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“Abstract

Greece has experienced three major Health Care Reforms since 1974, in 1983,
1992 and 2001. The common characteristic of all three has been that they have still not
realized their aims and objectives. One explanation for the puzzling failure may lie in the
way structural institutions shape and are being shaped by the main actors in the health
arena in Greece. Furthermore, this study argues that health policy-making is dependent
on broader policy making and on decisions or non decisions that have already been made
in the past. Within this context, there are several embedded interests, such as the medical
profession and its trade unions, civil servants and social insurance funds, which benefit

from the failure of any reform, and are in favour of the preservation of the status quo,

ignoring the dissatisfaction of the Greek citizens with the health services they receive.
The aim of this study 1s to reveal the influence of the main actors in the system,
with particular reference to the medical profession, through careful and in-depth analysis
of the series of reforms. The strongest focus will be on the most recent reforms of 2001.
Documentary collection and interviews with key informants (participants and
representatives of organizations/interests) in the Greek Health Care System, were

undertaken and analyzed, using the most suitable framework derived from historical

institutionalism.
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Chapter 1: Introduction
1.1 Greek Health Care Arena: A unique puzzle?

Greece first attempted to establish a universal health care system, free at the point
of use, in 1983, when the Socialist government (PASOK) introduced Law 1397/1983.

The goals of the reform were an equitable and efficient health system. Although three
major reforms have taken place since 1983 (1992, 1997 and 2001), the overall objectives
of the reformed Greek National Health System (GNHS) have not been realized in the face
of sustained opposition to most of the major changes proposed (Mossialos 1997).

Table 1.1-Health Care Reform-Laws of the Greek Health Care System (1974-
2001

1397 | 1983 Avgennos Universal and equal access to health
care, free at the point of use

° Expansion of public sector provision of
primary and secondary health care services

. Prohibition of private hospitals

° Primary health care development

* Doctors had to choose between full
employment in the NHS or private practice

. Decentralization

. Improvements of health sector
management

. Promotion of active community

narticipation

2071 | 1992 | Sioufas . State acts as a guarantor of the citizen's
(ND)* right to preventive and curative care, according

to principles of freedom of choice and respect

for human dignity

. Freedom of choice of doctor and

hospital .

. Hospitalized patients have rights

according to the European Chapter of Patients'

Rights

. Doctors became free to choose full or

part-time employment within the NHS

. Restrictions conceming the

establishment and development of private
hospitals and clinics are withdrawn

_W

! Greek Socialists=> Panhellenic Socialist Movement (TTAZOK in Greek).
2 Greek Conservatives=> New Democracy (N€a Anpoxpatia in Greek).
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o Increase in hospital per diem
reimbursement rates

) . e Insurance funds can contract with
private clinics and diagnostic centres
. Co-payments and fees are introduced,
1.e. drugs and outpatient visits and inpatient
admissions

2519 | 1997 | Gitonas Issues of rationing and cost containment
. Introduction of management personnel
in hospitals
. Development of urban health care

centres

e Review of the way hospital budgets are
constructed

. Decentralization and regional
organization of the system

o Splitting between purchasers and
providers, and creation of an internal market
° Effective management of hospitals

. Establishment of collaborative
relationship between the public and private
sectors

2889 | 2001 | Papadopoulos
(PASOK)

The characteristics of the current health care system include: over-centralization,
fragmentation of coverage (with 30 funds that distribute costs and benefits unevenly
across groups in the population), regressive financing including extensive user charges
and informal payments, inefficient allocation of resources based on history rather than
needs, perverse incentives for providers and a heavy reliance on unnecessarily expensive
inputs (Davaki and Mossialos 2005). As a result, the public is generally dissatisfied with
the health care system (Mossialos 1997) and many of the major players in reforms, in
particular the medical profession, succeed in turning successive more or less well
organized reform efforts into failures in order to protect their vested interests. This thesis
focuses on unravelling the puzzle of how the medical profession is consistently able to
resist and dilute Greek reforms and why the Greek medical profession has not been
challenged to the same extent as doctors in Western European or- North American
countries. Thus, this thesis examines the role of the medical profession and its patterns of

influence within the health system reforms in Greece taking into consideration the bigger
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picture of how the newly formed Greek State was established and its particular founding
institutional arrangements, and their intriguing relationship with various interest groups.
Puzzle solving according to Grofman (2001:1) is “a key task of empirical oriented

social scientists in their attempt to find interesting features of the world and try to tell us

something insightful that will help us explain them/understand them better”. A researcher
who attempts to solve a puzzle based on his/her empirical observation, can, on the one
hand, be very attentive to real-world phenomena, and, on the other hand, can be led to a
more ideographical perspective by looking beyond facts, to their theoretical grounding. In
other words, unraveling the puzzle of the Greek health system requires going beyond
acknowledging the particulanties of the health system, to take into account theory in
order to understand and explain these particularities, and to see if these particularities are
responsible for the outcome of the Greek health system (Grofman 2001).

Understanding the failure of the reforms means answering fundamental questions
such as: why do governments decide to undertake health reform (particularly when strong
resistance is known to be higly likely) and how are initial decisions and subsequent
implementation shaped? The weakness of the Greek State and the complexity of
Greece’s Welfare State, combined with the constraints afforded by political institutions,
and the resultant influence of the major actors in the health care system (the medical
profession, health insurance funds and trade unions) together offer the most fruitful
potential explanation for recent and past failures of reform. An early version of the
explanation of the Greek health care reform failures was written before the researcher
completed and analysed any of the interview data (Nikolentzos and Mays 2008). The
article was drafted by the researcher with the assistance of Prof. Nicholas Mays who
provided comments and critique, prompting revisions. This thesis will attempt to justify
and refine this explanation.

Social science research on Greece has made much progre;s during the last two
decades, but in general terms 1t is underdeveloped. The reason behind this
underdevelopment is mainly the lack of financial and human resources, and the lack of

State support and guidance for people carrying out research. It was only after 1974° and

when Greece entered the European Economic Community, that various scholars began to

3 Restoration of Democracy
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examine the birth and development of the institutions of the Greek State and society,
either in the form of monographs or in European comparative studies. Within this period
we can identify a vanety of works on modern Greek society, politics and economics that
have been landmarks in their field (Mouzelis 1978; Diamandouros 1983; Clogg 1993;
Sotiropoulos 1996).

