THE FUTURE OF THE WELFARE STATE:
PATHS OF SOCIAL POLICY INNOVATION
BETWEEN CONSTRAINTS AND
OPPORTUNITIES

URBINO, 17-19 SEPTEMBER 2009

THE PERFORMANCE OF THE ITALIAN NHS
IN A TIME OF REGIONALISATION

Giovanna Vicarelli - Emmanuele Pavolini

Paper presented at the 7th ESPAnet conference 2009
Session: nr. 14 — Healt Policies and Healt Inequalities

PLEASE DO NOT QUOTE WITHOUT THE AUTHORS
PERMISSION

1 Vicarelli Giovanna (Full Professor of Economic and Organisa-

tional Sociology and Social Policy — Polytechnic University of
Marche); m.g.vicarelli@univpm.it

Pavolini Emmanuele (Associate Professor of Economic Sociolo-
gy and Social Policy — University of Macerata); e.pavolini@unime.it

1



1. Introduction

In the last 30 years Italy and a large part of Western European
Welfare States have witnessed an increasing process of re-scaling
in welfare policies with a shift of power and responsibilities from
the national level to sub-national (often regional) ones (Norton,
1997). These processes of welfare state re-scaling and regionaliza-
tion became more relevant in the Italian case since the beginning
of the 90’s and they strengthened quite dramatically the role of
the Regional institution. As a matter of fact, nowadays in Italy:

- following the regionalization reforms of the 90’s (see prf. 3), a
good part of the regulatory public power in health care has shifted
from the national State to 21 Regions; the former has maintained
mainly two tasks (a relevant part of the financing and the setting
of “homogeneous standards of health provision” over the coun-
try), the latter have received all other tasks (from planning to
managing health care provision);

- health care is becoming for the 21 Regions one of the most im-
portant policy field, given the fact that at least two thirds of Re-
gional spending in each Region concern health care provision.
This situation makes the study of Regional Health Care systems
(RHS) relevant also for a second reason: the analysis of RHS be-
comes extremely interesting in order to understand the more gen-
eral functioning and transformation of the regional institution in
Italy. Given the increasing regional autonomy and the relevance
of health funding in the life of Regions, the way the RHS is ma-
naged becomes an important tool for regional government in
terms of regional institutional building (Banting, 1997): the RHS
can serve as a mechanism to strengthen their legitimacy and con-
sensus for institutional reasons (traditionally Italian Regions have
been considered ‘weak’ if compared with the national state or
municipalities). The RHS can also be helpful for political patties
to obtain more consensus. In the last 10-15 years therefore Italy
has witnessed an increasing attention paid by Regional govern-
ments not only on the function of the their own RHS but also on
the communication to their public opinion on the “society” they
have in mind when they choose their model of governance for the
RHS. Regions like Lombardy have, for instance, introduced a
quite developed ‘quasi-matket’ governance model and they have
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presented it also as a sign of what type of societal model they
want to develop: a society with “less state, more community”. The
choice to use welfare policies also as a field for communicating
the ideas and ideologies of Regional governments is not some-
thing completely new in Italian recent history. During the 70’s and
the 80’s the so called “red” Regions (those ones governed by the
communist party, such as Tuscany and Emilia — Romagna) were
the ones who thought welfare governance and provision also as a
symbolic investment in the discussion in the national arena in ot-
der to propose a different model of society if compared with the
prevalent (Cristian-Democratic) one. What changes in the 90’s is
the fact that other Regions, also with different political orienta-
tions (such as Lombardy), have followed the same path, under-
standing how important RHS can be in order to obtain legitima-
tion.

If this health care re-scaling brought new opportunities for
Regional governments, at the same time it produced worries
about the possible increase in the level of health inequalities re-
lated to the different capacities of the RHS. If local welfare can be
seen also as a potential mechanism of “social investment” in a
global competition (Esping-Andersen, 2002), those Regions with
more difficulties in handling their RHS might even more lay be-
hind the others than when the NHS was more centralized.

Given this scenario, the article tries to answer the following
questions:

i) can we measure RHS performance and classify the 21 RHS in
terms of their level of performance?

ii) Regionalization is bringing inside the NHS the building of 21
different RHS?

iii) Since regionalization, is the Italian NHS more homogeneous
in terms of average level of performance or is there a pheno-
mena of increasing health territorial inequalities?

iv) What are the factors related two possible differentiation in
RHS performance level?



