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Introduction

For a long time Norway has been considered to be a slow reformer, not only in public administration, but also more specifically in health care. This changed rather abruptly on June 6th 2000, when the newly appointed Social Democratic prime minister introduced a reform plan. This plan, which was passed as a law in Parliament exactly one year later, took effect from 2002 and has been presented as a ‘big-bang- reform’: the biggest reform ever in the Norwegian public sector. The new law transferred responsibility for public hospitals from the counties to the central government. Five regional health enterprises were established, and these, in turn, have

organized hospitals under local health enterprises. These local enterprises are separate legal entities of varying sizes and geographical spans.  Both the regional and the local enterprises have their own executive boards and managing directors. The Minister of Health appoints the boards of the regional health enterprises, whereas the directors of the regional health enterprises and the boards of the local enterprises are appointed by the regional boards.

One question that has been asked is whether the Norwegian reform means the beginning of the end of the Nordic public, integrated and decentralized model of health care provision. Norway has so far belonged to a Nordic ‘family’

of countries classified as single-payer decentralized systems, whereas the USA is at the other end of the spectrum with corporate actors involved both in the funding and provision of health care. In addition to these two models there are also the original centralized Beveridge model (UK) and the continental social insurance models.

Simultaneous discussions are now taking place in the other Nordic countries, with a large structural reform on its way in Denmark and the launch of a plan for a more important role for the state in specialized health care in Sweden.
  One may thus ask whether there is now a movement towards a convergence among systems, with the Nordic decentralized and integrated model moving towards centralization, the integrated centralized model in the UK being decentralized and the continental countries also moving towards a stronger position for the state.
  Some have suggested that all countries are now converging towards a model of managed competition, although having different points of departure.
  Others, however, think that one should not underestimate the social embeddedness of the various systems, and that it is more likely that there will be parallel processes of convergence and divergence.

Questions about the reform

This paper is not a systematic comparative study, but an analysis of reform dynamics in the case of Norway. It is an attempt to make sense of recent events in healthcare reform, a kind of sense-making that might be of help for those studying similar reform efforts in other countries and sectors.  Elsewhere it has been argued that the period of county ownership in Norway from 1970 to 2002 was an interlude, a transition from a period of welfare localism towards a stronger state initiative.
 The current reform has been presented as a movement both towards decentralization and centralization, due to the transfer of power to local enterprises and the shift of ownership from counties to the central state. 

The stated aims of the reform are improved cost control and a more equal distribution of health resources across counties. Neither of these goals has been achieved so far. Doctor’s wages have increased by 17 per cent over a two-year period and activity has increased most in those regions that already had reached the highest quality levels. The rate of growth in the annual budget for Norwegian health services has not been slowed; rather the opposite has taken place.
 

Partly for these reasons, it has not taken more than two years for some of the most eager reformers to change their minds, from supporting the idea that the regional health enterprises were core instruments for equality, cost control and decentralization to arguing that these enterprises are just a superfluous level in the hierarchy.
 What some of these reform agents now suggest instead, however, is not a return to the old decentralized model of county ownership.  Instead they want the state to create a new central directorate in order to deal with the local hospital enterprises directly.

Is it possible, then, that the current period (2002-2005) is also just an interlude in a movement towards a more centralized medical regime where doctors and medical experts play an even greater role in decision-making? Is it just an interlude on the way to a further strengthening of state governance? Or is a further strengthening of the regional dimension a more likely outcome? Such questions will be discussed at the end of the paper. I will now present three perspectives on the reform, and discuss the extent to which each perspective makes sense of the recent reform events, and, furthermore, whether each perspective is of help in explaining the long term development trends in healthcare governance. Such perspectives make it possible to see different aspects of what has happened and to outline a more diverse set of possibilities for the future. 
I will outline the following perspectives; the profession-state perspective, the New Public Management perspective and the health care state perspective. I will then discuss how helpful each perspective may in explaining the current dynamics in the Norwegian reform. 

The profession-state perspective

The first frame is focused on the role of professions, in this case particularly the medical profession. It is very difficult to avoid the issue of professions when discussing health care, or even the rise of welfare states in general. Accordingly, one often sees that the narrative structure of historical presentations take the form of ‘the rise and fall of the medical profession’.
 I will now outline one modification of such a narrative: the profession-state perspective. This perspective originally emerged as a criticism against what was presented as the established theory of professions.
 According to this established theory, the state and the professions tended to be understood as antithetical phenomena, with states being a threat to professional autonomy. This theory was first criticized by Terry Johnson,
 followed by a group of European scholars who argued that the professions are part of any state formation, and that it is the relationship between the state and the profession that ought to be the key issue in the study of professions.
  Firstly, it was argued that it is necessary to understand how state-professional relationships were established in the first place in order to estimate the level of autonomy and discretion granted to any profession in a specific country, and, secondly, that the the empirical basis for the original theory of professions was limited to Britain and the USA. It was also based on a tiny minority of elite occupations, mainly medicine and law.

