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a key vnriable in social science

"ﬁ.fv‘iuanalySis, but also an impqrtant subject of political cqndroversy . Regardless"‘

0 g L
of the tesearch paradigm add irrespective of thc social science discipline, A
4 centtalization has‘become the'focus'of much attention; "Inc political debate,

P A the amount of centralization~rwhether at the local or the national level--is
v, /".", - -y - . . .

LS f,L ipcreas ngly at stage center. In Great Britain, the debate over devolution

.

o ~
' v hqs revolved around the quest*on of,how much to decentralize the governing of

- Scotland The Bretons’ in France, the Basques in- Spain, the French Speaking

h g

PO .‘as,well as in countries in- othe parts of Africa and Asia concerning the

’
” 4 . ¢

. political system s level of cen ralization, indicating that the* issue of
: ¥ S

. '7ceptralization ¥s not a matter of concern only to western socleties.: " Nor L
‘ L v WA ' o
ie the subject of centralization a temporally defined problem\ The débate

¢

[] u
fvet centralization has been a'critical ‘one inm American history, ranging from
o' " . '//v
the debates of the Constitutionai Convention in 1787, through the civil war

and Reconstruction period to,recent'issuesxinvolving civil rights and revenue

R Lo . a : N

L . L , - , P
I shariné. . ! . . . ' . L
' " . - o 1 . vt

> -7

re is no consensus'among‘scholars, however, ‘concérning either the

lmeaning of the concept centralization dr how to measure 1it. Therefore, i

‘v /.

" . cumulative- social science knonledge about centralization has been slow to -

J
'emerge, eveg though lt is a critical concept which social scientists confront ° \\\
most every day Responding to this situation, this paper attempts several

a

thinga “1In the first section, it briefly surveys a few uses o! the” concept

vy T v -

in various social science disciplines. In the next, it offersﬂa definition

o
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,f‘% —of the Boncept and proposes a scheme for its operationalizntion. And in foo
A, ‘ . '\

the thitd section, it demonstrates how centralization may b‘\e\operationalizedy0

agsume that the samé method of operatio+alization could be used for ot'er

)

P licy areas-~-ge, g., transportation housing, etc., or in other oountries.\\g\gﬁi. .

y focusing on two policy areas within the same country, we demonstrate that

! . . \

it is somewhat erroneous to speak of country A or B as being centralized. ‘ \\<
| L

Within a particular country\ some policy sectors may be quite centralized and

ol

-~

-+ others decentralized: .

. \
- .

SOME PREVIOUS DISCUSSIONS OF CENTRALIZATION

[

.

) Centralization is a critical concept for social scientists _regardless of.
14

. : o
T , the unit of analysis. For example, Scholars focus-on centralization when’

analyzing total societies or total political ystems. «Others concentrate on .

R

”centralization when studying parts of political systems' political parties,

' delivery_systems for health, education, transportation, etc:'_Othersestudy )
. centralization when analyzing such compleg organizations“such as a corporation,

b

| L a university, an army, a prison. L 1///74' SRR - K .
o _ -' Among social scientists, sociologists have .made the most usée of the | '
concept centralization when studying total societies (Hage, 1972). For - N
';97 ' example, Marx and Weber, while holding to contrasting ;iews of society, were ‘
i dvery much concerned about the increasing tendency for industrialized societies .

to*become centralized nd hierarchical (Marx, 1967; Weber, 1958; Zeitz, 1976).
. K True both Marx and Weber focused‘much attention on the rigidity and oppression
‘ of centralized organizations but a critical concern was how ‘these organizations :

cause sdcieties to,become more centralized. More recently, ‘the French

. - - [ - % : ) 'Y
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soci@logist Michael Ct ier (l9bl;)., has also focﬂsed ,‘c'romsstiﬁl.l another ."-, .

~ i . Q"\A

L, . .,"’ R

'ffh“;fe | and khe Level o£ centralié%tion of a totak society. ;: - ,%f r_j~ “",f" -

*Ji“'ﬁg-\\\wrﬁglltical sdientists moreKthan sociolégists, have tended to focus on

Fa
] Ll

the leve of centralization of total political sysﬁgjg For example, Samuel F-.

R P Hunt#ngton (1968), - in an extrcmqu perceptive essay, explains.historically

B; )

“f.: _ why the American political system has been much more dencentralized than
-\/ . those of Western and Northern Europe. Lijphatb (1968) and Stein Rokkan (1970)
" are other political sdientists who have attempted to explain,‘at a theoretical

level and with empirical analysis, why certain western political systems vary 9¥:i
iu their level-of centralization. “‘ : ‘__f‘f:”l"f L 'f ;:. o ‘; f

\ . . ] . . . . B k
Ecqnomists\have also focused their attention on the level of centralizatiOn

n of tot{l political systems. For example, Peacock and Wiseman (1961) have s .

PN

\\bdel demonstrating how increases in the level of economic development cause

v . H ., oy

political systems ‘to become more centralized Meantime, their views have
[ S o' S e

atimulated other econom1sts to focus: on the relationship between changes%in AN

the economy and changes in levels of political centralization (Pryor, 1968)

v

Most of the scholarly discussion of centralization, however, has focused

level less grandiose than total societies or political syStems, though _
» ' A e
the a lysis often has had implications for the leve f\centralization for :

-For example,

) | the enti e sdciety
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dlaoqieties are becoming more centralized Focusing oh business firms, Adolf '_. .

Berla and Gardiner Means (1933) in the 1930 s argued that the power in large

he

g“ corporations was no longer being concentrated in the hands of the owners but

E was being passed to the control of’ a managerial class. R

-4

Meantime, qhandler (1946), in a number og retrospective studies has

' argued that the largest and most diverse business corporations had begun to.

,ﬂ adopt decentralized structures by the 1920 ] and that only-those mult?-product

I ‘ ' . - F

firms that adopted the decentralized structures were, successful in continuing B

' ‘a“" 4

" to. grow. At’ a more: recent date, Galbraith (1967) has argued that the ontrol, : \

W

s,
of large business firms has.decentralized into the: hands of the . technc rats.
. R . '|L', v - . Y
NumerOus scholars have focused on decentralization in other kinds of .
ﬁdrganizations.v For example many studies have: demonstrated that increasing <o

P

professionalization has led to decentralization in complex organizatio?s (Blau

< - ,

<

and Scott, 1962g§Wilensky and Lebeaux, 1958 Zeitz, 1976 Hall 1968) , Elsewﬁere,;
scholars, in a variety of disciplines, have fOcused -on the level of centralization

in various types of delivery systems (é g. health, education, atc ).’ Alford' %‘

(1972) study of the American health delivery system,-Stevens' (1966) analysisv' "

a0

of the BritisH NationalyHealth Service,sFreidman.s (l968) work oh housing are

examples of scholarship whidh argue t

:;prcentralization is a critiﬁrl variabkb

v

shaping the delivery of thexzérvices which they are analyzing. ,y;' ‘
' L - s ‘f‘ . . B o X

T o G ," SR : e N

The Determinants,anﬂ Consequencesgof Centralizatron : ; o 7"{ P
. - 7 . . R v -2

o T ‘ £ °
" The scholarly literature has not been very successful in explaining why . o
‘ : 0 4 by C a . - 'E

' different\types of actfyities or. institutions are’ centralized Focusing at I
- - .“ - - b '\ * - 2 “"
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,yg»'the ng/iOn-state level Peacock and Wiseman (1961) explalueu centralization -

‘1:_.' in terms of taxation and expenditures. They argued that during periods of

. " )
_' crisis--e 8. depressions and/or wars--governments increasé t:heir spending at.

T the central level thus becoming<more Centralized.a Integrating the crisis
dimension with the wOrk of Adolph Wagner, the Austrian economist, (1893) they

argued that centralization increases with the level of economic development.

’

This perspective while valid for Great Britain, does not hold up very well

‘"

when tested with many nation states, ,however (Pryor, 1968) Q‘

Alao focusing at the nation-state level, other scholars have argued that '

the more fragmented the society linguistically, religiously, andlethnically,

/

the greater the decentralization (Rokkan’ 1970; Lijphart, 1968 Wilensky, B

1975) But these views have been tested with very, few cases and for relatively

’ >

>

few time points.‘ And ‘this as well as our other theoretical literéture leave

¥ £

us without very much understanding concerning ‘the historical proceSs of '

- centralization decentralization among nation states. o
. , . : ‘ ] .

Similarly, the variables which shape the level of centralizationuamong
ol

'complex organizations are unclear. A number of scholars have argued that

increaping size, complexity, and professionalization lead to structural

decentrali;ation in complex organizations (Blau and Schoenherr, 1970; - Chandler,

1966, Zeitz, 1972) Unless structural decentralization occurs, the literature
| suggests that it bEcomes impossible for higher level manaJ.Es to maintain

direct supervislon over lower levels of an organization after it reaches

’ Y

certain level of size, complexity, and/or professionalization.. "y
. 3 PR 2 .
- . It is the consequences of centra11zation that has attracted much

- attention, not only in political debates but also in the scholarly Iiterature'

Political activitists and“Scholars haveklong;argued that depentrabization,'

g o : - \‘ . ! - - N . . w R N
. . . . N . . . ’
R s - - \ B . . .
0 A g LR ) . . '
R
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permits greater pprticipation, regardless of whether the unit of anaiysis e,
is total societies (Marx, 1967) political systems (Hamilton, et al., 196u),

political parties (Michels, 1962), or complex organizations (Hage, 1965) .

> Y e ,’” Meantime,_the scholarly literature argues that the centralization t.'

dimension Vefy much shapes a number of performance measures : levels of .

efficiency, rates of innovativeness, the degree of equality (Hage and *

-

"nollingsworth 1977) . HOWexer, the hypothesize re1ationship bétween the

.
‘level’ of efficiency and. performance varies somewhat depending on the unit of .

!‘naf;sis and the kind of activity being analyzed For example Adam’Smith,
the "father of modern capitalism" argued more than two hundred years ago‘

i 1

L that the most efficient economic system 1s a highly decentralized competitive

'y which |
one in which large numberngf\consumers transmit their tastes to. numerous

_ . [ -
producers who respond/§§ producing goods and: services at competitive prices .

v

e (Smith, 1960). 1In other words, efficiency is maximized when there are perfect
.markets, and those markets are hypothesized tofé;ist in ‘a decentralized
‘econdmy. On the other ‘hand, Hollingsworth, et al. (1978) have argued that
the marketszfor certain types of goods are imperfect and*that efficiency is

maximized ofil with a,ﬁégh degree. of centralization ‘ Medical care is such ‘

L}

an area, and a highly centralized system tends to maximize the level of -

/

efficiency of the health delivery system. ':5'_ B .l-k.-" i

Students of complex organizations have also argued that centralized

- @

power leads to efficiency, once there are controls for the level of complexity

and task difficulty (Zeitz, 1972 Perrow, 1972 ’aeber, 1958, Hage, 1965)

However, this 1iterature generally fails to specify how much centralization
~

is necessary o achieve efficiency : Presumably, some types of organizations,

LA

'require more cqntralization than others in order to attain the same 1eve1 of

efficiency, even after there are controls for levels of complexity and task

7

' difficulty.

o
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LR ' : "'J ' - ',;, . '7? - e IR .
. ‘Whether the unit of apalysis is a tqtal delivery system or conplen L
. . , . . _‘..'_, d ' /o . . N Lo . hd - . ' o
v organizations, there are numerous, studies which establish meaningful links ' ;

between centralization, and another performance area, the rate with which

innovations occur.' One” proposition which‘is quiee well established in the
‘
-literature states that the more centralized an organization or a delivery
-, oo * ) ot 3

»system, the slower it will be to adopt innovationh (Hage and. Aiken, 1971),_
but a centralized system, once it commits itself to a particular innova€{

v'will implement it more quickly than a decentralized system (Wilson, 1966
.'Zaltman, et al,,. 1973 Hollingsworth, et al., l978) While this literaturefl

'focuses on the speed with which innqvations are adopted or implemented
‘.another body of literature concentrates ony the rel&@fonship between centraliz-

4
-

. atiOn and the likelihood that discoveries or é;ventions will occur. Ben-David

\ h ]

(1971) for example has demonstrated that\the more decentralized the research

. ) faciliti s, the. greater the frequency with»which’ scientifiq discoveriquocqurred

N
N

L4

_in aqy\ral western countries. ‘ .
L o : e ! * \

e ',, The problem of establishing linkages between centralization .and equality :

]

© has been difficult, for the study. of equality is diffic 1t to measure.' One

v may meaSure equality across social’ classes, or in spatia1 terms-ni e. acrossg

p#

: regions Irrespective of the approach however, one must decide whether one '

ia dealing w1th the equality ofcaccess to resources (i e. health facilities,
schools, etc. ) or to the equality of 0utcomes (i/e levels of health; levels ‘
B of education) ;' There has been a substantial amount of literature qn the o ‘.

. relationship between centralization and,equality for various-types of.large?

v

scale deliveryfsystems (i.e. at the nation state level). And.the findings

suggest that centralization is more positively associated wfthvthe equplity
of access than with the .equality of‘outcomes--whether measured by social:

class, groups, or spatially.

e ] -
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innpvatiVenesa, equality, ‘or some other, the results of scholarly studies of
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A é°nc§PtU81 APEroach to Centralization ’ :v~

L . T g . \

;yf“V gf;_ Regatdlesa of the level of analysia, the concept "centralization" has'g

LN .

= been important in the study of policy fo

tion and implementation because' }NL}

. ,.it provides one way of dealing with the distribution of power.' As with\most ”_
o L

Lo approacheo that seek to- explore ¢he sourc of change in OF consequences of,

the distribution ofvpower v"centraliéation" ‘has proven difficult to‘defin/,and

A

~ “

_ ’operatibnalize.\ The purpose ‘of this section is distinguish among several of
_i~;" S the meanings and operationalizations of the temm, centralization, and to ;ff

- provide a gtounding for our approach ':;: f‘y.; o7 . v
o s C P ‘ - - -
-As it appears - infqhe 1iterature as either an independent or dependent ‘

e e variable, the term centralization is often degined implicitly, or splely by

rtference to empirical indicators. In studies of nation states or political

YO
o

;ystems centralization is usually defined as having to do with the structures

‘ L‘ of decision-méking A most commonly used indiéator is the ratio. of centra1
. 1 " _"'
government (or all government) expenditures to G.N. R._ Similar in intent but
~ n

a

‘not in co tent, are qualitative distinctions among systems that classify their
[ ) ; ” ,l

- 'g;decisioﬁ- aking-strucgures as "poly-cﬁntralized", federationiswy democratic, o

e ete. Both of these indicators appear to be attempts to tap the extent to * -
Q . X .
. which decisions are made by a single or.by man& authorities. . - o,
Such definitions also often attempt to build in some understanding about -

‘f‘~ the qualitative'aspects of the authorities—fi e., the comparison of the size

°
1 s

.f ' of the public versus the private sectors or, the ratio of central government
. ) A . > o
= to local-government expenditurese\ Here we focus concern not only on the . -

iasue of how many authorities are making critical decisions, but also on the

types of authorities (central government bureaucrats, local government elected ,

- . - e
'

officials, private individuals, etc: ).