2. The transformation of the Italian health policy over time

From the State unification of Italy (1860) to the creation of
the NHS (1978), the basic problem of Italian governments was to
limit the inclusion of health care among the tasks of government
and of public administration. Liberal governments, first, the Fascist
government afterwards and, for a long time, also the Republic
post-IIWW governments avoided the issue of the institution of a
universalistic and institutional reform of the Health System (Vica-
relli 1997). As a matter of fact, in the 50s, the Republican (Cristian-
Democrats) governments chose to perpetuate the mutualistic fasc-
ist model, implementing criteria even more based on contacts, ne-
potism and political patronage.

All these measures exerted great influence on health care struc-
tures and in particular on the modernization processes of hospitals,
since they prevented a direct intervention of the State on the issue:
the State accepted the principle of deregulation and entrusted pri-
vate providers and religious organizations with the matter. Besides,
the flow of private charity, on which hospitals depended, was vari-
able in quantity and, above all, widely varied from region to region:
hospitals in richer Northern Italy could rely on generous donors
sensitive to the new medical and technological needs, while hospit-
als in poorer Southern Italy received contributions less generous.
No wonder, therefore, that at in the 50’s Northern Italy could rely
on around 8-9 beds per 1,000 inhabitants, while Southern Italy on-
ly had 2-3 beds (ibidem).

This difficult path towards health care “statalization” continued
until the second half of the 70s, when the creation of the NHS
started a new phase, no longer based on the predominance of the
private over the public, but rather of the public over the private,
albeit with various forms of mixture and expediency. If the 80’s
represented the time when there was the first attempt to build a
real NHS, already in the 90’s new institutional changes took place.

1992-93 marked a turning point for Italian politics and also for
the NHS: right during the political scandals (the so called “dirty
hands” affairs), that wiped away a good part of the traditional post-
war party system, and the financial crisis that hit Italy severely, two
bills wete passed by the Patliament (n°® 502 and n° 517), aiming at
reorganizing deeply the NHS. The transformation was similar and
contemporary to the one started in many European countries,
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whete a wide process of costs containment ot transformation of
health policies took place (Vicarelli 2005b). In the discussion
precedent and following the adoption of the bills two different
coalitions and conceptions of the NHS emerged: one more liberal,
aiming at the partial privatization of the NHS, based on broader
rely on families, communities and market forces to foster health
provision; one more social-democratic, with the goal to strengthen
the NHS, also using a stricter financial control. In the last 15 years
these two NHS conceptions have been advocated by the two main
centre-right and centre-left political coalitions. As a matter of fact
both coalitions, once they got into powet, tried to implement their
vision on the NHS but with limited results. Centre-Left govern-
ments between 1996 and 2000 (and for a short term between 2006
and 08) focused on the improvement of the NHS, also passing a
bill (n° 229) in 1999, obtaining, anyway, a limited effect. Centre-
Right governments tried between 2001 and 2006 to foster a
process of (partial) privatization, increased competition and health
expenditure limitation. The attempt to partially privatize the NHS
failed as well as the one related to a strong health costs control.

One of the main reasons for these policy failures at the national
level can be explained with the fact that, since the mid-90s, the
NHS started to be regionalized, leaving more autonomy to Re-
gions: therefore, the RHS became able to decide how much of the
polices elaborated at the national level fitted their own health care
priorities.

3. The regionalization of the Italian NHS

In the same decade when the NHS was introduced (the 70s),
Regions started acquiring an institutional recognition, also in health
care issues. However until the mid-90s their role in the NHS was
limited and they were more “policy takers” (mainly concerned with
the implementation of centrally set policies) than “policy makers”
(France 2008). Only in the 90s, their role changed thanks to the
marked process of strong political devolution, a process definable
as “health care federalism”. Devolution was a typical feature of the
health policy in the 1990s, above all in those countries with a NHS:



transfers of relevant decisional powers and financial responsibilities
to lower levels of government had already been started in Italy,
Spain, Greece, United Kingdom (at least as for Scotland and
Wales), Belgium and in the Scandinavian Countries, whete already
existing trends were strengthened.

Since the 90’s two different phases of NHS regionalization can
be traced.

