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This chapter describes the French health system and in describing it helps to illuminate other systems-and,
in particular, the United States. The author begins by reflecting on the values embodied in French health
care-liberal-pluralism and solidarity (the American system shares these values but puts more emphasis on
the first). The article explains how the French system covers the population, how health insurance works
in France, and how the system developed with the passage of time.

Americans often view health systems abroad as models of what they
would like to see or avoid at home. For example, the French system
may be viewed as a case of “government controlled health care,”
“entrepreneurial office-based practice,” “socialized financing,” “cen-
trally managed public hospitals,” “market-oriented for-profit hospi-
tals,” or simply a “public-private mix of funding and service provi-
sion”. Beyond the half-truths associated with such labels, students
of health politics and policy should seek to understand the salient
characteristics of health systems and how they reflect ideas and
values that have shaped their institutions and political dynamics.

This chapter examines how, in France, the health system evolved
into a national health insurance (NHI) madel that assures univer-
sal coverage with comprehensive benefits and imposes relatively
low out-of-pocket payments compared to most Organisation for
Economic Co-operation and Development (OECD) nations. The
health system is characterized by community-based ambulatory
care (CBAC), a public—private mix of hospitals, private comple-
mentary health insurers, and national-level negotiations among
physician representatives, managers of NHI and the state on pay-
ment rates for private practice. | do not cover the complex details
of how the health system is financed and organized' because the
focus here is on French health politics and policy along the road
from private health insurance to the first laws on compulsory
NHI'in 1928, 1930, 1945, and since then. To get a sense of the
health system’s salient characteristics and evolution, | begin with
the ideas and values that underlie its financing and organization,
and endure today as French policymakers address new challenges.

Ideas and Values

Two conflicting ideas and values underlie the French health
system: liberal-pluralism and solidarity.

Liberal-pluralism is grounded in principles of liberalism and
what Lindblom called “disjointed incrementalism” as a strategy

of change.? Liberalism has little to do with the 1960s American
sense of social reform. Rather, it reflects nineteenth-century
European ideas of laissez faire—letting markets operate and
allowing for individualism and free choice. Pluralism embraces
diverse organizations in society and dispersed centers for making
decisions. In the health sector, liberalism justifies la médecine
libérale—a set of principles, enshrined in the Medical Charter
of 1927: free selection of physicians by patients, freedom of pre-
scription and professional autonomy for doctors, confidentiality
of physician—patient exchanges, and perhaps most importantly,
fee-for-service (FFS) payment directly by patients to doctors.
These principles have been sedulously cultivated by the medical
profession to ensure a personal, symbiotic doctor-patient rela-
tionship and some physician control over their incomes. Plural-
ism, in the health sector, reflects the views of employers and
private health insurers in the 1920s, which supported multiple
insurers offering a wide range of benefits to different employers
and occupational groups.

The idea of solidarity goes back to the French solidar-
ist movement of the 1890s.* Léon Bourgeois, a former Prime
Minister during the Third Republic (1870-1940) , argued that
the French Revolution (1789) had placed too much emphasis
on individual rights; it was time to attend to social obliga-
tions and ties to one another.? Following World War II, the
idea of national solidarity often invoked Rousseau's concept
of the “general interest,” which is not the plurality of indi-
vidual interests, but rather something more elevated, unifying,
bordering on egalitarian. In this sense, solidarity provides a
justification, distinct from liberalism and socialism, to support
state-led social reform in pursuit of justice and the Republic’s
promise of fraternité. In the health sector, the idea of solidarity
has evolved from justifying insurance coverage as a form of
collective action within occupational groups to providing the
ideological foundation for French NHI and the broader social
security system of which it is a part. In this sense, national
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solidarity suggests that health insurance is a right for all—sick
and well, active and inactive, high and low-income—and that
health insurance premiums ought therefore to be calculated on
the basis of peoples’ ability to pay, not actuarial risk.

Politics, Policy and the
Health System

In comparison to the United States and most European
nations, france is known for its strong state and centralized
style of health system management.® But like so many para-
doxes that puzzle anyone trying to understand France, the
health system is, in many respects, fragmented, local, and dis-
organized. French citizens revolted against the excesses of the
monarchy’s centralization during the Revolution, yet many of
these excesses survive today, along with periodic resistance
to them. France is known for its revolutionary politics, yet so
many of its governments, since the Revolution, have been con-
servative. The French are deeply attached to their Republic, yet
their political discourse is known for polemic rhetoric, and they
periodically march in the streets to protest their government's
policies. France is notorious for its trade-union demonstrations
and general strikes, yet it has some of the lowest unionization
rates in Europe. Despite these paradoxes, some characteristics
of the health system are unambiguous.

france’s health system is not—Ilike Cuba—a system of
socialized medicine in which the entire health care work-
force is employed by the state and private practice is illegal.
Nor is it like Great Britain, a national health service (NHS)
in which most hospitals are nationalized but private health
insurance and service provision is legal and general practi-
tioners (GPs) retain their “independent contractor” status
within an “autonomous enclave” of the NHS.® In contrast to
such systems, France's NHI model combines public, social
security, and private sources of funding with CBAC provided
largely by private office-based practitioners who generally
insist on direct payment for which patients are reimbursed via
their NHI smart card. Most hospitals are public institutions
(academic medical centers, community, and other specialty
hospitals), albeit with a significant role (one-third of acute
beds) for private hospitals (for-profit, as well as nonprofit). To
clarify terminology, public financing comes from fiscal taxes,
social security financing is based on payroll taxes, and private
sources of funding are from private complementary health
insurance and out-of-pocket payments.

In contrast to the United States, major disagreements about
health policy, in France, have rarely differentiated political par-
ties from one another.” When party platforms have outlined
health care reforms, e.g., when socialist candidate, Frangois
Mitterrand, was elected president in 1981, his proposals did
not rank high enough to compete with other pressing reforms.
Political parties in France have never advocated restructuring
the overall financing and organization of the health system.
In this respect, politicians are united in ‘keeping politics out
of health.” Political discourse around health focuses on what

must be done to preserve the existing system; not to pro-
mote big-bang reform. To avoid radical reform and support
the status quo in this fashion, political parties rely on the
same health care interest groups to write the health programs
within their respective party platforms.

French politicians typically regard their health system as a
compromise—for better or worse—between GCreat Britain's
NHS and the U.S. patchwork system. They often assert that the
NHS relies on too much health care rationing and offers insuf-
ficient patient choice, and that the U.S. health system is socially
irresponsible for three reasons, none of which apply to France:
(1) There are too many people who are uninsured; (2) There are
too many people who are under-insured; and (3) There are too
many people forced to declare bankruptcy after a serious episode
of illness.

Despite the prevailing consensus on maintaining the French
NHI model, as the health system has evolved since the early
20th century, policymakers have debated the relative impor-
tance of the conflicting ideas and values summarized earlier,
particularly with respect to the role of the state in financing,
regulating, and providing health services and oversight over
NHI. How these debates have been resolved through legisla-
tion, government decrees and negotiation among major stake-
holders reflects the nature of French political institutions, the
power of key interest groups, for example, the medical pro-
fession, hospital associations, private insurers, and the cen-
tral state—parliament, the executive branch, and the highest
levels of France's civil service.

