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 One of the reasons we put the NHS in the show is that 

everyone is aware of how important the NHS is to everyone in 

this country…One of the core values of our society is that it 

doesn’t matter who you are, you will get treated the same in 

terms of health care.   

-Danny Boyd 

 

When Danny Boyd—the Director of the 2012 London Olympics’ Opening 

Ceremony—decided to showcase the British National Health Service (NHS) as a key part of 

the ceremony, British conservatives criticized him for engaging in left-wing propaganda, 

while American news commentators were left somewhat baffled as to the meaning of hospital 

beds for the Olympics.1 This conflict of cultural politics reveals in microcosm the importance 

of universal access to healthcare to an inclusive vision of social solidarity, and that such a 

vision varies both cross-nationally and according to political partisanship.  In contrast to the 

United States—where healthcare has never been fully established as a universal right—in 

 
1 Christian Science Monitor 28 July 2012 

https://www.csmonitor.com/World/Olympics/2012/0728/Opening-Ceremony-London-2012-

Did-director-take-shot-at-US-on-health-care; New York Times 

https://www.nytimes.com/2012/07/28/sports/olympics/at-olympic-opening-ceremony-britain-

journeys-through-past.html?referringSource=articleShare. 

https://www.csmonitor.com/World/Olympics/2012/0728/Opening-Ceremony-London-2012-Did-director-take-shot-at-US-on-health-care
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Europe, healthcare is provided universally.  Nevertheless, European health systems vary with 

regard to the ways in which healthcare is financed and provided, and how access to treatment 

is regulated.  Furthermore, political opinions differ on the best balance between state and 

market in providing universal access to healthcare. Consequently, our focus in this book is on 

health politics. As governments attempt to cope with the stresses on health systems—aging 

populations, fiscal constraints, and increasing migration—they are introducing changes to 

their systems, ones that are reconfiguring citizens’ rights and obligations with respect to 

healthcare. We are interested not just in the technical aspects of healthcare, but in how 

politics affect people’s right to healthcare.  How have party politics influenced key decisions 

about health systems today? What has been the role of interest groups, institutions, and policy 

ideas in shaping decisions on health policy? And how have the changing parameters of health 

policy affected European public opinion? 

This book presents the results of a four-year study of European healthcare systems as 

they developed from 1989 to 2019, carried out by the HEALTHDOX project, as part of the 

NORFACE Welfare State Futures Programme. We begin in 1989, because the end of the 

Cold War was a turning point for many European health systems.  With the double transition 

to capitalism and democracy, most post-communist Eastern European nations attempted to 

privatize their state-run health systems, hoping that private markets and social insurance 

would improve quality and reduce corruption in these state-dominated systems.  In Western 

Europe, the New Public Management (NPM) movement became influential in healthcare, and 

many governments experimented with market-oriented health reforms and increased 

competition.  

Health Politics in Europe takes stock of these developments by providing a thorough 

political analysis of the health reforms undertaken in thirty-five European countries since 

1989.  What were the problems of the healthcare system that governments hoped to redress 



through these reforms? What were their political motivations? How have their health systems 

been changed?  And how have citizens reacted?  

Despite the common problems of health systems coping with growing demands as 

populations age, medical technology advances, and populations move more freely across 

borders, Europe’s health systems have shown rather large differences in their abilities to cope 

with these problems. Some key differences concern the degree to which the population is 

divided amongst different competing health programs such as public or private healthcare, 

and the extent to which sufficient tax financing is available to assure universality of coverage 

and access, as well as the success with which politicians and health ministers have been able 

to generate consensus for new policies.  These factors divide the national health systems 

characterized by an optimistic and sustainable future outlook from those that suffer from 

division, conflict, and inadequate provision of healthcare services. 

In this multi-author work, we apply a political-institutional perspective to 

understanding the development of health systems.  As the legacies of long-term historical 

developments such as the resolution of conflicts between church and state and the process of 

nation-building have had significant consequences for the development of health systems that 

are relevant even today, we begin each chapter with an historical overview that focuses on 

each country’s progression through a series of political regimes and the consequences of this 

history for the health system. Next, we summarize the institutions and functioning of the 

health system at the end of the 2010s. The core of each chapter, however, is the section on the 

politics of health policy from 1989 to 2019, in which the political motivations and 

consequences of the health reforms undertaken since then are described and interpreted. Our 

approach is that of a political narrative, and our aim is to understand the political dynamics of 

health reforms and their impact on public opinion and political legitimacy. Our key argument 

is that health politics today oscillate between partisan and what has been called “valence” 



political competition. That is, politicians struggle to stake out partisan positions with regard 

to healthcare, but, at the same time, given that European citizens widely support universal 

healthcare provision, parties must also compete on their competence to deliver first-class 

health services at an affordable price—an extremely challenging task. Nevertheless, taken as 

a whole, Europe has managed this task rather well and does provide largely universal access 

to high-quality healthcare to its citizens and residents. Thus, the European model as it has 

emerged from centuries of development—to the extent that there is one—can provide 

information about methods for financing and providing health services that are largely 

successful, and about the pitfalls that have developed and the hard choices that have been 

made regarding public healthcare and health insurance programs during their more than a 

century of operation. 

 

HISTORICAL AND POLITICAL ROOTS OF HEALTHCARE SYSTEMS<A> 

The basic institutional frameworks for European healthcare systems have been shaped 

by several centuries of political development, which can be understood as responses to a 

series of broadly shared, cataclysmic, path-breaking events. Indeed, we can point to a 

sequence of crises and challenges that have shaped the particular trajectory of healthcare 

system development in each country.2 Critical turning points in the development of states and 

political regimes—as well as the geopolitics of empires—can help us understand regional 

patterns in the development of hospital systems and public health bureaucracies. Further, 

 
2 This perspective draws on the analysis of the development of both states and party systems 

by a number of comparative historical sociologists (Lipset and Rokkan 1967; Rokkan 1975; 

Poggi 1978; Grimm 1985).  



with the breakthrough to parliamentary democracy and mass suffrage—the first wave of 

democratization—national political conflicts crucially influenced the design of public 

programs that aimed to expand access to healthcare, as well as the growth and regulation of 

private medical services. These historical patterns do not determine current healthcare 

policies, but they have left in their wake sets of healthcare institutions and traditions that 

constitute starting points for contemporary debates and color perceptions of what is feasible 

and desirable in national health systems. 

 

From the 16th to the 19th Centuries: The Rise of the Modern State <B> 

As we will see in the country chapters to follow, the early roots of institutional 

healthcare provision in Europe lay in medieval religious orders, universities, military 

medicine, and medical guilds. Consequently, the rise of centralized nation states whose rulers 

were eager to wrest sovereignty from transnational and local authorities constituted a key 

turning point. Conflicts between state and church unleashed by the Reformation, as well as 

processes of state- and nation-building, substantially shaped the institutions of healthcare 

delivery with long-term effects (Immergut 1992: 56-57; 2001a; b).  In Northern Europe and 

England, for example, monarchs such as Gustav Vasa and Henry VIII pushed the Catholic 

Church out of health provision in the 16th century by usurping its property—which included 

hospitals—and providing public health services. These events set these systems on a path that 

eventually resulted in a lasting role for the state in hospital provision, as well as medical 

licensing and control of infectious diseases—albeit with important differences in their 

historical trajectories and final outcomes. In France, the strong role for the state and the 

principle of secularism in health provision—as well as education—was established through 

the French Revolution. In Southern Europe, the Catholic Church long pre-empted a strong 



role for the state in health, not only in hospitals but in public health more generally.  It was 

only much later that these countries attempted to build up decentralized systems of 

government-provided medical services as the basis of their health systems. Notably, national 

unification and the development of centralized bureaucracies varied considerably amongst 

these nations, a variation that was also to have consequences for the later development of 

their health system infrastructures. In the Baltic countries (and Finland), foreign rulers, first 

Swedish, then Russian, established independent public universities with hospitals and 

medical training, as well as municipal public health measures and district doctors, which laid 

the basis for the public health provision that was later to come.  