It has been pointed out that medicine, and perhaps also law, have been somewhat unique in their achievement of a regulative bargain with the state. It is as a consequence of such a bargain that the medical profession has become a ‘self-regulating profession’. Furthermore, it is an underlying premise in such a perspective that any study of the rise of health systems has to be based on a study of the medical profession, with a focus on its relationship with the state, but also with other  ‘countervailing powers’.
 Professions are also part of a nation-specific process of governing:  ‘The form governmentality takes and the ways in which the institutionalised expertise of the professions operates will vary according to the particular history of the particular country’.
  In the history of the rise of the Scandinavian hospital-centered systems for instance, the emphasis is put on the simultaneous rise of the hospital and the medical profession as the twin partners at the center of the national health system.
  The rise of Norwegian health administration, personified by Karl Evang in the powerful position as Health Director between 1938 and 1972, was just an ‘extension of the medical clinic into the state’.
 
The current claim, however, is that there has been a new turn of events and that there may indeed be a movement away from the modern hospital as the center of the health system, towards a ‘transitory’ hospital emphasizing restricted bed usage and ambulatory services.
 Due to the decline of the modern hospital and the rise of consumerism and external control instruments, the medical profession may be about to lose some of the trust and power granted to it by the state. Another reason for the movement away from the established way of organizing hospitals is the rise of new actors; professional health-care administrators and organizations intermediating between states, hospitals and individual doctors, such as Health Maintenance Organizations (USA), and Health Authorities (UK). A movement has also emerged with the aim to establish effectiveness and quality in medical services. This movement ‘offers medicine the hope that its work can be placed more squarely on the altar of scientific rationality, but at the risk of incursions by outside experts into its domain’.
 The exact turn of events may not be essential here; the defining characteristic of a profession-state narrative is that it is a historical-institutional narrative that will construct a rather unique story in the case of each nation-state. Its focus also under current circumstances will be on how the professions cope with the new regulatory challenges, and changes in the state-professional networks.   The story of the profession-state may not be only a narrative of rise and fall, then, though it may be a modification of it. Even after the rise of neo-liberalism and the associated attack on professional monopolies, it will be possible for professional bodies to defend their work jurisdictions and defend areas of autonomy and discretion due to their public roles, their roles as experts and their access to powerful networks.
 

The New Public Management perspective
The New Public Management perspective as I present it here is currently the predominant interpretation of the reform. New Public Management both serve as an argument for why public administration has to be changed and a way to conceptualize the reform; as part of a “global public management revolution”.  There are many versions of the New Public Management story; the main distinction may be drawn between critical researchers making their analysis of the reform movement and the more normative position taken by the reformers themselves and their advisors. The more critical researchers tend to see the New Public Management movement as a set of ideas that are partly ideologically motivated, partly driven by an international circulation of ideas in which international agencies and transnational organizations take a central role.
 These researchers do not necessarily think that convergence is a consequence of New Public Management, but take a transformative perspective, which means that they argue that NPM ideas for the most part will be translated and transformed as they are introduced in different social contexts. The inspiration for the reformist NPM position, in contrast, comes from political think tanks and the international organizations involved in more applied policy analysis. The latter kind of reform narrative may be reconstructed from close readings of major documents from the OECD and other transnational reform agencies, e.g. the OECD’s Public Management Committee (PUMA).
 Another source for a reformist narrative is policy documents, such as the Norwegian governmental program for modernization of the public sector,
 the white paper on state ownership
 and the recent OECD regulatory report on Norway.
 

This NPM concept is future-centered: the ongoing changes are part of a ‘public management revolution’,
 the past is something that one ought to get away from like in the year 0 after the French revolution.  The long term narrative of New Public Management, to the extent that it exists at all, is one of a change from command and control to decentralization and self-management in the public sector. 

It has been noted by Saltman and Busse
 that a health sector unit needs to have some managerial autonomy to be a candidate for state regulation.  Furthermore, it is claimed that hospitals used to be an indivisible part of the state hierarchy, without any decision-making independence, a part of a ‘command-and-control structure’ of authority that thus could not be considered to be regulated. However, this image of hospital systems of the past as command-and-control-structures may be hard to reconcile with historical accounts of how such systems actually operated in the past, as we shall see. 

