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One of the paradoxes of American health policy is the coexistence of anti-
government attitudes and the increasing role of the federal government
in medical care. As Lawrence Brown (1991: 40) put it, “For sixteen of
the last twenty years the federal executive branch has played the activist
malgré lui;, the Nixon, Ford, Reagan, and Bush administrations have all
expanded federal intervention in the health sphere despite ideologies that
honor deregulation and reprivatization.™

Since the passage of Medicare and Medicaid in 1965, the government’s
role has evolved beyond its historic function of providing medical care to
specific populations, funding public health programs at the federal level
and licensing physicians at the state level. It now finances medical care
for the elderly, the very poor, and the severely handicapped: regulates
hospitals and capital expenditures on new medical technologies: and most
recently, launches new initiatives, e.g., hospital and physician payment
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rf:lorm. quality assurance programs. technology assessment. the publica
tion o'fr.isk-udjusled hospital mortality rates. and the financing of researcl;
zzrzil.nlcul practice guidelines and the effectiveness of medical proce-
. In C(?nlrast to their Canadian and European colleagues. American physi-
c.m.n‘s find their clinical autonomy rapidly eroding as their day-to-day ac-
tivities are increasingly subject to review and ap;)roval by ad'ministrative
pcrsor.mel’ working for government-financed and -mandated peer review
organ.lzauons..employers. or private insurance carriers. Why. in a country
notorious for its suspicion of concentrated power centers and excessive
g(‘)verr.nnental authority, have American physicians become, in the v\;(;rds
of Philip Lee and Lynn Etheredge (1989), “the most Iiliavuted-uguins‘t~
second-guessed and paperwork-laden physicians in Western‘industr?lali;e(i
democracies™? . ‘
The answer to this question may lie in the importance of centralized pri-
}':nlc power—large payers and purchaser coalitions—both of which have
I many ways. been more aggressive toward the medical profession thur;
the covernment thus muabane American <y le sate intervention seem reba-
ek ynebirnane This vicw o g wesk \merican state, in comparison ;u
other indhietresbzed natons owodeh chared and emcrees, once aeam. in
Do comparatine strhios ot medboad care and the state i the l'mled Sl;;lcx
and Furope
State Intervention in Medical Care. by Hollingsworth. Hage . and Hanne-
man. adopts a broad macrosociological and h;.sloricul per;péclive on the
cnnsquences of state intervention in medical care from 1890 to 1970 in
the United States, Britain. France. and Sweden. Doctors and the State
by quid Wilsford. adopts a focused political science perspective (;n lhl;
relationship between doctors and the state. mostly since the 1960s. in
France and the United States. h
' Both studies reveal years of meticulous research. They are full of in-
mgh.ls and provocative findings. They appear. however. to gloss over
the 1mp0-rt.uncc and complexity of multiple governments in ;hc United
S"[ates—'m‘ty state and 82.290 local government units—and the signifi-
cant variations between these units in the government’s role in medical
care (Bre-cher 1990). New York State, for example. is on the high side of
Fhe stale' intervention spectrum. It organizes quality assurance r?:view& of
its hospitals and regulates the number of hours that interns and residénts
may work., ‘ A
~ B()tl] studies also undervalue, or neglect. distinctly American and grow-
ing forms of federal intervention in the United States: for cxumpl; the
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government's encouragement of competition, its financing of health ser-
vices research, the requirement by Medicare and Medicaid that hospitals
be accredited by the Joint Commission on Accreditation of Hospitals, and
the important role of the state in monitoring health care expenditures and
utilization.

Hollingsworth et al. claim to present “a new paradigm of comparative
macropolicy analysis and to apply it to the performance of national medi-
cal systems " (p. 28). Given the well-known difficulties of measuring the
pertormance of medical systems, few studies have attempted so ambitious
a task. Their major findings may be summarized as follows:

I. Medical care costs tend to rise with state subsidies for the financing
of medical care. when the price of medical care services and the
appointment of personnel are not controlled.

2. Control over the prices of medical care services and the appoint-
ment of personnel. as well as the level of medical care expenditures,
the number of physicians per capita. and the number of specialists
as a proportion of physicians. all have a direct effect in reducing
age-stundardized mortality rates. Hollingsworth et al. interpret these
findings not as a rejection of McKeown's (1975) thesis that improve-
ments in the standard of living have caused a decline in mortality
rates. but rather as a refinement. insofar as the effect of improve-
ments in the standard of living on mortality are “mediated”™ by the
delivery system.

3. Increasing levels of professional density and specialization tend to
speed both adoption and diffusion of medical innovations, while
more state centralization tends to slow adoption but speed their dif-
fusion.

