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Abstract: The New Public Management Theory (NPM) is a rhetorical construction with diverse intellectual roots. That diversity means that it is open to re-interpretation and shifts in implementation across countries (Sahlin-Andersson, 2001; Smullen,  2007). This overview paper critically investigates NPM application in various EU health care systems. NPM led to a greater focus on market forces and competition, improved information sharing and cooperation among health care networks, and changed the way care is delivered. The paper also identifies significant misfits between policy announcements and NPM implementation. NPM has taken root much more substantially in UK than in France and Germany. The variety of capitalism and institutional systems provides an explanation to divergences in NPM implementation.
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International Perspective on the New Public Management Theory
NPM reforms can be tracked to the ascendancy of neo-liberal ideas of the early 1980s in the US and UK, and to the accession to power of the “new right intellectuals … [drawing on]… the ideas of American public choice economists” (Orchard, 1998, 20, 21) in Australia. NPM reforms subsequently expanded into New Zealand with the Labor Party acknowledging that interventionist policies failed (Osborne & Plastrik, 1997 pp. 75-83), and later to Canada with the fiscal and budget crisis of the late 1980s and after that to Europe with the economic crisis of the mid 1990s. In Europe, NPM made early strides in Nordic EU nations before extending to southern EU countries (Green-Pedersen, 2000), although with little success, as exemplified by their ever-growing budget deficit (Corte-Real, 2008). What does the international perspective say about NPM? While NPM, as a doctrine has universal features, its application has been particularly prone to shifts. Comparison across countries and even across sectors is therefore difficult (Pollitt & Bouckaert, 2004; Pollitt, 2007), as evidenced by earlier work of several scholars (see Sahlin-Andersson, 2001; Pollitt, 2003; Smullen, (2004, 2007). Though “‘Core NPM’ countries tend to be unitarian democracies with majoritarian political systems, and ex-members of the old British Empire” (Pollitt, 2007, p. 112), NPM was adopted in many other countries but with significant differences. In North America, Bill Clinton placed priority on federal administrative reform - rather than privatization - and introduced, often forcibly, such as via executive orders, sectoral reforms (e.g. “managed competition” in health care). In the UK, NPM led to radical market-based mechanisms, e.g. provider/funder dichotomy. Other countries, New Zealand and Singapore and others which were part of the British Empire, that too emphasized the rule of law, also adopted market-based approaches and contract-like arrangements. In contrast, in Denmark and Norway, there was a preference for improving management practices and privatizing publicly-owned enterprises. NPM public discourse also differed, for example in contrast to the UK or New Zealand, there was no attempt to play the blame game against civil servants in the US (Borins, 2000). In one place, NPM may be portrayed as being mainly about the creation of “executive agencies” and market-based reforms, as in the UK, Australia, and Canada. In others, it is about decentralization (Dele Olown, 2006) and autonomy in agricultural research organizations, as in Africa (Ives, 1998; Nickel, 1998), public-private partnership, as in Argentina (Nickson, 2006), ‘professionalizing’ and giving more discretion to public managers, as in Japan (Flynn, 1998), improving efficiency and rebuilding legitimacy, as in Hong Kong, and strengthening the public sector and state leadership, as in Singapore (Mclaughlin et al, 2001). In emerging and transition economies, NPM was strongly advocated by most international finance institutions  including the World Bank and the IMF as a means of emphasizing good governance, fighting corruption, and establishing a meritocratic civil service, Mexico is an example of this (Larbi, 1999), compared to increasing public sector efficiency and responsiveness to the public in more developed nations. However, divestiture or privatization in developing countries proved difficult (World Bank, 1995). Large and strategic State-owned Enterprises or SOEs, such as railways, water, and electricity, faced political obstacles to divestiture such as labour unions, political wrangling over legislative change, and weak enforcing capacities, despite technical assistance and institutional loans being used as a bargaining chip for SOE reform (Shirley, 1989). 
NPM outcomes across countries were diverse (Batley, 1999; Samaratunge et al., 2008), showing that despite a worldwide trend toward NPM adoption and rising globalization, we have yet to see a global convergence of NPM implementation. Following in the footsteps of the comparative school of thought, we look at NPM implementation in health care in four EU countries. How did NPM implementation differ? Were there significant gaps across countries? What were subsequent NPM developments? Why did the pace of adoption and policy types vary across nations? How can we account for national differences in policy adoption and results of policy change? 
The Rise of NPM