Competition and Health
insurance Coverage

Under its NHI program, the French population has no choice
of health insurer for the statutory benefits provided to them
based on their resident status. There is some choice for com-
plementary benefit packages provided by private insurers, but
these services account for only a small share (13.5%) of total
health care expenditures. They cover most of the population
(98%) for coinsurance, copayments, some balance billing, as
well as vision, dental and hearing aids. The remaining popu-
lation that cannot afford subsidized complementary coverage
obtains it through a means-tested public program. National,
regional, and local health insurance funds responsible for the
statutory benefits under NHI are legally private organizations
responsible for the provision of a public service. In practice,
they are quasi-public organizations supervised by the Direc-
torate of Social Security (DSS) within the Ministry of Health
and Social Affairs (MOH) that oversees the entire French Social
Security system—pensions; family allowances; health and
accident insurance.

Until recently, health and accident insurance were managed
by three separate NHI funds: for Salaried Workers (CNAMTS);
for farmers and agricultural workers (MSA); and for the Inde-
pendent Professions (RSI), now under the CNAMTS. In addi-
tion, there are smaller funds for specific occupations and their



dependents, all of whom have defended their “rightfully earned”
entitlements, also managed by the CNAMTS and its network
of regional and local funds that reimburse patients, and/or pay
health care providers directly, monitor fraud and abuse, and pro-
vide a range of other public health and informational services for
their beneficiaries.

French health policymakers differed from most of their European
counterparts in resisting reform efforts, in the 1990s, which intro-
duced competition and market forces in systems with universal
health care coverage.® American nostrums of unleashing market
forces, for example, consumer-directed health care and selec-
tive contracting by competing health insurers in Germany, the
Netherlands and Switzerland, or internal market competition in
England’s NHS, have gained little traction in France. French NHI
resembles more closely parts A and B of our Medicare Program
except for the fact that the entire population is covered not just
for parts A (hospitals) and B (medical), but also for some long-
term care services and pharmaceutical benefits less well-covered
by Medicare part D or not covered at all (dental, vision and hear-
ing aids).

Aside from offering no choice of insurer under France's stat-
utory NHI program, there is considerable competition among
health care providers and complementary private health insur-
ers. French NHI allows patients free choice to consult GPs,
specialists, private duty nurses, and physical therapists in
CBAC without any American style out-of-network restric-
tions, surcharges and strict gatekeeper provisions in Medicare
Advantage or private managed care plans. Beginning in 2005,
NHI imposed a soft gate-keeping system by requiring French
residents to sign up with a primary care doctor (médecin
traitant).® It is still easy, however, to consult medical spe-
cialists directly conditional on a slightly higher coinsurance
payment, or to arrange for direct access to a specialist with
a referral from one’s médecin traitant.'® As for hospitals, NHI
pays them directly for their care of all insured patients whether
they choose public or private facilities, and wherever they
choose to be hospitalized in France.

The Long Road from Private
to NHI

NHI evolved incrementally in response to demands for exten-
sion of coverage and resistance to proposed legislation by
interest groups strong enough to lobby members of parliament
(MPs)."" In the 1920s, resistance was led by the medical pro-
fession, farmers, small employers and private insurers, most
of whom were organized as nonprofit mutual aid societies
(mutuelles). The mutuelles are the voluntary organizations
that provided cash benefits to replace income due to illness
and premature death, and payment for medical costs due to
accidents and illness. Given their deeply ingrained beliefs in
individual initiative and personal responsibility, the mutuelles
never conceived of themselves as charitable organizations; nor
did they aspire to provide universal coverage.
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Although private insurers, including the mutuelles, were
strongly opposed to state intervention, as the economy became
increasingly industrial and trade unions grew more powerful, new
demands emerged for the state to expand health insurance cover-
age. Following the Great War (1914-1918), the return of Alsace
and Lorraine from Germany to France created the impetus for par-
liament to pass its first compulsory social insurance law covering
salaried workers in industry and commerce for pensions, family
allowances, sickness and accident benefits. Since the population
in Alsace and Lorraine had been covered by Germany's social
insurance system established by Bismarck in 1883, there was
general consensus among French MPs that it would be politi-
cally unacceptable to deprive Alsatians and Lorrainers of their
inherited benefits. Likewise, most MPs were in favor of equaliz-
ing these benefits throughout France even if this meant respond-
ing to a complex set of conflicting demands by private insurers,
employers, and physician trade unions.

France’s first social insurance law took eight years to prepare
before its passage in 1928. Given the number of possible “veto
points” along the way for parliament to pass legislation, it is
not surprising that it took a long time and that after its initial
passage, a coalition of employers, private insurers and physi-
cian trade unions succeeded in rescinding the law.'" Neverthe-
less, an amended version of the law, enacted again in 1930,
covered all salaried workers, under an income ceiling, in indus-
try and commerce. This law is important because it introduced
the notion of compulsory health insurance and mandated ben-
efits. Workers could still choose their insurers and physicians
remained free to set their own fees, but the law established
a strategic role for the state in setting payroll tax rates and
covered benefits. In contrast to the original plan before 1928
to design a system of NHI for the entire French population,
the effects of pluralism—multiple occupational groups lob-
bying MPs to defend their own particular interests—resulted
in establishing one of the most fragmented systems of social
insurance in Europe. Dumont aptly characterized the system
as a “worksite under perpetual scaffolding” and compared it
to an “unfinished cathedral” with multiple altars, steeples and
cloisters, each one providing distinctive benefits for different
occupational groups.'?

The social security ordinances: In 1944, following the
Liberation of Paris from Nazi control, the Conseil National
de la Résistance called for a comprehensive social security
system."” The following year, de Gaulle’s provisional govern-
ment appointed Pierre Laroque, as head of the new Depart-
ment of Social Security. Larogue developed a plan to restore
a sense of national solidarity, democratize and rationalize the
1930 NHI program.'* Since the provisional government was
reluctant about ceding power to a parliament that had voted
to extend Petain’s power during the occupation, democratiza-
tion called for a board of directors composed of elected rep-
resentatives of employees and employers to manage the NHI
funds.* It also provided the rationale for extending coverage to
all citizens. Rationalization suggested that the French medley
of private health insurers be consolidated under the national
fund with regional and local branches.
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In 1945, the social security ordinances of October 4 and 19—
two state decrees—established a social security fund for family
benefits, pensions, and health insurance, and extended cover-
age to all industrial and commercial workers and their depen-
dents, irrespective of their income. Private health insurers were
left only with a market for private complementary health insur-
ance beyond the statutory benefits covered under the compul-
sory NHI program. The provisional government established a
system of social democracy to elect representatives of employers
(25%) and salaried employees (75%), to the boards of directors
for all national, regional and local funds in the social security
system." Their hope was that this governance model, inspired
by Germany's Bismarckian heritage, would be more decentralized
and somewhat removed from the French state whose reputation
was tainted by Petain’s collaboration with the Nazi regime.'

