
At the conclusion of Part I ofthe Structure of Public Psychiatry sequence we return

to the topic of Centralization vs. De-centralization in the American welfare state. For

our purposes Reading #12 is the most useful and succinct I know. Though written as an

analysis ofEuropean health care systems, it is entirely applicable to the welfare state and

public mental health in the United States
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of
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a
n
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political
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m
e
a
n
s
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c
o
m
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m
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However,
«
S
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the
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to
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result
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b
e
e
n

difficult
to

u
n
d
e
r
s
t
a
n
d
the

different
roles'bf

elected
a
n
d
n
o
m
i
n
a
t
e
d
bodies.



314
Critical

challenges
for

health
care

reform
in

Europe

case
of

the
U
K

nicely
illustrates

another
version

of
this

™
;
™
n
?
"
«

dlstr'clJiealth
authority

is
accountable

through
the

AUhnnlhi
U°

tSe°retary°fStateforHealth<thcMinister).
Although

health
authority

members
are

appointed,
some

confusion
exis

sastowhether
they

should
be

agentsofthe
centreorrepresent

local
communities.

In
reality

they
fall

into
the

former
category,

since
they

possess
no

local
legitimacy

in
that

they
are

centrally
appointed

rather
than

locally
elected

bodies

by
contrast«

health
boa"fe

at
either

d
Sweden)

(AneI!
1996=

Andl
et

al.
d

d
S

K
(!,^nd

and
N0rWa*>

(Wartikainen
and

;
u
3nd

Hertzber8
I99?;

Saether
and

Olsen
C
T
a
l
I
y
l
d

ddi 8
;
Saether

a
n
d

O
l
s
e
n

TalIy£leaeJd
anddirectlV

responsible
to

their
*
*
"
!
£
«
•
*
■

°«her
professionals

are
employees

;
7
^

The
point

is
that

whatever
the

composition
of

the
decision-

m
a
k
m
g
body

„
should

be
dear

from
where

the
mandate

to
ope

ate
£Zft'Jnr

f^damenta(qu«tion
remains

whether
the

head
of

a
J
^
1

or
a-.d»,s/tnct«

a»«>wed
to

exercise
decision-making

power

S
"
S
Z

iim?rentaSn)P°Wer3ttheSame^"prin-
c
i
p
i
e
.
m
i
s
s
h
o
u
l
d
n
o
t
h
e
p
o
s
s
i
b
l
y
.



REFERENCES

Anell, A. (1996). Decentralization and Health Systems Change: The

Swedish Experience, IHE Working Paper 1996: 7. Lund: The Swedish
Institute for Health Economics.

Anell, A., Rosen, P. and Svarvar, P. (1996). Health-Care Reforms in
Sweden: Striving Towards Equity, Efficiency and Cost Containment, IHE
Working Paper 1996: 8. Lund: The Swedish Institute for Health Econ
omics.

Barr, N. (1987). The Economics ofthe Welfare State. London: Weidenfeld
and Nicolson.

Borgenhammar, E. (1993). At varda Liv: Organisation, Etik, Kvalitet
(Looking after Life: Organization, Ethics, Quality]. Stockholm: SNS
Fdrlag.

324 Critical challenges for health care reform in Europe

Cheema, G. and Rondinelli, D. (1983). Decentralisation and Development.

Newbury Park: Sage. I
Collins, C D. and Green, A. T. (1994). Decentralisation and prirtiary

health care: Some negative implications in developing countries. Inter

national Journal of Health Services, 24,459-75.

Dalley, G. (1987). Decentralisation: A new way of organising community

health services. Hospital and Health Services Review, 83,72-84.

Hood, C. (1991). A public management for all seasons? Public Adminis

tration, 69,3-19. I
Kettl, D. F. (1993). Sharing Power: Public Governance and Private Markets.

Washington, DC: Brookings Institution.

Martikainen, T. and UusikylS, P. (1997). Reforming Health Policy in

Finland: A Critical Assessment. Helsinki: Ministry of Health and Social:

Welfare. |

Mills. A. (1994). Decentralisation and accountability in the health sector

from an international perspective: What are the choices? Public

Administration and Development, 47,281-92. j
OECD (1994). The Reform of Health Care Systems: A Review ofSeventeen

OECD Countries. Paris: Organisation for Economic Co-operatiori and

Development. |
Osborne, D. and Gaebler, T. (1993). Reinventing Government. Reading,

MA: Addison Wesley.

Peters, T. J. and Waterman, R. H. (1982). In Search ofExcellence - Le, sons

from America's Best Run Companies. New York: Harper and Row.

Regan, D. E. and Stewart, J. (1982). An essay in the government of h< alth:

The case for local authority control. Social Policy and Administn tion,

16,19-43.

Rondinelli, D. (1981). Government decentralisation in comparative tl eory

and practice in developing countries. International Review of Adminis

trative Sciences, 47,133-45. :

Saether, E. M. and Hertzberg, A. (1997). Decentralisation and health

Systems Change: The Norwegian Case, 1997: 2. Oslo: Diakonhjcn mets

Internasjonale Senter (DIS). ' '.
Saether. E. M. and Olsen, I. T. (1997). 96% Public? The Private/Publi Mix

in the Norwegian Health Sector, 1997: 1. Oslo: Diakonhjemmets I nter-

nasjonale Senter (DIS). :

Saltman, R. B. and von Otter, C. (1992). Planned Markets and tublk

Competition, Strategic Reform in Northern European Health Sys

Buckingham: Open University Press.

Smith, S. R. and Lipsky, M. (1992). Privatisation in health and h iman

services: a critique. Journal of Health Politics, Policy and Law, 7(2),

233-53.

Stewart, J. (1992). Accountability to the Public. London: European Policy
Forum. ,

White, J. (1993). Markets, budgets, and health care cost control. Health

Affairs, 12(3), 44-57.

ems.