Many stakeholders, such as the media, the public, and private corporations, have questioned the role of the state due to its failure in various areas; such as in education due to worsening academic outcomes, in public safety because of rising crime and violence, in agriculture, the massive budget devoted to the EEC agricultural policy could not prevent the pauperization of most farmers. The rise of the public choice theory that explains social phenomena from individual freedom and preferences (Buchanan, 1986) in the UK and in the US (Tupper, 2001) reiterated the need for a drastic reform of public services. To this, add academic and public criticism of bureaucracy. Bureaucrats, for example, maximize their departmental budgets and increase regulation as a way to legitimize their role; politicians succumb to interest groups to be re-elected, which results in a crowding effect of the public sector at the expense of the private sector (e.g. the “crowding-out” effect of public borrowing makes private borrowing firms less appealing, even for firms with a safer credit risk rating). Media demand for transparency was another factor. Although managing public organizations means a public display of accountability, the public service proved to be less open to outside pressure than anticipated. Public opinion (with sanction votes) and corporations (with the threat of capital outflow) also condemned ineffective government that led to unsustainable levels of taxation. As a result, more individuals expressed a rising distrust of governmental actions and public corporations (i.e. the “unaccountable power bloc”) (Tupper, 2001, p. 3). Also, private consulting firms were increasingly asked to reshape public services, and propagated ideas and management methods from the private to the public sector. Technological progress (i.e. information technology, e-government) was to increase the ability of civil servants, many of whom were increasingly hired from the private sector, to meet NPM goals (e.g. efficiency, cost control, and performance evaluation). The public, non-public, for profit and not-for-profit organizations, too, supported a government that works better for less, as Al Gore suggested in the 1993 report ‘Creating a Government that Works Better and Costs Less’. New expressions such as “doing more with less” and “providing value for money” became popular in both public and political circles. With “champions” in political circles (e.g. Prime Minister Chretien and his cabinet in Canada, Vice President Gore in the US), the NPM prompted the adoption of new management techniques to sectors that were thought to be relatively immune to them, like the health care sector. These efforts were definitely needed, as health care expenditures had grown steadily and at a faster pace than the GDP per capita. External pressure was a factor in NPM adoption, be it in developing, through financial institutions or developed countries, with bond rating agencies downgrading debt and forcing governments to tackle their deficit. In addition, local and sectoral experiments (e.g. Managed Competition in US healthcare; "School Choice experiments" in education
), proved that major overhauls of public services were accepted by the public.
NPM Characteristics

NPM encompasses a wide array of implementation policies including market instruments to serve public interests; competition (i.e. “contestability” of local public services) via a system of bidding open to both private and public players, e.g. “the market model of government” (Argyriades, 2004, p.), thereby signaling that competition in service delivery is more important than provider status (Cassen, 1994; Engberg-Pedersen et al., 1996). To this, add privatization, though its depth varied across countries as compared to the UK, New Zealand and Canada, where public ownership has been large (e.g. Canada privatized Air Canada, Canadian National, and Petro Canada), there was little impetus for privatization in the US because public ownership has traditionally been limited. As for contracting out and co-producing government services with networks of not-for-profit (and some private) organizations, it has been referred to as the "hollow state" (Milward & Provan, 2000, p.), a reference to the firm that is largely organized around the management of its transaction costs. NPM also entails the decentralization of decisions within public services (Borins, 1994; Ferlie et al., 1996), incentivization or economic motivations to enhance public sector efficiency and desegregation or splitting large bureaucracies into smaller more manageable entities (Hood, 1991; Pollitt, 1993). 
Like the private sector, the New Public Management theories do not view beneficiaries of public services as passive recipients, rather, as citizens in Canada (e.g. ‘citizen-centered services’) and in the UK (‘Citizen’s Charter’), and customers in the US (Borins, 2000). Thus NPM reforms were to bring about greater responsiveness to the needs and wants of the users (Le Grand, 1993). Other NPM tools include a greater emphasis on explicit standards of performance for public agencies, for example the US Government Performance and Results Act in 1993, on managerial autonomy (Dunleavy & Hood, 1994), on new ways of using resources to increase efficiency, this includes sharing governance functions with other entities to avoid costly duplications (Ford & Zussman, 1997) and effectiveness (Osborne & Gaebler, 1992). It often implied a reversal of the authority line with a wealth of bottom-up, rather than top down, initiatives, such as front-line workers or middle managers as in reinvention labs or pilot projects for new ways of delivering service under the Clinton administration (Borins, 2000). 
Market Forces and Care Provision

