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ABSTRACT

[i]

The present research aims to identify the timing of health care system introductions
in countries across the globe, an event which represents the state’s assumption of
substantial responsibility in the health (care) of its people. In doing so, we espe-
cially look for trends in time, which refers to the clustering of system introductions
over a distinct period, whether marked by shared historical experiences or by sim-
ple virtue of their proximity in years. Our study is structured as follows: First, we
set out to identify the infroduction date of each country’s system starting in 1883
with the creation of the first health care system in the world. We then proceed to
map out introduction dates for the entire period of observation and all countries
to explore whether trends emerge. Looking beyond domestic factors that are tra-
ditionally associated with the development of social policies, we explore the po-
tential impact of transnational events as drivers of social policy change, such as
de-colonization, membership in international organizations, and the introduction
of a health care system in a neighboring country. While the present paper does
not tease out the explanatory factors contributing to the rise of health care sys-
tems worldwide, by identifying trends in their timing, our study provides important
clues as to the potential influences of transnational interdependencies in driving
social policy, as well as points to future avenues for comparative research.
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ZUSAMMENFASSUNG

Die Einfohrung eines Gesundheitssystems ist ein Ereignis, das die Ubernahme
wesentlicher Verantwortung des Staates fur die Gesundheitsversorgung seiner
Bevélkerung darstellt. Ziel der vorliegenden Untersuchung ist es, den Zeitpunkt
dieses Ereignisses fir Lander auf der ganzen Welt zu identifizieren sowie an-
hand &hnlicher historischer Erfahrungen oder zeitlicher Nahe nach Trends zu
suchen, die sich auf die Haufung von SystemeinfGhrungen Gber einen bestim-
mten Zeitraum beziehen. Die Studie ist wie folgt aufgebaut: Beginnend mit
dem Jahr 1883, als das erste Gesundheitssystem der Welt entstand, werden
zunéchst die EinfGhrungsdaten der Gesundheitssysteme in den einzelnen Lan-
dern ermittelt. AnschlieBend werden die Einfohrungsdaten fir den gesamten
Beobachtungszeitraum und alle Lénder beschrieben und abgebildet, um zu un-
tersuchen, ob sich bestimmte Trends abzeichnen. Wéhrend inléndische Faktoren
traditionell mit der Entwicklung von Sozialpolitik in Verbindung gebracht werden,
stehen dartber hinaus transnationale Ereignisse, wie z. B. Entkolonialisierung,
die Mitgliedschaft in internationalen Organisationen und die EinfGhrung eines
Gesundheitssystems in einem Nachbarland, als Triebkrafte des sozialpolitischen
Wandels im Vordergrund dieser Untersuchung. Wenngleich in der vorliegenden
Arbeit keine erklérenden Faktoren, welche zum Aufstieg von Gesundheitssys-
temen weltweit beitragen, herausarbeitet werden, liefert die vorliegende Studie
durch die Identifizierung von Trends im zeitlichen Verlaut wichtige Hinweise auf
die potenziellen Einflisse transnationaler Interdependenzen bei der Steuerung der
Sozialpolitik und weist auf zukinftige Wege fur die vergleichende Forschung hin.
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1. INTRODUCTION

The aims of health care are both manifold
and ambitious, spanning a wide range of ac-
tivities to improve, maintain and prevent the
deterioration of the health status of individu-
als, as well as to mitigate the consequences
of ill-health through qualified health knowl-
edge (de Carvalho & Fischer, 2020). Given
the breadth of this mission and its bearing
on people’s lives, the emergence of the
health care system under public responsibili-
ty (hereafter health care system) represents a
groundbreaking event in social policy history
in a country — one in which the state takes
on responsibility for the financing, provision,
and/or regulation of health care.

Of all social policies, health care is said
to be the most controversial, constituting a
“boundary issue” of the welfare state as it
is not automatically accepted as part of the
social protection package such as unem-
ployment insurance and pension plans (Der-
thick, 1980; Immergut, 1992). According to
Immergut (1992), the introduction of health
policies represents the division between lib-
eralism/free market and socialism/planned
economy, and, therefore, is a highly politi-
cized issue that involve numerous societal
players. In analyzing the timing of health
care system infroductions worldwide, we
may understand when political processes re-
sult in the extension of social rights across
the globe, which advances our understand-
ing about the politics of the welfare state in
general, and when health care in included
in the political agenda. Further, its timing re-
flects the moment in which the state no lon-
ger relegates the totality of risk associated
with illness and injury to the individual, fam-
ily, or societal actors. Put differently, the state
finally ‘steps up’ in a fundamental area of
social protection. While the degree of state
involvement in health care may vary wildly
over space and time, all system introductions
share in the significance of this turning point
at which the state’s policy trajectory shifts to

pursue a commitment — even if minimal — to
the health of its people.

In the present study, we set out to identi-
fy this point in time for countries across the
globe, asking the two-fold question: When
do health care systems emerge and can pat-
terns be identified in the timing of system
introductions? To address the latter, we look
beyond established domestic factors associ-
ated with welfare state developments, such
as economic growth or the role of political
parties, to explore the potential impact of
major transnational events as drivers of so-
cial policy change, indicating possible caus-
al explanations to be investigated in future
research. More specifically, we examine
whether the timing of health care system in-
troductions worldwide clusters around one or
several of the following events: (1) political
independence following de-colonialization
and leading to a period of nation building;
(2) membership in an international organi-
zation (IO) concerned with health; and (3)
the introduction of a health care system in
a neighboring country. Crucially, by focusing
on major transnational events we do not ar-
gue against the significance of domestic fac-
tors rather we expand our analytical horizon
to include the space in which the domestic
meets the regional or global and becomes
transnational and interdependent.

In what follows, we begin by discussing
the main fenets of classical welfare state
and comparative social policy theories, be-
fore proceeding to more recent scholarship
— the insights of which inform the present
study: global social policy theory and the
transnational interdependencies’ framework
(TIF) (CRC, 2018; Deacon, 2007; Kaasch,
2012; Obinger, et al. 2012; Nullmeier et
al., 2021). We then describe our research
design and methods, including our opera-
tionalization of key concepts. Following this,
we present our findings under each major
transnational event and discuss their impor-
tance for understanding the timing of system
introductions. We conclude by reflecting on
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the strength and limitations of our study, as
well as with next steps for research.

2. THEORETICAL BACKGROUND:
WHAT DRIVES HEALTH CARE SYSTEM
INTRODUCTIONS®@

To be able to understand what drives health
care system introductions, it is first necessary
to pause and consider what is meant by a
health care system itself. Different defini-
tions can be found in extant scholarship, as
health care systems are a ‘conceptual mov-
ing target’ that reflect the researcher’s goals,
choices and interests (Frisina Doetter et al.,
2021). The present study defines healthcare
system as “the sum of all formal arrange-
ments concerning financing, regulation and
provision of qualified health services within
a society dealing specifically with healthcare
as an area of social protection” (de Carval-
ho & Fischer, 2020, p. 12). As concerns the
definition of health care system introductions,
here social scientific literature has not been
as abundant (de Carvalho & Fischer, 2020).
The complexity of developing a concept that
can capture the beginning of a health care
scheme lies in the fact that they are a sum of
processes and practices, and different ways
to measure their infroduction can be adopted
(Frisina Doetter et al., 2018). As previously
mentioned, this research focuses on systems
in which there is involvement of the state in
health care. Further, the initial involvement
of the central state is a necessary condition
for the introduction of a system, as observing
regional variation within states is beyond the
scope of this research. However, this does
not exclude non-state actors from having a
role in the system. In line with de Carvalho
and Fischer (2020), we hold three conditions
as necessary to identify the introduction of a
health care system. First, a first nation-wide
legislation must be ratified. Second, entitle-
ment to health care benefits must be enact-
ed. And third and finally, the elements of the
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health care system must be integrated, i.e.
the existence of a (set) of institution(s) mainly
responsible for health care.

Existing literature on health care system
introductions often concentrates on specific
types of systems, such as social health insur-
ance, or programs, such as vaccination and
disease-related policies (e.g. Flora & Alber,
1982; Hu & Manning, 2010; Immergut,
1992; Kéhler & Zacher, 1981). Scholarship
dealing with the worldwide introduction of
distinct and integrated health care systems
for which there is substantial involvement by
the state is lacking however. Further, litera-
ture that aims at explaining the emergence
and ongoing reform of health care systems
traditionally tends to look no farther than the
boundaries of the nation-state. Health care,
as all other areas of social policy, is viewed
almost exclusively as a domestic policy issue,
thus driven by developments from within. This
line of thinking characterizes much classical
welfare state and comparative social policy
theories which put the onus of explanation
on factors such as modernization (related
to industrialization and urbanization) and
conflicts and power resources in countries
(e.g., Myles & Quadagno, 2002; Wilensky,
1975). As regards the former, moderniza-
tion processes are said to represent a dou-
ble-edged sword: on the hand, eroding tra-
ditional means of social protection through
the family; on the other hand, affording the
necessary economic growth for the establish-
ment of health and other social protection
programs.

The claims surrounding modernization as
a driver of social policy expansion mainly rely
on large sample quantitative studies. By way
of example, research by Collier and Messick
(1975) and Usui (1994) involving countries
at varying stages of economic development
point to the correlation between per-capita
GDP and the early adoption of social pro-
tection schemes. In a similar vein, Schmitt et
al. (2015) identify a positive effect of GDP
on the adoption of health insurance in 177
territories and independent states over the



period of 1820 to 2013. Meanwhile, Kan-
gas (2012) attribute higher levels of indus-
trialization with the increased likelihood of
health insurance introductions across 43 Af-
rican nations. The impact of modernization
as a driver of social policy would therefore
appear robust. At closer examination, par-
ticularly involving smaller samples of cases
or single case studies, however, this impact
seems to wane. For instance, a look to the
work of Cutler and Johnson (2004), which
covers 20 OECD and Latin American coun-
tries, points fo contradictory evidence: higher
levels of GDP per capita are found to actually
slow down the implementation of a national
health insurance defined as compulsory cov-
erage for a broad class of people. Based on
such mixed results, it is therefore difficult to
conclude as to whether or when moderniza-
tion drives health care system introductions
or rather hampers it.