The first phase of devolution started in the 1992 with the bills

n° 502 and n° 517 and it ended in 2001 when devolution was rec-
ognized at the constitutional level by an amendment to the art. 117
of the Italian Constitution, that, well beyond the health cate sector,
marked a further shift of the balance of power between the State
and the Regions in favor of the latter. During the 90s the process
of regionalization changed the way health policy took place: France
and Taroni argue that “policy is (since then) made less in Parlia-
ment and in the central ministries and more through negotiations
between the national government and the regions” (2005, p. 184).
Therefore, inside a relatively loose national institutional setting,
Regions have been able to develop their own RHS with different
choices in terms of provision’s organization. One of the striking
features of this regionalization in the 90s was the asymmetry be-
tween health care spending by Regions and revenue raising respon-
sibilities. Due to a nationally centralized taxation system, dating
back to 1971, the NHS was entirely financed by the central State
also in the first patrt of the 90s. In comparison to other European
countries in the case of Italy the process of devolution in the 90s
did not imply neither a tighter central control / steetring nor the
devolution of revenue raising responsibilities. The result was a pol-
icy of deliberate under-financing on the side of central govern-
ment, on the other an increase in financial deficits, especially in
those Regions with less cost control capacities.
The second phase of NHS Regionalisation started at the beginning
of the present decade is characterized by the fact that what has be-
came mostly relevant to central governments (no matter their po-
litical orientation) is finding a way to better control regional health
expenditure, imposing harder budget constraints.

The first act in this direction was a negotiated Agreement be-
tween National government and Regions in 2001: on one side the
National government agreed on helping financially Regions which
had accumulated deficits, on the other the latter agreed to prepare
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and to show plans for avoiding future deficits (also increasing re-
gional taxation and co-payments).

Even if the Agreement was a watershed in health care intergo-
vernmental relations, replacing confrontation with competition, it
proved insufficient to stop regional deficits (France, 2008). There-
fore in 2005 another Agreement was agreed in which it was clear
that the State assured the elimination of regional deficits but in ex-
change of stricter and more rigorous conditions posed on the Re-
gions such as the reduction of hospital beds, a closer and regular
national scrutiny on the operation of their health services, as well
as all the other conditions already written in the 2001 Accord.

The Prodi government continued mainly along this line of ac-
tion, signing in 2007 another Agreement. Given the fact that out of
21 RHS, 7 have relevant deficits, it is especially these seven Re-
gions that have faced more a “return” of Central Government in
their running health care: “the ‘seven regions in difficulty’ are in
such dire financial straits that they have been prepared to accept
severe limitations of their freedom of action. This exetcise of cen-
tral spending power tepresents a dramatic break with the period
pre-2001 when state financing was granted virtually unconditional-
ly” (France, 2008; p. 18).

Nowadays therefore, in comparison with the 90’s, the Central
Government, using as a leverage the financing power, is regaining
a more central role in the NHS and on the RHS, but this applies
mainly to the (seven) Regions who have deficits. The other ones
have a high degree of freedom to choose their models.

4. Measnring the RHS performance

In the last years in Italy and abroad there is a growing litera-
ture on health care performance with the diffusion of different
health care performance indicators (OECD, 2002; Nuti, 2008).
Looking at this literature what seems to be less present is the con-
struction of synthetic indexes, able to account for the multidi-
mensionality of health care provision. For instance in Italy the on-
ly study with this specific goal is the one from Mapelli (2007).



The way performance has been measured here is through run-
ning a Principal Component Analysis (PCA) on a set of variables,
collected at the level of the 21 RHS. The variables used for the
PCA were related to the following dimensions and aspects of
public health care provision (see box 1).

The administrative capacity refers to how efficient the RHS is in
using its own hospital resources.

Process results refer to a set of issues concerning: appropriate-
ness (how to cure avoiding more expensive and more patient’s
aggressive treatments); direct and indirect (health mobility from a
RHS to another) users’ satisfaction; the capacity to develop a
health cate system not only hospital centered but also working
though territorial care services (e.g. home care, etc.); prevention,
given the fact that in the last 30 years the World Health Organiza-
tion (WHO) considers prevention as one of the main tools to im-
prove health quality and to reduce health costs.

Given the difficulty to measure outcomes, the dimension of final
results refers to two different aspects: the level of mortality (the
neo-natal one and the avoidable one) and the RHS capacity to re-
duce health inequalities, in terms of how well RHS allows the
access to its facilities no matter the social class of origin of the po-
tential patient.

Box: 1. Dimensions and variables used to calenlate the RELS performance

synthetic index
Dimension Variables Interpretation of the
indicator  value in
terms of performance
Administrative ¢ (Case mix index? The higher the better
capacity * Average hospital stay (days)
weighted for the case mix index? The lower the better
* Average pre-surgery hospital stay The lower the better

2 The case mix index is prepared by the Italian Ministry of Health and it
measures the average complexity of health needs treated in the RHS hospital sys-
tem (e.g. if a RHS treats relatively more than another oncological patients, it will
have a case mix index higher).

