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Explaining Health System Decentralization and Recentralization:Italy and Denmark Compared
 ANDREA TERLIZZIPh.D. Candidate
 Institute of Humanities and Social SciencesScuola Normale Superiore
 [email protected]
 24th IPSA World Congress23 – 28 July 2016Poznan, Poland
 DRAFT PAPER – Please do not quote without the author’s permission
 AbstractThis paper explores the dynamics of health system decentralization and recentralization
 in Italy and Denmark, investigating why and how the territorial organization of the twohealth systems has changed or remained stable over time. Italy and Denmark share overallsimilarities with regard to their health systems, in that they both belong to the Beveridgeanmodel, committed to ensure universal and equal access for all citizens regardless of theirsocio-economic status and geographic location. Moreover, they both have experiencedchanges, albeit of a different nature, in the territorial organization of their health systems.In particular, during the last decade Denmark has undertaken a process of substantialrecentralization, while Italy seems to pursue decentralization, although there have beensome recentralizing measures mainly aimed at strengthening budget constraints. Througha comparative-historical analysis of the reform trajectories in light of decentralization andrecentralization, and distinguishing between three dimensions (political, administrative andfiscal), the article traces the process and reconstructs the mechanisms through which distinctpatterns of continuity and change in the territorial organization of the two health systemshave occurred over time. In identifying the set of explanatory factors, I mainly point at theinterplay between ideational and institutional factors.
 Introduction
 European health systems can generally be distinguished into national health service (NHS) andsocial health insurance (SHI) types, which bring us to the distinction between Beveridgean andBismarckian models (OECD 1987). While SHI systems are financed out of social contributionsand coverage is linked to labour market participation, recognizing differences between occupa-tional categories, NHS systems are financed out of general taxation and are committed to ensureuniversal, equal and almost free access to health services for all citizens.
 This paper focuses on the territorial organization of Beveridgean NHS models. Over thepast several decades, most developed countries have decentralized key dimensions of decision-making authority to lower levels of government. Of course, the wave of decentralization has not
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Explaining Health System Decentralization and Recentralization
 exclusively interested the health policy area, but has instead involved the public sector and thewelfare state in general. The main argument for advocates of decentralization is that the shift ofauthority towards lower levels may constitute a successful mean in bringing government closerto citizens, enhancing accountability and responsiveness. However, decentralization also hasdrawbacks. First of all, it may generate and trigger interregional disparities within countries. Otherconcerns regard the possible failure in meeting national objectives with subnational governmentspursuing policies that are inconsistent with national goals (for a review of the advantages anddisadvantages of decentralization see Charbit 2011; De Vries 2000; Treisman 2007).
 In exploring the dynamics of health system decentralization and recentralization, the articleinvestigates why and how the territorial organization of health systems changes or remainsstable. The countries selected for the study are Italy and Denmark. Both countries share thesame type of health system, namely a decentralized Beveridgean NHS model organized intothree levels: national, regional and municipal. Moreover, they both have experienced changes,albeit of a different nature, in the territorial organization of their health systems over time. Theapproach employed in the paper is grounded in Comparative-Historical Analysis (Mahoney andRueschemeyer 2003; Mahoney and Thelen 2015). Through a diachronic study of the institutionalarrangements and reform trajectories in light of the decentralization/recentralization process, myaim is to trace the process and reconstruct the mechanisms through which distinct patterns ofcontinuity and change in the territorial organization of the health systems have occurred overtime in the two selected countries. In doing so, I focus on the role of policy ideas, discourse, andthe nature of intergovernmental relations.
 The paper is organized as follows. Section two provides a conceptual and operationaldefinition of decentralization in health systems, and reviews the main types and mechanismsof change discussed in the literature. Section three illustrates the explanatory framework, theresearch design, and the methods. In section four, I provide an explanatory account of thedynamics of health system decentralization and recentralization in Italy and Denmark . Finally,section five concludes.
 Understanding Health System Decentralization and Change
 Since the end of the Second World War, in both the developing and developed world there hasbeen a growing attention to decentralization and its merits. In Europe, most countries started todecentralize key dimensions of decision-making authority to lower levels of government duringthe late 1960s and early 1970s. In many unitary countries, regional and local governments wereeither newly established (e.g. Italy) or reinforced (e.g. in the Nordic countries). In those countrieswith a federal constitution (e.g. Germany), a new pattern of intergovernmental relations emerged,characterized by an increasing role of subnational units vis-à-vis the federal government in acontext of cooperative federalism (Ferrera 2005). The wave of decentralization has attractedgrowing academic interest in the fields of political science and public policy. Processes ofdecentralization have been the subject of a great deal of debate among scholars of the welfarestate (e.g. McEwen and Moreno 2005; Obinger, Leibfried, and Castles 2005), and among thoseinterested in health policy and health systems research in particular (e.g. Banting and Corbett2002; Costa-Font and Greer 2013; Fierlbeck and Palley 2015; Saltman, Bankauskaite, and
 2

Page 3
                        
                        

Explaining Health System Decentralization and Recentralization
 Vrangbæk 2007)Paraphrasing Toqueville (2004 [1835-40]: 97), decentralization is a word that is constantly
 repeated of late but whose meaning needs to be clarified. Indeed, decentralization means differentthings to different people, and policy-makers across Europe have introduced decentralizationstrategies which has resulted in a variety of institutional arrangements. The broad range andscope of decentralization make it difficult the analysis of an apparently simple term, which isinstead rich of empirical and conceptual meaning and can designate both static facts and dynamicprocesses (Fesler 1965). The aim of this section is to provide a clear definition of decentralizationin health systems, and to specify what does it mean change in health systems decentralization,which constitute the explanandum of the analysis. It also introduces key analytical concepts thatare crucial to the understanding of how change, as well as continuity, occur. Indeed, continuityand change are two sides of the same analytical coin, and any theory of institutional change mustbe able to account for both (Campbell 2004; Pierson 2004).
 Defining Health System Decentralization and the Content of Change
 In the literature, an often-cited definition of decentralization is that provided Rondinelli, Nellis,and Cheema (1983), who distinguish between deconcentration, delegation, devolution and pri-vatization. Deconcentration, the least extensive form of decentralization, shifts administrativeauthority to lower levels within central government ministries and agencies. Delegation meansthe transfer of managerial responsibility for specifically defined functions to a lower organiza-tional level outside the central government and that is only indirectly controlled by the latter.Devolution, the most extensive form of decentralization, implies the creation or strengtheningof subnational units of government (e.g. states, provinces, regions, municipalities) that aresubstantially independent from the central government with respect to a defined set of functions.Finally, privatization involves the transfer of responsibilities and in some cases ownership frompublic to private entities.