Similar inconsistencies characterize a sec-
ond strand of theory which looks to conflict
and power resources within states as a source
of explanation for social policy change. Such
approaches emphasize the role of political
regimes, particularly democratic representa-
tion and the power of left-wing parties and
unions, as drivers of social protection (Korpi,
1983). Based on a sample of 76 cases, for
example, Cutright (1965) finds that countries
with more representative governments tend
to introduce social security programs earlier
than elsewhere. This evidence is contradict-
ed, however, by the work of Flora and Alber
(1982) and Mares and Carnes (2009) which
points to monarchies or autocratic govern-
ments as early adopters of social policy.
Within the context of the latter, early imple-
mentation of social policy is undertaken as
a means to appease and control workers, to
acquire output legitimacy and stabilize re-
gimes with weak or without democratic legit-
imacy. Taken together, the competing claims
found within this body of literature offer little
clarity as to the precise role played by po-
litical regimes in contributing to health care
system introductions.

Crucially, classical welfare state and com-
parative social policy theories are marked not
only by mixed findings, but also by systematic
shortsightedness. That is, scholarship tends
to concentrate on high-income countries to
the neglect of the Global South. Amongst
other things, this means that the realities of
social policy making and health care system
developments in poorly resourced states go
undetected (Deacon, 2007; Yeates, 2008).
As examples, Blake and Adolino (2001), Im-
mergut (1992), Kéhler and Zacher (1981),
Lin and Carroll (2006) study the introduc-
tion and evolution of social health insurance
only in Western European countries. In re-
cent decades, scholarship on health care
systems of the Global South has expanded,
however it still falls short in comparison to
studies focusing on advanced economies (de
Carvalho et al., 2020). Further, this growing
literature mainly focuses on in-depth coun-
try analysis (e.g. Coleman, 2011; He & Wu,
2017; Tavecchi & Rebecchi, 2018), as well
as regional comparisons of current systems
(e.g. Azevedo, 2017; Balabanova et al.,
2011; Mesa-Lago, 2007), resulting in a lack
of systematic comparisons of health care
system introductions worldwide. The limita-
tions of such ‘theoretical nationalism’ do not
only impact research on the Global South:
social policy, including health care, in every
country is said to now face similar challeng-
es that may require solutions beyond the na-
tion-state level (e.g., demographic changes,
growing inequality, global socioeconomic
crises) (Obingeretal., 2012; Kaasch, 2013).

Over the past few decades, newer strands
of research coming from global social poli-
cy and, more recently, the TIF have emerged
to address some of the theoretical and em-
pirical shortcomings of classical approaches
by introducing a new focus on the transna-
tional context in which policy making un-
folds (CRC, 2018; Deacon, 2007; Kaasch,
2012; Obinger et al., 2012; Yeates, 2008).
The term ‘transnational’ is used here to cap-
ture the linkages between local, national, in-
ternational, and/or supranational actors of
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all stripes and colors across the boundaries
of the national. In the case of global social
policy theory, an analytical focus is decidedly
placed more heavily on the side of interna-
tional actors and processes — particularly in
the form of aid and activities set in motion
by international governmental and non-gov-
ernmental organizations (see e.g. Kaasch,
2012; Yeates, 2008). The TIF, instead, fol-
lows a more balanced approach in seeing
social policy as the result of interdependen-
cies arising between and across all levels
from the local and national to the region-
al and global (CRC, 2018; Obinger et al.,
2012; Nullmeier et al., 2021). But what do
interdependencies consist of and how can
they come to affect health care system intro-
ductions?

2.1 Transnational interdependencies
and health care system introduction

In attempting to explore the realm of the
“transnational’ and its significance for health
care system introductions, particularly with
a view fo the assumptions of the TIF (CRC,
2018), the role of interdependency between
actors comes to the fore. That is, the ac-
knowledgement that the actions of one actor
may impact another and vice versa. This may
involve the willful actions of actors such as
the waging of a war. Or, it may involve invol-
untary actions and consequences — such as
when the stock market crashes in one coun-
try causing ripple effects for other markets.
When such relations between actors are sys-
tematic and cross-national borders, one can
speak of a fransnational interdependencies.
It is important to note that interdependency
does not necessarily imply symmetry, as ac-
tors may wield different amounts of influence
in a relation (e.g., in the case of international
aid, the donor organization can be said to
wield more power than the receiving coun-
try that is dependent on financial assistance).
But what types of actions and actors can be
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expected to play a role in driving health care
system introductions?

To answer this question, we build on the
assumptions of the TIF (CRC, 2018) and
global health policy scholarship (Kaasch,
2012) by exploring the role of three trans-
national interdependencies:  colonialism;
membership in an infernational organiza-
tion; and geographic proximity. More spe-
cifically, these interdependencies can be said
to provide the context for specific processes'
to emerge — whether with the onset of the
interdependency, at some point during, or
at its suspension — that capture a set of re-
lated happenings unfolding within a distinct
period of time triggered by a major historical
event: (1) post-colonial nation building pro-
cesses following political independence and
the conclusion of colonialism; (2) assimila-
tion processes within a country following the
event of joining an international organiza-
tion concerned with health (i.e., the state of
maintaining membership taken as a transna-
tional interdependency); and (3) policy dif-
fusion processes unfolding in countries that
neighbor with a (regional) early adopter of
a health care system (i.e., introduction of a
health care system in a neighboring country
is a major historical event). In what follows,
we present the theoretical assumptions un-
derlying each of these processes as they ap-
ply to health care system introductions.

Post-colonial nation building processes
following political independence

The colonial legacy in health is most often
associated with imperial public health mea-
sures to control contagious and parasitic

1 In line with discussion by Vayda et al. (1991),
we use the term ‘processes’ to refer to a set of
related events that occur within specific temporal
parameters and which collectively lead to a given
outcome. To establish the existence of a process
entails going beyond loosely applied story telling
but necessitates strong evidence of a relationship
between events and between events and an out-
come.



diseases in order to foster economic activity
by keeping ‘bodies’ healthy enough to work
(Lasker, 1977). This typically involved inva-
sive means of behavioral control applied to
indigenous populations, as well as the un-
dermining of traditional healing practices.
Colonial public health programs were often
accompanied by a strong role for mission-
ary hospitals, which eventually gave way
to training centers for midwives and nurses
and, in some instances, some of the earliest
medical schools (Gros, 2016). In Africa, the
basic infrastructure set up during the colo-
nial period, especially by non-state actors,
became the organizational bases for numer-
ous post-colonial developments in health
care. This also applied to epistemic com-
munities: the British Medical Association, for
example, had representation in Africa, while
the political elite regularly received training
in imperial institutions of higher education.
Accordingly, the colonial period was marked
by a great deal of exposure to Western un-
derstandings of the body, as well as the in-
strumentalization of that knowledge to keep
labor supply abundant in the colonies.

With the advent of de-colonialization, po-
litical independence led to a period of na-
tionalization, particularly in Africa, in which
many newly formed governments took on
health care and other social policy issues as
a means of gaining legitimacy and forging a
new national identity (Gros, 2016). Often,
this translated to the government takeover
of pre-existing colonial institutions in health.
Thus, the policy and infrastructure that had
been left behind by former imperial powers
created a space for newly independent states
to occupy as part of their nation building pro-
cess. In the language of the TIF, this suggests
that colonialization — a transnational inter-
dependency — once disrupted by the event
of political independence, may give way to a
process of nation building that led to accel-
erated action in health and the introduction
of a health care system in a country.

SOCIUM -+ SFB 1342 WorkingPapers No. 16

Assimilation processes following the joining
of an international organization

With the development of new strands of
scholarship in global social policy and global
health, 1Os have become one of the main
protagonists in the study of social policies
(Yeates, 2008; Kaasch, 2015). Beyond the
obvious role of financing agents through
aid and loans, these actors are also sourc-
es of ideas and normative standards, dis-
seminators of models, promoters of policy
exchange, as well as advocators of rights
(Kaasch, 2013; de Carvalho et al., 2020).
Considering health care, two 1Os been espe-
cially active: The International Labor Organi-
zation (ILO) founded in 1919 and the World
Health Organization (WHO) established in
1956 (Sirrs, 2020; Kaasch, 2021). Particu-
larly for the countries of the Global South,
where limited capacity in terms of econom-
ic and technical resource mobilization is a
chronic issue, |Os play an important role
in financing, providing services, and even
regulating systems. These may result in an
imbalance of power, making low-to-middle
income countries more prone to internation-
al pressures and forces (Babb & Carruthers,
2008; Kaasch, 2013; de Carvalho et al.,
2020). Accordingly, we assume that mem-
bership in an IO concerned with health poli-
cy quickens the introduction of a health care
system in a country by triggering assimilation
processes — whether shaped by normative
changes through exposure to new policy
ideas and learning or through more forceful
means such as conditionality — in health care
in the new member state. We anticipate that
this will especially emerge in cases where
dependency on international aid is high, as
characterizes many countries in the Global

South.

Policy diffusion processes following the
introduction of a health care system in a
geographically proximate country (regional

neighborhood)

[5]



Geographic proximity has been found
to play a role in social policy diffusion and
transfer (Obinger et al., 2012). The main ar-
gument of this so-called neighborhood effect
is that the closer the countries are located to
each other, the more likely they are in con-
tact, which may lead to the spread of ideas
and normative standards, as well competi-
tion. Geographically close countries may in-
fluence each other as they have economic,
cultural, and linguistic similarities (Beck et
al., 2006). Further, spatial proximity inten-
sifies communication between countries, as
the exchange of information between neigh-
bors is higher (Obinger et al., 2012). These
shared ties may lead to the establishment
of similar welfare state institutions (Maags,
2020). For instance, Schmitt and Obinger
(2013) argue that policy examples from
neighboring states are usually considered
blueprints for domestic policies. In the pres-
ent study, however, we add a temporal ele-
ment to the neighborhood effect, assuming
that countries belonging to the same region
establish health care systems around the
same period, thereby suggesting a process
unfolding due to the major event of a system
introduction within the area.