R

¢ -



T ey e
& "v o we befieve we can introduce greater definitiOnal c1arity and clearer o

4 I ﬁ“ v
T

lnalytic insights by distinguiahing between two dimensions\th:b are usuafly

;-\,confoundedrln,operational definﬂtions of . the term-centralization., On one

hlnd, centralization hds been used to reﬁbr to' a st cturaﬂ aspett of ,’*"
‘,1.-‘. . *t v

decision-making-v are decisions about a’ particular resource allocation )

AT “'(money. persOngel information, etc.) msde by one or. many decisiondmakers?
v - _,-\ - ey
' On the other hand, centralizaeion has often been used to; rerfer to th levcli

. e RS

-

. at which decisions are made, and the qualitative pharaeteristips of the’

- :decision-makers' qre resources alldﬁated by the C°“§r81 deer“me“t’ by local -:';
U Sovernment or- by private mechanisms? Theq\latter ﬁypé?°f.défihiki
. . : Y I

basis of what elites afe involved what goals are being maximized, and what

_ interest§ are represented in the decision-making process. o ',' A v

.

: g = :
- In this paper we are attempting to buﬁld a frameWork for’ the analysia

of centralization ﬂased on the former, the purely dtructural definition. That
is, our focus is oh the degree of concentration in decision-making, and has no :

;direct reference to. who the decisipn-makers are, their interests and goals,
" and the inflm?nces affecting them For the purposes of this paper We define

centralization as the_proportion of all resources ofﬁa given txhe that are

i

- : : /
controlledggg,decisions made bx variousgprgportions of decision—making,authorities.

N [ . \ ‘ ' J. - . ]
Thus, our immediate cbncern ia'with ‘the issue’of whether all decisions\of a v

"

o - given type are: made by one or many ‘authorities (and the. balance of resources

cdntrolled across authorities), and not with who ohe apthorities ‘are.

A

There are two major reasons for drawing this distinction among the i‘ R

meanings implied by use of the term centralization., First, we are able -to’ e

o~

‘v,

‘ . unantify differences among Systems by fodusing on the purely structural
. R B . 4

aspects of decision-making as a prerequisite to the understanding of the

e e ) R k7 o <)
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(J L t
policy formation processes (agenda making, interest articulation, effective

. 2
-tepteaentation of~interests) and policy-implementatton and performance o "

processes (diffusion, standardization across space, etc )
J

‘ “h""'ihx - It is obviously desirable. for comparative analysis to define centraliza- N ;<
» ‘ . « 0 . *

;. tion in a vay that allows both' crpss-time and -across-system variation to be )

‘.

. . ’ o . ¢ . . N
represented Measures'that focwus on a simple'ratio (evg. central government

o~ expenditure/c :N.P.) are comparable in time and space, but do not adequatefy
fcapture the complexity of decis1on-making structures. More qualitative - ’
mea9ures (e g. degree of polycentralism) capture much of ‘the variety of I |
D ‘decision-making structures, but‘these measures are difficult to'use comparatively, 71
— o A - .

and are statistica11y~intractable. L N A

-

'i?:}:. : A Distinguishihg between the structural aspects of decidion-making (i e. . d ,
.what proportiod of decision makers control what prqportion<bf decisions), .
qualitatiye aspects. (by whom are decisions made), allows for the study of the Ly
e h 7'f'interre1ationships between the two dimensions. Indeed the re1ationships

between the cOncentration of control and the nature of the dominant actors in

a decision-making structure may be qq}te'complek. Structures of decision-’
Ny - v ,
‘making are often deliberate constructions of the most powerful actors, and

the relative power of actors 1is, in part, determined‘by the positions they

h ‘ hold within the - structure of decision-making.
Qur conceptual definition of the structural dimension of centralization

) is the degree of concentration in the distribution of control over~resource.:

3

flows across decision making points in a system in order to operationalize
this approach it is necessary to dcfine system boundaries, types of resource

flows, and decision makers, as well as to measure degrees of concentration

in‘the-joint"distribution(of controls over flows across decision-makers.
AR : . ‘
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- ) In undertakihg this eXercise with regard to medical and education delivery

o N > ‘
N -

systems in the United States and Britain we have relied heavily on systems
S

) v 1 theOry and cybernetics to identify these quantities.- The intellectual

baggage of systems theory and cybernetics is not essential for the current

approach to centralization. Any paridigmatic approach that allows for the
identification of'critical decisions and decis@on-makers within some'bopnded

>

social organization would be edually applicable. . T

System Boundaries o Y4

_To define the concentration of decisiﬁﬂrmaking in a syso?h, the boundaries

* of the system must be clearly understood In examining medical care, one

could focus on the doctor- patient interaction, on a hospital, or on the wider-
4

network of organizations prov1ding medical care with!"some geographical

-~

bouhdary. The notion of centralization as the "concentration of decision-

a
R

making is equally applicable at each. of thése levels of analysis though our -
examples speak only to national 1eve1 delivery systems. '

ot The houndaries of a system may be drawn in any numBergpf wajs, to suit
the needs of the analysis: Generally, howener,_a system -is defined as having
inputs, prodhction processes, and outputs, with boundaries composed of
extraction of resources ‘from the environment and disposal of outputs to the

environment. For thelpurposes of our examples, we have defined these

s -

boundaries in national, medical and education delivery:systems as toilows.
In meoical care, we regard the boundaries as composed of those'individuals“
andAorganizations~that extract resources srom the enyironment and allocate
these resources to medical care, and which return curative nmedical treatments

to the environment. Specitically; governments, social insurance systems,

private insurance systems, hospitals, clinics,”and other physieians practices

o 3
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serve this function. Organizations such as pharmaceutical and medical v

construction providers are not includedvasvpart’of‘the system as’ considered )
here,'in that they do not make decisions to allocate resources to medical

,cate or actually produce health care treatments. In education; the'basic oo

s ~

: ptoductive organizations which we choose to regargd as parts of .the system o

are the schools, but we also choose to include those’ organizations (in

‘ . y X - - C . “
patticular governments) that are responsible for the extraction of resouzces -

and their allocation to the production of fonnaL education. We are thus not
N

speaking of all organizations that play sogi role in the production £ health i

-

or education in societies, but rather more limited organizational networks. \

. 3
v R ) . ¢

-~ =, ¢

Identifying Decisions .

One of the major insights‘of the current épfroach'to centraliaation.is
that in anyysdcial organization, there are many types of critical‘deCisions e
.and'that‘the degree of concentration in the struCture-of decisiondmaking may

‘yary_from one issue to another; We havesused’the systemshperspective outlined

in Figure Oneqto identify'critical types of decisions in organizations, though

Co . . : LI
other perspectives might supply somewhat different/lists.

13

. Figure One “About Here
. “i; '/

——

oo
4

;.

. Our perspéctive defines the system which interests us by its inputs
ikified

P
production processes, outpmts, and informat}on “flows. Decisions are ide

as the mechanisms by which input flowsihproduction processes, outpkt flows,
N i B ] ’

.

' : . ) : o .
and qnformation are allocated betweén the system and its environment and 1

across actors within the system. Vafious proportions of each of the. flows

in the/system may be directly controlled by one or many actors
4 . . i
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Figure One

" Conceptual Framework and Types of Critical Deéisions

~
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S @ 7“:'In compleg systems, such as national leve1 mediqal ‘and education *;1
e delivery, the:e exist a near infinite number of inputs, prod%ction processes,

) . o ) -

outputs, and types. of information : System inputs in education, fd% exam e,_ﬂ

N could be defined as including everything, from the money to pay teacher s | X

é
-

salaries to the provision of erasers for blackboards. -Production processes
sl A,
-in health could ﬁ% ddsaggregated into radiology, pathology, etc. System

. -

/}_:: ontputs it medical carg include teacher s time consumed,(student.
7 and many others. " There are also multiple types of information flc
4

'including rmance evaluation price setting”,an§ the likg A descrip-

-~ E r A d-cM,

tively adequate study of conCentration of decision-making in medical care,

educatedi

or education must be concerned with all of these many types of decisions, S

<

» but 1t 1s technically impossible to deal with/the problem in}such a
disaggregated fashion. To reduce this complexity, we have'borrowedlheavily
n oL ' ) . , ’ / ' ) : . \ ,v-;/ .> ‘ '
_ from _the economist's gonceptual approaches to productive- systems. .

"o When an economist speaks®of the production of a given-commodity, say
' 4

steel (which is, in fact, many different comp

-
* s -

odities), he identifies the

§ . systempin question by its outputs, and”a' Jfies the system inputs as land,

labor, and physiﬁas'capital. -The prodt $elrocess itself (fueling furnaces,
ag : A e , .

smelting and pouring, rolling, efc ) is norm;\1y~characterized as a unitary »

-~ - .

’"production function." - "Decisions," when CPQ,S stem 1s described in such

a gregate terms, refer to the vauisitiQn of labor capital,-andvraw
.0
—materials, refer to‘managing the production process itself, and refer to the ,

L Y »

iy continuation of these functions.. This approach can be applied to an analysis ‘
" of medical and educationh delivery systems, also considered as production

. systems.
Pl

In national medical care.and education systems, we regard th&'factors
A \ .

of'production.as consisting of physical capital, knowleédge capital, and

ey . e
L.

[,

¢
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.‘1 . * C. '.‘ ) g ' -
'( ‘!. .. ' L . R "., . ’ . - T . 1 . . -~
\ ‘ ' Taw materials. We~approach the concentration of decisionsmaking in regard: f‘ v
s L . . ~ \ -
to these inputs by examining the degree to which decisions abouq Lthe supply

. Lo

of moqey, professional personnel, and raw materials (students, patients)

- . ' - [

,are,made in a single locatiom. With regard to the "production function""in -

.o ‘. .
- — - ‘.

medical care and education, we are concerned with the problem of the ¢oncentra-\'

r I AP . -
. - - ~

ef.'{[ 'tidn of dec{sion-making about professional standards (e g. “which patients or

L I R stueents are to receive how much of what types of treatments or curricula)

K .- - ° : -
s N .

X In examining cross system and, cross time changes i? thé'concenfration of"' L 'Bs
vi““' "'decision making ab0ut.inform&tionfflows, we have fboused on price setting e qh
_ ‘ .:gecisions. Other information decisions that act to'cOordinate‘system activiﬁv}y
o éi such as the evaluation of‘performance could also:be‘con§idered R

4

. To summarize: we have-used a systems approach rdughly analogq’s to ﬂ, s
- those of the economist in order to identifyvthe critical dimensioné of decisionr o

.

s

making in medical care and’ education We ' wi11~be concerned with the degree of C

. \ .
concentration in those decisi0ns\sha€ extract res0urces from the environment

-8

(physical capital knowledge, and raw materials) govern the technical and

Sa organizational aspects of production of h Ith'hfd education (treatment
' decisions and administrative decisions), and govern flows of coordinating
information.in,the‘system (prices). In°0uriempirical'examples, ve will give

each of these types of decisions a specific referent, e.g. hiring'of'staff

v Al

]

for knowledge inputs. ‘ﬁhile we might use alternative conceptual frameworkS»vh;

in order to identify critical types of decisions, we use systemsﬂtheoryiand
v‘ o ol v N , . )
cybernetics because of the personal tastes®of the authors. In order to
2
ope;ationalize the degree of concentration in decision—making with regard af'

to the types of decisions identified here, it is necessary to identify

decision-making authorities and the degree of control of each authority .M
* . ‘ . » S T ’ . )

over the aggregate flow of Tesources goverped by each decision type.

1
P
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Identifyinggpecision Making,Authorities i ooy e 3

L o LRSS 3' o

Following from the abové\ﬂisl:ssion we define a decision-making, . f.f RS

-
.~

- . ’ , . - .

1N
authority as any eqtity that .govefns the flow of the.Supply oggphysical T: IEER
cdpital, the supply of knowledge capital the Suppiy of students"orgpatients
(raﬁ materials), the professional standards of treatmentlithe administrattve

aspects of treatmentl oj information (pr ices) Again, it rd" imbortant to

' - e . .
A . *

distinguish between the manner in which decisions is made and&the degree of

» s

~ conientration in decision makinﬁ For example, in the United States the

- ' PRl . -
pE S ° ’

decision to build a municﬁpal hospital (physical capital input) is made at -
theﬂlocal government level bFor Our'purposes, it does not matter that- this- ‘ o ‘il
. . ! ¢ - oty - ’ i
decision is contingent on the approval of a majority of" the citi;enxy (via"", 7‘;
bonding referenda) or contingent on the provision of federal matching funds._ i

Regardless of what considerations are taken into‘acT:unt and what interest .

grOups may dominate ‘the ‘decision; the decision to build is made by local o T
government-—nbt by central government or by private individuals In this Corf .

. - , .
case, each local government ‘may be regarded as a decision-making authority

with regard to the provision of physical capital in the health cate system
Once _the types of decisions of interest have been decided it?becomes a
K

r0utine (albeit often very difficult) empirical matter. to identify what part

, |

: .
of éhe system is controlled by what decision—makers. In examining medical

)

care and education delivery in Britain and the United States, we have found
a N 4
it most helpful to approach these empirical matters by 1dentifying the share
" 2 .
of decisions of *a. particular type that are made by central governments, local'< e

2

governments, and vari0us priyate sector institutions It is u8ually not

possible to acquire data that would be wholly adequate to specify the share

K

of the total decision flow of a particular type controlled by each individual
v ‘ L ¢ ' . .ﬂ{ . . ‘
decision point. : _ o : .

~/
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: , o The empirical materials which ‘we present are based on ev;luations of
RS : " .
5 what pr0portions ogya given type of resource flow is controlled by central

e ‘_. o 2 i

governments, local gkvgrnments, and priVate sector institutions. For our

' s ST .
purposes this id merely aTconvenient sh0rthand way of counting the.numbers -

e »

9

.~ of decision—making authdrities. It does not matter, from a structural ¢
) - ° . \.

. perspective, wﬁether a given decision-maker happens to be governmental or

3 ¢ . . . . , -
in the private sector. S L . )
- ca i 2 . e » . )
e - . . Summa§y Measures. of Concentration ' : .
, o o /A R - .
I - We could obtdin a fai\iy clear understanding of cross- national and over

time variation in the degree of concentration in decision-making by examining

®

e changes in the numbers of decision-makers and changes in the resources -

o controlled by central governments, local governments, and the priyate sector
In order to have clear emphasis on ‘the structural nature of our measures of -
, L .

concentration in'decision-making, we have gone a step further and have

calculated gini concentration coefficients'of the,joint cumulatfve frequency

distributions of_the resqurgces controlled by different authorities.
%

/

The gini concentration coefficients presgpted here vary from a minimum

NN
]

degree of concentration (zero) to a maximum of one. A score of zero indicates

? that each decision-making authority in the system controls an equal proportion

-

of a given type‘of resource decisions Conversely, gini concentration .
coefficients approaching unity imply that a single decision-maker controls
| nearly all oﬁ a given resource flow. This would be the case, for example,ﬂ
._;N§ , l~‘ if the central government provided ninety-eight percent of the financial h
\\\\gv\resources in\medical care. ‘ : |

Concentration coefficients have the major advantage of providing a

#

directly comparable summary measure across space~and time, but also have

: ;- .