 This conceptual framework, which has been applied to the study of health systems as well (seee.g. Mills 1994), has also been criticized since it does not really tell us what decentralization means.Here, the concept refers to almost every form of transfer of authority, incurring in conceptualstretching (Sartori 1970) and rendering the definition analytically confused and misleading. Forexample, it has been argued that deconcentration is not really a type of decentralization sinceit is something that happens within the existing central government structure. Actually, thecentral government may not give up any authority, but may simply relocate ministries or officesat different levels within the national territory. Moreover, and most importantly, privatizationseems to refer to something very different with respect to the other three types of decentralization,since it involves the transfer from the public sector to the private sector no matter if this occurscentrally or in decentralized units (cf. Manor 1999; Peckham et al. 2008).
 This article embraces these critiques and considers decentralization as pointing at the organiza-tion of government in a territorial hierarchy, involving the transfer of authority and responsibilityover public policies away from the central government, from the national to subnational levels(De Vries 2000; Schneider 2003; Smith 1985). In conceptualizing decentralization, I distinguishbetween three different, albeit strictly intertwined, dimensions: political, administrative andfiscal (Falleti 2010; Rodden 2004; Saltman and Bankauskaite 2006; Schneider 2003; Treisman
 3
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 2007). Political decentralization means the transfer of authority and responsibility over healthpolicy-making from the national to subnational levels of government (regional or municipal).Administrative decentralization means decentralizing the authority and responsibility over theorganization and management of service delivery to lower levels, with national governmentretaining control over policy-making. Fiscal decentralization means the decentralization ofauthority and responsibility for raising funds to finance the health system. This tripartition hasan important analytical rationale in that, as Campbell (2004) puts it, when studying patterns ofchange it is crucial to identify the institutional dimensions we are interested in tracking, andtherefore to unpack the institutional arrangement under study. By providing this three-dimensionsdefinition, I recognize the complexity and multidimensionality of the concept rather than consider-ing decentralization as the transfer of a fixed and unique block of authority and responsibility. Ofcourse, political, administrative and fiscal decentralization, and changes within each dimensions,can occur simultaneously or in isolation.
 As far as operationalization is concerned, the distinction between decentralized and central-ized health systems is a matter of degree rather than a fully-fledged dichotomy. By the same token,institutional and policy change should not be viewed as a dichotomous variable, but should insteadbe analyzed in terms of degrees of change (Campbell 2004). Precious hints for operationalizinghealth system decentralization are offered by Bossert (1998), who elaborates the concept ofdecision space, defined as the range of effective choice that is allowed by the central governmentto be utilized by subnational authorities. Decision space refers to various functions and activitiesover which lower levels of government enjoy a certain range (or degree) of autonomy, whichcan be narrow, moderate or wide. As also highlighted by Vrangbæk (2007), comparisons of thedegree of health system decentralization should be based on composite qualitative descriptionsand evaluations rather than one-dimensional quantitative measures. The strength of this approachlies in the fact that it allows us to disaggregate the functions over which subnational governmentshave a defined range of discretion. Borrowing from Bossert, I operationalize the degree ofdecentralization distinguishing between the above defined three dimensions (Table 1). Theseoperational definitions tell us to what extent subnational levels of government have political,administrative and fiscal autonomy and discretion.
 4
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 Table 1: Dimensions of Health System Decentralization: Conceptual and Operational Definitions
 Dimension Conceptual Definition Operational Definition
 Political Transfer of authority and responsibility overhealth policy-making from the national to sub-national levels of government.
 Extent to which subnational levels of governmenthave power to make decisions on the content ofhealth policy in terms of planning and prioritiessetting.
 Administrative Transfer of authority and responsibility over theorganization and management of service deliveryto lower levels, with national government retain-ing control over policy-making.
 Extent to which hospitals are independently man-aged at subnational level; ability of subnationalgovernments to determine budgetary allocations;the discretion subnational governments enjoy overexpenditure decisions*.
 Fiscal Transfer of authority and responsibility for raisingfunds to finance the health system.
 Power of subnational levels of government to levytaxes in order to finance the services; their rightto determine the tax rate and the type of taxesthat are raised; their right to raise and determineuser-fees; the types of grants allocated from thenational to subnational levels (conditional or un-conditional); the percentage of the national andsubnational funding; the presence of redistribu-tion or equalization mechanisms (vertical or hori-zontal equalization).
 Source: Author’s eleboration.(*) Unlike other definitions of fiscal decentralization that consider both spending and revenue raising powers of subnational govern-ments, in this definition fiscal decentralization refers to revenues, whereas expenditures are part of administrative decentralization(see Falleti 2010).
 In every health system, authority and responsibility are shared to a greater or lesser extentbetween different levels of government within one or more of the above defined three dimen-sions. Therefore, every health system present a certain degree of decentralization. However,decentralization is not a static attribute. The territorial organization of health systems, like anyother set of institutions, is subject to change. Change in health system decentralization mayresult in "more" or "less" decentralized institutional arrangements. The literature on federalismand decentralization generally refers to movements towards less decentralized health systems,which involves the strengthening of the central government vis-à-vis subnational governments,as recentralization. Recentralization does not necessarily mean the transfer of authority andresponsibility over certain functions from subnational governments back to the national level,though this might happen (Gershberg 1998). The term generally refers to the strengthening ofcentral government functions in steering the decentralized arrangement of a (health) system. Thestudy of the dynamics of decentralization cannot avoid the analysis of such changes introducingelements of recentralization.
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 Types and Mechanisms of Change
 Understanding how institutions change is as much fundamental as complex. Under the broadumbrella of the new institutional analysis1, since the mid-late 1980s scholars from a variety oftheoretical approaches, analytical frameworks and methodological premises have treated change ina variety of ways. Some of them argue that change tends to have evolutionary dynamics, involvinggradual and incremental changes over a long period of time. Evolutionary processes of changegive rise to new institutional arrangements that differ from but still closely resemble the previousones. Other scholars contend that change follows a more revolutionary pattern, characterized byradical and abrupt breakpoints that interrupt long periods of either equilibrium or evolution (inthe former case we are witnessing punctuated equilibrium, in the latter punctuated evolution),giving rise to truly new institutions that significantly depart from the past (Cf. Campbell 2004:33-34).
 In providing a typology of institutional change able to account for continuity as well, Streeckand Thelen (2005) suggest a useful distinction between processes and results of change. Processesof change can be incremental or abrupt, and results of change can be continuous or discontinuous(Table 2). The strength of this typology lies in the fact that it provides a crucial link betweeninstitutional change and continuity which, as already stressed, must not be treated separately.
