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ABSTRACT 

The purpose of this study is to determine why the 

United States and Mexico have similar health policy 

outcomes. It is postulated that the United States and 

Mexico: (1) are comparable, (2) have similar outcomes in 

health care delivery, and (3) that there lies a similarity 

between these two countries which has resulted in both 

countries having similar health care policy outcomes. It is 

argued that the similarity is based upon elitism in the 

health care policy making process. Although the elite role 

in the health care policy making process is structured 

differently and the players may be different in each 

country, or change over time, functionally this role has 

dominated health care policy outcomes in both the United 

States and Mexico. 
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CHAPTER I 

INTRODUCTION 

Comparative health care policy has various meanings 

depending on the connotation given by the field of study 

which is examining this area. A unique aspect of studying 

health care policy is its interdisciplinary nature. Works 

in health policy derive from anthropologists, sociologists, 

economists, schools of business, and most recently political 

scientists. Health care policy is also often examined in 

the context of social welfare policy. 

There is no doubt that researchers interested in health 

care policy are presented with innumerable paths and areas 

that can be investigated. One of these areas is the issue 

of health care policy outcomes. The health care policy 

literature poses several arguments as to why the United 

States has developed it unique structure of health care 

policies. However, no one has examined the United States' 

health care policy outcomes by comparing it to another 

country with similar health care policy outcomes. Mexico is 

such a country. 

Why Mexico? There are three major reasons: (1) the 

United States' and Mexico's health care policies are 

similar, (2) Mexico borders the United States, and (3) there 

are many benefits that can be gained from conducting a 

cross-national study between the United States and Mexico. 



The first major reason for comparing the United States 

and Mexico is that their health care policy outcomes are 

similar. The health care delivery structure and significant 

health care indicators are quite similar in spite of the 

vast differences between these two countries. The thought 

that the delivery of health care and significant health care 

indicators of the United States and Mexico are similar may 

seem ludicrous. At first glance, this comparison seems to 

be impossible because the United States is unquestionably 

one of the richest nations in the world and technologically, 

in health care, one of the most, if not the most, advanced 

nations in the world. On the other hand, Mexico is a 

transitional country with limited resources. However, in 

examining the structure of the health care delivery system 

and the health care indicators, significant similarities 

will be shown to exist in these two countries. Thus, the 

question still remains as to why these countries developed 

such similar health care policy outcomes. 

The second major reason for selecting Mexico is that it 

borders the United States. The United States and Mexico 

share a continuous border that spans 2000 miles with very 

large differences in their economies. These circumstances 

have several major implications for health care policy. One 

of the implications of a shared border is the increased 

propensity for the citizenry of each country to seek health 

care in the other provinces. For example, Americans seek 



uncovered or undercovered health care in Mexico, especially 

medications, because it is less expensive (Fiscus 1993; 

Interviews 1-12 1995-1997; Moore 1995; Sibbison 1992; Warner 

and Reed 1993). Mexicans often come to the United States 

for technically specialized care which is lacking in their 

country (Fost 1992; Guendelman and Jasis 1990; Interviews 1-

12 1995-1997; McKinlay 1995; Noecker 1996; Warner and Reed 

1993) . 

Another implication of the proximity and especially the 

different economic status of each country is that Americans 

will continue to retire in Mexico, while Mexicans will 

continue to flow to the United States for work. Aside from 

the concerns of illegal migration of Mexicans who seek care 

in the United States (Economist 1994; Guendelman and Jasis 

1992; Hudson 1995; Lutz 1994; Martinez 1993; Peters 1996), 

there are also the legal immigrants to consider. For 

example, the United Farm Workers Union and the Mexican 

government have been involved in discussing a bilateral pact 

which would give hispanic farm workers an opportunity to 

purchase health insurance coverage for their relatives left 

back in Mexico (Ferriss and Hembree 1990). At the same 

time, numerous U.S. employers are seeking health plans that 

provide care in Mexico (Ceniceros 1996). These events are 

occurring without any established cross-national health care 

policy or regulation. 



Finally, the shared border has led the United States 

and Mexico to enter into a trade pact. The United States 

and Mexico are two of the three partners in the North 

American Free Trade Agreement (NAFTA). With NAFTA, there 

will be a continual increase in trade. Subsequently, there 

will also be an increase in the mobility of industry, 

people, and commodities between the United States and 

Mexico. Due to these increased activities, health care 

issues will become more pertinent than ever. This concern 

for health and health policy is not unique to NAFTA, but has 

also been voiced regarding the European Union (Strawderman 

and Rosenau 1996) . Indeed, the issue of NAFTA and health 

care is so vital that it is already being addressed by 

scholars (Frenk et al. 1994; Laurell and Ortega 1992; Poole 

1996). A U.S. Border Health Commission was also authorized 

in 1994 (Congressional Quarterly Weekly Report 1994) . 

The third major reason for comparing the United States 

and Mexico is that there are many benefits that can be 

gained from conducting this cross-national study. One 

benefit is that through the use of comparison, this study 

will add a new perspective to examining arguments in the 

health policy literature as to why the United States has 

produced its unique structure of health care policies. In 

other words, instead of just examining the merits of the 

argument, the argument will be examined in the context of 

applying them to a comparative case. 



Another benefit is that this study will add to the very 

limited amount of literature discussing health care policy 

in Mexico. There are only a couple of major descriptive 

works covering Mexico's health care system (Mesa-Lago 1991, 

1994; Roemer 1991). There are also only a few articles in 

the literature that cover either specific aspects of the 

Mexican health care system or health care policy (Frenk et 

al. 1991; Frenk et al. 1994; Harrison 1991; Horn 1985; 

Laurell 1989, 1991; Laurell and Ortega 1992; Laurell and 

Arellano 1996; Nigenda and Solorazano 1997; Selwyn and Ruiz 

de Chavez 1985; Spalding 1980; Ward 19 83). There is very 

small amount of literature that compares the United States' 

and Mexico's health care policies (Frenk et al. 1994; 

Sherrad Sherraden and Wallace 1992; U.S. Congress 1984) . 

This lack of literature covering Mexico's health care 

system, health care policy, or comparing it to the United 

States has a couple of major implications for the 

disciplines of political science, public administration, and 

public policy. One major implication is that it limits the 

capacity for these disciplines to use Mexico in a 

comparative context. This is especially troubling from a 

comparative perspective because "Mexico provides many 

valuable insights into politics and political behavior" 

(Camp 1993, 14). Furthermore, without an extensive source 

of literature, these examinations will have a tendency to 

become descriptive in nature. The other major implication 



for these disciplines is the capacity for political 

scientists to fulfill their role in the provision of 

information as the United States and Mexico develop a closer 

relationship. As the "United States' and Mexico's economies 

are becoming more integrated ...it is necessary to establish 

policies and a regulatory framework that optimize the 

integration" (Weintraub 1990, 15). These policies and 

regulatory framework will most certainly have to include 

health care policy. The development and establishment of 

such policies and regulatory framework will require more 

extensive research and analysis so that such can be used to 

actually optimize the integration. In turn, research, 

analysis, explanations, and recommendations will require 

more extensive literature to be available for this 

inevitable endeavor. 

Still another benefit that can be gained from 

conducting this study is that it will add to the literature 

which focuses on examining the determinants of health care 

systems through cross-national analysis (Altenstetter 1974; 

Marmor, Bridges and Hoffman 1978; Leichter 1979; Stone 1981; 

Evans 1984; Hollingsworth 1986; Payer 1988; Schieber, 

Poullier and Greenwald 1991; Grogan 1992). Using 

comparative analysis to understand the determinants and 

effects of policies abroad can assist in evaluating 

alternative policy options. "Although there is a large 

amount of literature on the comparative analysis of health 



systems, there are rarely attempts to draw lessons from 

comparative experience" (Rodwin 1990, 438). As for studies 

which included Mexico as a case, there has been only one 

such study whose expressed purpose was to "extract lessons 

from the experiences of other countries to formulate 

better health policies in the United States" (U.S. Congress, 

1984). This study also included Sweden, England, Germany, 

Canada and Japan, as cases. Although the emphasis on this 

study was not on explanation or as termed by Marmor "policy 

understanding" (Marmor 1996, 286), it does focus on 

examining the determinants of health care systems and 

learning lessons from using the comparative experience. 

A final benefit from conducting this cross-national 

study is that it will substantiate the viability and add to 

the very limited amount of literature which compares 

developed and developing countries. 

It is the purpose of this study to determine why the 

United States and Mexico have similar health policy outcomes 

despite these countries' dissimilarities. It is postulated 

that in spite of the economic differences, the United States 

and Mexico: (1) are comparable, (2) have similar outcomes 

in health care delivery, and (3) have a similarity in the 

health care policy making process which has resulted in both 

countries having similar health care policy outcomes. 

The first part of this dissertation will establish the 

framework for comparing the United States and Mexico. 



Chapter II will describe and concentrate on discussing the 

major arguments in the literature as to why the United 

States has its unique structure of health care policies. 

Chapter III will discuss the key features of the United 

States' and Mexico's political systems. Chapter IV will 

justify the comparison between the United States and Mexico 

and explain how the study will be conducted. Chapter V will 

demonstrate the similarities of these two countries health 

care systems by discussing their constitutional/legal status 

of health care, comparing their structure of health care 

delivery, and comparing their basic health care indicators. 

Chapter VI will concentrate on developing and providing an 

elite-based explanation for the similar health care policy 

outcomes in the United States and Mexico. It will discuss 

elite theory in the context of an explanatory theory in the 

policy making process. Then the health policy making 

process in the United States and Mexico will be examined 

from an historical perspective to show why elitism does in 

fact explain why both countries have similar health care 

policy outcomes. Chapter VII will consider alternative 

models and explanations for health policy outcomes, and 

Chapter VIII will sum up the dissertation. 
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CHAPTER II 

LITERATURE REVIEW 

There are many arguments in the literature explaining 

the United States' health care policy outcomes. These argu

ments fall into four categories: the institutional perspec

tive, the role of culture and ideology, the role of interest 

groups, and the political class struggle. In this chapter, 

each of these theoretical arguments and some of their major 

scholars are discussed. The elite theory argument will then 

be presented. 

In the first category of arguments the use of political 

structure for explaining phenomena is known as the 

institutional political process approach (Weir, Orloff and 

Skocpol 1988, 16) . Those pursuing this argument are 

referred to as historical institutionalists. The 

institutional political process argument "examines state 

fonnation and the state's institutional structure in both 

societal and historical context" (Weir et al. 1988, 16). 

Some of the major health policy scholars using this approach 

are Paul Starr, Theodore Marmor, James Morone, Theda Skocpol 

and to a lesser extent Milton Roemer. 

From a comparative perspective, Starr argues that the 

United States failed to enact a health care system similar 

to European countries because the United States lacked (1) 

well-developed institutions or a bureaucracy per se, (2) 



well developed voluntary sickness funds, and (3) political 

instability (Starr 1982). Fundamentally, Starr uses a 

historical institutional analysis or an institutional 

argument to emphasize the fragmentation of the economic and 

political institutions as an explanation for health care 

policy outcomes in the United States. However, in Starr's 

full examination of the social history of the medical 

profession, his central argument is that the political 

strength of the American Medical Association (AMA) was also 

critical in the formation and outcome of the current health 

care delivery system. Thus, in this full examination, he 

also gives an interest group explanation. 

Theodore R. Marmor's work also reflects a part of this 

institutionalist tradition. His earlier work was an 

analysis of legislative history, namely the political 

alliances which culminated in the passage of Medicare and 

Medicaid (Marmor 1973, 1983). This set the groundwork for 

Marmor's central theme of why the United States does not 

have national health insurance. His explanation for United 

States' health policy outcomes centers upon the federal 

structure of American politics. Marmor argues that this 

federal structure results in fragmented public policy making 

which emphasizes consensus over content (Marmor 1986, 1990, 

1994; Marmor et al. 1990). 

Morone also takes the institutionalist approach. He 

centers his arguments on the proper role of the state and 
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where authority has been granted to shape public policy. 

His initial arguments centered upon how the medical 

profession (in particular, physicians) had successfully 

captured this particular role in health policy (Morone 

1990). This basically supports Starr's contention of the 

role of the AMA in shaping health care policy, but Morone 

goes beyond just the acceptance of the sheer power of the 

AMA and credits the AMA's capacity to feed into peoples' 

beliefs of what the proper role of the state (political 

institutions) should be (Rothman 1993). More recently, 

Morone argues that the bureaucracy is beginning to replace 

the authority role once strongly held by the medical 

profession (Morone 1993). This shift from physicians to 

bureaucracy, argues Morone, is considered by the public as 

an acceptable role for the state as the state tries to 

control health care costs. Thus, Morone sees health policy 

outcomes for the United States as reflective of how the role 

of the state is perceived and to whom the state grants 

authority to shape those outcomes. 

Theda Skocpol, a founder of the institutional political 

process approach, places health care policy within the 

context of American welfare policies (Weir, Orloff, and 

Skocpol 1988). She argues that the shaping of welfare 

policy is a reflection of the interaction between groups and 

institutions. Skocpol attributes the failure of the United 

States to develop a comprehensive social policy to a latent 
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form of state formation which resulted from an institutional 

structure that reacts to political groups, as is evidenced 

by examining policy feedbacks. The essence of this argument 

is supported by Steinmo and Watts who argue that the United 

States does not have national health insurance "because 

American political institutions are biased against this type 

of reform" (Steinmo and Watts 1995, 329). 

Finally, Milton Roemer (1956, 1977, 1991) also explains 

health care systems from an institutional political process 

approach. He uses a methodology of historical analysis to 

develop a typology of the existing health systems. He 

argues that "...national health systems tend to be 

sociopolitically functional at every time and place. No 

health system is static." (Roemer 1991, 640). Roemer's 

work indicates that a country's health policy outcomes is a 

result of its institutional economic status. This is evi

denced through the typologies he develops. In his initial 

study (1956), Roemer characterized health service programs 

into four categories: (1) free enterprise, (2) social 

insurance, (3) public assistance and (4) universal service. 

This classification scheme was based on the country's method 

of financing medical care for the population. Later, Roemer 

(1977) characterized the countries of the world according to 

five main types of health care systems: (1) the free 

enterprise model, (2) the welfare state, (3) underdeveloped, 

(4) transitional, and (5) socialist. These types were based 
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on the belief that the political dimension and economic 

levels were the major determinants of health care systems. 

Roemer (1991) then modified this later characterization into 

a conceptual matrix. In this conceptual matrix, Roemer has 

only four main types of health care systems: (1) entre

preneurial, (2) welfare-oriented, (3) comprehensive, and (4) 

socialist. These types are still based on the concept that 

political dimensions and economic levels are the major 

determinants of a health care system. In particular, this 

classification is based on the estimated degree of societal 

intervention in the traditional private market of health 

services. The other dimension in this matrix also has four 

types: (1) industrialized, (2) transitional, (3)very poor, 

and (4) oil rich. This dimension is based on the economic 

level of the country as measured by its GNP per capita. 

This approach is indicative of an institutional perspective 

because it uses the institutional variables of political 

dimension and economic level to explain health care delivery 

outcomes. 

Thus, from the institutional perspective, a variety of 

arguments emerge to explain the health policy outcomes in 

the United States. The theme in this category for 

explaining the United States health policy outcomes centers 

around the concept of institutions. The major determinants 

that are postulated by the scholars are the structure of 

13 



institutions, the proper role of the political institution 

(as perceived by the populace), the late formation of 

institutions, the influence of groups allowed by the 

institutions in policy making, and the institutional 

economic status (the type of economic system and level of 

economic development). 

The second category of arguments, the role of culture, 

is an approach which seeks to explain health policy outcomes 

in the United States by identifying particular values or 

ideologies. There are many scholars who subscribe to this 

explanation. For ease of understanding, the scholars in 

this category will be broken down into two groups. 