» . . ) ‘ . ’.\




' a few drawbacks. A number of pieces of information of some substantive

.

t"F‘hf intereet are lost when calculating a gini coefficient. First, two distribu—_'
{ tions of dissimilar shape-may be characterized by the same degtee of overall

c0ncentration. Second, since the coefficients are caléhlated on the

BT

A ]

| //,‘ a proportions of decision—makers_and proportions of resources conFrolled, no-
o ~information is available from the coefficient on the absolute numbers of
\

W )

. each.involved, Finally, he coefficient does not provide any direct

information on who various deciéion-makers are, and where a particular]type

4ia

: - ‘ . . :
’ of decision maker falls in the overall distribution. \To correct for these

deficiencies<pf'the summary measure we have presented tables throughout the

. A . .
v _ text giving the actual numbers of decision-making . authorities and the
o o . .
T distributions-oeresource flows. . . )
cl v \ / .
With these considerations in mind, we ma§ now turn to an examination of

(

changes in the degree of concentration in decision- making ‘in American and"

«°  British med1cal care and education. . , -
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The Concentration of Decision-Making in American Education 1890 to 1970 4”
/

/

/

/

[

system between 1890 and 1970 would characterize the sysfem as being highly
Within,

An impressionistic account of decision-making in the American education /
A careful /

decentralized with some recent tendency toward cantralization

e

examinatiOn of the data strengthens rather than refutes this view.
this overall perSpectlve, however, welmay observe a number o6f interestlng

b,
.
. Lo
. . ‘
. .
9

L)
characteristics of the system by focusing on the. amount of concentration in

different types of educatighal decision-making.
Sources of Revenue in American Education
y‘,

s

Decision making about the sources of'revenue in American education has

been shared among a large number of authorities throughout the period fYom
In Table One, we present datq(on the number of deoision making

bodies (the number of pr1vate schools;_local school ‘boards, states, and
Of course, each decision-making authority
' v :{ ‘r .

1890 to 1970

]

£y

. i
F central government) over the period
played some role in the finance of American education

Table ‘One About Here

And in Table.Three

In Table Po, we provide estimates of the proportion of total educational

revenue controlled by each type of educational authority
we present glni coefficients which describe the degree of concentration (i e

centralization) of decision—making about educational finance in the United
4

‘\States.
1
)
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: ‘ Uo S},{.-,_;,E_ducation‘. Numbe‘: of Decieioln_mkingi“' Authlori.ties s N 4 .
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iear[Levelf

Private Schools - Local School boards States Federal

1890
/ R

Y

s 1910‘

?

1950

1900

1920

1930

1940

1960

1970

6,215 °
7,990
8,588

8

AN

13,423

15,979
14,916

18,942

20,065

970
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T

-U.S. iducaq}on.

-

Sources of Revenue (Percentages of tQtél)f '

- - e Local . State Pederal o
Year - Private; ., ‘Govt, * Govt. Govt. ’
" 1890 22.0 58.8 - 18,9 0.2 -
1900 8.8 S 71.8° 19.4 0.0
kg . v Sl
. 1910 8.0 74,2 17.8 0.0
1920 7.0 76.9 15,9 0.2
1930 8.1 75.8 15,8 - 0.3
'1940 8.7 75.0 147 1.6
1950 9.1 52,8 36,8 SR o B
1960 9.1 52,6 136.0 2.3
1970 7.7 49.1.. 370 6.0 o
| *Tuition fees paid to public schools included under local
government.
) g R
-
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S . . U.S. Education. _Concentration of Revenue Decisions af
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e e ©+ "Year- - T, i,~£ Gini cokfficiént‘f L - S :".
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0T s S s0 T T oy

18007 v 36 -

B . L T VA
". - . Igéb l l_ LU ;- . - '.":", '. i, . 0‘3_2. ' _ ' ’ o ' ‘ .‘cl (

e T 930 - 305 ‘
. " 1940 343 el ‘

1950 | . .400
0 Ve _

ST x970 BS/H

A oo o R

* .~ % *Calculated on the joint cumulative '~ -° o S .o
v o distribution of decision-making points o L
s ! . and gsources of revenue., Coefficients
.5’”; e T are corrected for aggregation bias.

v -~
2
- , ! ~ ®
"
. . ’
. » .
7 # R -
. A
. o o :
, /

\
¥ . ;
f
) .
- "
s
< \
1 <
L . :
R e
B o . '
s
L
<y s .
’ -~
.-%,‘.- Y .
) 1 7 - 1
- o
. ' N
P - - —-
D,
[

oy : . .
LI . . .

ERIC

Aruitoxt provided by Eic:



k)

. Control over the Supplz and’ Training of Educational Professionaly :Q?‘h,,

o, };ah?; )

L
“

the Uhited States has been asymmetriea%ly U shaped with declining concentra- |

“W

tion from 1890 to 19h0 and with a rapid reconcentxation that. by 1970, exceeded71

N v v

the level that existed at 1890 By examining Tables One and. Two, the sources

' .of%these movements in. the coefficients are somewhat clear The movement o

oward decentralization 1n educational finance between 189) and the 1930 s

e R )

-

may be attributed in its,entirety to theﬂgrowth in the number of local

educational authorfties, c0upled with no increage in the proportion of findhce

controlled at this IEVel Between l9u0 and 1970 there was a rather dramatic

www

: Jf;_ shift toward state and central government finance of education, with a rapid

~
- v

consolidation of local educational authorities.j_

- B Bt o . : ¢

Bave LT

i

The degree of concentration in decfaion~making ab0ut the quégﬁity and -
AR AR . g
quality of professional personnel’ is" a potential source of difference across

x;' ‘y\ L. . v,

i\.:5nations and over time in the quality of education. In the United States most E

decisions about professional»staff have been quitevdecentralized until ' recent

years with pr1vate schools and local school boards - responsible for the hiring

and flring of professional staff. :5ﬁf‘ ' T .
In Table F0ur we present data on the numbers of teachers in primary and

)

aecondary education in thexUnited States (including an estimation of the number”"

tof teachers Ln choral govennment employment) we have made no estimation of L

- 3

the numbet of prlvate, Self emplOyLd teachers in non school based practice

N ! 0y ﬁ
. &) .

[
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E U.B- Ed“éation. '-'.;-Emﬁloymént Of Primary ang Sé_;oﬂd“r}.' T‘i}&c}:iélrs‘.byl.Sector

' ‘VY°‘t/Sector private - .lhglal and State Federal
— v and 580 eral

1890 - 41,194 365,111 7243
1900 - 40,992 ¢ 423,93 269

N 1910.'

i,
8
~3
-

[
Y.
[
{n
N
~
-
w
A o
W

< . - . 539
i 1920 ' 54-331 - 684,116 = 942

{_‘ 193¢ 84,353 . 856,168 . 1,291
1w 9,977 876,279 1,108
1950 118,271 : -~912,056 o 7i,575
| 1960 175,633 1,353,001 2,227
;%&" . " 1979 . . . 216,825 ’ 2,057,8 ' .3,234.' n.

:.ﬁv,-'. ’ . » s
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UQ?- Ed“?“_ti_on. . Concentration in~diafs De‘cisi‘onﬂ
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——— e — 4 —_— . .
Year Coefficient
——""-\_‘ J,, 2 ——\__________‘ N
1890 N | .023 Sy
1900 . -»004
1910 . , .002 - |
1920 © .ol2 K
e T 1930 L Lok
s o ' “y ! . v ‘
- . ’ ) / 1940 L . ' ,;‘ .137
LA : ! .11'950 - . B <329 - -
| /) 1960 . W22
1970 | 663 T
’ et e -
~ E T *Gini Concentration coefficients cal- ,
- . culated frop the joint cumulatiye
' distribution of teachers by employment
. and decision-making points. Coefficients
i < . are Corrected for aggregation bias,
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j_gomploying 8uth0rity (whether private or public) hired only an average of

'_h0w concentrated is decision-making about access to edu \

. » o . . - .
. Vi L : . . . . c ’ | 27.
o o M . ) .

’Hwhen the educational proféssionais in stle Four are distributed across

the authoritiee reaponsible for mahing desisions about them, thiﬁftﬂi

concentrgtion coefficients in Table Fiv¢ result. ' o

Y | o ""7

[N

‘.

- Iahles Four and Five"About Here

The data in Table Five indicate that the trend in the concentrstion of
P .

' c0ntrol over the supply of professional scaff has been somewhat different

.*less than that ¢f educatibnal finance Concentration in the hiring of

professional staff was very low in the period prior to 1920 because each

five: or six teachers. A dramatic centralization of eMPloyment decisions

began in the 19205 and 1930s and accelerated in the post Second World War

'period due to the rapid cOnsolidation of’ local education authorities and

»
>,

some growth in ¢ average size of private schools.

Coqtnol Over the Supply of Students e

““To speak of the degree of concentration in decision-making gbout the
\’ y N \
supply of students seems, at least at first, rather peculiar Th importance

&

" of this question isqmore obvious when it is asked in a less abstract fashion-

P

9 .

or, how concentraped is decision-making about.the’demand for education? Seen

- :
_ in these texms, it is clear that concentration of control .over aceess

igions may be very relevant to controlling the cost of educatidn (by

3 :

rationing educational Jpportunity) and controlling ‘the equality with which

¢

f educational opPOrtunity is distributed acrpss the populatiOn.

In a system,that is completely decentralized'with regard to access

-~

decision-makiQS, access decisions wouldvbeénade at the level of the indivldual'

4

7
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l'jte made by,a single authority. Obviously the education system of the -

‘#’h. o E ‘ 4 ‘ } : 28,
¢1¥ o I : o . 4\ ’

“?fachool (to obtain a concentration coefficient of zero, it would also be e

nacalaary that all achools be of equal size) " completaly centtalized

aylenm, in cont'aat, w0u1d be one in which all decisions abouc scHOol
b

dividuals (either forcing attendance. or prohibiting it) |
Q !

¢

nited States, like mont othlrs, falls somewhere between theae extremea.

One may obtain a crude estimation of the concimtratiOn in deciaion-

' making about the aemand for education by examining the progreeg of oompulaory
‘ education. Governmental involvement in setting requirements for attendance

'centralizes decision-making in the sense that it is no longer the prerogative

of individual providers to decide whether a given person will attend school

s

In the United States compulasory attendance requirements have been the

‘reaponsibility of state governments with the decisions developing rather K

llowly - At 1890, roughly fifty percent of the population of the Uhited Stateb

1ived in states having some form of compulsory education, by 1900 ‘the. proportion .

had grown to sixty-five percent and increased rapidly thereafter (U S.

Commissioner of Education Education Report, 1906 Pg- 1267) . For most years
between 1890 and 1970, compulsory education laws have been of modest
importance in controlling‘the demand for education--especially in recent\Z

#

years--as large numbers of students attend schools beyond the ages required

by law. The coding of the degree of concentration in decision-making about
%

educational demand displays increasing conce tration until approximately
- 1920 (as more and more states instituted s&éz laws). and declines somewhat

the{eafter as increasing‘prOportigns of;stud ts have attended schools at

‘ges’other{thangthose required by law. We have attempted to represent these

i N Ly ~ - ‘ .
movements by estimating from qualitative sources the concentration coefficient

to be .Slat 1890, increasing it to about‘.7 at 1920, and having it decline to .

-~ B
‘-
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.6 by 1970.' The shortcoming of this procedure is obvious, yet it is desirable "

]

‘. v

to havo some informed estimate o£ concentration along this dimensLon for . "‘md o

:7"?"f ,Anoricnn oducation in order to compare it to with the other °Y°tems to be Y
e examined here. -~ - . = - . o o '-,2
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Process Control; Decisions=aBout Administrative Affairs A =

. . . : ’ '
" As any school administrator knows, decisions about the production
P > .
- _ procesa of education involves far more than curriculum and teaching matters. '

L4

The assigning of students to teachers and the allocating of space and ‘other

capital equipment are characteristic of the administrative problems.v The - - *

L@
<

degree of concentration in decisions of 'this type affect the quality, quantity,'

cost, and'equality of education. Obviously, administrative decisions may be

A Y

either highly concentrated or widely dispersed

No- single indicato; of the degree of concentration about administrative
decisions is wholly adequate because there are many types of administrative

-

*decisions, some of:which are made at the level of the classroom, others at -

% - : o o |
the level of theuschool, and others still further up the hierarchical control

)

5
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Primary and Sicohdafy,Studénﬁd by Adminfa:rativéfAﬁEhofity.;
‘ ” R . 4 o ©

&fé; : _":‘Uiﬂlgzducatiqn.

A ‘; — — . ég = ,
"” - Year/Sector - Private .. local State ~ Pederal L
I - S~ SR
g 1890 . 1,643,722 ﬂEf657.710 " .70,000 10,000 .
o et o . ' .. it . 4 o 'EJ‘ ' o ' ' - "
o 7 1900 1,407,921 . 15,317,711 80,006 15,000 - -
741910 1,660,605 17,796,784 . 100,000 . 20,000
. - R . N ) . .
1920 1,748,169 21,511,847 ° 115,000 - 30,000 -
1930 2,586,697 . 25,553,097 128,000 38,000
| 1940 2,611,047 25,332,542 66,000 35,000
| ' ‘19s0. 3,380,139 25,008,427 59,000 44,000
b 1960 5,674,943 35,946,771 . 83,000 ' 57,000
1970 5,143,182 45,718,038 110,000 75,000
° ' r P
v x \ »
. 'l
A &' | & . .
. \ ‘.
’ <
')5«:, (A ‘3‘;: fm
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. Concentration of Administrative Decisions
: ~ o - — e —
oo 1890 B o . 040
o 1900 S Joos
1920 © . .009
. 1920 | 007 z
1930 S © 061 ,
. 1940 . W30
‘1950 : o S W132 .
Ly w0 . .40
- . 1976 . : '.638-‘_'
| - %Ging coeffidents calculated from .the .
< joint cumulative:distribution of students :
by authorit:y and decision-making points.
~ o - Coefficients are corrected for aggresatim‘
e bias.
‘(i +
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_ ltructure., As a proxy of concentration in this area, we have measured the

"

I

’ o : ¢
e diltribution of students qcross private schools, local echool systems,-

1

. ltate schOol systems, and federal government sc#;ols. We make this choice

'of indicator on the: assumption that . the presence of a student in a given L

type of school,implies7that most,administrative matters\with regard,to that,/()j.

\ o

;'lEudent occurs at the same level.

In Table Six, we present data on the distribution of primary and .
seeondary students in the United States acroas the different categories~of//

duthorities, and in Table Seven we present the gini concentration ratios
/ .