The New Public Management intended to use market forces to serve public needs (Larbi, 1999; Stoker, 1996). The objective was to create an internal market or a quasi-market with a separation of health service purchasers (such as independent practitioners and GP fund holders) and care providers, thereby stopping the State from being both the funder and the provider of services (i.e. a hospital operator) to become primarily a funder, with the assumption that these reforms would lead to greater empowerment, efficiency and equity (Le Grand, 2003). In England, an index case for quasi-markets, financing was retained by the State, but ownership and operations were not; both functions were to be supplied by a variety of competing independent organizations. Still, these markets were “quasi” rather than “pure” since independent organizations were not necessarily competing for a profit, nor were they necessarily private (some were public-owned). Due to public opposition, the National Health Service (NHS) was not privatized, but some degree of competition was instilled into the system; hospitals could opt out from the health authority control and tender for contract with the health authorities. Two distinctive organizations, District Health Authorities and Independent Trusts, e.g. hospitals, were set up by the British National Health Service. Equipped with a fixed budget based on population demographics and socio-economic characteristics, the District Health Authorities were in charge of "purchasing" care from their own or other authorities' hospitals. Providers were to compete on quality, with the adoption of a new star rating system, not on price per se (i.e. competition was within a nationally determined pricing framework) (Cribb, 2008). The creation of a quasi-market between the purchasers (Health Authorities) and the providers, (the hospitals) also aimed at freeing providers from the top-down bureaucratic approach. 
However, there is no evidence that this contracting out led to improved outcomes (Batley, 1996; Boyne, 1997). While NPM-inspired organizational changes may have facilitated “detection”, that is the procuring of the relevant information, (Hood, 1983) thanks to wider use of IT, "effecting,"  or the influencing of behavior, may not have been greater (Hood, 1983). While contracting out in England was to encourage competition (e.g. for HIV/AIDS services), competition has yet to achieve its full potential because of cooperation between providers to preserve stability and restrictions imposed by regulations (Bennett, 1996).
The Blair government later intensified competition via competitive biddings. On June 20, 2003, the National Health Service (NHS) signed a new contract with primary care providers to extend patient freedom of choice of a care provider, and encourage public-private partnerships. Private Finance Initiatives (PFI) authorized the NHS to finance operations performed in private clinics. Out of the 800,000 surgical operations carried out each year by the private sector, 90,000 are paid for by the NHS, the largest customer of the private sector (Garabiol, 2006; Leal, 2005). As part of the NHS modernization plan, the British government also entrusted to the private sector a vast construction program of hospitals with a leasing agreement.  Private consortia, via PFI, would develop, build and manage hospital infrastructures, excluding the medical department/service. The NHS pays the consortium a certain fee corresponding to rent. About fifteen hospitals were built under this scheme. Overall, there are about 300 private hospitals managed by six organizations. These included: the NHS (for its own private beds) and five private hospital groups, BMI Healthcare, BUPA, Nuffield Hospitals, Capio Healthcare the U.K., and International HCA (Leal, 2005). Access to these care providers is faster but more expensive than in the public sector. The Labor Government also unveiled the Diagnostic Treatment Center Initiative (DTC) to select vendors to deliver elective surgical procedures, such as cataract or joint replacement, with private vendors or bidders coming from America, South Africa, and the UK. However, the reliance on private providers to curb costs is questionable; the government was to pay the DTC a premium of up to 15% and private companies were allowed to hire up to 70% of their staff from the NHS, which raised the issue of whether these organizations would provide supplementary care, or weaken the current system by incurring higher costs and poaching NHS staff (Davidson, 2004).

There were related physician-based schemes in other European countries. In Italy, the 1992 health reform led to an entrepreneurial model (Vannelli et al., 2009), with small-scale autonomous medical units (or Aziende Sanitarie Locali, ASL) providing care either on their own premises or in institutions bound by contractual agreements. Despite long waiting lists, patients enjoy full access to care, and do not lose coverage if they move to another geographic area, and furthermore they are free to choose a provider. In contrast, competition between care providers has been slow to be implemented in France (Landrain, 2004), as private entrepreneurialism has traditionally been limited in all public services (e.g. academia, electricity services), and unlike England with the fundholding system
 for its GPs and Italy with its Aziende Sanitarie Locali, France has barely changed the primary care sector and the GP role. 

Entrepreneurialism and Competition in the Insurance Sector

Entrepreneurialism, as advocated in the NPM theory, had different targets across European countries. While the NHS reform primarily intended to diffuse an entrepreneurial culture among physician practices, via the fund holding system, it did not seek to instil competition in the insurance sector. Private insurers and providers such as private clinics, were fuelled by long waiting lists rather than government-enforced competition
 (Richmond, 1996). Thus, a private insurance sector financed by the insured coexists with the NHS, and 3.8 million Britons took out private medical insurance (Leal, 2005) encouraged by fiscal incentives. Private insurers complemented - rather than competed against - the general insurance regime. In contrast, German entrepreneurial reforms primarily targeted the insurance sector with the expectation that competition would shift from price to service quality, that public insurers’ competitiveness would improve, and that more concentrated insurers (e.g. the number of sickness funds went from 1,221 in 1993 to 242 in 2007) would enjoy greater bargaining power during fee negotiations with care providers (Simonet, 2010). In parallel, a risk compensation scheme and specific arrangements, for example disease management programs, were to balance solidarity and competition resulting from free choice of sickness fund (Katharina et al., 2007). However, competition between German insurers was limited to patients in good health and with higher incomes while vulnerable patients remained in the public sector where they benefited from lower insurance premiums (Werner et al., 2005). Insurer differentiation strategies were limited to minor organizational changes including health networks, disease management programs, and call-centres, further evidence of the limits to a competitive private sector. Private health insurance has also had little success in Italy despite one of the highest levels of out-of-pocket payments among industrialized countries. Only 10% of the Italian population is covered by private health insurance due to a lack of financial incentives to purchase private health insurance, no clear legislative implementation rules for private insurers, and universal coverage with the National Health Service Reform of 1978 (Atella & Spandonaro, 2004). However, relying on private insurers to lower costs was not the panacea; private insurance in Italy encouraged greater use of care providers which led to an increase of 0.5% of the GDP in private health expenditures during the 1990s. Patient satisfaction did not increase with more Italian patients seeking care overseas (Tronquoy, 2005).  In France, with contract provisions and premiums varying little with subscriber risk and no customized health care plans that would give preferential access to a selected pool of providers, private insurers focused on reimbursing co-payments for services that were poorly covered by the national health insurance (Buchmueller & Couffinhal, 2004).
Information Acquisition 