In a NPM narrative the contemporary situation is seen as chaotic and problematic. Words like clarity, order and accountability are often used to underline the necessity to get things in order, at last. ‘Corporate governance’ is a term that is sometimes used to underline such an ambition. From this perspective purchaser-provider arrangements and independent regulatory agencies are necessary in order to establish separate roles in the public sector. Similarly, the smart thing for the state to do is to withdraw from its direct role as producer of services, either by allowing for competition between private or public providers or by the transfer of responsibilities for services to independent agencies and enterprises. The successes so far have been in those areas where the state has withdrawn and transferred more and more responsibilities to the markets, such as in the areas of energy and telecommunications.
 In some accounts the modernization of the public sector is taking place in three waves. The first stage is then the government divestiture of commercial activities;  the second takes place in infrastructure services, and the third is the current wave towards applying marketizing reforms to core functions of the state, social and health services.
 

In summary, the New Public Management argument presents three ways to deal with the future: 

1. The enterprise model, i.e. the state ought to establish public firms 

2. Quasi markets, i.e. the state have to develop market instruments also in sectors where markets per se do not exist, in order to achieve management by objectives and self control. 

3.  Management. The state ought to establish managerial identities and create space for managers to act as entrepreneurs. 
The health care state perspective

In contrast to these two perspectives with their focus on the rise of scientific knowledge and professional self-regulation within nation-states and new public management as state withdrawal from direct governance of public affairs, there is the narrative of the rise of the regulatory state, which also takes the form of a history of the rise of regulatory control in health care.
 As in the profession-state perspective, the state takes an important role, but the professions are now seen as less central, or perhaps one should rather say that the professions are only one among many stakeholders.  The general argument in the health care state narrative is that state capacity for governance has to expand in order to deal with the rise in complexity in society in general, and in health care in particular.  Health care issues move increasingly into the center stage in politics as a consequence of several factors, such as increased media attention and the rise of a medical-industrial complex. Two phases may be distinguished in the rise of the health care state: 
The first phase (1880-1980) consisted in establishing and universalizing a public presence in health care. The second phase, beginning around 1975, has been concerned with establishing new mechanisms of governmental control.
 

In comparison with the New Public Management story, this plot works almost in the opposite way; it is a story of state advancement rather than state withdrawal. NPM predicts that the state will have to privatize a great deal of its current activities, whereas the ‘health care state’ presents a narrative of a movement from ‘private government’ towards an advancing state:  

‘For cost containment, management, competition, quality controls are all predicated on public (state) intervention in what once was thought of as a realm of private government. If formerly the role of the health care state was simply to finance and administer health services provided by medical professions, these changes imply that, far from being in retreat, the state has made significant advance.’
 


When comparing this way of sketching out the turn of events with the profession-state perspective it may thus be argued that the professions take different roles in these two phases, that the profession-state world-view may make most sense in the phase of the rise of a public presence in health care. In the current phase of political-professional reconfiguration, on the other hand, it may be necessary to admit several other actors onto the stage in the study of reform dynamics. Firstly, we must consider the classical roles of the journalist, the manager, the consultant, the politician and the patient, but, secondly, also all sorts of experts serving as necessary facilitators for change.  Examples of such experts are the communication expert, the quality controller and the medical ‘meta-expert’, i.e. the controller of the technologies of evidence-based medicine.  Such experts all speak on behalf of the generalized patient and their expert status may frequently be based on their access to powerful technological systems, e.g. the Cochrane library, the DRG-system and so on.
The transition from phase 1 to 2 may be associated with the rising costs of the health system, which makes it necessary for the state to intervene in order to narrow the ‘health gap’, i.e. the gap between ever-increasing demand for health services and the state’s ability to develop sufficient capacity and cost control in the public health sector.  The health system expands as it gets increasingly embedded in production, consumption, knowledge and technology. 
The degree of attention the media pay to health and its regulation is also increasing.
 The increased media attention is related both to the new role health issues take in relation to individual lifestyles and the new consumerism relating to such issues in mass media. Another reason for increased media attention is the fact that health issues have become more and more important in politics, such issues simply mean a lot for voters; it is difficult for politicians with serious ambitions not to respond to them. Increased complexity is also part of the story. 
Constant innovation and differentiation creates a demand for new kinds of institutional entrepreneurs and regulatory mechanisms 

To what extent do the various perspectives make sense in light of the recent reform events?
The aim of this section of the paper is to use the three perspectives as a background for discussing how the various narratives ‘speak’ to the reform in question in a short-term and also a more long-term perspective. 