However, it seems that until recently (up to the 1990s), there has been very little
research interest in public policy, public administration or health policy issues. During
the 1990s researchers started to gain interest in health policy reforms. (Tsalikis 1988;
Kyriopoulos and Tsalikis 1993; Kyriopoulos 1995; Sissouras, Karokis et al. 1995;
Liaropoulos and Kaitelidou 1998; Matsaganis 1998; Tragakes and Polyzos 1998;
Sissouras, Karokis et al. 1999; Liaropoulos 2001; Tountas, Karnaki et al. 2002). Scholars
such as Venieris (Venieris 1997b) and Mossialos (Mossialos and Davaki 2002; Oliver
and Mossialos 2005) have examined the development of the Greek National Health
System in general, and have provided important insights on Greek Health Care services
provision and funding 1n relation to core reforms of the Greek Health Care System (1983-
2001). Nevertheless, there 1s no single study that specifically examines the role of the
medical profession, and more importantly its influence on the State Health Care System.

Finally, Carlos (2001) and Guillen (2002) adopted a Southern European
comparative perspective 1n their effort to answer the question why countries like Italy,
Spain, Portugal and Greece decided to implement National Health Service Systems
during the 1980s. They argued that the role of the medical profession was crucial in the
implementation of health care reforms, but they did not justify their analysis with
empirical data. Their comparative studies are based on already published accounts and
are not the result of extensive fieldwork.

All the aforementioned studies have one salient characteristic in common. They
all relate the peculiarites or the characteristics of the underdevelopment of Southern
European countries (e.g. Greece) (Tsoukalas 1987; Malefakis 1992; Castles 1993; Clogg
1993; Diamandouros 1994; Ferrera 1996; Katrougalos 1996; Petmesidou 1996;
Mavrogordatos 1997; Diamandouros and Larrabee 1999; Argyriades 2001; Carlos 2001;
Sotiropoulos 2004b), to the way their health care systems have evolved. On the other
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hand, they do not constitute a thorough account of the influence of the Greek medical
profession and/or other interests on the State apparatus.

1.2 Research Questions, Aims and Objectives

- The aim of this thesis 1s to examine the influence of the medical profession

through its organizations on the State Health Care System of Greece, over the last twenty
years, and specifically within the three major reforms that Greece has experienced in

1983, 1992 and 2001.
In doing so, the study attempts to address the following questions:

Research Questions

1) What influence have organized medicine and related medical interest
groups exercised 1n the health care arena, conceming decision making on the one

hand, and policy implementation on the other, in relation to the three major reforms
of 1983, 1992 and 2001?

2) How has this influence been exercised, and what strategies have been

adopted?

3) Which, if any, of the existing overarching theories of the role/influence of
organized medical interests best explains the role/influence of organized medical

interests in the recent health care reforms of 1983, 1992 and 2001 in Greece?

4) To what extent can the influence of the medical profession and its
strategies be explained by reference to the specific historical, cultural and institutional

context of Greece (1.¢. the Southern European Welfare State model)?

5) What is the evolving role of government and Health Care System

Institutions in recasting the relationship between the medical profession and the

State?
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a) Has the relationship between the medical profession and the State
altered appreciably since any of the major reform attempts?

b) What are the implications of any change for the prospects of future

health care reform?

Objectives

1. To describe the origins and nature of organizations
representing medical interests in Greece.

2. To explain the basis of the position of doctors as the main
entrenched interest group that resists implementation of health reform.

3. To investigate how broader public policy-making is carried
out in Greece, within the historical, cultural and institutional, formal and
informal context of the Greek State.

4. To reveal the failure of the main interests to achieve a

stable coalition supporting the 3 major reforms (1983, 1992 and 2001).

1.3 Current theories of health care reform
The international health reform literature has shown the importance of the
relationship between the State and the medical profession as well as other interest groups

for the implementation of health care reform (Immergut 1991; Freidson 1994; Tuohy
1999). It is thus crucial for researchers of any health care reform to acknowledge,
describe and interpret the relationship between the State and the medical profession as

well as other interest groups. For this reason I use three theoretical frameworks from
sociology and political science, which are likely to be relevant: sociological theory of the

professions, historical institutionalism and structural interest theory.

1.3.1 Theory of Professions

During the last forty years, several theories of the professional power of

physicians have been developed, mainly to explain the pivotal role of physicians in
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modern societies. Many scholars argue that the medical profession has a dominant role
not just in delivering services, but also in the process of policy making, affecting the
health care system more widely. They argue that this dominance is derived from the
expertise and the esoteric knowledge that only doctors control. As health policy directly
affects their income, working conditions, ability to use their knowledge, power and
prestige, it is obvious why they are involved in health politics. Freidson argues that
doctors have been dominant and will remain so in the future, despite the external
structural changes in the organization of the profession (Freidson 1988; Freidson 1994). |
Other theorists argue that medicine was once dominant in health and health care, but is
now fundamentally challenged (McKinlay and Arches 1985; Colombotos and Fakiolas
1993; Coburn and Willis 2003). Coburn and Willis (2003) especially argue that recent
changes in health systems reveal that, far from being unique, medicine is a normal
occupation, subject to the same processes of industrialization, bureaucratization,
corporatization and rationalization as other occupations. These processes are challenging
doctors.

The main conclusion to draw from the contemporary debate among theorists of
the professions is that whatever the origins of doctors’ professional autonomy - technical
expertise, market monopoly or broader cultural factors - once professional autonomy has
been established, the medical profession is uniquely well positioned as a political lobby
group to protect its position even when it is being challenged (Immergut 1992).

1.3.2 Historical Institutionalism (HI)

Historical institutionalists offer explanations as to how, in conflicts between rival
groups for scarce resources, institutions (formal or informal procedures, routines, norms
and conventions embedded in the organizational structure of the polity and the political
economy) favour some interests and disadvantage others. Contrary to the behavioralists
who dominated political science in the 1950s and 1960s, historical institutionalists
believe that the organization of the political economy (analysis of the fundamental issues
arising from the accumulation and distribution of the surplus product in capitalism) is the
predominant factor structuring the outcomes of inter-group conflict. Behavioralists, on
the other hand, argued that social, psychological or cultural traits of individuals structured

behaviour and drove outcomes (Rothstein 1996). Historical institutionalists examine how
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institutions distribute power unevenly across social groups. In particular, they focus on
identifying how institutions have a tendency to give some groups or interests
disproportionate access to decision-making, and how these groups win and the others
lose. This idea stands in contrast to the idea of freely contracting individuals whose
actions will lead eventually to everyone being better off (Steinmo, Thelen et al. 1992).