1for this distribution.zq oo , -

S : . . T . . Tables Six and SeveﬁiAbout Here

e

Not Surprisingly, the results in Table Seven indicate a pattern of -

increasing concentration, primarily in the ,post Second World War years. As
with]'any ‘of the other indicators, movements in the administratﬁve centraliza-

L sa)
e tion index are caused primarily by the consolidation of local school boards._

[

Process Control Degisions About Curriculum and Teaching Techniq

Our history books tells us that the French Minister of Education once

4 M .

made the claim that, at any given point.in time, he knew precisely what all

-

,students in all French schools were doing. This claim (probably a correct
one) was based on the determination of curriculum for all French schools by

the Ministry of Education id Paris. Such a high degree of centralization in:
decisions about curriculum has never been the case in the United States, but
neither has every-American teacher been completely free to decide such matters.
hIn the private sector certain parts of the curricula of Parochial schools have

. been decided by diocesian authorities rather than by individual schools, in
. ¢

3. 1




A

~ the puhlie sectorniocal school boards have often: dictated the. content of |

L Y .. 1

SV R | V5

'
I4
‘

fteachings. ‘ S - K o h"

-

It 18 not possible to quantify precisely what proportions of a11 curricula."'

.
Y.

- 4in American schools have been subjected to some form of centralized control

L -

‘but the'proportiOn has probahly been quite smalln. As an upper bound, we
might consider the. numbers of studentSudistributed across adminiﬂtrative

authorities as in the next. section.' Thesefestimates (which vary from near

LAY : Ct
R . ° s

gero at 1890 to .64 at 1970) probably overqtate'the[degree.of concentration

4n curriculum decisions in American edocation,vas'local school'boards have

ﬁplayed a limited (but increasingly important) role~in concentrating such

decisions. Our impressionistic coding of the degree of concentration in

. curriculum decisions--(based on extensive reading of the primary and ?ecbndary

'ature)--is near zero from 1890 through 1920 and thereafter increases to

S

a 1970 level of about .30. Again, thesé numbers are far from-perfect repre-~
' ) . )

‘sentations, but they do have sufficient face yaliditi to allow comparison

across delivery systems.'

'Information: Decisions about Pricing

. ’ . "‘ . X ’ ' .
Just as.the control over inputs or control over the production process

-

may maximize various system performances, control over the flow of information

18 a source of control over the entire system. In health and education one -

of the most important information-iinkages in the systems is the priciné
Lmechanism.' Even if:directbcontrol over input and processes does not exist,
" the control of prices provides leverage over'resource allocation and
production decisions. Control over flows of information may be either

highly. concentrated or widely diSpersed as with other resources' in systems.

In the case where each»individual provider is free to set the prices for~his

-
«

- "\ ) 4
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lervice, we would classify ‘the control over this type of information row as -

, vcty deconcentrated In contrast to sueh a'"free markqt" system, a system C

.

"with highly concEntrated contrdl over prices (or implicit prices) exists where

. oF
all exchanges are at ratios or prices fixed by a single authority. o ."ﬁVf'

”

In Am:rican education, we estimate the degree of concentration of price'
. ,,2. ‘
decision-m& ing by determining what proportion of prices for various serviccs

Al

lre set by different authorities. Central and state governments have plhyed

.

little direct role in controlﬁing education prices (other’ than prices in the ’

few educational institutions that they operate directly) For purposes of

consttucting an indicator,.we have assumed that flows of ptivate Eunds in

W x . N

private .schools - -occur at prices set by thé‘governing suthorities of privatei:

schools A1l public educational expenditure in the United States has’ been.

qllocated to local boards of education which are, by and large, the locud of
. ¢ o :
decision—making about tax rates, school fees, and other prices. ' This .

classification gives. rise to the data in Table Eight and the concentration
w .

&

coefficients in Table Nine. ‘ . o,

Tables Eight'and Nine About Here . o : 1.’ f

¢
.
\

With the exception‘of the 1890 data point, almost allfpricing decisions .

-

in American education are ‘made by governmental authorities However, over"

3

© time the number of such authorities has changed over time (See Tab1e One)

..

1

Host importantly, the rapid consolidation of local school boards that began Ceoa
in the l930s has led to large increases in the concentqation of decision- |

making about educational pricing ‘Even by 1970, however, there were still

almost kO 000 separate decision-making points with regard to pricing, leading

‘to a concentration coefficient of only .457. ’ - o0

<
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fugﬁ.ﬂzducation, Percentages of Expenditure at Prices aet by .
: : ' Variuue,Authorities.m : L ‘ '

‘ ’ -

"y - . 1 _' - o 1pca1 ' State ., - Centfal SN
~ o : : Year 0 Private deernmenq!; Goverpmenc Governmeht s ;;jzmw

»1890 22,0 - 78,0 % 0,
1900 ¢ 88 9Li2

10, 8.0 . 92,0
7.0° . 93.0°
8.1 ', 91 9

© ©o ©o © o o

0
0
o
8.7 93 - v
' 0
0
0

1960 9.1 . 90.9 0 !
19 70 . 7 ) 7 o ' 92. 3 “o f({: A LA 1\
: p o
1Direct expenditures of State«and Central governments on_owned .
and operated schools are not represented here., T A
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- , _" Co - Year ‘Gint Coefficient1 Gl S

b . 1890 SRR 7

N

o 1900 . ' 003 o .
o, 1910 | .001

i : , . ’ . Co ] ’ P ‘ ‘
i SRR 1920 o .009 " e
b S . 1930 ' 014 - . <
, G ; ,j‘{." IR Do J
. , - 19407 0 - TL033 R
i vt g L o o « .
’ . ’ ;'1." - - " t Al .
| . 1950 . .060 - o
vy PR -t P L N ’ - . . ) . ¢
. . o + 1960 . N «242 S C -
) o ' ' . V . . R4
Lo . 1970 - . .457 : - T
! to [ ) » S v .
e ¢ ; : !
. : SR ;Not corrected for'aggregation . .
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. L Agsrican Edncation' Summary R _; S

S ' ‘ i e S
o T " The degres of concentration in decision-making in Amarican education &

" has gsnsrslly increaiad from 1890 to 1970 For most types of decision?.

‘thpso msjor periods may be idantified From 1890 through the decade of tho S
i e
1920s. a slight teddency toward deconcentration is obsarvsbla.j:whis tendency X

{f L it a rssult of the rnpid 8r°"th in the ““mber o Public authoritici making '1

‘ docisions about public ‘sectdr schools. coupled with a smaller change in the

.,'.-:- ) . T
L " ‘overall share of educatio v resources conErolled by the public sector. From “'

FER

‘1920 to 1950 a small movement toward greatev concentration An- deci'ion-making

occurred as the’ numbers of local achool boards began to. decline' from 12;0 ‘to

-1970, thaxconcentration increased dramatically, based on the’ rapid consolidation

.vx

of local school authorities and an increasingly sigﬁificant intrusion of state

and federal authorities- in financial affairs. qhese trends are:summarized in -

" . .
1.

rigure ™wo. -’ ' R e,
o s . A R - . *jf .
‘ \\ i‘ e - g ) Figufgiwﬂo'gbout Herel . - :3?;¢: i
; | W - i e
.&.F;. o From Figure Two it is clear that the proper study of educational palicy .
‘ib : -’formasion in the pre-World War II ;years must focds on the: representation-of )
interests ﬂn the deliberation of local public authorities In the post-war
! - years the deliberations of state and federal govefj' ztsvhave;also becomgﬁor *%@t?:
B | 'some substantive importance, and the policy making ocess of local authoritiess' n
.. '-mfﬂﬁfh‘y have undergone significant changb as these authorities have becomef ‘ ‘

1:consolidated Indeed the trends in iigure two indicate that complaints of ;

. .
Y . . ok

ptofessional and bureaucratieﬁdominance of educatibnal decisionrmaking in

the United States in the post~war period with a consequent reduced role fg?

-

o M . . Car .
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consumer rePi‘esentation, may be a. regyj¢ of a dramatic change in the .
concentt&tion Of decision-making. A% pe structure of dEcision-maktng
" has become mOre concenttated’ the Potential for cOnsumerg ¢q ‘use their

- 'lO“fcea of POWet (numbets) to contr01 the directions of e&ucational policy

has become legs, '
A

The 1ncreasing concengration of decision-making Structures-in American
educatiofjmay also be seen a3 & source of changed in Sxﬁtem performance. As
the system has become;more centralized the potential for successfully imple-
menting. & truly national education POlicy has increased. lIn particular,

+

emPh851S On equalization across socia) clagses, ¥3Se8, ang geographical areas
has becomo an operational P°951b111ty for the AmeTlcan sygrem, yhile the
degree of coﬁeentrhtion in control over critical educatiOnal décisions does

| % v ;Ot’ in itselg, predict suCh policy OUtcomeS Standardization and equalizacion

§s
" cannot b€ pursyeq ynder the conditions of high decentrali,ation that prevailed

+in the Americgap, system prior to the Second world War.

The Concentratirn of pecisiof-Making {, american Medical care 1890-1970

Many of the trends which One obseryes in the Concentyation of decision-
making 1N Amerjcan education are also apparent in Americap medical care.
Despite the sipjlarities, there are algy gome differences i the decision- -
making SQr“c res of health and education, A careéful examjnation of the
differences bdtween the two SYStems allgus some Pre11m1n8ry conclusions

about the s°“1‘ees of stability and chapge {n systeém contro] seructures.
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F . ' i
4 s - Input8: Sources of Revenue in Americaﬁ Medical Care

In cantrast to American education, there has been little dr&matic change
1“ .the sectoral distribucion of decision~making in American health analogous
‘ , g_

to the consolidation of local school 8Uth°rities. .In Table ’OA » we present .

/’

' data showirg the number - ‘of different decision making énits; the numper of

¢
Sy

a4
i)

priV8te Office'based Physician practices, private hospitals, local governmeiit
hoﬁpitals, states and federal goVernméEfS; From this table, it is clear that

‘'there has been consideraple potential for dECentralization in American medical

»

€are in that the ““mber of ddcision-making authorities has roughly doubled

-~

d“ring the last eighgy Years.

' : ' : '
- Table 10A About Here
—_——

In Table 108 > We Dresent estimates for the sources of medical care
exPenditures in the Uniteg States. Because of che inadequacy of data, this
table does not separately identify the 8TOwth of private insurance schemes,
Which results in some Underestimating’ °f the estimates of ‘the growth of f .
COoncentration in medica% financing. Trends in the sources °f'rGVenue_for

Mmedical care demonStrate, yith the.exception of 1890, a fairly regular

8ubstitytion of centrel government.:‘for private financing of medical care,
. ’ I . :
\_________’—\__ '
Table 10B About Here R

S, e

Finally, we Present the gini coefftcients (See TaBle IOC) for the

" distripution of medical Ccare. expenditures acrosg the various types of

a“thorities. B




1OA. ' ' ' . / | o . : | - ! R . -
u.s. Healﬁh; Numbers of De‘cisi‘on—Ma‘kigg Authorities
.~ Private  Private Local Covt.  State Federal
‘Year/Type - Practices ~ Hospitals -  Hospitals «. Govt.'’, Govt.-
. 1890 89,262 2,800 640 4 1
~1900- 102,960 . 3,000 720 . 45 1
1910 113,520 . 3,256 .~ 800 4% .. 1
1920 117,600 \,' 4,500 883 48 1
© 1930 122,018 . \ 4,907. 943 48 1
1940 - 140,130 4,524 . 10 48 1
1950 168,089 4,518 - 1,005 48 1
1960 179,176 4,561 1,324 50 1
1970 188,900 4,458 7 1,680 50, 12
: '
!
]
Al
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U.S. Health. Sources of Revenue (Percentage of total)
PO W — " : — - _— . -
Q\ Lo Central g Statk and Local . Private
. : Year ~ Government . . Government - Sources

*7 1900 "15.4  ° . 83.8"

1910 e f 11.8 |/ 8.6

“ 1920 12.0 . 83.6
1926-9 9.7 ~ 86.1

joss-40 5. - g 154 - 79.5

1949-50 12.0 V<§ 13.0 . 75.0

1959-60  10.5 ; S 14.2 ~ 75.3

) . 1970-71 26.7 13.3 62.0

. . 3
N
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‘U.s. Heaith. ) Conéentrat‘ion'of
Revenue Decisions
. Year' . Gini Coefficient
) _ 1890 < - ' .0066 S
S 0 1900 L1549
" ie1e -1168
1920 .1567
1930 .1315
o 1940 - f.ig%o,
‘1950‘ L2446
| 1960 ' | .2404
1970 | 1 .3731
v ‘l.

=3
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C Table 10C About Here t, u

-

. . . . . '
» . . : L3

]
It is notable in th&s data that the 1970 time- point is a considerable

(

departure from’ the 1950 1960 periodll as areg&ﬁe 1950 dnd 1960 time-points

‘ departures from the earlier peri;h it is also notable that the level of

centralization in the sources off revenue for American medical care. is
. 0 e
consistently -lower than that “fo American education, though the time\trends

are somewhat similar.- This fact| points up the fallacy of regarding an entire.

' -

& f' society as being centralized or_decentralfzed when one wishes to makEL- :
& ff';ﬁ 1mplications about policy and performance in any specific policy area.
T S S Ihput: Control over the Supply of Medical Professiona1s
: _ . .

¢ In Table Eleven*hwe present data on the number of American physicians by
the tvpe of authority with which they work. In as much as physicians repreﬂ»
sent. a proxy for medical knOwledge, the distribution offphysicians across

E decision-making authorities provides an indication of the degree of centralized

= e control over knowledge inputs in medﬁcal .care.

‘
~ i

Table Eleven About Here

-

. :' ' We present in Table TWelve the gini coefficients on the concentration
el e v .
of knowledge inputs The levels of concentration observed in this table are

quite low with the exception of 1960 and 1970 For the entire time period
‘however, the\coefficients reflect the importance of private office based S
practice and?private individual decision-making/in American’ health K The
deviation of 1960 and 1970 from the other data points is caused primarily

a rapid post-war expansion in hospital based practice and at 1970, by an

o

- 4u
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: U,S. Health. _Emplqymenf of Physicians by Sector

, .-frivate Office Private and S ‘ :
" Year .. baged : ’-FQEE} Hospital :‘Federal Total
1890 89,262 -\ 14,543 © 1,000° 104,805
1900 102,960 = 27,042 - ° 2,000 132,002 -
1910 113,520 o 34612 3J000 151,132
1920 17,600 23,377 4,000 ° 144,977
1930 f 122,018 26,785 5,000 153,803
1940 - L0,130 25,850 7,500 173,489
1950 168,089 . 23,858 12,576 204,523
1960 179,176 . 58,329 o 14;212:fi 251;717
/1970 188,900 . 92,800 29,500 311,200
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U.S. Health. Concentration of Staff Decisjons

) -
oY ‘Year R " . Coefficient
. 1890 . am »
A‘ 1900 - ass2 '
% ' 1910 | 2147
1920 . .1458 -
. 1930 | BT S
‘ 1940 -  .1s62 ‘
i9so' .80

1960 . .. .2579

1970 .3643

A

T

. *Gini coefficients of the distribution
of active physicians across private -
" office based practice, private hos- ‘
pitals and local government hospitals
and State governments, and Federal
goyefnment.‘j '

7

40
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' . expansion of thé proportion of physicians employed,by the fedcral govetnment. -

¢

o s . .
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*uﬁjtn ‘ Table Twelve About‘Here

[} * . . \

) ' - ' pi -
‘ o Input: Control Over Access to Medical Care

While medical care in a11 societies is rationed in varying degrees, the o

e ——

United States, as in most other societies, makes no systematic effort at the

*
w

central level to deny segments of the" population access-to medical care. Rather,.(ﬁf
“ o

. . the American medical care system in so far as it has c0ntrolled/demand for
medical services at a11 “has done so indirectly by exercising control over ' e

the other factors of production

»

At a formal 1eve1 decisions about access to medical treatment in the
\

- zUnited States are made 1arge1y by the providers'*private physicians, private

-~

and loca1 government hospitals, and the administrators of state and federal

government hea1th care systems, If &tate and federal systems were major( oo

'n .
Y

_ providers of medical care, we might regard decisions about dccess to be,
7somewhat centralized However, 1f one views the actual patient loads handled
by each type of authority as a rough indicator of the control over access to -
meddcal care,A the centralization of decision’ making over access to American ‘ 11 h

medical care at no time exceeds aging: coefficient of .03 (See Table Feurteen)

?,

, This remarkable level of decentralization is the direct result of the - o

y ' ‘.r- .

importance of private office based practice in the American system

‘‘Process Control: Decisions about Treatment

R

Quite unlike the situation. faced by American teachers; medical doctors

Even in the public hospital systems.(e.g:, military hospitals,

[

L3 p

4.
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“

Btate and local government hospitals), Such intrusion is rare, and these

t

'systems compose a ‘very. small part of the American medical system

The absence of any substantial government role in regulating the

P ki

treatment act itself however, should not be interpreted as meaning t t

a,\ there are no centraliaing influences in health care treatment decision-making
: —_— N )

N
X The activitiés of ‘local medical societies (private), and various treatment

review bodies in hospitals do exert- influence to control the treatment act,

yet the fact remains that medical professionals, regardless of their employment
B ‘11 i . 4, N

Btatus are the decision-makers about the content of treatment As such, one-

must code the decision-making about the treatment process as essentiaily

-

decentralized throughout the period ’ » ‘ .