A greater use of technological innovation, such as computerized medical files in France and in Italy, encouraged communications between health care professionals, established bridges between hospital specialists and general practitioners, and improved care coordination. In Italy and Germany, technology facilitated the adoption of Diagnosis Related Groups, a dollar value is assigned to each group as the basis of payment for all cases in that group without regard to the actual cost of care or duration of hospitalization of any individual case, in order to allocate hospital budgets (Fritze et al., 2002). France opted for the ISA, Indicateur Synthétique d' Activité, scale to facilitate activity-based payments rather than global budgeting for its hospitals. The increase in information was accompanied by a rise in the number of health care agencies, for example: the National Accreditation and Health Evaluation Agency (or Agence Nationale pour l’Accréditation et l’Evaluation in Santé) in France; the British Care Quality Commission to monitor health care standards and efficiency and for publishing the NHS “star ratings”; the Monitor to authorise and regulate NHS foundation trusts; the NHS Modernization Agency, the National Patient Safety Agency, and the National Institute for Health and Clinical Excellence (NICE) in the UK. These monitoring bodies were needed because health care is person-centered and politically sensitive. They also signal the rise of an audit society (Lapsley, 2008). 

The NPM prompted advocacy coalitions including patient associations, physician associations, and public monitoring bodies, to go beyond their restricted group. In Germany, the independent Centre for the Quality of Medicine (Das Deutsches Zentrum für Qualität in der Medizin) comprises representatives of the sickness funds, hospitals, doctors and patients. One of its functions is to decide on therapeutic standards and tools to evaluate quality and drug effectiveness (cost/benefit calculation). In the UK, there has been a significant extension of opportunities for the public to communicate their views, in fact, there are 572 local forums (Patient and Public Involvement Forums) or independent local commissions representing patients and residents, such as the Commission for Patient and Public Involvement in Health, following the “New Labour's ideological attachment to pragmatism and the Third Way
”, and “the need to reinvigorate political culture” (Forster & Gabe, 2008). Higher patient participation ensures that the public does not equate more intense competition with a deterioration of public services (Garabiol, 2006). 

Changes in Health Care Delivery Schemes 
Regarding performance, new care delivery schemes (e.g. physician gatekeeper and health care networks) were experimented with, but the outcomes were mixed. Health care networks, where care is provided to participants via a network of selected health care providers such as hospitals and physicians, fare well under the NPM because it advocates contracting out and the co-production of government services with private providers. Reforms to establish physician gatekeeping fare well under the NPM conceptual framework, as it renders the patient financially responsible, meaning that should a patient consult a specialist without being referred by a primary care physician, he/she would then bear a higher portion of the consultation cost. These experiments were short-lived, gatekeeping in France (i.e.médecin-référent) was adopted in 2004 to control access to speciality care, but unlike the British fundholding system which was widely supported by citizenry, only 5% of French citizens signed up for the program, and  two years later the gatekeeping scheme was dropped. It did not fare any better in Germany, where gatekeeping experiments (i.e.Hausarztsystem) were confined to a handful of voluntary programs (Greß et al., 2004). In contrast, health care networks were widely accepted in Germany with Das Deutsche Gesundheitsnetz (Himmel et al., 2000; Ratajcak, 1998), France’s Réseaux de soins, and in Italian urban areas. 
Centralization of Financing vs. Decentralization of Delivery
With the NPM theory, decision powers are relegated from the central to the regional governments (Peters  & Pierre, 1998). In practice, however, the move was not uniform across countries. In Germany, with the Seehofer reforms of the 1990s, funds were attributed to regions, and in the 1990s, the federal government sought to further reduce its involvement in health care management. Regions, or Landers, were not only in charge of funding but also responsible for hospital investments and for managing hospitals economically (e.g. payments made to hospital are based on reimbursements per pathology and these are capped to prevent cost increase). In the late 2000s however, devolution focused on care delivery rather than on funding. NPM moved to recentralize and publically control aspects of health care particularly those that relate to the financing side of health care. The federal government planned to take on responsibility for pooling all social health insurance contributions into a central health fund (Gesundheitsfonds) with health care funding being taken away from sickness funds and entrusted to the national government (Saltman, 2008). In Italy, a greater authority on policy implementation was also attributed to regions.
 The country was divided into 600 Local Medical Units or Unità Sanitarie Locali, USL, in charge of health care planning, evaluation of local care providers’ effectiveness, and allocation of resources to hospitals. Local medical units were later suppressed and replaced by smaller district-level medical units (Aziende Sanitarie Locali, ASL) with some mechanisms, such as vouchers for the poor, which were designed to preserve access to care (Di Meo et al., 2009). The intent was to facilitate local implementation of public health programs including immunization programs. Fund collection and policy planning (e.g. the Parliament votes a national health plan) remained under the central government’s control, while service provision (including investment decisions, cost-control mechanisms), was carried out by regions with varying degrees of success “reflecting their institutional capacity and competencies” (Fattore, 2008, p.). The central government redistributed the budgets to the regions and to the ASLs, and the regions’ financial contributions to health care grew progressively at the expense of State financial participation (Landrain, 2004). In France, Regional Hospitalisation Agencies (Agences Régionales of Hospitalisation) monitored the introduction of new technologies or drugs and fixed hospital budgets according to activity volume following the Juppé reform of April 1996. The 2007 hospital plan also attributed a greater role to regions, with each now having its own plan with specific priorities. Decentralization was not to contain cost but to increase responsiveness. Germany for example has decentralized health care and its costs are still the highest among the countries studied. There is also no evidence that the Italian health care system had lower costs following decentralization. 
Cross Country Variations in NPM Adoption