The first group of scholars bases its explanation on a 

public opinion model, which explains health care policy 

outcomes as a result of popular choice that reflects what 

people want or demand. It assumes "that policy means choice 

and choice depends on values" (Fuchs 1993, 4). Scholars in 

health policy who subscribe to this argument generally tend 

to be health economists. Health care economics is an 

applied subdivision of microeconomics which emphasizes the 

quest to satisfy the want for health care. Some of the 

major scholars are Victor Fuchs, Eli Ginzberg, Robert Evans, 

and Rashi Fein. Victor Fuchs concludes the United States 

does not have a national health program because the American 

people do not want it (Fuchs 1986, 269). Ginzberg reaches 

the same conclusion as Fuchs. He states that "in the United 

14 



States it is still the citizen who, through their voice in 

the marketplace and in the legislature, ultimately deter

mines how their money will be allocated" (Ginzberg 1977, 3) . 

Evans in his study comparing the United States' and Canada's 

health policies, concludes that the lack of a universal 

national health care program and cuts in federal health care 

expenditures in the United States are attributable to the 

popular mandate expressed through the United States economic 

and political institutions (Evans 1985). Fein also explains 

that the lack of a national health program in the United 

States is due to American attitudes and belief in "market 

solutions to social problems" (Fein 1986, 161). 

The second group of scholars in this category bases its 

arguments on societal mores. Gaston Rimlinger argues that 

in the United States laissez-faire liberal values were 

extremely strong, and a "commitment to individualism and 

...self-help led to a "tenacious resistance to social 

protection" (Rimlinger 1971, 62). Nathan Glazer describes 

"the weakness of universal social provision as an ideology 

in the United States" (Glazer 1988, 180). He identifies 

five aspects of the weaknesses of this ideology: (1) 

federalism, (2) ethnic and religious diversity and 

voluntarism in social services, (3) race, (4) individualism, 

and (5) private enterprise instead of government 

intervention. David Rothman identifies "the tradition of 

narrow middle class self-interest, the entrepreneurial 
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quality of American medicine and the tradition of 

voluntarism" as the determinants of health care policy 

outcomes in the United States (Rothman 1993, 284). 

Thus, in this category there are also a variety of 

explanations that emerge to explain health care policy 

outcomes. There are several particular themes that are 

prevalent in these arguments. Those themes include popular 

choice, individualism, voluntarism, and laissez faire or the 

preference for privatism over government intervention. In 

sum, it is role of culture which determines health policy 

outcomes. 

In the third category, there are several scholars who 

argue that the role of interest groups is the primary 

determinant of health policy in the United States. 

Pluralists generally believe that government institutions 

respond to the people, that no groups are denied a voice in 

the policy area of interest to them, and that generally the 

resultant policies reflect a compromise of the various 

groups' demands. Theodore Lowi (1979), for example, argues 

that Medicaid and Medicare were excellent examples of 

interest group liberalism. Lawrence Brown (1992) indicates 

that major medical groups have exercised considerable 

influence in the absence of countervailing public demands. 

What differs among scholars is which interest group 

exercises the greatest degree of influence. 
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A few of the historical institutionalists actually 

credit particular interest groups for the current health 

policy outcomes. In particular, Starr (1982) credits the 

power of the AMA; in his initial work, Marmor (1973) treated 

interest groups as the best predictor of policy; and to a 

much lesser degree, Morone (1993) defines the bureaucracy as 

an interest group and credits them with the more recent 

developments of health care policy. 

The last major argument in the literature explaining 

United States health care policy outcomes is rooted in the 

Marxist theory class struggle. The class struggle 

perspective argues that the role of the working class is the 

major determinant explaining United States health policy 

outcomes, in particular the lack of a health care system 

with universal coverage. In sociology, "this approach has 

predominated in recent cross-national research on the 

development of social policies in Europe and the United 

States" (Weir 1991, 14). The major health policy scholars 

supporting this argument are Vicente Navarro and Ray H. 

Filing. Vicente Navarro argues that within any country the 

relations between working class and bourgeoisie determines 

the type of national health system that would develop. 

Navarro (1993) states that "the critical force in the birth 

of health and other social insurance schemes was the 

political and economic strength of the working class" at the 

time such programs were founded(141). Ray H. Filing (1994) 
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also applies Marxian concepts to categorize and explain why 

nation states and their health systems evolve into their 

respective categories. He uses the political class struggle 

argument to develop his typology of health systems. 

Filing's typology is based on five types ranked primarily by 

the strength of their workers' movements: (1) core 

capitalist; (2) core capitalist, social welfare; (3) 

industrialized socialist-oriented; (4) capitalist 

dependencies in periphery and semiperiphery; and (5) 

socialist oriented. Although Filing is pessimistic about 

universal health care in a capitalistic world system, he 

suggests that there may be hope for (1994, 304) 

countries that have developed strong workers' 
movement and undergone significant transformation 
toward socialist forms of production, giving 
priority to the development of all human beings, 
rather than profits of the few. 

The key determinants in this argument are the strength and 

role of labor unions and whether a socialist political 

party, or one which specifically represents working class 

interests, exists. 

The theoretical explanation being posed in this 

dissertation is that the similarity in health care policy in 

the United States and Mexico is based upon elitism in the 

health care policy making process. Although the elite role 

in the policy making process is structured differently and 

the players may be different in each country, or change over 

time, functionally this role has dominated the health care 
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policy making process in both the United States and Mexico. 

Elitism is posed as an explanatory theory. Some of the 

scholars of elite theory include sociologist C. Wright Mills 

and political scientists Floyd Hunter and Harold Laswell. 

Contemporary scholars associated with elite theory and the 

policy making process include sociologist G. William Domhoff 

and political scientist Thomas R. Dye. There is also a 

limited amount of specific literature which lends support to 

the concept that health policy making in the United States 

is elite driven (Hollingsworth 1986; Hollingsworth et al. 

1990; Marmor 1973). 

Elite theory is founded on the concept that there a few 

powerful individuals with similar values that yield 

considerable power in the political process. Who forms this 

elite will vary from country to country. Given the policy 

making process in the United States, elites have been 

defined to include leaders of major corporations, major 

universities, major foundations, and major media outlets 

(Dye 1976, 1986) . Whereas in Mexico, where the policy 

making process is concentrated in the President, the elites 

are defined as those who have direct access and influence on 

the president. 

Generally, elites guide the general direction of 

politics, define the agenda, make major decisions about the 

role of government in society and shape economic policy. 

They are not concerned about the specific details of policy. 

19 



The key component of elites in the policy making process is 

controlling the agenda, a process Schattschneider (19''5) 

calls the mobilization of bias. In particular, their 

control lies in keeping issues off the political agenda, 

more commonly known as nondecision. This is evident in 

United States' health policy where the issue of a national 

governmentally controlled and delivered system of health 

care has been kept off the agenda. Whereas in Mexico which 

has an executive centered policy making process, controlling 

the agenda also includes the capacity of not implementing a 

policy. A distinct weakness of elitism is that any decision 

can be interpreted as the work of a self-serving elite. 

However, it is not the purpose of this dissertation to 

define elitism as the only explanatory theory of health care 

policy but as an explanatory theory to explain certain 

aspects of health care policy. 

The basic argument being posed is that the features of 

the health care systems in both the United States and Mexico 

which are similar and make them distinct from other systems 

have resulted from the elite influence in the policy making 

process. Internationally, there have been key junctures in 

history which have determined the development of health care 

policies and have resulted in provisions that make health 

care more fully accessible. However in both the United 

States and Mexico, this extension of insurance has only 

occurred in a limited and incremental fashion. The 
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explanation is congruent with elite theory. Furthermore, 

the health care system is a status quo system that has been 

sanctioned by elites, and significant changes only reflect 

concessions made by elites to maintain their status. 
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CHAPTER III 

UNITED STATES' AND MEXICO'S POLITICAL SYSTEMS 

In order to compare the United States' and Mexico's 

policy making process an understanding of the structure of 

their political system is necessary. Generally, Mexico has 

a political system that formally resembles the United States 

but centralizes much greater authority in the executive 

branch (Camp 1993) . In order to give a more thorough 

understanding of the structure of the United States' and 

Mexico's political system, several different components of 

the political systems will be identified and compared. 

These components include: the type of political structure, 

the system of government, the decision making format, the 

power structure, the party system type, the party competi

tion type, the interest group system type, the level of 

economic development and the economic system. 

The first component being identified is the political 

structure. When examining political institutions in a 

comparative perspective, a structural functional approach is 

used. "The most important structural-functional distinction 

in classifying political systems is between democratic and 

authoritarian systems" (Almond and Powell 1992, 57). A 

democratic political system allows a large number of people 

to exercise and have access to power. In an authoritarian 

system, only a few people exercise power and access to 
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political power is limited. The United States is considered 

a democratic system. Mexico is considered an authoritarian 

system (Linz 1970; O'Donnell 1973; Schmitter 1974). The 

type of authoritarian system in Mexico has been a source of 

contention. O'Donnell (1987) characterized Mexico as 

bureaucratic authoritarian. Cotler (1979) argued that 

Mexico was moving toward bureaucratic authoritarianism due 

to increasing economic pressures to cut back on 

redistribution. Reyna (1977) chose "populism" to 

characterize Mexico's regime. More generally, Mexican 

authoritarianism may be considered inclusionary, which has 

been defined as the presence of popular sectors in the 

regime or their incorporation into the official party 

(Almond and Powell 1992; Reyna and Weinert 1977). This 

later conceptualization resembles the classification of 

Mexico by Camp as Mexico best being described as a semi-

authoritarian political system because "it allows much 

greater access to the decision-making process and its 

decision makers change frequently" (Camp 1993, 11). This 

contrasts to the more exclusionary forms of authoritarianism 

discussed in the literature (Collier 1979; Malloy 1977; 

O'Donnell 1973). For the purpose of this dissertation, 

Mexico will be referred to as a semi-authoritarian system. 

The second component considered is the system of 

government. The system of government is a constitutional 

designation of how power is distributed between different 
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levels of government in a country. There are three systems 

of government: (1) federal, (2) unitary and (3) confederal. 

Both the United States and Mexico have federal systems of 

government. 

The third component is the policy making authority. 

The policy making authority in a democratic political 

structure is either presidential or parliamentary (Almond, 

Powell, and Mundt 1996; Mayer, Burnett and Ogden 1993). In 

a presidential system the same individual fills the head of 

government and head of state roles. In a parliamentary 

system, the head of government is accountable to a 

representative assembly which can force a resignation on a 

simple majority vote of no confidence. In an authoritarian 

political structure the policy making authority is either a 

dictatorship or a populist dictatorship. The United States 

is presidential, while Mexico is a populist dictatorship, 

whose executive is the president. 

The next component is closely related to the policy 

making authority component because it defines the power 

structure and thus the amount of power the policy making 

authority may exercise. In the United States, the powers 

are separated between the presidential, the legislative and 

the judicial branches. As a part of a democratic 

presidential regime, the United States president "must deal 

with an independently elected legislature that also has 

policy making power" (Almond and Powell 1992, 94) . 
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Constitutionally, in Mexico, there are also three branches 

of government. Functionally, however, the power is 

concentrated in the role of the president. Mexico has an 

extremely weak legislative branch dominated by the official 

party and an ineffective judiciary (Brachet-Marchez 

1994) . 

The fifth component is the party system. There are 

several different types of party systems. Fundamentally, 

there are three types: one-party, two-party and multi

party. Within each of these party systems there are 

variations. "Generally, multiparty systems occur in nations 

with proportional representation, while two-party systems 

occur in nations with winner-take-all elections" (Dye, 

Gibson, and Robison 1994, 248). For one-party systems, a 

distinction is usually made between whether it is exclusive 

or inclusive (Almond and Powell 1992). In an exclusive one-

party system no outside interest articulation is permitted. 

An inclusive party system recognizes and may incorporate 

organized groups. 

The United States is a two-party, winner-take-all party 

system. Mexico has historically been a one-party, inclusive 

party system. In recent years, many changes have been 

taking place and must be noted for clarification. In 1977, 

President Portillo instituted a series of political reforms. 

In particular, the regime allowed more parties to become 

registered and set up a mixed system with both proportional 
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and winner-take-all features, with the unintended 

consequence of increasing political participation opposing 

the ruling party. It has been argued that these reforms 

were taken to weaken the unions and not with the motivation 

to increase political participation (Brachet-Marquez 1994) . 

An increase in political participation, particularly in 

opposition to the ruling party, culminated in the alleged 

fraudulent presidential election of 1988 of Carlos Salinas 

De Gortari, where he failed to receive the majority vote. 

Subsequently actions were taken to minimize competitive 

politics through the passage of laws, intimidation of the 

opposition, political assassinations, and removal of state 

governors (Brachet-Marquez 1994; Camp 1993; Teichman 1995). 

The sixth component is party competition. The United 

States two-party system is considered competitive. The one-

party system in Mexico is not. Although, in recent years, 

there have been competitive elections with primarily 2 other 

parties (PAN-Partido de Accion Nacional or the National 

Action Party and the PRD-Partido Revolucionario Democratica 

or the Democratic Revolutionary Party) in local and state 

levels. However, as noted above, the system especially on a 

national level is still fraught with a large amount of 

voting fraud to maintain the dominance of the authoritarian 

party PRI (Partido Revolucionario Institucional or the 

Institutional Revolutionary Party) since the 1930s. 

Furthermore, the electoral reforms to the Chamber of 
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Deputies taken in 1977 and 1986 had no significant impact in 

the provision of competitive elections. Although the laws 

did increase other parties in the Chamber of Deputies, it 

was "allocated by the government without the possibility of 

real victory" (Camp 1993, 149). Thus Mexico is still 

considered to have no party competition, although conditions 

once again appear to be changing, especially at the local 

and state levels. 

The seventh component is the type of interest group 

system. An interest group system defines how groups in 

society are allowed to channel their demands into the 

political system. "It is useful to distinguish among 

pluralist, democratic corporatist, and controlled interest 

group systems" (Almond and Powell 1996, 89). Pluralist 

interest group systems have many kinds of autonomous 

associational groups. In a democratic corporatist system, 

the groups are more closely aligned with their constituents, 

and they are often legitimately involved with the government 

in the policy making process. In a controlled interest 

group system, the organization is dominated by the political 

structure. The United States is a pluralist interest group 

system, and Mexico is a controlled interest group system. 

However, Mexico is better known or classified as having an 

authoritarian corporatist system (Linz 1970; O'Donnell 1973; 

Schmitter 1974; Almond and Powell 1992). It is corporatist 

in the sense that there is a formal relationship between the 

27 



government and the groups, but authoritarian because they 

are in many instances government formed and/or controlled. 

Mexico has a unique situation in regards to interest groups 

because every president since Lazaro Cardenas in 1940 has 

stepped down after a six year term (Smith 1979) . "These 

rotations have brought about important changes in policy and 

in the inclusion of social groups in the inclusion of power" 

(Dominguez 1987, 72). In particular, depending on the 

preferences of the president, the inclusion or exclusion of 

groups in the corporatist structure and their importance, or 

the philosophy (through the replacement of the leader) of 

these groups can change. 

The last two components deal with the economic status 

of countries and thus are important components of a politi

cal system. The level of economic development is the eighth 

component. United States is considered advanced, while 

Mexico is considered developing. The other economic aspect 

and the last component of the political system being 

identified is the type of economic system. Theoretically, 

there are two major types of economic systems: capitalism 

and socialism. In a capitalist, free market or free 

enterprise economy, individuals own businesses, factories 

and farms. In particular, capitalism is "an economic 

institution that depends upon the market as the principal 

method of distribution" (Walker and Wong 1996, 70). This 

conceptualization of capitalism allows for a comparative 
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analysis of countries regardless of regime type or level of 

development. Theoretically, in a socialist economy there is 

a collective ownership of businesses, factories and farms by 

those who work in them. In reality, socialist usually 

refers to a system in which the government owns the 

businesses, factories and farms and has the power to control 

supply and demand. "In practice, there are no pure 

capitalist or socialist systems in the world...most 

countries have a mixed economy" (Welch et al. 1992, 526). 