The profession-state perspective

Short-term: Firstly, the major professional associations, the doctors and the nurses supported the Norwegian hospital reform, so it is not likely that the change of ownership in itself marked a major shift in power relations in the sector. The introduction of unitary management structures created some dramatic episodes, as the doctor’s protest against the idea that any profession other than the doctors could be appointed as clinical managers in the hospitals. There was a round of negotiations between the Norwegian Medical Association and the Health Minister on this issue, however, and the president of the medical association claimed that the outcome was a victory for its point of view.
 He said that the health ministry had gone as far as it could in demanding from the hospital enterprises that they only put qualified doctors in management positions without explicitly stating so, which they simply could not do in the given context.  Perhaps it was the medical profession at the center of the health system that again strengthened its position in relation to the periphery, i.e. patient organizations, nurses and other healthcare professions? The current fear among nurses certainly is that they may lose some of their influence along with the implementation of the new system of unitary management. 

Long-term: A longer term overview of the development of profession-state relationships is clearly necessary in order to make a more qualified judgment of the implications of current events.  Such an outline is provided by Ole Berg,
 and also by a recent report in the Research  Project on Power and Democracy in Norway that tells a story about the rise and the fall of medical self-governance.
 The rise referred to here deals with the growing autonomy of medicine, and of medical management as an extension of the medical role. Until about 1970, Berg says, the doctors were on the offensive, not only at a society level, through their position in corporatist networks, but also at a more local level, as leaders and managers in hospitals and other health institutions. They succeeded in building a health care system on the basis of  a principle of clinical and professional autonomy and the derived principle of medical self-governance. It was a sign of a decline in medical power that the Health Directorate was moved out of the Ministry in 1983.  A new division for health policy was established inside the Ministry, and the Health Director, who had been a powerful figure in Norwegian health administration, lost most of his powers. As a consequence of this dual loss of power, in the clinic and in state administration, the doctors had lost terrain. 

The situation today:  The development of instruments for quality control, evidence-based medicine and a system for free choice of hospitals clearly represents both challenges and opportunities for the medical profession. The doctors seek to preserve the high level of trust granted to them from the state, on the one hand, and from the public and the media, on the other. They also have to develop strategies in order to maintain their predominant position within the health systems, and to avoid the process of fragmentation that will follow if they differentiate their profession into too many roles.
 The new health enterprises are also aiming at creating a more specialized, diversified and evidence-based structure for health care provision, and may be looking for the medical profession to develop and provide them with the quality criteria and arguments needed in order to make legitimate decisions. The Danish experience with a similar trend towards centralization based on quality criteria in service provision, i.e. the function-bearing units, is that the medical societies may temporarily have strengthened their position as a consequence of the introduction of such quality standards.
 According to historical comparisons of the Nordic medical professions, the Danish medical profession has had a more local orientation and has been less integrated into the state than its Norwegian counterpart.
 This orientation towards the nation-state may have proved advantageous for the Norwegian medical profession in the process of transfer of hospital ownership from the counties to the state. Temporarily it has also given them a strong position in their relationship with the new and relatively inexperienced administrations and boards in the regional and local health enterprises, which gave them a 17 per cent pay increase in 2003-2004.  Another question is what kind of skills the health professions actually have developed in organizational politics. It has not been necessary for the professions to develop any positive program for reorganization of the health system, due to their long-term success in acting as veto-groups and in taking control from below. It may indeed be right as argued by many that all the major reform plans since the 1970s have not had any major effect in the daily affairs of hospitals.
 

New Public management

Short-term: According to the second perspective, the New Public Management, one would ask whether the reform came as a consequence of a shift in Norwegian politics towards a neo-liberal agenda. It was actually a social democratic government, and not a conservative government, that introduced the hospital reform. This government introduced the change in ownership from the counties to the state, an idea that had originally been pushed by the conservatives and the right wing Progress Party, but resisted by the social democratic party. As we shall see, it is questionable whether the reform was indeed designed as a full-scale New Public Management reform.  What is clearly the case was that the reform proposal came as a consequence of a change of mind among central politicians in the social democratic party. Both the party leader (Jagland) and the prime minister (Stoltenberg) had earlier supported county ownership of hospitals. The new health minister, Tore Tønne, was an experienced industrialist and state bureaucrat. He argued strongly for the introduction of the state enterprise model in the health sector. His strong determination to effect a serious change in the sector and his ability to dramatize the situation with accounts of how the counties had lost their ability to control costs etc. were instrumental in convincing the majority of the party to support the new reform agenda.
 The reform may thus not necessarily be seen as a consequence of a change of politics in a neo-liberal direction. It may also be understood as an attempt to defend the public health sector against privatization. This has been the preferred argument among social democrats.  