Christensen and Lægreid (1999, p. 186) described reform processes in the following terms, “complex interplay between international trends, particular national structures, historical-institutional contexts, and specific institutional traditions”. Some countries, such as France and Germany are seen as highly NPM resistant, while others like the UK are viewed as NPM model cases. Experiments in Europe show that NPM application was contingent on its context (Caiden, 1994) with certain reforms being more suitable to some countries than others. For example, market-based mechanisms modeled after the US experience of managed competition suited the UK; While in Germany competition between sickness funds worked better, as patients have historically been covered by a professional sickness fund. Computerized patient medical files were useful in France, as each citizen has traditionally had a medical file with a family physician. Health networks were successful in France (there are about 300 networks) and in Italy (e.g. provider integration was reinforced with greater cooperation between GPs and Local Sanitary Units) (Del Torso et al., 1997). The decentralization of financing and decision-making was easier in Italy because the Northern provinces saw it as a straightforward way to reduce their financial burden, and was preferable to subsidizing the poorer southern regions of Italy. In contrast, owing to its long history of centralization, devolution in France has been limited to the regionalization of hospital budgeting and health care networks (e.g. between GP and specialists) and these were generally limited to urban areas where patient pools were larger and care provider concentrations higher. Unlike the UK, Italy did not adopt market-like relationships between care providers and payers, but like England (Lapsley, 2008)
, it placed more emphasis on hospital autonomy via the Aziende Ospedaliere. In contrast to the British fund holding system, delegation never went as far as capitated payments to physicians
 in France and in Italy. Why? Because French and Italian physicians constitute strong professional groupings that are politically influential and benefit from popular support, and thus will not hesitate to oppose any attempt at reform (Abbott, 1988). A strong physician clan culture (Bourn & Ezzamel, 1986) marked by powerful trade-unions and high professional independence, physician solo practice for example, is a major characteristic of the French and Italian health care systems, and GPs’ disconnection from any budgetary constraints, unlike the British fund holders, has been a powerful deterrent to GP reforms. Labor unions and other key stakeholders including local politicians will also oppose reforms that may lead to hospital closures since each medium-sized city wants its own small hospital. The geographic distribution of the French population also prevents the pooling/clustering of care providers necessary to achieve economies of scale. Moreover, French reformers can hardly expect the cooperation of physicians on reforms, though many are active as politicians and local notables. The strong culture in French hospitals, built over years of socialization in university hospitals where traditions abound, has led to the development of a strong group ethos. Physicians have their own perspectives on the direction of health care reforms, and these perspectives often clashed with public managerialism. Besides, French health care professionals have more latitude than US physicians to express their discontent, thanks to a more favorable job market. That “exit effect” caused by unhappiness over current reform can result in a lack of medical staff and create more disturbance, such as the closure of a hospital department, than the French government is willing to handle (Valette & Karaki, 2005). This does not apply to Germany where “there is a more legalistic tradition and a much stronger public and political legitimacy of the state” (Kickert, 1993, pp. 192–3). While German doctors remain a powerful elite and may be reluctant to change, there is acceptance that these changes are unavoidable, because they are legal and backed by physician professional associations (Dent et al., 2004). The rising power of sickness funds resulting from the 1993 legislation coupled with German physician unemployment has left them with little bargaining power, and many had no other alternative than to comply, albeit regretfully, with State reforms.
NPM in Practice: Side-Effects and other Mixed Outcomes
Can citizens be served equitably under these NPM-inspired reforms? Geographic disparities in France (Clavreul, 2010; Danet, 2010) and Italy (France et al., 2005; Franzini, 2010), socio-economic disparities in Italy
 and the UK, for example (according to the National Audit Office 2010, the “health gap” between middle and poor classes has worsened despite £20 billion expenditure in poorer areas over the last decade
), growing delays in the provision of care in the UK (Landrain, 2004), and in some - but not all - specialties in France
, and the emergence of private insurers, suggest otherwise. In Italy, different rules, regulations and organizations across regions led to disparate medical outcomes and price differentials. The wealthier regions in the North offer better infrastructure, prompting more patients from the South to seek care in the North (Landrain, 2004). Since costs could not be controlled, the blame game ensued. The Italian State accused regions of overspending while regions asserted that overspending was the result of governmental salary policies (La Documentation Francaise, 2005). A lack of coordination resulted in confusion between States and regional responsibilities (Landrain, 2004). Local sanitary units often exceeded budgets that were allotted to them and, due to monetary shortfalls, resorted to loans. On a macroeconomic plan, the under-financing of regions and local sanitary units forced the central government to make up for the deficits and the financial participation of patients was raised. Lastly, these mistakes encouraged the birth of a private sector which supplemented the public sector, instead of replacing it (Marcon & Panozzo, 1998). Unethical behaviors and opportunism are still rife. In the UK, these entailed “’ritual practices’ that is, clinical encounters between patients and health professionals to affect performance indicators rather than to affect the course of care” (Cribb, 2008, p. 233) and a growth of “glossification,” that is investment designed to impress rather than provide better care (Gewirtz, Ball, & Bowe, 1995). Complex reimbursement regulations also increased possibilities of fraud (Ensor, 2002). For instance, there are “regular reports of institutions enhancing activity levels at times when they are being measured…” and “…some reports of institutions simply fiddling or fixing the figures” (Cribb, 2008, p. 233). Inequity is on the rise. A two-speed medicine developed, one for the wealthier who can afford to seek care in private clinics, and one for the poorer strata of the population who receive care in public hospitals but face long waiting lists and deteriorating quality of care. This clashes with the traditional Weberian theory that emphasizes equality and uniform provision of public services.
Unfortunately, NPM reforms could not control costs. Quasi-markets led to rising advertising costs of competing institutions, higher market transaction costs (e.g. “increased productivity generated by hospital-sector reforms may have been largely consumed by greater transaction costs”) (Saltman & Busse, 2002, p. 41) and upward pressure on wages, as care providers compete for physicians. This is in contrast to the French National Health Insurance whose quasi-monopolistic position spreads risk over a very large base and provides bargaining power during fee negotiation with physicians, since it is the country's largest buyer of medical services. Thus, more drastic traditional cost-control measures were needed; including more emphasis put on prevention rather than cure (Osborne & Gaebler, 1992) and a cap on the number of practitioners (e.g. the doctor establishment is regulated) in Germany (Landrain, 2004); fixed lump sums per medical specialty, frozen wages for public servants, capped hospital budgets and the closure of low-volume hospitals in France; and a cap on hospital beds in the UK. 
Not all principles contained in the NPM ideology proved to be true. The NPM stipulates that smaller players and downsizing are needed (Larbi 1998); however, in Germany, sickness fund concentration increased, and more than three million social policy-holders switched sickness funds between 1997 and 2001 (Nuscheler & Knaus, 2005), mainly in favor of the largest employers’ sickness funds. France, Italy, and the UK put the emphasis on creating larger/high-volume specialized care centers rather than small-scale units to achieve economies of scale (Garabiol, 2006). Some NPM policies have experienced a major turnaround. There was a repeal of the internal market under the Labor Government with the substitution of Local Commissioning (e.g. Primary Care Trusts would no longer compete for enrolees
) for GP Fundholding. Doctor empowerment has regained priority; Andrew Lansley’s recent reform proposal, with doctors taking over their [own] budgets, suggests a return to the original fund holding model. Decentralization is retreating; in Italy, certain responsibilities, such as immunization programs that were once delegated to regions, have been reattributed to the federal authorities (Tafuri et al., 2009).