3. METHODS

In order to identify trends in the timing of
health care system introductions, this research
descriptively shows when systems came into
being over time. In doing so, we focus on
systems in which there is substantial involve-
ment of the state in health care. As previous-
ly state, systems under public responsibility
are infroduced when (a) the first nation-wide
legislation is established; (b) entitlement to
health care benefits is enacted; and (c) the
elements of the health care system are inte-
grated. The first condition reflects the scope
of our research at the national level as the
locus of legislative action. Thus, health care
systems implemented only at the local level
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are excluded from the analysis, even when
they precede nation-wide schemes?. The sec-
ond condition refers to the establishment of
statutory rights to medical care as opposed
to voluntary benefits or sick pay. At last, the
third condition allows us to distinguish health
care systems from rudimentary and/or poli-
cies or programs.

We identify the introduction of health care
systems under public responsibility through a
five-step procedure: (1) the system must be
introduced by legal act; (2) this legislation
must be the first act of its kind ratified; (3)
an institution or a set of institutions must be
made explicitly responsible for health care;
(4) the legal act must establish entitlements
to health care; and (5) these entitlements
must define the population group(s) that can
access benefits/services. Table 1 summa-
rizes our operationalization of system intro-
duction. The practical approach to pinpoint
system beginnings starts with expert- judge-
ment, particularly found in extant scholar-
ship, about when a healthcare system has
been introduced in order to map potential
starting dates. Second, we evaluate these
possible introduction points against second-
ary literature, legal acts, and experts’ vali-
dation and based on the aforementioned
criteria for identifying health care system
introductions. The earliest date at which all
necessary conditions are met is taken as the
introduction point. The introduction of the
Uruguayan health care system illustrates our
practical procedure (Table 2)3.

To pinpoint infroduction dates, we exam-
ine states with more than 500,000 inhabi-
tants in 2017, resulting in a pool of 167 cas-

2 Even though we understand that the introduc-
tion of local systems may represent the first step
towards establishing nation-wide schemes, for
pragmatic purposes we limit our analysis to ar-
rangements put in place by central governments,
as legislations enacted by local governments are
not easily found for 167 countries.

3 Forafull account of the definition and operation-
alization employed in this research, see de Car-
valho & Fischer, 2020.



Table T.

Operationalization criteria for the introduction of health care systems under public responsibility

Conditions

Operationalization Criteria

Public responsibility

Introduced by nation-wide legislation

Entitlements to benefits

Definition of the population group for which is possible to receive benefits

Public responsibility AND entitlement to benefits

Entitlements must be established by legislation

Temporal criterion

First nation-wide legislation enacted

System integration

Existence of an institution or set of institutions explicitly responsible for health care

Source: de Carvalho & Fischer, 2020, p. 14.

Table 2.

Operationalization of health care system introductions — Practical procedure

Procedure

Potential Introduction Date |: 1910

Potential Introduction Date Il: 1934

Expert judgement on system intro-
duction

Government of Uruguay, 1913;
Pufales, 2002; Ferrari, 2010

Mufoz et al., 2010; ISAGS, 2012; Government of Uru-
guay, 2020

Has it been introduced through
nation-wide legislation?

Yes (Law No. 3724)

Yes (Law No. 9202)

Do entitlements define the popula-
tion group of beneficiaries?

Yes (People suffering with diseases,
homeless, disabled and elderly,
pregnant women, and children)

Yes (residents of the country)

Are entitlements established by a
legal act?

Yes (Law No.3724)

Yes (Law No. 9202)

Is there an institution, or set of insti-

tutions, responsible for healthcare?

Yes (Consejo de Salud Publica —
Public Health Council)

Yes (Ministry of Public Health)

Is this the earliest date that meets
the above criteria?

Yes

No

This is the beginning of the system?  Yes

No

Source: de Carvalho & Fischer, 2020, p.15.

es. Our period of observation starts in 1883
with the introduction of the first health care
system in the world (Barnighausen & Sauer-
born, 2002; Busse et al., 2017; Light, 1985),
and ends in 2015, when the last country es-
tablished a system. Since the boundaries of
states has changed over our period of ob-
servation, we also look for legislation in the
sovereign states preceding those currently in
existence. For nations which have been part
of larger political unions or confederations
and separated over the course of the obser-
vation period, as occurred particularly in Eu-
rope after the First World War and with the
collapse of the Soviet Union, we trace back
system beginnings to the first regulations ef-
fective in the respective territory. This means
that, e.g., the Central Asian nations of Ka-
zakhstan, Kyrgyzstan, Uzbekistan, Tajikistan,
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and Turkmenistan share the same introduc-
tion date, as the first health care system in
these territories was implemented by legis-
lation in the Soviet Union. Since our focus is
on sovereign states legislations, we do not
take into account the regulations of colonial
administrations to identify the emergence of
a healthcare system, as colonies were never
fully integrated into the colonizing state, but
an extra-territory where the rules applicable
to the colonial power did not automatical-
ly apply. Thus, for former colonies, we only
consider systems introduced affer indepen-
dence has been achieved”.

Drawing from global social policy theory
and the TIF framework, we observe whether

4 List with intfroduction dates and sources is avail-
able on Appendix C.
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Table 3.

Operationalization criteria for the introduction of health care systems under public responsibility

Assumption

Operationalization

» The analyzed countries are former British, French, Portuguese, and Spanish
colonies. We selected these colonial powers in line with Schmitt (2015, p. 332)
as “all other colonial powers had either only a very few colonies or maintained
their colonies for a much shorter duration”.

» When a country was colonized by more than one country, we consider it former

Political Independence

colony of the last colonizer.

» Independence year is set in accordance with the Correlates of War (CoW, 2021)

» Countries that became independent before 1883 are excluded from the
analysis, as health care systems did not exist at the time and, therefore, could

not diffuse®.

» ILO membership date®.
» WHO membership date.

International Organizations

» Countries of the Global South are operationalized according to the World Bank

income group classification (World Bank 2021). We consider the Global South
all countries that are not classified as high-income’.

Neighborhood Effect

» We consider ‘neighbors’ countries belonging fo the same region according to
the UN geographical regions classification®.

Source: own presentation.

the timing of system beginnings overlap with
selected transnational events in order to indi-
cate avenues for future explanatory research.
As we assume that, given the complexity of
the phenomena at hand, a considerable
time-lag can arise between the event itself
and the introduction of a health care sys-
tem, we take a period of up to ten and/or 15
years as evidence of a potential relationship.
The burden of proof for the latter, however,
rests on future analysis. Bearing this mind,
the present research is guided by the follow-
ing three assumptions: 78

a. Political Independence: Political indepen-
dence leads to a period of nation buil-
ding which accelerates the introduction of
health care systems in former colonies.

5 See Appendix B for independence dates and as-
signed colonizer.

6 See Appendix A for ILO and WHO membership
dates.

7 See Appendix A for complete list of countries and
World Bank income group classification.

8 See Appendix A for complete list of countries and
UN geographical region classification.
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b. IO Membership: Membership in an in-
ternational organization concerned with
health policy accelerates the introduction
of a health care system in a country.

c. The Neighborhood Effect: The introduc-
tion of a health care system in a neighbo-
ring country accelerates the introduction
of other systems within the region.

4. REesults

This section presents the findings of our study.
First, we elaborate on the temporal distribu-
tion of health care system introductions in
order to identify potential clusters in time.
Second, we examine whether the timing of
system beginnings overlaps with political in-
dependence, membership in international
organizations, and geographical proximity
of a healthcare system introduction.



Figure 1.

Temporal distribution of health care system introductions (health care system introductions

as percentage of existing countries)
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Temporal distribution of health care system
introductions

Our results suggest that 164 out of 167
countries currently have a health care system
under public responsibility in place. Chad,
Central African Republic, and Somalia are
the only states with more than 500,000 in-
habitants where the government does not
have a substantial role in the field (by Jan-
vary 2021). The first health care system was
established in 1883 in Germany, while the
last country to adopt a system was Burkina
Faso in 2015. Therefore, health care systems
have been introduced over a span of 132
years.

Figure 1 displays the temporal distribu-
tion of health care system introductions as
a percentage of existing countries. It is pos-

sible to observe several spikes in the graph,
but 1888, 1959 and 1975 were the years
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in which the most countries adopted health
care systems in relative terms. In 1888,
Austria and ltaly established systems, which
represents 5% of all existing countries at the
time of introduction. Egypt, Ethiopia, Hon-
duras, Morocco, and Syria created schemes,
accounting for 5.3% of the extant countries
in 1959. At last, in 1975 Angola, Congo,
Laos, Mali, Mauritius, Oman and Senegal
put systems in place, making 1975 the year
in which more countries adopted health care
systems in both relative and absolute terms.
Interestingly, the 1959 and the 1975 spikes
represent developments mainly in countries
of the Global South. Further, it is important
to highlight that the Austrian empire and Rus-
sia created their systems in 1888 and 1912,
respectively. In terms of current independent
countries, these adoptions resulted in sys-
tems being put in place in Austria, Bosnia
and Herzegovina, Croatia, Czech Republic,

[9]



Figure 2.

Absolute and cumulative number of health care system introductions by the number of

adoption candidates
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Slovakia, Slovenia, Armenia, Azerbaijan,
Belarus, Estonia, Georgia, Latvia, Lithuania,
Moldova and Ukraine.

The orange line, representing the cumu-
lative number of health care system intro-
ductions in percentage of existing countries,
shows consistent growth in the number of sys-
tems being introduced throughout the entire
period of observation. Between 1918 and
1960 one can see a sharper increase in the
development of arrangements, which seems
logical as the number of extant countries al-
most doubles during the period, from 59 in
1918 to 108 in 1960. Even though there is
a slight reduction in the number of system
introductions around the early 1960s, from
1965 to 2015 there is a steady growth in the
establishment of health care schemes, when
almost all existing countries put a system in
place.

Figure 2 illustrates the total number of
health care system infroductions by the num-
ber of candidates for adoption. The red line
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shows the cumulative number of health care
systems, and the orange line represents the
total number of extant countries without a
health care system in place, or what we refer
to as adoption candidates. For instance, 40
countries and one scheme existed in 1883;
therefore, there are 39 countries that can es-
tablish a system at this point in time. The blue
bars represent the number of systems intro-
duced in a year. As expected, the number
of health care system introductions and the
number of adoption candidates move in tan-
dem, showing a direct relationship between
these variables: The number of introductions
increase when the number of countries with
no arrangement in place grows, and in the
years in which less countries are at-risk of
creating a system, there is a reduction in the
number of systems being established.