By contrast, in Continental Europe—other than France—religious authorities 

maintained their activities in healthcare provision despite some efforts by states to assert 

more centralized control of hospitals, medical licensing, and public health in the 18th and 19th 

centuries. The result was a much more pluralistic pattern of hospital ownership and a weaker 

role for the state in public health initiatives and medical licensing. The countries in Central 

Eastern and Southern Eastern Europe that once belonged to the Hapsburg Austro-Hungarian 

Empire shared this historical legacy, as the Austrian monarchy supplemented Catholic charity 

hospital care with public health legislation and provisions for district doctors. Those 

emerging from the Ottoman empire, on the other hand, were left with very weak hospital and 

public health infrastructures, as neither church nor state actively developed the provision of 

medical services. 

  

Industrialization and the Rise of the Welfare State <B> 

If the church–state conflict and the rise of nation states from the 16th to 19th centuries 

can be viewed as one stage in the formation of health systems, industrialization and the 



emergence of the “social question” regarding industrial workers and nascent class conflict of 

the latter 19th and early 20th centuries is undoubtedly a second formative shock to which 

many regimes responded. Mutual aid societies—referred to variously as friendly societies, 

sickness funds, and mutuals—were established throughout Europe by craftsmen’s guilds, 

unions, companies, and benevolence societies.  These societies collected dues that were used 

to pay for funerals and to provide some cash support during periods of illness and disability; 

only rarely did they actually provide or pay for healthcare.  Early mutual fund legislation—

such as that passed in Belgium (1834), Britain (1793, 1815, 1850), France (1834, 1852), and 

Spain (1839, 1859)—aimed to both support and control these potentially insurrectionary 

associations by providing for registration and state subsidies, while regulating their finances 

and the benefits they provided. In some cases, compulsory membership was introduced for 

specific groups of workers or sectors, such as the Austrian Miners’ Act of 1854, which 

introduced compulsory coverage for all miners, thereby setting all of the territories of the 

Austro-Hungarian Empire on a path of contributory health insurance. 

Despite the general spread of the mutualist movement—and the development of a 

philosophy of state control of the mutualists by Napoleon III—Otto von Bismarck’s 

introduction of compulsory health and accident insurance for industrial workers in Imperial 

Germany in 1881 and 1883 is widely regarded as a watershed event that launched the 

introduction of compulsory health insurance. Importantly, although compulsory, Bismarck’s 

health insurance plan depended upon coverage through the pre-existing sickness funds that 

were independent of the state. Consequently, it is generally referred to as “statutory” health 

insurance or “social” health insurance, as the sickness funds held a status as bodies of public 

law, and as such were distinct not only from public agencies but also from private companies. 

Austria followed Germany’s lead, introducing compulsory health insurance in 1888, while a 

number of other European countries, such as Italy (1886), Denmark (1892), and Sweden 



(1891), introduced mutual aid society legislation or improved existing legislation. The 

Russian Revolution led to the introduction of compulsory company health insurance funds, as 

well as occupational health measures, which were adopted in the Baltic countries and 

Finland, and led to demands for compulsory health provision in other countries under 

Russia’s sphere of influence, such as Bulgaria.  

The First World War and the concomitant surge of national independence and 

extension of suffrage brought with it a renewed wave of expansion, generally providing some 

form of health insurance for broader population groups, and notably including the agricultural 

population.  These programs differed with regards to the percentage of the population 

covered, whether the insurance was compulsory or voluntary, the degree to which medical 

benefits or only cash benefits were provided, and whether the pre-existing mutual aid 

societies or funds were to continue as independent organizations (as in Germany) or were 

replaced by state bureaucracies (as under Britain’s National Insurance Act of 1911). Hence 

the new term “national health insurance” for health insurance programs administered by 

governments.  

By the 1930s, some form of health insurance or local municipal health provision had 

been introduced in almost all European countries, but in many cases, coverage was still 

insufficient for meeting population needs. Moreover, as health insurance coverage and public 

healthcare provision improved, conflicts arose with the medical profession regarding the 

conditions of sickness fund practice and the right of local health centers (often operated by 

either the sickness funds or municipalities) to compete with private practitioners.  These 

conflicts led to a rise in medical associations with a unionist bent and were the subject of 

much political contestation in the interwar period, as well as subsequently. 

 



After the Second World War<B> 

As is the case for the development of the welfare state more generally, the aftermath 

of the Second World War put the establishment of social rights on political agendas 

throughout Europe, and indeed in all of the advanced industrial economies. In the United 

States, the right to “adequate medical care” was included in Franklin Delano Roosevelt’s 

Economic Bill of Rights of January 1944, but healthcare had been excluded from the 

provisions the Social Security Act of 1935, as well as from subsequent legislative 

amendments. After the failure of Harry Truman’s 1947 plan for compulsory national health 

insurance, health insurance came to be provided mainly by employers in the form of fringe 

benefits (Brody 1975: 301; Starr 1982: 284-285; Hacker 2002).   

By contrast, in Europe, public healthcare coverage expanded rapidly in the postwar 

period. Broadly speaking, we can identify two paths to universal healthcare: compulsory 

contributory health insurance and national health services.  Particularly in Continental 

Europe, pre-existing social health insurance carriers were made the basis for more universal 

schemes and were in some cases converted to government bodies. In France, the Social 

Security Ordinances of 1945 established a government national health insurance scheme for 

all employees but retained a role for the mutuals as carriers of supplementary insurance. In 

Austria and Germany, postwar democratic governments re-established the autonomy of the 

pre-existing sickness funds and gradually increased health insurance coverage and benefits, 

despite some discussion of more far-reaching reforms. Similarly, Belgium, the Netherlands, 

and Luxembourg—on whom the occupying German forces had imposed compulsory 

statutory health insurance in order to bring labor costs in line with those in Germany—opted 

to reinstate their previous sickness funds and expanded coverage. 



Other nations took the national health service route of providing health services 

directly to patients with low cost at the time of treatment in public hospitals and by doctors 

under government contract.  In the UK, the National Health Services of England, Scotland, 

Northern Ireland, and Wales were introduced by what is sometimes called “big bang” 

legislation in 1946 (Tuohy 2018).  Consequently, the British NHS is often thought of as the 

prototype for the national health service type of health system. But other national health 

services were introduced in a different sequence of steps and junctures.  Italy, Portugal, 

Greece, and Spain had introduced compulsory health insurance laws in the 1930s and 1940s, 

but eventually opted for national health service systems in 1978 in Italy, 1979 in Portugal, 

1983 in Greece, and 1986 in Spain—in the latter three nations shortly following their 

transitions to democracy. All of these countries, however, allowed arrangements for private 

medical practitioners and private insurance, as well as reliance on user fees and out-of-pocket 

(OPP) payments. 

The Nordic countries had a relatively long tradition of public provision of health 

services by municipalities and regions, as well as occupational health and safety. Voluntary 

health insurance expanded to cover both sickness pay and fees for treatment by private 

practitioners. National health insurance laws, which transferred voluntary health insurance to 

state auspices, were introduced in the postwar period. But as private practice within public 

hospitals was eliminated and doctors’ freedom to set fees was reduced, national health 

insurance became less important, and we can consider these systems as de facto national 

health services. Healthcare provision is mainly financed by taxes and provided by publicly 

employed doctors or private practitioners with low costs to patients at the time of treatment. 

Nevertheless, as in the health systems that carry the formal name “national health service,” 

various forms of private practice, provision, and insurance remained intertwined with the 

public systems.  



In Eastern Europe, the dominant form of medical provision came to be the Soviet 

Semashko system of state-run medicine provided by state-employed doctors in state hospitals 

and state-run outpatient clinics. Previous health insurance provisions were disbanded, and 

private medical practice was prohibited. This was the model followed by the Baltic countries 

(who were incorporated by force into the Soviet Union), most of the Central Eastern 

European countries, Bulgaria, Albania, and Romania. There were some exceptions, however.  

Slovenia never disbanded its social health insurance system, keeping it in place together with 

local health centers that had been inspired by the Croatian social reformer Andrija Štampar, 

one of the eventual founders of the WHO, who promoted the integration of medicine into its 

social context, and relied on education to promote health. In the other republics of former 

Yugoslavia, social health insurance was replaced by state health insurance but also shared an 

emphasis on local health clinics and worker self-management in accord with Tito’s 

promotion of “softer socialism,” thus constituting a divergent socialist path in postwar 

healthcare provision. 