 Table 2: Types of Institutional Change: Processes and Results
 Result of change
 Continuity Discontinuity
 Process of change Incremental Reproduction by adaptation Gradual transformation
 Abrupt Survival and return Breakdown and replacement
 Source: Streeck and Thelen (2005).
 Among the four types of institutional change, scholars have achieved significant advancesin theorizing the causal mechanisms2 through which incremental change with transformativeresults (gradual transformation) occurs. A distinction has been drawn between displacement,layering, drift, and conversion. Displacement refers to the slowing rising salience of a new set ofinstitutions which compete with an older taken-for-granted institutional arrangement, eroding,discrediting and then replacing it (Streeck and Thelen 2005). Layering involves renegotiationand revision of some elements of an existing set of institutions while leaving others in place.Different from displacement, new institutions are not completely replaced by new ones, butinstead are attached to and coexist with existing ones altering their overall logic and trajectory ofdevelopment (Thelen 2003). Drift occurs when institutions remain in place, while their scope,
 1For detailed discussions on the rise of the "new institutionalism(s)" see e.g. Hall and Taylor (1996); March andOlsen (1989); Thelen and Steinmo (1992).
 2In the social sciences, there is little agreement about what causal mechanisms are (for a review of definitions,see Mahoney 2001). In this paper, I place causal mechanisms at a high level of abstraction and conceive them astransformative processes connecting causes and effects (George and Bennett 2005).
 6
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Explaining Health System Decentralization and Recentralization
 meaning, operation, and effects change as a result of shifting circumstances. This might happenby accident, but it might also occur because policy-makers deliberately decide to held a giveninstitution in place, without adjusting it to changing contextual (socio-economic) factors (Hacker,Pierson, and Thelen 2015). Change can also occur through a process of conversion, whichredirects already existing institutions to new goals, functions, or purposes. Like drift, conversioncombines elements of continuity in institutional design with changes in institutional impact.However, different from drift, conversion cannot happen by accident, but necessarily requirespolicy-makers actively altering the functioning of institutions inherited from the past (Hacker,Pierson, and Thelen 2015; Thelen 2003).
 Important contributions to the understanding of how institutions evolve have also been offeredby Campbell (1997, 2004). The author has developed the concept of bricolage, which in someway resemble that of layering. Through bricolage, actors craft new institutional solutions byrecombining and rearranging elements in the repertoire of already existing institutional principlesand practices at their disposal, and they do that in a creative way that lead to evolutionary change.Change is path-dependent and evolutionary because the process results in new institutions thatdiffer but still resemble old ones, in that they contain many elements inherited from the past.Arguments that center on path-dependence, according to which early steps in a process mayfundamentally restrict the range of options available at later ones, have most notably beenadvanced by Pierson (2004). The author has focused on mechanisms of self-reinforcementor positive feedback loop, namely processes by which initial moves in a particular directionencourage further movement along the same path, making some aspect of social dynamics "sticky"or persistent. However, this does not imply that a particular choice, once taken, lock in forever.Change occurs, but it is bounded change. Building on the notions of self-reinforcement and policyfeedback, Jacobs and Weaver (2015) have recently developed the concept of self-undermingfeedback mechanism. According to this mechanism, institutions and policies might graduallyweaken their own bases of support over time, «generating socially embedded, longue-duréeself-undermining feedback effects» (2015: 444). The crucial theoretical argument advancedby the authors is that there would be no contradiction in observing both self-undermining andself-reinforcing feedback processes operating simultaneously.
 The concepts reviewed in this section constitute the analytic toolbox for analyzing thedynamics of decentralization and recentralization in the two selected health systems. In the nextsection, I specify the configuration of explanatory factors designing con-causal mechanisms ofcontinuity and change.
 Explanatory Framework, Research Design, and Methods
 The approach adopted in this paper is grounded in Comparative-Historical Analysis (CHA)(Mahoney and Rueschemeyer 2003; Mahoney and Thelen 2015). The core defining features ofCHA are: a) its focus on configurational explanations, meaning that researchers in this traditionconsider how multiple factors combine to form coherent causal packages; b) its emphasis ondeep case-based research; and c) its commitment to temporally oriented analysis. This sectionelaborates on each of these features, presenting the explanatory framework, the research design,and the methods employed.
 7
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 Explanatory Framework: Policy Ideas, Discourse, and Intergovernmental Relations
 Research on the dynamics of federalism and decentralization has focused on several factors anddriving forces, which mainly concern the role of ideas (e.g. Béland and Lecours 2013), interests(e.g. Falleti 2010), and institutions (e.g. Bednar 2013). As far as decentralization in health careis concerned, most contributions are descriptive accounts of the institutional arrangements ofdecentralization, or treat decentralization as independent variable, focusing on its impact onseveral dimensions of health systems. The literature witnesses few case studies explaining whyand how continuity and change in health systems decentralization occur (see e.g. Rico 2009;Rico and Costa-Font 2005; Vrangbæk and Christiansen 2005). The present paper enters thisrelatively understudied area of health policy and systems research, pointing at the interplaybetween ideational and institutional explanatory factors.
 In the past several decades, there has been increasing attention to the role of ideas in explaininginstitutional and policy change (see e.g. Béland and Cox 2011; Blyth 2002; Campbell 2004; Hall1993; Schmidt 2008, 2010). Ideas have been conceptualized in a varieties of ways: paradigms,beliefs, world views, interests’ perceptions, identities, normative frameworks, frames. Here, Iconceptualize ideas as policy solutions. In doing so, I adopt «both the narrowest conceptualizationof the role that ideas play in politics and the most theoretically developed» (Mehta 2011: 28). Inthe health policy field, movements towards reform are often driven by policy ideas about how tocope with performance issues and problems of the health systems. These issues and problemsare mainly concerned with efficiency, equity, quality, cost containment, accountability, fiscalsustainability, etc. So conceived, policy ideas can be seen as programs (Campbell 2002, 2004),namely cognitive ideas or causal theories that enable or facilitate policy making and institutionalchange by specifying how to solve specific policy problems (see also Schmidt 2008).
 Table 3 reports the main ideas and arguments in favor of decentralization, which are mainlyassociated with the paradigm of the New Public Management and the theory of fiscal federalism,as well as those against it (and therefore in favour of (re)centralization). These ideas and argu-ments constitute the substantive content of discourse over the territorial organization of healthsystems. The consideration of discourse is decisive, in that by using this term it is possible tosimultaneously indicate the ideas represented in the discourse (which may come in a variety offorms and content), and the process by which ideas are conveyed by different agents (Schmidt2008, 2010; Schmidt and Radaelli 2004).
 8
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 Table 3: Main Ideas and Arguments in Favour and Against Health System Decentralization
 In favour Against
 Decentralization improves efficiency. Through fewer levels of bu-reaucracy and greater cost consciousness at the subnational level,decentralization makes it possible to satisfy citizens’ demandsfor heath services more precisely and cost-effectively.