4. Social efficiency, defined as the level of health among the population
per unit of expenditure in the medical care system. has tended to
fall: however. where the state controls the price of medical services
and the appointment of personnel, social efficiency tends to improve
when all other factors affecting social efficiency are held constant.

5. State intervention is far more effective in equalizing access to medi-
cal care and the distribution of resources than in equalizing health

outcomes.

What Hollingsworth et al. tell us is that state intervention in medical
care is. for the most part, good. It helps control costs, it improves the
population’s health. it leads to social efficiency. it leads to faster diffusion
of low-cost technologies and slower adoption of high-cost technologies,
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and it. in.creases equality of access to medical services and reduces i
equ.alny in the geographic distribution of medical resources. Finall n
their concluding reflections on state intervention and privat‘izationy’t}lln
authors claim to debunk the myth that privatization in the delive; ef
medical care helps reduce costs and that competition improves efﬁciei;co
In some respects, this study is an empirical tour de force. Its ﬁndiny;
are based on an enormous amount of data analyzed with the convemiongl
tools of social science: reviews of relevant literature, elaboration of ;1
rr.mdels, construction of weighted indices and the usé of multiple re pra
sion te?hniques. Although the authors appear to view social scpiencegaess-
kind of social physics replete with hypothesis testing and méusuremehta
they are well aware of the specification problems 'n;volved in impos’in‘
causal orderings on independent variables. For example. they recou.nizi
thut. health levels are “mediated™ by a host of other factors zlnd lh‘jl t};e
v:rlubles t.hey ‘examine are not independent. Moreover, they elaborate on
lfez(g)l;);:sté#etllﬁes that result from models that fail to account for complex
In the appendices, the reader will find many necessary qualifications
about the data, the indices. and the findings. The authors note, for ex;
a{nple. that “interpretational biases are proportional to the reluti.ve mag
mtuc%es .. . of the feedback relationships™ (p. 225). The problem is thz;
pothmg—«neither in the data, nor in the relevant theory, nor anywheré else
in th? Vbook——providcs a clue as to what these magnitudes are. As with t;e
speghcz;tion of their path models, the authors rcfy on their béstjudﬂment
whfch, in my judgment. is sound. albeit with one possible éxce ; —
their central concept of state intervention. e
Ho]l%ngsworth et al. conceive of state intervention as “a form of cen-
er.IIIZZl.lK)n . . . the degree to which the power to coordinate the activities
o_f society’s medical system is concentrated in the state™ (p. 9). Ino eral
tional terms. they focus on the extent of public financing of médiculpcure
and on 'the state’s role in setting the prices of medical ;are services and
appointing personnel. The authors believe that a strong state role i.n the
performance of these functions reflects a high degree ofkstate intervention
‘whereas'u weak role corresponds to what they call privatization. Accord-
ing to this concept of state intervention. the United States is clez;rly at the
g:z)v:;z:nd of the spectrum. However, the analysis is misleading on two
First. because the data do not go beyond 1970, Hollingsworth et al
neglect to analyze the growth of state intervention in the Uniled State;
and the withdrawal of important state functions in Britain. Since 1970 i;I
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the United States. there have been major state initiatives in hospital rate
regulation. Moreover, Medicare’s prospectively and centrally set prices
for hospitals and the new physician payment reforms represent a signifi-
cant increase in the federal government's role. In Britain there has been a
significant decrease of state control over prices and appointment of per-
sonnel since the implementation of the National Health Service reforms
of April 1991, which established hospital trusts and general practitioner
budget holders.

Second. Hollingsworth and his coauthors rely on an exceedingly lim-
ited concept of state intervention and underplay the importance of several
critical state functions. For example. they merely mention. en passant,
the role of the federal government in designing tax incentives (p. 75); they
ignore the role of municipal bonds in hospital capital financing: and they
overlook the extent of so-called “voluntary regulation,” backed up by
government sanctions in cases of noncompliance—e.g.. the standards of
the Joint Commission on Accreditation of Hospitals and uniform report-
ing requirements for hospitals. In addition. the authors ignore the role of
government—at federal. state. and local levels—in utilization review and
quality assurance activities. including the publication and dissemination
of risk-adjusted hospital mortality rates for the Medicare population. Only
in the United States, where state intervention is presumably weak, is the
government strong enough to “get away ™ with the publication of this sort
of information. to provide thetorical as well as minimal economic support
for alternative delivery systems. and (along with Britain since 1991) to
promote competition.