Both the United States and Mexico can be classified as mixed 

economies. 

The only similarities in the structure of the United 

States' and Mexico's political system is the federal system 

of government and the economic system (see Table 3.1). 

Given the dissimilarity between the United States and 

Mexico, coupled with their large economic difference, the 

first section of the methodology chapter will focus on why 

the United States and Mexico are comparable. 
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Table 3.1 Components of the United States' and 
Mexico's Political Systems. 

COMPONENT 

Political 
Structure 

COUNTRY 

UNITED STATES 

Democratic 

MEXICO 

Authoritarian 

System of Government 

Policy making 
Authority 

Power Structure 

Party System 

Party Competition 

Interest Group 

Level of Economic 
Development 

Federal 

Presidential 

Separated 

Two-Party 
Winner-Take-All 

Competitive 

Pluralist 

Advanced 

Federal 

Populist 
Dictatorship 

Concentrated 

One Party-
Inclusive 

Non-Competitive 

Authoritarian 
Corporatist 

Developing 

Economic System Mixed Mixed 
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CHAPTER IV 

METHODOLOGY 

Methodology discusses how a particular study will be 

done. It includes such items as identifying and defining 

variables, describing the type of data that will be used, 

and explaining how the variables and data will be collected 

and examined. However, since this study uses the United 

States and Mexico as its cases, the first section of this 

chapter will concentrate on justifying why the United States 

and Mexico are comparable. The second section will then go 

into detail about the research approach and the results of 

the interviews conducted. 

Why the United States and Mexico are Comparable 

The major feature of dissimilarity between the United 

States and Mexico is the level of economic development. 

Thus, this section seeks to justify why countries in 

different levels of economic development, such as the United 

States and Mexico, can be compared in health care policy. 

Two issues will be discussed to substantiate why the United 

States and Mexico are comparable in health care policy. The 

first issue directly addresses why countries at different 

levels of economic development are comparable. The second 

issue addresses how challenges in health care policy are 

converging, thus making it valid to compare countries in 

different levels of economic development. 
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Countries of Different Levels of Ecnnnm-i n 
Development are Comparable 

The central question in this section is why countries 

at different levels of economic development are comparable 

when examining health care policy. The answer lies in the 

fact that the level of economic development is not 

necessarily reflective of the stage of policy development 

that has been attained. Although a substantial argument can 

be made that the level of economic development has a major 

impact, an argument cannot be made that it excludes the 

possibility of comparing nations of different economic 

levels. This is especially true when there is evidence such 

as in the case of the United States and Mexico where both 

countries have similar health policy outcomes. 

Generally, nations are categorized into two major 

levels of economic development. However, depending on one's 

preference or field of reference, the terms used for this 

categorization vary. Some of the more commonly used 

categorical names are developed and developing, 

industrialized and agricultural-based. Westernized and non-

Westernized, core and periphery, and First World and Third 

World countries. Two other types of categorization of 

nations by level of economic development are also used in 

the literature. One type separates the former communist 

bloc countries as a distinct group. The other breaks down 

the developing countries into two different groups. In this 

second type, which breaks down developing countries into two 

32 



groups, there are two different manners used. In the first 

manner, instead of having just industrialized and 

agricultural-based nations, it would have industrialized, 

transitional and agricultural-based nations. In the second 

manner, instead of having just First and Third World, it 

would consist of First, Second, and Third World Countries or 

First, Third, and Fourth World countries. Generally, the 

Fourth World countries are those that lack the resources to 

provide even the basic minimal level of sustenance for their 

population. For this study, developed and developing will 

be the level of economic development terms which will be 

used. 

The literature when comparing countries, even on policy 

issues, generally tends to compare countries that are within 

the same level of economic development. The lack of 

literature comparing developed and developing countries is 

probably the result of three major reasons: (1) the similar 

systems design, (2) the argument that welfare state 

development is dependent on economic development, and (3) 

the indicators used to differentiate between developed and 

developing countries. Although each of these reasons has 

merit, they do not preclude the comparison between developed 

and developing countries. 

The first major reason that the majority of the 

literature focuses on comparing countries within the same 

economic level of development is that "the currently 
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predominant view among social scientists seems to opt for 

the strategy of using systems as similar as possible with 

respect to as many features as possible" (Przeworski and 

Teune 1970, 32). This "most similar systems design 

constitutes the optimal sample for comparative inquiry" 

(Przeworski and Teune 1970, 32). An accepted exception in 

the field of comparing countries with different levels of 

economic development are those which are in the same 

geographical area, e.g., Latin American countries, Asian 

countries, etc. This is acceptable because "they involve 

groups of countries that may have several things in common" 

(Wiarda 1993, 13). In particular, what the United States 

and Mexico may have in common despite differences in 

economic development is elite control over policy making. 

However, it still follows that the emphasis is on countries 

with similarities on as many features as possible. This 

predominant view, to compare countries with systems as 

similar as possible, partly stems from ethnocentrism (Dogan 

and Pelassy 1990; Wiarda 1993). 

For a long time, classic comparisons have 
implicitly incorporated the idea of progress, 
tending to consider each political system accord
ing to the position it occupied on an imaginary 
scale leading inexorably to "development," 
"democracy," or even "Westernization." (Dogan and 
Pelassy 1990, 9) 

This ethnocentric view of Western ideological superiority 

may also help explain why "there are rarely attempts to draw 

lessons from comparative experiences" and, if these are 
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done, they are based on "the idea of evolutionary progress 

in the development of health systems that the United States 

can learn about policy issues by studying nations whose 

systems are more advanced"-with the understanding that these 

more advanced systems were Western developed countries. 

(Rodwin 1990, 438-439). Thus, given this perspective, it 

was inconceivable that there could be similarities between a 

developed and developing country and that a comparison could 

produce fruitful discoveries. 

However, many scholars have begun to question this 

ethnocentric perspective (Dogan and Pelassy 1990; So 1990; 

Weiner and Huntington 1987; Wiarda 1993). In particular, 

Wiarda has argued that 

the forms of Western social and political 
organizations are not the inevitable consequence 
of the replacement of feudalism, traditionalism 
and agriculturalism by a modern industrial 
technology. Instead, the capitalistic 
individualism, secularism, the particular role of 
the middle class and middle classness, the growth 
of liberalism and interest-group pluralism, and a 
host of other features that are so much a part of 
Northwest European and United States religious, 
familial, social, and political system and order 
should be seen as only one of the numerous 
possible alternatives in the urban-industrial 
transition, and not necessarily a more developed 
or ethically superior one. (Wiarda 1981, 61) 

Given the perspective outlined by Wiarda, it then becomes 

conceivable to have fruitful comparisons between developed 

and developing countries. 

The second reason which contributes to the lack of 

literature comparing countries of different levels of 
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economic development is the age-old argument that the level 

of economic development is "the root cause of welfare state 

development" (Wilensky 1975, 47). The assumption is that 

the higher the level of economic development, the higher the 

level of welfare development (Bryant 1969; Cutwright 1967; 

Jackman 1980; Weir, Orloff, and Skocpol 1988; Wilensky 

1975). However, as Heidenheimer, Heclo, and Adams (1990) 

note: "The legislative initiatives as to which social groups 

in an industrialized society should be assured health care 

have been clearly the results of political choices, not 

merely the products of socioeconomic development" (53). 

Another point which weakens this argument was made by Malloy 

(1985), who indicates that we cannot explain how many Latin 

American nations could have instituted social insurance 

polices before a number of industrially more advanced 

states, including the United States. With these two points, 

the validity of the "level of economic development being the 

root cause of welfare development" argument becomes 

questionable. 

The third reason which contributes to the lack of 

literature comparing countries of different levels of 

economic development is the indicators used to differentiate 

developing and developed countries. The most commonly used 

are growth, equity, democracy, stability and autonomy. 

There is no question that the commonly used indicators may 

affect the evolutionary process of a policy and in essence 
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be catalysts. Furthermore, there is also no denying "that 

institutions, available resources, the weight of state power 

and the capacity of the state to implement its policies all 

differ between developing and developed countries" (Walt 

1994, 2). However, these indicators may not necessarily 

reflect a country's stage in the evolutionary process of a 

policy. Furthermore, "there are nonetheless regularities in 

the policy process and similarities between actors who try 

to influence it, which transcend the differences between the 

developing and developed world" (Walt 1994, 3). Finally, 

although there is "widespread agreement among scholars on 

the desirability of these goals...they are Western 

goals...thus may not constitute a meaningful model or 

reference group" (Huntington 1987, 25) . 

Thus, none of the arguments can substantiate that the 

stage of policy development that has been achieved will 

reflect the level of economic development. Every country, 

regardless of economic development, goes through a policy 

making process. Furthermore, the literature has 

consistently supported the concept that nations do institute 

similar policy sequences (Outright 1965, Furniss 1992, 

Jackman 1975, Walt 1994, Wilensky 1975). Therefore, it 

seems plausible that the policy making process of countries 

at different levels of economic development can be compared. 
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Challenges in Health Care Policy are Converging 

Are the major issues of health care policy becoming 

similar regardless of a country's level of economic 

development? Although similar challenges do not equate to 

similar factors explaining health care outcomes, it is 

necessary to explore this question to further substantiate 

why countries in different levels of economic development 

can be compared. 

As previously stated, the majority of the literature in 

recent years that compares health care systems and health 

policy has centered upon industrialized nations. The 

limited literature that addresses developing countries 

centers upon the high level of poverty, means to slow 

population growth, and the lack of infrastructure. 

Traditionally, developing countries have had problems 

with communicable and parasitic diseases, with the major 

concerns in health care delivery being the need for more 

trained personnel and for more effective ways of reaching 

rural areas. Developed countries were concerned with 

problems associated with aging and industrialization, and 

the major health care delivery concerns centered on 

extending care to the chronically ill, the aged, and the 

underserved. The difference between developing and 

developed countries was once based on the assumption that 

better health tends to follow better education and higher 
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income (Bryant 1969). Thus came the distinction between 

developing and developed countries. 

Is the assumption that better health tends to follow 

better education and higher income true, and are there major 

distinctions between the challenges being faced by 

developing and developed countries? The answer to both 

questions is no. There are four basic reasons why. First, 

high income and better education need to be placed in 

perspective. Wilensky (1975) posed the argument "that once 

a country gets rich enough, infant mortality and other 

measures of health performance inevitably improve enough to 

reduce the influence of broad economic and social forces of 

the environment-poverty, illiteracy, ignorance, gross class 

differences" (102-103) . Specifically, though it is true 

that life expectancy is related to income, there is a 

leveling off of this relationship between countries. The 

general threshold amount at $3 000 per capita seems to be the 

point at which this relationship levels off (World 

Development Report 1993 Investing in Health 1993). Given 

this low level of income, many of the developing countries 

meet this criteria. 

Second, in regards to education, once again though it 

is true that education level and health are related, a high 

level of education does not guarantee that dissemination of 

health information occurs (e.g., high rate of teenage 

pregnancy in the United States) nor, for that matter, that 
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the health guidelines/findings are followed (e.g., smoking, 

drinking, and overeating). 

Third, a critical issue that distinguished developed 

and developing countries was the mortality rate. Most 

recently three factors have been found to have been most 

important in the decline of mortality: income growth, 

improvements in technology, and public health programs 

combined with the spread of knowledge about health (World 

Development Report 19 93 Investing in Health 1993, 34). As 

discussed above, the impact of income growth levels off at 

$3000 per capita, thus this impact is minimal for the 

majority of countries in the developing country category. 

The next factor is improvement in technology. To clarify 

this, the use of the term "technology" refers only to basic 

technology such as antibacterial drugs and vaccines. This 

does not refer to the use of advanced medical technology 

such as transplants, CAT scans and MRIs that are associated 

with the United States. Given that the basic type of 

technology necessary to affect mortality rate is available 

to the majority of the countries, this once again limits the 

distinction that can be made between developed and 

developing countries. The last factor, public health 

programs combined with the spread of knowledge about health, 

is associated with people understanding what causes health 

problems and taking the necessary precautions to prevent 

them. In the nineteenth and early twentieth century, this 
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translated to the germ theory of disease and the 

precautionary measures of food preparation and hygienic 

disposal of waste, elimination of flies (snails in China) 

and mosquitos, and quarantining of sick family members. 

However, many of these precautions are usually taken by the 

state and the ability to understand these basic concepts 

does not require a formal education. Currently, in both the 

developed and developing countries, most people are not 

fully aware of the health hazards (radiation, pesticides, 

and toxic waste) that they now are exposed to, and society 

is not yet fully aware of some of the health hazards that 

are by-products of industrialization. Finally, as discussed 

earlier, although education and health are related, a high 

level of education does not guarantee better health. 

Fourth, every region, regardless of classification, has 

the basic challenges of organizing and administering health 

services and trying to limit the costs for providing health 

care. We must "begin with the recognition that most 

countries face serious common problems with regard to the 

efficient and equitable allocation of scarce resources" 

(Rodwin 1990, 441). Although there may be different factors 

that determine how health services are organized and 

delivered and the amount of resources available, the 

challenges still remain the same. The problems in 

organizing health services to meet these basic health needs 

are encountered to varying degrees in nearly all countries 
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(Elling 1980, 95). In regards to cost, "cost containment is 

an issue that affects, without exception, all health 

systems" (Field 1989, 19). 

The World Development Report 1993 discusses the new 

health challenges for developing countries and includes: 

misallocation, inequity, inefficiency and exploding costs. 

So, not only are these challenges different from those once 

traditionally associated with developing countries, but 

these challenges are in fact quite similar to those faced by 

developed countries. Thus, the assumption that better 

health follows better education and higher income is no 

longer as applicable as it once was, and there now seems to 

be little distinction between the challenges faced by 

developed and developing countries. Therefore, it does seem 

that challenges in health care policy have in fact 

converged. 

Conclusion 

Two major arguments have been put forth as to why the 

United States and Mexico are comparable. The most important 

point in this vein is that the level of development of a 

country does not necessarily reflect a country's stage in 

the evolutionary process or level of development of a 

policy. Although there is a methodology in comparative 

politics research and a system of classifying countries by 

indicators, these indicators may not necessarily reflect a 
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country's stage in the evolutionary process of a policy. 

The other major argument is that challenges in health care 

policy are converging. Thus, the focus of comparative 

health care policy research does not need to be limited to 

comparing countries within the same level of development. 

By concentrating on common aspects of health care or health 

care policy, there are innumerable opportunities for 

productive cross national research comparisons of countries 

regardless of their level of development. 

Research Approach 

The research approach will address the design and 

structure of the research. One of the first issues to 

address in this section is "which basic method-experimental, 

statistical, comparative, and case study--of establishing 

general empirical propositions will be used" (Lijphart 1971, 

682). Since this study involves two cases, the United 

States and Mexico, the comparative method will be used. 

In particular, the type of research being conducted is 

comparative policy analysis. 

Comparative policy analysis, cross-national 
analysis, would move models of policy problems to 
the macro level to deal with differences among 
countries; to theoretical concerns to take into 
account the discontinuities in relationships both 
over time and across systems; and to structural 
analysis to analyze the obvious difference between 
the macro and micro levels of countries. (Teune 
1978, 47) 
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As a macro level analysis, the unit or level of analysis is 

the nation-state. 

Typically in using the comparative method it is 

recommended that the focus of the comparative analysis be on 

comparable cases (Lijphart 1971). In other words, the cases 

should be "similar on the variables which one wants to treat 

as constants, but dissimilar as far as those variables are 

concerned which one wants to relate to each other" (Lijphart 

1971, 687). Such studies are based on the belief that 

systems as similar as possible with respect to as many 

features as possible constitute the optimal sample for 

comparative inquiry (Przeworski and Teune 1970, 32). 