 

Post-communist Transitions in Healthcare<B> 

After the double transition to capitalism and democracy, the vast majority of Eastern 

European countries aimed to introduce both social health insurance schemes and elements of 

a private market in healthcare in order to leave state-run healthcare behind them. Politicians 

and the public often held idealized views on the benefits of private markets and little 

experience with private systems. As we will see in our country case studies, these new 

democracies differed in their success in transforming their health systems and in establishing 

reliable tax or social health insurance revenues to finance healthcare provision. Without 

sufficient public revenues—or private voluntary insurance to make up the difference—



patients’ out-of-pocket payments increased enormously in some countries, constituting a 

significant barrier to healthcare access. 

Central Eastern Europe<C> 

As Popic shows, the Czech Republic introduced social health insurance immediately 

after the transition to democracy and coupled it with ambitious privatization plans—in part 

formulated by the Civic Forum of Health Professionals—including competition amongst 

insurance carriers and hospitals, as well as fee-for-service payment for doctors. Spiraling 

costs resulted in corrective legislation to regulate insurance competition, reform hospital 

payments, and control doctors’ fees. After the Constitutional Court blocked large increases in 

hospital user fees, however, the parliament eliminated all types of user fees, with the result 

that the Czech health system came out of the transition with stable public financing and 

relatively low out-of-pocket payments for individuals. In Slovenia, the pre-existing social 

health insurance system was retained after the democratic transition, and its administration 

put under elected representative boards.  Co-payments and user fees were added, and private 

medical practitioners were allowed to enter the system. In a controversial move, a voluntary 

private insurance scheme to be financed by premiums was added, which withstood several 

efforts to disband it on the grounds that all health insurance contributions should be related to 

income. Despite these conflicts, 80% of the population opted for the voluntary scheme, and it 

has been strongly supported by the trade unions.  As a result, Slovenia stands out amongst the 

CEE countries for its high level of insurance coverage and low rates of OPP, as well as 

favorable statistics on health inequality and public satisfaction with the health system. By 

contrast, in Poland, political instability delayed the introduction of a social health insurance 

scheme until the late 1990s, and political conflicts over the privatization of hospitals 

prevented effective reform.  The result was inadequate funding, high OPP, and public 

dissatisfaction with the health system. In Slovakia, as well, conflicts over marketization of 



healthcare were severe.  However, despite political opposition and recourse to institutional 

veto points, a managed competition scheme with significant privatization of social insurance 

was put into place in 2004. Hungarian governments also attempted to introduce a social 

health insurance and then later to add elements of managed competition. But, when these 

plans were blocked by public referendum, cost imperatives led to increasing centralization 

and a change to tax-financing, thus making the right to healthcare legally contingent upon 

payment of taxes, as Földes explains in her chapter. 

The Baltic Countries<C>  

In Estonia, as Ainsaar, Roots and Kõre argue, a relatively consensual political process 

including stakeholder participation resulted in the prompt introduction of compulsory health 

insurance, the legalization of private medical practice, and the end of civil service status for 

hospital doctors and other health personnel. Although the aim was to develop decentralized 

social health insurance independent of the state, the insurers were centralized into a unified 

national health fund within a short period of time. In addition, there has been substantial state 

financing of health insurance contributions, so that the central government has had 

considerable financial leverage over the health system. This has allowed effective health 

policies regarding improvements in outpatient care but also the implementation of harsh 

austerity policies after the 2008 financial crisis, which resulted in significantly longer waiting 

times. Nevertheless, secure public financing has allowed out-of-pocket payment to be kept in 

check, and there has been strong commitment to prevent OPP from rising above current 

levels. This is in stark contrast to the situation Eihmanis describes for Latvia, where 

governments reversed decisions to foster decentralized social health insurance and moved to 

tax funding with health insurance coverage conditional upon payment of income tax. 

Similarly, in Lithuania, efforts to establish independent social health insurance with self-

administration were gradually reversed as the national health insurance fund become more 



centralized, and stakeholder participation ever less meaningful, according to Murauskienė. In 

both Latvia and Lithuania, plans for voluntary health insurance never materialized, thus 

leaving the burden of individual out-of-pocket payments extraordinarily high. 

Southern Eastern Europe<C> 

The Southern Eastern Europen countries can be divided into two groups: those that 

had introduced state-centered Semaskho public provision of services—Bulgaria, Albania and 

Romania—versus the former Yugoslav republics that had relied on a form of social health 

insurance in combination with local worker-managed health centres and hospitals.  In 

Bulgaria, Stolarov-Demuth shows, ineffective governments started on the road to SHI 

financing, but never achieved full insurance coverage or a sufficient contribution base to 

cover costs.  At the same time, privatization was permitted without a sufficient regulatory 

capacity to control prices and conditions for entry into the public insurance system, a problem 

that extended to pharmaceuticals as well. Consequently, patients pay the full cost of private 

treatments on an OPP basis or go without, while the public health insurance and public health 

providers are viewed as second-class. In Albania, as well, even though compulsory health 

insurance is required by law, Balaj reports that a significant portion of the population does 

not contribute to the system, even though the government pays contributions on behalf of the 

unemployed and needy. Further, although private services have been somewhat integrated 

into the social insurance sector through contracts, patients are still paying for many private 

services out-of-pocket, while the public sector has proven difficult to reform. Primary care 

however is available at no cost. Burlacu and Moise point to the importance of Romania’s 

semi-Presidential regime and the conditional veto power of the two chambers of parliament 

in explaining why reforms have been patchwork and incremental, thus failing to solve 

problems of underfunding and lack of comprehensive healthcare planning. Amongst the 

countries that emerged from the Federal Socialist Republic of Yugoslavia, aside from 



Slovenia which has already been mentioned above, Croatia has made the transition to a social 

health insurance system most effectively. Stable conservative (and indeed right-wing) 

governments introduced both compulsory and voluntary health insurance.  While voluntary 

health insurance has mainly been used to cover user fees—and thus tranfer healthcare costs 

back to the insured—this has allowed OPP to remain comparatively low, and so improve 

healthcare access and health security. At the same time, as Popic argues, privatization in 

Croatia has been restrained and orderly, and restricted in the main to outpatient services, 

whereas in Serbia, privatization was completely unregulated and extended to all levels of 

care.  The result is a parallel and very expensive private sector financed completely by 

extremely high OPP.  The situation is quite similar in Montenegro, Perišić shows, with 

publicly-employed doctors free to devote time to private practice, and efforts to create public-

private partnerships and a health network spanning both public and private sectors in order to 

integrate privately-offered services into insurance coverage have not succeeded.  Kostova and 

Kacarska emphasize the role of the conflict with Greece regarding North Macdeonia, as well 

as ethnic conflict and economic disruption in hampering establishment of the aimed 

compulsory health insurance system and the integration of the private sector. Here as well, 

public-partnerships were attempted, but in the event blocked completely by a corruption 

scandal and subsequent fall in government. In many of these countries—as in the Baltics—

international organizations such as the World Bank and the WHO played an important role in 

supporting these transitions through loans, policy advice and attempts to build governance 

capacities. Hasić details these efforts in the separate republics of Bosnia and Herzegovina—

the Republic of Srpska and the Federation of Bosnia and Herzegovina. Nevertheless, the 

country’s health system suffers from great inequalities in health access across and within 

regions, the high cost of private health services, and the difficulties of financing compulsory 

contributory health insurance in a country with high unemployment and a large informal 



economy.  In Kosovo, social health insurance has not been implemented although the 

framework legislation has been passed.  Instead, Uka explains, health services are funded by 

the central government, munipalities, and rely as well on international donors, who have 

particularly contributed to the infrastructure for primary care.  She concludes that—as in the 

other former republics of the ex-Yugoslavia—policymakers attempted to combine public 

services with government-run compulsory health insurance, and to supplement the public 

system with private care. But without a robust public sector and strong regulatory capacity, 

there is a danger of the private sector undermining the public, and the revenue capacity of 

public insurance being completely outstripped by the high costs of treatment. 