HI is closely associated with a historical developmental perspective on public
policy and the State. Its scholars have argued that policy change is heavily ‘path-
dependent’; that 1s that ‘given’ institutions constrain the evolution of policy to specific
paths. Previous decisions and events play an important role in determining the later
development of institutions and policies (Hacker 2002). Path dependency is 'enhanced by
certain conditions, such as: a. when policies implemented have created large institutions
with substantial set up costs (so that the cost of future efforts to switch to another policy
is high) (Pierson 1994); b. when institutions benefit important organized interest groups,
that can either influence decision making through Parliamentary means (i.e. through veto
points, mainly in Western European countries) (Immergut 1992), or can influence
subsequent policy implementation; ¢. when institutions embody long term corﬁmitments ;
d. when institutions reflect the broader cultural and economic values of the society; and e.
when conditions put barrers in the path of change, that no one expects or desires (Hacker
2002; Oliver and Mossialos 2005).

However, Historical Institutionalists do not argue that major policy change can
never happen. Radical change can occur, but only if a major exogenous event -
technological development, demographic change, change in the political climate,
unusually dynamic policy actors, or exogenous crisis (e.g. the oil crisis during the 1970s)
- affects the balance within the dominant interests. This situation is characterized in a
variety of institutional studies as a ‘critical conjuncture’ (Berins-Collier and Collier 1991,
. Lavdas 1995; Guillen 2002). In other words, political development is punctuated by
critical moments or junctures that shape the basic contours of social life for long periods
afterwards. HI is important for contemporary political science for three reasons: first, HI
offers answers to big questions that are of concern to broad publics; secondly, it develops
explanatory arguments about important outcomes or puzzles, taking into serious

consideration time, meaning that it tries to specify and trace sequences of events; and
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finally, it tries to take account of the macro-context of policy, in particular, the combined
effects of institutions and customary policy processes on policy outcomes. As a result,
Historical Institutionalists tend to be interested in comparative studies of policy processes

either through time or between countries (Pierson and Skopcol 2002). HI has been used to
analyse health politics and health care reform in particular (Immergut 1992; Wilsford
1995; Tuohy 1999).

1.3.3 Structural Interest Theory

The theory of structural interests (Alford 1975) argues that the health care field
and its dynamics are defined by conflicts between fundamental, structural interests. They
can be classified as dominant (the medical profession), challenging (the ‘corporate
rationalizers’, mostly managers) and repressed (the community and patients). New
structural interests can be created through the process of ‘corporate rationalization’.
Causes of this could be changing technology, changes in the division of labour in health
~ care distribution and production, and an attempt to shift rewards to different social groups
and classes.

Hospital administrators, government health planners, and public health agencies
have a common structural interest in breaking the professional monopoly of physicians
over the production and distribution of health care. So, these ‘corporate rationalizers’
contradict and challenge the fundamental interests of professional monopolisers. These
conflicts occur 1n an institutional framework that generally prevents the corporate
rationalizers from generating enough social power fully to integrate and coordinate health
care in the way they would want.

It is worth commenting on the category of repressed interests. These are the
structural interests of the community population. Not only are the interests of the
community population generally not strongly represented in the health care system, it is
argued that they are generally not organized as a structural interest group. As a result,

their autonomous demands are not heard.
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1.4 Organization of the Thesis

The outline of the thesis is as follows. Chapter 2 provides a general overview of
professional power through the lens of sociological theory of the professions. It also

discusses the main characteristics of the professions, which is professional autonomy, and

how if established, the medical profession is positioned as an important political lobby.
Chapter 3 introduces interest group theories specifically applied to health systems and
health care dynamics. A particular focus of this chapter is Alford’s Structural Interest
Theory, and its core characteristics. In Chapter 4, Historical Institutionalism is discussed,
which in essence fills in the gaps and builds on theory of professions and Alford’s
Structural Interest Theory. |

Following Chapter 4 and before a full description of the three main reforms is
provided, the thesis briefly refers to the current Greek Welfare State and within it, the
Greek Health Care System. Chapter § is dedicated to the historical, political and societal
factors of the Greek case, and whether Greece represents a particular case, or is part of
the so called Southern European Welfare Model. These characteristics are directly
associated with the rise of the influence of the medical profession. An account of the
current features of the Greek Health Care System, such as health care expenditure, health
services provision and delivery, and institutional organization is also offered. Following
that, information 1s provided on the health and social insurance system before 1974, and
from 1974 to 1983, before the National Health Service System was established.

Chapter 6 offers a detailed account of the characteristics of the Greek medical
profession. Key factors include reimbursement, workforce allocation and features of
professional organizations, societies and trade unions.

Chapter 7 elaborates the methods used for this thesis, starting with a description
of the data collection methods, including archives, Parliamentary minutes, articles from
daily newspapers and semi-structured interviews with key informants. Later on it is
argued that the case study has received a lot of criticism as a research method, and that
there are misconceptions about the usefulness of it as a research tool. This chapter is
completed, by offering details on how Historical Institutionalism, as the main

methodological theoretical framework, can deal with the notion of change.
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Chapter 8, Chapter 9, and Chapter 10 are a detailed account of the three reforms
using Parliamentary minutes, daily newspaper articles and doctors’ trade unions and
societies’ announcements. Chapters 8, 9 and 10 include a thorough account of the major
stakeholders of the Greck Health Care Arena, and their interrelation with the State. In
addition to this, examples of the medical profession’s patterns of influence at various
levels and in different areas are identified.

Chapter 11 focuses on findings from an extensive range of interviews with
participants in the reforms. The analysis is thematic and the important role of the Hospital
Doctors, University Doctors and Health Insurance Funds is revealed. It is also argued that
the failure of the reforms after 1983 can be explained as an example of path dependency,
and, in particular, the persistence of pre-1983 institutional patterns in the Greek health
system that are supported by the medical profession.