One may then ask what problem caused the social democratic party to change their mind, and what kinds of arguments were used. The major argument was the economic circumstances; there was a growing perception among policy makers that Norway was facing a financial problem in the health sector. Health budgets had grown very rapidly, particularly in the period 1995 – 1999 (Table 1) and they had grown twice as fast as in the rest of the public sector. Some of the increases may have been a consequence of a political will to allocate more resources to health care, but there was at the same time an increasing suspicion in the public and the media of weak cost management in the hospitals. The reform was framed as a solution to this problem, the implication being that there was a problem with the whole organizational structure in the sector, leading the various actors to play a ‘blame game’ with each other.
 The fact that Norway currently ranks as one of the biggest spenders on health care among OECD countries, particularly measured in US $ per capita, was also used as an argument in support of the reform, implying that the counties were not able to control costs in the sector.
 
Table 1: Running costs in Norwegian somatical hospitals (fixed prices):
	Period

	Average growth pr. Year  

	1970-1980
	14.0%


	1980-1990
	1.0%


	1990-1995
	1.5%


	1995-2000
	5.2%


Source: Slåttebrekk and Aarseth 2003

The agenda of modernization of the public sector has certainly been a long-term trend, and governments of various political origins have pushed it. The Social Democratic party has also moved far in this direction, but neither this party nor any of the other parties, perhaps with an exception of the conservative party, has ever adopted the complete New Public Management agenda. Nonetheless, it is the New Public Management approach that currently sets the agenda in most public sector reforms.
 This is clearly seen in the 2002 White Paper ‘Reduced and Improved State Ownership’, for instance, in which it is noted that the state has several roles (owner, policy maker and regulatory authority), and that it is important to separate these. 

Long-term: The idea presented by the NPM account of history where the former health care system was one of ‘command and control’ has been met with criticism, particularly in the United Kingdom.
 The truth is that, from 1948 to 1991, the NHS (the National Health Services) was the antithesis of ‘command and control’, Calum Paton states in a polemic against New Labor’s recent reform rhetoric. An investigation of the history of the Norwegian health care system also raises some doubts about how strongly the state was involved in hospital governance, as compared to the contemporary situation.  I have already mentioned that the period of Karl Evang, the powerful health director of Norway from 1938 to 1972, has been regarded as the period of the ‘medical state’, when medicine controlled the state and the state controlled medicine. One would then expect that the person in charge of this medical monolith would argue strongly for a system of state control and state planning. However, Evang stated as late as in 1970 that ‘the health authorities had come to increasingly emphasize the decentralized approach in the administration of hospitals’... ‘this was a consequence of the bitter experience that the state is not suited to actually run hospitals’.
  This was said in the context of the emergence of a movement for decentralization, in combination with the introduction of a hospital law in 1970. This was the first time that the Norwegian parliament had a general debate about the Norwegian hospital system. The major instrument for creating equity was the demand put to the counties that they submit plans for hospital development that had to be approved by the state. Certainly the counties depended on state approval in order to implement their plans, but the county council was also democratically elected and there were limits to how far the state could intervene into county planning. The consequences of such intervention may indeed have been counterproductive, such as in the case of Sogn og Fjordane, a county with a disperse population and no central hospital at the time. The state wanted to build a new central hospital and close down several others, whereas the local politicians wanted to keep the traditional structure. The conflict, which was very tense, ended with sort of a compromise in 1975, i.e. a new hospital was built, but the county also kept the old ones. Since then it has been difficult for the state to insist on strong centralization in the Norwegian hospital system. There has been a trend towards regionalization in hospital planning, and the regions that were first set up in 1975 and made mandatory as instruments for planning in 1999, became the basis for the health enterprises that were set up in 2002.

Current situation: Management, Quasi-markets and Enterprise? The reform in ownership of hospitals that took place in 2002 followed in the wake of a gradual increase in reform pace, starting in the mid 1990s when unitary management and activity-based funding were introduced.  Figure 2 presents an overview of these reforms, classified according to the three characteristics of New Public Management reforms listed above: 1. Management. A model of unitary management at all levels 2. Quasi markets, i.e. the state has to develop market instruments also in sectors where markets per se do not exist in order to achieve management by objectives and self control and 3. Make use of the enterprise model in order to establish separation between roles.  
Figure 2. Overview of reforms in Norwegian healthcare
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1. Management. There has been a reform in management structures in hospitals in accordance with New Public Management recommendations for stronger and more independent management functions in all organizational units. The principle of unitary management was first affirmed through a vote in the Norwegian parliament in 1995. Until then a model of shared management had become predominant at the ward level. In 1999 still only 20 per cent of the hospitals had introduced unitary management at all levels, while 80 per cent had implemented such a model in 2003.
 The need to develop a new, and unitary, management role was also regarded as one of the pillars of the hospital reform in 2002.
 The idea that management must be conceived as a profession in its own right, independent of any medical profession has also been circulated and institutionalized in a new national management development program.