B Process Control: 'Administrative Decisions'

In contrast to the decentralization of decision-making about treatment

v

per se, it is possible that, as in education, other aspects of the prodﬁgti

prooess ‘could be more’ centralized For example, decisions about the pat1ent/

‘physician ratio or the number of facilities available pergpatient could be - _
made in a centralized fashion with directly affecting ‘he physician's autonomy

in determining the nature of treatments.

In the United States, however, there 1s no such-disjuncture over ‘the

ffprocess'of medical care. In, Table Thirteen, we present estimates of the
‘numbers of treatments carried out by the various administrative authorities

Neaf
o In Table Fourteen we distribute these, treatments across the different decisibn-

s

making authorities and“ present concentration coeffiéients

A

3

Tables Thirteen and Fourteen About Here - -
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U.S. Health, Treatments by Adinin_istrative Authority

w

: o P’tivat;e | - Private - LocaP Govt, State Govt: _Fedefal
‘Year/Source - - M.D. ~_ Hospgjtal . Hospital " Hospital: Hospital:

1890 59,903,200 189,000 -~ 89,000 3,000 °

. 1s00 91,312,800 1,404,000 . 281,250 134,700 10,725
30895+,

940,000 -

"3

Vet e

e

1910 133,990,150 v 2,000,363 ™ . 410,540 - 189,049
11920 196,962,100 3,53,165 725,368 . Y 282,231 139,917

1930’ 311,133,330 5,322,893 1,134,215 388,984 _ 301,149

' . IJ . LI TR
1940, . - 435,448,200 7,218,544 1,728,595 , 583,274 557,137
. 19507 627,621,100 12,706,143 2,397,570 791,863 1,127,937 .

1960 - - 846,606,600 18,486,565 3,72é,287 ‘ 929,849 1,475,530
1970 918,809,600 122,979,000 . 5,5215504 ° © 751,402 1,741,000 .

R
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~ U.S. Health. Concentration of Administrative Decisions .
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'
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sesits oL 0 I these tables, the pre- emine?t place of the priVate office based .

practice in Kmerican'medical care is clearly demonstrated In ‘contrast to

. 'education, where the growth of 'large scale administrative units (big schobls

and multiple school systems) has the norm, health care administratiOn haa
R .

.remained very,de centralized deSpite the- rapid growth in the importsnce of
-;hospitals in recent yeans.'&‘“fh o ~,;' . e

IS
NN S ,:}1\‘ .
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Outputs' Control over Pricing in American Medical Care

-

[S

-The setting of prices of health care services is potengially a powerful

-

,tool in controlling the health .care system By manipulating prices it is

'possible to ration health care, " tq equalize its delivery, or .to change the

in the United States have hot been determiped in a completely decentralized

Vfree market'@fashion '

, - ol 1.

mix of: effective demand. Contrary to many views, the pricing of mcdical care

To gain a rough estimate of the degree to which prices in American medical

' 4 ’

-~

- care expenditures in the United States at var{ous years to determine what

'proportions of these expenditures occurred at prices set by private providers

%3*;services have been fixed by. central authorities, we, examined the " total medical

(as in the setting of physician s and pfivate hospital fees) “by local govern~“‘~

, _ments (as in municipal hospitals), and by the federal government (as in .

military and veteran's administration hospitals) We regard/m&ny categories

.; of governmental medical care expenditures as having prices set by private E
“providers (e.g. Medicaid), and we have grouped these prices in the private-
sector. The results of this somewhat crude classification are shown in Table

Fifteen.

Table Fifteen About Here
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The data in this table indicaté that, as expected, the vast majority

a”f o ‘ lof decilions about the price of medical care services in the United States
' BT have oecurred in the private sector. It is importsnt to recognize; however,
that some proportion of the total national medical care b1ll has had prices
'.ut by local and central governments. In particular, the poat: ‘Second World -
War period displays a consistently larger roletbeing played by governmental

authorities in the setting of medical care prices.
In Table Sixteen, we present these dataon medical care pricing as'gini

.

c00f£iciente, where.the proportions of medical cgge expenditure occurring at
prices fixed by the various categories of authorities has_ been distributgd
across the numbers of such authorities. One should view the coefficients in
this table with some caution, due to the gross c1assification of the previous
.tabIe and because'no disaggregation within the private sector was possible.
Abgence of more detailed data about the private sector means that it is p?ssible
for the coefficients in Table Sixteen to be somewhat, but not substantially

. different. Nor would the trend over time likely be_different.

. L/

., v

Table Sixteen About Here

o - -
1t appears from this table that an increasingly concentrated structure

of decision-making about the prices of medical care 1is evolving in the United
States. By 1970, a considerable potential existed for exerting‘centralized

influence over pricing decisions. However, it is also well known to any

N

o student of American medical care polic;athat'this evolving structure of

e

control over pricing has been used to re-enforce the pricing decisions of the

‘private sector, rather than to modify them significantly.

'3 '.z
U
C
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. U.S. Health. Concentration of
Decision-Making abeut-Pricing

.

Year Gini Coefficient*
o P | 1890 B .22
‘ 1900 .45
, 1910 I 35
e‘!" Lt 1920 : .30 .
11930 250 )
f 1940 | .38
, - 1950 - : 40
o 1960 46

1970 , .50

L

« . v
Data jare very broadly estimated, calcula-

tion of coefficient may over-correct for
aggregation bias, ‘ '




. making structures.

. . v e

American Medical Care' A Summdry

By our indicators, the American medical system between 1890 and,l9oo

'13 quite decentralized with only very modest teéndencies towarﬁ centralﬁ?ation

[y
over time. Of the various types of decisions which we have considered

.o
‘ ' o~

”'structures that significantly concentrate decision~making exist Only with

‘-~'4,'

N regard to pricing, sources of revenue, ‘and the supply of professional staff.

By our measures, there is  little- concentration of decision-making over the o

professional or administrative aspects of delivering treatments or over

‘ﬁccess to medical care,

-

?

X Figure 3. About Here

Ll

L]

£
The American medical system differs significantly from that of the

 American education system in. which both generally higher levels of concen- -

‘trgtion-and stronger-trends toward 1ncreasing concentration are observed ;

N} .
Leaving aside for the moment the generally higher level of concentration of

decision-making in education, both the health and education systems display

- similar patterns among the various dimensions which we have considered In

both systems there has beé% a tendency toward greater concentration in

decislons about inpuﬁs and outputs than»about the treatment process itself."
1 f A
And in both systems, the decades of the 1930s and l9h0s were the starting ‘\\_
point of historical tendencies toward greater concentration of decision-
. .

¢ r‘ : ' : v V

-

The Concentration of Decision-Making in English and Welsh Education 1890- l970

The development of State intervention in and the effective centralized

control over education in Britain was, by European standards, quite late in

-
CS
-

(@4
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‘occurrinﬁt Prior to 1870,'government played“iittic role in'any aapect of

Y

‘the educational system except the providing of funds. With the reorgnnization

'of local government and the expansion of the franchise in 1868, . the direct

‘tole of government began to expand rather rapidly By 1890, when Out data

"%begin, large strides had alréady been made toward concentrating decision-

making about education mostly in the hands of" governmental authorities.
. N . - .‘

i s

Inputs: . Sources of Revenue

Tthhe uninitiated, the complexity of the British educational system is
formidable. Over the period of our interest, a large number of différent'
institutional arrangements and school types have come .and gone, making the
‘estimation of the number of decision- making authorities a rather difficult
Job. In Table,Seventeen, we present an aceount of the number of primary and
:econdary schoois as weliihs school systems in existence iqungland and Wales
at vatious points in time._ We have ordered the school types from minimum to

I4

maximum government involvement‘as one moves from left to right across the

)

table.‘

Table Seventeen About Here

In contrast to the Au .ican system discussed earlier (See Table One),
the number of education decision-making.authorities-in England and Walee has

been'in continuous declineﬁeince the late nineteenth century. One of the

?

‘most notable features of'Table“Seventeen is the consolidation of locali

°

education authorities (at 1902 in England and Wales as opposed to the 1930's
in the United States), and the rapid erosion of the wholly indeg@ndent

" sector in the post Second World War period.

5
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 Tngland and Waldsrﬁducation. Nusber of Decision-Making-Authdfitiea‘in'Primprygnd Secondary Bdueatiog,

hlly o Mret Cervgfted Gl L
Independent  Grant Efficlent  Volwntary Voluntary . Bducation - °
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H
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:Englend ahd'wales-Educatiqn; Sources of Revenue (Percenteges of Total)

#7040 Brivate  L.EA. *. ...  L.E.A. ' Central
N { ", 7 Sources . (elem.,) ' - (higher) Govt.

-1 s T 1 s o asake.

- 1900-1 Bt 2T ma o f..;o;a: '
‘i910-i% 51648 . 38.42’ N L | .y40.i |

£1920-1# 1646 g S 5.2 46.4

1930-1% o 135 30.9° 7.0 . 486

R '1937-8% fe.qﬂ 32,30 - 7.8 43:9

N 1950-1*  23.3 . ;38 A X )

1960-1 - 10.1 "” R VO 75.0

1970-1 < 8.2

t

L Separate local apthorities existed in this period to deal with the
different levels of public schools. . .
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In Table Eighteen we present data on the sources or revenue in the, .

Bnglish and Welsh systems from 1890 through 1970 ' In these data, we
g ‘.
v categorizezfunds as central govornment that are collected by central
i

- government’ but administered by»local authorities. We have grouped private

payments (fees, giftsq endowments) to public[sector schools as local .

‘
. )
% ,

£ ¢ c . "
]

-f"- government.'

It is clear from Table Eighteen that the central gOVernment has played

Vg

K. much larger 1e in the finance of. education in Britain than in the United

.W.

a States. When we take the number of decision-making points into account (See

-+« Table Nineteen), a picture of very high concentration emerges.,

i

Tables Eighteen and Nineteen About Here

Thegdata in this.tablé show thatsdeoision-makingfabout educational
finance was sufficiently concentrated by 1901 to allov for: the central govern-
ment to use it as an effective instrument-of system control -In the l950s
and l960s~ further centralization of funding occurred, with the" central
government supplanting local education authorities.q however, in the late

19603 some modification of this trend was noticeable, as there was a tendency

for central government grants for education to local authorities to be of an

uncategorical nature.

Inputs: Professional Staff -

Decisions about the hiring, promotion, and firing of professional staff
in. primary and secondary British education have always occurred at the local

level. Because the central government plays little direct role ‘1.n such

decisions (albeit.the central government has long been concerned with the

(Sp
. B -,




2y

: ti0nal arrangement is similar to that which exists in: the United States,

"'than is observed in the United States. ) i

ﬂ‘probably about' .5 to .6 in the period 1890- 1900, and rose to approximately .7

. change.

| g.neral supply of educationpl professionals)“ the concentration of decision- '

1.

.,making in this area is somewhat less than in finance. Although this institu-

-

/ - o

iﬂthere are relativcly ewer local govern:/ntal kuthorities and private schools

-'in Britain--leading to a higHer level (o concentration about such decisions

‘,x'.; '

.

When we distribute the primary and secondary professional staff of English '
1
and Welsh ‘chools across the various decision-making authorities responsiBI
/"\ — \'A_ 4

for their employment, the following gini c0ncentration coefficients result-

‘ 709 in 1950, .719 in 1960, and 808 in 1972 If the employment of teachers

was proportional to administrative control over students in the period prior
r
to 1950, the concentratiom of decision-making about professional staff’was

in the period from the reform of 1902 until the post Second World War reforms.

-

In contrast .to the American system, the concentration of decision-making about

professional staff in Britain has been quite high and has displayed discontinuous'

¢ .
AN

>
-

Inputs' Students

Although slow by European standards, Britain established effective

‘regulation of school attendance at the primary and secondary level earlier'

than in the United States. Also in contrast to the United States, such

regulation of access occutrred at centraf government initiative ,(rather than

A

‘at the regional government, level). As in the: United States, most attempts

to regulate educational demand were with. the express purpose of increasing

" rather than rationing demand for education. " In the United States regulation |

‘of‘educational demand changed in a smooth fashion as increasing numbers of

RYJ

states adopted mandatory attendance regulations. Charactenistic of thgxmore

Lo



) : o . A ' : - : .
centrafised system in BritAin, regulation of demand has changed in a step-

wise flﬂhion as -one aspect of periodic broader reforms of education initiated

N

' by central government. i' : ’. L ', . e

“

The various reforms of British education cstablished increasingly long :

periods of mandatory attendance. In 1892 the requirement ‘that sll persons

attend school from ages five through ten ‘was instituted, ‘though enforcement N

Qwas often lax. In 190u the requirement was changed to require attendance

through age twelve, and after the First wOrld War, this was revised upward

[y

to age fourteen. ‘ No additional changes occurred in the inter-war years, and

it was not until aftef!the Second WOrld War that the leaving age was raised

‘again to fifteen, and then to sixteen.

-

" Direct coding of centralization of demand for education 18 not possible
0
from quantitative materials Taking into account the facts that British

regulation occurred at the central government 1evel was established at

earlier dates, and generally covered a wider proportion of the population

Yo

we havé, on the basis of reading from qualitative sources, coded concentration

.'along this dimension as being at the .8 to .9 level until 1930, and declining
- somewhat thereafter, as increasingly’large proportions of students were in
‘ school beyond the mandatory leaving ages (and consequently by decentralized

i
hoiCes) thereafter.