The final discussion in Chapter 12 places the Greek findings on the influence of
the Greek medical profession in an international perépectivc. Following this, Chapter 12
provides an account of the advantages and disadvantages of the three theoretical
frameworks and methods used and their contribution to the thesis. In addition to this, the
importance and the contribution of this thesis are highlighted, on the grounds of the
research that other scholars have already done. The last part is dedicated to the
perspective of change, in particular, the extent to which the Greek health care system has
changed since 1983 despite the ‘failure’ of the successive reforms. This thesis concludes
that the evolution of the Greek health care system is very strongly path-dependent. Its
development till now does not support recent suggestions of institutionalists that small
successive scale changes can occur via ‘displacement’, ‘layering’, ‘drift’, ‘conversion’
and ‘exhaustion’(Streeck and Thelen 2005). Finally, the thesis offers insights on possible

institutional change according to the theoretical frameworks of power and legitimation.
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Chapter 2: Professions — Sociological Perspectives on the Medical

Profession
2.1 Introduction

The medical profession has evolved throughout the last two hundred years, and
this evolution has certainly not been restricted to specific countries. On the contrary,
scholars usually refer to this as an international trend. In a worldwide perspective, the
role of the physician has little to do with the traditional healer, as today’s healers face
different uncertainties than their predecessors did. These uncertainties are formed out of
the various revolutions in science, technology, politics and society, and could have a
serious impact on the future of medicine as a profession. Aspects of medicine such as the
nature of medical autonomy, structure of patient-doctor and doctor-State relationships,
and transformation of collegial relationships are part of the everyday agenda of health
care policy; the crucial debates concerning the quality of health care, rising costs, cost
containment and the role of medicine in delivering health care are examples of this
(Hafferty and McKinlay 1993). Medicine has been considered a prototypic profession,
used to advance their knowledge about the nature of professions. Hence, the power of the
medical profession is explained through the analytical tools of theories of professions in
general (Coburn and Willis 2003).
2.2 Theoretical Framework of Professions

A conventional history of professions starts with ‘trait’ theories, which attribute
to professions particular characteristics such as esoteric knowledge, a code of ethics, and
an altruistic orientation (Carr-Saunders and Wilson 1933). Parsons (1951), who
represented the functionalist approach to professions, presented an idealized model of the
physician-patient relationship based on the premise that an ‘implicit contract’ had been
| signed between society and the professions, with the latter given autonomy in exchange
for self-regulation. The next step in the analysis of professions was the move towards the
deconstruction of the positive ‘traits’ attributed to the medical profession, such as
rigorous self-regulation or medical ethics, and the production of medical dominance
theory. Founders of this perspective were representatives of the Chicago -School of
Sociology like Everret C. Hughes, Howard Becker and more recently Eliot Freidson
(1970). Freidson eschewed Parsons’ functionalist vision and argued that medicine has
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achieved the legally sanctioned status of a special occupation by controlling the work of
others and by making itself immune to external assessment. Most of his studies focused
on medical dominance issues and were undertaken during the 1960 and 1970s, the so-

called golden age* of medicine. By the late 1970s the field of health care had changed and
other researchers such as Haug (1975) and McKinlay (McKinlay and Arches 1985) drew

different conclusions from Freidson, and described what they saw as a
deprofessionalisation and proletarianization of the medical profession. More recently,
Coburn (1999) argued, that Freidson’s theory lacks empirical support. He suggested that
the power of doctors can be traced by describing the profession through its role within
health systems and the social basis of its power. For Coburn, as far as health systems are
concerned, their common trait is industrialization. In terms of social theories of power, he
regarded doctors not as unique, but as a normal occupation that is subjected to the same
processes as other occupations. Additional processes to deprofessionalization and
proletarianization, such as rationalization, corporatisation, bureaucratization, are now
challenging doctors.

The whole discussion of medical professionalism, and whether or not physicians
have lost part of their autonomy due to managerialism (Harrison and Schulz 1986) has
proved to be crucial in worldwide debates on health policy making. Table 2.1 briefly

presents the six important power theories of professions.

Table 2.1-Theoretical Perspectives on the Power of the Medical Profession

Authors | Perspective Underlying Type of Power
Structure

Altruistic/ Normative Professional | United Body
Functionalistic | Consensus Role

Professional
Dominance

(Freidson | Neo-Webernian | Professional
Knowledge

1970;
Freidson
1983;
Freidson
1994

Medical
Work

U
4 A term used by Paul Starr (1932)
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Industrial Society
and Rationalization

Marketplace,
Professional
Projects

Unified Body due
to Professional

closure and
Sheltered Markets

Corporate control
of health care-

‘Proletarianization’
of Physicians

(Larson | Neo-Weberlan
1977)

Capitalist Economy

Feminist Patriarchy/Gendered | Gendered
Issues Organization
of Health
Care

Post Modern/ Discursive
Social Strategies
Constructionist

Corporate
Structure of

Health Care

Gender
Professional

Projects

United vs.
Fragmented
Character of Power

(Foucault
1973,
Fox

1992;

Industrialization of | Internal
Medicine differentiation

into segments

Fragmentation of
Power (The power
of the medical
profession is
fragmented, yet 1t
might be the case

Segmentation
Theory

(1977) on
the nature

of that the profession
medical enjoys a common
work, shelter, but as far
while the as collectivity is
view on considered, it 1s
medical just a myth that
power 1s national medical

associations have

tried to keep alive.)
(Klein 1993; Riska
1998)

Pluralist

Source:Table adapted from (Riska 1998), p.100
There are six major theoretical sociological perspectives that try to explain and

predict the power and the influence of the medical profession. The independence of the
medical profession (i.e. professional autonomy) is viewed as a key feature of the

privileged position of physicians, yet each theory analyses the sources of this autonomy

differently.
Talcott Parsons was one of the first scholars to view the traits of professionalism -

special training, codes of ethics, supervision only by professional colleagues - as a
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necessity arising out of a social need. The Parsonian view of the medical profession
dominated most of the writings on the power of doctors as an occupational group until
1970. In his view, the service of professionals is “altruistic, oriented towards community

service and regulated by professional ethics” (Parsons 1991:xxii). Furthermore, he

argued that the medical profession has developed effective norms that define and
guarantee the profession’s role and behaviour. As a result, a ‘social contract’ between the
society and the profession exists in which the latter is given autonomy in exchange for

self-regulation. This ‘enables’ doctors deliver quality care to those who need it (Coburn

and Willis 2003).

The Parsonian ﬁlﬁctionalist, altruistic view was challenged by ‘power-based’
approaches (Weberian, Neo-Weberian, Marxist and Feminist). Freidson (1994) was the
first to question whether all the socially necessary occupations were granted the same
autonomy and privileges as doctors. In his ‘Grand Theory’ about professional dominance
he suggested that medicine is dominant in health and health care. That is to say that
medical professionals control medical work, clients and other health care professions, but
also, most importantly, the context within which medical care is delivered (i.e. health
policy). Domination of medicine 1s enhanced by its social and cultural authority and its
clinical autonomy. Freidson considered that medical knowledge is untainted by social
factors. Yet the application of medical knowledge reflected the profession’s interests in
restricting competition, raising salaries and increasing its control over health and health

care.
What Freidson (1970) achieved was to redirect attention from the focus on the

‘socialization’ of doctors and the functions of doctors’ behaviour, to a new structural
perspective. Functionalistic approaches from the ‘socialization’ school indicated that
physician behavior was a consequence of how they had been trained and socialized into
the role of ‘doctor’. On the contrary, structuralists argue that physician behaviour and
control over work is more a function of the structure of the situation in which doctors
practise, and in addition, “it is political in character, involving the aid of the state in
establishing and maintaining the profession’s preeminence” (Freidson 1988:23). In that
sense Freidson concluded that the medical profession’s autonomy is something that the

State has granted, under the occupation’s attempts to direct the efforts of the State
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towards its desired policies. Furthermore, it is the interaction between the State and the
medical profession (with its formal representation by either their collective bodies or
individuals) which 1s responsible for establishing and shaping the medical profession’s
control over its work. An example comes from the fact that only doctors are recognized
as capable of judging technical aspects of medical work. Technical autonomy, however,
had not always been assured. Physicians had to campaign to prove to governments that
the medical profession needed specialized training and licensing.

