important explanatory variable for the enactment and 

timing of these reforms is public opinion and its perception by policy makers, which became pro-

gressively institutionalised in both countries from the 1930s. Administrative capacity, the relative 

autonomy of the state against interest groups, and the prioritisation of different reform issues all 

become endogenous variables explained by the backing that political and administrative decision 

makers enjoyed from public opinion. Given this, there was a profound difference between the 

British public, which had subsequently become familiar with the strong role of a benevolent state 

especially in the health sector, and the American one, where a deep-seated scepticism about state 

intervention in general combined with a certain lack of clarity as to where the direction of reform 

(that was consensually perceived as necessary) should go – which explains the very different 

character of NHS and Medicaid/Medicaid that resulted from the respective reforms. Another ex-

ample close to this line of thinking is Saltman and Bergman’s (2005) account of Swedish health 

reforms (Oliver/Mossialos 2005, 20 f). Taking a cultural-anthropological perspective, Saltman 

and Bergman argue that the institutional factors of health sector development in Sweden are 

themselves the result of deep-seated cultural orientations. Despite some profound changes over 

the last 50 years (such as the enlargement of patient choice in the 1990s), the basic values of se-

curity and equality remained uncontested while questions of cost containment never reached the 

status in political debate that they obtained, for example, in Britain (see for this point also Jacobs 

1998). The cultural-anthropological perspective might also explain why, despite contrary inten-

tions, health care reforms in Mediterranean Europe in the 1970s and 1980s did not attain univer-

sal health insurance coverage for the entire population: these societies had traditionally been 

dominated by strong social cleavages and particularistic attitutes that were, if anything, aggra-

vated in periods of political turmoil and (partly) dictatorship. Contrary to Scandinavian countries, 

and Germany and Austria, Mediterranean countries therefore had not developed a solidaric, "uni-

versalistic" social ethos that is an important precondition for comprehensive coverage. 

2.4 Policy Learning and Policy Transfer 

All approaches outlined so far have mainly concentrated on national characteristics as explan-

anda for different (and similar) paths of health care reform. Given increased economic interde-

pendence and density of communication, however, it is quite straightforward to look at factors of 

international "policy learning", and policy transfer, as well. While the (economic) literature has 
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partly taken a normative stance on policy learning and "experimentalism", the focus here is on 

the positive side, looking at the extent to which international policy transfers have shaped the 

evolution of health care systems. 

The role of external factors in policy formulation and implementation is clearly significant in 

developing countries. Institutions and donor agencies such as the World Bank and the World 

Health Organization have been highly active in spreading their advice to client countries in the 

process of reform. Their influence is visible e.g. in the introduction of managed competition, de-

centralization, and the reorganisation of National Ministries of Health (Cassels 1995). As in other 

policy areas, the concepts developed have often been criticized for taking a "one size fits all" ap-

proach, neglecting different stages of institutional development and the political economy of re-

form in the respective countries. Whereas the approach of international organizations to health 

reform was in fact predominantly technical up to the 1990s, more recently an increasing aware-

ness for the implementation and realization of reform has taken shape (see e.g. Walt/Gill 1994, 

Reich 1995) and there have been attempts to systematically incorporate these factors into policy 

recommendations, especially in the context of reforms in Latin America (see e.g. Glassman et al. 

1999 for the case of the Dominican Republic). Nevertheless, analogously to what has been shown 

for other policy areas in the phase of "structural adjustment" in the 1980s, the implementation of 

reform concepts has been imperfect at best, with problems being located both at the level of poli-

tics and policy making and the level of bureaucracy, where incompetence and corruption was 

rampant. Thus, while there appear to be no comprehensive comparative studies on the political 

economy of health reforms in developing countries, it is probably fair to say that the extent of 

successful policy transfer has been limited; the primary reason for this is a lack of political capital 

and political will as well as of administrative capacity, whereas the presence of entrenched for-

mal-institutional structures has played a lesser role since in most countries in question these were 

simply not in place. 