The social security ordinances reflected the ideas of Gaullist
planners working for the French government in exile, in London,
during the war. De Gaulle’s social policy group under the leader-
ship of Laroque, had been influenced by the Beveridge Report
(1942) which subsequently led to the establishment of the
British NHS in 1948. Laroque recognized that Beveridge's ideas
on the need for a universal, unified and comprehensive wel-
fare state would have to be adapted to France’s social insur-
ance system organized around employers, salaried workers and
private health insurers.* As in 1930, the French proclivity for
Cartesian reason had to confront the reality of power.

Numerous special interest groups such as miners, merchant
seamen, subway workers, railway workers, veterans, civil ser-
vants, and other occupations, succeeded in maintaining their
more favorable benefits. Moreover, those groups already cov-
ered were not inclined to pay for those who were uninsured.
Paul Dutton explains that “Laroque and his successors had little
choice but to build their edifice on top of these foundations.
They could use new materials, build higher, and add many
rooms, but the outlines of the old structure would always be vis-
ible.”* Although Laroque had called for an ambitious, big bang
style of reform, the provisional government forced a compromise
between its two major parties: the Communists with the sup-
port of labor unions and the Gaullists, with strong support of
business. As a result, implementation of the original plan was
postponed.

The extension and implementation of NHI: Through-
out the postwar reconstruction period of the Fourth Republic
(1946-1958), and subsequently under President de Gaulle,
during the first decade of the Fifth Republic (1958-1968), when
executive power was strengthened in the new constitution, prog-
ress was achieved in extending health insurance coverage and
improving benefits. Still, French attachment to liberal-pluralism
exacted compromises along the way.

In 1961, a national fund (MSA) was established to extend
health insurance to farmers and agricultural workers and in 1966,
another fund (RSI) was established to cover unsalaried workers,
artisans, and independent professionals. In 1974, a new law pro-
claimed, once again, that NHI should be universal and unified.
But it was not until 1999 that a universal NHI law (Couverture
Meédicale Universelle-CMU) was enacted to cover remaining

legal residents of France irrespective of their employment status
or previous payroll tax contributions. Implementation of this law
began in January 2000, when it enabled residents living below a
poverty level income to qualify for free complementary insurance
benefits financed by the state, and access to health services,
without coinsurance payments, in health centers and outpatient
hospital departments.

To this day, efforts to align retirement and health insurance
benefits by reducing those of special interest groups result in
massive protests. The CMU law set the stage for subsequent
improvements in 2016 and 2022, which eliminated previous
requirements to apply for CMU every year, or every third year,
depending on a person’s employment status. Also, spouses are
no longer covered on the basis of their dependent status; they
obtain coverage individually and keep it for life. Moreover, ben-
efits were extended to cover dental and vision care and hearing
aids.

NHI and fee negotiations: Until 1960, French physicians
in private practice remained free to set their own fees. With the
decree of May 12, 1960, de Gaulle relied on the Fifth Repub-
lic's constitution, which allowed the prime minister to pass a
decree and thereby circumvent normal parliamentary control.
In this way, he established a national system of annual indi-
vidual physician contracts with price ceilings on a schedule
of medical fees. This system ended the traditional freedom of
physicians to set their own fees and thereby violated a key prin-
ciple of la médecine libérale. It also destroyed physician unity;
for the strongest advocates of private FFS practice opted out
of the NHI program and formed a new trade-union.'® None-
theless, by 1964, 85% of French physicians, including most
members of the new union, accepted the fees paid by the NHI
program.

In 1967, another government decree reorganized the NHI pro-
gram by establishing the three separate national funds noted
earlier—CNAMTS, MSA, and RSl Each fund was granted a
certain autonomy to manage its finances and the regional and
local funds were placed under the supervision of the national
funds. Governance of the national funds was no longer left to
elected representatives of employers and salaried employees. It
was divided among appointed representatives of trade unions
and employers, with oversight by the state’s DSS.'” Follow-
ing the establishment of the NHI fund for all salaried workers
(CNAMTS). although one could define French NHI as a muti-
payer model, de Gaulle succeeded in consolidating most health
care funding within one national fund, with the other funds
abiding by the same payment rates for all health care providers,
thereby establishing a source of countervailing power against
physician trade unions.

In 1971, CNAMTS agreed not to compete with la médecine
libérale by establishing its own health centers for the provi-
sion of primary care. It also extended health insurance ben-
efits to all physicians. In return, the physician trade unions
signed a national collective contract with the CNAMTS, over-
seen by the DSS, in which they agreed to accept reimburse-
ment rates negotiated annually on the basis of a national fee
schedule.'®



The Quest for Health Sector
Rationalization

Since the early years of the Fifth Republic, as in other wealthy
nations, French health care professionals have practiced in a
socioeconomic context whose growth and changing patterns
transformed the health sector. It has evolved from a cottage
industry led by entrepreneurial physicians providing most of their
services in office-based solo practice or their patients” homes, to
an emerging industrial complex organized around hospitals that
support specialized staff and affiliated activities such as the phar-
maceutical industry, biomedical laboratories and firms producing
and marketing new medical technologies."® During the period of
reconstruction and economic growth following World War Il
health policy was a response to the need for new hospitals and
modernization. Later, from the 1970s, over a period of enormous
medical progress, new health technologies, demographic change
and exploding health care expenditures, health policy developed
into the handmaiden of economic pressures to limit the rate of
health sector growth.

During the growth period, to finance demand for health ser-
vices, as noted above, the state extended health insurance cov-
erage. To finance the expanding supply of hospitals, the state
invested in medical education, hospital infrastructure and new
medical technologies.

Health sector growth and modernization: In 1945, most
public hospitals were still institutions that cared for the indigent
sick and physicians working in them earned most of their income
from private patients. In 1958, based on a task force report, led
by Robert Debré, a distinguished physician and the father of de
Gaulle’s prime minister, Michel Debré, the government issued
three decrees to reform the hospital system by designating
regional hospital centers to be affiliated with university medical
schools and changing the reimbursement of hospital-based phy-
sicians from FFS to salary payment.?® Not surprisingly, this change
provoked vigorous political opposition by physicians committed
to la médecine libérale and hostile to the idea of being salaried
like civil servants.

The hospital reform was, nevertheless, supported by many
clinical professors and younger physicians. The highest ranking
professors, les grands patrons, who resisted at first, succeeded
in conserving that part of la médecine libérale they considered
most dear—the right to hospitalize their private paying patients
in “private beds” within their public hospital service units. In
addition, since they were required to oversee and provide patient
care, as well as engage in university teaching and research, they
were offered two salaries—one from the MOH; the other from
the Ministry of Education for which they accepted civil servant
status. Many of the younger physicians supported the reform as
an attack on the feudal hierarchy of medicine and education and
on the traditional values of la médecine libérale, both of which
often stood in the way of developing and applying the findings
of biomedical research.