However, since this study uses United States and Mexico as 

its cases, which are dissimilar in many features, a most 

different systems design is indicated. "The most different 

systems design has the advantage of discounting for system 

differences by selecting a few (countries) that are most 

different" (Teune 1978, 54). 

Opposing two strongly contrasting countries is 
often perceived as a way of more surely 
appreciating the relations existing between 
systemic variables; if the same factor produces 
the same effects in two very different situations, 
its influence tends to be confirmed. (Dogan and 
Pelassy 1990, 130) 

Thus, if significant similarities can be found among 

differing systems, in a most different system design, then 

these similarities can be used as an explanation for the 

phenomena. For example, if it is true that increased 
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political participation leads to increased expenditures by 

local governments, and if this relationship holds in both a 

poor and a rich country and in a capitalistic and a 

socialistic one, then there is a strong presumption that the 

relationship would hold for countries that differ on other 

dimensions (Przeworski and Teune 1970). Thus, for this 

study, if an explanation as to why the United States and 

Mexico have a similar health care policy outcomes can be 

found, it would help substantiate the validity of this 

particular explanation. 

How will this be accomplished? As previously 

discussed, this dissertation explores the question why the 

United States and Mexico have similar health care policy 

outcomes. Is there a particular factor(s) that resulted in 

the United States and Mexico having similar health care 

system outcomes? To answer this question, the policy making 

process of the United States and Mexico will be examined. 

As in most other areas, the policy making process in the 

United States and Mexico differ. In brief, let us consider 

the four basic steps of the policy making process: agenda-

setting, formulation, implementation and evaluation. If 

health care policy is examined from a historical perspective 

in the United States, the early stages of the policy process 

are the crucial steps where major health care policy reform 

in the form of national health insurance failed in the 

United States. It is in these early stages where either the 

45 



issue failed to make the agenda, or no consensus could be 

reached to formulate an agreeable policy to a majority (Dye 

1992; Hacker 1996; Jacobs 1993; Palumbo 1988; Peterson 1993; 

Rothman 1993; Weir, Orloff, and Skocpol 1988). From a 

historical perspective, in Mexico, the crucial step in major 

health care policy reform was thwarted in the later stages, 

in particular, the implementation stage (Laurell 1995). 

Thus, solely examining the stages of the health care policy 

process would be inadequate to provide an explanation as to 

why both the United States and Mexico have similar health 

policy outcomes. It becomes obvious that there is another 

factor at work in determining health care policy outcomes 

than just the stages of policy making. 

Another option would be the neoinstitutionalist 

approach which examines how political institutions shape the 

articulation of societal groups (Immergut 1992; Skocpol 

1992) . The strength of this approach lies in two areas: 

its descriptive and conceptual power. The descriptive power 

of this approach springs from its reliance on a historical 

account of events relevant to the public policy process. 

This historical account results in an invaluable descriptive 

source. Furthermore, since within its descriptive account 

it also explains the interaction of political forces that 

shape the policy process, it gives further understanding of 

factors that shape health policy outcomes. The strength of 
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the conceptual power of this argument lies in the policy 

feedback methodology. Through 

probing for the feedback effects of policies on 
subsequent politics reveals how changing policy 
agendas and alternative possible alliances emerge 
not only in response to new socioeconomic condi
tions but also on the basis of--or in reaction 
to--previous policy accomplishments. (Weir, 
Orloff, and Skocpol 1988, 17) 

This allows the policy process to be conceptualized as a 

cyclical process that recognizes the significance of 

previous or existing political activity in that particular 

policy area. Thus the neoinstitutional political process 

perspective does provide an excellent method for examining 

policy outcomes, but the underlying assumption of this 

perspective is that institutions are the determining factor 

in why a particular outcome results. For example, in 

Skocpol's application of this method to her sociological 

examination of social welfare policy development, the key 

factor is the role of institutions. Furthermore, in an 

applied comparative health policy analysis using historical 

iristitutionalism Ellen Immergut (1992) with Sweden, France 

and Switzerland as her cases, concludes that divergent 

political institutions produced the programmatic variants of 

national health insurance programs. 

Fundamentally, this approach will be used to perform 

the comparative analysis of the United States and Mexico to 

determine why both countries have similar health care policy 

outcomes. However, there will be no underlying assumption 
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that it is the institutions which cause the outcome. The 

applied method of this approach will be to describe the 

historical events related to health care policy in both the 

United States and Mexico. While examining the history of 

health care policy in each country, key periods will be 

identified. Within each of these key periods, the 

influences which produced specific health policy outcomes 

will be identified. 

Given the vast differences in political systems, the 

focus of this study shifts from examining the whole 

political system where the key issues are economic 

resources, political competition and participation, to 

examining the health policy making process. In short, this 

study will historically examine and compare the health 

policy making process within each political system with the 

objective of identifying the common link which led to 

similar health care policy outcomes. It may be argued that 

this highly historical and macro level analysis may bias the 

findings toward an institutional and elite explanation. 

However, given that the analysis will concentrate on the 

policy making process, it is just as likely that competing 

explanations such as the pluralist or public opinion could 

emerge as explanations for the similar health care policy 

outcomes. This is possible because there are various 

theories or models which exist to help describe and explain 

public policy. These include but are not limited to 
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institutional, systems, group or pluralist, elite, game 

theory, and public choice (Dye 1995) 

This study will rely on secondary data in the form of 

previous research and archival data for its data collection 

method. Given the limited literature and the unreliability 

of data concerning Mexico, this data will be supplemented by 

interviews with personnel in the health care policy system 

to accomplish triangulation. Triangulation is used "to 

minimize the degree of specificity in bodies of knowledge; a 

researcher can use two or more methods of data collection to 

test hypothesis and measure variables" (Frankfort-Nachmias 

and Nachmias 1992, 199). Thus, the purpose of conducting 

interviews in Mexico is to try and collaborate information 

gathered from secondary data analysis and the literature 

(triangulation). This is especially pertinent since 

secondary data such as archival records and official 

documents from Mexico are not necessarily reliable, and 

there is limited academic literature regarding the health 

care system and the health care policy making process. 

Furthermore, most documents produced in health care are 

planning documents with little to no assessment of current 

conditions or information about the health policy process. 

These documents seem to be used primarily for the purpose of 

meeting the documentary demands of the international 

environment. 
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The population for data collection is any member of the 

Mexican bureaucracy associated with the health care system. 

On the other hand, defining the sampling frame is difficult. 

By its very nature, Mexico provides a challenge in obtaining 

interviews. You must have a link who can then connect/ 

introduce you to other individuals, otherwise interviews 

will be unsuccessful. Interviews of both administrative 

personnel within the health care system and working 

personnel within the various health care system programs 

were conducted (see Appendix for interview questions). 

Interviews were limited primarily to the states along the 

border because of financial and time constraints and to 

personnel that referral could be obtained for. Thus, the 

sample design is nonprobability, because "there is no way of 

specifying the probability of each unit's inclusion in the 

sample and there is no assurance that every unit has some 

chance of being included" (Frankfort-Nachmias and Nachmias 

1992, 175). The type of nonprobability sample being used is 

a convenience sample. "A convenience sample is obtained 

when the researcher selects whatever sampling units are 

conveniently available" (Frankfort-Nachmias and Nachmias 

1992, 175). In sum, this study is using a nonprobability 

convenience sample design. As discussed earlier, the 

advantage to using this design is convenience in terms of 

access, time and money. However, the major limitation of 
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this design is that it is "least likely to reflect the 

population" (Bernstein and Dyer 1992, 42). 

The survey research method used to elicit information 

from respondents was the personal interview. The type of 

personal interview being used has been identified by 

different names by different scholars in the literature, but 

they are essentially all the same type. This type of 

personal interview is known as the non-schedule-structured 

(Frankfort-Nachmias and Nachmias 1992), or the general 

interview guide approach (Patton 1982) or the focused 

interview (Merton and Kendal 1946). The focused interview 

form has four characteristics (Merton and Kendal 1946, 541-

557) : 

1. It takes place with respondents known to have 
been involved in a particular experience. 

2. It refers to situations that have been ana
lyzed prior to the interview. 

3. It proceeds on the basis of an interview 
guide specifying topics related to the re
search hypothesis. 

4. It is focused on the subjects' experiences 
regarding the situations under study. 

Given the reluctance of providing information in Mexico, and 

the turbulent political environment, the personal interview 

method is the only means by which responses could be 

obtained and is more likely to get responses to sensitive 

questions than other methods. The personal interview will 

also provide a source of reference for other interviewees. 

The reliability problem encountered with multiple 

interviewers is minimized with only one interviewer. 
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However, major weaknesses of the interview method was the 

capacity of the interviewer to record responses verbatim, 

especially given that the responses may have to be written 

after the interview is completed, and the personal interview 

type of method generally lacks the rigor of structured 

questions. 

Interviews 

There were a total of 12 formal interviews conducted 

with individuals associated with the health care system in 4 

of the 32 states in Mexico and also in the Federal District. 

These interviews included a Secretary of Social Development, 

Subsecretaries of Health, an IMMS Director, an ISSSTE 

Director, physicians who were associated with the public 

system, and physicians associated with the private system. 

There were also informal discussions with staff within these 

organizations. Further informal discussions about the 

health care system and health care delivery were conducted 

with clients of the Mexican health care systems and private 

Mexican citizens. 

Generally all the formal interviews followed the same 

pattern. When I arrived for the interviews, if I was not 

introduced by the referring party, a verification process 

was conducted. I would then meet with the intearviewee. I 

would introduce myself, discuss the research and the 

questions. A lengthy discussion would then follow 
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concerning my personal history and background. I would then 

be given very basic information and all the data that had 

been gathered by official publications. In other words, I 

was fed "the company line." Then, I would be told that the 

official publications did not reveal the reality. If I was 

brought by the referring party, the referring party would 

explain that the official information had already been given 

to me and that I was interested in the "reality" and that I 

could be trusted. Otherwise it was understood that, 

although all the information was factual, I did not learn it 

from the interviewee. In spite of this ritualistic process, 

all interviewees were extremely open, helpful and freely 

showed me around their organizations. 

Generally top administrators/physicians were very well 

versed not only in their operations, but in the health care 

system in the United States. They were also keenly aware of 

the laws and obligation of the Mexican state to the citizens 

in health care and acknowledged that full realization was 

limited by limited funds. This knowledge of the U.S. and 

Mexican health care systems and the Mexican laws regarding 

health care seem to hold true for most individuals that I 

spoke to both formally and informally. 

Conclusion 

Secondary data was used for this study. In addition, 

interviews were conducted in Mexico to strengthen the 

53 



limited literature and reliability of the Mexican data 

available. Although the interviews were not representative 

of the population or rigorous in nature, they did serve the 

purpose of collaborating existing data. The data in and of 

itseld cannot validate the explanatory theory presented, but 

rather the data served as a valuable tool to be able to 

compare the United States and Mexico. 

54 



CHAPTER V 

UNITED STATES' AND MEXICO'S HEALTH CARE SYSTEM 

This chapter will describe the constitutional/legal 

status of health care policy, the health care delivery and 

structure, and the basic health care indicators in the 

United States and Mexico. The constitutional/legal status 

of health care and the health care delivery structure of 

both nations will provide some basic background information 

necessary for the development of the elite explanatory 

argument. Furthermore, the descriptive analysis of the 

United States' and Mexico's health care delivery structure 

in conjunction with the comparison of basic health care 

indicators will reveal that the United States' and Mexico's 

systems are not at opposite extremes, but rather quite 

similar. 

Constitutional/Legal Status of Health 
Care Policy United States 

In the United States, the Constitution does not 

explicitly give a right to health or health care. The 

Supreme Court of the United States has held that the 

Constitution, which guarantees many basic rights, does not 

guarantee a right to health care (Capron 1989). Defining 

the health rights protected by the Constitution has thus 

largely fallen to the courts. The courts have generally 

followed a pattern of upholding individual freedom of choice 
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in regard to specific medical procedures. The cases in 

health policy have primarily dealt with specific aspects of 

health care such as overturning state statues against 

abortion, or the use of contraceptive devices, compulsory 

sterilization, compulsory treatment or other issues as right 

to die, living wills, and informed consent. These cases 

have not specifically addressed the right to health care. 

In spite of this, a health care system has developed in 

the United States as a part of the inherent capacity of the 

various levels of government. The federal government has 

used Congress' authority to "make all Laws which will be 

necessary and proper" "to provide for ...the general 

Welfare" and its constitutional right to regulate interstate 

commerce. However, because there is no mention of the word 

health, per se, in the Constitution, local governments have 

seen such rights as in their spectrum of power as granted by 

the Tenth Amendment, which states that "The powers not 

delegated to the United States are reserved to the States 

respectively..." Thus, without a single guiding hand in the 

United States, many subsystems have developed and created 

what has been called a fragmented, overlapping and unplanned 

delivery pattern (Torrens 1984, 16-17). There is probably 

little likelihood that the Constitution of the United States 

will be amended to guarantee an explicit right to health 

care; rather, it will continue to serve as a means to define 

56 



"the outer limits of the shifting social consensus as 

reflected in the law" (Capron 1989, 518). 

Mexd r.n 

In terms of the constitutional status/legal history of 

health care policy in Mexico, the Revolution of 1910 was 

significant for two major reasons. First, it led to the 

Constitution of 1917 dominated by middle class 

representatives which established health care as a federal 

responsibility. Second, it led to agrarian reform which 

would later play a role in the development of the rural 

health program. In the early stages of Mexico's 

independence, the Constitutions of 1824, 1836 and 1857 

viewed health as a power reserved to the state (Massieu 

1989) . The 1917 Constitution in Subparagraph XVI of Article 

73 gave power to 

Congress to issue laws on the general health of 
the Republic; create the General Health Council as 
an entity directly under the President of the 
Republic, whose provisions are compulsory 
throughout the entire country; and establishes the 
authority of the Department of Health, currently 
the Ministry of Health. (Massieu 1989, p. 387) 

This in essence made health care a federal responsibility. 

However, it was an amendment to Article 4 of the 

Constitution in 1983 that gave constitutional status to the 

right to health care. It is stated in the constitution that 

...Every person has the right to health 
protection. The law shall define the ways and 
means to provide access to health services, and 
shall establish the participation of the 
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Federation and of federal agencies concerning 
general health, in accordance with the provisions 
of Paragraph XVI of Article 73 of this 
Constitution. (Massieu 1989, 376) 

Historically, the central government has taken a role 

in providing health services to the population. However, it 

must be noted that even with these constitutional 

provisions, there is no legal procedure to enforce them and 

thus the provision of health services is still dependent on 

the action of public officials. 

Health Care Delivery and Coverage 

In regards to the delivery and financing of health 

care, the United States has "a segmented system, under which 

several public subsystems-for the poor, the elderly, and 

military veterans-coexist with a myriad of other privately 

financed activities" (Heidenheimer, Heclo, and Adams 1990, 

58) . In Mexico the health care system is characterized by 

multiplicity, fragmentation and lack of coordination (Frenk 

1991). Given the pluralistic nature of both the United 

States' and Mexico's health care delivery system, the 

structure of the system will be broken down into two 

categories: the delivery of health care and the source of 

health care finance. 

Generally the delivery of health care can be classified 

into two categories: (1) public and (2) private. In the 

public health care delivery scheme the state is the owner of 

the facilities and the providers of services are state 

58 



employed. In the private health care delivery scheme, the 

facilities are privately owned and the providers of services 

are separately employed. The private health care delivery 

scheme may also include non-profit organizations in which 

the facilities are owned by a non-profit organization and 

the providers of services can either be employed by the non

profit organization or privately employed. Although the 

non-profits are sometimes placed in their own category, for 

the purpose of this dissertation, the non-profits will be 

included in the private category. 