. Process: Decisions about Curriculum and Teaching Technique

_A,technically correct coding 6f the»concentration of decision-~making
. about curriculum decisions in Bribish education does not tell the whole -

- I -

" story. In British education the content of curriculum has been a\major

policy issue since at least 1830, and the balance of power among various

interest groups in this area has displayed considerablevchange. In the -

]
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g foxmal sense of what proportidn df decision-makers conttol what proportion Q7;1~~
’: of curriculum decisions however, centralization has not been great. Most '
. 1mportsnt decisions of this type have been, and continue ;o be made at thel
“E- 1ovel of the individual school or localaeducation authority. As such a

proper representstion of the degree of concentration would rssemble that of

' administrative decisions (next section) We ‘have reduced these coefficients

v s6mewhat to allow for the role of - individual schools rather thsn local

"“0
authorities making some curriculum decisions. The_ resulting series moves in

a step-wise manner from about .u at 1890 to about' .6 at 1970. K e

-

COmpared to the.Americap system of-deciding curriculum‘matters, the

British system is highly concentrated - owing to the sméller number and
larger relative size of local government - administrative units. The British
system,_however,.is even more centraliaed than these concentration coefficients
would suggest. Having 1its origins in ‘the nineteenth century, the central . }‘
government in Britain has exerted very strong influences over curriculum
indirectly, via its control over educational finance. Until 1902 grants.

N were paid to schools on the basis of the performance of students on central
government examinations; thereafter, while block grants replaced "payment by

-

result", central government authorities have suggested curriculum and exerted
»

influences on the natuft of what 1s taught by their input into the content of

the 11+ and School leaving-examinations. “

.This mechanism of exerting control over decisions indirectly by means
"of direct control over other decisions is a very important aspects of all
control systems In terms of our formal coding, however, the decision-making

x

' structure with regard to curriculum must be regarded as relatively decentralized.
The'peculiarity of the British educational system in this regard points up an
important type of decision that has not been considered in this paper: the

control over information about. performance and'evaluation., P .

6
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'f;ﬁ%.1ooth fashion, with ‘an increaaing number of states adopting mandatory
\ l

lchool attendance regulationa., In the more centralized Ehglish and Welsh

4

iyltem, the regulation of demand changed in%a step-wise faahion, as the
5 .

r A4
O ‘h"»‘ Fe , 1" . K
N gﬁtral government hag initiated periodic educational reforms.

s ':‘ . 4
1
'

Process- Educational AdMinistration

o .
' ln

ﬁs in- the American system4of education, deciaions about administrative

'Y'. [

matteﬁf in British education are decentralized--occurring at the level of

\f J <

the school or local education authoriuy. Because each education authoritf

\
is proporiionally larger in Britain than in the\United ‘States, the overall

degreeiﬁf concentraéion in such decisions ts higher. While not immediately

relevant\td'the objectives of this paper, it is also very important to -

—

recognize that the central government has a great dea1 _more. influence over:

\ i

the decisions made by local authorities and private schools’ in Britain than,

" in the United States. This influence is exerted by use of the funding weapon-

%

"private schools and local authority schools in Britain have long had to obey

increasingly detailed governmental regulations about administrative and

~ 1 ]

- curriculum matters in order to qualify for: central government funding.

a -

For measurement purposes, we have regarded control over administrative

. ’ .

,' decisions as directly proportional to the numbers of students under the

governance of variouS'types of authorities., In Table TWenty, we present
. i

estimates on the numbers of students by type of governing authority in

* " primary and secondary education in England and Wales.

2
&
k)

_-..s.«

-

s i
4 /

N i,f. Table Twenty About Here
§ :
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«In the United States, q.! regulation oﬂ edécational demand changed in a .
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(Spectal, technical, and evening education not included) . o ‘

[T

coog ";r.“'.
) by 7 "  o
Molly * Direet Al Controlled AL

. Independent\ Crant  peeyoqant Voluntary ~ Voluntary =~ L.E.A. |
Year Schools ~ Schools Schools *  Schools Schools . Schools Total
m 305,00} 13,50 Y909,43 ¢ 1,923,8% 5,151,809
B0 I e 0006 o 662,660 6,009,980
0,000 .M s 5 o 3,653,346 " 6,578,602
B0 ) % B 0 68 685648
L N IR (X 1 T 3,922,303 6,336,089
9% 300,000 W W L o BALLAL 5,950,808
950 5,600 BN 9 L2 bISLIE 6,353, 351

1960 - 202,520 108,663 293,95 1,009,183.' 13,52 5,001,574 7,509,419

W0 %08 LRSS 00 LR 607,461 6,518,281 8,889,065

(1) Included with voluntary schools.




England and Wales Education. Concentration of
Administrative Decisions

’

3 ,
Year - Gini Coefficient
1890-91 58 | :
1900-01 59
1910-11 o .75
1920-21 .72
. 1930-31 - .74
1958 76
1950-51 .73
196061 | | .80

1972 e .82

A i

L




" In Table ngﬁ%’ibne, we pregent gini.concentration (;"gef:'i.:':l,cient:'sif:for,f (//7.

the distribution 6f students across-adminis;rative‘authoritiés. These data
;¢ reflect a relacivelythigh'c0ncéntracion of control‘ovef aﬁmini;tratiOn,-witﬁ
. . - N N : . - O E v

" increases in the coefficients occurring at these times, wheﬁ Qistinpb

reporganizations occurred in Ehglish and Welsh education.

Lo Table: Twenty-one About Here

L'y

. . s '
Decisions About Gonsumer Prices 3 S
. - B v { o o . S
In a completely decentralized system the costs of education to the-

L

) ' & Lo . ) B . ) ' ) ‘. )
_ consumer would be set by bargainipg'bgtween individual providers and individual

y -
‘%,, " - .
R 2
»”
.

conBumers. Such an educational system has not been approximated in Britain

between 1890 5hd'1970. In a series of reforms.. (1870, 1902, several acts in

s

the 19305 and 194Y) decisions about the consumer cost of education’at th‘_ S

< primary andléecongqry level were inéreésingly central@zgd: :Tﬁe éentraI govern-
mgntfhas\incrqasingly p;;vided larger proportions of thé:totaISeducation-af .
. no di{ecé cost' to the_ép;sumef (that,ié2 the éosts'arg made indiéect general
tax?tﬁoh); ‘%wo maior changes of qhié f&pe ﬁavg ocgufrédf\ The 19®2 refpi;.

act was most' dramatic in that it eliminatéd school “fees in primary education
’ ’ : RN [T . : .
in both board and'voluntary schools. 'Previous to this time, local authorities.

 had set fees in‘'board schodls.qnd‘volggtary¥sphools were free to charge what'
they'wishéd.lAA seriég of:icfonns ig>tﬁe 1930s, and‘thevféférm actvdf 19uu

further centralized decision-making bf*making €ducation in direct grant

N A

grammar schools *free to the consumer (tthstate had earlier ‘required that

3 . .

N

some places in these 'schools’ be made frep as a condition of qualifying for

s o
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"England and Wales Education. Students Attending
Under Prices Set by Various Authorities’ '

o ' , o Year Private Local Central
1890 ' 62.7% | 37.32,_' o
1900  55.9 sl o
’ ) 1910 5.7 0 943
1920 ‘s.g 0 94.2
1930 . 6.1 0 93y | |
1938 6.7 | o - . 93.3
1950 .83 0 91.7
" 1960 6.6 ... 0° 3.4 @
: S 95.4
3 : T
L, | :
. .
\ - .
. | =
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England and.Waies Education. Concentration
of Decision-Making in Pricing

Coefficient

Year Gini
\
1891 .29
1901 .32
1911 .94
e

1921 294
1931 .94
1938 .93
1951 .92
1961 .93
1971 .95 :




state 8ubsidy). HOWever, thr0ugh0ut the pcriod there ‘remained a sizable

xfee~for-service sector in educatiOn- the wholly independent and efficient

.

schools. .

’

A somewhat crudé way of indexing the movement toward concentration in

o

hdecisions about consumer cost is to -count the numbers ® students ettendingwh;'
schools under'c0nsuner prices set at the various levels.v\As“fable Twenty-two
demOnstrates, the reform of 1902 was significant in thdt it placed consumer
costs under ‘the c0ntrol of the central government In_the period since World
War II, th central government's decision to provide free ‘direct grant secOndary 5

educatiOn ¢nd the decline of wholly independent schools has led to further '

concentratio . ) s

Table Twenty-two About Here

1

By taking into c0nsiderat10n‘the ndmher of authorities making the pricing

Y decisions, we have cOmputcd the gini coefficients, which we present in Table

» &

Twenty-Three. 6 : ' Z'

Table Twenty-three About Here

British Education: Summary

: ‘ N
Both in the level of centralizatlon timing which the. ccntralizlng process

occurred, British education has differed substantially fron the Amerlcan
system. Despite nunerous\alterations in thc contcnt of the British system,
‘t refom act of 1902 cdt%blishcd the basic pattern of system control.. And
this has nnt changed substuntinlly since that tinc. The American systitm, by

way of contrast, has undergone a continudus evolution in centralization

-y

. / ‘ i
, 'z L/
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Figure Four :
Concentration of'DecisionéMéking”in-British Education
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thr0ughoot the period~betweeh 18§O and 1970. And the Second World War,
o
the two systems have converged somewhat in structure,
: \
_In the English and Welsh dystems, input decisions are the most highly

1
-

A " .
concentrated, general decisions about the process of education are - somewhat

less concentrated, and on-line work decisions (curricolum.and teaching

-

' : TR
method) arf the least comcentrated.

- Figure

About Here

L4

"The degree of concentration of various types of decisions in the American

—

system is rather different and does not display the same hierarchy of concen—"

‘ tration among deci31on types. This fact, coupled with the higher overall

level of concentration of decision making in the British system, suggest one

major source of differences in the performance of the two systems." Clearly

1

the American educational st/yem is less highly integrated, and on this basis

alone, we would predict that the United States would have a slower diffusion

of educational innovations (Hollingsworthy, Hage, and Hanneman, 1978) and less

~

equalization across classes and regions (Hollingsworth fortheoming).
J

The Concentration of Decision-Muking~in British Medical Care '1890-1970

‘A more dramatic contrast between the structures of'decision-making in

o~

‘medical care could hardly be found than between the United States and Britain

since the Second World War One of the primary aspects of "socialized
\

.

medigine” in Britain can be defined by the high degree of concentration .
of decision-making under the National Health Service. 1In many ways, howcver,
the apparently revolutionary reform of British medical care in 1948-49 is

only an acceleration and rationalization of pre-existing trends.

IR

{



Inputs: Sources of Revenue '

A'large number of decision-making authofities have over time played
some role in allocating funds to medical care. Central and. local governments,
public and private hospital authorities, public and private insurance
schemes, and individual physicians have all had some degree of control over
the flow of funds into medical care,

In Table Twenty-four, we present the number ‘of different types of
decision-making authorities in British health care. We show the number/ﬂﬁ
physician s practices, with a division bdtween wholly private practice and

vpractices associated either with the.National Health Service or the earlier
'National Health Insurance system. Private hospitals and private practice
in public hospitals did not- disappear completely with the institution of the
National Health Service,fas shown in Table‘TWenty-four, but such practices
were reduced to a very small numher In the period prior to the N.H.S. we.’
counted the number of local authority hospitals rather than the number of

- local authoritLes. For the N.H.S. period, we count the counties and county
borough as administrative units rather than the elght regional hospital

' authorities. Both of these choices are somewhat questio 1e, and bias

slightly the centralization coefficients in a downward direction

Table Twerity-Your About Here.

From Table Twenty-four, we gain some notion of the administrative
" revolution induced by the N.H.S. legislation. The numbers of physicians
! relying on private practice declined very radically, and essentially all

hospitals, public and private, were absorbed into a central government

administration. - e . ’ ; .




. o , .
England and Wales Health, Numbers of Deéision—Making Authorities

o

- v‘ . . N-H-I- X ’ ) ' ! ‘ B .w.
' or : o . .
Private N.H.S.. Private . Public Local Central
Year  M.D. M.D.’ Hospitals Hospitals  Authorities Government Total
1901° 19,091 0 572 371 11.64?’ 1 20,181
1911 19,474 0- - 655 575 » 146 T 20,851
1921 15,460 4,0001 737 779 1#‘2 1, 21,123
1931 15,075 8,087% - 921 1,285 146 | .1 25,515
(1950 1,714 19,000° - — 146 1 1,861
1960 1,575 22,1002 —— e 146 1 1,722
1970 © 1,153 24,6002 —_— - 161 L1 1,315

Independent for sources of revenue purposes.

2

2Regarded as part of N.H.S. for sources of revenue purposes.

[
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In contrast to the single dramatic change in the ,number of administra-
tive units brought about by the N.H.S., the provisgin for financing British

- medical care underwent a more gradual transition between 1890 and 1970. In
A
1fble Twenty five we present data showing the _proportion of the total

medical expenditures iﬁ>England and Wales thatawere,met by the activities

of private individuals and private insurance, public and private hospitals,

3 -. ] ~ N 1
local governments, and the.central government (including the N.H.S.). s
- 'S ’

ey

Table Twenty-five About'Here' w

: ~T
Y «

The most notable features of'this table are the step-wise decline in

.

private financing of medical care, and the compensating increase at the

central government level. Also very important ta the long -run transition in

control over medical care financing is the nationalization of local government
+ and private hospitals under the National Health System Broadly consistent
' with our earlier discussion of the American medical system, the data in Tables

Iwenty-four and Twenty-five expressed as concentration coefficients, which ,

are given in Table TWenty—six

v

Table Twenty-six About Here’

- A

From these coefficients, it is clear that the British system has
;displayed consistently greater concentration of decision making with regard '
to medical care finance than has the United States, It is also clear from
* that decision-structur;s in regard to finance have changed in.a step-wise
\{ashion in Britain, as.,opposed to the moro-gradua1<evolntion of thc American

system,

: \
b . A




England and Wales Health.  Sources of Revenue (Pefcentages of Total)

-

yany
. Private Individuals Public & Private Local 3 Central
Year and Insurancel Hospita182 Government Government -
S0 . 0037 26.1% . 3.6% 0%
1911 68.7 25.6 | 5.7 0
1921 44,0 . 28.0 © 6.6 215" B
. 1931 . 40.1 32.3 . 3.4 24.2
15.4 - ' 5.7  78.9
A}
“17.0 . 6.4 76.7
16.7 - 5.6 718,

Net of .central government contributions to N.H.I.

N

Starting 1950, allocated to N.H.S.l(central government) ,

[

Net of central government subvention.

AIncludes subventions to local authorities and to pfivate insurance. Beginning

1950, includes N.H.S. non-fee receipts.

~
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JEngland and Walea Health. -
i‘ Cbncentration of Revenue Decisions
(S

i

~

Coefficient

.238
.249 -

.500

.529 .
.829

810

.806

C
O a
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| _tputs~ Control over ‘the Supply of Medical PrOtessionals .