In adopting a narrow concept of state intervention and by focusing
on the problems of measuring state intervention across nations and over
time. Hollingsworth and his coauthors place little emphasis on what
Hall (1986: 5) calls the “interaction of interest groups. institutions and
ideas.” They do argue, in relation to factors affecting health care costs
(chap. 2) and in their final chapter. that “physicians are more dominant
over ambulatory and hospital care the more the medical system 1s pri-
vatized™ (p. 182). However. their aggregative, data-driven approach to
the comparison of four countries makes it difficult to expand, let alone
explain. such a broad proposition.

David Wilsford’s book, Doctors and the State. lends some support to
Hollingsworthetal.’s argument that physicians are more dominant in more
privatized health systems. It also adds much needed contextual clarity and
political insight. Through the use of careful case study analysis. Wilsford
expands the concept of state intervention by comparing the nature of state
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structures. the power of the medical protession. and their interactions in
France and the United States. ‘

One ifnportunt interaction is that between representatives of private fee-
for-service medical practice—/a médicine libérale—and the French state
Paul Cibrie (1954). the first general secretary of the first French physi;
Cifln:ﬂ’ trade union, who anticipated. as early as 1929, in a letter to the
minister of fabor. what French policymakers did not realize until 1960
and what American policymakers did not realize until the late 1980s—
that national health insurance (NHI) and the right of physicians to set their
own fees are incompatible: ’

We understand administrative procedure well enough to know that the
thealth insurance) funds will want to impose allowable charges and
tl.1ird‘purt_v payment. And we have great difficulty identifying ur; impar-
tial institution capable of arbitrating between the opposirtlg [;osi(i()ns of
the medical profession and that of the health insurance funds.

.Cibrie's concern was well warranted. for in France. as well as in the rest
of Europe and the United States. the institution charged with regulating
health insurance has been the state. And its role has ex;)unded fron; simpl;
regulating reimbursement rates. to collecting data. monitoring physician
p'rucli%'c patterns. and more generally, shaping the orgunizuli(;n and prac-
tice of medicine.

\_Nilsff)rd notes that the growth of state intervention in all industrialized
nations is a response to what he calls the “fiscal imperative.”™ This is his
().nvly concession to convergence theory: aside from this general propo-
sition. he emphasizes some significant differences between France and
the United States. Wilsford argues that the French state is strong while
lbe American state is weak. and the French medical profession 1: highly
divided while the American medical protession is relatively united. He
then goes on to explore how these two “independent variables™ —state
strt{clures and the cohesion of the medical profession—atffect health care
policy-muking in France and the United States.

‘The major contribution of Doctors and the State is its detailed analysis
of the French health care system—an NHI system that deserves consider-
ably more attention than it has received by American policy analysts (Godt
1986: Rodwin 1981). French NHI is organized around three national funds
and financed through the social security system on the basis of compul-
sory employer and employee payroll taxes. Ninety-nine percent of the
population is covered with comprehensive health benefits and there are
no restrictions on provider choice. In contrast to the United States, most
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hospitals (two-thirds) are public and the remainder are private. half of
which are private-for-profit. But like the United States. ambulatory care
is dominated by private fee-for-service practice and relies heavily on co-
payments.

Wilsford focuses on French health care politics. His thesis is that
American physicians have more successfully resisted government initia-
tives to contain costs and otherwise intervene in the health care system
than their colleagues in France. Wilsford also suggests that “state initia-
tives in France are more comprehensive, more coherently connected and
more sustained than either state or private initiatives in the United States™
(p. 264). He concludes that although American physicians have lost some
independence and power due to the “fiscal imperative.” French physicians
have suffered a far more serious setback.

In making these arguments. Wilsford sifts through relevant literature
on the centralized and powerful nature of the French state and on what he
calls (in chapter 3) the “grateless American state.” characterized by “ex-
treme privatism, extreme fragmentation. and extreme decentralization”
{p. 82). Moreover. Wilsford presents carefully researched case studies—
not always in support of his positions—on key health policy issues in
France and the United States. Finally. he examines the consequences of
French and American patterns of policy-making on the political activities
of organized medicine and suggests a fruitful area in which to pursue his
research by examining his hypotheses in Britain. Canada. Japan. and West
Germany.

Doctors and the State is an important contribution to understanding the
nature of state intervention in medical care. Wilsford has successfully cap-
tured some important differences between health care politics in France
and the United States. But like so many of us. he has succumbed to the
temptation of falling so much in love with his thesis that he has perhaps
taken it too far. Three questions. for example. point to evidence contra-
dicting Wilsford’s thesis that the French state has more control over health
policy and the medical profession than the American state and that French
physicians have less independence than their American counterparts.