Like the Flexner Report and Regional Medical Programs in the
United States, the Hospital Reform accelerated health sector
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modernization. It consolidated and channeled the diffusion of
high-tech medicine and reduced the gap between biomedical
knowledge and its application. During the first 15 years of the
Fifth Republic, planners in the MOH and National Planning Com-
mission (NPC) initiated a hospital construction program similar
to our Hill-Burton Program in the United States. As in the United
States, there was widespread agreement that investments in
health care were needed. Hospital infrastructure was upgraded,
communal wards in public hospitals were converted into private
rooms, and health planners initiated policies to coordinate the
growth of public and private hospitals. *'

In contrast to the British NHS, one of the French health sys-
tem's long-standing and distinguishing characteristics has been
its public—private mix of hospitals for which NHI pays most of
the costs. Private hospitals, particularly the for-profit ones, have
been the strongest refuge for la médecine libérale because phy-
sicians there are paid FFS and patients choose their physician.
During most of the 20th century, these hospitals differed from
public hospitals and private nonprofit hospitals, most of which
have developed close associations with public sector partners.
The for-profit hospitals typically cared for patients with less com-
plex medical diagnoses and provided almost half of all surgical
and obstetrical care. Today, since most for-profit hospitals are
part of larger hospital systems and many engage in highly spe-
cialized care for cancer and heart disease, these differences have
narrowed. Nonetheless, almost all academic medical centers are
in the public sector. Since the public and private nonprofit sector
hospitals also serve as sites for medical education and research,
the high-tech and super-specialty medical treatments remain
mostly in the public, and a small number of private nonprofit
medical centers, while the private for-profit sector now performs
more than half of all surgery.

Until the early 1970s, French high-level civil servants trained
in prestigious national schools—Ecole Polytechnique and the
National School of Administration (ENA)—succeeded in mod-
ernizing the French economy, constructing and upgrading hospi-
tal infrastructure and compensating, through the social security
system, many of the victims who lost their jobs due to the con-
traction of agriculture and reorganization of industry. This phase
of health sector growth coincided with a period of triumphant
success in medicine and the biological sciences. Politicians,
citizens, and health professionals agreed, as a general rule, that
more was better—more medicines, more hospitals, more health
professionals, more innovation. Such agreement among major
interest groups resulted in little political debate about priorities in
the health sector. Over the decade between 1959-1969, expendi-
ture on social security (health insurance, family allowances, and
retirement pensions) more than tripled and in the early 1970s,
the social security budget grew to exceed the state’s budget lead-
ing policymakers to invoke a “social security crisis.”** During this
phase which takes us up to the present, there has been more con-
flict about how to protect the prerogatives of la médecine libérale
while also adapting the health sector to economic constraints.

Rising health care costs: By 1973, the convergence of rising
health care costs, Europe’s energy crisis and economic reces-
sion, forced policymakers to pursue new goals focused on how
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to contain the growth of health care costs and manage health
services in a world of growing biomedical research, pharmaceuti-
cal innovation, and diffusion of new medical technologies. The
cost problem was typically explained by the Ministry of Finance
(MOF) and the NPC in the following way.” Rising NHI expen-
ditures lead to a “structural deficit,” that is, revenues don't keep
up with payments. This results in fiscal and parafiscal pressures
(from income and payroll taxes), which affect disposable income
of employees and production costs of industry. Employers pass
on these costs to consumers—either through real wage losses
or price increases for their goods—and this conflicts with the
nation’s economic goals of developing an industrial sector that
can compete in international markets. Such conflicting goals. in
turn, provoke concern about how to improve access to quality
health care, contain costs, and finance NHI coverage to sustain
France’s commitment to national solidarity.

The problem of how to contain rising health care costs is far
more complicated than managing health sector growth because
it raises a host of new issues. To begin with, health policymakers
confronted regional inequalities in population health and access
to health care. In addition, new studies made them aware of the
uneven medical care quality among hospitals and regions. Also,
new questions emerged about the need to coordinate hospital
care with CBAC. Finally, the period from the 1970s to the 1990s,
coincided with the introduction of new provider payment meth-
ods: fee-for-service for physicians in CBAC and private hospi-
tals; and per diem reimbursement followed by global budgets
and activity-based payments based on diagnosis-related groups
(DRGs) for hospitals. The evolution of provider payment meth-
ods raised questions about the effects of CNAMTS' payment
policies on the structure and evolution of the health sector and
the extent to which it should take on a more active role in design-
ing financial incentives more in line with the announced policies
of the MOH . #

There was little consensus about these issues. Hospitals
and physician trade unions defended their share of health care
expenditures and argued for more resources; the state. itself, was
divided among the MOF, the MOH, the DSS; and the CNAMTS
was divided among representatives of employers and trade
unions. The only agreement that successfully kept the health
system afloat was the consensus around preserving the broad
elements of the status quo. As former President Giscard d'Estaing
once put it: “France will remain a country which through the plu-
ralism of its health system, will succeed in reconciling la méde-
cine libérale and the socialization of its cost (NHI).”

Giscard d’Estaing’s comment is typical of political party posi-
tions on health care reform. As Jean de Kervasdoué observed,
political party positions are developed by subcommittees with
strong representation of the same key interest groups that seek
to maintain the status quo. Consequently, these platforms have
never focused on the fundamental issues of health care reform:
power, unbounded clinical freedom to prescribe, institutional
change; in short, how to adapt the financing, payment methods,
and organization of health services to the exigencies of tech-
nological, social, and economic transformation.” Over the past
50 years, policymakers sought to contain the growth of health

care costs, while confronting all of the issues raised above and
taking on new crises (e.g., AIDS, the contaminated blood scan-
dal and bovine spongiform encephalography), as they emerged.

Stop-gap responses to contain rising costs: In simple
terms, policymakers faced two principal options for addressing
the structural deficit of NHI funds: increase revenues and con-
trol expenditures. Increasing revenues is conceptually easy but
politically challenging. This can be accomplished by increasing
payroll taxes, raising wage ceilings to which they are assessed, or
extending the taxable base beyond payroll to fiscal taxes. Con-
trolling expenditures is far more complicated because it involves
many more choices about trimming back benefits, increasing
out-of-pocket payments, or regulating prices (those set by the
MQH for hospitals; or those negotiated with physicians and
other health professionals working on an FFS basis). Depending
on how prices are regulated, and by how much they are reduced
or allowed to increase, physicians and hospitals have demon-
strated a remarkable ability to adjust the volume of their services
to achieve their own revenue targets. In response, policymakers
have developed new tools to measure, and eventually control,
service volume. Another longer-term approach to contain long-
run health care expenditures led the state to implement capital
controls designed to limit hospital expansion and modernization,
regulate the diffusion of new medical technologies and limit the
number of students admitted to medical schools.