 Decentralization undermines geographical equity. Due to differ-ences in subnational governments’ capacity and choices, decen-tralization leads to inequities in financing and provision of healthservices among geographical areas.
 Decentralization improves responsiveness. Through better match-ing of health services to local preferences and thanks to proximitybetween citizens and decision-makers, decentralization makes itpossible to provide well-tailored responses to problems.
 Decentralization undermines fiscal discipline. Strong subnationalgovernments may pressure the central government for aid or maypursue different fiscal policies than those requested by the centralgovernment, undermining fiscal and macroeconomic discipline.
 Decentralization improves innovation. Through competition andcomparison between subnational governments in the provisionof health services, decentralization makes it possible progress inpolicy innovation and development of good practices.
 Decentralization improves equity. Through the allocation ofresources according to local needs, decentralization makes itpossible to increase equity.
 Source: Author’s elaboration based on Charbit (2011); De Vries (2000); Saltman, Bankauskaite, and Vrangbæk (2007);Treisman (2007).
 In adopting a configurational approach to explanation, I also consider the role of intergovern-mental relations. In fact, following Colino (2013), I argue that the shape of intergovernmentalrelations (cooperative or conflictual), together with the formal institutional framework, structurethe dominant discussions over reform (see also Swenden 2006). The configuration of variables Ihave identified interact with another factor, namely the context within which changes in healthsystem decentralization occur (or not). The context does matter since health system decentraliza-tion and recentralization can be seen as part of an overall strategy of governance and government,and may actually be part of a larger reform package which also includes other policy areas. Figure1 provides a graphical representation of the proposed explanatory framework.
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 Figure 1: Explaining Dynamics of Health System Decentralizion and Recentralization
 Source: Author’s elaboration.
 Research Design and Methods
 The article adopts a small-N research design. The cases selected for the study are the healthsystems of Italy and Denmark. The two cases share an important common characteristic, namelya decentralized tax-funded NHS system organized into three levels (national, regional and mu-nicipal). It is also interesting to note that the two health systems experienced a shift from aBismarckian SHI to a Beveridgean NHS. Moreover, the two systems have experienced changes,albeit of a different nature, in their territorial organization. In particular, during the last decade,while Denmark has undertaken a process of substantial recentralization, Italy seems to pur-sue decentralization, although there have been some recentralizing measures mainly aimed atstrengthening budget constraints. It is thus possible to analyze the dynamics of continuity andchange in health systems decentralization under a most similar system design (Przeworski andTeune 1970). Moreover, Denmark represents a typical case of recent strong political and fiscalrecentralization, which is a pattern common to all the Nordic countries (on mixing different caseselection strategies see Gerring 2007: 86-150)
 The two systems are analyzed since the establishment of a NHS to present. In order toreconstruct the mechanisms through which continuity and change in the territorial organizationof the two health systems have occurred over time, I use process tracing. Process tracing is amethod that goes hand in hand with the empirical investigation of causal mechanisms and isclosely related to temporal analysis and historical explanation. In particular, I employ an inductiveapproach to process tracing (Beach and Pedersen 2013; Bennett and Checkel 2015; Falleti and
 10
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 Mahoney 2015; Hall 2013), proceeding «backward from the outcome by sifting through theevidence in an attempt to uncover a plausible sufficient causal mechanism that produced theoutcome» (Beach and Pedersen 2013: 169).
 Empirical material is drawn from documents (including national legislation, parliamentarydebates, committees reports, national and international policy documents), in-depth interviews,and secondary sources. Data analysis has been conducted using NVivo, a software for QualitativeContent Analysis (QCA). QCA is a method for systematically describing the meaning of qual-itative material. It allows the researcher to translate all those meanings in the data that are ofinterest to him into categories of a coding scheme, which is simply a way of structuring the data,differentiating between different meanings vis-à-vis the research question (Schreier 2012).
 Dynamics of Health System Decentralization and Recentralization in Italy and Denmark
 Italy
 In 1978 Italy abandoned a Bismarckian SHI system and adopted a Beveridgean NHS. The newItalian health system was based on a decentralized organizational structure including three tiers:the central government, the regional governments and the local health units (LHUs). The share ofcompetences between the national level and the (newly established) regions was in compliancewith constitutional provision. Actually, the need of transferring powers to the regions on healthcare matters as prescribed by the Constitution dominated parliamentary debates during the 1970s,and there was almost unanimous consensus upon that. Moreover, the reform process was shapedby the idea that Ferrera (1995b: 279) has named full democratic universalism, according towhich the organization of the system should have been subject to popular democratic control atsubnational level. In line with this idea, subnational governments enjoyed some political andadministrative powers. Regional governments were responsible for local planning according tothe objectives specified at national level and for organizing and managing health services. LHUswere responsible for providing services through their own facilities, and were run by managingcommittees elected by assemblies of representatives from municipal governments. The centralgovernment was responsible for overall health planning, and it was the only tier with financingresponsibilities3.
 After the 1978 reform, the dividing line between central, regional and municipal responsibili-ties remained blurred, and health care was not coherently planned at the national and subnationallevels. During the 1980s, this new institutional setting revealed two crucial problems: excessivepoliticization and the lack of rational financial incentives (Ferrera 1995b). As regards the firstproblem, LHUs were managed by political bodies formed on the basis of party considerationsand recruitment. Management committees were arenas of party competition and political ex-change, and often venues of corruption and clientelism. The second problem stemmed from theseparation between central financing responsibilities and subnational spending power. Financingwas centralized because at the time the NHS was set up the dominant belief was that this was
 3The reform introducing the NHS set up a mixed financed scheme, combining general taxation and social insurancecontributions. The system became fully tax-based in 1998, when social insurance contributions were replaced by tworegional taxes.
 11

Page 12
                        
                        

Explaining Health System Decentralization and Recentralization
 necessary in order to guarantee the national character of the system. In order to keep healthexpenditure under control, the central government tried to contain spending at subnational levelby deliberately under-financing health care and by setting tight budgetary ceilings (France 2007).However, regions were not encouraged to respect the ceilings since they did not have any fiscalresponsibility. Therefore, the fundamental problem was not the overall level of public healthexpenditure, which was in fact in line, or even lower, with respect to some other OECD NHScountries (Table 4). The crucial issue was instead the inefficient use of resources. The centralgovernment had limited power in controlling how the LHUs spent the funds, and the asymmetryin funding and spending responsibilities triggered subnational deficits, creating a situation ofpermanent financial crisis (France and Taroni 2005).