We also attempt to verify the existence of
temporal cluster, delimited periods when a
great number of health care systems have
been introduced. However, both figures



Figure 3.

Health care system introduction in former colonies
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seem to suggest that health care schemes
have been introduced constantly and almost
evenly distributed throughout the whole pe-
riod of observation, with no clusters being
identified. The period with most activity, how-
ever, is from 1934 to 1980, when more than
half of all the existing health care systems
were introduced (92 out of 164).

Transnational interdependencies:
Assumptions for potential relationships of
health care system introductions

This section examines the potential rele-
vance of three transnational events, identi-
fied in the Global Social Policy and the TIF
scholarship, for trends in the timing of health
care system introductions observed above.

SOCIUM - SFB 1342 WorkingPapers No. 16

Assumption I: Political independence
leads to a period of nation building which
accelerates the introduction of health care
systems in former colonies.

Figure 3 displays the introduction of
health care systems in former British, French,
Portuguese and Spanish colonies?. The X-ax-
is shows the difference in years between the
establishment of a system and the indepen-
dence, with zero/blue line representing the
year of independence. As previously stated,
we consider all countries colonized by the
former colonial powers that became inde-
pendent after 1883, when the first health
care system came into existence. Further, in
this case, we are interested in cases in which
the period between independence and the

9  Appendix D visually represents the relationship
between political independence and health care
system introduction by country.
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establishment of a system is smaller, here in-
dicated by the red lines. This may indicate
that health care arrangements are part of the
nation building process.

The boxplots show that the median dif-
ference between both events is lowest for
former Portuguese colonies (2) and highest
for former Spanish colonies (38). The medi-
an differences for former British and French
colonies are 4 and 17, respectively. In for-
mer British colonies, 26 out of 46 cases ad-
opted schemes within 10 years of political
independence. Cyprus, Eswatini, Ghana,
Malaysia, New Zealand, Qatar, Saudi Ara-
bia, Singapore, South Sudan, Uganda, Unit-
ed Arab Emirates and Zambia introduced
health care system in the same year of be-
coming independent. If we expand this pe-
riod to 15-years, 67% of the cases created
system in the aftermath of the independence.
Considering former Portuguese countries,
Angola, Cape Verde, East Timor and Mo-
zambique introduced systems within 3 years
of political independence. For instance, An-
gola became independent in November 11
of 1975, and created its system in Decem-
ber 10 of the same year (Hilhorst & Serrano,
2010; Tallio, 2017). Among the 26 former
French colonies, 8 adopted a health care
system legislation within 10 years, and 11
within 15 years, which represents 30% and
42% of the cases. On the other hand, for
former Spanish colonies, political indepen-
dence does not seem to be closely related
to the introduction of health care systems. As
Figure 3 clearly shows, none of the coun-
tries intfroduced during the first 15 years of
independence and the median gap between
introduction year and independence is by far
the largest in this group.

The graph shows a potential relationship
between political independence and the
adoption of a health care system, as 38 out
of 81 countries introduced a scheme within
10 years, and 46 in the first 15 years of po-
litical independence.

socium

aaaaaaaaaaaaaaaaaaaaaaaa

‘.‘ Global Dynamics

of Social Policy
“’ CRC 1342

[12]

Assumption II: IO membership in an
international organization concerned with
health policy accelerates the introduction of
a health care system in a country.

As previously discussed, at the core of
the TIF and global social policy literature
are |Os and their impact on domestic social
policies. Based on this, we assume that be-
coming a member of an |O interested in the
field of health quickens the introduction of a
system due (but not limited) to recommen-
dations, pressure and knowledge sharing. In
this research, we highlight the ILO and WHO
as key 1Os in the field of health care. Addi-
tionally, we ask whether there is a triangular
relationship between membership, income
level, and health care system introductions,
hypothesizing that low-to-middle income
countries are more likely to be influenced by
external pressures associated with 10s and
foreign aid. Figures 4 to 7'° display health
care system introduction in Global North
and Global South countries after member-
ship in the ILO and WHO.

Figure 4 shows the timing of health
care system beginnings related to the year
of membership in the ILO for four income
groups. The X-axis shows the difference in
number of years between membership and
health care system adoption. While negative
values denote that systems have been intro-
duced before becoming part of the organi-
zations, positive values represent the number
of years between ILO membership and health
care system creation. The boxplots suggest
that the median time difference between
both events is lowest for high-income coun-
tries (-8) and highest in low-income coun-
tries (16). For both lower- and upper-mid-
dle-income countries the period is similar,
3 and 4 respectively. The great majority of
high-income countries introduced their sys-
tems already before becoming affiliated with

10 Appendix E visually represents the relationship
between ILO and WHO membership and health
care system infroduction by country.



Figure 4.
Health care system introductions in ILO country members by income groups
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Figure 5.
Health care system introductions in ILO country members
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the ILO; therefore, the phenomenon under
study is not associated with membership in
this institution.

Differently, the great majority of the low-
to-middle income countries introduced
health care arrangements after becoming an
ILO member, as only 35 out of 119 coun-
tries had a system before membership. If
we split this larger group, we can observe
that for low and lower-middle-income coun-
tries about 75% of the observations created
health care systems following ILO member-
ship. It is also worth noting that almost 50%
of lower-middle-income countries introduced
systems within 15 years after membership. If
we only consider countries that are adoption
candidates, out of the 33 lower-middle-in-
come countries that are adoption candi-
dates, around 64% adopted within 15 years
of association. Timing of introduction in this
income group seems to have the highest po-
tential for being associated with ILO mem-
bership.

Figure 5 displays in a map the relation-
ship between ILO membership and health
care system infroduction. Shades of yellow
to red, i.e. positive values, indicate that sys-
tem adoptions happened after membership.
Countries in grey are not members of the in-
stitution or do not have a system in place. It
is possible to observe that the great majori-
ty of countries adopted health care systems
after becoming ILO member. In countries
represented by different shades of yellow, the
period between membership and health care
system introduction is smaller. It is possible
to observe that the interval between mem-
bership and the adoption of health care ar-
rangements seems to be smaller in several
African and Latin American nations, com-
pared to Northern Asia and Europe, which
introduced before their ILO membership, or
large countries in south and south-east Asia
and Oceania, which adopted afterwards.

The relationship between WHO member-
ship and the introduction of health care sys-
tems is displayed in Figures 6 and 7. Figure
6 shows the median time difference between
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both events is lowest for high-incomers (-15)
and highest in lower-incomers (15). The
great majority of high-income countries (35)
had health care arrangements in place be-
fore becoming a WHO member, as this insti-
tution was created only in 1948 (Kott, 2019).
This also holds true fir upper-middle-income
countries. For this income group, the medi-
an time difference between both events is -4.
Therefore, health care system introductions
in richer countries are not associated with
WHO membership.

For low-middle- income and low-income
countries the great majority introduced their
health care systems after becoming WHO
members, representing about 75% and
more of the observations. The median time
difference between events in low-middle-and
low-income countries are 4 and 15, respec-
tively. It is important to note that 55,3% of
the lower-middle-income countries that are
candidates for adoption create a system
within 15 years. In summary, the figures show
a possible relationship between |O member-
ship and health care system introductions for
low-middle and low-incomers.

Figure 7 shows the interval between ILO
membership and health care system intro-
duction throughout the globe. Like the pre-
vious map, shades of yellow and red indi-
cate that system adoptions happened after
membership, and shades of purple and blue
before membership. Countries in grey are
not members of the WHO or do not have a
health care system in place. It is also possi-
ble to observe that most countries in Africa,
south east Asia, and North America adopted
health care systems after becoming WHO
member, while most European, central and
north Asian, as well as some south American
countries adopted before.

Comparing the relationship between ILO
and the WHO memberships with health care
system introductions, the boxplots present-
ed in this study have similar shapes. In both
cases, the majority of high-incomers had sys-
tems in place before membership, and the



Figure 6.
Health care system introductions in WHO country members by income group
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Figure 7.
Health care system introductions in WHO country members
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greatest part of low-middle- and low-incom-
ers did not have any arrangement in place
before becoming associated with these or-
ganizations. The great difference seems to
be found in upper-middle-incomers, as the
majority of the countries adopted systems
after ILO and before WHO memberships.
Therefore, it seems that membership and
health care system creation have a stronger
impact on poorer countries, both lower-mid-
dle and low-incomers.

Assumption lll: The introduction of a health
care system in a neighboring country
accelerates the introduction of other systems
within the region.

The neighborhood effect implies that
geographical proximity is a driver of social
policy diffusion and transfer. If this assump-
tion holds true, countries belonging to the
same geographic region adopt health care
systems around the same period. Figure 8
displays the total number health care system
introductions throughout our entire period
of observation within geographical regions
according to the United Nations’ classifica-
tion'". In Africa, health care systems were
introduced between 1957 and 2015. Gha-
na and Libya were the early- adopters, and
Burkina-Faso the laggard. Africa was the
last continent to start the introduction of the
schemes, and is the only continent where
we find countries without any arrangement
(Chad, Central African Republic, and So-
malia). In comparison to Europe, when Af-
rica introduced its first system, all European
states had a scheme in place except for Fin-
land (1963). Considering all regions, Africa
is the continent with the smallest difference
between the first and the last adopter, even
though this is spread over a 58 years-period.

11 North Korea and Kosovo are not part of the anal-
ysis as these countries are not classified in any
region by the UN classification.
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Considering African sub-regions'?, it is also
difficult to notice temporal clusters. Northern
Africa is the sub-region where we can find
the smallest interval between first and last in-
troduction (25 years).