3 In recent decades the main hospital policy is, given the complexity of the
health need, to reduce the length of hospital stay in order to lower costs and to
abbreviate patients’ uneasiness in staying in hospitals, improving the use of day-
hospitals (DHs) or other forms of out-patient care.




(days) weighted for the case mix
index

Turn-over rate for acute hospital
beds utilization

Hospitalization rate (% of resi-
dents cured by hospitals)*

The higher the better

The lower the better

Process results
- appropriateness

- users’ satisfac-
tion

- territorialisation

- prevention

% of cesarean births

% of hospital discharges from
surgery units but without surgery
needs

Hospital discharges rate for asth-
ma (every 100.000 residents)’
Hospital discharges rate for di-
abetes (every 100.000 residents)

% of citizens satisfied by medical
care

% of citizens satisfied by nursing
care

% of citizens satisfied by hospital
hygiene

Ratio between RHS % emigrants /
% immigrants®

% of over65 receiving nursing
home care

% of over65 in nursing homes

% of long-term care patients who,
once dismissed by the hospital, are
cuted at home (care continuity)

% women over4() doing mammo-
graphy

% women over25 doing pap-test

The lower the better
The lower the better

The lower the better
The lower the better
The higher the better

The higher the better

The higher the better

The higher the better
The higher the better

The higher the better

The higher the better
The higher the better

The higher the better

Final results
- mortality rate

Birth mortality rate
Avoidable mortality rate

The lower the better
The lower the better

4 The same reasons for the lowering of the hospital stay are relevant for this
indicator.

> This measure as the following are based on the assumption that a RHS
working well should have a low level of patients in hospitals for health needs cur-
able through territorial ambulatory care: the high presence of patients with asth-
ma in hospitals means that the territorial care facilities do not work as they
should.

¢ The ratio measures the % of patients from the RHS “i” who decided to be
cured in another RHS over the % of patients from other RHS who decided to be
cured in the RHS “i”: it measures the attraction capacity of a RHS for its own
inhabitants and for those from other NHS.



- inequalities * Ratio between high educated / | The closer to 1 the
low educ. women doing mammo- | better
graphy’
* Ratio between high educated / The closer to 1 the

low educ. women doing pap-test better

The PCA for the list of variables referred to the year 2005 gave
the following results®:

a  The first component extracted explains around 60% of
total variance;

b. The two following components extracted explain 8-10%
each of total variance.

The first component extracted measures the RHS performance in
a relatively satisfactory way, due to the fact that all 3 above di-
mensions tend to be represented through it”: therefore this first
component extracted has been considered the general synthetic
performance indicator.

The PCA was supposed to include also another variable, the rela-
tive incidence of RHS budget deficits on total public health care
expenditure, as an indicator of economic performance. However
this variable was the only one in the list that did not relate to the
first component extracted and therefore was considered separate-
ly from all the other variables in box 1.

Graph 1 shows where the 21 RHS are located in terms of the two
(general and economic) performance dimensions.

7 This index and the following measure how well a RHS is able to reduce the
role of social class (here calculated in terms of level of education) in the access to
health care.

8 The PCA has been repeated also for all the years from 1998 to 2004. The
results are quite the same as the ones showed here.

 There is a strong correlation (,891; Pierson) between our synthetic index
and the one developed, through another methodology, by Mapelli (2007). It
means that, even using different methodological tools (PCA in our case, a
weighted additive index for Mapelli), the results tends to be quite similar.
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Graph 1. The RHS performance
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Trying to classify!? all 21 RHS on the base of their general per-
formance indicator (GPI) and their economic one (EPI), we ob-
tain, at a more general level, 3 types of RHS:

* the RHS from Central-Northern Regions (all the ones in
the bottom-right part of the graph), with high GPI and

generally low or no deficits;

* the RHS from Southern ones (all those in the upper-left
part of the graph), with lower levels of GPI and low to
severe deficits;

* Lazio stays in an intermediate position in terms of GPI,
but scores high in terms of deficit level.
Adopting a closer look, it is possible to frame 5 RHS clusters:
l.a a group of RHS with good GPI and no deficits,
representing the Regions with relatively highest perfor-

mance, made by North-East Regions, together with
Lombardy and Tuscany;

10 The 3-5 different RHS clusters have been obtained through a hierarchical
cluster analysis (ward method) on the two performance variables.
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1.b the North-Western RHS (Lombardy excluded), together
with the ones from Umbria and Matche, that present ei-
ther (light) deficit problems (Liguria is the only relevant
exception) or still positive but lower GPI results;

2. Lazio remains by itself;

3.a the RHS with a low performance on both indicators, typ-
ical of the bigger Southern Regions (Sicily, Campania,
Calabria) and, partially Puglia;

3.b the RHS where there is a trade-off between (better) GPI
and (worse) EPI, except Basilicata.