 

New Public Management<B> 

In Western Europe, as well, the 1990s were a period of healthcare system 

experimentation and reforms inspired by the New Public Management (NPM) movement, 

which aimed to ‘re-invent’ government by introducing incentives to make public agencies 

behave more like private companies (Hood 1991; 2006). These reform efforts entailed 

increasing the scope for private healthcare providers and increasing patients’ freedom of 

choice of both hospitals and medical practitioners. Not all reforms of the 1990s meant 

increasing the scope of private provision and encouraging market forces, however. Several 

countries made relatively large changes to restructure their health systems, generally by 

making health insurance compulsory and adjusting the relationship between public and 

private insurance. In a number of countries, governments introduced stronger centralized 

governance mechanisms and consolidated regional administrative structures and finances. 

The UK and Ireland<C> 



In 1990 Margaret Thatcher government introduced an “internal market” reform meant 

to revolutionize the NHS based on NPM principles. Although remaining public, services 

were to be purchased by administrative entities, while hospitals were given more autonomy 

and financial incentives to behave more like firms. General practitioners (GPs) were to 

manage the purchase of further health services for their patients. Opposed to the introduction 

of market principles to the NHS, the Labour Party campaigned against the internal market, 

but as Gingrich and Greer describe, the future Tony Blair government in the end maintained 

some important aspects of Thatcher’s NHS re-organization, and at the same time increased 

healthcare spending significantly.  With the devolution of the NHS in 1999, Scotland and 

Wales abandoned many of the NPM structures such as GP fundholding and hospital trusts, 

putting more emphasis on quality of care, public health, and patient rights. 

In Ireland, as Devitt points out, the health system was decisively shaped by its 

historical pattern of Catholic Church resistance to expansion of public health provision and 

the weakness of the political left in a party system more informed by nationalism than class. 

The resulting Irish health system, while classed officially as a national health service, 

nevertheless levies relatively high charges for inpatient and outpatient care.  Although there 

were political discussions of moving towards a full NHS system with services free of charge 

at the time of delivery, even the unions placed higher priority on wages and job security and 

thus agreed to changes that institutionalized private beds in public hospitals and focused on 

defining groups that would not be subject to hospital charges. Moreover, the widespread use 

of private voluntary insurance has dampened public pressure for eliminating private charges, 

beds, and consultations. Consequently, one of the main reform developments in recent years 

in Ireland has been the introduction of free primary care for those under 6 and over 70 years 

of age.  

 



The Nordic Countries<C> 

In Sweden, as Blomqvist and Winblad show, the return to government of a 

conservative-led center-right coalition in 1991 provided both motive and opportunity to 

pursue NPM in healthcare by allowing regional health authorities to contract out services to 

private providers and loosening restrictions on the establishment of private office practice.  

Although attempts to allow private hospital construction were strongly contested by the 

Social Democrats and healthcare workers—and cancelled when the Social Democrats 

returned to power, along with provisions for encouraging private medical practice—at the 

regional level, enhancement of state provision of services with private providers came to be 

accepted across partisan boundaries. Social Democratic county councils relied on private 

providers to reduce waiting times and increase patient choice, and despite initial criticisms, 

eventually national Social Democratic governments accepted provisions that required the 

regions to offer patients a choice of providers including private practitioners and private 

outpatient clinics, all paid by public funds. As healthcare is provided by the regional county 

councils, healthcare politics—not only in Sweden but also throughout the Nordic region—

have become entwined in public administration reforms. In order to encourage economies of 

scale and exchange of information, a new regional administrative structure was introduced in 

Sweden, but highly controversial plans for consolidating some of the older county councils 

into larger regions were dropped. 

In Denmark, as well, improved patient choice that included freedom to choose private 

practitioners and clinics was introduced to lower waiting times and increase competitive 

pressures on public services. The Danish pattern conforms to the Swedish, with initial left–

right conflicts on privatization issues followed by accommodation, particularly as both 

universal coverage and public financing largely guarantee universal access to healthcare 

services. Broader public sector reform efforts, including municipal consolidation and the 



introduction of activity-based financing, also sought to make service provision more efficient.  

Referring to the municipal consolidation as the “reform that should not have happened,” 

Vrangbæk argues that clever policy entrepreneurship and cross-party agreement combined 

with a slow reponse from stakeholder allowed this major public administration reform to go 

through. This was not the case elsewhere. In Finland, municipal consolidation initiatives met 

with considerable opposition—in particular from the municipalities and parties with rural 

electoral strongholds—as Tynkkynen, Koivusalo, and Keskimäki explain. At the same time, 

efforts to introduce greater patient choice through private providers were also opposed.  

When a center-right government combined the two aspects into a major reform of health and 

social services to be based on a small number of very large regions and considerable leeway 

for private providers, political opposition and objections from the parliamentary 

constitutional committee not only blocked the reform but initiated a governmental crisis in 

2019. Schoyen describes the impact of these center–periphery issues in Norway as well, 

where they have colored debates about centralization and specialization of the hospital 

system and about the level of government that should be in charge. Although the political left 

and center-right tend to align differently on market reforms in healthcare, in Norway as in the 

other Nordic countries, patient rights and guaranteed waiting times are increasingly the focus 

of more valence-oriented health politics. Despite the increasing supplementation of public 

provision with private provision in all of these countries, the public sector is dominant and 

private financing minimal; in this region, privatization consists of privately provided services 

financed and regulated by governments. There are however concerns about whether private 

provision may go too far and threaten the high equity of the Nordic health systems. 

 

Southern Europe<c> 



The Southern European cases all share a commitment to universal health care 

provided by decentralized national health services. Although the constitution of the Italian 

republic formed in 1948 had proclaimed health to be a fundamental right, Maino and Razzetti 

describe how governments in the period of Christian democratic dominance continued to 

expand the inherited occupationally-based contributory health insurance that was so well-

suited to patronage politics in a highly-proportional electoral system. Nevertheless, a number 

of developments, including introduction of the Italian regions, the agreement of the Italian 

Communist Party (PCI) to support government efforts to tame terrorism, and the poor state of 

public hospital and outpatient services resulted in the founding of the Italian national health 

service (SNS) in 1978. After 1989, a series of new crisis points—both political and having to 

do with the pressures put on public finances owing to Maastricht and, later, the financial 

crisis of 2008—stimulated further important changes. New public management reforms and 

fiscal federalism aimed to increase the efficiciency of healthcare provision and to reign in 

expenditures. Despite increasing political pressures for greater regional autonomy, however, 

the central state has increasingly relied on the instrument of the Standing State-Regions 

Conference to intervene ever more strongly to control health sector deficits, thus largely 

removing health politics from the political to the administrative sphere. However, the SNS’s 

perennial problems of large regional discrepancies in the quality and access to services, 

insufficient funding, as well as increasing waiting lists and out of pocket payments remain as 

challenges. 

As Asensio recounts, the Portuguese National Health Service (SNS) was created in 

1979 following the “Carnation Revolution” of 1974 that ushered in the “third wave” of 

democracy (Huntington 1991). Although the 1976 Constitution had provided for a universal 

and free national health service, a 1989 constitutional revision reduced this to “tending to be 

free of charge,”and to be the responsibility not only of the state but also of individuals and 



private organizations. This paved the way for several decades of legislation to incorporate 

private providers into the SNS and to adopt NPM pratices in the public sector. Furthermore, 

several waves of austerity resulted in increased user fees and budget cuts that affected access 

to medical services.  Nevertheless, following shifts back to center-left governments, in 2019 

user fees were eliminated for primary care, and a new Basic Law of Healthcare, while 

accepting the role of private providers, affirmed the primacy of the SNS in healthcare 

provision, as well as the right of foreigners to medical treatment. Spain—in contrast to 

Portugal—had eliminated its occupationally-based social security schemes as a source of 

healthcare provision upon democratization, as Chuliá details, thus making a more decisive 

break with the inequalities of the Francoist authoritarian and corporatist state. However, as in 

Portugal, the post-1989 period has been characterized by experiments with public-private 

partnerships and NPM principles in the public sector, as well as by austerity measures. 

Notably, Spanish regional autonomy—which has been engrained in the Spanish national 

health service from its inception—has allowed experimentation with different approaches and 

thus in a sense a partial devolution of the healthcare system. In Greece—following a 

landslide victory of the socialist PASOK party—its overwhelming parliamentary majority 

provided the opportunity for introducing universal health coverage through a new Greek 

national health service (ESY) in 1983. However, as Kyriopoulos and Mossialos argue, vested 

interests, such as those privileged by the pre-existing occupational social health insurance 

schemes managed to block plans to unify all contributory funding into a unified scheme.  