This situation appears to be different in developed countries, where the idea of "best practice" 

transfer (again importantly propagated by international organisations, such as the OECD) had to 

confront the fact of established national health care systems from its very inception. While the 

presence of policy learning processes in developed countries has gradually become more intense 

over the 1980s and 1990s (not the least due to the substantial increase of information flows be-

tween national administrations and politicians), initial optimism about their impact and the evolu-
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tion of health care systems towards more "efficient" and market-based configurations has made 

way for a more sceptical stance (e.g. Klein 1997, Marmor et al. 2005). Overall – and unsurpris-

ingly in the light of institutionalist analysis – the implementation of ideas and concepts "bor-

rowed" from other countries clearly became subject to path-dependency phenomena, precluding 

simple accounts of "convergence". For example, Alan Jacobs (1998) investigates the purported 

convergence of health care reform upon market models as developed countries respond to similar 

economic, technological, social, and demographic pressures by comparing "market" reforms of 

the late 1980s and early 1990s in the UK, the Netherlands, and Sweden. His main finding is that 

although these countries did indeed converge upon the instrument of the market incentive, there 

was considerable divergence in the content and aims of their reform strategies; the introduction of 

market tools was used for attaining very different goals (cost control in the UK, increasing qual-

ity for patients in Sweden, and empowering consumers, while keeping the basic welfare state 

generosity intact, in the Netherlands). Paradoxically, therefore, according to Jacobs the use of 

similar instruments in the spirit of one fairly clearly defined paradigm actually led to divergence 

in the policy paths of these three countries. 

3. Shortcomings of Approaches and a Perspective on Agency in Health Care Reform 

As Oliver and Mossialos (2005) state, in view of the complexity of health care systems even in a 

single-country perspective, it is unlikely that a single explanatory framework will ever be able to 

account for all of the health sector developments in any one country, let alone in a comparative 

perspective that multiplies complexity and diversity. While the author of this paper believes that 

the diversity of health reform paths could in fact be accounted for in a unified theoretical frame-

work based on a general evolutionary approach, the task of developing such a framework is far 

beyond the scope of this paper. Instead, the more limited contention purported here is that the 

main argumentative lines of the outlined comparative literature tend to over-emphasise "struc-

tural" elements; that is, they focus on social macro-phenomena (such as institutions or culture) 

that are beyond the control of individual decision making. Of course, most institutionalists would 

not contest that in doing comparative analysis – that is, in isolating causal factors for similarities 

and differences in the evolution of health care systems – they can identify necessary, but not suf-

ficient, factors for specific paths of institutional change. But in concentrating on necessary struc-

tural conditions, the "variational leeway" for change instigated by, potentially creative, acts of 

elite members (Mayntz/Scharpf 1995) tends to get underemphasised. As can be assumed, this 
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tendency is motivated by a fundamental strive for generalizable results on a fairly high level of 

abstraction, which tends to drive the predominant part of comparative literature. Nevertheless, 

while a "deterministic" theory of agency in institutional change is of course a principal impossi-

bility, the argument here is that a better understanding of the limits of structural explanations and 

the role of idiosyncratic individual factors, and a stronger focus on the channels of influence of 

ideas and mental models on decision makers, can enhance a comparative understanding of health 

reform. While those points have certainly not gone unnoticed by the existing literature, system-

atic comparative accounts are largely missing. Building on a discussion of the explanatory power 

of the approaches outlined above, and using examples from the empirical literature (albeit as a 

consequence of the mentioned orientation of this literature, these examples are necessarily of a 

rudimentary and scattered nature), several lines of analysis are suggested. 

3.1 Elites and Agency in Historical-Institutionalist and Interest-Group Based Approaches 

Historical institutionalism by now appears to be the best established framework for the compara-

tive analysis of health care reform (comp. e.g. the special 2005 Vol. 1-2 issue of the Journal for 

Health Politics, Policy and Reform). While intuitively plausible, the claim that differences in 

institutional structures can account for different reform paths has been contested on empirical 

grounds. For example, Tuohy (1999a, 108 ff) contrasts the comparison of health care reform in 

the UK and US (a centralized system allowing for radical reform as opposed to a fragmented sys-

tem blocking fundamental change) with the adjacent policy area of public pensions. Remarkably, 

even taking into account some simplification for the sake of argument, the picture is turned "up-

side down": whereas 20th century development in the UK is characterised by an incremental ex-

pansion, in the US a "big bang" can clearly be located in the Social Security Act of 1935 which 

established a contributory, earnings-related public pension plan more or less from scratch.  