 Table 4: Public Health Expenditure in Selected OECD Countries, % of GDP, 1980-1992
 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992
 Australia 3.7 3.6 3.6 3.8 4.3 4.3 4.4 4.3 4.1 4.1 4.3 4.5 4.5
 Canada 5 5.2 5.8 5.9 5.8 5.8 5.9 5.9 5.8 6 6.3 6.8 6.9
 Denmark 7.4 7.5 7.6 7.3 6.9 6.8 6.5 6.8 6.9 6.8 6.6 6.6 6.6
 Finland 4.6 4.7 4.8 4.8 4.8 5.2 5.3 5.4 5.3 5.3 5.8 6.7 6.7
 Greece 2.9** 3.2* 3.3** 3.6* 3 3.4 3.3 3.2 3.6
 Iceland 5.1 5.3 5.5 6.1 5.6 5.8 6.1 6.3 6.8 6.6 6.3 6.5 6.5
 Ireland 6.1 5.8 5.7 5.6 5.3 5.2 5.1 4.8 4.4 4.3 4.1 4.5 4.7
 Italy 5.6** 5.3* 5.5** 5.3* 5.4 5.3 5.7 5.9 5.8
 New Zealand 5 5.4 5.1 5 4.7 4.3 4.3 4.9 5.2 5.4 5.5 5.8 5.7
 Norway 5.3 5.3 5.5 5.6 5.3 5.3 5.7 6 5.9 5.6 5.9 6.2 6.3
 Portugal 3 3.1 2.7 2.4 2.5 2.9 3.1 2.9 3.2 2.9 3.6 3.7 3.6
 Spain 4 4 4.1 4.5 4.2 4.1 4 4 4.5 4.5 4.8 4.8 5.1
 Sweden 7.2 7.2 7.3 7.2 7 6.6 6.4 6.5 6.3 6.4 5.8 5.6 6.6
 United Kingdom 4.5 4.7 4.5 4.7 4.6 4.4 4.4 4.4 4.3 4.2 4.3 4.6 5
 Source: OECD (2015).(*) Mossialos and Le Grand (1999).(**) Fattore (1999).
 Therefore, since its inception and throughout the 1980s, the Italian health systems sufferedfrom very poor performance fueled by its inherent institutional weaknesses. Implementationof the NHS was slow and incomplete. Once established, the institutional arrangements ofdecentralization have become locked-in and have proved difficult to change. In fact, thoughthe system was characterized by limited political and administrative decentralization, politicalparties at regional and local levels were strong players in the management of the system. Thefield of health care was actually ‘occupied’ and ruled by political parties (Ferrera 1995a), andthis rendered the costs for changing the ‘rules of the game’ extremely high. Self-reinforcing andself-undermining mechanisms operated simultaneously.
 Contrary to the 1980s, during the early 1990s the decentralized architecture of the Italian NHS
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 experienced significant changes, involving further decentralization of political, administrative andfiscal authority to regions. In line with New Public Management (NPM) ideas, decentralizationwas paralleled by a process of managerialization, which had important implications for theterritorial organization of the system. The basic principles associated with NPM mainly includethe introduction of professionalism, competition and private sector styles of management intothe public sector, which are seen as crucial for improving the effectiveness and efficiency ofpublic service delivery and government performance in general (see Hood 1991). Accordingly,LHUs were converted into autonomous bodies more independent from party control. Moreover,they were governed by general managers chosen by the regions for their technical expertise, andenjoyed greater financial and decision-making autonomy. As regards the financing of the system,the central level maintained primary responsibility paying for a standard set of services that mustbe guaranteed in each region. Whatever remained to be paid in addition to that must be coveredwith regional resources, namely through higher co-payments or taxes (Ferrera 1995b).
 These changes occurred in a particular conjunctural moment and have to be put in context.First of all, in 1990 the overall arrangement of subnational governments was redefined. Functionsconcerning the establishment of general socio-economic and territorial objectives were assignedto the regions, and municipal governments were delegated to a more consultative and executiverole (Cotta and Verzichelli 2007). Few years later, Italy was hit by a profound political andeconomic turmoil. Between 1992 and 1994 the core parties of the so-called ‘first republic’collapsed due to corruption scandals which also involved the health sector (the regulation ofpharmaceuticals specifically). The political vacuum was exploited by the Northern League, aregionalist party advocating regional autonomy for northern regions, fiscal federalism and evenseparatism. The Northern League was crucial in fueling the decentralization debate in crucialpolicy areas such as health care and labour policy and in shaping the (conflictual) nature ofintergovernmental relations during the 1990s (Fargion 2005; Maino 2001). In addition to thepolitical earthquake, a severe financial crisis and the high level of public debt forced Italy toleave the European Monetary System. This ‘coming together’ of events opened up a window ofopportunity for reform: between 1992 and 1994 governments launched major reforms, includingthe above discussed decentralization measures in health care, marking a break with the stalemateof the 1980s.
 The conjuncture of the early 1990s de-locked the institutional arrangements of decentral-ization as they functioned during the 1980s. Changes were certainly significant, and they seemto have marked an abrupt and revolutionary institutional breakdown and replacement (see e.g.Pavolini and Vicarelli 2013). This was certainly true in terms of health care management, whichwas separated from political dynamics. However, in terms of decentralization, I argue thatthese were instead times of rapid evolutionary changes. In fact, as stressed by Capano (2009:10), «evolutionary changes can be so fast that they may seem to be revolutionary, but in realitythey represent a certain continuity with the past rather than any true novelty». In fact, sinceits inception in 1978 the system has always been based on a – though weak – decentralizedstructure. The 1992-1993 reforms did not put decentralization into question, which was insteadrevised and, above all, strengthened. In order to face the poor performance that the health systemexperienced during the 1980s and to render it more efficient, decentralization was reconfiguredalong the political, administrative and fiscal dimensions through a mechanism of bricolage, with
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 policy-makers elaborating innovative institutional solutions that differed from, but still resembled,old ones.
 The process of decentralization was further promoted by several legislative measures ap-proved during the period 1997-2000 under center-left governments, and a constitutional reformin 2001 which consolidated legislative powers of the regions in many policy areas, includinghealth care. Ideas associated with the theory of fiscal federalism were prominent, supported bythe then Minister of Public Administration Franco Bassanini. In order to improve fiscal account-ability, (part of) the funding of the system was transferred from the central to the regional level,strengthening the fiscal autonomy of the latter. In 1998 two regional taxes earmarked for healthwere introduced. A regional corporation tax imposed on the value added of companies (IRAP),and a regional tax imposed on top of the national personal income tax (addizionale IRPEF).These taxes (around 36% of total funding in 2012) are supplemented by central governmenttransfers (around 47% of total funding in 2012) including, among others, a national equalizingfund (Ministero dell’Economia e delle Finanze 2012). In 2001, the government established bydecree a set of ‘essential levels of care’ (LEAs), defined as the services that the health systemis required to provide uniformly in all regions. As for non-LEA services, regions are allowedto generate their own additional revenue and guarantee a wider range of services. Moreover,since the regional level is financially responsible for covering deficits with their own resources,those regions facing health care deficits can also increase IRAP and IRPEF rate levels (Ferréet al. 2014). The new financing system, though in presence of an equalization mechanism, hasgenerated (and is generating) wide interregional differences, above all between northern andsouthern regions. Problems are concerned with large differentials in fiscal capacity, mainly due tointerregional gaps in the corporate tax base, which consequently lead to financing inequalities(see Turati 2013).