Stakeholder resistance—including by the Greek medical profession and especially university 

doctors—as well as the dynamics of left-right political competition blocked subsequent 

efforts to unify the fragmented system of contributory financing and to put limits on prevate 

medical practice within the ESY. Only as a result of the financial crisis, did an opportunity 

open up in 2011 to consolidate financing under a single insurer and to re-organize the 



provision of primary care, a process which is still ongoing and whose outcome is uncertain. 

In Cyprus, as well, Theodorou and Athanasakis delineate how the full implementation of its 

national health service (GeSY) was delayed by conflicting interests and political goals. 

British colonial rule had left in place a system of tax-financed provision of primary care, 

covering about 80% of the population.  Despite discussion of the introduction of a national 

health service following independence, the introduction of a national health service (GeSY) 

together with a health insurance organization to cover its financing through contributions was 

first enacted in 2001, while implementation was delayed until 2019/2020. 

 

Continental Europe<C> 

The countries of Continental Europe share the legacy of the Bismarckian welfare 

state; indeed this is the region from which the coin was termed. In Germany, the system of 

compulsory health insurance administered by corporatist institutions having already 

withstood a number of changes in political regime from the late 19th century through much of 

the 20th century, continued to do so in the post-1989 period. With the unification of Germany, 

as Immergut and Wendt show, the task of incorporating the East German socialist health 

system into West Germany’s compulsory insurance system provoked structural reforms that 

added both elements of stronger market competition and state regulation to the German 

system without changing its basic corporatist organization. Incentives were added for market 

competition amongst Germany’s sickness finds, and in 2007 health insurance was made 

compulsory for the entire population, although it could still be provided by private insurance 

companies, with some important restraints. The 2007 reform was final outcome of a systems 

debate that came to a head in the 2005 election.  While the Social Democrats and Greens 

campaigned on the proposal that the compulsory health insurance system should be 



universalized to the entire population (“People’s Insurance”), the Christian Democratic 

parties argued that private insurance had an important role to play in the German system, and 

that SHI should be financed by individual premiums, as in Switzerland. Given that these 

parties formed a Grand Coalition government after the election, they comprised on a plan that 

merged all social health insurance contributions into a common fund and provided much 

greater risk compensation than previously, leaving the debate about public versus private 

insurance aside.  

By contrast, in 2005, the Netherlands resolved decades of political conflict over the 

course of the entire postwar period regarding the bifurcated health insurance system, which 

had been split between compulsory SHI covering about two-thirds of the population and 

private insurance coverage those above an income threshold. Anderson argues that this large-

scale structural reform was made possible by the general weakning of the Christian 

democratic and social democratic parties over time, in combination with a landslide victory 

for the liberal party (the VVD).  Consequently, the pre-existing insurance carriers were 

merged into a single mandated private insurance system financed both by flate-rate premiums 

and income-related contributions. The reform introduced elements of managed competition, 

giving insurers tools to bargain with providers. Some controversy has arisen as to whether the 

insurers now have too much power to control providers—especially doctors—and whether 

there is a risk that they may eliminate the principal of free-choice of doctor. 

In France, the basic system of compulsory government insurance and supplemental 

voluntary insurance established in 1945 has remained stable overall, but as Brunn and 

Hassenteufel demonstrate, a technocratic consensus emerged in the early 1990s that 

eventually led to some significant changes.  The role of the state in financing social insurance 

and controlling its expenditures was expanded, and the influence of corporatist actors 

reduced.  The various SHI schemes were merged, and both hospitals and medical 



professionals were subject to greater financial auditing. As a result of cost pressures, 

including ones emanating from the European Stability and Growth Pact, health insurance 

benefits have been regularly cut and user fees increased. At the same time, voluntary health 

insurance coverage has increased and has been subsidized by the state so as to extended to 

low-inome persons, which is one explanation for the very low-levels of OPP in France. 

Although the Belgian social health insurance system has largely kept its system of coverage 

provided by party-affiliated leagues of mutuals intact, Lynch and Vermorken recount how the 

series of State Reforms are leading to the devolution of important sectors of healthcare 

provision, which may eventually lead to the end of the national basis of the system. Leist 

shows how the Luxembourgian consensus model has set limits to health insurance reform 

efforts. Consequently, the sickness funds remain the basis for health insurance coverage 

but—after protests by the funds blocked their unification—a Union of Sickness Funds was 

introduced to negotiate with and to pay providers, while the individual sickenss funds 

maintain direct contact to their members and handle their reimbursements for services. 

Similarly, in Austria, Diesenreiter and Wendt show that corporatist institutions require 

lengthy consensus-building, but that in slow and steady steps, the Federal government has 

nevertheless strengthened its tools of healthcare governance. At the same time, at key 

junctures, the entry of the Austrian Freedom Party into governmental coalitions has resulted 

in more conflictual policymaking and the exclusion of major stakeholders in decisions, which 

have allowed some sweeping cuts and most recently the merger of many different types of 

sickness funds. 

Switzerland historically departed from the Bismarckian model, when its first 

compulsory health insurance law was vetoed by popular referendum in 1899. Instead, the 

Federal government provided subsidies to non-profit divisions of private insurance 

companies on behalf of the insured, while regulating the benefits provided. Despite many 



failed attempts to introduce compulsory health insurance, Ruefli describes how political 

agreement could finally be found in 1994 for a new Law on Health Insurance that made basic 

health insurance mandatory for all residents, and which also withstood a referendum 

challenge. Since then, however, the complexities of decision-making in a democracy that is at 

one and the same time both Federal and consociational, and in which opponents to legislation 

have recourse to veto by referendum, have meant that only incremental fine-tuning 

concerning issues such as government subsidies to premiums, risk adjustment amongst 

insurers, the introduction of uniform tariff systems for hospitals and outpatient care, as well 

as some changes to the relative weights of the federal government versus the Cantons in 

hospital financing and the regulation of acess to medical practice have been approved. 

 

THE PUBLIC–PRIVATE MIX IN HEALTH<A> 

In order to make sense of these many changes in healthcare provision and their 

consequences, it is helpful to examine the financial structures of healthcare systems, as these 

have important consequences for the ability of governments to allocate health resources, 

control costs, and assure the quality of services.  In addition, financing has important 

repercussions for the distribution of costs amongst employers, taxpayers, and individuals, and 

thus potentially one’s ability to access healthcare. The distinction between compulsory 

contributory health insurance and national health service systems can provide a useful 

starting point for grouping health systems into recognizable types.  But each system has been 

shaped by long histories and countless policy decisions that have affected how healthcare is 

provided and paid for.  Consequently, in order to grasp and compare the basic structures of 

contemporary health systems, we focus in particular on the public–private mix as defined by 

the expenditure categories of the OECD (2016, 2019). These are, namely: government 



schemes; compulsory contributory insurance; voluntary insurance; and out-of-pocket 

payment (Table 1.1) 

Government schemes comprise national and subnational expenditures on healthcare 

paid for by governments and financed by taxes. The proportion of government financing 

would logically be largest in the national health service type of system, as hospital and 

outpatient expenditures would be financed out of government budgets.  Other expenditures 

that are often government financed might be health coverage for those on public assistance or 

the unemployed, or special programs for particular population groups, such as children, 

pregnant women, or persons with specific diseases. However, if governments pay 

contributions to health insurance carriers for specific groups, the expenditures paid for by this 

insurance will be classified as expenditures of compulsory contributory insurance, even 

thought they are indeed ultimately financed by taxes. 