Subsequent NPM Developments 
From the New Public Management concept succeeded the Digital Era Governance (DEG) (Dunleavy, et al., 2006), though the latter does not explicitly contradict the former. The application of DEG in health care entails digitalization, for example medical claims can be submitted online, the creation of needs-oriented structures, or health networks that focus on certain population sub-groups, like chronic patients
, and the hiring of clinical professionals rather than managers. Finally, the emphasis has been put on partnerships rather than competition. For instance, German post-NPM reforms intended to build an “activating” or “enabling state” to counter the rising individualization, fragmentation, and exclusion within the society. New forms of interaction that stressed co-ordination of all kinds of players and networks were encouraged. Associations, non-profit agencies, and clubs (all of these constituting the “third power”) were to play a more important role in shaping a new social policy between the State and society (Jann, 2003). While the original characteristics of the NPM (e.g. delegation) were retained, German post-NPM reforms required more participation from the society with the State playing the role of a catalyst or a facilitator, rather than that of a decision taker and producer. These reforms are more about self-regulation, civil engagement, freedom of action, and social cohesion rather than incentives and markets. A more cooperative, rather than hierarchical State, and rising trust between the State and society are key to building a self-organized governance (Jann, 2003). 
Forms of Capitalism, Depth of Reforms and Models of Changes
During the 1970s, research on comparative capitalism focused on the concept of neo-corporatism which looks at state capacity to negotiate durable bargains with employers and trade unions (on wages, working conditions, and even public policy). Neo-corporatist bargains are seen as “political exchange” with states offering inducements and unions disciplining their members (Hall & Soskice, 2001). The extent of neo-corporatism depends on centralization of bargaining, which “facilitates collaboration of economic actors, as they have to work together on a continuing basis” (Whitley, 1999, p. 51) and on the concentration of trade unions. In Germany, out of the 150,000 doctors working in the public service, about 100,000 belong to the main physicians’ trade union Marburger Bund. Its power and significance put it in a better position to negotiate favorable collective agreements, to change strategic priorities and to slow government-enforced NPM reforms. In contrast, the UK has been spared by the neo-corporatist bargain movement. Although nursing strikes were widespread in the late 1980s, they were inconsistent and most of the nurses’ concerns were ignored. The government promoted the divisions between nursing unions, and the media was critical of the nurses' actions (Hayward & Fee, 1992). As for physician trade unions, these were neither strong enough, nor united enough to negotiate collective agreements and to enforce a “closed shop” policy (Harrison, 1988). Thus, British NPM reform could be passed early and without much opposition. 
In France, the concentration of physician trade unions (CSMF or Confédération Syndicale des Médecins Français and SML or Syndicat des Médecins Libéraux) facilitates bargaining with the government, particularly on insurance reform and health policies, and prevented reforms (e.g. physician gatekeeping) that were unpopular with the medical profession and the patients from taking roots. Characteristics of the French model of capitalism were also at play. Some features that were once seen as attributes of state strength, like centralization and state growth during the Modernization approach of capitalism in the post-war period (i.e. from that perspective, France emerged as a model of economic success) (Hall & Soskice, 2001), prevented the implementation of some, but not all, NPM features (e.g. decentralization, market-based reforms). Despite NPM, there has not been a withdrawal of the French state, which by all measures (e.g. percent of the GDP, number of civil servants) remains significant, but there has been a redeployment of its influence from the industrial to the social arena. During the post-dirigist period of the mid to late 1980s, the French State endeavored to liberalize markets, to embrace globalization, or at least the Europeanization, and to privatize state-owned firms, mostly in the manufacturing sector. In return, its commitment to cushion the social effects of its reforms grew stronger; thereby, preventing any NPM-inspired revamp of its welfare system. Other defining characteristic of French capitalism, such as social distance and autonomy of collective actors (D’Iribarne, 1989), were other hindering factors in NPM implementation. 