Professional dominance theory was challenged‘ by Marie Haug. She argued that
service professions and especially medical professionals had by the 1990s forfeited their
monopoly on esoteric knowledge, clinical knowledge and authority to other health
professions and lay persons. The result of this process was a gradual but steady challenge
or even revolt against the care givers by a substantial minority of citizens, a process that
Haug characterized as the deprofessionalization of the medical profession (Haug 1975).

During the 1980s and 1990s, Freidson attempted to rebut Haug’s argument, based
again on professional dominance theory, but slightly modified. He argued that the
medical profession had adapted to changing external circumstances by altering its internal
structure. Three main divisions were recognizable within the profession: 1) the
producers, 2) the knowledge elite, and 3) the administrative elite. The administrative elite
exerted economic and administrative power, and the knowledge elite dominated the
technical and cognitive power of the profession (Freidson 1985; Freidson 1986).

Friedson’s influence can be seen on Larson (1977) who also argues that medicine
is a united entity, primarily organized to protect its self-interest. Larson focuses on how
professional autonomy is achieved. She believes that professional autonomy is achieved
when doctors monopolize the market, and not by their technical expertise (as Freidson
argued). Doctors as a status group develop a ‘sheltered’ market or a market that it is not
open to everyone (Closure Theory). At this point of argument she agrees with Freidson
about the importance of political skill and historical luck, as the profession uses its
monopoly to increase its income and social status (Immergut 1991)

Another power theory that challenged Freidson was proposed by Neo-Marxists
(Hafferty and McKinlay 1993). Neo-Marxists criticized Freidson for not referring to the

class basis of the relationships between the professions and the capitalist State. On the
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contrary, Navarro directly related the power of the medical profession to the capitalist
economy and corporate power. Furthermore, McKinlay (very much based on the US
experience) predicted that doctors are becoming in large part employees of large
corporate structures in health care, a process that will ‘proletarianize’ doctors in the
future (Navarro 1976; McKinlay and Arches 1985).

Neo-Weberian and Neo-Marxist power theories have been the most influential
theories concerning the power of the medical profession. However, it is worth referring to
two alternative views that challenged Weberians and Marxists.

Feminists argue that the majority of the healers before the eighteenth century had
been women. This changed during the eighteenth and nineteenth century when men took
over women’s traditional healing role. Witz argued that the majority of theories of the
professions were gender-blind (Witz 1992), and that the medical profession is part of the
patriarchal or gendered structure of the society. In addition, feminists view medicine as
one vehicle through which embedded patriarchical modes of control in laws, statutes or
societal norms are produced and reproduced. However, for feminists, “medical work is
characterized by segmentation by gender while the profession is male dominated and
united” (Riska 1998:101). |

Post-Modemnists locate the power of the medical profession in the discourse of
medicine. Foucault’s view on power of the medical profession is two fold. He stresses
that power enables, and, at the same time, constrains doctors, but also that power and
knowledge are inextricably intertwined to the point that theorizing about medicine means
constructing it and gaining power over it (Coburn and Willis 2003). Thus, through the
exercise of power, the medical profession has succeeded in establishing its own
knowledge as the only reputable and legitimate form. The establishment of knowledge
through power led to medical dominance supported by the State’s regulations and criteria.
For Foucault this knowledge forms the ‘biomedical model’, a form of discourse, which in
essence is a particular way of constructing our linderstanding of disease. The eniergence
of the biomedical discourse explains medical dominance through what Foucault’s
followers called the ‘medicalisation’ of our society, which aims to monitor and

administer the bodies of the citizens in an effort to regulate and maintain social order

(Turner 1992).
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According to the Foucauldian view, the medical profession appears to be united in
the process of exercising power and creating its own knowledge as the only reputable and
legitimate form (Foucault 1973), while another scholar influenced by Foucault’s work on
discourse analysis, Fox (1992), argues that the medical profession is fragmented and not
united as the emerging specialties develop and define their domain of work by discursive

strategies. Physicians theorize their area of specialty by constructing it and finally gaining

power over it.
Recently, scholars have generally been in favour of the view that the medical

profession is not united. They argue that it 1s a differentiated body divided into
autonomous segments that pursue their own interests. Segmentation theory supports the
idea that the fragmentation of the medical profession is. caused by the development of
medical science and the demands for the differentiation of medical work kRiska 1993).
However, Freidson suggests that the differentiation of the medical profession in

specialties and segments provides the essential characteristics for understanding “ the

kind of influence claimed by doctors who invoke technocracy and the power of technique
in shaping public policy, as well as those asserting professional hegemony and monopoly
of discourse in shaping public consciousness » (Freidson 1993:58). In other words, the
generic source of power for a profession comes from its ability and knowledge to carry
out particular work. This means that different theories and practices advanced by formal
specialties or informal segments or schools within the profession do not necessary
damage the power of a profession. In the end, what really matters is that different
members of the medical profession still remain bona fide members of the profession,
promoting the same intellectual orientation and authority of knowledge. It may be true
that the autonomy of individual physicians could be reduced by new forms of
specialisation, however the profession’s power as a whole remains intact, and in several
cases has increased (Freidson 1993; Wolinsky 1993).