French policymakers combined a mix of all these methods in
their quest to contain the rise of health care expenditures and
rationalize the health care sector. Despite the 1967 decree that
granted the CNAMTS a certain autonomy to balance its revenues
and expenditures, and the use of these stop-gap methods, health
care expenditures grew at rates exceeding the growth of GDP.
Price controls, volume controls, and capital controls were politi-
cally possible because they did not threaten the existing financ-
ing and organization of the health system. Nor did they alter
the overall management of the system.” Physicians remained free
to determine the mix and quantity of resources they prescribed
though they shared no financial responsibility—neither in pri-
vate practice nor in public or private hospitals; the CNAMTS paid
for health care without exercising management controls on what
was provided; and the MOH exercised regulatory authority over
all public hospitals even though it paid a small fraction of their
expenditures (most funds came from the CNAMTS). The lack of
effective linkage between the institution in charge of payment
(CNAMTS), the regulator (MOH), and providers was sometimes
compared to @ ménage a trois thereby complicating the quest for
health sector rationalization.

The Juppé Plan and its Aftermath

By the early 1990s, economic shifts related to the European
common market, globalization, the preparation for a new Euro-
pean currency—the Euro—all contributed to the design of a more
structural approach to health care reform. Prime Minister Alain
Juppé's Plan addressed the entire social security system, includ-
ing NHI. Among his many lasting reforms was the passage, in
1995, of a constitutional amendment mandating parliamentary




approval of all social security expenditures. This was followed
by three government decrees, in 1996, which mandated parlia-
ment to set a health care expenditure target, increased fiscal
taxes to finance these expenditures, and reinforced state control
over public and private hospitals. Other elements of the Juppé
Plan aimed to align, meaning reduce, retirement benefits of rail-
way workers and other so-called “special regimes” of the social
security system. These measures provoked the most massive
demonstrations before the yellow vest protests in 2018, and the
response to President Macron’s law to raise the retirement age
from 62 to 64 years, in March of 2023. Prime Minister Juppé
was forced to resign, but his government's decrees affecting
the health sector—Ilike those of 1945, 1958, and 1967—were
legal procedures to bypass parliamentary votes: and they have
endured.

The Juppé decrees increased a fiscal tax (cotisation social
généralisée-CSG) introduced in 1990 to supplement payroll taxes
for NHI. Unlike the payroll tax salaried wage earners, the CSG
was applied to all taxpaying residents and all sources of income,
including capital. It has continued to increase as a share of total
health care financing. Likewise, Juppé’s legacy of directing parlia-
ment to set an annual national target for health care expenditures
legitimized the state’s increasing role in overseeing the manage-
ment of NHI. Itinitiated a period of progressive state intervention
to rationalize the health sector by integrating the health system
across hospitals and the administratively separate domains of
CBAC, public health and social services. One of the first steps
in tightening state control of hospitals was the establishment
of a hospital accreditation agency. Another important step was
the establishment of regional hospital agencies (RHA) whose
explicit responsibility was to coordinate public and private hos-
pital services.

In 2004, as a logical extension of the Juppé Plan, the state
established the Union of NHI funds (UNCAM) that placed
CNAMTS, together with MSA and RSI under the leadership of
UNCAM’s Director, appointed for a five-year term by the state.
This brought UNCAM under direct supervision by DSS in the
MOH, which strengthened the role of the state in UNCAM’s
negotiations with physicians and other health professions over
the setting of fees and new measures to regulate private medi-
cal practice. It also facilitated the state’s role in completing the
extension of universal coverage (CMU) for all legal residents
in France irrespective of their occupational and employment
status.

The Hospital, Patients, Health and Territory Act
(HPST): In 2009, HPST strengthened administrative control
over the management of physicians in public hospitals and
sought to integrate public and private hospitals and encourage
their coordination with CBAC, public health and social ser-
vices. To achieve these objectives, HPST renamed the RHAs as
Regional Health Agencies, and merged them with regional health
insurance funds, regional public health programs, all under the
hierarchical control of the MOH. One might have expected this
reform to provide a modest nod to the importance of decentral-
izing state authority and allowing regions to develop their health
systems in response to the specificities of their population’s
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health status and health care organization. In practice, the law
reinforced central control over the RHAs, which in turn tight-
ened MOH control over public and private hospitals. The HPST
also provided budgets that empowered the new RHAs to fund
experiments to promote managed care by encouraging networks
of health care providers in CBAC to target specific diseases and
underserved areas.” In addition, the 2009 HPST law introduced a
soft gate-keeper system providing financial incentives for patients
to obtain referrals from their GPs (médecins traitants) before con-
sulting specialists directly.?"°

Following the passage of HPST, a National Strategy, announced
by the MOH in 2010, recognized the need to improve patient
pathways (parcours de soins) by redesigning the geographic
organization of services. In 2016, under President Francois
Hollande, another law to “Modernize Our Health System” was
passed. It reaffirmed the importance of a public hospital service
coordinated with the activities of private hospitals, established a
national agency in charge of hospital data reporting and analysis,
established territorial hospital groups to reinforce coordination,
and encouraged the creation of community-based professionals
(CPTS) to plan for local health service areas. As this chapter is
written, the Minister of Health has proposed legislation to require
all health professionals in private practice to join one of the thou-
sand CPTS groups covering France. Physician trade unions have
agreed, in principle, as long as the decision is voluntary.

One interpretation of Juppé's health reform and its aftermath
is that they reflect a distinctly French strategy to bring managed
care not just to a particular health insurer or organization, as in
the United States, but rather to the whole health care system,
including underserved areas known as “medical deserts.”? The
challenge, however, in a NHI system deeply committed to liberal-
pluralism, is whether the state can consolidate sufficient power
to control the spatial distribution of health professionals and the
volume of health services provided (and billed for) in private
practice as well as in hospitals.

Challenges for the Future

Even before UNCAM increased the state’s power to set physician
fees, they have been exceedingly low compared to most OECD
nations. Thus, one of the persistent challenges for French poli-
cymakers has revolved around the question of how to respond
to physician pressure to raise their fees while controlling expen-
ditures of CBAC. Examples of fee increases in recent national
agreements with physicians involve the addition of FFS codes
to improve care for patients requiring more physician time, for
example, those aged 80-years old and over with chronic diseases.
Negotiations with physicians have led to increased fees for all
GPs who provide community coverage on weekends, holidays,
and evenings. Likewise, there are now higher payment rates for
complex consultations—children 3-12 years of age at risk of
obesity, newborns within the first 28 days of life, females aged
15-18 for contraception (imagine that in the United States!) and
all patients to prevent sexually transmitted diseases. Also, pay-
ment rates were increased for long consultations—couples with
fertility issues, patients with asthma or severe eye problems, and
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when physicians discuss specific conditions, e.g.. before kidney
transplants, cancer diagnoses, fetal malformations, or Alzheim-
er's and other neuro-degenerative disorders.

In addition to fee schedule adjustments, over the past decade,
many policy analysts have advocated replacing FFS payment with
alternative payment modalities (APMs). In a nation as firmly
wedded as France is to FFS payment, such a change is difficult
to imagine. Nevertheless, since 2010, health policy experts in
UNCAM and MOH, in collaboration with the GP trade union,
have succeeded in introducing APMs, for example, lump sum
payments to supplement FFS physician income in exchange for
physician buy-in to achieve a range of disease management and
other public health goals. These payment changes should not
be construed to mean that France is on the verge of abandoning
FFS payment. They have been implemented at the margins of
France’s mainstream health system

Beyond tinkering with fee schedule adjustments and APMs, as
in other OECD nations, French policymakers face the challenge
of adapting their health system to meet four profound changes:
(1) demographic shifts resulting in population aging due to
declining birth rates and increasing longevity; (2) acceleration of
computing capabilities, communication technologies (the inter-
net, social media) and digitalization; (3) technological progress
in bio-medical research (e.g., genomics) and artificial intelligence
(e.g., Chat GPT); and (4) preparedness for future pandemics and
crises precipitated by climate change.