For the other regions, the interval be-
tween first and last adoption is even larger;
however, it is possible to notice periods with
more intense activity, particularly in Asia. In
this continent, it is possible to notice some
clusters of health care system introduction. In
the 30- years-period, from 1948 and 1978,
30 systems were created, which may suggest
a snow-balling effect. Japan and Mongolia
were the first Asian countries to establish a
health care system under public responsibil-
ity, and Bhutan the last. In the Americas, the
period with most intense activity is from 1935
and 1980, but it is not possible to identify
temporal clusters. However, accounting only
for subregions, there is a shorter adoption
interval in Central America, where all seven
countries created systems within 14 vyears,
and Northern America, as Canada and the
US established systems in 1957 and 1965
respectively. In South America and the Ca-
ribbean, the number of introductions was
more spread. Uruguay was the first country
of this region to create a system: In 1910,
the Uruguayan government provided medi-
cal care to vulnerable groups, such as home-
less people, children, and pregnant women
(Government of Uruguay, 1913). Haiti was
the last country of the region to put a system
in place only in 1995.

It is also difficult to identify clusters of
health care system introductions in Europe,
as countries adopted arrangements through-
out an 80-years period. It is possible to no-
tice, nonetheless, that Europe was the first
region to start and to finish the implemen-
tation of health systems. At last, three out
of five countries adopted schemes between
1977 and 1979 in Oceania (Papua New
Guinea, Fiji and Solomon Island). Australia

12 See Appendix A for sub-region division according
to the UN classification (2021).



Figure 8.

Health care system introductions by geographical region
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passed a health care system legislation cre-
ating a system in 1953, and New Zealand
was the first country outside Europe to put
an arrangement in place yet in 1900. Based
on these, the introduction of a health care
scheme in a neighboring country does not
seem to have a great impact on the adoption
of such policy in countries belonging to the
same region.

5. DiscussioN AND CONCLUSION

The main goals of the present study were
to describe the timing of health care sys-
tem introductions and to present the data
collected within the research project Glob-
al developments in health care systems and
long-term care as a new social risk, part of

SOCIUM -+ SFB 1342 WorkingPapers No. 16

the Collaborative Research Center 1342:
Global Dynamics of Social Policy, based at
the University of Bremen, Germany. A sec-
ondary goal of this paper is to explore the
relationship between the timing of health
care system infroductions and three events:
political independence of a former colony,
IO membership, and the introduction of a
healthcare system in a neighboring country.
Each event represents a punctuated moment
in fime underlined by a complex set of in-
terdependencies both between countries and
between countries and 1Os.

Our study of healthcare system introduc-
tions led us to a number of important obser-
vations: By analyzing all countries with more
than 500,000 inhabitants in 2017, we iden-
tified the existence of systems under public
responsibility in 164 out of 167 countries.
Health care systems have been introduced

[17]



over a 132-year span, Germany being the
first adopter in 1883, and Burkina Faso the
last adopter in 2015. Regarding trends, we
observed that the establishment of systems
was constant throughout the whole period of
observation; however, it is possible to identify
years 1934 to 1980 as the period in which
the great maijority of systems were adopted in
both relative and absolute terms. We could
also verify that the three largest spikes in our
data (1888, 1959 and 1975) represent the
creation of systems in countries with simi-
lar economic levels. In 1888, high-income
countries infroduced systems; and in 1959
and 1975, only countries of the Global
South established arrangements. In terms of
geographical distribution, we observed that
European countries were the early adopters
of health care systems, and Africa was the
last region to start implementing arrange-
ments.

As previously mentioned, the secondary
goal of the study was to explore whether the
introduction of health care schemes over-
lopped with transnational events selected
in accordance with scholarship on global
social policy and TIFE. We reiterate that this
paper does not intend to establish causal
explanations, but to point to potential re-
lationships between the establishment of
health care systems and important historical
events on the basis of their temporal proxim-
ity. With respect to political independence,
our results point to a potential relationship
between independence and the creation of
health schemes, mainly in former British and
Portuguese colonies, where approximately
67% of the countries adopted systems within
15 years of independence.

Our second assumption dealt with the po-
tential relationship between membership in
|Os concerned with health and health care
system introductions, i.e. ILO and WHO. We
observed that most high-income countries
adopted systems before becoming mem-
bers of both institutions. A possible expla-
nation for this is that richer countries were
early-adopters and these institutions were
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only created later. Considering low- and
lower-middle-incomers, the great majority
did not have health arrangements in place
before membership in both the ILO and the
WHO. Our findings show a potential stron-
ger relationship between affiliation to the
organizations and health care system intro-
ductions: In both cases, about 75% of the
observations established health care systems
following membership. In upper-middle-in-
come countries, however, it seems that there
is a potential relationship between WHO
association and the creation of health care
schemes, but this correlation cannot be ob-
served when considering ILO membership.
In summary, our observation suggests a po-
tential relationship between ILO and WHO
membership for low and lower-middle-in-
comers, and upper-middle-incomers in the
case of the WHO. For high-income coun-
tries, the relationship seems to be inexistent.
This confirms our assumption that member-
ship in an 1O quickens the introduction of
a health care system in a country, especially
in cases where dependency on international
aid is high, as characterizes many countries
in the Global South.

We also attempted to observe a possible
connection between geographical proximity
and health care system introductions. Based
on the data presented in this research, geo-
graphical proximity added to temporal distri-
bution did show regional differences in tim-
ing of introduction, Europe being an early
adopter and Africa a laggard.

Despite a set of promising observations,
the present study is not without limitations.
With regard to health care system introduc-
tions’ data, we identify possible introduc-
tion dates through experts’ judgement only,
mainly found in English-language secondary
literature. This means that potential system
introductions not represented in this literature
were not included in our analysis. Second, as
our understanding of a system begins with
the enactment of the first health care legisla-
tion that meets our pre-established criteria,
we may identify as starting points legislation



that is approved but not implemented, and/
or may overlook fully functioning systems
that do not have any legal basis. Third, we
only consider countries having systems after
independence, excluding any potential sys-
tem implemented under, for instance, colo-
nial rule.

Regarding the assumptions indicating po-
tential relationships between event and health
care system introductions, the main limita-
tion in our study concerns the geograph-
ical proximity assumption. The UN-based
regional division is artificial, and countries
may be closer to other continents than na-
tions within the same region. Additionally, for
the assumption dealing with IO membership,
we define countries of the Global South as
low-to-upper-middle-income according to
the World Bank. This classification is fairly
recent, and we may categorize a nation as
high-income/Global North that at the mo-
ment of introduction would be considered as
part of the Global South.

To overcome many of the aforementioned
limitations, further research that tests the
strength of relationships between the timing
of system introductions and major transna-
tional events would be required. As a first
step, such research could employ correlation
and/or cluster analysis involving all cases or
subsets of cases (e.g., by income group or re-
gion). Then, as second step and on the basis
of statistical findings, qualitative case study
research could be conducted on select cases
to reconstruct causal narratives through pro-
cess-tracing. This would allow researchers to
explore the transnational interdependencies
at play in driving health care system intro-
ductions in different countries. As the results
of the present study suggest, the role of polit-
ical independence and nation building pro-
cesses following de-colonialization, as well
as IO membership in lower-middle-income
countries may provide good starting points
for future comparative research. Such work
stands to make important contributions to
enriching the burgeoning body of scholar-
ship on global social policy and the TIF.
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APPENDIX

Appendix A. Geographical division, income group, IOs membership, and heath
care system introduction year