 

2. Quasi-markets and performance measurements.  The system for state funding of somatic hospitals was changed on 1 July 1997, when 30 per cent of the block grants from the central government to the counties became related to hospital activity. Later, this share was raised gradually to 60 per cent in 2003, and then reduced to 40 per cent in 2004. Patient rights legislation and the right to ‘free hospital choice’ have also been important in creating a demand for more instruments for quality control and transparency in information about level of quality in hospital care, waiting lists etc. The patient rights act was further enhanced in 2004. One part of the act concerns patients’ right to choose a provider, which grants patients the right to choose where he or she wants to be treated, thus creating competition between hospitals.
 In order make it possible to choose, it is necessary for the hospitals to provide the public with information about the quality and availability of their services. A range of national quality criteria has been introduced and user evaluation surveys are produced regularly. A national homepage and telephone line providing information in order to help patients make their own hospital choices was introduced in August 2003; here each hospital is evaluated according to several quality standards. The standards have been met with criticism, but the health minister has announced that the system will be improved and that the aim is also to establish a system for the ranking of hospitals. 

3. Enterprise model and separation of state roles. The third kind of reform is the enterprise model and governance mechanisms associated with this. The OECD regulatory report on Norway has criticized the health reform for not going far enough in the direction of promoting market mechanisms.
 Noticeably, the reform does not fulfill all criteria for being a market reform, although it does set up a company structure in order to improve efficiency and flexibility. One of the problems is that the reform leaves too much leverage for political involvement from the top: 

‘The Minister of Health can in theory instruct the regional health authorities and overturn Board decisions in all cases. The reform appears to represent a break with the stated goals of greater subsidiarity (decentralisation and delegation) under the modernisation programme for the public sector.’
 

Furthermore, the OECD has criticized the reform for not making a clear split between purchasers and providers as has been done in the UK and many Swedish counties: 

‘The reform does not sufficiently separate the state’s roles as purchaser and provider. The regional health authorities are specifically tasked to maintain both roles. This can lead to the pursuit of one to the detriment of the other. For example tensions may arise in relation to whether the regional health authority should focus its main efforts on providing the service or on purchasing it.’
 

Some regional enterprises, like the Western Norway Regional Health Authority
, did initially, in 2002, follow a strategy of separation of roles between purchaser and provider. They had to change their strategy, however, as the Ministry of Health made it clear that they preferred an ‘integrated model’, both at a national and regional level (Figure 3).
 This was explicitly stated in a document presented to the National Leadership Program, a mandatory management training program for top management in the health enterprises. It was admitted in this document that there might be good reasons for choosing a ‘split model’; the Ministry of Health was particularly worried that the regional authorities would prefer their own providers and discriminate against the private providers. Three major reasons were listed for choosing an integrated model nonetheless:
 

· Competition is not an appropriate method when close physical proximity isn’t possible. Due to the geography of Norway this is the case in large parts of the country, and this means that the integrated model must be preferred in most circumstances. 

· The danger that a ‘contract bureaucracy’ will develop. 

· The expertise needed to handle such contracts is not yet available, and it may take some time to develop it. 

It may be added that the Norwegian Board of Health (‘Helsetilsynet’) has now been separated from the Health Directorate as an independent agency, but has not yet been developed into a strong agency of regulation and control to the same extent as seen for instance, in the UK. The OECD report thus notes that the independent regulatory agencies are ‘not as yet appropriate to play a substantial role in regulating health-related entrepreneurial behaviour, the generally positive experience with them in reconfiguring the balance of stability and competition in the regulation of public utilities and telecommunications suggests that this may be an area for future creative thinking’. Recently the Norwegian competition authorities announced that they would follow the health care sector more closely in the future, so perhaps there is some ‘creative thinking’ going on, after all.  It may not be a necessary consequence of such an intervention that the state will end up taking a more withdrawn role in health politics, however. This brings me to the third perspective; the health care state. 
Figure 3: Split model versus integrated model: recommendations from OECD and actual model implemented
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The Health care state narrative

Short-term:  In a recent interview in Eurohealth, the second post-reform health minister tried to explain the idea behind the reform to an international audience. He said that the health reform in question was ‘very much a Norwegian product ... we have been traveling in a different direction. Perhaps though others can learn from us.  This new structure has reduced somewhat irrational political interference.’
 
This way of presenting the reform, as being uniquely Norwegian and in defense of rationality is, of course, a rhetorical strategy from a rather ambitious health minister. The same kind of reform ambition was demonstrated by Tore Tønne, the “founding father” of the reform, when he underlined that it was up to the health minister to decide on all issues in the end, but nonetheless insisted that the reform was an act of decentralization: 

‘If the health enterprises start doing politics by getting involved in localization struggles or other matters that are against instructions from above, then I will interfere in my capacity as minister … the state can still decide everything’.  