.
1 B
i

. : In Table Twenty seven we present estimutes of the employment 10cation

of phyaicians in England and walea, disaggregating the total into office

. { .
‘ veraus hospital specialty practices and by administrative auspices within ,ﬁk .

. I -

each category B S o . . , Co Ly
. b;-_- N T,
T ] ' p,

4 "‘\{ ' ~ Table Twenty-seven About Here 8

Even withOut any change in the administraqﬁve structure of medical ~

cate we would observe some tendency toward. cent;alization reSulting from

the growth of hospital base practice When coupled with the - changes in the S

g
numhers of decision makingfauthorities, it beoomea clear thaﬁfthe decisions
- ’

v about the conditions of practice of British- physicians have become quiﬁe

. o R . Y
Centralized (See TablerTwenty-eight) e . o SR
[ : o .. , . Lo, » . ( ‘ L : y . : m "
] X ‘.‘ - #; M
Table Twenty-eight About Here S .
.<: . N . ‘ k] .o . y ". ) N - c
Inputs: Decisions Abaut AcpEss“~h - '
a .," . “ o o ’ ' -~ ) ’ ' “r—v-‘&
- . ./ﬁ?tom a general systems, control perspeétive the absence of highly ;
. -,

.

concentrated decision-making about tHe: demand for medical care 1n Britain
seems an anomaly In Britayh medical-care since the. Second World War there

v

o has been little or np attempt to centnalize decisions with regard to who may

- A 5 . \

:eceive how much health cﬁre other than to insist that«everyonﬂ‘has a
%a“; ,tight to.medical care: . As in the United States, the decisions ab0ut the

o .,
.,demand for‘médical care has been left hlghly decentralized and such comtrol’
l . ¥ L

as exists over the demand for health care “is. exerted i irectly, via

‘manipulating the supply of health eare revenue, and professional staff

. \ ,l’
A .. e . . 2 . 1,

T;_avallable and thewprices\chargedﬁto consumers. . ) j . :‘" '} o




N DR A )
Figland and Wales Health, Employment of Physiclans by Sector, C N
. o N . Q’
C R ‘ ‘ "'.
= R “ ‘ ‘ — .
L . Office Practice - ‘Local Authorities | Hospital and Specialist Practice ‘ ,
[ NI Local i Mm
A ) O Authority - Priv, & Hospliqﬂl Eat.
Wolly  NHS.°  Total | and - | NMS,  Private and {* | Total Active
Year | Private  Affiliate Office , Doctors Private \Hos“pitals Consult Spec. M.D.g
( les1 16,37 0 16,37 o 50 199 © 0 , === 1919 418,276
. ‘ ‘ , . . ‘ N . w
: 1900 19 091 0 19,091 100 2,312 0 - 332 21,563
: ".,.n.--;"‘ , C ‘ . e ‘
w964 0 9,47 200 BS e 0. - 2,50 22,00 \
1920 15,460, 4,000 19,660 30 2,69 0 e 060 254
93 15,005 8,087 280 45 3,300 0 - 330 26,96 . \‘
9% L80 16,200 16,000 S0+ 2,950 0 - 2,050 24,400 L
, ) | | ' | ' o ‘ - .
951 1,74 19,000 20,714 1,300 12,000 2,99 14,390 36,413
- NP ‘ R -
1961 1,575 22,100 . 23,675 1,300 - 16,500, 3,041 19,641 44,616
970 L1530 24,600 25,753 1,300 —- 25,500 5,077 30,577 57,630
\ ! . y
, 'ﬂ“ , ;‘
»“ 'T' . / ; « ‘ m
" \ b, : . .O
8 e - | $
SRR | -
,@%o ' ' !‘"
: Qo . ' O
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England ‘and Wales Mealth. -Concentration
© of -Staff DecisionSf. S
. a o 3

'

' - :( —~—
.}‘ o ;j\ . Year Jr ' Gini Coefficient}
- Y . N ’ ~
1891 . .07 .
N . . ‘ /
“ - 1901 , "4Q5:
P Co ' ‘
- “ ‘ 1911 B .04
B ) .;921 T © .03
1931 N
1938 .99 R )
, 1951 . .84
4 T 1961 = .89
' - e S A
: 1971 .89 -
[ ‘ z . 0 " “' o :
o " 1ror 1891 through 1938 all office -
) C . praetices are regarded as seaprate
. . author;ties Under the N.H.S. all
— : + . private physictans ar® regarded as *
' separate authorities and all employees
_— of the N.H.S.--whethér in hopsital or
! . ' general practice--are allocated to
.central government vt
+ -
, ; . \
L] - ’ N
"-’: . : [4
‘ . .
3
s . . ¢
) . o« .
. . é . -
- SRR ~
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Similar to the American system, patiénts are relatively free td .

choose whether or not they will be treated, to what extent, and by whom. -
"+ Given this rcality, the construction of an index of concentrution‘decisio -
making about the demand for health services-would show very 1bw.va;u¢
.through the time ‘period. . ' o - VJV Do "'

‘ Process: Decisions about Treatments

’ . . .

As with American.medical cize, there is 1itt1e'cd.hentration in‘decision-

L

making: about the actua1 courses 5 medica1 care treatment. Such decisions,
' .
. are made by individua1 providers of treatment on an individual basis--that is.

5
the state does not attempt to dictate the appropriate courseﬂof treatment for

)
>

appendicitis bronchitis, cancer, etc

. The. absence of a formally concentrated decision making structure with

regard to such decisions does not, of course, tell the whole story. Strong- .

s

influences do operate on the individual practitioner by medicaI associations,
treatment review committees in hospitals, sources of payant for medica1'

_care, mﬁd the like. ' In terms of the formal concentration of decision-making

as treated in;this paper, hoqever, treatment decisions in British medical care

are coded as highly decentralized.
N . )
%

, Process:, Administration

In contrast to the laek of centra1ization about professional decisions
J3 . .

over the medica1 care trea-ment process, administrative aspects of the- ,/

treatment process in Britain have undergone a steady evgﬁution toward greater

-

. concentration. From 1890 to 1970, decisions about the;iumber-of patients per

&

physlcian and the physical, facilities pervpatient have increasingly been- tﬁe -

subjects of colléctiye decision:mak}ng; In the period before 1911 contractual
A - . - ' . / ] : ! . .
, _ ¥ , o

) e
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P4
f“-’( . !

arrangements between friendly societies anq individual practitioners acted
A\ Ty -

1

- to collectivize such decisions. Unﬂer the National Health Insurance System,

6individual practitioner 8 control over such administrative matters wereé

further eroded by the institution o ."panel ractice”" in which the patient
y P e p :

: load and other administrative' matters were an explicit part of the contractual

LA |

lrrangements between providers and approved societies. And under the National

? » 1
Health Service, virtua11y all administrative matters with regard to treatment;

both in hospital service and office practice, have become matters of central

’ - .

government policy. o
One wsy of quantifying this dimension is to examine the distribution of

patient treatments delivered under administrative rules set by private

practitioners private hospitals local and centd!?‘authoritieS.‘ In Table

EWenty-nine we present estimates of this type
- ’ - ‘hlf
Table Twenty—nine'About'Here

~ J D -

As in the United States, office based practice 1s the predominant

’ »

feature of the medical care. system throughout the.period with hospital

"~ based practice making large advances mostly since the Second World War. In

Table,Thirty,awe present estimates for the degree of,concentration in admin-
. . o

istrative decision-making in medical care by calculating the distribution of . -
Jtreatments across the\numbers ofssuthorities responsible.for administrative
; , S | T, T

control. ' ‘ X

= [

.TabfedThirty About!HeTe.
VA

T
L . . ) ] ) .
. N
. ’ . 4 . . . .
f . . .
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, . f . :
.
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29, - ° ' _ C o - .
A o L . . A
~ England and hales Health. Treatments by, Administrative Authority
'v (1n thousands of treatments) » :
 Physician's " Private . Public | :
Year lelgngice Practice Hospitals Hospitals Total
- 1891 43, sos .. 73,385 1,38 48,228
{ ' 1901 65, 056 1. "". 4,815 2,151 72,022
C11 90,175t o 6,276 2,936 c; 199,387
1921 ° 113,661% . . 7,784 . 2,983 - 124,428i§éi
‘1931 127,846 SEETIRTZ AN 4,503 - 143,526
1951 188,1592, 50 ".g9,5§6 217,795‘
1961  225,9152 8. 33,852 . 259,851
1971 255,000? | s . 40,221 295,336

\

)

1Some pro ortion of these treatments occurred under administrative .

arrangements fixe - by friendly societies and (after 1911) fniendly '
~N

, = socleties and proved (N.H.I.) societies
2It--is estiﬁéte that 5% of these treatments were outside the N.H.S.
ated as not concentrated. The remainder arg

and consequentl - AE
regarded as being undey central government administrative authority.




30.

=z | )

) Englnnd/and Wales Health. Concentration
of Administrative Decision

Year E G%ni Coefficienf
N N Lt ' :
1901% | 1048 (.05)
| ‘1911x ' .033  N(.08).
;‘r' - o 1921* o1 (.10)
| (;0 1931% . “ 014 (.20)
1938% - | (§405
150 LesT
1960 | . .956 -
1970 B .956 :

*Alternative estimf¥es for 1901-1938 are .
in parentheses. These estimates attempt

to give some impressioni of- the centralizing
impact of friendly society contractual '
‘arrangements (1901-1911) and later "panel
practice" under N.H,I.. Under N.H.I. of
physicians in office practice, roughly
4,000 of 19,500 were in panel practice at
1920 8,000 of 24,000 at 1930, and 16,000
of 24,000 by 1938.; Bi '

»
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The ‘degree of concentratlon 1n admlnistratlve decisiong in mfdical care .

in Britain in the periodrprior to the National Health Insurance system was

| _National Health Service,

'Y

probably only slightly greater than that in the United States at the same
period of time. In the intzrwar Jears the rapid growth of panel practice

under the Nationdl Health Insurance led to a rather rapid movenpent away from
¢

physician autonomy, a trend that wag carried to its conclusion under the

1

De0151ons a®out Prices

As one of the most 1mportant mechanisms for coordinating the inputs and
i
treAtment processes in health, control over the pricing system represents

8 potentially 'powerful means of system control, In Britain theriéhas been

7 a tremd toward greater concentratlon in. declsion-making about prikes over

the entire period 18¥0 to 1970,

»

Evenv " the earliegb §ears of the pcriod, prices'wi;p'not set in a‘wholly

hnner (each provider setting his/her own prices). Consid-
erable portiogézpf the flnancial flowk in medical care were the- direct
responsibili\y of local governnents who set feeo in the public hospital system,
Even, in the prlvate sector, tredtment occuring in hospitals occurred at

prices set by hospital boards of governors, and not individual providers

- In additicn, some portion of medical care expcnditures in the years prior

to the Nationdi.Healthvinsurancc were set by negotiations'between groups !
of provioers énd’the Friendly Societies;'resultiﬁg in. gome degree of concen-~
tr#tion of control over pricing (the activity of Frlendly Society fixed

price séhemes are not reflecte% in our data for 1901 and 1911).

R

» . o
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_ Under the National Health Insurance -system a muc¢h broader concentration \

of price decisions occurred'as the central government.regulated and'essentially\
fixed medical care prices for the increasingly large portion of the. population

-
t who were affiliated with the‘approved societies. In contrast to the American
syatem, each increase in governmental subsidies to m:dical care also carried.

with them explicit controls over the pricing of services ‘in the N.H.I. period

: The instiéﬁtion of the National Health Service in 1948-49 carried the . - "

c0ncentration of decision-making about prices to its ponclusion,uas almost all .
N -prices over physician and'hospital services mere determined'at the central
government'level - These trends may’ be represented by tracing the proportions
[
of all money flows in medical care that occurred under-prices set by providers, o
"local governmeqt agencies, and central government agencies (Table 31) and
'distributing these pricing decisions across the number of decision-makingﬂ

EN

authorities of each type (Table 32)

T
[

jﬁ_ Tables 31 and 32 About Here

Se

- 5
%

L3

N , ~ From these tables it is quite clear th, pr1cing decisions have followed

¢

a course .of concentration bbconsistent with those of most other key

aspects of the medical care system. ~Perhaps more clearly than wiﬂh»any other:

L

\
.y
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Engiéni and Wales Health, Per’cen-tzages of Expenditure at Prices
~ 8et by Variods Authorities : : S .
£ " ’ .
’ At Prices Fixed ! Local Central
' Privatelyl Government . .Authorities
1901 75% T T .
911 - 73 27 | 0
1921 46 © v 38 ) 16
1931 4 I "R 18"
w05 0 T s
960 4 0 9%
1970 IR o c 97 '
1J.901 1931 includes privat:e out—of—pocket prj.Vat:e 1n'surancei voluntary
hospitals. L ' ‘
,,21921-1931 includes N.H.I. v . R
/\\WK o N i ‘ . | ’: ~ .
3 ) '
.
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Concen'tggtioﬁ ;'
. L Year ! Gini''Coefficient = .
A | , 1901 - ' .237_‘_ L oo
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‘ 1921 . ' (509 A - -
} - ' ’ B o . ’j“r ’
| 1931 RS T
; - _ . S Tt
- ) R 1950 . .s R 0950
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1mp°ttant type of décision ‘the history Of concentration of decision-making '

“aboyt medical care pricing demarcates’ the trangition of the British medical

care system from 84ﬁn$XQd economy" to n‘"COmmand economy. "

. . . | , ,or .*
. . g\ncentration Of Decigion- Makin in British Mcdical Care: A Summa;y

British medical c;re shares with the other systems examined in this
Paper’ a general evolution towatd greater concentration in decigfon-making #*

over t:ime In comparison wit:h the other SVStems, 1(; shows the tendency toward
concentration to be highly advanced The British medical care system also

w1

displays further variations in control structure ‘that 18 in the British - .

Avmedical care .system, the degrees to which the several crithal types of

L3 -

) decisions have become Subject to concentration differs from other systemﬂ .

\ ! .
- ‘ . oy
. .

e ' Fignre 5 About Here
A L .
*. . As noted previously, control over fiﬂanCes appears to be -the dimension )

of System contrOl that changes first, and:’ usually to the greateg% degree
: COEfrOI over the knowledge factors of productiop and general adminigtyation

seems to follow Sources of ‘reverue COﬂCentration in BritiSh medical. care and.
N "
1n the other SYSCQEL However, not all Critical decisiéns in the System have
.

‘fbeCOme subject to ‘highly centralized dec1sion-mak1ng Most notably, demand

and " access decisions and decisions about the technical aspects of the creatment
. C ‘
y PrOCess have remained fOrmally unconcentrated
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policies fn the United States and Greht Britain The several sections of

~examples

‘definitions of centralization are often implicit'in the literature, we find

Ty

oo : | SUMMARY ,

The primary purpose of this paper has been to move toward a more

adequate representation, both conceptually and operationarly, of the varlable, '

" "

"centralization" and to provide empirical efamples with medical and eduéation

this paper have focused on previous uses of the concept gener&lizations E L

f £

-about the causes and consequences .of centraliz&tion a. reformulation of 'the

. concept, problems in the operationali\dtionmat”the concept, an? the empirical

’ ’ -
L}

o °

Ourfscholarship has used "centrélization",as both an independent and ; )

/ i . .
dependent variable and at several 1evels of analysis--e 8- total societies,

. h 1
. L) )

’political\systems,Icomplex organizatidns. The concjpt may be used to identify

o S : : / ,
how csitical decisions: are made: whether’ by many' br few.decision-makers_gnd

whether €he decision-makers are governmental or private sector actions. :0ur

B

scholarly literature contains various indicatprs_for'measuring'centralization.
¥ .