The source of health care coverage will be classified 

into three areas of health care: (1) public insurance, 

(2) employment-based insurance, and (3) the uninsured (see 

Tables 5.1 and 5.2). Public coverage are programs that are 

provided through the national government and financed 

primarily through tax revenues. The employment-based health 

care coverage programs are provided through employment and 

are directly financed by the employer or employer-employee 

contributions. The employer may be a private firm or a 

public agency. The key is that insurance coverage is based 

on employment status. In the United States, private 

employer coverage is financed through employer-employee 

contributions, and the government subsidizes this form of 

insurance by not levying personal income or payroll tax on 

health insurance financed by employers. The value of 

excluding this tax for 1991 was estimated at $36.3 billion 
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(Aaron 1991, 67). The uninsured classification will consist 

of health care coverage through two sources: charity and 

private pay. The distinction between charity and private 

pay is that private pay is health care coverage which is 

financed through individual payment for services and/or 

individual private purchase of insurance. 

Mexico's health care system will be described first. 

Then, the U.S. system will be described and contrasted with 

the Mexican system. 

Mexico 

The delivery of health care in Mexico is a mixture of 

public and private. "Some of the social security systems 

are public, decentralized and autonomous institutions (e.g., 

IMSS, ISSSTE), but others are of a private nature (e.g., 

some generated by collective agreements)" (Mesa-Lago 1978, 

225). Thus, in some instances the facilities and providers 

are owned and employed by the government, but they also 

contract out for the delivery of services (Interview 2 1995; 

Interview 3 1995; Interview 4 1995; Interview 8 1997; 

Interview 9 1997; Interview 11 1997; Interview 12 1997) . 

In the area of public based health care programs, the 

federal government has one major agency involved in health 

care: the Ministry of Health or the Mexican Secretary of 

Health (SS), formerly the Secretary of Health and Assistance 

(SSA). Theoretically, this agency coordinates with states 
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and municipalities for the delivery of health care and has a 

sundry of federal programs related to health. The SS 

administers preventive medicine and sanitation for the 

population as a whole, as well as a national network of 

hospitals and outpatient clinics. Anyone may use these 

services. Users are classified into one of five income 

brackets, and the classification is noted on the 

identification card. Its curative medicine services charge 

low flat user fees, and its facilities are staffed by new 

medical school graduates, "pasantes," required to serve one 

year in government social service. The one-year service 

requirement was enacted under a 193 6 law when Cardenas was 

president. The major programs under the SS and relevant to 

this study include the IMSS Social Solidarity Program (IMSS-

Solidarity) which was the former IMSS-COPLAMAR program, the 

National System for Integral Family Development (DIF), and 

the National Indian Institute. 

Each of these three major federal programs targets 

different groups. The IMSS Social Solidarity Program, 

created in 1979, offers health care protection to the poor 

in rural areas, and theoretically, to marginal urban areas. 

The National System for Integral Family Development program 

targets the noninsured urban infant-maternal population 

providing nutrition, health care, and other services. The 

National Indian Institute provides health services to the 

Indians. The facilities and providers for services are both 
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public and private (Interview 3 1995; Interview 9 1997; 

Interview 4 1995; Interview 11 1995; Interview 12 1995) . In 

other words, in some instances the facilities and providers 

are contracted out from the private sector. In others, the 

facilities may be public, but the providers, namely 

physicians, are contracted out. In still others, facilities 

and providers, including physicians, are public employees, 

especially in the case of student doctors. 

In employment-based health care coverage, Mexico also 

has several programs. The major programs include the 

Mexican Institute of Social Security (IMSS), the Institute 

of Social Security and Services for State Employees 

(ISSSTE), the armed forces, and PEMEX (petroleum industry). 

In the employment based health care coverage the IMSS, 

ISSSTE, Armed Forces, and Pemex also have both public and 

private delivery of services. 

Mexico's largest health care program, created in 1942, 

is the Mexican Institute of Social Security (IMSS) which 

protects salaried workers in the private sector. It was 

required by law that employers contribute to this program. 

However, a new bill passed in 1995 "allows workers and 

employers to set up their own medical care facilities, and 

provided for the 'reversion' of contributions for this 

purpose" (Latin American Weekly Report 1995, 2). This 

change was enacted as a part of the neoliberal policy of 

privatization. The second largest health care program is 
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the Institute of Social Security and Services for State 

Employees (ISSSTE) which covers all federal government 

employees. It was created in 1960. The two other 

independent health care programs cover the armed forces and 

the petroleum workers (PEMEX) who are also employed by the 

federal government. 

For the uninsured there are two basic forms of care, 

charitable and private. In the form of charitable care 

service is available through the network of federal, state 

and municipal hospitals and clinics; the Red Cross; and a 

few charitable hospitals. Health care by folk doctors, 

"curanderos," is common in the rural and poorer sections of 

the urban areas (Interview 2 1995; Interview 3 1995; 

Interview 5 1997). In the form of private care, protection 

is available from individually purchased private insurance 

or cash for services in the private sector. The extent of 

the private sector system is not known and inconsistent 

information flows from the literature. The literature 

indicates that the majority of physicians employed in the 

organized health programs also have a private practice. 

Roemer's (1991) study identifies a major discrepancy between 

the 1986 figures in which the central government reported 

14,000 physicians who were unemployed or underemployed and a 

Center for Public Health Research estimates which revealed 

46,000 physicians who were not employed in the organized 

health programs of Mexico. Further, Julio Frenk et al. 

63 



(1991) determined the figure for 1986 to be 23,500. Several 

inferences can be made from the various studies which cover 

private practice in Mexico. First, the discrepancies 

possibly account for the differences in the percentage of 

population which is not covered. The conservative estimates 

of population not covered by public or employment-based 

health care insurance are approximately 20%. Second, the 

private sector is much larger than perceived or statistics 

reflect. Third, the actual, but unreported or unrecognized 

scope of the private sector system, may account for the 

underutilization of the public health system. For example, 

in the primary health care centers of the SS the norm is 

three patients per hour, which is a ratio that many primary 

health care centers do not attain (Harrison 1991). Another 

indication of underutilization was evidenced during the 

emergency period after the 1985 earthquake in Mexico City 

when the three systems provided care to all seekers, and 

services were nonetheless underutilized (Sanchez-Carrillo 

1989). Finally, although the SS contracts for services, a 

lucrative private market must also be available in health 

care if hospital multi-corporations (multis) are moving into 

Mexico, as Humana did in 1984. Multis want into the 

international market because profit margins are often higher 

(Mistarz 1984) . 

Officially, in 1992, private medical care accounted for 

6.1% of the medical care provided (Boletin Sectoral de 
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Informacion Estadistica No. 12 1993). As for the other 

programs, SS covered approximately 16.3 percent of the 

population, IMSS Solidarity 12.6 percent, IMSS 42.9 percent, 

ISSSTE 9.8 percent, PEMEX 1.0 percent. Armed Forces 1.1 

percent, and the uncovered population was 10.2 percent (see 

Table 5.3). Thus, approximately 29% of the population have 

public base coverage, 55% of the population have employment-

based coverage, while approximately 16% are in the uncovered 

category which includes the charity population and the 

private-pay medical care population not covered by public or 

employment based coverage. 

Finally, a major point in the delivery of services is 

that, although an individual may have coverage by a certain 

program, this does not necessarily mean they use that 

particular program (Interview 3 1995; Interview 4 1995; 

Interview 10 1997). The last National Survey indicated that 

3 5 percent of the population covered by IMSS, ISSSTE, PEMEX 

or the armed forces also use SS or privately-contracted 

medical services (Gomez 1994, 16-17). The results of this 

survey are substantiated in the literature. Harrison (1991) 

found that "since the SSA cannot deny its services to 

anyone, the SSA teams spend time administering to IMSS, 

ISSTE and other institutions' patients in their areas" 

(Harrison 1991, 247). An independent survey in Tlahuac (a 

district within Mexico City) determined that 42 percent of 

the SS patients were covered by an insurance system: 62 
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percent IMSS and 34 percent ISSTE (Harrison 1991). This 

seems to imply that coverage is not necessarily indicative 

of which system is actually delivering the service. 

United States 

As in Mexico, the delivery of health care in the United 

States is a mixture of public and private. The financing 

system that has evolved over the past 25 years in the United 

States involves a complex blend of public and private re

sponsibilities (Knickman and Thorpe 1990, 240). 

In the area of public health care programs, the federal 

government has one primary agency involved in health care, 

the Department of Health and Human Services. The Department 

of Health and Human Services in the United States is a 

federal agency that is comparable to Mexico's Ministry of 

Health. There are four major federal programs under the 

Department of Health and Human Services: Medicare, 

Medicaid, Indian Health Service, and Community Health 

Centers. The federal government also provides medical care 

and other related services to veterans with injuries or 

illness. These services are provided by the Department of 

Veterans Affairs. 

Medicare is a health care program for the aged. It is 

primarily funded through payroll deductions. There are two 

parts to this program. Part A covers hospitalization and 

related items. Part B covers office visits and other 
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medical expenses, but requires a premium on the part of the 

recipient. Part B is funded through the general revenues 

and the premiums. Medicare is administered through the 

Health Care Financing Administration within the Department 

of Health and Human Services. Medicare is an insurance 

based system run by the government allowing recipients to 

use its services by frequenting providers who accept this 

type of insurance. "Payment for services provided to 

Medicare beneficiaries may be made on a fee for service 

basis or a prepayment basis" (Perritt 1995, 159). Delivery 

may be public or private. 

Medicaid is a health care program for the indigent. It 

is a federal grant funded program from the general revenue 

fund to the states. Medicaid is managed in the federal 

level by the Health Care Financing Administration, although 

for all practical purposes, it is administered at the state 

level by each state that participates in the program. Thus 

the services and eligible recipients vary by state. 

Generally, it is also an insurance based system, but there 

is also variation on who runs the system. The state itself 

may be the insurer or it may contract out to a private 

insurance company or companies. In many cases, the 

recipients of the Medicaid program have limited access. 

This access is usually limited because either the program 

itself limits the services and/or the provider or providers 
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who accept this type of insurance are limited. Providers 

may be public or private. 

The health care program for Indians living on 

reservations is administered by the Indian Health Service. 

When it was established in 1911, the program was 

administered by the Bureau of Indian Affairs in the Interior 

Department. In 1955, the program was transferred to the 

Department of Health and Human Services (known as the 

Department of Health, Education and Welfare at that time) 

under the Public Health Service Division (Brecher 1990). 

Finally, in 1988, the Indian Health Service became a unit 

under the Department of Health and Human Services. There 

are facilities at the reservations, in addition to 

contracting out for services not available at those 

facilities. 

The Community Health Centers Program is administered by 

the Public Health Service which is under the Department of 

Health and Human Services. It was a part of a successful 

grassroots effort, and originally called the Neighborhood 

Health Center Program. It was founded in 1965 as a part of 

the War on Poverty Program under the Office of Economic 

Opportunity (Sherrad Sherraden and Wallace 1992). The 

program was later shifted to what is now the Department of 

Health and Human Services and is currently funded through 

competitive block grants. Since these services are funded 

through a competitive block grant, the provider of these 

68 



services may be a governmental entity or a non-profit 

organization. Generally, the services are limited to 

primary health care with charges based on a sliding fee 

scale. The services are available to all the public, though 

usually taken advantage of by low income persons. 

The Department of Veterans Affairs administers the 

health programs for veterans under its Veteran Health 

Administration (VHA) component. The Department of Veterans 

Affairs was established as a cabinet-level department in 

1989 and is directly responsible to the President. In 1924, 

a law was passed which broadened the eligibility of veterans 

for medical care benefits, which eventually became available 

to any veteran who stated they were unable to pay for 

medical care (Brecher 1990). In 1970, veteran's medical 

care benefits were extended to any veteran past age 65 

regardless of income or nature of condition. In recent 

history, any effort to integrate the separate public health 

care system for veterans have been blocked by a politically 

powerful coalition of "VA employees, veterans relying on the 

system and medical schools benefiting from their 

affiliations to VA hospitals" (Brecher 1990, 305). 

Facilities for veterans include both primary care clinics 

and hospitals. Any veteran who has a condition linked to 

military service, is indigent or over the age of 65 is 

eligible for services (Brecher 1990). The health care 

funding for the Department of Veteran Affairs is a fixed 
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sum. The recipients of this program must go to the public 

facilities and the providers therein for their care and will 

not be covered if they go to private facilities or private 

providers. 

There are several different programs within the 

employer based health care. The three basic types are 

private employment based, public employment based, and the 

military. As in Mexico, the employer-based programs in the 

United States are the largest source of health coverage. 

Health care services in the private and public employer-

based system are predominately privately delivered. Thus, 

the delivery of health care is through the private insurance 

company or companies that are available to the employee and 

through health care providers who accept that particular 

insurance. 

The employer-based health care for the salaried workers 

in the private sector is comparable to the IMSS in Mexico. 

In the United States, however, there is no federal law which 

requires employer participation. The United States federal 

government does provide tax-based incentives for the 

provision of employment based health care. Employee benefit 

plans, including those providing health care insurance, are 

regulated by the federal Employment Retirement Security Act 

(ERISA). The amount of health care coverage provided by the 

employer varies from only covering the employee to also 

covering his/her dependents. The tax law is also favorable, 
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allowing individual costs deducted from an employee's 

paycheck to be pre-taxable income. 

The United States federal government provides health 

care benefits for all of its employees. The provision of 

these benefits are provided through the Federal Employees 

Health Benefit Program (FEHBP). This is comparable to the 

ISSSTE in Mexico. 

The United States, as in Mexico, also has health care 

coverage for the armed forces and their dependents. For the 

military, there is a mixed system. In some locations, there 

are primary care facilities and hospitals that are publicly 

owned but are strictly for military personnel, military 

retirees and their dependents. However, in locations that 

lack such facilities there is an insurance based program, 

historically known as Civilian Health and Medical Program of 

the Uniform Services (CHAMPUS). CHAMPUS is an insurance 

type system run by the government where the government would 

pay benefits directly to the provider. However, currently a 

conversion to a private based insurance system for the armed 

forces, called Tri-Care, is being implemented to replace 

CHAMPUS. Under the Tri-Care system the beneficiaries select 

from a variety of health insurance programs coverage to be 

used in cases where there are no military health care 

facilities available. 

The United States does not have the equivalent of PEMEX 

because the petroleum industry in the United States is a 
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private enterprise versus Mexico's nationalized petroleum 

industry. 

The public sector already pays about two-fifths percent 

of the total U.S. health bill now and an additional large 

amount through tax subsidy (Barer and Evans 1992). In 1990, 

direct patient payments accounted for 21 percent, private 

health insurance carriers paid 33 percent (which would 

include any government employees or contracted private 

insurance amounts) of the health care bill, whereas gov

ernment directly contributed 41 percent, while the remaining 

4 percent was paid from other private sources, such as 

foundations that support local hospitals (Levitt et al. 

1991). In comparing estimates of health coverage by each 

major program in the United States' health care system to 

Mexico's, the percentage total for private medical care and 

uncovered population are similar (see Tables 5.3 and 5.4). 

In Mexico, the private medical care is 6.1 percent and the 

uncovered care is 10.2 percent, for a total of 16.3 percent, 

whereas in the United States private medical care is 2.2 

percent and the uncovered is 13.9 percent for a total of 

16.1 percent. 

Basic Indicator Comparisons 

The basic indicator data to be discussed are from 

information gathered by the World Bank (World Development 

T?pport 1993 Investing in Health 1993) . Generally the World 
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Bank is considered to be a reliable source. Although 

reports are published annually, all the information 

presented in this dissertation is not available on an annual 

basis. Because of the nature of data gathering and 

reporting, most of the data is based upon the most recent 

census, 1990 in both the United States and Mexico. Although 

updated information exists in certain areas, for the sake of 

consistency in the comparison, all data are presented for 

the same time period. Furthermore, the data as given serve 

the purpose of demonstrating that the United States and 

Mexico, when examining particular indicators, are similar. 