5. Convergence or divergence among the RHS in a time of regionalization?

One of the main issues in the Italian debate about federalism

deals with the impact of such an institutional setting on territorial
inequalities. Italy is one of those countries where territorial diffe-
rentiation reaches a high level (Cartocci, 2007). Therefore, the re-
gionalisation of the NHS, undergone in the last 10-15 years, is a
good testing ground for evaluating the possible impact of federal-
ism on a more general scale, not just referred to health care. Try-
ing to connect regionalization with RHS performance, it means
asking if the distances between lower and higher performance
RHS have decreased (convergence) or increased (divergence) over
time.
A first hint comes from graph 2, where it is shown how RHS per-
formed in terms of GPI both in 1998 and 2005. It seems clear
that the relative position of each RHS has remained quite the
same, with only few exceptions (for instance Basilicata improved,
wheteas Sicily got worst): the Pierson correlation index is equal to
,969.
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Graph 2. The RHS performance over time
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Graph 2 offers us a clear sight of a path dependency process in
the Italian NHS. In order to better understand what happened,
the research focused specifically on the process of convergence /
divergence among the 3-5 types of RHS, introduced in the prior
paragraph.

In order to evaluate this process, the following analysis has been
set:

i) a group of variables from box 1, referred to the different
dimensions of performance, have been chosen;

i) for each of these variables the average value was calcu-
lated in reference to two different time phases (mid-90s
and mid-2000) at the RHS cluster level;

iii) the distance between RHS clusters in terms of difference
between the average values was calculated both for the
mid-90s and the mid-2000;

iv) the last step was the calculation of the variation between

the differences in the mid-90s and the mid-2000s.

An example will make clearer the procedure:
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i) one of the indicators used is the relative incidence of ce-
sarean births, which rose in Italy between 1995-2005,
showing a dectease in the level of appropriateness;

ii) this rise, negative in terms of performance, was differen-
tiated in the various RHS clusters; in 1995 the incidence
of cesarean births was equal to around 23% in the Cen-
tre-North, 30% in Lazio and in the South; in 2005 the
incidence rose to 31% in the Centre-North, 41% in La-
zio and 50% in the South;

iii) therefore the rise in the incidence between 1995-2005
was equal to around +8% in the Central-Northern RHS,
+11% in Lazio and +20% in the Southern RHS;

iv) therefore, the distance between the 3 different RHS types
grew between 1995-2005; in particular the distance be-
tween Central-Northern RHS and Lazio increased by
around 3% and the one between the former and South-
ern RHS by around 12%; in the case of caesarean births
a phenomenon of performance divergence is visible.

Table 1 shows for the whole set of variables used how it has
changed the distance between the cluster of RHS with the highest
GPI score (the North-East, Lombardy and Tuscany for the 5
RHS typology) and the other 4 RHS types. To facilitate the inter-
pretation of table 3 also symbols (-, =, +) are used, indicating the
direction of the diachronic variation (decrease, steadiness, in-
crease). Among the 25 variables used the PCA illustrated in para-
graph 4, 13 have been chosen for the following analysis,
representing the different dimensions of performance.

Table 1. Single performance variables and their evolution over time: a com-

parison among the 5 RHS' (m1d-90s and mid-2000s)