On a more fundamental level, some historical institutionalist accounts seem to pay insufficient 

attention to the fact that while informal institutions are in fact very often characterised by high 

degrees of inertia, the change of formal institutions is, at least theoretically, first and foremost a 

problem of collective action, the number of "veto points" in a given framework being nothing 

more than a definition of the degree of consensus necessary among different decision makers to 

enact institutional (normally, legislative) change. In consequence, formal institutional barriers (as 

they are e.g. built into most modern constitutions incorporating elements of "checks and bal-

ances") can easily be overcome if decision makers have common interests or common loyalities, 
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e.g. to a political party. Immergut’s (1992) comparison between Sweden and France is not en-

tirely clear at this point: given the fact that political systems in both countries are majoritarian 

parliamentary systems with a strong executive (if anything, the executive in France, via presiden-

tial power, is stronger), it is improbable that the more comprehensive character of Swedish re-

forms can be attributed to a stronger formal position of the executive as a reform driver in Swe-

den. Instead (and similarly to the failure to institute comprehensive health insurance in the US in 

1994) loyalty to political parties appears to play an important role; contrary to France, in Sweden 

the legislative majority of social democrats guaranteed the passive role of parliament in institut-

ing reform (and in the US, the lack of party discipline especially among Democrats crucially con-

tributed to failure). It can be argued, of course, that party discipline is not primarily an agency 

pheonomenon but constitutes an important part of the institutional structure (encompassing for-

mal and informal institutions) itself (comp. e.g. González-Rossetti/Bossert 2000). But even if we 

take for granted a certain institutionalized "degree" of discipline, relevant individual discretionary 

leeways do remain (Mayntz/Scharpf 1995) – for example in the case of plural, and potentially 

contradictory, loyalities of elite members, e.g. to a political party (social democrats / pro-

universal insurance) and an interest group (medical association / anti-universal insurance). For 

instance, in an episode during the genesis of major health care reform in Israel, health minister 

Ramon after his resignation became secretary general of the labor federation and, against the 

interest of the federation, opposed the provision of a new tax as a source of financing for the fed-

eration when it conflicted with the timely activation of the health bill (Chinitz 1995, 921). 

As outlined in the first part, an important element of the historical institutionalist approach is the 

identification of conjunctures, or windows of opportunity, for non-incremental change. Very of-

ten, it is symptoms of "crisis", primarily triggered by financing problems, that are seen as core 

element of conjunctures; according to one line of thinking (not restricted to the health care 

realm), given a high level of institutional inertia, crises are even seen as an indispensable precon-

dition to necessary radical adaptations. While being empirically valid for many cases, the view of 

crises as "drivers" of fundamental health care reform is problematic insofar as crises are never 

"objectively" given conditions. Rather, they need to be perceived as such (or, eventually, con-

structed) by decision makers in order to generate radical reaction. A case in point is the Thatcher-

ite reform of the British NHS: The structural and financing problems of the NHS were clearly in 

place when Thatcher became Prime Minister in 1979, and over the 1980s, a steady decline in 
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public satisfaction with the NHS combined with increasing anxiety about the future of the system 

on behalf of providers. Still, it was not before 1988 that Thatcher, in a lonely decision that sur-

prised even some of her cabinet colleagues, announced the decision to instigate reform, with a 

common interpretation being that the precipitating event was a public denunciation of govern-

mental "underfunding" of the NHS by the presidents of the Three Royal Colleges in a British 

Medical Journal article (Tuohy 1999a, 66 f). This is a good example for a case where the poten-

tial for substantive reform could be well predicted by a structuralist analysis (primarily stressing 

the combination of structural problems of the NHS with the centralized "Westminster" mode of 

policymaking); but within those structures, the concrete timing of the "conjuncture" turned out to 

be a highly idiosyncratic and contingent factor primarily determined by subjective perception and 

judgement and not only a confluence of extraordinary "objective" factors. It would merit closer 

investigation to what extent this was true in other episodes of conjunctural change, such as the 