. Some scholars.use the ratio of governmental expenditures to gross nationmal

. product to describe the degree of centralization in entire nation states.

.cher-have used qualigative descriptivefterms'"federalist", "corporatist",

and "democratic'. for the same purpose.

‘ While the conceptual frameworks underlying the.various operdtional

most of the empirical approaches for analyzing centralization to be inadequate.

-

for{purposes'of studying policy formation and policy implementation. At

N

this'stage’of’scholarship, We need a clear'conceptual framework for the study

¢

"of centralization, as well as empirical measures that are derived directly

- ~

from it. We need measurement that captures the decision—making processes

>
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that hre.the general referent og'the concept analthat allow for empirical
,e;piorations both'ocroSS'systemefand across tihe \ “

| Wetnave defined centralization as the degree of Concentratibn in tgg
distribotion of decisions'across different decision-makers-ﬁi e what proportion

gofhdecisions of a given type are controlled by what proportion of decision-

makers. Our definition is purely structural, and deliberately excludes such
. N < , . . L I
considerations as to what kind of intereéts are represented in a given .
- - : ‘ \/'

decision,'and the reasons ‘for a particula ' decision is being made That is,

7

we: view centralization as refering ‘to th formal (not informal) integration

of systems by means of direct control. We believe-that it is useful to sever

v

this dimension from questions pertaining to the goals of decision-makers, to

the informal - influences on them, and to the degree of participation in

A\
decision-making. We believe that our con tualization.of centralization
: 7 @ . . ’ :
;has potential for helping us to understand system performance. Once we

understand centralization within this context, we can also better wh:/gg)ision-f

makers goals are implemented or not, why Systems have attained theif level
. J

of integration,vand'have their level of participation.

“iy

Adopting our definition_3f,centra1ization requires that types of
decisions be identified and.tnat the degree of control over each type of ~
-deciaion,belﬁéasored. ‘ﬁe have'chosen to adopt a systems and cybernetic
paradigm=to ground theoretically the choice of decisions andvdecision;makers,
thopgh the empirical approaches auggestéd are equally applicable if one

chooses to see policy formation and implementation'in terms of contingency
. . {

. - ) 4

¢

theoryif Qur apprbaéh'leads usﬂto identify several types of critical‘

s

B

decisions in systems. Control over each type of decision represents a

L4 !

_source of control over the performance of the entire system



T AT SR ' A o ‘ i N
R (LTI \ . S , v

" wY " Three types of decisions att-importané tof!&stom\pcrf::ﬁ:nce- acquiring

}v i " ‘
. } resources from the environment, controlling the production process, and

controlling the information flows that coordinate system inputp;vptoduction

e .prOCesses, and outputs. For empiricaLrpurposes we distinguish further

p

N among three types of input decisions and rwo typcs of production decisions. :

'. ‘ - . "

Lo We identify decision makers that haVe discretionary control over the

! ! : ~7 ) . i . . L I

s : : ‘ . v L
acquisition of a system ‘input, have coritrol over production procgsSEs, or

Ccontror o | ' noo
control"information about the systems functioning. We measure the;concentrar
! , . C e ‘ : o e
“tion of control (cehtralization) with regard to a given type of décision by

a
-

ﬂ} : calculating the gini concentration coefficient of the joint cumulatlve ﬁrequency

distribution of flows of a given decision type (inputs, processes,’ or information)

\ - \~_r\ . Lo ’ .
across the authorities making decisions of a given -type. . ; ‘ T |

- e

'We have offered four examples of the operationalization of this approach

u‘* i o §

to centralization They dea1 with five decision types in eachﬁgf American .).h

and British EPucationvand Medical delivery systemsfbetween 1890 apd 1970 I

[Y
LN v

‘In working thLOugh the” various examples, a number of descr1ptive conclusions

- >

A are reached with regard to the causes and consequences of changes in the

' -
'

L concehq\?tion of decision-making,,and 1mportant differences between the four ,

LN

examples and across time are uncovereh These descr1pt1ve:findings are

A . . P
. K R
BN P

discussed in the following section. ,
. concwsions S S e e
P ¢ - ~

The Concentratlon of Decision-Makingiln Medical Care and Education 1n Britain

and the United States . .
Inieach of the fourvsystems cons1dered here there have been n::~%1_ o
3 h; tendencies toward increasing concentration of detision—making between 1890 ﬁ—,fN\).
and 1970 #hat, is;,. 1ar§er and. 1arger proportions of cértain-critica‘l decisions ' ‘
have ‘come’ to bej;ade by smaller and smaller proport1ons of authorities. dThus

. . .A ) KR4 . . .

&
rr

G
.
9




:nations display different levels of centrali

1 g R Y R : I

K ! , .
. ; / N ' . . n t . o
o e . v

-

‘ it appears that, in the run of an 80 year period the increasing complexity'

'

and size o medical and education delivery systems haveTnot led to the de-

’:concenttation of formal decision-making structures posited‘by some complex o

' organizatign theorists. Arguments that advances in technology and increases .

-~ '

in the economies of scale necessarily gene centralization’over time.also
n

seem unable to explain,/why systems perfo e same function- in different

on. Thus it'appears that}

'none of our existing theories of the causes of centralization are wholly

\ .
r - . . -

adequate. ° “ T {ﬂ

Perhaps more interesting than the general tendency toward greater e

-
-

' concentration in decision- making are maj%r differences in centralization L

in specific countrtes and in specific delivery systems. The very existence'

of such differences points up the inadequacy of such global measures of

Tcenti'alization as government expenditure as a ratio to G.N.P.. Both British {

delivery systems considered here tend to have higher levels of concentra?ion

of decision-making than the American systems. Some part of this result is

simply a function of the relative size of the two nations coupled with

v

technological limiss on the span, of control because the Unitedzi;ates is T‘ .-

larger than Britain, larger numbers of local.administrative units would exist

’ oy

2" in the United States even if the d1vision of authority on a particular type

- -

of decision between lecal and central governments were equal  However, . the

: Y

"higher "level of centralization in. Britain cahnot be attributed-wh 1ly to the’

fsct that it is. a“ smaller counGry It is clear that thexe are pe sistent

-3 s N . « .
differences Between the structure of policy formation nd imple ntatidnuin

the two nations that reflect dynamics other than sizef and technolog
. : . |3

-
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I
nds to be moré highly concentrated than in health . In Britain,‘ he:

i . -

A ’ : J ‘ ' ‘ . ,
In the.United States, the stﬁucture of decision-making in education : lz -

| '

éposite waé the casé by 1970.‘ Furthermore, the four systems considered

ﬂlay quite different time paths in their progress toward their 1970

yO

-

-le els. These differences point up the importance of framing policy formation

Y /

- and implementation studies at levels more NAarrow- than the nation- state.

’ 1 -

Indeed there appear to he important system specific variation that cannot

Iﬂ?explaineﬁ by general difﬁsrences between nations or by general differences

1between types of delivery systems.

In addition to differences in the overall level of concentfation of

'

decision-making in- educatidn tends/to be‘more highly concentrated than in’

health In Britain, the opposite was the case by 1940 Furthermore, ‘the

AN
four Systems considered display quite diffeteht time paths in. their progress

N

toward- their 1970 levels These differences pot

up the importance of . raming

|
vels more narromwthan the

V

policy formatiOn and implementation stud1es at

_nation-state, 1Indeed, there appear to be impo" ant . system specific variation

.that cannoh be ex?laincd by generhl differences b

. differences be

P

tween nations or by general

en types of. delivery systems:

In adaition to d1fferences in the overall level of concentration of
deeision—making across the four sys ems " the systems differ in what might be .
: [}

called the "modes 6f control'g;;

“ \

at is, the different systems display

different mixes of concentratio across the types of dec1sLons In-three'

of the four systems EAmerican medical care being the exception)~ there‘has been
a tendency fpr some concentration of each type of dé01Sion to occur (inputs, C
proc;sSes, and 1nformation) That s, some degree of oonceztrated control |
bas’occurred in eachlpart of the system In American medical‘care, there

5
" .
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e tendency toward increasing c0ncentration ‘" 4“h"ts and infhrma~“

i . = "o nendency toward increasing cOntrol over the production prqcess.;'
Loy .
L

' diffefences may not’ indicate an absenée of effective centralized coﬁtybl '

> 1,

1 J
;n this particular instance, the absence of centralized control over the

administrstive and\treatment processes of'American medical care may be one

. ‘ . . '},L Cy g o,

PR cduse of the bias~in‘American medicine to qnphasize highly intensive care of
'a few individuals at the expense of/less emphag§is on preventive medicine and

L )
-
* -

aasoéiated social ervices. L o _Q L : Vv

.7
Iy

» B  The disaggregation of centralization-into multiple dimensions representing

N different types of critical decisions enables us to see a "natural history" of

o3

. cpncentration in decision-makfng In the four systems, there is a cgmmon

L endency for resOurce allocafion decisionf and pricing decisions to become
more concentrated and concentrated at an earlier point in timé than other
. ' 0)‘,

decisions. This has generally been followed by‘increasing contrpl over the

/"‘\ﬂministrativé aspects of the ptoduction process (except infﬁgfrican medical

. care), and control over the appointment of professional staff. In the system
S

considered here there has been a tendency, stronger in. medical care than in

LY

education, to leave the ’hchnical aspecfs ef treatment in the hands of

individual practitioners. Similarly,ithere has .been a tendency in these two
L - i

-‘nation; to aVoid diréct controls over~accessk other than the compulsory- : \
. 3 o . )
. educaTiqn.movements in both nations. . .' “ I DRI

. ' . . N . )6 3 . ‘ , : . . . N e

"" - S

"

The Concentration of Dec1s1on-Mak1ng,as a Dimension in the Study of Soc1a1 Policy

PR

We have dw§igned this paper to "deal with a number of c0nceptual and

; measurement issues. We have said 1ittle about how our* approach to centralization
can be useful in the study of social policy Nor Have we presented any

W4
,tests of hypotheses about either the cause or consequences of centralization
- L . k-4 , A \

P 6 < -

1()‘3' ; ‘k‘.(

¢



bl PR - ' Lo : ! .
f . v - . . ; . ‘ ] e ‘ -
! While the utility”df the current approach to centralization cannot be
- . . - ) C 4 .

1rect1y'demonstrated heremdue to'space limitations, we do sugg&if some’
7':advantages of our approach ) ‘ | | .
, . In the ogmparative study of social policy there are two basic sets of
_ queetions ‘ How 1is: policy formulated? And, what arg the consequences of
PR " 4 ¢

~« policy? Various writers-have suggested that centralization is an important

<

variable in understanding both of - these questions b .

.o k\-— '

. The role of centralization in policy formatiOn is to structure the
. , X o

.representation of interests Where policy is formulated by a single central‘

thority as opposed to many Local authorities-different £81ms of interest

./’

- grOyUp organizstion .are necessary for effective representation Whether

e.in a single loeatlon or many different locations may also
' [
play some role in the relevance of’ the power ‘resources available to different

_groups to effective representation.. Thus, the large blocks of votes avilable*

to the Democratic Party in'the UnitedVStates do not, at least in the-short
run, have much relevance to policy formation in med1cal care, as most’ critical

decisions are ‘not, made by governmental authoritiesi In Britain, by way of

Al

contrast, a large vote “for’ the Labour: Party may indeed be directly translated

, -

into ‘changes in medical care policy (albeit the mechanisms aregistill rather

” indi]rect) N e o ' ¢ - o
» T A F . oo e
Because there are differences between nations (and with1n nations

; between delivery_systems) ‘there are several. advantages to our approach to
¢ the study of centralization. Our data indicate that there is variation in

the degree of centrallzation in decision-making with regard to differeng
L policy areas and to different time p01nts " Thds any 51ngle measure of
’ﬂf’ _ centralization (suéh as government expenditures as a ratio to G.N.P. ) cannot
- explain A1 £h rences in the biases of policy ACTOSS policy areas. Even if

n [

R 103 . . ;

4

i

’



\ (/ .. analysis i{s focus d on a single‘policy area, diffcrences in the structure
_of decision-making across critical ,types of decisions argue. against the use
of a global indicitor, The current approach also leads to greater insights

g of interest group representation in policy formation

; . b
oo than categorical characterizations of a policy area ‘as having "democratic" ‘
: . ;
'S or "corporatist" decisiqgamaking.' Decisions about different parts of a system

‘ may,_as we have - demonstrated display variability in structures. 4§y examinlng

lbout the~structu

several critical types of decisions within a system we argiable to disentangle

’

~ \ which decisions are brdadly representative of interests and which have very

restricted interests. ' . S
¢ ‘ *he wealth of‘%qicriptive detail)about decision-making structures

available from the current approach to centralization may be of some interest

. “

3 ‘in_itself, but the real proof of the pudding is in the eating. Does the

© 77~ - rather complex view of centralization proposed here glve us more systematic

B ' . 4 ' * J
insights int6 policy outcomes and system performances than do some of our

- : .
» . . Y

existing approaches?

. The primary purpose of our approach has been to\demonstrate—that the
v % ‘ : . ' :
degree of concentration ih decision-making ‘may vary across time, nationms,

)

system types,vand even  types of decisions Within a given system. » Is there

any reason to believe that such variation is a cause of variation in system

» %
~ performances and policy outcomes’
— : .
We believe that differences across types of decisions in the degree of

o

- centralization may be very lmportant for predicting specific system performances.

N

Eor exdmple,. central’ government control over pricing and professional hiring

may be %rectly relevant to the degree of equality in the’ geographical and.

- social distribution of health services, while a. large central government%role

.
A ]

’ . ‘ : ,' - ? ‘. oY VV ’ " . . ‘ o
, . - ‘ : Ig) o ) 4 7 . .
. ) R L ' ] .
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in .the fipance of| the system may be irrelevant, David Mechanic (1977) has'
suggested thaq\th combination of highly ce:bralized dec%sion-making about °
sources of revenue in medical care coupled with the absence of price control

. é
* may be of great mportance in explaining the cost performance of medical

L3 o

‘ ‘kv care., We have suggested elsewhere that various. aSpects of centralization
\\.‘ o «

may ptedict differences in the ‘$peed with which medical innovations are
adopted and diffus (Hollingsworth, et al., 1978a) and the cost effectiveness
.of medical care delivery systems (Hollingsworth, et al., 1978b) . Differences‘-ﬂf

of this type cannot be predicted by any single global measure of, centraliza on

1/: : chgracterizing an entire system. Categorical‘meaSures of the degree of

concentration in decision-making are able to draw such distinctions, but have

- , little empirical rigor. Hopefully, this paper moves us somewhat closer
. 7

th ‘goal of being more able to measure the impact of centralizatiOn on system

\ . . . .

‘performance.
™
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