The Rhine model of capitalism (Whitley, 1999) emphasizes social and national cohesion, long-term commitment, greater cooperation, as exemplified by collective agreements, paternalism towards the workforces, for example by law, or the fact that employers must offer insurance to their employees and a coordinated view of the market (e.g. formal physician association defines labor relationships, common norms and quality standards). As a result, German workers have had collective influence over policy decisions. This ‘codetermination’ (Gorton & Schmid, 2004) provides “trade unions with a stable, legally anchored foothold in workplaces across the entire economy” (Streeck & Theelen, 2005, p. 25). In contrast to the British distinction between skilled workers, and ‘general’ unskilled workers (Campagnac & Winch, 1997), Germany also has more sector-based unions, such as physician unions. This sectoral specialization gives physician trade-unions more bargaining power during negotiations with the government. Internationalization was also a factor. In contrast to the UK, Germany and France were much more inward-looking economies. Both countries were less dependent on imports and exports, less entangled in colonial adventures during the 1980s, and less likely to be influenced by other developing models of capitalism, for example Reaganomics or liberal reforms. The French and German experiences also provide a compelling example of institutional resiliency. They support Hall and Soskice’s (2001) prediction of a continuation of cross-countries divergence of capitalism and go against popular views that all systems shall eventually embrace the Anglo-Saxon model. 