Compulsory contributory financing comprises expenditures paid by mandatory health 

insurance regardless of whether the carriers of this insurance are public bodies as in a 

national health insurance system, private voluntary associations such as mutual aid societies 

or statutory health insurance funds, or private insurance companies. The term “social health 

insurance” has become increasingly used to refer to such compulsory contributory programs 

to indicate that risks are pooled, enrollment is open, contributions are income-based and do 

not affect benefits, financing is generally shared by employers and employees, and insurance 

carriers have a public function and are highly regulated, even if they may be private entities 

in legal terms (Saltman 2004).  By contrast, although mandated private insurance may be 

highly regulated so as to include a basic package of required benefits and exclude provisions 

for pre-existing conditions, its financing may be based on individual premiums that do not 

vary by income.  Depending upon the specific scheme, for-profit insurance companies may 

also provide this form of compulsory health insurance.  Consequently, the category  



Table 1.1 OECD Health Care Expenditures by Financing Scheme Categories 

OECD Financing Scheme Definition Prevalent in  

Government schemes National and subnational 

expenditures on healthcare 

paid for by governments and 

financed by taxes 

National Health Services 

Compulsory contributory 

financing  

Expenditures paid by 

mandatory health insurance 

National Health Insurance 

Social Health Insurance 

Mandated Private Insurance 

Voluntary healthcare payment 

schemes  

Private health insurance 

policies held by individuals or 

group plans for companies that 

are not required by law; 

includes schemes of non-profit 

institutions (NPISH) and 

enterprises (not including 

employer-based insurance). 

Employer-Sponsored Health 

Insurance 

Household out-of-pocket 

payment  

Costs borne solely by patients 

without any form of 

reimbursement, such as user 

fees or co-payments, co-

insurance, and uncovered 

services, e.g., dental care, 

pharmaceuticals. 

Inadequate public financing or 

voluntary insurance coverage 

 

 

compulsory contributory financing includes both “Bismarckian” compulsory health insurance 

coverage based on state agencies or non-profit mutual aid societies or sickness funds, and 

“mandated” private insurance systems, which require health insurance coverage by law, but 

allow it to be provided by private insurance companies. Consequently, the percentage of 

healthcare expenditures covered by compulsory contributory insurance is high both in 

systems with compulsory social health insurance and in mandated private insurance systems.   

Voluntary healthcare payment schemes comprise mainly private health insurance 

policies held by individuals or group plans for companies that are not required by law, and 

which may provide a substitutive opt-out alternative to a public plan or provide 

complementary or supplementary coverage. In addition to such voluntary health insurance, 



this category includes as well financing schemes of non-profit institutions and enterprises 

(not including employer-based insurance). In general, the ability to opt out of compulsory 

health insurance has been limited to specific occupational groups, such as the self-employed 

or civil servants, and has been constrained by income ceilings. “Complementary” coverage 

has been defined as insurance to cover services excluded by the compulsory plan (e.g., some 

forms of dental care) or not fully covered (cost-sharing by patients). “Supplementary” 

coverage refers to coverage for services that are indeed provided by compulsory insurance, 

but ones that are delivered by alternate providers or under special conditions so as to speed 

access and increase patient choice (Mossialos & Thomson 2002). 

Up until the wave of enactment of mandated private insurance schemes (as in the 

Netherlands, Switzerland, and Germany), voluntary health insurance payment schemes 

financed a relatively high proportion of expenditures in countries where universal public 

healthcare coverage was limited, either by incomes ceilings as in Germany and the 

Netherlands, or because compulsory health insurance was never enacted (Switzerland). 

However, once health insurance coverage became mandatory, the expenditures covered by 

private insurance in these countries are counted as compulsory-contributory and not 

voluntary insurance.  The same is true with regard to US health expenditures.  Because the 

Affordable Care Act passed in 2010 made insurance coverage mandatory, employer-provided 

health plans have since appeared in OECD statistics on the US as compulsory contributory 

insurance rather than as voluntary insurance (Immergut et al. 2019: 169). There is no country 

in Europe that relies mainly on employer-sponsored coverage as in the United States, but 

voluntary insurance does play an important role in reducing individual out-of-pocket 

payments in Ireland and Slovenia, and to some extent in Croatia and France. 

Household out-of-pocket payment refers to healthcare costs borne solely by patients 

without any form of reimbursement.  These comprise user fees or co-payments, co-insurance, 



and uncovered services, but not insurance premiums or social insurance contributions. The 

term “user fee” or “co-payment” is generally used to refer to flat-rate payments for the use of 

services, such as a fee per doctor visit or dispensing fees per prescribed pharmaceutical. “Co-

insurance” refers to percentages of costs shared by patients, such as a specific percentage of 

doctors’ fees or hospital daily rates. These are often capped as a percentage of income or a 

universal ceiling for all compulsory insured or members of a national health service. In 

contrast to the United States, where it is usual to have a “deductible” amount which the 

insured must pay first before their insurance kicks in, in Europe this is a novel and 

controversial provision in some health systems that include private insurance carriers, such as 

Germany, the Netherlands, and Switzerland. Some of these newer policies also offer a 

positive incentive not to use one’s health insurance by reimbursing a portion of the premiums 

paid if the insured’s expenses remain under a specified threshold in the previous year.  Again, 

these types of incentive systems are controversial within compulsory contributory systems, as 

they break with the non-market character of social insurance.  Uncovered services comprise 

medical treatments not recognized or included in the benefits package, as well as fees that 

surpass negotiated limits for medical treatments. In addition, uncovered services may include 

amenities, such as private rooms during hospital stays, but also visits to private clinics and 

private doctors (who may even be moonlighting from their jobs in the public sector). As 

European health insurance systems have generally introduced nationally or regionally 

negotiated fees covering all doctors in public insurance practice, and for hospital services, 

there are clear restraints on doctors’ and hospital fees. Nevertheless, with increasing patient 

choice and privatization initiatives, this is an area of growing concern, as it may lead to a 

multi-tier system whereby those that can pay more receive faster access and possibly better 

treatment. 



1.1 Government Schemes as Percentage of Total Health Expenditures, 2016 

Source: OECD (2019), WHO (2019). 

 

As can be seen in Figure 1.1,3 the countries with largely tax-financed healthcare 

systems in 2016 are clustered on the Western periphery of Europe—including the Nordic and 

Southern European countries as well as the UK and Ireland—reflecting long-standing 

patterns of historical development as well as reforms taken in recent years.  There are some 

structural regularities related to the type of financing, but care must be taken to examine the 

 
3 Additional figures indicating the exact public-private mix by country (AF 1.1, AF 1.2, AF 

1.3), by region (AF 1.4), and changes over time (AF.1-AF.35) can be found in the online 

Appendix, (Oxford Companion Website link here). 



full private–public mix. In general, the predominantly tax-financed national health service 

systems provide governments with greater leverage on the healthcare system. Government 

budgets can be used to cap health expenditures, and the concentration of payment authorities 

increases governments’ negotiating power over providers.  Indeed, as hospital doctors are 

generally salaried and outpatient practitioners generally under contract, payment for services 

is not fee-for-service in a national health service.  Not only is fee-for-service the most 

expensive form of payment, but it generates incentives to increase the number of services 

provided, as well as the proportion of more expensive services provided. Thus, it is precisely 

the lack of fee-for-service payment within a national health service that constitutes a 

significant factor in cost-control. Government ownership of facilities also facilitates national 

and regional planning. Medical technology and medical supplies can be centrally purchased 

and centrally distributed, and so more efficiently bought and rationally allocated. Similarly, 

centralized purchase and allocation of pharmaceuticals may afford efficiencies of scale and 

purchasing power. Further, if physicians do not receive fees for writing prescriptions, there 

are lower incentives to overprescribe. However, as discussed, not all national health systems 

are centralized; many are regional and decentralized.  And, national health services co-exist 

with a variety of forms of private hospitals and private medical practices, as well as the 

private insurance and private payments to pay for these medical services. These arrangements 

will affect not only the cost of services, but the financial burden on individuals, and hence the 

equality of healthcare access. Thus, the specific functioning of a given national health system 

will depend upon the full public–private mix and the specifics of the health legislation in 

place at any given time in that specific country.  



1.2 Compulsory Contributory Insurance as Percentage of Total Health Expenditures, 2016 

 

Source: OECD (2019), WHO (2019). 