1993 Seehofer reforms in Germany or the French (Kervasdoué) reform in the 1980ies. 

An additional factor to be taken into account in this context is that the labelling of certain constel-

lations as "crisis" can itself be used as a strategic communicative device by policy makers. For 

example, Geva-May and Maslove (2000) show that the motivation of declaring crisis and putting 

health issues high on the reform agenda in Israel in the first half of the 1990s was primarily 

driven by a political power contest between the two major parties. Prima facie, of course, this 

diagnosis can be interpreted as an example for the significance of interest group-based explana-

tions. The point here, however, is that the outcome of political conflict is not only determined by 

the mechanic weighting of the relative power of different groups, as the classical interest group-

based accounts – and rational choice institutionalism – tend to imply; rather, a crucial determi-

nant is the subjective perception of decision makers (party leaders, ministers, leaders of interst 

groups) given a highly complex and fluid political environment. Moreover, those subjective per-

ceptions are themselves not independent variables but can be strategically influenced, a point to 

which we will return in the discussion of sociological institutionalism and policy learning. 

A theoretical complement to elites’ subjective perceptions is strategic judgement. This is stressed, 

for example, by Tuohy (1999a) in her elaborate comparative study of British, American, and Ca-

nadian health reform after World War II. For example, the decision of key players in 1965 U.S. 

politics not to use the Democratic presidency in combination with the double congressional ma-

jority to push for universal social insurance, but to enact a more limited version in the form of 
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Medicare and Medicaid, would probably have been different if reformers had had the benefit of 

hindsight and foreseen the long-term consequence of their decision – which was that coverage of 

the most vulnerable parts of the population took a momentum out of the drive for universal health 

care reform that could later not be recovered (Tuohy 1999a, 121). Likewise, President Clinton’s 

decision to render "managed competition", for which no established institutional structures ex-

isted, the cornerstone concept of his reform plan, turned out to be a decisive factor of reform fail-

ure (one reason being that the very complexity of the ensuing reform proposal opened several 

lines of attack for opponents, and took too much time to develop such that the initial momentum 

was lost; but similarly to 1965, of course, this became clear only in retrospect).  

Finally, a classical idiosyncratic element of every account of non-incremental change is political 

leadership. Its significance appears in two main forms: on the one hand, a political decision mak-

ers’ combination of determination, ambition, and a willingness to take political risk is often a 

necessary condition to enact reform. On the other hand, the factor of leadership – or political en-

trepreneurship, for that matter – is an important complement to interest-group based frameworks 

since the number and relative power of interest groups is not fixed over time, but changes contiu-

ously by the formation and organization of new interests, which is decisively driven by political 

entrepreneurs. Again, given the structural bias of most comparative analyses to health care re-

form, the leadership element tends to be underinvestigated, so only isolated examples can be 

given. Leadership certainly played a role in the institution of the British NHS (Secretary of State 

Bevan) and its reform in 1991 (prime minister Thatcher), but also e.g. in the case of German re-

form in 1993 (health minister Seehofer) and the French revamping of the hospital financing sys-

tem (which, according to Wilsford 1994, 264 was decisively driven by the appointment of a new 

Director of Hospitals, A. Kervasdoué). Leadership was also an important factor of non-

incremental reform in Israel (health minister Ramon, Chinitz 1995). Vice versa, the absence of 

leadership given certain situations where the "window of opportunity" would have opened is an 

important factor for the non-realization of reforms (see e.g. Glassman et. al. 1999 for the case of 

reform in the Dominican Republic in the 1990s). 

In summary, the historical institutionalist approach, incorporating the notions of path dependency 

and conjunctures allowing for non-incremental change, is certainly indispensable as a structural 

framework for explaining international differences in the evolution of health care systems. On the 

other hand, an explanation of systemic variation as the result of past decisions and developments 
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is clearly insufficient without giving a detailed account of agency factors, that is, the subjective 

perceptions, strategic judgements, and leadership capabilities of political elites. The scope of 

those individual factors to drive and direct institutional change, in turn, is limited by structural 

characteristics of institutions given at a certain point in time, such as the level of centralization 

and the degree to which different interest groups are involved in political decision making. In a 

way, it might be unsurprising that agency factors figure less prominently in comparative analysis 

since the prospect to identify systematic differences between countries from which future paths 

can be predicted is considerably lower. Still, under-investigating those factors in a retrospective 

analysis can generate analytical flaws and mis-judgements. And in certain contexts, agency-

related analysis is well-suited to develop a certain amount of predictive power. This relates to the 

question of mental models in the context of sociological institutionalism, to which we now turn. 