Country name Abbreviation Sub-Region Region Income Gro Date of ILO | Date of WHO | Year of
uniry (CoW,2021) ub-reg! 9 P membership | membership | Introduction
Afghanistan AFG Southern Asia Asia Low income 1934 1948 1955
Albania ALB e e Lippar mlels 1991 1947 1927
rope income
Algeria* ALG Northern Africa | Africa Lower middle 1962 1962 1973
income
Angola ANG Middle Africa  Africa e el 1976 1976 1975
income
. . . Upper middle
Argentina ARG South America | Americas | | 1919 1948 1944
income
. . ) Upper middle
Armenia ARM Western Asia Asia . 1992 1992 1912
income
Australia AUL Oceania Oceania High income 1919 1948 1953
Austria AUS Western Europe | Europe High income 1947 1947 1888
Azerbaijan AZE Western Asia | Asia Upper middle 1992 1992 1912
income
Bahrain BAH Western Asia Asia High income 1977 1971 1973
Bangladesh BNG Southern Asia Asia !.ower middle 1972 1972 1972
income
Belarus BLR Eastern Europe | Europe Urparmitelts 1954 1948 1912
income
Belgium BEL Western Europe | Europe High income 1919 1948 1944
Benin* BEN Western Africa | Africa Lower middle 1960 1960 1997
income
. . Lower middle
Bhutan BHU Southern Asia Asia ) N/A 1982 2008
income
L . . Lower middle
Bolivia BOL South America | Americas | . 1919 1949 1938
income
Bos-mo and Herze- BOS Southern Eu- Europe -Upper middle 1993 1992 1888
govina rope income
Botswana BOT Southern Africa | Africa ppper el 1978 1975 1971
income
. . . Upper middle
Brazil BRA South America | Americas | . 1919 1948 1923
income
. Upper middle
Bulgaria BUL Eastern Europe | Europe . 1920 1948 1918
income
Burkina Faso* BFO Western Africa | Africa Low income 1960 1960 2015
Burundi BUI Eastern Africa Africa Low income 1963 1962 1980
Cambodia CAM South-eastern | 5 Lower middle 1969 1950 1997
Asia income
Cameroon CAO Middle Africa | Africa Lower middle 1960 1960 1968
income
Canada CAN :;’“hem Amer- | Americas | High income 1919 1946 1957
) ) Lower middle
Cape Verde CAP Western Africa | Africa . 1979 1976 1978
income
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Central African CEN Middle Africa  Africa Low income 1960 1960 N/A
Republic
Chad* CHA Middle Africa Africa Low income 1960 1961 N/A
Chile CHL South America | Americas | High income 1919 1948 1924
China CHN Eastern Asia Asia .Upper el 1919 1946 1951
income
. . . Upper middle
Colombia COL South America | Americas | . 1919 1959 1938
income
. . Lower middle
Comoros COM Eastern Africa Africa . 1978 1975 1994
income
Congo CON Middle Africa | Africa Lower middle 1960 1960 1975
income
Costa Rica COS Cenirol Amer- Americas ppper e tls 1944 1949 1941
ica income
N . . . Lower middle
Céte d'Ivoire CDI Western Africa | Africa ) 1960 1960 1965
income
. Southern Eu- T
Croatia CRO rope Europe High income 1992 1992 1888
. . Upper middle
Cuba CuB Caribbean Americas | . 1919 1950 1961
income
Cyprus CYP Western Asia Asia High income 1960 1961 1960
Czech Republic CZR Eastern Europe | Europe High income 1919 1993 1888
Democratic Republic . ) . .
DRC Middle Africa Africa Low income 1960 1961 1982
of the Congo
Denmark DEN ':)‘;:hem Eu- | Europe High income 1919 1948 1921
. . . . Lower middle
Djibouti DJI Eastern Africa Africa . 1978 1978 1999
income
. ) . . Upper middle
Dominican Republic | DOM Caribbean Americas | . 1924 1948 1947
income
East Timor ETM P L P Lower middle 2003 2003 2004
Asia income
) ) Upper middle
Ecuador ECU South America | Americas | . 1934 1949 1935
income
. . Lower middle
Egypt EGY Northern Africa | Africa ) 1936 1947 1959
income
El Salvador SAL Centrol Amer- Americas !_ower middle 1948 1948 1949
ica income
Equatorial Guinea EQG Middle Africa Africa .Upper el 1981 1980 1984
income
Eritrea ERI Eastern Africa Africa Low income 1993 1993 1996
Estonia EST Zzzhem Fu- | Europe High income 1992 1993 1912
. . ) Lower middle
Eswatini ESW Southern Africa | Africa . 1975 1973 1968
income
Ethiopia ETH Eastern Africa Africa Low income 1923 1947 1959
Fiii FIJ Oceania Oceaniq | pper middle 1974 1972 1978
income
Finland FIN :\(l)c;:hem Eu- Europe High income 1920 1947 1963
France FRN Western Europe | Europe High income 1919 1948 1893
Gabon* GAB Middle Africa | Africa Upper middle 1960 1960 2008
income
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Gambia GAM Western Africa | Africa Low income 1995 1971 1979
Georgia GRG Western Asia | Asia Llppar miflels 1993 1992 1912
income
Germany GMY Western Europe | Europe High income 1951 1951 1883
. . Lower middle
Ghana GHA Western Africa | Africa . 1957 1957 1957
income
Southern Eu- o
Greece GRC rope Europe High income 1919 1948 1934
Guatemala GUA Centrol A Americas ppper itk 1945 1949 1946
ica income
Guinea-Bissau GNB Western Africa | Africa Low income 1977 1974 1993
Guinea* GUI Western Africa | Africa Low income 1959 1959 1958
Guyana GUY South America | Americas | _PPer middle 1966 1966 1969
income
Haiti HAI Caribbean Americas | Low income 1919 1947 1995
Honduras HON Centrol Amer- Americas !_ower middle 1955 1949 1959
ica income
Hungary HUN Eastern Europe | Europe High income 1922 1948 1891
India IND Southern Asia | Asia Lower middle 1919 1948 1948
income
Indonesia INS South-eastern | Upper middle 1950 1950 1968
Asia income
Iran IRN Southern Asia | Asia Upper midde 1919 1946 1952
income
Iraq IRQ Western Asia | Asia Lper el 1932 1947 1964
income
Ireland IRE Ir\(l;r;‘hem Eu- Europe High income 1923 1947 1953
Israel ISR Western Asia Asia High income 1949 1949 1994
laly IRA i;’:;hem EU- Europe | Highincome 1945 1947 1888
. . . Upper middle
Jamaica JAM Caribbean Americas | . 1962 1963 1974
income
Japan JPN Eastern Asia Asia High income 1951 1951 1922
. : Upper middle
Jordan JOR Western Asia Asia . 1956 1947 1963
income
. . Upper middle
Kazakhstan KzZK Central Asia Asia ) 1993 1992 1924
income
. . Lower middle
Kenya KEN Eastern Africa Africa . 1964 1964 1965
income
Kosovo KOS Upper middle N/A 1922
income
Kuwait KUW Western Asia Asia High income 1961 1960 1962
Kyrgyzstan KYR Central Asia  Asia Lower middle 1992 1992 1924
income
Loos LAO So.uih-eastern s !_ower middle 1964 1950 1975
Asia income
Latvia LAT Northern Bu- 1 £ e High income 1991 1991 1912
rope
. : Upper middle
Lebanon LEB Western Asia Asia . 1948 1949 1963
income
. . Lower middle
Lesotho LES Southern Africa | Africa ) 1980 1967 1993
income
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Liberia LBR Western Africa | Africa Low income 1919 1947 2007
Libya LIB Northern Africa | Africa 'Upper middle 1952 1952 1957
income
Lithuania LT Zzzhem Fu- | Europe High income 1991 1991 1912
Luxembourg LUX Western Europe | Europe High income 1920 1948 1901
Madagascar* MAC Eastern Africa Alfrica Low income 1960 1961 1960
Malawi MAG Eastern Africa Africa Low income 1965 1965 1994
Malaysia MAW setuCeEul e errmitElta 1957 1958 1957
Asia income
Mali* MAL Western Africa | Africa Low income 1960 1960 1975
Mauritania MAA Western Africa | Africa Lower middle 1961 1961 1963
income
Mauritius MAS Eastern Africa Africa High income 1969 1968 1975
Mexico MEX e e 1931 1948 1942
ica income
Lower middle
Moldova MLD Eastern Europe | Europe . 1992 1992 1912
income
. ) ) Lower middle
Mongolia MON Eastern Asia Asia . 1968 1962 1922
income
Montenegro MNG Southern Bu- 1 ¢ e Upper middle 2006 2008 1922
rope income
Morocco* MOR Northern Africa | Africa Lower middle 1965 1956 1959
income
Mozambique MZM Eastern Africa Africa Low income 1976 1975 1977
i MYA Soliin-Gesizm | g e mitel2 1948 1948 1954
Asia income
Namibia NAM Souther Africa | Africa Upper middle 1978 1990 1990
income
Nepal NEP Southern Asia  Asia Lerizen taffeel2 1966 1953 2007
income
Netherlands NTH Western Europe | Europe High income 1919 1947 1941
New Zealand NEW Oceania Oceania High income 1919 1946 1900
Nicaragua NIC Central Amer- |\ ericas | oWer middle 1957 1950 1955
ica income
Niger NIR Western Africa | Africa Low income 1961 1960 1999
Nigeria NIG Western Africa | Africa !_ower middle 1960 1960 1999
income
North Korea PRK Asia Low income N/A N/A 1946
North Macedonia MKD Southern Bu- g e Upper middle 1993 1996 1922
rope income
Norway NOR Zzzhem = B High income 1919 1947 1909
Oman OMA Western Asia Asia High income 1994 1971 1975
Pakistan PAK Southern Asia Asia !_ower il 1947 1948 1965
income
Panama PAN E:niroﬂ Amer- Americas High income 1919 1951 1941
Papua New Guinea PNG Oceania Oceania !.ower el 1976 1976 1977
income
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Upper middle

Paraguay PAR South America | Americas | | 1956 1949 1936
income
. . Upper middle
Peru PER South America | Americas | . 1919 1949 1935
income
Philippines PHI South-eastern |\ . Lower middle 1948 1948 1954
Asia income
Poland POL Eastern Europe | Europe High income 1919 1948 1920
Portugal POR fg:;hem Ev- Europe High income 1919 1948 1935
Qatar QAT Western Asia Asia High income 1972 1972 1971
Romania ROM Eastern Europe | Europe High income 1956 1948 1933
Russia RUS Eastern Europe | Europe !Jpper itls 1954 1948 1912
income
Rwanda RWA Eastern Africa Africa Low income 1962 1962 2001
Saudi Arabia SAU Western Asia Asia High income 1976 1947 1932
Senegal SEN Western Africa | Africa Lower middle 1960 1960 1975
income
Serbia YUG Sl B0 Llppar miflels 2000 2002 1922
rope income
Sierra Leone SIE Western Africa | Africa Low income 1961 1961 2010
Sirgemens SIN i:i‘;'h'e“*em At Highh s 1965 1966 1965
Slovakia SLO Eastern Europe | Europe High income 1993 1993 1888
) Southern Eu- ol
Slovenia SLvV rope Europe High income 1992 1992 1888
) ) Lower middle
Solomon Islands SOL Oceania Oceania ) 1984 1983 1979
income
Somalia SOM Eastern Africa Africa Low income 1960 1961 N/A
South Africa SAF Southern Africa | Africa .Upper middle 1994 1947 1977
income
South Korea ROK Eastern Asia Asia High income 1991 1949 1976
South Sudan SSD Eastern Africa Africa Low income 2012 2011 2011
S SPN fg:;hem Fu- | Europe | High income 1956 1951 1942
. ) ) Lower middle
Sri Lanka SRI Southern Asia Asia ) 1948 1948 1952
income
Sudan SUbD Northern Africa | Africa Low income 1956 1956 1967
Suriname SUR South America | Americas | _PPer middle 1976 1976 1980
income
Sweden SWD :\(ljzr;hern Fu- Europe High income 1919 1947 1928
Switzerland SWZ | Western Europe Europe High income 1919 1947 1911
Syria SYR Western Asia Asia Low income 1947 1946 1959
Taiwan TAW Eastern Asia Asia High income N/A N/A 1950
Tajikistan TAJ Central Asia Asia Low income 1993 1992 1924
Tanzania TAZ Eastern Africa Africa !_ower middle 1962 1962 1977
income
Thailand THI Soubeedem | g Upper middle 1919 1947 1974
Asia income
Togo TOG Western Africa | Africa Low income 1960 1960 2011
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Trinidad and Tobago | TRI Caribbean Americas | High income 1963 1963 1964
Tunisia* TUN Northern Africa | Africa !.ower middle 1956 1956 1991
income
. ) Upper middle
Turkey TUR Western Asia Asia . 1932 1948 1950
income
. . . Upper middle
Turkmenistan TKM Central Asia Asia . 1993 1992 1924
income
Uganda UGA Eastern Africa Africa Low income 1963 1963 1962
. Lower middle
Ukraine UKR Eastern Europe | Europe . 1954 1948 1912
income
United Arab Emirates | UAE Western Asia Asia High income 1972 1972 1971
United Kingdom UKG :‘;:hem Eu- Elrope High income 1919 1946 1911
United States USA S;)dhern Amer- Americas | High income 1980 1948 1965
Uruguay URU South America | Americas | High income 1919 1949 1910
Uzbekistan uzB Central Asia  Asia Lower middle 1992 1992 1924
income
. . Upper middle
Venezuela VEN South America | Americas | . 1958 1948 1944
income
Vietnam DRV SCUhrEEE | g Lower middle 1992 1950 1954
Asia income
Yemen YEM Western Asia Asia Low income 1965 1953 1978
Zambia ZAM Eastern Africa Africa !.ower il 1964 1965 1964
income
; . . Lower middle
Zimbabwe ZIM Eastern Africa Africa 1980 1980 1980

income

* Infroduction years for countries signaled with asterisks need further validation from experts.
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Appendix B. Health care systems introduction in former colonies