The main conclusion is that whatever the origins of doctors’ professional
autonomy might be - technical expertise, market monopoly or broader cultural factors -
the implication of all these studies 1s that once professional autonomy has been

established, the medical profession is uniquely positioned as a political lobby group to

defend it (Immergut 1992).
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Nevertheless, comparative studies carried out in countries such as France, Sweden
and Switzerland (Immergut 1992) have concluded that although their medical professions
have similar characteristics of professional autonomy, their health care systems have
evolved differently and thus the medical profession exercises different types and levels of
influence over these systems. In order to explain the different impact of the national
medical associations on policy decisions and systems, we need to look beyond the
general professional dominance of doctors over their working conditions, clinical
autonomy, and division of labour (sociological theories of professions) to focus on the
role of institutions and major stakeholders on changes in health care policy (Immergut
1991). Theories of the professions are necessary, but not sufficient, to explain the medical

profession’s influence over health system reforms in specific country contexts.
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Chapter 3: Interest Group Theories of Health Policy and System

Dynamics

3.1 Introduction

Chapter 3 provides a brief description of interest group theories that try to analyze
the dynamics of the health care policy arena. No theory has been proved to be adequate
on its own; that 1s to say that only a combination of them can provide a sound
understanding of all the aspects in health care policy making. These basic interest group
theoretical approaches to health dynamics are: Pluralism; Marxism; and Structuralism.
Within the three dominant theoretical approaches particular emphasis is given to Alford’s
Structural Interest Theory since it was developed specifically to help understand the
dynamics of the health policy arena.

3.2 Pluralist Approaches
The essence of the pluralist theory of power and decision making is that the

resources which contribute to power are widely distributed among different groups in
society. No group is dominant, each one exercises a degree of influence, and power is
shared between official groups in governmental agencies and outside interests which
exert pressure on government agencies. This means that there is no consistent bias in the
allocation of values, although groups vafy In their ability to influence these agencies.
Developments in health services and policy are explained in terms of the interplay
between interest groups. Since there 1s no dominant interest, pluralists examine who wins
and who loses through the detailed analysis of the preferences of the different interests
and the outcomes of different decisions. The question ‘who has the power?’ has to be
answered, as far as pluralists are concemed, through case studies of particular policy
areas. A range of factors may be important, including party manifestos, key individuals,
official reports and the activities of pressure groups, but their relative influence must be
studied in specific cases. Pluralist research studies tend to show that final decisions

emerge through a series of compromises between interests (Eckstein 1959; Eckstein

1960).
The advantages of Pluralism are that it is sophisticated as far as the analysis of

individual, group and organisational influences on policy processes. What it does not
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provide, is an adequate theory of power. For example, the consistent strength of the
producer groups and the relative weakness of consumer groups in health systems cast
doubt on the pluralist argument that any group can make itself heard effectively at some

stage in the decision process, and that no group is dominant (Ham 1999).

3.3 Marxist Approaches

Another theoretical approach in analyzing the distribution of power within health
care systems comes from Marxists. Marxists theorists argue that the various inequalities
in health and health services depend on who controls these services and who is
responsible for the allocation of resources (Ham 1999). Medical services are seen as part
of the capitalist mode of production (CMP). The dominant class is the owner of the
means of production to whom the proletariat sell their wage labour. This mode is the one
that gives rise to class relations of production. The economically dominant class is always
the politically dominant one. The State is seen as an actor in favour of the bourgeoisie
(owners of capital), and performs a number of functions (Navarro 1976).

The State involvement in the provision of health services occurs fro two reasons:

a. action by bourgeoisie to reduce the cost of labour power and to
prevent social unrest; and

b. action by the proletariat through the class struggle to win

concessions from the bourgeoisie.

A possible fiscal crisis will result in cuts to the health care budget, and for the
Marxists this would be a case of an attack on the interests of the proletariat, although
health services are also a form of social control. Health inequalities in provision are
explained in terms of the lack of productivity of groups such as the mentally ill, other
people with health difficulties, and the elderly. They do not make profit, so they will
receive a lower quality of service. In addition, social class inequalities in health show the
continuing influence of economic factors on health and the persistence of class divisions
within the society. Therefore, * the distribution of benefits within health services is

explained by reference to class conflict and the dominance of the bourgeoisie” (Ham

1999:204).
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3.4 Structural Approaches
David Mechanic (1972) argued that the health care problems of the poor in the US

were a product of the larger socio-political system and of the more general organisation
of health care services. So the crisis of health care, as Alford (1975:x1) characterized “the
high and rising costs, inadequate numbers of medical and paramedical personnel, a
higher infant mortality rate in 1969 than in other thirteen countries”, in the United
States, is not a result of the necessary competition of diverse interest groups and
providers in a pluralistic and competitive health economy, nor is it a result of bureaucratic
inefficiencies to be corrected by yet more layers of administration established by
government policy. It is the result of the conflicts between the professional monopolists,
who seek to erect barriers to protect their control over research, teaching and care, and the
corporate rationalizers, who seek to extend their control over the organisation of services.
Alford (1975) argues that these conflicts come from a fundamental contradiction between
the character of the technology of health care and the private appropriation of the power
and resources involved (1.e. by the professional monopolists). The integration of health
care would require the defeat or consolidation of the social power of various social
groups that preserves existing allocations of social values and resources. According to
David Mechanic “..medical care involves a variety of interest groups that tend to
prioritize from their own particular perspectives and interest, and it is enormously
difficult to achieve a consensus. Groups are usually reluctant to yield rights and
privileges that they have already exercised and will resist significant restructuring unless
it appears that there is something in it for them (or maybe that it is not enough for
them)...(Mechanic 1972:6) .

That was an important recognition that Alford took into account when offering an
account of the ‘politics’ of the various interest groups in the health sector (e.g. conflicts
about control over appointments, recruitment, attempts to influence politicians, party

politics, etc.) (Alford 1975).
Structuralists, like Alford, argue that the constant and permanent crisis in health '

care is usually created by interest groups seeking political capital out of a situation that

existed for many years and will exist after the crisis is out of the public eye. For example,
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Alford argues that “advertisements of crisis (i.e. mass media attempts to discredit
political leaders because crises are news, studies that continuously stress the crises, thus,
the studies themselves become part of the system and part of the barriers to significant
change) serve as political weapons in the hands of interest groups, inside and outside the
government, which divert resources and services from one program to another, one
social group or class to another” (1975:xii-xiii). This suggests that there are powerful
and strategically located interests at stake in the present system which effectively resist
change.

There are two types of significant reformers identified by Alford. The first are
‘market reformers’, who blame bureaucratic interference for the defects of the system and
demand restoration of market competition and pluralism to health care institutions.
Market reformers believe that the expansion of the available facilities, the increase in the
number of physicians, and an increase in the quality and quantity of private insurance will
increase market competition, which will abolish expensive and duplicate health services.
Furthermore, market reformers argue that control over physicians’ labour relations is
essential for the success of the reform.

The second are ‘bureaucratic reformers’. They blame market competition for the
defects of the system, and demand more administrative regulation, government funding
and control of health care. They perceive the hospital as a key location and organizer of
the health services. They recognize the important role of the doctor in the system, but
they suggest that doctors should be placed under the supervision of hospital
administrators, hospital medical boards and committees. They are seen as increasingly
powerful bureaucratic organisations and the main challengers of the professional
monopolists.