 The reforms of the late 1990s and early 2000s need again to be contextualized. In thisperiod there were other important changes in the system of subnational government. Severalbills concerning the reorganization of public administration and the nature of intergovernmentalrelations were adopted, and in 1999 a constitutional correction introduced the direct electionof regional governors, empowering the regions in their relation with the central government(Cotta and Verzichelli 2007). Through the institutionalization of the State-Regions Conference asan instrument for addressing intergovernmental conflicts and for reaching joint-agreements, asystem of ‘cooperative federalism’ was put in place (Cotta and Verzichelli 2007; Fargion 2005).Intergovernmental cooperation can be seen as a factor favouring a more clear definition of thenational and subnational powers and responsibilities in health care. In this regard, though regionalgovernments gained more political, administrative and fiscal autonomy, center-left governmentsthat were in power during those years were committed to territorial uniformity in social citizenshiprights, and therefore were willing to reserve an important role to the national level in order toface the potential drawbacks of decentralization. In fact, the 1999 health care reform emphasizedthe universal character of the NHS. While the reform of the early 1990s was concerned withefficiency issues, the 1999 reform dealt with issues of (geographical) equity. Decentralizationmay in fact prove to be inconsistent with a NHS type of health system, which should ensure equalaccess to all citizens regardless of where they live in the country. Thus, decentralization needs toby counterbalanced by standardization. To this aim, national standards and goals (such as the
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 definition of the LEAs) were emphasized, with the central government assuming control andmonitoring functions. The then Minister of Health Rosy Bindi reaffirmed the national characterof the health system, and the 1999 reform law stressed that health care was a fundamental right tobe guaranteed through a universal health care system under government control. However, thedelivery of health care against national standards had still to be under subnational responsibility.In this reform season, change occurred through layering. The 1999 reform actually modified thelegislation of the early 1990s, emphasizing the importance of national standards and governmentcontrol, preserving much of the core of the inherited institutional arrangements of decentralization.
 The above described changes resulted in a system of ‘centrally steered decentralization’(Tediosi, Gabriele, and Longo 2009). During the last fifteen years, institutional evolutioncontinued to proceed through layering, with intergovernmental agreements functioning as a toolfor the central government to steer the decentralized arrangement of the system. In facing theneed to strengthen the budget constraint, the national level increased regulatory interventionswithin the administrative dimension. In 2001, a memorandum of understanding between thecentral government (center-right) and the regions established sanctions for those regions unableto contain health spending. In 2005, another intergovernmental agreement imposed tougherconditions on regions. Since then, regions running deficits have to provide Budgetary BalancePlans to be agreed with the Ministry of Health and the Ministry of Economy and Finance, whoalso have monitoring and control powers. Moreover, since 2006, the central government (bothcenter-left and center-right) and the regions have signed three-years Pacts for Health, aimed atguaranteeing territorial uniformity and fiscal sustainability within the health system. De facto,these agreements represent recentralizing measures aimed at granting the national level powerswith respect to failing regional institutions, in line with the course undertaken in several socialpolicy areas at the end of the 1990s (Fargion 2005).
 To conclude, I summarize the dynamics of decentralization and recentralization in the ItalianNHS, highlighting the mechanisms of continuity and change occurred over time (Table 5). Fol-lowing the operational definition of decentralization I have provided in section two (see Table1), I also assign degrees of decentralization to the political, administrative and fiscal dimensions,accounting for changes within each of them4.
 4The assignment of degrees of decentralization – though rough and fuzzy – is a preliminary attempt to provide aqualitative measure of health system decentralization for comparative purposes.
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 Table 5: Dynamics of Health System Decentralization and Recentralization in Italy
 Period Performance Issue(s) Mechanisms of Continuityand Change
 (Change in the) Degrees ofDecentralization
 1978 – late 1980s Efficiency Continuity through self-reinforcement
 Political: lowAdmin.: mediumFiscal: –
 Early 1990s Efficiency Change through bricolage Political: low to mediumAdmin.: medium to highFiscal: – to medium
 Late 1990s – present Geographical equity andfiscal accountability (late1990s – early 2000s);Geographical equity andfiscal sustainability (early2000s – present)
 Change through layering Political: mediumAdmin.: high to mediumFiscal: medium
 Source: Author’s eleboration.
 Denmark
 The Danish health system, as well as the welfare state in general, has a strong and long standingtradition of decentralization. From the beginning of the 19th century until 1970, when a structuralreform was implemented, the Danish system of subnational government consisted of 24 countiesand more than 1300 municipalities. Counties and municipalities enjoyed powers related toownership and administration of hospitals, which were financed by a complicated system ofstate subsidies. While hospitals were financed by state and local taxes, physician services werefinanced by a system of sickness funds (Pedersen, Christiansen, and Bech 2005). However,most subnational governments were too small to deliver services efficiently. In 1970, a localgovernment reform reduced the number of counties to 14 and the number of municipalities to275. The reform was driven by efficiency consideration. At that time the main idea was thatlarger subnational governments had to be created in order to gain economies of scale5. Therefore,the reform increased the size and decreased the number of counties and municipalities. As statedby the then Minister of the Interior, the aim was to «increase the competence of local authoritiesso that as far as possible responsibilities of a local character are undertaken by local authoritiesand not by . . . the central government» (quoted in Picard 1983: 543).
 Within the context of this structural reform, sickness funds were abolished and a tax-fundedBeveridgean NHS was put in place, with county taxes being the most important share of totalhealth funding (approximately 80% until 2007). In addition to county-level taxation, the centralgovernment provided counties with block grants, and equalization mechanisms were present.County councils were responsible for a large part of health care delivery, with the municipalitiesenjoying tasks mainly related to public health, home nursing and dental care (Ministry of theInterior and Health 2005). However, though counties were crucial actors, they operated within
 5Interview with Poul Erik Mouritzen (3 May 2016), Emeritus Professor at the University of Southern Denmarkand member of the Commission on Administrative Structure.