The impact of these changes on medical practice and health
systems has already been enormous. In response, policymak-
ers in most OECD nations recognize that the secular growth of
health care expenditures will continue and that they must rely on
some form of collective financing that sustains universal NHI.
There is widespread agreement that health policy should—at
least in principle—aim to achieve value for money in the alloca-
tion of health care resources and equity in their distribution. In
practice, defining “value” and “equity” is necessarily contentious
as all students of health politics and policy can understand! In
France, this challenge is complicated by three additional factors.

First, financial access to care is no longer a sufficient goal
because even after eliminating financial barriers to access, mul-
tiple studies have documented inequalities in access to care
among regions and among socioceconomic groups. Second,
patients increasingly recognize that quality of care varies enor-
mously among hospitals and regions. This problem is exacer-
bated by patients” awareness of new diagnostic and therapeutic
options; their freedom to seek care wherever they choose, among
a bewildering diversity of health care providers; and their confi-
dence that health services, including prescription drugs, are paid
for under NHI. Third, since the 1980s, the rise of patient advo-
cacy groups led to a law promoting “health democracy” and a
role for them in the governance of hospitals and other health care
organizations, including new government agencies established in
response to public health crises.”

In addition to these challenges, French policymakers face phy-
sician shortages that stem partly from their decision, in 1971,
with support of medical trade-unions, to lower the number of

students admitted to medical schools. Their number decreased
from a high of 8,500 to 3,500 in 1993, after which it has grad-
ually increased to 9,000 in 2020. Since it takes over a decade
to complete medical schools and develop a private practice or
obtain a hospital position, the effects of the 1971 decision are
still apparent. Together with pressures due to population aging
and the growing prevalence of chronic disease, the consequences
of limiting the pipeline of medical students and pursuing cost-
containment policies has demoralized physicians—in private
practice, as well as in hospitals and their emergency rooms.
Along with hospital interns and nurses, physicians began to
suffer from overwork and burn-out even before the COVID-19
pandemic. Successive governments have initiated modest efforts
to improve working conditions and respond to these problems.
For example, the state has encouraged physicians to locate in
medical deserts, funded training for advanced practice nurses,
reimbursed tele-health, financed health centers that emphasize
cooperation among doctors and paramedics through skill mix
and task shifting. Despite these efforts, there have been multiple
demonstrations and strikes. All of these issues remain on the
health policy agenda.

Etatisation—The consolidation of state control: Since
the Fifth Republic and de Gaulle’s presidency, France’s executive
branch grew more powerful. After the Juppé decrees, govern-
ment ministers, irrespective of party affiliation, relied increasingly
on the upper echelons of the civil service to manage the health
care system. Since parliament has limited technical expertise in
the arcane complexities of pensions, health insurance, and new
hospital payment methods based on diagnosis-related groups
(DRGs), these elite civil servants gained more influence. They
took the lead, together with their technical staffs in the DSS,
MOH, and UNCAM, in devising a program of politically feasible
health sector reform. Throughout the 1990s, these high-level civil
servants consolidated state power by transforming the traditional
social security bureaucracy beholden to multiple trade union
interests and the MOF bureaucracy wedded to strict accounting
and budgetary approaches to health policy, into a health tech-
nocracy with expertise in new management tools, health eco-
nomics, and NHI reimbursement policies.*

The health technocracy supported the creation of many new
government agencies to deal with technical issues of public
health, hospital accreditation, assessment of medical technolo-
gies, oversight of hospital information systems. In collaboration
with these agencies much progress was achieved in measuring
hospital and physician performance, quality of health services
and encouraging experiments to coordinate hospitals and CBAC.
Moreover, since 2008 the state successfully kept the lid on hos-
pital costs and physician fees until the COVID-19 pandemic. But
this “success,” as noted earlier, has led to demoralization and
vigorous resistance from health care providers. |

With respect to physicians, étatisation strengthened the
state’s collaboration with UNCAM in fee negotiations that have
nudged physicians to accept alternative payment modalities
(APMs) based on pay-for-performance (P4P) objectives. In addi-
tion, the state has introduced incentives to increase the number
of health centers (maisons de santé) that include GPs, nurses,



and social workers and provide better access to health services
during weekend hours and evenings. Many of these centers have
also developed multispecialty team practice and share medical
information among providers. The state has also.persuaded some
(but not enough) physicians to accept subsidies to establish new
private practices in medical deserts. In return, the practice must
be open at least four days a week and the physician must commit
to staying in the underserved area for at least five years.

With respect to hospitals, since the HPST Law, the French
state’s centralizing control over all public hospitals—substan-
tial since the Revolution—has increased to the point of strip-
ping these institutions of their autonomy to innovate and devise
local strategies to collaborate with CBAC in their surrounding
communities. All hospital directors are appointed by the MOH
on recommendation of the RHAs, their authority over hospital
physicians has increased leading to significant lowering of morale
among the medical staff, and almost all hiring and firing continue

Conclusion

Although the Laroque Report was instrumental in laying the
foundations for a NHI system based on the idea of national soli-
darity, unlike the Beveridge Report, it did not reassess the state’s
responsibility for general welfare, and it preserved a far more
important role for the private sector and pluralist interest groups
than Beveridge had envisaged. While the British state increased
its control over the health system in one swoop through the
nationalization of hospitals and the creation of the NHS, in 1948,
the French state increased its control more gradually. From its
1945 goal of developing a system of social democracy managed
with significant input from salaried employees and employers,
the system developed into one more responsive to parliamentary
democracy, albeit led by an increasingly centralized and growing
technocracy.

Douglas Ashford observed that Britain created its welfare state
“by intent” and France “by default.”® The paradoxical result is
that Britain, the welfare leader after World War II, has spent less,
per capita, than France since the 1960s. This is not surprising
because it is easier to contain costs in a system that allocates
health care spending as part of the state budget than in a social
insurance system with statutory entitlements funded by payroll
taxes. In the course of catching up with Britain, France developed
a prosperous health sector, and in some respects, the French state
goes further than Britain's NHS, for example, in its centralizing
control of public hospitals. But France does not have an NHS,
and given the capacity of la médecine libérale, private for-profit
hospitals and private complementary insurers to defend their
interests, is not likely to develop one.

French health policy-makers have veered between defend-
ing strong state intervention in the name of national soli-
darity, and supporting la médecine libérale, along with the
private hospital and complementary health insurance sector,
to protect the values of liberal-pluralism. Strong state inter-
vention succeeded in implementing universal NHI by expand-
ing coverage incrementally. Likewise, the state led the process
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to involve complex and slow civil service procedures. Moreover,
étatisation has imposed paralysing bureaucratic procedures and
excessive performance measures, which have contributed to sap-
ping the morale of physicians and nurses.