The two types of reforms examined by Alford, ‘market’ and ‘bureaucratic’ are
ideologies that analyse from a different perspective the nature and power of the medical
profession, the role of the hospital and the role of the patient (i.e. the community
demanding better health services or passively receiving what it given).

Alford’s contribution lies firstly, in the insight that both, ‘market’ and
‘bureaucratic’ reformers fail to understand the interdependence of the defects they

identify, and secondly, in his suggestion of a new way of understanding reform processes
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in terms of the interplay of ‘structural interests’. The ‘structural interest’ perspective
offers a better way to understand the complexity and the interrelation of bureaucratic
agencies, market - oriented physicians, clinics and hospitals, because these “Powerful
interests benefit from the health care system as it is - with its ineffective layers of
bureaucratic planning and administration and its uncoordinated separate organisational
and professional components responding to demands by the sick of care......these

interests do not have to exert power to influence particular decisions except to block

proposals” (Alford 1975:6).

Alford (1975:13-14) makes a distinction between “ the organized action of a
group to represent its interests” , which he calls an ‘interest group’, and “those interests
that are served or not served by the way they fit into the basic logic and principles by
which the institutions of a society operate”, which he calls ‘structural interests’. In other
words, structural interests are something “more than potential interest groups, which
merely wait for the opportunity or the necessity of organizing their present demands or
grievances to the appropriate authorities. Rather structural interests either do not have to
be organised in order to have their interests served or cannot be organised without great
difficulty” (1975:13-14).

Structural Interests can be classified as Dominant, Challenging and Repressed.
Dominant are the ones served by the structure of social, economic and political
institutions that exist at any given time. As a result, they do not have to organise
themselves and actively defend their interests, as institutions do that for them.
Challenging structural interests are produced by the changing structure of society, and,
finally, Repressed structural interests are the opposite of the Dominant structural
interests. In the case of Repressed structural interests, existing institutions make sure that
these interests are not served, unless “extraordinary political energies are mobilized”
(Alford 1975:14).

Whether health care institutions are fragmented and pluralistic, or monolithic,
according to Alford (1975), they must be understood in terms of the continuing struggle

between major structural interests operating within the context of a market society:

. Professional monopolists controlling the health resources:
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o Corporate rationalizers challenging their power; and
. The community population seeking better health care via the actions of

equal health advocates.

Battles may occur between segments of those who possess such a monopoly (i.e.
among professional monopolists distributing and producing health services), but these are
conflicts between interest groups within a dominant structural interest, and none of these
conflicts challenge the principle of professional monopoly. They only determine which
segment of the medical profession is going to exercise the monopoly. Technological
development, division of labour in the production and distribution of health services and
shifting rewards to social groups and classes, may create new structural interests
(corporate rationalization). Hospital administrators, medical schools, government health
planners, public health agencies and others constitute interest groups which share a
common relationship to the underlying changes in the technology and organisation of

health care. This common relationship constitutes their developing structural interest in
breaking the professional monopoly of physicians over the production and distribution of
health care.

So, structural interests 1n corporate rationalization contradict and challenge the
fundamental interests of professional monopolists. These conflicts occur in an
institutional framework that prevents corporate rationalization from generating enough
social power to integrate and coordinate health care. The structural interest of corporate
rationalization comprises people like senior health administrators or medical school
directors. Their ideology stresses a rational, efficient, cost conscious and coordinated
health care delivery system. These managers have many incentives to expand the size and
resources of their organizations or institutions. An interesting perspective offered by
Alford is a possible alliance between corporate rationalisers and professional
monopolists, within their own institutions, as a way of gathering more financial resources
and legitimacy, and as a way of bringing more and more care units under their control.

Repressed interests are structural interests of the community population (white
rural and urban poor, ghetto blacks, lower middle class etc.). They are repressed because
no social institution or political mechanism in the society makes sure that these interests

are served. In the pluralist literature this distinction is not made as there is a tendency to
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assume that there is a societal consensus that allows power and privileges of particular
groups to continue. This may be the product of the high esteem that the society has
towards physicians that freed them to influence the content of legislation, the composition
of administrative boards etc. This is similar to Freidson’s argument. Freidson said that
professional dominance comes from the autonomy of the profession and that physicians
in order to keep their autonomy must keep alive the public’s trust in the independence of
the professions - in other words, manipulate public opinion.

Alford on the other hand, says something different: the doctors’ power generates
the societal consensus, or, in other words, the existence of specific political, legal, and
economic institutions guarantees that certain dominant interests will be served and taken
for granted as legitimate, rather than the fact that people believe in doctors, explaining
why they give them power (Alford 1975). In other words, it was the medical profession
using its power and status granted by the formal institutions of the society (imprinted in a
network of economic, legal and political institutions), which led to a societal consensus
(rules of the game, norms and values) that promotes the structural interests of privileged
groups (medical profession 1s included), and enables them to reproduce and continue to
manipulate repressed structural interests.

Incentives of status, income, power which motivate persons in various
organisational and professional roles to behave as they do, stem from the structural and
cultural milieux in which they find themselves. Ideology is formulated from continuous
attempts by groups and organizations to construct symbolic representations of their
legitimate role, and, by extension, the legitimate organization of the health caref
organization of the health institutions within which their role is defined. Alford then
suggests that the main concern should not be in changing a doctor’s human nature or the
communicative abilities of the administrators, but instead in changing the structure of
health institutions which creates specific rewards and sanctions.

Alford’s Structural Interest theory supports the existence of different perspectives
on health care reform, and 1s based on the competing theories of the causes of the crises
in health care in the 1970s. Based on his research in New York, and understanding of the
USA health care system 1n the 1970s, Alford points out that many periodic crises have

been precipitated by the corporate rationalisers, as a way of advancing their goals. As for
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the future, “given the institutionalized power of both Dominant and Challenging
Structural Interests and the ease with which equal-health advocates can be co-opted, the
most likely changes are an expansion of health-care-providing units at the bottom of the
system and the elaboration of bureaucratic and planning machinery at the top” (Alford
1975:250). The consequences of compromises between the two most important structural
interests (Dominant & Challenging) will seriously affect the 'interest of the society.
Therefore the population will have to put up with increasing costs, increasing problems in
access to hospital services, expanding governmental agencies, and reduced ability to

influence health policy decision-making (Alford 1975).
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Chapter 4: New Institutionalism-Historical Institutionalism

4.1 Introduction
Historical Institutionalism (HI) is the last of the three theoretical approaches to

understanding the distinction of power in health politics and systems examined in this
thesis. Although this thesis argues that there is no such thing as perfect theory, HI offers
explanations to overcome the deterministic nature of Alford’s Structural Theory, and
explains how countries with similar characteristics of professional autonomy, have
evolved their health systems differently, a phenomenon that sociological theories of the

professions struggle to explain. For Historical Institutionalists the answer lies on the role

of institutions.
This chapter describes Historical Institutionalism, as part of New Institutionalism,

and particularly focuses on 1its core concepts, main scholars and strengths and

weaknesses.