 16

Page 17
                        
                        

Explaining Health System Decentralization and Recentralization
 a national regulatory framework. Moreover, agreements between the national and subnationalgovernments (counties and municipalities) shaped decisions over resource allocation througha system of ‘budgetary cooperation’. This system of intergovernmental cooperation in budgetsetting, according to which each year the central government negotiated with subnational gov-ernments the conditions for the following fiscal year, was introduced in 1979 and gradually tookshape during the 1980s, becoming a distinctive trait of Danish intergovernmental relations (Blom-Hansen 2012). During negotiations, which were mainly concerned with tax rate and expenditureceilings (and since the early 1990s with overall health planning), subnational governments havealways acted as a collective body through the Association of County Councils (representingthe counties) and Local Government Denmark (representing the municipalities). This meansthat the agreements were binding for all counties and municipalities as whole on uniform termsand conditions. These annual negotiations constituted an instrument for the central governmentto maintain a certain degree of control over expenditure, and therefore over the administrativedimension of decentralization.
 The decentralized arrangement of the Danish health system as shaped by the reforms of the1970s has remained substantially unchanged until the early 1990s. Continuity has been favouredby a tradition of cooperation and consensus seeking between major interests and stakeholders atboth national and subnational levels (Vrangbæk and Christiansen 2005). The informal principle ofsubsidiarity which characterizes the territorial division of power and responsibility has never beenput into question. At all levels of government, the shared philosophy was that of decentralizationas constituting a successful mean in bringing government closer to the people, providing publicservices which reflect local preferences6. During the 1980s, within a context of economicrecession, the decentralized settlement of the health system has proved to be effective in facingissues of cost containment and expenditure control, which were high on the agenda of the centralgovernments (center-right) during those years. Thanks to intergovernmental cooperation in budgetsetting, public health expenditure remained in fact stable (see Christiansen et al. 1999). Theshare of public health expenditure as a percentage of GDP actually fell from 7.5% in 1981 to 6.6%in 1992 (Table 4). Moreover, citizens were generally satisfied with the health system and therewas consensus among policy experts that there were not crucial performance issues calling forreforms (Vrangbæk and Christiansen 2005). In a nutshell, there were no reasonable alternativesto the actual decentralized architecture of the system, which has therefore been characterized bya pattern of continuity through self-reinforcement.
 Since the beginning of the 1990s the institutional arrangements of decentralization in theDanish health system started to be put into question. Intergovernmental tensions between thenational level and the counties started to rise. On the one hand, the central government complainedabout the fact that it was accountable for performance issues of the systems, without being ableto control the counties. On the other hand, counties were frustrated by central governmentinterference in some health policy decisions (Vrangbæk and Christiansen 2005). In particular,since the 1990s annual intergovernmental agreements over budgetary allocation became moreand more complicated, detailed and broad7, de facto limiting subnational autonomy over health
 6Interview with Jan Olsen (18 April 2016), former Deputy Managing Director at Local Government Denmark anddeputy for Peter Gorm Hansen in the Commission on Administrative Structure.
 7Interview with Poul Erik Mourtizen.
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 care matters. Moreover, there were pressuring geographical equity, efficiency and quality issuesthat stimulated demands for change. These issues fueled a debate about the need of reforming thewhole structure of the Danish public sector, which in regional and municipal political circles wasseen as being not strong and robust enough8.
 In 1996 a Public Sector Tasks Commission was appointed by the center-left government toanalyze the division of labour between the central government, the regions, and the municipalities.The Commission, formed by representatives from all political parties in parliament, concluded itswork in 1998 and did not see any need to reform the governance structure. In 2002, the centralgovernment (center-right) established another commission, the Commission on AdministrativeStructure, formed by representatives from the regions and municipalities, civil servants andexperts. In setting up the Commission, the Danish Prime Minister stressed the need to reformthe existing local government structure that was more than 30 years old (Ministry of the Interiorand Health 2004b). The Commission’s main task was to assess advantages and disadvantages ofalternative models for the organization of the public sector in general, involving changes in thedistribution of power and responsibility between the central government, the counties and themunicipalities. Within the same Commission, and advisory committee specifically concernedwith the health care sector was set up. In January 2004, in issuing its recommendations, theCommission highlighted several weaknesses related to the structure and size of counties andmunicipalities, and to the distribution of tasks between different levels of government. TheCommission recognized that, in comparison to other countries, «the public sector in Denmarkis characterized by a very high degree of political and financial decentralization» (Ministry ofthe Interior and Health 2004b: 14), and that «decentralization . . . provides a good basis fordemocratic control, simplicity for the users, management, coordination, efficiency and qualityassurance» (2004b: 14). However, it was also recognized that a large number of subnationalgovernments were not strong and large enough to carry out their tasks. There were also argumentssupporting the benefits of economies of scale, and therefore pointing to the need of having largerentities at the local government level to get high qualified staff9. In a nutshell, the Commission’srecommendations pointed to the need of a comprehensive reform of the public sector, involvingboundary changes and a reallocation of power and responsibility between the national andsubnational levels of government.
 In June 2004, only six months after the Commission’s recommendations were published,a political agreement on a structural reform was reached. Policy ideas behind decentralizationwere not explicitly rejected. Actually, before the reform came into effect, in a statement tothe Parliament the Minister of the Interior and Health affirmed that the basic goal behind thereform was «to consolidate and strengthen the decentralized Danish model» (Local GovernmentDenmark, Danish Regions, and Ministry of the Interior and Social Affairs 2009: 8). However,the reform also contained elements of recentralization, since some counties’ tasks have beentransferred to the central government. NPM ideas certainly constituted an important driving forcewithin the Commission. The chairman, with a background as an economist in the Ministry ofFinance, is a keen supporter of NPM. However, it is well known that NPM does not constitute a
 8Interview with Peter Gorm Hansen (11 May 2016), former Managing Director at Local Government Denmarkand member of the Commission on Administrative Structure.
 9Interview with Jan Olsen.
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 coherent set of principles and practices, in that it simultaneously prescribes both more autonomythrough decentralization and more central control through centralization (Christensen and Lægreid2011). Actually, NPM might mean different things in different countries. If in Italy NPM hasbasically meant downsizing and decentralization, in Denmark it has meant recentralization. Asalso Rhodes (1999: 342) puts it, «the aims and results of NPM differ. [For example], in the UK,NPM aimed to create the minimalist state. In Denmark, it aimed to protect the state».