To define a reform as unique also gives more leverage for the minister and the government to make their own inventions. It is very important for the present reformers not to use expressions like purchaser-provider models, or corporate governance. Instead, they create their own concepts and dualisms like ‘split-model’, versus ‘integrated model’ and ‘provider- responsibility’ and ‘caretaker- responsibilities’. Creating such a new inventory of concepts and saying that others shall learn from ‘our reform’ may be a way of avoiding criticism from the political opposition and avoid reports in the media about the reform being a copy of the NPM-reforms in New Zealand etc. However, insisting that the design of the reform is an entirely new invention and painting it as a contrast to the irrationalities of the past is also a risky strategy, especially for a health minister in a small oil-rich country that can afford to maintain status quo. For this reason, the Norwegian reform may not be a likely role model for reformers in other countries. 

The Norwegian experience so far is that the health minister and Parliament take a rather active role in the day-to-day-affairs of hospitals. Indeed, the number of questions in the Norwegian parliament related to health politics and hospitals has increased since the reform was implemented.
 Health policy issues, including the question of whether hospitals should be merged and centralized, are quite hotly debated, and the MPs and the government may issue directives to the enterprises if there is a majority in parliament or if the health minister wants to do so. In Norway as elsewhere, individual politicians rely on events covered by the media and the local electorate in order to be renominated and reelected. The ongoing mobilization in support of local hospitals presents an opportunity and a challenge for the political system. It remains to be seen whether it is possible to change the hospital structure in a country with a huge State Petroleum Fund. To a certain extent, one may observe that the national politicians take over the role that the local representatives in the county councils had before, now however they act through the national media and in the parliament. It may be difficult to judge whether there is now more or less ‘irrational’ political interference in the running of the daily affairs of the hospitals.   

The health care state interpretation of the reform also puts an emphasis on the increased complexity in the health system. It may be the complexity of the system that makes it necessary for the state to introduce, firstly new managerial structures, and secondly new kinds of regulatory control instruments. One question is whether hierarchies are a good way to deal with such complexities. The new system is rather more hierarchical than the previous one, with a new regional level and a new level of management introduced between the top management of the new local enterprises and the traditional hospitals in order to integrate management functions across institutions.
 
The dual discourses of decentralization and centralization may be a useful and perhaps also necessary way to deal with such a situation of complexity.
 A state of constant reform, evoking decision-making on many levels may be a useful way for a state to increase its capacity to govern. It may, of course, create an increased level of bureaucratization, but this may be the natural consequence of a ‘planned market’ approach. As stated in the document for the health ministry, the chances of developing a system for real competition in Norwegian health services are not very good. What is possible, however, is to create a system for ‘Quasi-competition’: If you do not have competition: make a plan and act as if it exists. The danger may be that one ends up with an entrepreneurial bureaucracy, a hierarchy of strategists and decision-makers that are more or less trapped in their own systems of regulation and decision making.
 

Clearly, the system for quality control required to implement ‘free choice’ of hospital has to be continually updated. When there is criticism against the new systems for measuring quality, or the coding system used in activity-based funding, then the obvious response is to say that one is aware of such problems, but that such systems can be improved and that there are really no alternatives to the further development of such systems. This is a strategy of temporal deparadoxification, i.e. instead of dealing with the situation here and now (making a decision about whether a system should be abandoned or not) the decision is postponed.

Conclusion

The stated purpose of the Norwegian reform was to transfer power from local politicians to local managers and professional boards in the daily affairs of hospitals, while at the same time strengthening the political governance of the system from the national political level. This was to allow for the creation of a more equal distribution of resources across regions and counties and improved cost control. So far this has not happened. The idea behind the hospital reform was also that the hospitals should be subject to considerably less intervention from local and central administrators and politicians and act more like private enterprises. Certainly the local politicians in the counties have lost influence, but this has just opened new possibilities for national politicians to take a role in health politics. The participants in the system still wait for ‘signals’ from above before they make up their minds about what to do. The new hospital enterprises still cannot go bankrupt and they are fully owned by the state, so the idea that they are to act as private enterprises is still is a little bit of a fiction.

Is it likely, then, that the outcome will be a move towards a more technocratic policy-style within a more centralized health care state, which is an indication that both the profession-state perspective and the health-care-state perspective are useful in an attempt to make sense of current reform dynamics. 

The new public management story is partly in contradiction to the two other perspectives in its insistence on a movement away from state control and its optimistic view of the possibility of establishing a balanced design of the health care system, i.e. a system with a ‘smart state’ only involving itself in matters of principle. The rise of a new health care state creates its own paradoxes that can only be resolved by promising new reforms or by referring to imperatives of the future. Accordingly, there will also be a demand for a reformist vision of the NPM kind in the future and there will also be a consistent conflict between the system of politics and administration and the system of medical expertise. 