Gl fozer | oy e oz

France Algerio* 1973 1962
Portugal Angola 1975 1975
Spain Argentina 1944 1841
Great Britain Australia 1953 1901
Great Britain Bahrain 1973 1971
Great Britain Bangladesh 1972 1971
France Benin* 1997 1960
Great Britain Bhutan 2008 1971
Spain Bolivia 1938 1848
Great Britain Botswana 1971 1966
Portugal Brazil 1923 1822
France Burkina Faso* 2015 1960
France Cambodia 1997 1953
France Cameroon 1968 1960
Great Britain Canada 1957 1841
Portugal Cape Verde 1978 1975
France Central African Republic* N/A 1958
France Chad* N/A 1958
Spain Chile 1924 1839
Spain Colombia 1938 1831
France Comoros 1994 1975
Spain Costa Rica 1941 1920
France Ivory Coast 1965 1960
Spain Cuba 1961 1909
Great Britain Cyprus 1960 1960
France Djibouti 1999 1977
France Dominican Republic 1947 1844
Portugal East Timor 2004 2002
Spain Ecuador 1935 1854
Great Britain Egypt 1959 1922
Spain El Salvador 1949 1875
Spain Equatorial Guinea 1984 1968
Great Britain Eswatini 1968 1968
Great Britain Fiji 1978 1970
France Gabon* 2008 1958
Great Britain Gambia 1979 1965
Great Britain Ghana 1957 1957
Spain Guatemala 1946 1868
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France Guinea* 1958 1958
Portugal Guinea-Bissau 1993 1974
Great Britain Guyana 1969 1966
France Haiti 1995 1934
Spain Honduras 1959 1899
Great Britain India 1948 1947
Great Britain Iraq 1964 1932
Great Britain Jamaica 1974 1962
Great Britain Jordan 1963 1946
Great Britain Kenya 1965 1963
Great Britain Kuwait 1962 1961
France Laos 1975 1953
France Lebanon 1963 1946
Great Britain Lesotho 1993 1966
France Madagascar* 1960 1960
Great Britain Malawi 1994 1964
Great Britain Malaysia 1957 1957
France Mali* 1975 1960
France Mauritania 1963 1960
Great Britain Mauritius 1975 1968
Spain Mexico 1942 1821
France Morocco* 1959 1956
Portugal Mozambique 1977 1975
Great Britain Myanmar (Burma) 1954 1948
Great Britain New Zealand 1907 1907
Spain Nicaragua 1955 1900
France Niger 1999 1960
Great Britain Nigeria 1999 1960
Great Britain Oman 1975 1971
Great Britain Pakistan 1965 1947
Spain Panama 1941 1903
Spain Paraguay 1936 1876
Spain Peru 1935 1839
Great Britain Qatar 1971 1971
Great Britain Saudi Arabia 1932 1932
France Senegal 1975 1960
Great Britain Sierra Leone 2010 1961
Great Britain Singapore 1965 1965
Great Britain Solomon Islands 1979 1978
Great Britain Somalia N/A 1960
Great Britain South Africa 1977 1910
Great Britain South Sudan 2011 2011
Great Britain Sri Lanka 1952 1948
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Great Britain Sudan 1967 1956
France Syria 1961 1961
Great Britain Tanzania 1977 1961
France Togo 2011 1960
Great Britain Trinidad and Tobago 1964 1962
France Tunisia* 1991 1956
Great Britain Uganda 1962 1962
Great Britain United Arab Emirates 1971 1971
Great Britain United States 1965 1776
Spain Uruguay 1910 1882
Spain Venezuela 1944 1841
France Vietnam 1954 1954
Great Britain Yemen 1978 1967
Great Britain Zambia 1964 1964
Great Britain Zimbabwe 1980 1965
* Infroduction years for countries signaled with asterisks need further validation from experts.
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Appendix C. Sources

Country

Year of System Introduction

Sources: System Introduction

Afghanistan

1955

Health Policy Project. (2015). A Health Insurance Feasibility
Study in Afghanistan: Learning from Other Countries, a Legal
Assessment, and a Stakeholder Analysis. Futures Group. Health
Pol-icy Project. Retrieved from https://www.healthpolicyproject.
com/pubs/756 AfghanistanHealthinsuranceFeasibilitFINAL.pdf

Albania

1927

Druga, E. (2021). The Health Care System in Albania (So-
cial Policy Country Briefs, No. 8). CRC 1342. Retrieved from
https://www.socialpolicydynamics.de/f/7cf906fb8e.pdf

Algeria*

1973

Algeria. (1974). Ordonnance no 73-65 du 28 décembre 1973
portant institution de la médecine gra-tuite dans les secteurs
sanitaires (Journal officiel n° 1 du 01.01.1974), Algeria.

Angola

1975

Fraystad, M., Maestad, O., & Villamil, N. (2011). Health Ser-
vices in Angola: Availability, Quality and Utilisation (R2011:9).
Retrieved from https://www.cmi.no/publications/
file/4319-health-services-in-angola.pdf.

Fustukian, S. (2004). Case Study 2: Review of Health Service
Delivery in Angola. DFID Report on Service Delivery in Difficult
Environments. Retrieved from https://sarpn.org/documents/
d0001276/P1514-Angola_Fustukian.pdf

Hilhorst, D., & Serrano, M. (2010), The humanitarian arena

in Angola, 1975-2008. Disasters, 34(s2), 183-201. Retrieved
from https://doi.org/10.1111/.1467-7717.2010.01153.x
Pavignani, E., & Colombo, A. (2001). Providing Health Services
in Countries Disrupted by Civil Wars. A Comparative Analy-

sis of Mozambique and Angola 1975-2000. World Health
Organi-zation. Retrieved from https://apps.who.int/disasters/
repo/14052.pdf

Queza, J.A. (2010). Sistema de Satde em Angola: Uma
Proposta & Luz da Reforma do Servigo Nacio-nal de Sadde em
Portugal (Master’s thesis, Universidade do Porto, Faculdade de
Medicina, Porto, Portugal) Retrieved from http://hdl.handle.net/
10216/50407

Tiago, J. (2011). A formacéo de auxiliares e técnicos de En-
fermagem nos periodos colonial e pés-independéncia: um
estudo dos egressos da Escola Técnica Profissional de Satde
de Luanda, Angola (Doctoral dissertation, Fundaggo Oswaldo
Cruz. Escola Nacional de Sadde Piblica Sergio Arouca, Rio
de Janeiro, Brazil). Retrieved from https://www.arca.fiocruz.br/

handle/icict/12354

Argentina

1944

Arce, H. E. (2013). Evolucién histérica del Sistema de Salud
argentino a lo largo del Siglo XX (Docto-ral dissertation, IUCS
- Fundacién H. A. Barceld, Buenos Aires, Argentina). Retrieved
from http://repositorio.barcelo.edu.ar/greenstone/collect/tesis/
index/assoc/HASHéect.dir/Tesis%20Doctorado%20Arce%20
Hugo%20Eduardo.pdf

Argentina. (1943). Decreto N.° 12.311/1943, que se crea la
Direccién Nacional de Salud Piblica y Asistencia Social, Ar-
gentina.

Argentina. (1944). Decreto N.° 30.655/1944, que crea la
comision de servicio social para propulsar la implantacién de
servicios sociales en establecimientos de cualquier actividad,
Argentina.

Armenia

1912

see Russia
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Australia

1953

Australia. (1953). Act No. 95 of 1953, Relating to the Provision
of Pharmaceutical, Sickness and Hospital Benefits, and of Medi-
cal and Dental Services, Australia.

Hilless, M., & Healy, J. (02001)[. Health care systems in transi-
tion: Australia. World Health Organiza-tion. Regional Office for
Europe. Retrieved from https://apps.who.int/iris/bitstream/han-
dle/10665/108466/HiT-3-13-2001-eng.pdf2sequence=8&is-
Allowed=y

Austria

1888

Bachner, F, Bobek, J., Habimana, K., Ladurner, J., Lepuschitz,
L., & Ostermann, H. (2018). Aus-tria: Health System Review.
Health Systems in Transition, 20(3), 1-258.

Hofmarcher, M.M., & Rack, H.M. (2006). Gesundheitssysteme
im Wandel: Osterreich. Kopenhagen: WHO Regionalbiiro for
Europa.

Kahler, PA., Zacher, H.F. (Eds.). (1981). Ein Jahrhundert So-
zialversicherung in der Bundesrepublik Deutschland, Frankreich,
Grof3britannien, Osterreich und der Schweiz. Berlin: Duncker &
Humblot.

Steiner, G. (2019). Die Sozialversicherung in Osterreich von
den Anféingen bis zum Ende der Mo-narchie. Soziale Sicherheit,

April, 158-72.

Azerbaijan

1912

see Russia

Bahrain

1973

Al Ghafri, A.S.H. (2007). Health systems performance assess-
ment and sustainable improvement in Bahrain, Kuwait and
Quatar (Doctoral dissertation, Imperial College, London, United
Kingdom). Retrieved from https://spiral.imperial.ac.uk/bit-
stream/10044/1/74957/1/AIGhafri-A-2019-PhD-Thesis.pdf
Kronfol, N.M. (2012). Historical Development of Health Systems
in the Arab Countries: A Review. Eastern Mediterranean Health
Journal, 18(11), 1151-1156.

Regional Health Systems Observatory [RHSO]. (2007). Health
System Profile: Bahrain. World Health Organization. Retrieved
from http://digicollection.org/hss/documents/s17291e/
s17291e.pdf.