NPM in the UK illustrates a model of displacement (Streeck & Thelen, 2005). Displacement implies the assimilation of foreign practices; hence, the rapid expansion of NPM among Commonwealth nations, particularly New Zealand and Australia, and occurs whenever new models, like NPM, emerge and spread; thereby, questioning an existing, organizational form that was hitherto taken for granted. Britain’s transition to market-based reforms, including NPM in the early 1980s, was facilitated by the weak foundations of the earlier Keynesian models to begin with (Amable, 2003), the coexistence of other institutions with more liberal practices, as an example, the country’s financial sector was privatized and deregulated early, the decline of British industrial capitalism, weaker regulations, and a poorer economic situation than its neighbors in Continental Europe that required drastic action (the UK had had to be bailed out by the IMF). The British liberal market approach that emphasizes short-term financial relationships, reversibility and competitive bidding prompt NPM to take a more market-based form (i.e. contracting-out). In France in contrast, there has not been a displacement, but rather a ‘layering’ of the system (Streeck & Thelen, 2005). Economic and political institutions are subjected to lock-in effects. New stakeholders make great efforts to add their own vested interests into the existing system which makes it more politically and financially costly to dismantle (Myles & Pierson, 2001). Reformers are confined to working around those unchangeable elements, but cannot suppress them.  Strong social groups, such as physician, nurse, and patient associations in France, with convergent interests, emboldened by media support, prevented drastic reforms. Initially, derived from an observation of the US social security system (e.g. private savings accounts are added to the traditional pay-as-you-go pension system but are no substitutes for it) (Pierson, 1994), this model also applies to the French social security (e.g. private supplementary insurers pay for services not covered by the national social security but do not replace it; private clinics supplement public care providers but are no substitutes for them). The middle class, which occupies the politically pivotal position is strongly attached to its public services and the value it embodies (e.g. universality, access for all, affordability), thus it prefers ‘‘the grafting of new elements onto an otherwise stable institutional framework” (Thelen, 2004, p. 35) over radical NPM reform. Change via layering has avoided a frontal attack on a public institution like the Social Security. Public health care organizations have remained unassailable, and change can only occur via increment or minor repairs. 
Conclusion
Rising insurer competition in Germany, the separation of care delivery and financing in the UK, health care networks in France and regional delegation in Italy, signal a will to manage health care expenditure more efficiently. Market-based mechanisms, however, did not imply privatization, even the UK, a model case for NPM adoption, experienced little privatization of publicly-operated facilities. Though Hospital Trusts were granted quasi-autonomous status and had to compete for patients and funds, they remained publicly-owned.  In the UK, the NHS plays a deeply symbolic role in politics (Cribb, 2008), and as in most other EU countries, citizens consider access to health care a societal right, and public ownership as a condition for universal coverage. Thus, these reforms were modest compared with those undertaken in other sectors, such as the railways and postal services (Cribb, 2008), with market-based competition being harder to trigger in the health sector. The New Public Management theory led to ‘localization,’ which included creation of regional rather than national budgets, local communities deciding how a service shall be funded and delivered, greater participation of local agencies in the provision and occasionally the financing of care, and integration of health and social services. This country study also reveals different ways to achieve universal coverage, such as a centrally-controlled system (i.e. NHS) in the UK and Italy and by mandating a standard health insurance paid for by a combination of employee and employer contributions and government subsidies in Germany. Since changing patient behavior is possible (as exemplified in the rising use of generic drugs in France that are cheaper than original patented drugs) but difficult, the target of reform has been public providers, in particular public hospitals, because they are the biggest source of health care expenditure. Despite relative failure and little success, why is the New Public Management so popular? Perhaps because it is not a monolith, NPM translates into a series of discrete policies or reform tools based on partly competing theories (e.g.  management theory and economic organization theories). Furthermore, its implementation also varies across countries, and such flexibility explains why it continues to stir interest.  The way NPM manifests itself, with its emphasis on health care as a private consumer good, on outsourcing, on quasi-market competition, hence on efficiency, has basically been superseded by a public-health model that aims for public values (e.g. equity, access to care) and population-based outcomes with organizational (e.g. networks) and funding changes (social security in France; a central health fund, Gesundheitsfonds, in Germany), designed to preserve such public values. 
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� Health care is composed of a three tier system comprising the central Government, 21 regional governments and Local Health Units (“Aziende Sanitarie Locali, ASL”).





� This reform forced school districts to compete for student educational vouchers.


� The General Practitioner was granted a budget - a capitated fee, that depended on the number of patients and on characteristics (e.g. elderly, pregnant women) - to purchase hospital care, prescriptions and cover its operating expenses.


� Waiting lists for specialists and hospital consultations had one million patients who had to wait between three to six months for an appointment with a specialist, and for more than six months for a medical operation.


� Seen as an attempt to reconciliate right-wing economic policies and leftwing social policies and to establish a compromise between free market capitalism and democratic socialism.


� About 100 major hospitals e.g. Foundation Hospitals, were turned into independent entities responsible for their own budget in an attempt to increase responsiveness.


� For instance, in 1999 the French insurer AXA developed a project whereby the insurer was to pay Euros 1,600 per year and per insured to purchase care at the best price, thereby putting an end to the Social Security monopoly; however, the project was not approved by the government.





� Evidence on vertical equity suggests that the National Health Service or Servicio Sanitaris Nazionale ensures equal access to primary care but lower income groups face barriers to specialist care (France et al., 2005).





� Looking at the difference in life expectancy between the poor and the rest of the population, it actually increased with men’s life expectancy standing at 77.9 years on average (82 for women) against 75.8 for men in poorer areas (80.4 for women).  





� Six to 10 months of waiting are required for a consultation with an ophthalmologist in France.


� Instead, the place of residence determines which Primary Care Trust will purchase care on behalf of the patient.





� Projects differed: some focused on a single pathology, often a chronic disease (e.g. asthma, diabetes, depression) or a severe ailment (e.g. HIV, cancers) for a given population. This population segment may be highly vulnerable because of additional non-medical problems (e.g. homelessness, alcoholism, drug-addiction, physical disability). Other health networks coordinate the activities of health care professionals in charge of a population group in a particular geographic area rather than a group of patients with a particular disease. These mechanisms should reduce exclusion risks, and respond to both medical and social problems.
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