 The reform, implemented in 2007, abolished the 14 counties which were replaced by 5regions (still governed by elected councils). The number of municipalities (also still governedby elected councils) was reduced from 275 to 98. The system continues to be organized intothree levels of government. However, the authority of the central government has increased. Inparticular, the National Board of Health is now in charge of a strong planning and coordinationrole of the overall health sector (Olejaz et al. 2012). The regions have responsibility for hospitalsand general practitioners, while the municipalities carry out tasks related to prevention, healthpromotion and rehabilitation that do not take place during hospitalization (Ministry of the Interiorand Health 2004a). As before the reform, each year the three levels of government negotiateresource allocations, setting targets and priorities for health care expenditure. Important andsignificant changes also concerned the fiscal dimension of decentralization. The power of themeso level, namely the regions which replaced the counties, to levy taxes has been abolished.The current Danish health system is funded by the central government (around 82% of totalfunding in 2011) through a combination of block grants and activity-based financing, and bythe municipalities (around 18% of total funding in 2011) (Olejaz et al. 2012). This has meanta break with a tradition of strong autonomy of the county (now regional) level in financing thesystem. The rationale behind significant central government financing lies in the idea that thisgives the regions equal opportunities to finance health care services. In fact, central block grantsare distributed according to several sociodemographic criteria reflecting the expenditure required(Ministry of the Interior and Health 2005). Moreover, there has been some dissatisfactions withhow the counties implemented the yearly agreements, sometimes not fulfilling them10. As far asmunicipalities are concerned, though they kept their right to levy taxes, the central governmentincreased control over them (both on the expenditure and taxation sides). In 2008 the so-called"sanction legislation" was introduced and gradually tightened in the following years in compliancewith objectives of fiscal sustainability (Blom-Hansen 2012). This had important implication forboth the fiscal and administrative dimensions of decentralization.
 One might wonder why the Public Sector Tasks Commission appointed in 1996 did not pointto the need of a structural reform while, six years later, the 2002 Commission on AdministrativeStructure did. As explained by Johannes Due, chairman of both commissions, the members ofthe 1996 Commission were told that they could not propose any structural changes, namely anychanges in the size of subnational governments: «if you cannot do bigger sizes you cannot movetasks . . . and therefore we could not recommend any changes because we could not change thestructure»11. Performance issues were there, but there was no real will to change. Instead, central
 10Interview with Niels Jorgen Mau Pedersen (13 May 2016), Project Director at KORA (Danish Institute for Localand Regional Government Research) and former Deputy Permanent Secretary at Ministry of Economic Affairs and theInterior.
 11Interview with Johannes Due (9 May 2016), former top civil servant and Chairman of the Public Sector Tasks
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 actors (in particular the Prime Minister and the Ministry of the Interior and Health who were veryclose the the chairman of the Commission) in the new center-right government that appointedthe Commission in 2002 were strongly committed to change the overall structure of the publicsector12.
 This major reform, which has we have seen was not specifically concerned with the healthsector but involved the public sector as a whole (as with the structural reform of the 1970s),significantly affected the territorial organization of the Danish health system. However, if we takea long term perspective, these important changes were not a result of an abrupt process of change.Actually, interview data confirm that discussions over reform have been going on for more thanten years before the appointment of the Commission on Administrative Structure. Indeed, thoughin terms of structure no change occurred, during the 1990s the system of intergovernmentalbudgetary cooperation has witnessed some changes. In this view, the 2007 structural reformcan be seen as the culmination of a series of interventions that have gradually strengthen thecoordination of the system by the central government. Change has occurred through a mechanismof bricolage, whereby policy-makers have crafted new solutions by rearranging elements in therepertoire of already existing principles and practices at their disposal.
 Table 6: Dynamics of Health System Decentralization and Recentralization in Denmark
 Period Performance Issue(s) Mechanisms of Continuityand Change
 (Change in the) Degrees ofDecentralization
 1973 – early 1990s Expenditure control andcost containment
 Continuity through self-reinforcement
 Political: mediumAdmin.: mediumFiscal: high
 Early 1990s – present Geographical equity, effi-ciency, quality, fiscal sus-tainability
 Change through bricolage Political: medium to lowAdmin.: mediumFiscal: high to low
 Source: Author’s eleboration.
 Conclusion
 By focusing on the role of policy ideas and the nature of intergovernmental relations, this paperhas investigated why and how the territorial organization of the Italian and Danish health systemshas changed or remained stable over time. Through a comparative-historical analysis, I havetraced the process and reconstructed the mechanisms through which distinct patterns of healthsystem decentralization and recentralization have occurred in the two selected countries.
 The article has shown that change within the two health systems has followed an evolutionarypattern. As regards Italy, though during the 1980s the system suffered from inefficiencies, it has
 Commission and of the Commission on Administrative Structure.12Interview with Thorkil Juul (10 May 2016), former Deputy Permanent Secretary at the Ministry of the Interior
 and Health and member of the Commission on Administrative Structure.
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 been characterized by continuity through a mechanism of self-reinforcement. The rules of thegame and the institutional arrangements of decentralization, which gave strong power to politicalparties in the management of the system at subnational levels, proved to be difficult to change.During the early 1990s, policy ideas associated with the paradigm of the NPM were prominent inthe discourse among policy-makers and experts, and were seen as constituting the right receiptto solve the inherent problems of the system. Decentralization was thus reconfigured along thepolitical, administrative and fiscal dimensions through a mechanism of bricolage. The process ofdecentralization was further strengthened in the late 1990s, above all in its fiscal dimension, underthe influence of ideas promoting fiscal federalism. However, there were also raising concernsabout the potential drawbacks of decentralization in terms of geographical equity, and thereforethe central government role in setting standards and goals was emphasized. The main mechanismat work during those years was that of layering. During the last fifteen years, change continuedto occur through such a mechanism, with intergovernmental agreements functioning as a toolfor the central government to steer decentralization. These agreements represent recentralizingmeasures within the administrative dimension, in the attempt to strengthen the budget constraint.
 As regards Denmark, the decentralized arrangement of the system has remained substantiallyunchanged until the early 1990s. Continuity has been favoured by a tradition of cooperationand consensus seeking between national and subnational levels of government. The systemof intergovernmental cooperation in budget setting proved to be effective in facing issues ofexpenditure control and cost containment. Since the beginning of the 1990s, tensions between thenational and subnational levels started to rise, and intergovernmental agreements over budgetaryallocation becoming more and more detailed, limiting subnational autonomy over health carematters. Moreover, issues of geographical equity, efficiency and quality fueled a debate over theneed to reform the whole Danish public sector. As in the Italian case, a mechanism of bricolagewas at work. The 2007 structural reform can be seen as the culmination of a series of interventionsthat has gradually strengthened the role of the national level in steering the system. In the processleading to that reform, which contains strong elements of recentralization, policy ideas supportingthe benefits of economies of scale, as well as those associated with the broad paradigm of theNPM, were crucial driving forces. In this regard, NPM ideas in Denmark have been understoodin a different way with respect to Italy in the early 1990s, leading to more central control throughrecentralization.
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