The health care state, as well as the New Public Management state, relies on a rather complex system of auditing and control in order to achieve the kind of transparency needed to maintain the trust of the patient and the public. The difference is that the health care state openly admits that it is political, whereas the New Public Management state presents itself as a recipe for getting away from politics. Similarly, the profession-state perspective may provide good reasons for not trying to create transparency at all levels in the medical system. Instead it presents a case for allowing the professions more discretion and power, thereby reestablishing the trust relationship between the state and the medical profession. The problem with the latter strategy may be that the professions are no longer what they were in ‘the good old days’. A further multiplication of professional specialties has taken place. A new dividing line may have been created, resulting in an elite strata of ‘standard setters’/researchers and managers on the one side, and practicing professionals on the other side.
 Both those subscribing to a health care state world-view and advocates of the NPM world-view may have to accept that the new game in town is to participate in the further development of systems for quality control, standard setting and ranking.

Postscript: What are the scenarios for the future after this particular reform?

As a ’postscript’ and as a response to the questions about what comes after the current ‘interlude’ in the Norwegian health care reform let me mention a few alternatives: 

1. The first scenario involves a movement towards the creation of a national health directorate as either the direct purchaser of health services from what currently counts as 29 local enterprises and from the few private enterprises that still exist. A further reduction of enterprises through mergers may make such an outcome more likely. The number of health enterprises has been reduced from 44 at the outset of the reform in 2002. 

2. A second possibility, not necessarily in conflict with the introduction of a single national purchaser of health services, is that the core profession in the health sector, the doctors, will be able to regain some of its lost power, for example by re-establishing control over the newly established ‘professionally neutral’ unitary management positions, as well as maintaining their influence through the new emphasis on national standards for quality, evidence based medicine and research. This means that the medical profession will be able to control the many new instruments for quality control, funding and audits which make it possible for the state to govern health services in a more direct way. It is likely that the Norwegian medical profession, as already seen in Sweden,
 will develop a new rhetoric based on the idea of transparency and consumer rights in healthcare, but that they will insist on professional control of the development quality criteria, evidence-based healthcare etc. 

3. A third possibility, more in line with a New Public Management trend, is state withdrawal and the development of markets in the health sector, for instance an increased use of privatization and contracting out in order to alleviate the state of the political and financial burden. There would then be a movement for each hospital towards creating their own marketing departments and for experts and journalists to make direct use of private media to create their own ranking lists etc. As noted, above, however the geographically dispersed character of healthcare provision in Norway along with a strong tradition for public healthcare may indicate that it may be difficult to generate support for a national market for hospital care. One may thus predict that international regulation may be a precondition for a move in this direction. 

4. A fourth possibility is a further strengthening of the regional dimension in public administration, by eliminating the traditional counties and establishing a new directly elected level at the regional level. This is a reform similar to the one outlined in the Danish agreement of a ‘structural reform’ in local government.
 It is argued that neither politicians nor voters will be very interested in relating to such a regional level, however, since it has been suggested that the regions are only to be in charge of the specialized health care services with no right to collect taxes. The Danish controversy centers on the limited responsibilities of the regions, and it is thus argued that this is really a proposal for a state takeover in disguise. The Swedish government has recently issued a directive to make a similar examination of the relationship between local and central government in Sweden, opening the possibility for a similar transfer of responsibilities for health care from counties to regions.
 Two of the three major opposition parties in Norwegian politics have proposed an amendment of the health care reform introducing a regional democratically elected council as a substitute for the present regional Health Boards, indicating that this might become a hot topic in the next general elections in Norway (2005). 

5. What have not actually been dealt with in this paper are international challenges, such as new EU regulations and the increasing international trade in health services. Will such pressures for change undermine the idea of the health care state and the profession-state? In Europe, health care provided by government or under government control is, in general, not regarded as a service and is thus not subject to competition law. There have been cases with a ruling in favor of citizens being reimbursed for health care provided in another country, however. A great number of the problems taken care of by hospitals are acute and therefore local in nature. Cross-national health organizations have so far not played a major role in the regulation of health care systems. On the other hand, medical systems have been interlinked and influenced by international networks for professional development and research. As other systems for governance, healthcare governance has also been under the influence of international trends and the circulation of ideas, technologies and standards. The national ‘empires of health’ could not have emerged without the legitimation provided by the involvement in international institutions for medical knowledge. E.g. Karl Evang, the powerful agitator behind the rise of a Norwegian medical state, was also an important player in an international policy network.
 The current rise of a national health care state may also be a response to a new international regulatory challenge to national health care systems, perhaps a first step in the development towards a transnational health care state. 
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