Updated information available for certain areas will be 

reflected in Table 5.5. 

In comparing issues of gross domestic product (GDP) or 

gross national product (GNP) and mortality by cause, there 

are indeed differences between Mexico as a developing coun

try and the United States as a developed country. However, 

demographically, the percentage of urban population in 

Mexico is similar to the United States. Mexico has an urban 

population of 73 percent of the total population; the United 

States has an urbanization rate of 75 percent of the total 

population. With respect to population generally, Mexico 

with a census of 83.3 million people in mid-1991 has about a 

third of the population of the United States, which had a 

population of 252.7 million in that same year. 
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Economically, there are some pointed differences. 

Mexico is classified as a developing Latin American country 

with an upper-middle income economy. The United States is a 

developed high income economy. The GDP or GNP per capita is 

evidence of this fact. In 1991 Mexico's GDP per capita in 

U.S. dollars was $3,200 (GNP was $3030). The United States' 

GDP per capita in U.S. dollars was $22,470 (GNP was 

$22,240). During the 1970-1980 period, Mexico had an annual 

average rate of inflation of 18.1 percent, which increased 

more than three-fold in the 1980-91 period to a 66.5 percent 

annual average rate of inflation. Also, Mexico experienced 

a negative annual average growth rate of -0.5 percent during 

the 1980-91 time period. As is evident from the average 

rate of inflation, and the negative average growth rate, 

Mexico experienced severe economic difficulties in 1980-1991 

that impacted the percentage of total central government 

expenditures to health, which decreased from 2.4% of GNP in 

1980 to 1.9% in 1990. Total health expenditures cover 

expenditures on hospital, maternity and dental centers, and 

clinics with a major medical component; on national health 

and medical insurance schemes; and on family planning and 

preventive care (World Development Report 1993 Investing in 

Health 1993, p. 312). In 1990, the total health expenditure 

in dollars was 7,648 millions of dollars, or 89 dollars per 

capita. Total health expenditures as a percentage of gross 

domestic product (GDP) in 1990 was 3.2 percent. The amount 
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expended was equally divided between public and private 

sector at 1.6 percent. Finally, when the percentage share 

of household consumption is considered, only five percent 

(5%) is devoted to medical care in Mexico, while fourteen 

percent (14%) is devoted to medical care in the United 

States. 

During the 1970-1980 period, the United States had an 

average annual rate of inflation of 7.5 percent. In the 

1980-91 period, inflation decreased to a 4.2 percent average 

annual rate. United States experienced a low annual average 

growth rate of 1.7 percent during the 1980-91 time period. 

As is evident from the average rate of inflation and the 

average growth rate, the United States had slow economic 

growth in during 1980-1991. However, the percentage of GNP 

devoted to health expenditures increased thirty percent 

(30%) from 10.4% in 1980 to 13.8% in 1990. In 1990, the 

total health expenditure in dollars was $690,667 million, or 

$2,763 per capita. Total health expenditures as a 

percentage of gross domestic product (GDP) in 1990 was 12.7 

percent. The amount expended in the public sector was at 

5.6 percent, while it was 7.0 percent in the private sector. 

In spite of the large differences between Mexico and 

the United States in economic indicators, many health care 

indicators do not exhibit such a large contrast. Life 

expectancy at birth in the United States in 1970 was 70 and 

in Mexico, 56. In 1990, the life expectancy in the United 
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states had risen to 76, while the life expectancy in Mexico 

had risen to 70. In 1997, expectancy was 74 and 76, 

respectively. This large increase in life expectancy 

between the 1970s and 1990s in Mexico is attributable to the 

abundance of programs instituted in the 1970s and 1980s. 

These programs included targeted delivery of primary health 

care for the underserved and community health improving the 

sanitation, nutrition, housing and health education (Sherrad 

Sherraden and Wallace 1992). The percentage of children 

less than a year old who were immunized in 1990-1991 for 

diphtheria, polio and tetanus (DPT) in Mexico was 64%, while 

in the United States it was 85%; for measles in the same 

time period for Mexico it was 78%, while for the United 

States it was 85%. The crude birth rate for Mexico per 

1,000 in 1991 was 28; in the United States it was 16. In 

1997, it had dropped to 24 for Mexico and 15 for the United 

States. The crude death rate for Mexico per 1,000 in 1991 

was 5, while in the United States it was 9 and remained at 

that rate for both countries in 1997. 

Other indicators related to health and indicative of 

health standards for a country include: the infant 

mortality rate per 1,000; fertility rate; mortality rate per 

100,000 in communicable and noncommunicable diseases; 

doctors per 1,000; the nurse-to-doctor ratio; and the 

hospital bed per 1,000 population ratio. It is evident that 

these rates are not as similar between the United States and 
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Mexico. The infant mortality rate for Mexico in 1970 was 72 

per 1000 and in 1990 was 36. For the United States, in 1970 

the infant mortality rate was at 20 per 1000, and in 1990 it 

was 9. By 1997, it had dropped to 24 for Mexico and 7 for 

the United States. Interestingly, they both declined by 

approximately 50 percent, and then approximately 33%. 

Ironically in 1990, Mexico was at the middle in infant 

mortality rate for middle-income countries whereas the 

United States was at the bottom for high income economies. 

As for the last three indicators (doctors per 1,000 

individuals, the nurse-to- doctor ratio, and the hospital 

bed per 1000 population), most recent studies have shown 

that they are not necessarily good indicators of health. 

Rather, they have been found to be significant indicators of 

efficiency. In fact, the number of hospital beds has been 

dropping in the United States. This may be due to many 

factors, which include the increase in outpatient 

facilities, hospices, and other technological advances, 

regulations, or systems of managed care which require or 

mandate a shorter hospital stay. 

In fact even in regards to other upper middle-income 

Latin American countries, the figures (doctors per 1,000, 

the nurse-to-doctor ratio, and the hospital bed per 1,000 

population) for Mexico are unusually low. However, there 

are some other plausible explanations for Mexico's unusually 

low counts in these three indicators. 
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First, in examining the number of physicians reported 

in Mexico, the official numbers reported by the government 

only account for those physicians employed within the social 

security or national health system of Mexico, because no 

national registry is maintained. Therefore, the figure may 

not be representative of the total number of physicians in 

Mexico. 

Second, in Mexico's health care system, many 

para-professionals used in health care are not nurses, so 

there may be an undercounting of the number of ancillary 

help for physicians. Furthermore, research indicates that 

there is an underutilization of physician services, which 

limits the need for ancillary help. 

Third, with regard to the hospital bed ratio, two 

points must be considered. First, on September 19 and 20, 

1985, Mexico City experienced an earthquake considered one 

of the worst disasters of the century. As a result of this 

earthquake, Mexico lost a major part of its health care 

system including several major hospitals, which may have had 

an effect on its hospital bed count. Second, there is 

typically an underutilization of its hospital beds, which is 

usually at fifty percent. Even at the peak of injuries 

after the earthquake, the maximum occupancy was estimated at 

eighty-five percent (Sanchez-Carrillo 1989). However, given 

the loss of several major hospitals, this figure may 

actually be based on fewer beds. 
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In sum, indicators must be used only as an indication 

and not as the sole basis for any type of conclusions. 

However, the preceding statistics on the specific indicators 

do support that the United States and Mexico are similar, 

and certainly similar enough to justify examining whether 

there are common explanations for the similarities found in 

structure, coverage and health outcomes. 

Conclusion 

There seems to be substantial evidence that the 

structure and basic indicators of the United States' and 

Mexico's health care delivery systems are quite similar. In 

summary, the similar health care policy outcomes can be 

identified into five aspects. One, both the United States 

and Mexico have fragmented systems of delivery. Two, both 

systems have under/uninsured populations. In fact, the 

percentages of uncovered population are quite similar. 

Three, the government provides full assistance to narrowly 

defined groups. Although historically not as true in the 

Mexican case, recent changes are making it more so. Four, 

the majority of health insurance coverage enjoyed by the 

populous of both countries is employment based. Finally, 

five, many health care indicators are roughly similar in 

spite of the vast economic differences between these two 

countries. 
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Table 5.1. Source of Health Care Coverage in Mexico 

Public Coverage 

SS 

Programs: 
-IMSS Social Solidarity 

(former COPLAMAR) 
-DIF (National System 

for Integral Family 
Development 

-National Indian 
Institute 

Employment Based 
Coverage 

IMSS 
(salaried workers 
in private sector) 

ISSSTE 

(state employees) 

Armed Forces 

PEMEX 
(petroleum workers) 

Uninsured 

Charitable 

Private Pay 

Note: COPLAMAR was a unique situation because the program 
offers coverage in exchange for roughly ten days of work per 
year. Although the work provision is voluntary, seventy 
percent of the enrollees comply (U.S. Congress p. 22) . This 
provision is inconsistently applied under the IMSS program 
(interviews). 
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Table 5.2. Source of Health Care Coverage in the United 
States 

Public Coverage 
Employment Based 

Coverage Uninsured 

Medicare 

Medicaid 

Veterans Admin. 

Indian Health Service 

Community Health 
Centers 

Private Insurance 
(salaried workers in 
private sector) 

Private Insurance 
(federal employees) 

CHAMPUS/TRI-CARE 
(armed forces) 

Charitable 

Private Pay 
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Table 5.3 Estimated Percentage of Population Covered by 
Major Health Care Programs in Mexico. 

Health 
Program Beneficiaries 

Percent of 
Pop. Covered* 

42. 9 
9.8 
1.0 
1.1 
16.3 
12.6 

6.1 
10.2 

IMSS (1943) 
ISSSTE (1959) 
PEMEX 
Armed Forces 
SS (1943) 
IMSS SOLIDARITY (1977) 
Uninsured: 

Private Medical Care** 
Uncovered Population 

salaried workers 
federal employees 
petroleum workers 
armed forces 
public health 
marginal rural pop 

100 .0 

*Source: Boletin Sectorial de Informacion Estadistica No 
12, Sistema Nacional de Salud, Mexico 1993. 

**Private medical care, not employment based. 
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Table 5.4 Estimated Percentage of Population Covered by 
Major Health Care Programs in the United 
States. 

Health 
Program Beneficiaries 

Percent of 
Pop. Covered 

Private Insurance* 
Medicare (1965) 
Medicaid (1965) 
V.A. Sc CHAMPUS 
Uninsured: 

Private Medical Care 
Uncovered Population 

salaried workers 
pop. 65 and over 
indigent 
veterans & armed forces 

5 7 , 
14 , 
1 0 , 

2 , 

2 , 
13 , 
0 0 . 

.0 

.0 

.3 

.6 

. 2 * * 

. 9 

.0 

*Employment based. 

**percent left over after determining other categories 

Source: Levit, Katherine R. et al. 1993. "National Health 
Expenditures, 1990." In Contemporary Issues in Health 
Services, ed. Stephen J. Williams. Albany: Delmar Publish
ers. Ries, Peter. 1993. "Characteristics of Persons With 
and Without Health Care Coverage: United States, 1989." In 
Contemporary Issues in Health Services, ed. Stephen J. 
Williams. Albany: Delmar Publishers. 

83 



Table 5.5 

Country 

Basic Indicator Comparison of Mexico and the 
United States 

% Urban Population 
1970 1990 1997 

GDP per capita 
1991 1997 

Mexico 
U.S. 

Mexico 
U.S. 

Mexico 
U.S. 

Mexico 
U.S. 

56 70 
70 76 

74 
76 

Health Exp 
per Cap. 
1990 

89 
2763 

Life 
Expectancy 
1970 1990 1997 

56 70 
70 76 

Inf. Mort 
Rate per 
1,000 
1970 1990 

72 36 
20 9 

74 
76 

1997 

24 
7 

Hosp. bed 
per 1000 

1985-90 1997 

3,200 
22,470 

Health Exp % 
GDP 1990 

Ttl Pub. Pvt 

3.2 1 
12.7 5 

.6 1.6 

.6 7.0 

Crude Birth 
Rate per 1,000 
1991 1997 

28 
16 

Fert 
Rate 
1991 

3.2 
1.9 

24 
15 

7,700 
27,607 

% Share of 
Household 
Consump. (1990) 

5 
14 

Crude Death 
Rate Per 1,000 
1991 1997 

5 5 
9 9 

Mort Rate % child immun 
per 100,000 less than lyr 
1985-89 1990-91 

Commun Noncomm DPT Measles 

168 490 64 78 
54 447 85 85 

Dr. per 
1, 000 

1988-92 1997 

Nurse 
to Dr. 

1988-92 

Mexico 
U.S. 

1, 
5, 
.3 
.0 

1, 
4 , 
.2 
.3 

0, 
2, 
.54 
.38 

0, 
2, 
.61 
.62 

0, 
2 , 
.8 
.8 

Source: All but 1997 figures were derived from the World 
Development Report 1993: Investing in Health. World 
Development Indicators. The International Bank for Re
construction and Development / The World Bank. 1997 figures 
were derived from The World Almanac and Book of Facts 1998. 
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CHAPTER VI 

COMPARATIVE ANALYSIS OF THE 
UNITED STATES AND MEXICO 

This chapter is the heart of the dissertation. In this 

chapter, the key is to explain why elitism is the best 

explanatory theory for similar major health care policy 

outcomes in both the United States and Mexico. This chapter 

will first discuss elite theory in depth and its 

applicability to the study of health policy. Then, it will 

compare and contrast the policy making process to 

demonstrate a similar dominance of elites in the health care 

policy making process that explains the similar health care 

policy outcomes in both the United States and Mexico. 

Elite Theory and its Application to the 
Policy Making Process 

The best known contemporary scholar of elitism is 

Thomas R. Dye (1976; 1986; Dye and Zeigler 1981). Elite 

theory has a strong historical tradition. Some of the more 

prominent turn of the century elitists were Gaetano Mosca, 

Vilfredo Pareto (1966), and Roberto Michels (1915). There 

were some general principles shared by these scholars which 

are the key elements of classical elite theory (Putnam 1976, 

3-4) : 

1. Political power, like other social goods, is 
distributed unequally. 

2. Essentially, people fall into only two 
groups: those who have significant political 
power and those who have none. 
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3. The elite is internally homogenous, unified, 
and self-conscious. 

4. The elite is largely self-perpetuating and is 
drawn from a very exclusive segment of 
society. 

5. The elite is essentially autonomous. 

The theorists did differ as to why societies were so 

organized. Pareto (1966) argued that it was based upon 

unequal distribution of personal qualities, while Michels 

(1915) stressed the division of labor that is necessary 

within an organization to function. However, they all 

agreed upon the basic concept of an elite class which 

dominates the masses. 

Elitism gained popularity in the United States in the 

1950s and 1960s with such notable scholars as C. Wright 

Mills and Harold Laswell. As one of the most famous elite 

theorists, C. Wright Mills argued in his book. The Power 

Elite. that all major policies are determined by an elite 

group of individuals who occupy powerful positions (Mills 

1956). Political scientist Harold Laswell argued that "in 

all large scale societies the decisions at any given time 

are typically in the hands of a small number of people" 

(Laswell and Lerner 1952, 7). Contemporary elite theorists 

Dye and Ziegler summarized elitism in their text The Irony 

of Democracy (1981, 8-9). 

1. Society is divided into few who have power 
and the many who do not. Only a small number 
of persons allocate values for society; the 
masses do not decide public policy. 

2. The few who govern are not typical of the 
masses who are governed. Elites are drawn 
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disproportionately from the upper 
socioeconomic strata of society. 

3. The movement of non-elites to elite positions 
must be slow and continuous if stability is 
to be maintained and revolution avoided. 
Only non-elites who have accepted the basic 
elite consensus are admitted to governing 
circles. 

4. Elites share a consensus on the basic values 
of the social system and the preservation of 
the system. They disagree only on a narrow 
range of issues. 

5. Public policy does not reflect demands of 
masses but rather the prevailing values of 
the elite. Changes in public policy will be 
incremental rather than revolutionary. 