4.2 Historical Institutionalism

New institutionalism consists of three different schools: historical institutionalism,
rational choice institutionalism and sociological institutionalism (Hall and Taylor 1996).
Historical institutionalism developed as a response to interest group theories of politics
and structuralism (see Chapter 3) - and also to functionalism, which had been applied in
political science during the 1960s and 1970s. Historical institutionalists offer
explanations as to how, in conflicts between rival groups for scarce resources, institutions
(formal or informal procedures, routines, norms and conventions embedded in the
organizational structure of the polity and political economy) favour some interests and
disadvantage others. Contrary to the behavioralists that dominated political science in the
1950s and 1960s, historical institutionalists believe that the institutional organization of
the political economy is the predominant factor structuring the outcomes of inter-group
conflict. Behavioralists on the other hand argued that the social, psychological or cultural

traits of individuals structured their behaviour and drove outcomes (Oliver and Mossialos

2005).
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Hall and Taylor (1996) divide Historical Institutionalism (HI) into two
~approaches, according to the relationship between institutions and individual behaviour:
the calculus and cultural approaches. The calculus approach assumes that individuals
seek to maximize the attainment of a set of goals in a strategic way by reducing
uncertainty in a specific institutional framework that may advantage some groups more
than others. Uncertainty of individuals is reduced as institutions provide information
about the present or future behaviour of other actors. In the end, institutions persist
because people, at least those who are powerful, think that to deviate from them would
make them worse off.

On the other hand, the cultural approach assumes that the behaviour of individuals
is not fully strategic, yet determined by established routines or familiar patterns.
Individuals are seen as satisfiers, and not utility maximizers. As a result, most of the time
their behaviour 1s the outcome of their interpretation of a situation rather than the
outcome of strategic planning. Institutions offer the means to individuals for
interpretation or action. Individuals are seen as deeply involved in a world of institutional
scripts, routines and symbols that provide filters for interpretation of a situation or
another individual, and may result in constructing a course of action. That way
institutions provide useful information and affect the identities, self-images and
preferences of the actors (Hall and Taylor 1996).

The existence of different approaches within Historical Institutionalism, makes
the supporters of historical institutionalism eclectic. They use different approaches
depending on what suits their case and how they want to specify the relationship between
institutions and actions. In addition to that, another aspect of HI is the importance
historical institutionalists .ascribe to power, and especially asymmetrical relations of
power. As all institutional analyses have a direct bearing on power relations, historical
institutionalists focus on revealing the second and third dimensions of power identified
by Steven Lukes in the early 1970s (1974).

The first dimension of power “involves a focus on behaviour in the making of
decisions on issues over which there is an observable conflict of interests, seen as
expressed policy preferences, revealed by political participation” (Lukes 1974:15). The

second dimension of power “involves a qualified critique of the behavioural focus of the
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one dimensional view, because it is believed that non decision-making is a form of
decision making and it allows jfor consideration of the ways in which decisions are
prevented from being taken on the potential issues over which there is an observable
conflict of interest, seen as embodied in express policy preferences” (Lukes 1974:20).
Finally, the third dimension of power entails a thorough and ongoing critique of the
behavioural aspects of the previous two definitions of power. The critique focuses on the
fact that they are too individualistic, and leads to a consideration of all the issues left out
of politics because of the operation of social forces and institutional practices or
individuals’ decisions. This could happen even if no conflict is observed on the basis
though that there could be fertile ground for potential conflict. This potential conflict, if
realized, would consist of the contradiction of interests between the interests of those
exercising power and the interests of those they exclude (Lukes 1974).

Historical institutionalists especially focus on the second and third dimensions of
power and examine how institutions distribute power unevenly across social groups. In
particular, they focus on how institutions give some groups or interests disproportionate
access to decision making, and how these groups win and the others lose, rather than the
idea of free-contracting individuals whose actions will lead everyone eventually to a
better-off situation (Steinmo, Thelen et al. 1992).

Historical Institutionalism 1s closely associated with a historical, developmental
perspective on public policy. Its scholars have argued that social causation is ‘path-
dependent’ i.e. that institutions push policy along specific paths, where earlier decisions,
choices or events play an important role in determining the later development of
institutions and policies (Pierson 2001). Rothstein (1996) argues that institutions are built
up layer by layer over periods of time, and that individuals do not have the luxury of
choosing the institutions that they work within. If choice is possible, then we have to look
also at the sequence of choices and events, in order to determine the implications each of
them will have for future decision-making. The same choices in different sequences
would affect decision-making in a totally different way.

Hacker argues that ‘path-dependency’ is enhanced by certain conditions, such as:
a. when policies implemented have already created large institutions with substantial set-

up costs (so that the cost of future efforts to switch to another policy is high); b. when
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institutions benefit important organized interest groups, that can either influence decision
making through Parliamentary means (i.e. creating veto points, mainly in Western
European countries) (Immergut 1992), or can influence policy implementation; ¢. when
institutions embody long term commitments; d. when institutions reflect the broader
cultural and economic values of the society; and e. when conditions erect barriers to
change, that no one expects or desires (Hacker 2002) cited in (Oliver and Mossialos
2005).

However, historical institutionalists do not hold that major policy change can
never happen, but this can only happen if a major event - technological development,
demographic change, change in the political climate, unusually dynamic policy actors, or
exogenous crisis (e.g. the o1l crisis during the 1970s) - affects the balance within the
dominant interests. This situation is characterized in a variety of institutional studies as a
‘critical conjuncture’ (Wilsford 1994; Lavdas 1995; Tuohy 1999; Guillen 2002). In other
words, political development 1s punctuated by critical moments or junctures that shape
the basic contours of social life and propel policy onto a fresh path.

In her analysis of ‘Accidental Logics’ in the health care arena of the USA, Canada
and the UK, Tuohy (1999) stresses the importance of ‘policy episodes’-quite rare and
periodic incidents - that occur when a coincidence of external forces is strong enough to
overcome the resistance of interests to change within the arena. Tuohy uses Historical
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