3.2 Elites and Agency in Sociological-Institutionalist and Policy Learning Approaches 

Starting with the culturalist approach, Jacobs’ (1993) account, which claims public opinion to be 

the main independent variable of health care reform in the US and the UK (1930-1965) has been 

critized for not passing the empirical scrutiny test in other contexts. For example, Steinmo and 

Watts (1995) show that American public opinion strongy favoured health care reform in the run-

up phase of the decision about Clinton’s proposal. Unfortunately, the reform was never enacted. 

Tuohy (1999a, 115) mentions the case of the adoption of Canadian medicare in the 1960s, which 

was not preceded by a groundswell of public concern about health coverage or public pressure for 

policy action; public support for a governmental programme of universal comprehensive health 

insurance was even considerably lower at this period than in the 1940s, when the attempt by the 

federal government to negotiate a national health insurance programme with the provinces failed. 

And even it were true that public opinion did play an important role in the 1945 and 1965 reforms 

in the UK and the US, respectively, by backing up government officials against interest groups, it 

hardly amounted to a factor giving direction about the specific timing and content of reform, as 

Tuohy (1999a, 114) observes.  

Besides those concerns, what particularly matters for the agency element pursued here is the pos-

sibility of reverse causality. Clearly, from the beginning of the professionalized observation of 

public opinion, political elites have been trying to influence, and potentially manipulate, public 

perceptions; and whereas it might be true that the cases where elites achieved a fundamental re-

versal of public opinion are rare (Jacobs 1993), this channel can nevertheless weigh heavily on 
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the course of reform. For example, Lee and Schlesinger (2001), based on detailed opinion poll 

data, present evidence that public opinion in the run-up to the decision about Clinton’s reform 

proposal was heavily influenced by "elite signalling", that is, the specific ways and contexts in 

which elites presented their positions on this contested policy area to the public. The general view 

behind this line of research is not necessarily that the public is arbitrarily manipulable by elites, 

but that "rationally ignorant" citizens orient themselves along the behavior of elites to form their 

opinion on topics whose full complexity they cannot overlook due to limited resources of time 

and mental capacity. Clearly, then, the formation of public opinion, and the direction of institu-

tional change as far as it is influenced by public opinion, again become subject to highly idiosyn-

cratic factors such as the talent of politicians to present themselves convincingly, and communi-

cate their message effectively, over the media. 

Following this line of thinking, we arrive at a position closer to the "elite-centered" strand of so-

ciological institutionalism which focusses, among others, on the mental models and ideological 

predispositions of elites. What remains under-investigated by this approach, however, is the evo-

lution of those mental models and predispositions itself – but this is clearly a factor to be taken 

into account if we want to understand longer-run development paths of health care institutions. 

There are at least two main points that would merit closer empirical investigation here. First, to 

what extent are elites’ normative perceptions of desirable designs and outcomes of health care 

systems influenced by broader policy paradigms and ideologies, which serve as intellectual an-

chors ensuring a subjectively consistent approach to reform in different areas (standard examples 

being the liberal / market-based approach versus that state-centered approach)? Second, which 

role does (international) policy learning play for the transfer of ideas and the evolution of mental 

models? On both questions, the existing literature sparsely allows to go beyond conjectures 

(which might be partly due to the fact that the relevant empirical material is often difficult to ac-

cess or unreliable). For example, it can only be deemed plausible that the general strive to im-

plement a market-based approach in different policy areas did sometimes dominate specific ideas 

about the proper design of reformed health care systems in reform episodes in Eastern Europe 

and Latin America during the 1990s (Nemec/Kolisnichenko 2006; González-Rossetti/Bossert 

2000). There is also a lack of accounts of the concrete processes by which policy learning and, 

eventually, policy transfer works. A certain exception is K. Jacobs’ and P. Barnett’s (2000) study 

of the 1991 New Zealand Health Services Taskforce. This "change team" was put in place by the 
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neoconservative government to prepare a radical reform of health services. Based on detailed 

research on the process by which the Taskforce reached its final positions, the study reveals that 

its common stigmatization as a Treasury-dominated proponent of neoliberal ideas was, at the 

very least, oversimplified. In reality, members of the Taskforce went through an intense commu-

nication process that was characterised by pragmatism and a search for viable solutions.  