The compulsory contributory systems—alternately referred to as social health 

insurance or national health insurance systems—are generally multi-payer. However, this 

depends upon the exact organization of the scheme, again a result of many years of 

development and political decisions.  As we see in Figure 1.2, the Continental European 

countries—and most of the Eastern European transition ones—have opted for compulsory 

contributory insurance schemes. This means that healthcare services are not provided directly 

by government authorities, but instead are provided by a mix of public, private, and non-

profit providers, that are paid by insurance intermediaries. In the pure national health 

insurance type of system, that insurance is provided by the government. If that is the only 



source of health insurance, we can speak of a single-payer system, as is Canada’s Medicare 

program. Under single-payer, the purchasing power of government can be used to come to 

favorable agreements on prices and to re-allocate health provision, for example by limiting 

entry to government insurance practice according to need-based norms. As discussed in the 

historical overview above, however, many continental countries have retained either a 

complementary role for the pre-existing mutual and sickness funds, or indeed have left the 

administration of compulsory contributory insurance to these associations. Consequently, in 

the case of a diversity of insurance carriers, fees and prices may be the subject of a variety of 

negotiations, and the control of costs made more difficult. The other side of the coin, 

however, is that as higher payments increase the incentives to provide services, the capacity 

of these systems—number of doctors, numbers of hospital beds, types of services provided—

is often higher. 

The group of countries with predominantly compulsory contributory insurance 

includes those with mandated private insurance, such as Germany, the Netherlands, and 

Switzerland, whose carriers have quite different histories and market shares.  Germany’s 

sickness finds are bodies of public law that insure 90% of the population, with a further 10% 

covered by private insurance companies that may be profit-making. Complicating the picture 

are civil servants whose employers provide non-contributory insurance covering 50% of their 

medical expenditures (subject to some caps and restrictions), with private insurance coverage 

picking up the rest, as well as amenities, should they so choose. In the Netherlands, the 

system was long divided between coverage by statutory sickness funds for about two-thirds 

of the population and private for-profit insurance covering the remainder.  In both the 

Netherlands and Germany, income ceilings determined who was to be compulsorily insured 

by the public insurance carriers. Subsequent to the Dutch reform in 2005, the two systems 

were merged into a hybrid compulsory insurance system financed by both income-based 



contributions and premiums that are not based on income but are subsidized for low-income 

earners. This insurance is carried by the pre-existing sickness funds and private companies, 

which are both considered to be private insurance carriers.  In Switzerland, government 

financing of health insurance was limited to subsidies to qualifying plans carried by non-

profit divisions of private insurance companies, subject to government regulation at the level 

of the cantons. With the introduction of mandatory health insurance in 1996, these pre-

existing plans were all moved from the voluntary health insurance category to the 

compulsory contributory insurance category. At the same time, in Continental Europe, these 

voluntary associations with their mutual aid society identities are coming under increasing 

pressure to consolidate and to adopt fiscal rules more in line with the commercial insurance 

and banking sectors (JHPPL). Nevertheless, these social health insurance systems have 

maintained their high levels of health solidarity, and public trust in these systems remains 

high (Wendt 2019). Analogously, the national health insurance systems that emerged in many 

Eastern European countries are essentially part of the government and lack the histories and 

institutions of self-administration that characterize many Continental European social health 

insurance systems.    



1.3 Out of Pocket Payments as Percentage of Total Health Expenditures, 2016  

 

Source: OECD (2019), WHO (2019). 

Given the heterogeneity of national health service and compulsory contributory health 

systems, it is important to consider the adequacy of public finding and the significant role of 

private voluntary insurance in ameliorating lack of access to healthcare. For this reason, the 

extent of out-of-pocket payment can be used as an indicator of the severity of access barriers 

to healthcare and more generally of the degree of health security achieved or lost by these 

health systems. As Figure 1.3 highlights, the “hot spots” of OPP in 2016 are found among the 

Baltic countries (Latvia, Lithuania), Southern Eastern Europe (Albania, Bulgaria, Serbia, 

North Macedonia), and Southern Europe (Cyprus, Greece), which have OPP proportions of 

more than 30% of total health expenditures, and with many over 40%.  Closely behind are 



Bosnia & Herzegovina, Hungary, and Portugal with over 25%.4  Of course, one should not 

neglect the availability of other, more nuanced ways to describe health systems using a 

broader array of variables, such as the extent of preventative care, the supply of doctors and 

hospital beds, gatekeeping measures, and evidence-based performance management, as well 

as the health services provided and the extent to which medical treatments are appropriate 

(see in particular Reibling et al. 2019).5 Nevertheless, by examining how healthcare financing 

has developed over time, we have a good starting point for assessing the impact of the 

politics of health reform in Europe. 

   

THE CHANGING CONTOURS OF EUROPEAN HEALTH POLITICS<A> 

Given the importance of their historical development, it is not surprising that the 

concept of path dependency is widely used to understand differences in health politics 

(Hacker 1998; 2002). Important decisions made at critical junctures—such as the shocks in 

political development described earlier—set institutions in place that generated long-term 

 
4 Switzerland constitutes a “rich outlier,” with nearly 30% OPP.  In this case, managed 

competition insurance policies with higher deductibles and therefore lower premiums have 

become increasingly popular, such that higher OPP in this particular case should not be 

regarded as indicating a fraying social safety net (Immergut et al. 2019: 160–1). 

5 The IHME of the University of Washington provides a Sustainable Development Goals 

(SDG) Index representing a much broader view of health, based on population indicators as 

well as health system indicators, including “coverage of essential health services” (IHME 

2018; see also Online Appendix Figure AF1.5). 

 



repercussions. The introduction of health programs affected the array of organized groups 

and institutions, such as mutual aid societies, hospital associations, or planning bodies, 

sometimes by creating these organizations directly, or by subsidizing them, or simply 

because health policies may generate opposition and counter-mobilization, as in the case of 

associations to represent the healthcare professions. Further, these decisions had 

consequences for the interests and choices of groups and individuals.  Expansive public 

programs impeded the development of private health insurance and private providers, while 

conversely, the lack of public provision stimulated the private market for insurance and 

services, as well as employer provision of healthcare.  Moreover, once in place, a given set of 

healthcare institutions affected individuals’ expectations about the health system, and thus set 

ideational limits and opportunities for health politics. However, as we will see in our 

chapters, there is a large scope of possible action within a given set of institutions and 

expectations about health policies. Indeed, in many of these countries, it has been the dislike 

of the current system and ideas about what an alternative could look like that have been 

critical. 

In responding to new demands on health systems, governments have also been 

constrained by institutional veto points (Immergut 1992; 2020).  These are counter-

majoritarian political arenas in which government proposals may be blocked. The location of 

veto points depends upon the written and unwritten constitution in any given polity, and 

simply refers to the separation of powers. For example, legislation proposed by a government 

may be vetoed in the houses of parliament, and possibly in a Supreme Court or by popular 

referendum.  Consequently, whether veto points are active or “open” will depend also upon 

these political majorities. As shown in Table 1.2, each potential veto point may be scrutinized 

to check for its veto potential.  A president can only be considered a veto point, if s/he can 

veto legislation, is politically independent from the Parliament, and cannot be overridden. We 



assume that a prime minister is never a veto point, but it would be absurd to propose 

legislation and then to veto it.  Upper and lower houses’ veto potential depend upon their 

constitutional powers, and whether the government enjoys a majority in these chambers or 

not. In order to assess the judiciary, we rely on the coding by Lijphart (1999), and the update 

by Roberts (2006), with values of 3 & 4 indicating strong judicial review and constitutional 

courts, while 1 & 2 indicate weaker judicial review and constitutional courts. Referenda are 

considered as veto points when they are binding and can abrogate laws, as our focus is on 

enacting legislation, not constitutional changes. Finally, subnational units of government, 

such as provinces, regions and municipalities are almost never have direct veto power.  

Instead their interests are generally protected by constitutional courts, and representation in 

second chambers.  As veto points comprise the institutional context for health politics, we 

provide information on the veto points situation for all of the legislation from 1989-2019 

covered in this book.6 

 

 

 

 

 

 
6 These can be seen in the second and fourth tables in each country chapter or subchapter in 

this volume, as well as in the Appendix tables in the online Appendix (Health Politics In 

Europe, Oxford Companion Website, link). These are also included in our veto points data 

base, Ellen M. Immergut, Tarik Abou-Chadi, Diana Burlacu, Pauline Defant, Matthias 

Orlowski, Andra Roescu, and Mirko Wegemann , 2020. VAPS Veto Points Data Set, 

European University Institute and Humboldt-Universitaet-zu-Berlin, 

https://vaps.shinyapps.io/vaps-dashboard/. 