Variation of the % distance between the best CN
RHS and:
The rest of | Lazio ‘Small’ Other
CN RHS Southern Southern
RHS RHS
0,4(= 45 118 14,7
Cesarean births A 20 20 70
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,6(= 53(- -1,6(+ 8,7(-
Women doing mammography ®) 0 ™ 0
-3,3(+ -2,6(+ -3,1(+ -6(=
Satisfaction of medical care ™ ™ ™ =)
A7) | -6,5(+) -2,5(%) 90
Satisfaction of nursing care
Turn-over rate for acute hos- -1,9(+) -12,1(+) -3,5(+) -5,0(+)
pital beds utilization
4,2(+ 8,5(+ 4.3(+ -3,4(-
Birth mortality rate ™ ™ X 0
5 7,5(- -3,2(- -3,5(-
Incidence of RHS deficit O © O ©
-,02(+ L05(- ,06(- ,04(-
Case Mix index ™ 0 0 0
% of hospital discharges from 2,6(+) 2,7(+) 2,9(+) 2,6(+)
surgery units but without sur-
gery needs
Ratio between high educated / -,04(=) -,35(-) -1,01(-) -1,32(-)
low educ. women doing
mammography
% of over65 receiving nursing | -,67(+) ,39(-) -17(4) ,02(-)
home care
S -19,8() -8,8() 5,50
Hospitalization rate
0= 2(+ -2(- -3¢
Average hospital stay (days) © ™ 0 0

(+) Convergence (=) Stability (-) Divergence

First of all, it can be noticed a relative process of convergence be-
tween the two types of Centre-Northern RHS: the distances be-
tween them decreased in the period 1995-2005 (7 vatiables show
convergence and 5 stability, with only the deficit indicator show-
ing divergence).

The two Southern RHS show signs of differentiation: the smaller
RHS type partially reduces its performance gap from the North-
East RHS benchmark, whereas the other Southern RHS wit-
nessed a growing distance with the North-East RHS.

Lazio tends to converge to the North-East RHS for some dimen-
sions, but not for others.

Over all, the NHS regionalisation in the last 10-15 years in Italy
has brought so far not a strong and generalized process of con-
vergence in the performance level of the RHS. If the Centre-
North becomes more homogenous and Lazio together with the
‘small’ Southern RHS show signs of convergence (of, at least, not
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divergence) with the Centre-Northern RHS, the rest of the South
(where lives around 81% of total Southern population and 29%
of the total Italian population) is diverging and, in relative terms,
is worsening its RHS.

6. Factors related to RHS performance

Given the differences in the RHS performance level described in
the previous paragraphs, it becomes relevant to focus on which
variables might be related to GPI and EPI. A dataset with the 21
RHS cases was created where the following information were in-
cluded: two sets of variables were included, along with the GPI
and the EPI; the data were related to each year between 1998 and
2005, in order to have a sort of time series data.

The two sets of (potentially) independent variables were related to:
- organizational factors (human, financial and other types of available
resources at the RHS level, governance tools and capacity)

- contextual factors, referring to the political and socio-economic en-

vironment.

Specifically the organizational factors are the following. T'wo variables

refer to resources availability in the RHS:

* the per-capita health care expenditure,

* the relative diffusion of health care (diagnostic) zechnology (the
number of Magnetic Resonance units per 100.000 inhabi-
tants).

Other two variables refer to RHS governance capacity:

o the weight of small hospital facilities (less than 200 beds) among
the overall RHS hospital supply'!;

o the capacity to regulate | to control private contracted-out provision'2.

1'The % incidence of small hospital beds among the total number of beds is
considered an indicator of the capacity of a RHS to avoid inefficient production
and also to interact in a efficacious way with municipalities which are usually
Sjealous” of ‘their” community hospitals: RHS usually manage to close small hos-
pitals only when they are able to convince municipalities.

12 A CERGAS study (2007) measured the RHS capacity to develop appropri-
ate and effective procedures for the “accreditation” of private providers. In the
present study an index was created from GERGAS data, varying from 0 (no real
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Two last variables related to basic RHS supply structure:

* the relative diffusion of acute care day-hospital discharges, given
the fact that DH is considered a solution that should be more
diffused than what it usually is;

» the dncidence of private providers, measured in terms of % dis-
charges in hospital care by private contracted-out facilities.

The set of contextual variables has been the following:

* the level of socig-economic development, as it has been measured
by Putnam et al. (1990) (using a PCA on variables such as
per-capita GDP, etc.);

*  the level of cicness, defined mainly as in Putham and his col-
leagues (1990);

*  two variables related to the functioning of the political system, one
referred to the presence of Centre-Left or Centre-Right Re-
gional governments, the other to the stability of these gov-
ernments (how often they remained into power or had to
change due to difficulties among the winning coalition par-
ties);

* a demographic variable related to the total regional population,
thinking there might be a correlation between performance
and the size of the RHS;

* avariable related to the intensity of health care needs, measured
by the dependence index (the incidence of over64 and un-
der15 on the overall population).