The New Zealand example shows that the notion of path dependency is fundamental not only to 

policy transfer (as outlined in part 1 above), but already on the level of policy ideas and the de-

velopment of reform concepts. Ideas are no static entities; elites transform and adapt them to in-

dividual circumstances in the course of complex, and again highly idiosyncratic, processes of 

communication and negotiation, which ultimately become important factors of health care re-

form. Moreover, this transformative process is frequently related to considerations of power and 

interest, with ideas and expertise used as an instrument for increasing the legitimacy of political 

decisions. For example, Ovseiko (2003, 16) notes the selective use of advice for international 

organizations by Polish reformers at the beginning of the 1990s, who were primarily interested in 

justifying a shock therapy approach, including radical liberal health policies, and were not willing 

to seriously consider more "gradualist" concepts (which in that case were favoured e.g. by the 

World Bank). 

The role of common interests and common loyalities in overcoming barriers posed by formal 

institutions was already discussed in the context of historical institutionalism. The focus on elites’ 

mental models and ideas allows to enrich this point: frequently, there are cases of "advocacy coa-

litions" (Sabatier/Jenkins-Smith 1993) or "epistemic communities" (Haas 1992) that encompass 

institutional and organizational barriers; unlike political parties, they are not (or weakly) organ-

ized in formal terms but characterised by a strong cohesion of mental models and ideas, which 

forms the basis of their political influence. A case in point are the "change teams" established in 

Chile and Colombia to develop concepts for health care reform during the 1980s and 1990s 

(González-Rossetti/Bossert 2000). In both cases, the teams essentially consisted of bureaucrats 

from different ministries with a strong academic background in economics, many of them having 

collected experience in other areas of economic reforms. These teams were firmly established in 

the administrative structure by building both vertical (to political decision makers) and horizontal 

(to interest groups and stakeholder) networks. What primarily constituted their influence, how-

ever, was their relatively cohesive (neoliberal) model of how the health care system should be 
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organized; this provided the group with the necessary internal cohesion as well as guidance as to 

which coalitions to form and, eventually, which decision makers to circumvent. Another example 

for a change team is the small group of experts and policy makers that worked out the concept for 

Thatcher’s re-organisation of the NHS in 1991. 

In summary, mental models and normative orientations held by elites are important factors of the 

course and scope of health care reform. In principle, those orientations are themselves fluid and 

subject to a continuous processes of modification and learning. However, there are constellations, 

such as in certain cases of influental change teams or of strong ideological convictions of political 

leaders, where mental models are relatively stable over the relevant period of time, and therefore 

act as a restrictive force on the direction of institutional change. Analogously to the agency ele-

ment in historical institutionalism, the scope of discretionary leeway to which political elites’ 

mental models will in fact direct institutional change is ultimately a function of the general insti-

tutional framework – for example, the extent to which decision making can be based on the de-

liberations of small, relatively homogenous groups, and the degree to which formal institutions 

allow for, or incite, an active collaboration of informal networks. 

4. Conclusion 

Health care reform has been a central concern of economic policy makers around the globe and is 

therefore a particularly interesting example for the application, and further development, of theo-

retical approaches to institutional change. Based on a brief overview of the literature concerned 

with such application, the paper showed that, as opposed to different strands of structural ap-

proaches, a differentiated analysis of elite decision making and its determinants in health care 

reform is underdeveloped, using some – albeit scattered – examples from the comparative litera-

ture. Subsequently some avenues were outlined along which such an analysis could proceed. Two 

main lines of future research are suggested. The first is obviously to complement the existing 

empirical literature by – comparative or single-country – case studies on elite decision making 

and agency in health care reform. The second is to advance the theory of institutional change, in 

particular the interplay between structure and agency, by developing an evolutionary framework 

that integrates a bewildering array of approaches that often appear to differ more in terminology 

than substance. While this is a task that goes far beyond the realm of health care reform, this pol-

icy area might be particularly apt to stimulate theoretical development, given the wealth of em-
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pirical material available and the wide range of experiences that different constituencies have 

carved out by now.  
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