Bangladesh

1972

Ahmed, S. M., Alam, B. B., Anwar, |., Begum, T., Huque, R.,
Khan, J. A., & Osman, F. A. (2015). Bangladesch: Health Sys-
tem Review. Health Systems in Transition, 5(3), 1-188.
Rahman, R. (2020). Shrinking the State: The Rise of Private
Sector Healthcare in Bangladesh. Journal of International
Development, 32(5), 717-726. Retrieved from https://doi.
org/10.1002/jid.3474

Belarus

1912

see Russia

Belgium

1944

Belgium. (1944). Social Security Act (Arrété-loi concernant la
sécurité sociale des travailleurs), Belgium.

Corens, D. (2007). Belgium: Health System Review. Health
Systems in Transition 9(2), 1-174.

Farman, C. H. (1950). World Developments in Social Security.
Social Security Bulletin 13(3), 3-12.

Sécurité Sociale. (2020). Lapparition de la séurité sociale en
Belgique. Retrieved from https://www.socialsecurity.be/citizen/
fr/propos-de-la-securite-sociale/|-apparition-de-la-securite-so-
ciale-en-belgique/1944

Benin*

1997

Benin. (1997). Décret No. 97-321 du 17 Juillet 1997. Portant
réglementation des Secours en Répu-blique du Bénin.

Bhutan

2008

Bhutan. (2008). Constitution of Bhutan.

Bolivia

1938

Ledo, C. & Soria, R. (2011). Sistema de salud de Bolivia. Salud
Piblica de México, 53(2), 109-119.

Lozano, G. M. (2002). Historia de la Salud Publica en Bolivia.
De las Juntas de Sanidad a los Direc-torios Locales de Salud.
La Paz, Bolivia: OPS/OMS.
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Bosnia and Herze-
govina

1888

Cain, J, & Jakubowski, E. (2002). Health Care Systems in Tran-
sition: Bosnia and Herzegovina. The European Observatory on
Health Care Systems. Retfrieved from https://www.euro.who.
int/__data/assets/pdf_file/0018/75132/E78673.pdf

see Austria

Botswana

1971

Botswana. (1971). Public Health Act 44, 1971.

Brazil

1923

Albuquerque, M. M. (1981). Pequena histéria da formacao
social brasileira. Rio de Janeiro, Brazil: Graal.

Batich, M. (2004). Previdéncia Do Trabalhador: Uma Trajetéria
Inesperada. Sdo Paulo Perspectives, 18(3), 33-40.

de Carvalho, G. (2020). The Health Care System in Brazil
(CRC 1342 Social Policy Country Briefs, No. 1). CRC 1342.
Retrieved from http://dx.doi.org/10.26092/elib/529

Bulgaria

1918

Balabanova, D. C. (2001). Financing the Health Care System
in Bulgaria: options and Strategies (Doctoral dissertation, Lon-
don School of Hygiene & Tropical Medicine, London, United
Kingdom). Retrieved from http://dx.doi.org/10.17037/
PUBS.00682297

Dimova, A. (2018). Health System Financing in Bulgaria. Var-
na, Bulgaria: Medical University Varna.

National Health Insurance Fund. (2009). Healthcare in Bul-
garia. Retrieved from https://www.en.nhif.bg/page/health-
care-in-bulgaria

Whitney, A. L. (1943). Labor Conditions in Bulgaria. Monthly
Labor Review, 57(4), 672-688.

Burkina Faso*

2015

Burkina Faso. (2015). Loi n® 060-2015/CNT portant régime
d’assurance maladie universelle, République Burkina Faso.

Burundi

1980

Arhin, D. C. (1994). The Health Card Insurance Scheme in Bu-
rundi: A Social Asset or a Non-viable Venture? Social Science &
Medicine, 39(6), 861-870.

Human Rights Watch. (2006). Burundi: A High Price to Pay De-
tention of Poor Patients in Burundian Hospitals. Human Rights
Watch, New York. Retrieved from https://www.hrw.org/sites/
default/files/reports/burundi0906webwcover 0.pdf

Cambodia

1997

Annear, PL., Grundy, J., Ir, P, Jacobs, B., Men, C., Nachtnebel,
M., Oum, S., Robins, A., & Ros, C.E. (2015). The Kingdom of
Cambodia. Health System Review. Health Systems in Transition,
2015(5), 1-174.

Grundy, J., Hoban, E., & Allender, S. (2016). Turning Points

in Political and Health Policy History: The Case of Cambodia
1975-2014. Health History, 18, 89-110.

Soth, S.B. (2016). Social and Cultural Rights Theory and Praxis
in the Cambodian Context. In: P Hor, P Kong, & J. Menzel
(Eds.), Cambodian Constitutional Law (pp. 557-679). Phnom
Penh, Cambodia: Konrad-Adenauer-Stiftung.

Cameroon

1968

Fouomene, E. (2013). Les protections traditionnelles et le dével-
oppement du systéme de sécurité social au Cameroun (Doc-
toral dissertation, University of Geneva, Geneva, Switzerland)

Thesis D. 865.
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Brewster, A. W. (1959). Canada's Federal-Provincial Program
of Hospitalization Insurance. Social Security Bulletin, 22(7),
12-16.

Deber, R. B. (2003). Health Care Reform: Lessons from Cana-
da. American Journal of Public Health, 93(1), 20-24.

Evans, R. G. (1992). The Canadian Health-Care Financing and
Delivery System: Its Experience and Lessons for Other Nations.
Yale Law & Policy Review, 10(2), 362-396.

Gelber, S. M. (1959). Hospital Insurance in Canada. Interna-
tional Labour Review, 79(3), 244-272.




Irvine, B. & Ferguson, S. (2002). Background Briefing: The Ca-
nadian Health Care System. Retrieved from https://www.cimca.
ca/i/m/Canadian-Health-Care-System-Background.pdf
Manga, P, Broyles, R. W. & Angus, D. E. (1987). The determi-
nants of hospital utilization under a universal public insurance
program in Canada. Medical Care, 25(7), 658-670.
Marchildon, G. P (2013). Canada: Health System Review.
Health Systems in Transition, 15(1), 1-179.

Naylor, C. D. (1999). Health Care in Canada: Incrementalism
under Fiscal Duress. Health Affairs, 18(3), 9-26.

Ostry, A. (2009). Part 1: National History of Medicine: The
Foundations of National Public Hospital Insurance. Canadian
Bulletin of Medical History, 26(2), 261-281.

Taylor, M. G. (1987). Health Insurance and Canadian Public
Policy: The Seven Decisions That Created the Health Insurance
System and Their Outcomes (2nd edition). Toronto, Canada:
McGill-Queen's University Press.

Turner, J. G. (1958). The Hospital Insurance and Diagnostic
Services Act: its impact on hospital administration. Canadian
Medical Association Journal, 78(10), 768-770.

Cape Verde

1978

United States Social Security Administration. (2019a). So-
cial Security Programs Throughout the World: Africa, 2019.
Retrieved from: https://www.ssa.gov/policy/docs/progdesc/
ssptw/2018-2019/africa/ssptw19africa.pdf

Central African Re-

public

N/A

Chad*

N/A

Chile

1924

Chile. (1924). Ley N.° 4054, de 26 de septiembre de 1924,
Chile. Retrieved from http://bcn.cl/2fa0w

Kritzer, B. E. (1983). Chile Changes its Health Care System.
Social Security Bulletin, 46(12), 16-18.

China

1951

State Council of China. (1953). Labour Insurance Regulations
of the People's Republic of China. Adopted by the 73rd Gov-
ernment Administrative Meeting of the Government Adminis-
tration Council on February 23, 1951. Bejing: State Council of
China.

Xi, S. (2018). The Institutional Evolution of Social Insurance in
China: A Sociological Study of Law Mobilization. Paris, France.
Shanghai, China: Université Paris-Saclay and East China Nor-
mal University.

Zhongwei, Z., Jia, H., & Zhao, J. (2017). Health inequalities,
medical insurance and medical financial assistance. In: B. Car-
illo, J. Hood, & P Kadetz (Eds.), Handbook of Welfare in China,
(pp. 98-143). Cheltenham, UK. Northampton, MA, USA: Ed-
ward Elgar Publishing.

Colombia
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Colombia. (1938). Ley 86 de 1938, por la cual se crean

los Ministerios de Trabajo, Higiene y Previsién Social y de la
Economia Nacional (Diario Oficial No 23.845, del 6 de agos-
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Gutiérrez, M.-T. (2010). Proceso de institucionalizacién de la
higiene: Estado, salubridad e higienismo en Colombia en la
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1994

Comoros. (1994). Loi No. 94-016/AF, 17 June, 1994, Co-
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Congo 1975

Congo. (1975). Congo Code du travail, Loi n°45-75 du 15
mars 1975 (Congo Labour Code, Law No. 45-75 of March
15, 1975).

Costa Rica 1941

Casas, A., & Vargas, H. (1980). The Health System in Costa
Rica: Toward a National Health Service. Journal of Public
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Systems of Mexico, Central America and the Caribbean. In S.
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Appendix D. Health care system introduction in former colonies

Figure 9.
Health care system introduction in former colonies by colonial power

S0M 7

Colonial Power

France

Great Britain

iso
=
g

Porrugal

Spain

OMN «
MAR 1
MET o
GUY 4
TPV -

o+

MOZ 4
KEN

TLS <
BHR
SLB<
KWT 4
IND <
BGD 4
ZMB 4

VINM 4
ARE
UGA 4

EELE
SGP =
SAU -
QAT -
MY'S -
MDG o
GIN <

GHA 4
SWZ+
CYPo
AGO
SYRA
NZL 4

‘L”"“"W"'“'""'ll |II-|||

50 60 0

=
e
=

20 30 40
Years of Independence at HCS Introduction

Source: own presentation.

SOCIUM - SFB 1342 WorkingPapers No. 16 [55]



Figure 10.
Health care system introduction in former colonies by introduction year after independence
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Appendix E. Health care system introduction in ILO country members

Figure 11.

Health care system introduction in high-income ILO country members
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Figure 12.
Health care system introduction in LMI ILO country members
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Figure 13.

Health care system introduction in high-income WHO country members
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