Over the 1981-2020 period, the shift in health care financ-
ing, as a percent of NHI expenditures, from payroll taxes (82%
to 56%) to fiscal taxes (17% to 44%), has reinforced the state’s
legitimacy over the NHI system.?® A recent study traces how civil
servant elites completed the extension of health insurance to all
legal residents and clamped down on hospital expenditures until
the Covid-19 pandemic.*® But in spite of such “success,” étatisa-
tion appears to have gone too far in containing cost increases
and imposing bureaucratic procedures and performance indica-
tors. Indeed, the question of whether the consolidation of state
control over hospitals is excessive is one of the foremost health
policy issues faced by President Macron.

of health sector modernization while refining its methods
of control over physician fees and hospital spending. State
support for private complementary insurers, private for-profit
hospitals, private FFS practice, as well as health centers, has
ensured institutional diversity thereby allowing supply side
pluralism, competition, and significant consumer choice of
health providers.

Until recently, policymakers claimed to have reconciled the
conflicting ideas and values of liberal-pluralism and solidar-
ity. This may no longer be possible because the bio-medical
knowledge explosion, the proliferation of medical specialties
and rapid evolution of information technology, along with
innovations in medical practice and tele-health, make the
present organization of hospitals and la médicine libérale
seem anachronistic and unprepared for the future. Nowa-
days, there is broader agreement among diverse groups that
there should be better coordination among hospitals, CBAC
and social services. The Commission on the Future of NHI
(HCAAM) recognizes the problems of hospitals and their ERs,
medical deserts, workforce overwork and burn-out. Among
their panoply of recommendations, they have called for com-
munity-based multispecialty teams to establish stronger ties
to the most appropriate hospital services.

As pressures mount to preserve the system by making more
decisive changes in how it is financed and organized, and how
physicians and hospitals are paid, French health policy has
reached a turning point that raises fundamental questions: Can
the balance between liberal-pluralism and national solidarity be
maintained while health care costs are kept under control and
the cherished features of the present system are sustained? Can
the French state adapt its health system to the exigencies of tech-
nological and economic change without provoking insurmount-
able opposition from well-organized private interest groups? The
future of the health system in France will be determined by the
answers to these questions.




360

= Part VI The United States in Comparative Perspective

Acknowledgments

| wish to thank the following friends and colleagues for assistance
in preparing this chapter: PJ. Lancry, Dan Ehlke, William Genieys,

Study Questions

What is the idea of liberal-pluralism as described in this
chapter?

. What is the idea of solidarity? How does it differ from liberal
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Endnotes

10.

Chevreul K, Brigham B, Durand-Zaleski |, Hernandez-Que-
vedo C. France: Health system review. Health systems in
transition. 2015;(17/3)

. Lindblom CE. The science of “muddling through”. Public

Administration Review. 1959:79-88. .

. Zeldin T. A History of French Passions 1848-1945: Intellect,

taste and anxiety. vol 2. Oxford University Press; 1993.

. Dutton PV. Origins of the french welfare state: The struggle

for social reform in france, 1914-1947. Cambridge Univer-
sity Press; 2002.

. Wilsford D. Doctors and the state: the politics of health care

in France and the United States. Duke University Press; 1991.

. Klein R. The New Politics of the NHS. CRC Press; 2019.
. Wilsford D. The continuity of crisis: Patterns of health care

policymaking in France, 1978-1988. The french welfare state:
Surviving social and ideological change. 1991:94-143.

. Rodwin V. Universal Health Insurance in France: How Sus-

tainable?: Essays on the French Health Care System. Office
of Health and Social Affairs, Embassy of France; 2006.

. Dourgnon P, Naiditch M. The preferred doctor scheme: a

political reading of a French experiment of gate-keeping.
Health Policy. 2010;94(2):129-134.

Dumontet M, Buchmueller T, Dourgnon P, Jusot F, Wittwer
J. Gatekeeping and the utilization of physician services in
France: Evidence on the Médecin traitant reform. Health
Policy. 2017;121(6):675-682.

. Immergut EM. Health politics: interests and institutions in

Western Europe. CUP Archive; 1992.

. Dumont |-P. La sécurité sociale toujours en chantier: histoire,

bilan, perspectives. vol 13. Editions de I'Atelier; 1981.

. Chapman H. French democracy and the welfare state.

The Social Construction of Democracy. 1870-1990.

1995:291-314.

. Laroque P. From social insurance to social security: Evolution

in France. Int'l Lab Rev. 1948;57:565.

. Chapman H. Liberation Authorities: Legitimizing the State

from Above and Below. France’s Long Reconstruction. Har-
vard University Press; 2018.

. Stephan J-C. Economie et pouvoir médical. Economica; 1978.

Mohammed Said-Darvich, Jean de Kervasdoug, Jeanne and Francis
Fagnani, Guilnem Fabre, Nadell Fishman and Aaron Rodwin.

4. What was the effect of pro-market reform ideas in France?

20.

21.

22

23

24.

251
26.

21

28.

29;

. The author suggests that the French health insurance

system resembles the Medicare Program in the United
States. Explain.

. Palier B. Gouverner la séeurité sociale: les réformes du sys-

teme francais de protection sociale depuis 1945. Presses uni-
versitaires de France; 2005.

. Thorsen LC. How can the U.S. Government control physi-

cians' fees under national health insurance? A lesson from
the French system. International Journal of Health Services.
1974:4(1):49-57.

. Rodwin VG. The marriage of national health insurance and

la medecine libérale in France: A costly union. The Milbank
Memorial Fund Quarterly Health and Society. 1981:16-43.
Jamous H. Sociologie de la décision: la réforme des études
médicales et des structures hospitaliéres. CNRS, Paris; 1969.
de Kervasdoué |, Kimberly JR, Rodwin VG. The End of an
Illusion: The Future of Health Policy in Western Industrial-
ized Nations. University of California Press; 2021.

Cohen SS, Goldfinger C. from Permacrisis to Real Crisis in
french Social Security: An Essay on Its Limits to Normal Poli-
ties, Institute of Urban and Regional Development, Univer-
sity of California; 1975.

Rodwin V. Management without objectives: The French
health policy gamble. The Public/Private Mix for Health:
The Relevance and Realities of Change. Nuffield Provincial
Hospitals Trust; 1982.

Rodwin VG. On the separation of health planning and pro-
vider reimbursement: the United States and France. Inquiry.
1981;18(2):139-150.

de Kervasdoué |. La santé a vif. HUMENSCIENCES; 2023.
Rodwin V. The rise of managed care in the United States:
lessons for French health policy. Health Policy Reform,
National Variations, and Globalization. St. Martin's Press;
1996:39-58.

Rodwin VG, Le Pen C. Health care reform in France-the
birth of state-led managed care. New England Journal of
Medicine. 2004;351(22):2259-62.