The number of potential independent variables (K = 12), in rela-
tion to the number of cases (N = 21), even using time series FGLS
regressions, does not allow to use all the K. Therefore the decision
has been to run two separate regressions using separately the two
sets of (organizational and contextual) variables. The results are
reported in table 2 and 3, respectively for the GPI and the EPL

Table 3. Cross-sectional time-series FGLS Regression: dependent variable
GPI

Coeff. Standard. Coeff. Standard.

accreditation system was introduced in the RHS) to 1 (a complex and appropriate
accreditation system was completed).
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model 1 model 2

% private hospital discharges -,150

Capacity to regulate private provision S5TT*

% beds in small hospitals -,411%

Health care expenditure p-c ,102

MR diffusion ,032

% DH ,225

Regional governments instability -,100
Centre-Right regional governments -,005
Socio-economic index ,388*
Civicness index ,393*
Population (milions) -,059
Health care needs complexity ,201

Coefficients: generalized least squares; Panels: heteroskedastic with cross-sectional cor-

relation;

Model 1: Correlation: common AR(1) coefficient for all panels (0.532); Number of obs
= 168; Number of groups = 21; Time periods = 8; Wald chi2(5) = 1023.56; Prob >

chi2 = 0.0000.

Model 2: Correlation: common AR(1) coefficient for all panels (0.589); Number of obs
= 168; Number of groups = 21; Time periods = 8; Wald chi2(5) = 1127.71; Prob >

chi2 = 0.0000.
* Sign. < 0,005.
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Table 3. Cross-sectional time-series FGLS Regression: dependent variable
EPI

Coeff. Standard. Coeff. Standard.
model 1 model 2

% private hospital discharges 172
Capacity to regulate private provision -,440%
% beds in small hospitals ,420%
Health care expenditure p-c ,251
MR diffusion ,234
% DH ,186
Regional governments instability -,556*
Centre-Right regional governments ,034
Socio-economic index 5,159
Civicness index -,251
Population (milions) ,078
Health care needs complexity ,219

Coefficients: generalized least squares; Panels: heteroskedastic with cross-sectional cor-
relation;

Model 1: Correlation: common AR(1) coefficient for all panels (0.627); Number of obs
= 168; Number of groups = 21; Time petiods = 8; Wald chi2(5) = 42.41; Prob > chi2
= 0.0000.

Model 2: Correlation: common AR(1) coefficient for all panels (0.325); Number of obs
= 168; Number of groups = 21; Time periods = 8; Wald chi2(5) = 39.43; Prob > chi2
=0.217.

* Sign. < 0,005.

The most relevant variables in both regressions are quite the same.
In the case of GPI there are four significant variables: two organi-
zational ones, both connected to the concept of governance capac-
ity (positive cortelation); tow contextual ones, referred to the level
of economic development and civicness (positive correlation).

In the case of EPI, the factors partially change: the only significant
contextual variable is the one referred to regional governments
stability, whereas the relevant organizational variables remain the
same as for the GPL.

In conclusion the level of available resources and the political di-
mension, strictly defined in terms of government ideological orien-
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tation, do not have an impact on performance. The level of gov-
ernments’ (in)stability plays a role on EPI.

Another interesting finding is that a difference must be made be-
tween the governance capacity and the model of governance. The
governance capacity deals with the “strength” of a public adminis-
tration to regulate a complex network of private and public actors.
Instead, the model of governance deals with the type of mix in
public-private provision (mote privates and the use of quasi-
markets, less private and the use of managed cooperation). What
seems to differentiate the RHS performance is not how spread is
contracted-out private provision, but the capacity of the RHS to
regulate such actors, as well as others (professionals, etc.), once
they become part of the public health care system (Vicarelli e Pa-
volini, 2009).

The last two significant variables are the level of civicness and so-

cio-economic development. Due to the fact that it was not possi-

ble to run a regression model with all 12 independent variables,

no control was made trying to evaluate at the same time the role

of contextual and organizational variables: a simple Pierson corre-

lation analysis between the two significant governance variables

and the two significant contextual ones shows there is a high and

significant connection between the first two and the latter ones

(table 4), indicating that probably civicness and economic-

development have also an indirect impact on performance, in-

fluencing also the governance capacity.

Table 4. Pierson correlation anong the main independent variables

Socio- Civicness % beds in Capacity to
economic index small hospit- | regulate pri-
index als vate provision
Socio-economic in- 1 ,713%* -, 712%% ,065%%
dex
Civicness index 7138k 1 -, 475% 7045
% beds in small hos- -, 712%% -,475% 1 -, 567%%
pitals
Capacity to regulate ,665%* ,704%% -,567F* 1
private provision
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This set of direct (and indirect) correlations between these con-
textual variables and performance needs to be understood more.
In the following final paragraph some hypothesis about this issue
are presented.