Table 1.2 Veto Institutions in Europe 

Veto Institution 

Type 

Conditions for 

Open Veto Point 

Examples Comment 

head of state Can veto legislation; 

cannot be overridden 

by the parliamentary 

majority; is from a 

different party than 

the Prime Minister  

Portuguese President conditional >2/3 (66.66%) majority 

LH & cohabitation:  PM≠Pres 

head of government Prime Ministers not 

expected to Veto 

their own legislation 

none no, assume that HoG initiates 

legislation, thus no veto 

lower house Can veto; 

Government lacks a 

majority 

Swedish Unicameral 

Parliament 

conditional >50% LH 

upper house Can veto legislation; 

majority opposed to 

government; LH 

cannot override 

Czech Senate 

 

 

Danish Upper House 

conditional >50% LH & >50% UH 

 

pre 22.09.1953 conditional >50% UH, 

UH abolished 22.09.1953 

judicial Lijphart classifies as 

3 or 4 

German 

Constitutional Court 

yes, Lijphart judicial review 4.0 

judicial Lijphart classifies as 

1 or 2 

Italian Constitutional 

Court Pre 1956 

pre 23.04.1956, no, Lijphart judicial 

review 2.0 

electoral Referendum Swiss Referendum binding, can abrogate laws passed by 

LH 

territorial Subnational entities 

generally cannot 

directly veto 

Norwegian Counties 

and Municipalities 

no, cannot block national legislation 

 

 

At critical junctures, veto points in some political configurations have blocked major 

health legislation, while in others—even in the same country—the closure of the same veto 

points (through changes in majorities or by political strategies to circumvent them) has 

allowed the legislative process to go forward.  Veto points were critical for the development 

of health systems throughout the 20th century in Western Europe, and for the post-communist 

transitions in Eastern Europe. Critically, veto points are power resources that can be used by 

political actors.  As such, what ultimately happened depended on the strategies and decisions 

these actors chose to make. 



 

Healthcare as a Valence Issue<B> 

In a mature healthcare system, major path-breaking reforms become less common, but 

they do occur. The 1990s and 2000s were precisely such a juncture when system changes 

were considered, and experimentation took place. The political conflicts concerning public 

versus private medicine were generally contested across party lines. Not surprisingly, center-

left parties tend to prefer governmental solutions, and center-right—and especially liberal 

parties (in the European sense)—markets. Thus, party politics are a central component of 

health politics that should be considered along with path dependencies, veto points, and the 

interests and ideas of stakeholders. What we can observe following larger health policy 

changes, however, is a political and administrative learning process as the day-to-day realities 

of particular policy innovations become clearer.  Accordingly, party ideology often begins to 

take a backseat to pragmatism, and the quality of healthcare trumps some widely shared 

assumptions. With voters very interested in healthcare and supportive of universal coverage, 

the quality of services and the satisfaction of the population with the healthcare system have 

become increasingly central in health politics. At the same time, basic conflicts over the role 

of the state versus the market have not completely disappeared. Consequently, political 

parties must tread carefully in their positions on healthcare issues, as they seek both to carve 

out distinct profiles regarding the financing and provision of healthcare, and at the same time 

demonstrate that they are the party that can deliver high-quality healthcare. 

Competition about whether the state or market is the best institution for providing 

healthcare or the appropriate level of public financing for the healthcare system is termed 

“positional” competition, as it concerns the distinct policy positions of parties.  By contrast, if 

there is political agreement on the goals of policy—e.g., providing universal healthcare—



parties may compete on their competence to govern.  In the healthcare area, this means 

improving the quality of health services, reducing waiting times, fighting corruption, and 

defending patient rights.  This second type of competition has been termed “valence” 

competition.7 Although healthcare has sometimes been viewed exclusively as a valence issue, 

our case studies show that health politics revolve around both positional and valence issues.  

Health politics thus incorporate a dual quality as a “positional” and as a “valence” issue, as 

we will see in the chapters to follow (Immergut, Roescu and Rönnerstrand 2019). 

  

Healthcare Futures in Europe<B> 

Since the 1990s, healthcare coverage in Europe has become virtually universal and 

coverage for essential health services more comprehensive. As discussed earlier, however, 

growing financial burdens on health systems constitute a continuing challenge, and the 

economic burden on individuals in some countries remains unacceptably high. At the same 

time, as Schneider, Roots, and Rathmann show in Chapter 2, population health indicators 

have improved, and the gap between Western and Eastern Europe has been markedly 

reduced. Life expectancy and infant and treatable mortality have all improved.  Institutional 

barriers to healthcare access as measured by levels of unmet need have been reduced to very 

low levels in most European countries. While educational and income inequalities in self-

reported health status stubbornly remain, educational inequalities in institutional unmet need 

are no longer statistically significant in a number of countries across Europe. 

As Burlacu and Roescu show in Chapter 3, large majorities of Europeans consider it 

the responsibility of government to ensure adequate healthcare.  Public rankings of the 

 
7 Please refer to chapter 3 for a full discussion of this literature. 



quality of their healthcare systems continue to improve—although there are differences 

across countries and regions.  European voters care about healthcare, considering it one of the 

most important issues for government attention, and in general, have confidence in their 

government’s ability to manage the health system.  Again, there are important variations 

across countries and regions. 

As our introductory chapters outline, previous research has been inconclusive as to 

the influence of the type of health system on health outcomes and public opinions about 

healthcare.  The trouble is that healthcare systems are comprised of multiple institutions that 

do not have homogenous effects. Moreover, these systems change over time.  In order to 

evaluate the impact of the financing and organization of healthcare provision, we need more 

research that evaluates the consequences of these changing institutional particularities over 

time.  By providing the institutional information on these changes, we hope to contribute to 

further analysis that can pinpoint more exactly the impact of health politics and health 

policies on public health, public satisfaction, and public commitment to solidarity in 

healthcare. 

There are, however, some general observations that we can make based on the 

research conducted under our Healthdox project. The politics of health make a big difference 

in solving problems of healthcare delivery.  In the post-communist transition countries, the 

new governments that achieved political agreement and were able to act decisively succeeded 

in setting up sufficient public financing (sometimes coupled with voluntary private insurance) 

in order to provide effective healthcare coverage for their populations.  Slovenia, the Czech 

Republic, Croatia, and Estonia stand out in their regions for having achieved better healthcare 

security and have improved dramatically both in terms of health indicators and public 

support. The same can be said of the experimentation with New Public Management.  Where 

partisan differences about state versus market were replaced with pragmatic cooperation—



often bolstered by regional and local governments, as in Sweden, Norway, and Denmark—

healthcare services became more responsive to patients. Enduring political stand-offs 

regarding the relationship between public and private insurance were resolved through cross-

party cooperation in Switzerland, the Netherlands, and partially in Germany, while 

government officials reached agreement on a technocratic consensus in France. Similarly, 

forms of cooperative federalism were used to improve health services in Spain and Italy. By 

contrast, in countries such as Latvia, Bulgaria, Hungary, Cyprus, Greece, and Portugal, 

political opposition and blockages hindered solutions to equitable healthcare financing and 

provision, making the full realization of the right to healthcare more an ideal for the future 

than current reality. 

 

Lessons Beyond Europe<B> 

The experiences of European countries in managing and reforming their health 

systems can provide models for other countries.  Health coverage in Europe is universal, and 

institutional barriers to healthcare access have been significantly lowered. Our country 

studies show that there are many routes to achieving universal access and to establishing 

healthcare as a universal right.  Historical legacies provided starting points that could be built 

on; rarely were pre-existing systems completely jettisoned. Party politics and political 

institutions set limits to healthcare legislation at critical junctures but could also be overcome 

through compromises and political strategies at other points in time. Single-payer, multi-

payer, and national health service systems have all been successful in providing universal 

access to healthcare.  Critical to this success have been the specific relationships between 

public and private financing and provision, as well as their regulation, which can mean the 

difference between a private sector that contributes to public provision or one that 



undermines it. Despite the differences amongst these countries, throughout Europe 

improvements have been made in healthcare provision with a focus on patient rights, ending 

corruption, and a commitment to universal access. Although challenges remain and new ones 

will emerge, this fundamental health security provides a solid foundation for meeting the 

future challenges that all healthcare systems now face. 
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