Gusmano MK, Laugesen M, Rodwin VG, Brown LD. Getting
the price right: how some countries control spending in a fee-
for-service system: Health Affairs. 2020;39(11):1867-1874.
Tabuteau D. La démocratie sanitaire. Les Tribunes de la
santé. 2021;70(4):25-35.



30. Genieys W. Said-Darvich M. The Great Transformation
of the French Welfare State: An Elite Approach to Policy
Change. Palgrave-Macmillan/International Public Policy
Series, 2023.

References

Ambler, J. (1991). The French welfare state: Surviving social
and ideological change. NYU Press.

Ashford, DE. (1986). The British and French social security
systems: Welfare state by intent and by default.
Nationalizing Social Security.

Barroy, H, Jarawan, E, & Balesd, S. (2014). Universal Health
Coverage for Inclusive and Sustainable Development.
Country Summary Report for Vietnam. World Bank
Group.

Bridgman, R. (1971). Medical care under social security in
France. International journal of Health Services, 1(4),
331-341.

Chapman, H. (1995). French democracy and the welfare state.
The Social Construction of Democracy, 1870-1990,
291-314.

Chapman, H. (2018). Liberation Authorities: Legitimizing
the State from Above and Below. In france’s Long
Reconstruction. Harvard University Press.

Chevreul, K, Brigham, B, Durand-Zaleski, 1, & Herndndez-
Quevedo, C. (2015). France: Health system review. Health
Systems in Transition (17/3).

Cohen, SS, & Goldfinger, C. (1975). From Permacrisis to Real
Crisis in French Social Security: An Essay on the Limits
to Normal Polities. Institute of Urban and Regional
Development, University of California.

de Kervasdoué, |. (2021). Assurance maladie: I'impossible
colmatage du tonneau des Danaides. Revue d’économie
financiere(3), 61-79.

de Kervasdoué, |. (2023). La santé a vif. HUMENSCIENCES.

de Kervasdoué, |, Kimberly, JR, & Rodwin, VG. (2021). The
End of an lllusion: The Future of Health Policy in Western
Industrialized Nations. University of California Press.

Dourgnon, P, & Naiditch, M. (2010). The preferred doctor
scheme: A political reading of a French experiment of gate-
keeping. Health Policy, 94(2), 129-134.

Dumont, J-P. (1981). La sécurité sociale toujours en chantier:
histaire, bilan, perspectives. Editions de I'Atelier.

Dumontet, M, Buchmueller, T, Dourgnon, P, jusot, F, &
Wittwer, J. (2017). Gatekeeping and the utilization of
physician services in France: Evidence on the médecin
traitant reform. Health Policy, 121(6), 675-682.

Dutton, PV. (2002). Origins of the French welfare state: The
struggle for social reform in france, 1914-1947. Cambridge
University Press.

France, O. (2017). France: country health profile 2017, state of
health in the EU. France: Country Health Profile 2017, State
of Health in the EU.

Freeman, R. (2000). The Polities of Health in Europe.
Manchester University Press.

Chapter 27 France = 361

31. Ashford DE. The British and French social security systems:
welfare state by intent and by default; 1986.

Genieys, W, & Hassenteufel, P. (2015). The shaping of new
state elites: Health care policymaking in France since 1981.
Comparative Politics, 47(3), 280-295.

Grimaldi, A. (2021). Manifeste pour la santé 2022: 20 ans
d'égarements: il est temps de changer. Odile Jacob.

Gusmano, MK, Laugesen, M, Rodwin, VG, & Brown, LD.
(2020). Getting The Price Right: How Some Countries
Control Spending In A Fee-For-Service System. Health
Affairs, 39(11), 1867-1874.

Hassenteufel, P. (2020). Handling the COVID- 19 crisis in
France: paradoxes of a centralized state-led health system.
European Policy Analysis, 6(2), 170-179.

Immergut, EM. (1992). Health politics: Interests and institutions
in Western Europe. CUP Archive.

Jamous, H. (1969). Sociologie de la décision: la réforme des
études médicales et des structures hospitaliéres. CNRS,
Paris.

Johanet, G. (2008). L'échec de la régulation. Séve(3), 97-110.

Klein, R. (2019). The New Politics of the NHS. CRC Press.

Laroque, P. (1948). From social insurance to social security:
Evolution in France. Int'l Lab. Rev., 57, 565.

Le Pen, C., & Rodwin, V. (1996). Le plan Juppé: vers un
nouveau mode de régulation des soins? Droit Social,
859-862.

Lindblom, C. E. (1959). The science of “muddling through”.
Public Administration Review, 79-88.

Nay. O, Béjean, S, Benamouzig, D, Bergeron, H, Castel, P, &
Ventelou, B. (2016). Achieving universal health coverage
in France: policy reforms and the challenge of inequalities.
The Lancet, 387(10034), 2236-2249.

Palier, B. (2005). Gouverner la sécurité sociale: les réformes du
systéme francais de protection sociale depuis 1945. Presses
universitaires de France.

Pen, CL. (2010). Assurance maladie: le modele de 45 est-il
mort? Le débat(4), | 16-128.

Pierru, F, & Rolland, C. (2016). Bringing the Health Care State
Back in. Revue francaise de science politique, 66(3),
483-506.

Rodwin, V. (1982). Management without objectives: The French
health policy gamble. In The Public/Private Mix for Health:
The Relevance and Realities of Change. Nuffield Provincial
Hospitals Trust.

Rodwin, V. (1996). The rise of managed care in the United
States: Lessons for French health policy. In Health
Policy Reform, National Variations, and Globalization
(pp. 39-58). St. Martin’s Press.

Rodwin, V. (2006). Liniversal Health Insurance in France:
How Sustainable?: Essays on the French Health Care
System. Office of Health and Social Affairs, Embassy of
France.




362 e Part VIl The United States in Comparative Perspective

Rodwin, VG. (1981). The marriage of national health insurance
and la médecine libérale in France: a costly union. The
Milbank Memorial Fund Quarterly. Health and Society,
16-43.

Rodwin, VG. (1981). On the separation of health planning
and provider reimbursement: The US and France. Inquiry,
18(2), 139-150.

Rodwin, VG., & Le Pen, C. (2004). Health care reform in
France-the birth of state-led managed care. New England
Journal of Medicine, 351(22), 2259-2262.

Steffen, M. (1989). Privatization in French health politics: Few
projects and little outcome. International journal of Health
Services, 19(4), 651-661.

Stephan, J-C. (1978). Economie et pouvoir médical. Economica.

Tabuteau, D. (2021). La démocratie sanitaire. Les Tribunes de la
santé, 70(4), 25-35.

Thorsen, L. C. (1974). How can the U.S. Government control
physicians’ fees under national health insurance? A lesson
from the French system. International journal of Health
Services. 4(1), 49-57.

Wilsford, D. (1991). The continuity of crisis: Patterns of health
care policymaking in France, 1978-1988. The french
welfare state: Surviving social and ideological change,
94-143.

Wilsford, D. (1991). Doctors and the state: the politics of health
care in france and the United States. Duke University Press.

Zeldin, T. (1993). A History of french Passions 1848-1945:
Intellect, taste and anxiety (Vol. 2). Oxford University Press.