7. Conclusions

Trying to answer to the questions posed at the beginning of
this essay, the analysis provides a picture with some spotlights,
but also many worrying issues.

No doubt that the Italian NHS has improved in the last 10-15
years: there is a broader diffusion of territorial services (with a
higher level of health and social services integration), as well of as
prevention programs, the efficiency in using hospital facilities (av-
erage stay, etc.) has increased and children mortality rate has de-
creased.

Along with these improvements there are also others aspects
less positive in terms of universalistic provision.

There is a clear-cut division among the RHS in terms of perfor-
mance, a division that runs from Centre-North to South.

The idea that regionalisation would have brought 21 different (in
terms of performance) RHS does not hold true, but 2 broad
types of RHS are easily identifiable, along with a third specific
one referred to Lazio.

Inside these two broad RHS clusters there are important differ-
ences; in the South, along with the worst RHS in Italy in terms of
performance, there are 4 Regions which show a relatively less
negative GPI, although maintaining EPI problems; in the Cen-
tre-North there are two sub-clusters, both of them performing,
anyway, better than all the other areas of the country.

The process of institutional regionalization of the NHS in the
last 10-15 years has scatcely helped to reduce the performance
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gaps among the two main RHS types; more frequently it appears
that the distances have improved, leading to a NHS that is even
less universalistic in terms of rights of health cate access.

Looking more in depth, it seems that a process of convergence
took place among the Central-Northern RHS and partially inter-
ested also Lazio and those 4 Southern Regions less problematic
in terms of performance, whereas the remaining 4 Southern RHS
(which present 29% of the total Italian population) increased
their distance from the rest of the country.

The emergence (and the strengthening) of different health care
Ttalies’ seems difficult to change in the short-medium term. This
impression is confirmed also by the variables that seem to influ-
ence performance: two of them (the level of civicness and of eco-
nomic development) can be modified only in the medium-long
run. Politics, the only variable (perhaps) able to change the de-
scription given in the short-medium term, does not matter too
much.

The governance organizational variables play a role, but, again,
this capacity requites time to develop: there also seems to be a
strong correlation between governance capacity and the two main
contextual vatiables (civicness and economic development),
meaning that, perhaps, the latter help the development of the
former.

What might be the social ‘mechanisms’ that explain such
strong correlation between civicness and socio-economic devel-
opment with performance? One of the main critics to Putnam
and colleagues analysis is based exactly on this issue (Bagnasco et
al., 2001; Mutti, 1998; Sciolla, 1997): a correlation is shown by
Putnam, but there is not a punctual reconstruction at the micro
level of how (which mechanisms) these 3 variables interact with
each other, creating as an output macro differences (Barbera,
2004).

On this relevant issue, the present paper can offer just some hints,
that will need more in depth empirical and analytical analysis.

The correlation between civicness and performance might be ex-
plained through the following mechanisms.
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The capacity and the will of the citizens of a certain territory
(RHS) to use the ‘voice’ option a la Hirschman, instead of adopt-
ing the Toyalty’ or the ‘exit’ option, and therefore to put pressures
on local politicians, directly or through patients’ associations, in
order to obtain better health care; for instance, the ‘exit” option is
quite diffused in Southern RHS where many residents decide
simply to go and to get cured in other (Centre-Northern) RHS,
given the NHS right to health care ‘migration’.

Civicness does not concern only citizens and RHS users, but also
the RHS workers; as indicated by Mintzberg (1968), health care is
typical professional (post-)bureaucracy, where the activity and the
relative quality is made by professionals (first of all doctors, than
nurses, etc.); in a NHS where there are such broad governance
and civicness differences, it is possible that professionals’ oppor-
tunistic behaviors might change; where there is less control, in a
context of more unequal relationship between professionals and
patients, opportunism might rise.

The positive correlation between performance and socio-
economic development can be explained in a relative straightfor-
ward manner: in those regions (RHS) where there are serious
economic development problems public health care does not
have only a (manifest) function of producing care, but also a (la-
tent) one of job opportunities and economic chances creation.
Among the (demographic) biggest Western European countries,
Italy is the one where deepest is the gap, in terms of socio-
economic development, between the pootrest and richest regions
(Cartocci, 2007).
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