First, if the policies of the French state are so “comprehensive, more co-
herently connected and more sustained” than those of the American state,
why has its performance in controlling health care costs been ineffec-
tive? France's health care expenditures, as a percentage of gross domestic
product. are the third highest of all the Organization for Economic Co-
operation and Development countries, after the United States and Canada

in 1990 (OECD 1991). Their annual rate of increase, in constant prices,
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from 1975 to 1990, has averaged 5.3 percent compared to 3.6 i
the United States (OECD 1991). o pereentin
Second, if the French state, with all of its “tactical advantages.” is so
xtrnng, why, as I write this review in Paris, in February of 199; i1-uve‘ lile
I\.«'Hl funds and the government so far been unable to impose -1;1eir 0si-
tion, hc!d since July 1991, that there must be an expenditure targe;; t:or
the services of all physicians in private fee-for-service practice (Durieux
1991)? In this respect. the Omnibus Budget Reconciliation Act of 1989
((_)BRAS‘)? establishing “volume performance standards™ for all physi-
cians treating Medicare patients has gone beyond the present cupacit)‘/ »of
Fhe French state to impose expenditure restraints on physicians. Moreover
n co.n(rust to American physicians who do not ucce[;t assignment unde;
Medicare. but who are. nevertheless. bound by percentage Ii\mits' that the
may not exceed. French physicians who do not uccepl‘ ussitvn;11enl muy
charge whatever they wish. i ’

. ()BR{’\X()_ along with the prospective pavment system based on
diagnosis-refated groups and passed in 1983, are both cx;unplcs of'l'cdcrul
intersenbion o the pavment of health care providers under Medicare and
roveal a o cemtuant deeree of state atenonn overlooked \\'Il\lnr:l in
the Enited Stares rBiroew n 1955 Rodaon 19595\ Brown I.W‘H bargues

Modecsre aod Modscand booke the tadbitional plurabst pattern that ;n'ulg:
f" gencrnment o Largely passive retlector of the balance of power um\‘mu
!ntcrcxl\ I society . Lt soon hecame an Cinterest” with an incrc:nsin\'l;'

corporate” sense of selt and the commanding presence of the pr()v‘crb:iu'l
800-pound gorilla™ (p. 40).

Third. if French physicians are so weak compared to their American
counterparts. why has the French centralized state been forced to back
do.wn on a number of issues dear to organized medicine? It is true. as
Wﬂsford notes. that physician fee levels. as well as their incomes are‘ fa;'
lower in France than in the United States. If income is the rele\;u‘nl indi-
f:ul.or‘()t physician independence or autonomy. then Wilstord's argument
is infallible. But for those of us who agree »‘vith UwevReinha‘rdt ;(:1987)
as l.do, that American physicians have traded off a loss of autonomy il;
clmncal decision making for high incomes. the power of French physicians
;;rtliz[l);tz;vast despite what Wilsford rightly calls their “organizational

French physicians. particularly specialists and professors, are still enor-
.mously prestigious citizens—notables. Roughly 10 percent ofthé deputies
in th.e French National Assembly are physicians and they exercise dlijs'prol
portionate power over health policy. In addition, Frencl; public. h()sf)ituls
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are still organized around service units with chiefs who retain enormous
power (compared to their colleagues in the United States) over the inter-
nal organization of their “kingdoms,” including admissions, discharges,
lengths of stay, and medical records. That is why attempts to reform hos-
pitals, by reorganizing services into departments. failed—a point clearly
acknowledged by Wilsford whose explanation is that “paradoxically the
strong French state is sometimes weak indeed™ (p. 270).

In stark contrast to their American colleagues. French physicians refuse
to reveal the procedures they perform and their patients’ diagnoses to the
NHI funds. As a result. the French state and NHI funds have none of the
information and tools available to the American state and private insurers
to manage medical care through the use of such widespread American
techniques as preadmission hospital reviews, control over hospital lengths
of stay. and detailed monitoring of physician practice patterns.

Hollingsworth and his coauthors. as well as Wilsford, have produced
important studies on medical care and the state. Both studies, however,
tend to exaggerate the half-truth that the American state pales in compari-
son to its counterparts in Europe. Neither study pays sufficient attention to
the growing role of the American state in promoting the management of
medical care. financing research on medical care effectiveness and prac-
tice guidelines, and disseminating information on hospital outcomes and

research findings.

In future comparative research on medical care and the state, it may be
helpful to transcend the strong state Versus weak state dichotomy and to
examine more closely the wide range and changing tools of government
action. What tools. for example. are most effective for the implementation
of different policy goals? And to what extent does the use of different tools
reflect something about differences in institutional structure and culture,
and perhaps even in societal preferences and understandings?

Victor G. Rodwin, New York University
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