6. Active elites are subject to relatively 
little direct influence from the apathetic 
masses. Elites influence masses more than 
masses influence elites. 

Furthermore, contemporary elite theorists do not claim that 

power is 

held by a single, impenetrable, monolithic body or 
that power holders always agree on public issues. 
It does not pretend that power in society does not 
shift over time or that new elites cannot emerge 
to compete with old elites. (Dye and Ziegler 1981, 
8) 

Generally, elites are not typical of the masses. They 

represent society's upper class who own or control a large 

share of societal's institutions. This supports sociologist 

C. Wright Mills' (1956) argument that the leaders of 

corporations, the military establishment and the national 

government come together at the top of a giant pyramid of 

power. He concludes that shared backgrounds lead to the 
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development of similar views shared by the elite (Mills 

1956). 

As an explanatory theory elitism has components of the 

alternative theories summarized earlier, but also has some 

particular differences. From the institutional 

perspectives, it draws the conceptual foundation that policy 

making is a dynamic process and thus the concept that the 

elites may change over time. Another component that elite 

theory draws from the institutional perspective is that it 

examines a process from a historical context. However, 

elite theory minimizes the role of institutions and their 

impact upon the policy making process. 

From the culture arguments, elite theory draws on the 

concept that the elites do share a similar ideology, and it 

is they who have created fundamental societal mores to 

perpetuate their existence. The difference between the 

elite explanatory theory and the role of culture arguments 

lies in their fundamental assumptions. Where the role of 

culture assumes that public policy reflects the demands of 

the masses, elite explanatory theory assumes public policy 

reflects the values of the prevailing elite. In particular, 

in respect to the policy making process, it is elites which 

form and shape public opinion rather than public opinion 

shaping public policy and elite opinion (Dye 1996) . 

From the interest group argument, elite theory draws 

the concept that there is competition among the elites, 

88 



supporting why the elites may be different or change over 

time. However, this competition is limited to elites and 

competition is used to determine which elite will be the 

singular group to directly influence or play the dominant 

role in a particular area of public policy. Interest group 

theory, by contrast, assumes that government will be 

responsive to everyone and that no group can dominate 

government. Specifically, the difference is that generally 

interest group scholars would argue that consensus or lack 

thereof among many interest groups is what determines health 

policy. By contrast, elite explanatory theory would argue 

that there is an elite which dictates public policy. 

Although this could be questioned as being interest group 

liberalism, a concept advanced by Theodore Lowi in the late 

1960s, there is a key difference. Interest group liberalism 

as advanced by Lowi is concerned about specific groups 

capturing and controlling agencies. This concept addresses 

the implementation stage of policy making which is evidenced 

by Lowi's criticism of Congress refusing to legislate 

standards and the need to limit administrative delegation of 

authority (Lowi 1979) . Elitism is not concerned with the 

details of the implementation aspect of policy making. 

Elites, their power, and their subsequent impact on policy 

outcomes determine whether such policies will actually 

become implemented. 
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Finally, from the political class struggle argument, 

elite theory draws the fundamental concept that society is 

divided into two classes. However, the political class 

struggle argument assumes that the strength of a working 

class in terms of unions and working class political parties 

would result in different public policy outcomes. From an 

elite explanatory perspective, groups may not represent the 

interests of their members. All groups have elites, and the 

effective power of the group goes to the elite (Michels 

1915). This is not to say, however, that there are not any 

groups which do truly represent the interests of their 

members, but rather that there are groups which instead of 

representing the interests of their members actually serve 

to represent the interests of the elites. 

Thus, although the elite explanatory theory does draw 

some components from the various arguments in the 

literature, it has some different aspects which distinguish 

its perspective from the existing arguments in the 

literature. Furthermore, a unique feature of elitism is 

that it is a universal phenomena (Dye and Zeigler 1981, 5; 

Laswell and Kaplan 1950; Laswell and Lerner 1952; Michels 

1962). "Elites are not a product of capitalism, socialism, 

or industrialization or technological developments. All 

societies... are governed by elites" (Dye and Zeigler 1981, 

5). The universality of this phenomena provides a 

comparative base for elitism as an explanatory theory. 
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However, this does not explain how elitism as an explanatory 

theory works within the policy making process. Thus, this 

is the next issue to consider. 

Public policy has been given various definitions by 

scholars. Thomas R. Dye defines it as "whatever governments 

choose to do or not do" (1995, 2). Harold Laswell defines 

it as "a projected program of goals, values and practices" 

(Laswell 1951, 12). David Easton defines it as "the impacts 

of government activity" (1965, 212). In any case, public 

policy reflects the actions or inactions of government. 

This definition of policy making is critical especially in 

regards to this particular study, because a major 

characteristic which distinguishes the United States and 

Mexico from health policy developments in other countries is 

the inaction and/or lack of implementation of statutory 

universal health insurance programs. There is also another 

important concept that needs to be considered when examining 

the policy making process especially in regards to elites. 

That concept is non-decisionmaking. Non-decisionmaking is 

defined as 

a means by which demands for change in existing 
allocation of benefits and privileges in the 
community can be suffocated before they are even 
voiced; or kept covert; or killed before they gain 
access to the relevant decision-making arena; or 
failing all these things, maimed or destroyed in 
the decision-implementing stage of the policy 
making process. (Bachrach and Baratz 1970, 44) 
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For elites 

non-decisions can occur (1) when influential 
elites act directly to exclude an issue for the 
political arena; (2) when subordinates anticipate 
the negative reaction of elites and ignore 
proposals or suggestions that would "cause 
trouble"; or (3) when the underlying values of 
society and its institutional structure prevent 
serious consideration of alternative programs or 
policies. (Dye and Zeigler 1981, 110) 

In fact, elites may even have enough power to keep certain 

problems off the agenda (Bachrach and Baratz 1962). 

The policy making process, can be considered the series 

of actions or inactions, changes or functions, that take 

place in the political environment that result in an output. 

The policy making process is usually thought of in terms of 

steps or stages. Although the stages can vary from scholar 

to scholar, it is generally broken down into a minimum of 

four: (1) agenda setting, (2) policy formulation, (3) 

policy implementation, and (4) policy evaluation. 

The first stage, agenda setting, has been defined in 

many different ways by scholars. John Kingdon defines 

agenda setting as "the list of subjects or problems to which 

government officials...are paying some serious attention at 

any given time" (Kingdon 1984, 12). Dye defines agenda 

setting as "defining the problems of society and suggesting 

alternative solutions" (Dye 1995, 301). Cobb and Elder 

define it as "a set of political controversies that will be 

viewed as falling within the range of legitimate concerns 

meriting the attention of the polity; a set of items 
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scheduled for active and serious attention by a decision

making body" (Cobb and Elder 1972, 7). In short, agenda 

setting is getting an issue to the attention of the decision 

makers. 

Ideally, in the agenda setting stage, the objective is 

to focus the attention of the media and public officials on 

the problem with the key being to mobilize public opinion in 

acknowledging that there is a problem and that action must 

be taken. This concept of mobilizing public opinion is 

common to both democratic and authoritarian regimes (Almond 

and Powell 1992). 

The second stage of the policy making process is policy 

formulation. It is defined as the development of policy 

alternatives for dealing with problems on the agenda, and 

the selection of one of the alternatives as a solution. 

The third stage is implementation. It is concerned 

with carrying out policies enacted by the governing body. 

This includes funding, creation or assignment of an 

organization to carry out the task, and the creation of 

policies and procedures. 

The final stage, evaluation, is the assessment of 

whether a policy has been successful in terms of goals, 

consequences and impacts. A policy will have basically two 

consequences. One, the policy is continued and funding is 

continued, or two, the policy is terminated because of loss 

of support, not achieving its goals, or it costs too much. 
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Each political system performs similar functions in the 

policy making process. The stage in which elites exert 

their influence varies according to the most effective stage 

where policy can be controlled and/or thwarted according to 

their values. "In the United States, the legislative branch 

plays a critical role in the formulation of laws and as a 

focus of interest group activity" (Camp 1993, 131). Thus in 

order to be effective in the United States, the elites must 

exert their influence prior to the completion of this stage. 

On the other hand, in Mexico the political system places the 

power in the executive branch. Policy making in Mexico 

tends to be highly particularistic and disaggregated, and 

the executive plays a central role in moderating the course 

of policy application and development (Purcell and Purcell 

1977). Thus the opportunity for elites to influence the 

policy making process in Mexico can happen in any stage of 

the process. 

In any case, as an explanatory theory in public policy, 

elitism only plays a limited role in the policy making 

process. 

Given the thousands of decision making points in 
the politically fragmented system, it is all but 
impossible for a single group or a set of 
interests to gain total decision-making control. 
(Straayer and Wrinkle 1972, 43) 

Specifically, no single elite dominates all policy making; 

elites, however, can make a difference. Elitism as an 

explanatory theory is especially suited for explaining 
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nondecisionmaking in the public policy process. Furthermore 

if we consider policy issues into the two categories defined 

by Lindbloom(1979), ordinary questions and grand issues, 

elitism is concerned with the grand issues. Unlike ordinary 

questions, participation is either weak or absent in the 

grand issues (Lindbloom 1979). Participation is usually 

weak or absent in the grand issues because they pertain to 

the "fundamental structure of politico-economic life..and 

the treatment in politics of the grand issues is governed by 

a high degree of homogeneity of opinion" (Lindbloom 1979, 

523) . On the other hand, the grand issues reflects the area 

of concern for elites. Furthermore, Bachrach and Baratz 

(1962) and Lindbloom (1979) argue that due to the 

homogeneity of opinion, the grand issues never reach the 

agenda. As an explanatory theory elitism would not be 

useful in explaining the details involved in the 

implementation aspect of the details of the policy making 

process. This role is left for others. The role of elites 

in the policy making process is to primarily define the 

broad parameters of policy. 

United States' and Mexico's Health 
Care Policy Making Process 

In order to examine whether elitism has explanatory 

power in health care policy outcomes, these outcomes will be 

examined and compared over time. In particular, there have 
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been four major junctures or watershed periods in health 

care policy which will be analyzed. The first juncture was 

during the Industrial Revolution of the late nineteenth to 

the early twentieth century. This reflects a time period 

when workers first became concentrated and had the 

opportunity to demand benefits. This was the advent of the 

historical extension of medical treatment by the state for 

workers by Chancellor Otto Bismarck in Germany in 1883. 

This action was taken to ensure productive workers and 

minimize the role of the socialist parties. In any case, 

several other countries followed suit and also established a 

national system for compulsory sickness insurance, such as 

Austria in 1888, Hungary in 1891, Norway in 1909, Serbia in 

1910, Britain in 1911, Russia in 1912, and the Netherlands 

in 1913 (Palumbo 1988). 

The second juncture is from the 1920s to the 1940s. 

This reflects a time period of increasing industrialization, 

worldwide Depression, and World War II. Also in this time 

period 

there was an everbroadening scheme of governmental 
health insurance...health systems began to figure 
significantly in the policy agendas of most 
political parties. (Roemer 1991, 87) 

Most notable was the development of the British National 

Health Service after World War II. 

The third juncture is during the 1960s and 1970s. This 

reflects a time of economic prosperity and an "international 
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concern for the health of the world's population is 

expressed by the World Health Organization" (Harrison 1991, 

239). Recommendations included in this time period were to 

develop primary health care and a strategy of Health for All 

by the Year 2000 (WHO 1978; WHO 1981). 

The fourth juncture is the most recent period, the 

1980s and 1990s. This reflects a time period of health care 

reform driven by cost containment. Debates in the early 

1980s concerned "a set of ideas known as competitive health 

strategy" (Marmor 1990, 32). 

The key to this examination will be to determine 

whether the key outcomes in the health policy making process 

for each of those periods are explained by elitism. 

Juncture 1: Industrialization: Late 
Nineteenth to Early Twentieth Century 

United States 

In the late 19th century, as Germany and other European 

countries were in the process of developing compulsory 

health insurance, the United States was stagnant. Health 

insurance was a concept that was late in coming to the 

United States. In this time period, the American government 

was extremely decentralized, and government had little to do 

with social welfare or health (Weir, Orloff and Skocpol 

1988) . These matters were left to state and local 

governments, in which most efforts were limited to public 

health measures centered around sanitation (Starr 1982). 
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Politically health care first became a part of the 

national agenda in the early 1900s when advocacy for a 

federal government role in health care policy began. In 

1904, the Socialists were the first American party to 

endorse national health insurance. This was followed by 

Theodore Roosevelt in 1912, who had universal health 

insurance as a major campaign issue. The Progressive 

movement, which included the Socialist Party and President 

Roosevelt, represented the populist sentiments supportive of 

national health insurance. Opposition to government-

mandated insurance came from the elites. These elites were 

the financial and industrial enterprises that were 

prospering and advocated no government intervention; in 

essence, the business leaders in America. It was during 

this period that the nation's first billion-dollar company, 

the United States Steel Corporation, was created; 

Rockefeller-dominated Standard Oil Co. grew tremendously; 

and the House of Morgan emerged as a potent politico-

economic force. Kunitz (1992) cites many other sources of 

opposition for government mandated insurance, each with its 

own reasons: workers who did not want amounts deducted from 

wages; labor groups who opposed the mandated insurance 

because they believed health care would tie people to jobs, 

weaken unions, and be discriminatory because it would lead 

to sorting out bad physical risks; employers who did not 

want to make the financial contributions; and finally the 
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insurance industry who saw a potential market being taken 

over by the government (Kunitz 1992). However, the question 

is: why did labor and workers reflect the sentiments of 

the elites in American history? Domhoff's (1990) analysis 

of the Wagner Act helps to answer this question. In 

essence, "most workers did not think it was possible to 

organize a political challenge to capitalism," and labor was 

coopted by the elites (Domhoff 1990, 73) . Elites saw 

collective bargaining "as a vehicle to control workers' 

struggles and channel them in a path compatible with 

capitalist development" (Ramirez 1978, 215). "Some labor 

leaders led by AFL president Samuel Gompers had come to the 

conclusion that cooperation with the big corporations was 

necessary" (Domhoff 1990, 72; Bennett 1921; Brody 1980). As 

evidence of this, in 1916, Samuel Gompers "reaffirms his 

opposition to any form of government sponsored compulsory 

health insurance as infringing on labor's right to bargain 

(Litman 1997, 447). 

It is important to note that during this first time 

period, a new major player was developing in the field of 

health care. From the early 1900s to the 1920s, there was 

an increase in the medical authority of physicians in health 

care, and they were becoming the dominant power in any issue 

related to health care (Starr 1982). As the American 

Medical Association (AMA) grew in power and wealth, they 

adopted and incorporated the business elitist viewpoint as a 
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part of their values and transcended their role as an 

interest group. The AMA became a vehicle for elitist 

demands. They were the embodiment of Michel's iron law of 

oligarchy. The AMA was no longer interested in public 

opinion, nor did it share the values of other actors in 

their policy area. They had lost their identity as 

individuals forming a group, and the AMA became an 

autonomous force. The AMA believed that government should 

protect their interests, including favorable tax policy, but 

not intervene in the delivery and financing of health care 

(Starr 1982). As a result, they became an effective force 

and vehicle for the elitist position. Any attempt to 

rekindle the universal health care issue was quickly 

silenced by the effective AMA campaign labeling compulsory 

health insurance as communistic. Furthermore, although 

"many insurance proponents argued that physician services 

must be reimbursed at a capitation rather than a fee for 

service," AMA opposition prevailed (Perritt 1995, 6). 

Since the policy issue of government mandated health 

insurance never made it past the agenda setting stage, in 

spite of strong populist sentiments, the institutional 

support embodied in the president, and organized groups in 

the form of the Progressive movement, there is a strong 

indication that the elites possessed enough clout to keep 

this problem out of the public domain (Bachrach and Baratz 
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1962). The issue then became dormant as attentions were 

focused on World War I in 1917. 

Mexico 

Mexico during the late nineteenth and early twentieth 

century was characterized by a period of political 

development and the Mexican Revolution of 1910. Under the 

power of Porfirio Diaz, who ruled from 1877 to 1880 and from 

1884 to 1911, the foundations of the political structure and 

culture of Mexico were developed. This included a highly 

presidential centralized political system which rewarded 

supporters and punished opponents (Interview 1, Interview 2, 

Interview 5, Interview 8, Interview 11; Purcell 1990). It 

also gave autonomy to the local level as long as they 

followed policy (Interview 1, Interview 2, Interview 5, 

Interview 8, Interview 11; Purcell 1990). With a highly 

centralized political system, the decision making power was 

concentrated in the president (Almond and Powell 1992) . The 

decision making process power was a top-down approach (Camp 

1993) . 

In this time period, Diaz also developed a system of 

cooptation which would dictate the Mexican policy making 

process for years to come. However, "he failed to meet 

social needs and maltreated certain groups, thereby 

continuing and intensifying the social inequities" (Camp 

1993, 37). This resulted in a rebellion which Diaz was not 
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able to control. He resigned and left the country. The 

civil war known as the Mexican Revolution then broke out. 

An important theme of the Revolution and the subsequent 

constitution of 1917 was social equity and a larger role for 

the state. It has been argued, however, 

that the Mexican Revolution created a new 
bureaucratic elite (rather than a typical 
bourgeoisie) whose dominance has been eroded 
gradually as a result of its own capitalist 
development. (Horn 1985, 489) 

As for health care, the constitution established it as 

a state responsibility. Initially, this only resulted in 

the transfer of hospital ownership from private to public. 

For the most part, at this point in time, any initiative for 

providing health services to the public was up to individual 

states (Interview 1 1995; Interview 8 1998) Most doctors 

enjoyed a privileged status because of their training in 

Europe, and services were provided in the home or the 

doctor's office (Interview 1 1995; Interview 2 1995; 

Interview 6 1997; Interview 9 1997; Nigenda and Solorzano 

1997). However, unlike the United States, physicians in 

Mexico were not able to develop a powerful professional 

organization (Interview 9 1995). 

From their beginnings, Mexican professional 
associations had no representational power and, as 
a consequence, they were forced to defend their 
interests through the state's channels. (Nigenda 
and Solorzano 1997, 79) 
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Conclusion 

In this first juncture, the United States and Mexico 

lacked any countervailing power to the prevailing values of 

the business elites in the United States and the political 

elites in Mexico. Although Mexico had just undergone a 

revolution with the potential to develop a national health 

system, they were still in the "honeymoon" stage with other 

more pressing demands. Furthermore, the Revolution did not 

alter the social structures as usually occurs with major 

social revolutions (Vanderwood 1990; Womack 1986). 

Other countries in this time period already had a long 

history of elite dominance. Most countries were in better 

positions either institutionally, or through interest 

groups, or multi-party systems to threaten the elite's 

stability and institute the masses' demands for the 

provision of health care. 

Juncture 2: Post World War I. Great Depression 
and World War II: 1920s to 1940s 

United States 

The health insurance campaign was revived in the late 

1920s by the Committee on the Costs of Medical Care, which 

was conducting a five-year study on the problem of paying 

for medical care (Walker 1979) . They recommended that 

health insurance be included in the Social Security Bill in 

the mid-1930s. Initially, proposals for the Social Security 

Act of 1935 did include health insurance, but this feature 
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was dropped as the issue once again was surrounded by 

controversy (Hirshfield 1970; Orloff 1988; Starr 1982; 

Marmor 1994). It has been noted that because Franklin D. 

Roosevelt was concerned that opposition from the AMA on the 

health insurance issue would cause defeat for the rest of 

the reform package, it was omitted (Marmor and Goldberg 

1994; Reagan 1992; Starr 1987). Furthermore, there seems to 

be truth to the contention that there was considerable 

business elite support and influence in the development and 

formulation of the Social Security proposal (Domhoff 1990). 

It has been argued that "perhaps partly because they 

(elites) feared that some more radical plan might otherwise 

be adopted," the elites took a central role in the 

development of Social Security (Burch 1980, 42). Thus, 

given the business elite's central role in the development 

of the Social Security proposal, they were able to control 

state intervention into health care by eliminating it from 

the agenda. This was in great contrast to most Social 

Security systems which included this feature as a part of 

the package (Rose and Shiratori 1986; Starr 1982). 

During this time period in the United States, voluntary 

hospitalization insurance started developing. In 

particular, because the Depression had exposed the financial 

vulnerability of hospitals. Blue Cross, which became one of 

the major voluntary hospital insurance companies in U.S 

history, was born in the mid-1930s (Iglehart 1992; Starr 
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1982). "Most coverage was then and is now financed by 

employers, but decisions by government have been a powerful 

force behind the growth of voluntary, employer financed 

coverage" (Iglehart 1992, 1717). The birth and growth of 

private insurance was well within the values of the elites. 

It maintained the concept of capitalism with no government 

intervention. The government's role was limited to 

providing tax advantages to the industry. Thus the business 

elites could provide this benefit at minimal cost, but with 

substantial power gains in the health policy making process. 

The first gain was that employer-based insurance established 

that government would not be involved in the direct delivery 

of health care, but would subsidize the private industry's 

role. The second gain was that to further entrench the 

elite value of health care as a private endeavor. The third 

gain was to give elites a means to further shape the values 

of the masses in regards to health care. The fourth gain 

was to provide an opportunity for elites to co-opt the 

unions by making it a part of their role to procure health 

insurance as a part of the wages and conditions of 

employment package. 

During the Truman presidency (1945-1953), the health 

insurance issue once again became a part of the political 

agenda, but it was blocked by Congress as the AMA once again 

engaged in a public relations campaign against it (Campion 

1984; Poen 1979; Palumbo 1988). 
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The iron triangle consisting of a passive government, 

an oligarchically organized Congress, and powerful private 

interests dominated health care policy for the next thirty 

years (Peterson 1993). Thus from the late 1920s through the 

1950s, the delivery of health care continued to be almost 

entirely a matter of private contract between patients and 

health care providers (Perritt 1995). The elites had 

prevailed in maintaining this sector of the economy in 

congruence with their values. By using the AMA as their 

vehicle, and employing the symbol of socialism, health 

policy was kept off the agenda (Straayer and Wrinkle 1972). 

Mexico 

The issue of providing social security, including 

health care, for the general population had arisen on 

several occasions beginning in the 1920s. However, "with 

unified business opposition, only qualified labor support, 

and no forceful state endorsement, early draft proposals 

were easily shuffled aside" (Spalding 1980, 423). Business 

had been able to control the policy making process because 

of the political instability including the murder of 

President Carranza in 1920, followed by the election and 

subsequent assassination of President Obregon in 1928. 

Hence, as the prevailing elite in the 1920s business could 

have addressed the issue of social security if they had 

wanted. With the onset of the world depression in 1929, the 
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business power was considerably weakened and an opening 

occurred for the post revolutionary central government elite 

to fill the void. 

During the 1920s the central government was in the 

process of mobilizing as the post revolutionary elite. The 

central government eliminated or coopted any powerful 

figures, demobilized the masses, and established the 

official state party, the Partido Revolucionario 

Institucional (PRI), in 1929 (Almond and Powell 1992; 

Purcell 1990). The PRI became the mechanism for 

consolidating the power of the central government, resolving 

elite conflict, and coopting interest groups into the system 

(Almond and Powell 1992; Camp 1993a; Purcell 1990) . 

Although health care was mandated for all citizens in the 

Constitution 1917, the initiation of health benefits was not 

carried out until 1925, and was done only in a selective 

manner by the governmental elites with the intent of 

coopting groups. As an example of the selective policy 

making process in health policy. President Calles in 1925 

granted social security programs for the military and 

government employees to reward bureaucrats and preserve 

military loyalty (Horn 1985). Then in the 1930s when the 

first major health policy initiative in Mexico came about as 

a part of discussions on the greater issue of social 

security for the general population, President Cardenas 

(1934-40) only provided health benefits for the railroad and 
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petroleum workers as a means to coopt and minimize social 

disruption when both industries were nationalized (Horn 

1985). 

By the 193 0s, Mexico had been characterized as a 

presidentialist, semi-corporatist system (Linz 1970; 

O'Donnell 1973; Schmitter 1974; Almond and Powell 1992; Camp 

1993). The president had the power to set the legislative 

agenda, formulate policy and determine whether such policy 

should be implemented. In the policy making process in 

Mexico, the executive plays the central role in policy 

application and development (Purcell and Purcell 1977). 

Thus, although the social security issue remained alive 

during the Cardenas' administration, it became a non-issue 

as the administration's priorities centered upon agrarian 

issues and trying to balance the demands and maintain 

support of both the working class and the bourgeoisie 

(Brachet-Marquez 1994). So, with the president being the 

agenda setter, and since social security was without 

presidential support, the issue became a victim of non-

decision making death. 

The Cardenas presidency 

marks the end of the period during which the 
structure of the modern Mexican political system 
was put in place. By 1940 the "revolutionary 
family" had consolidated its power over its 
opponents, by both military and political means. 
A single party had been created to incorporate the 
lower classes, ...Its restructuring along 
corporatist lines integrated and linked all 
important groups and organizations to the 
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presidency and facilitated their control by the 
government. (Purcell 1990, 402) 

Thus by 1940, the unquestionable representative of the 

elites in policy making was the president. This role 

epitomized elite values and functions. The 

state cemented power in a one-party political 
apparatus, repressed or coopted potential 
opposition, and provided social programs to win 
popular support to stem potentially revolutionary 
demands. (Horn 1985, 489) 

This was especially evident in the health policy making 

process. Mexico's first national social security program, 

which also provided comprehensive medical care, was adopted 

in 1943 (Spalding 1980, 423). This was not unlike the 

social security programs, which included health care 

insurance, that had been adopted in other countries such as 

Germany. The passage of social security in Mexico was also 

not unlike the motives of the political leaders of 

Bismarck's Germany. In fact, 

political leaders since Bismarck seeking to 
strengthen the state or to advance their own or 
their party's interests have used insurance 
against the cost of sickness as a means of turning 
benevolence to power. (Starr 1982, 235) 

This political maneuver was "the product of governing 

elites' attempt to address pressing policy problems" 

(Steinmo and Watts 1995, 333; citing Heclo 1974; Immergut 

1992). It also provided the means for the entrenchment of 

the semi-corporatist domination in Mexico where key elites 

have a relatively autonomous role in the health policy 

making process. 
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The impetus for passage of the social security program, 

known as the Mexican Social Security Institute (Institute 

Mexican del Seguro Social, or IMSS) was derived from the 

major industrialization effort that was fueled by the war, 

but in which workers did not share the rewards (King 1970). 

In order to pacify the work force and increase productivity 

and provide a symbolic gesture on the part of the government 

as to the benefits of industrialization. President Avila 

Camacho (1940-1946) engineered the measure's passage 

(Spalding 1980). "It was a product of an entrepreneurial 

effort by regime elites to promote industrialization and 

strengthen the links between State and industrial workers" 

(Horn 1985, 492 cited Spaulding 1979). As a part of the 

policy formulation process, cooptation was used. As a 

result, a separate system of health care was created for 

each of the groups that exist today (state employees, armed 

forces, and petroleum workers). In Mexico, the legitimacy 

and strength of the state is derived from 

its corporative control over the mass organizations 
that of workers (Congress of Labor), of peasants 
(National Peasant Confederation) , and of the so-called 
popular sector (National Confederation of Popular 
Organizations). (Laurell 1991, 467) 

However, this process was not without opposition. There was 

opposition from organized labor which refused to be 

coopted. There were three basic sources for labor's 

opposition: (1) they had already obtained comparable and in 

some cases better coverage; (2) the issue was used to 
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challenge entrenched labor leaders and for advancing 

independent organizations: and (3) general protest of the 

erosion of wages, constraints on activism and the deduction 

imposed by this legislation (Spalding, 1980). 

The pattern of elite dominance in the policy making 

process is that if cooptation of dissident groups fail, then 

repression is necessary. According to Piven and Cloward 

(1977) 

elites may (1) make symbolic gestures to pacify 
the active protesters (cooptation through programs 
designed to bring protest leaders into the 
"system"), (2) limit protest through repression 
(by such means as FBI surveillance or increased 
expenditure of law enforcement) of followers, or 
(3) do both simultaneously. Often elite response 
is a combination of accommodation and repression, 
with heavier doses of accommodation handed out to 
movements whose goals are within the general 
framework of elite consensus. (456) 

In the case of labor, opposition was resolved by 

condemning, arresting and imprisoning the dissenters 

(Spalding 1980). However, the railroad and petroleum 

workers who agreed to the cooptation and concessions given 

by the governing elite were allowed to keep separate social 

security programs (Spalding 1980). In the final analysis 

the IMSS only "appears to be an agency designed to maintain 

stability rather than achieve social change" (Horn 1985, 

492). This gives further evidence of the governing elites 

intent of only providing the programs as a means to 

strenghen thier legitimacy (Spalding 1980). 
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Conclusion 

Although the elites in the United States were able to 

control effectively the political environment and keep 

health care off the agenda, the Mexican elites were not. As 

a means to rebuild their legitimacy that had been weakened, 

and the acknowledgment of the world wide social movement in 

insurance and social welfare, concessions had to be granted. 

When a group resisted cooptation, and in order to maintain 

their legitimacy, the governmental elites had to resort to 

repression which is not unlike the actions that will be 

taken by any elite to maintain their status. The elites in 

the United States would soon face similar challenges. 

Juncture 3: Economic Prosperity: 1960s in 
the United States and 1970s in Mexico 

United States 

Major health care reform once again became part of the 

political agenda in the 1960s and resulted in a governmental 

role in health care policy. In 1965, health insurance 

programs for the elderly and indigent were passed. Medicare 

and Medicaid. The supporters of Medicare and Medicaid 

believed that these laws actually would be short-lived and 

would soon be replaced by broader legislation like national 

health insurance (Marmor 1973; Palumbo 1988). However this 

never happened. 

In this period, serious changes and challenges to the 

vehicle (AMA) for the elitist demands in health care policy 
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started emerging. The AMA's cohesiveness was on the decline 

(members were not in agreement with the AMA values), rising 

health care costs and slow economic growth were changing 

society's acceptance of who should be the decision-makers in 

health care policy (Starr 1982). The AMA no longer held the 

power in health care policy decision making (Brown 1979; 

Campion 1984; Morone 1990; Peterson 1993). The AMA could no 

longer be a tool of the elites to maintain the status quo. 

The political environment could not have been more 

volatile for the elites. Major challenges to the status quo 

had emerged in the form of civil rights and black power 

movements which were being fueled by the Kennedy and Johnson 

administrations' rhetoric. Urban violence was focusing upon 

the problems of the poor and minorities, and opposition to 

the Vietnam War had escalated into major protest movements. 

While health care was not originally a part of the War on 

Poverty program, other community based initiatives high

lighted the ill health of many of the poor and the elderly, 

including the lack of accessible services (Marcus 1981; 

NACHC 1991; Sardell 1988). The turbulent environment also 

coincided with the redefinition of the elite's self-interest 

and the emergence of a "noblesse olige" philosophy. This 

philosophy which had begun to form during the New Deal era, 

was a philosophical stance elites adopted because they 

believed it was necessary in order to maintain their 

position and values (Dye and Zeigler 1981) . 
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Given these conditions, the enactment of Medicare and 

Medicaid was possible. "Social disruption whether violent 

or nonviolent is an essential factor in any successful 

challenge to the power structure" (Domhoff 1990, 261; Flacks 

1988). Militant social movements and other forms of 

disruption are the only way for the masses to have any 

effect on public policy (Lipset 1963). In this case, the 

masses were involved. "In the entire history of the 

campaign for national health insurance, this was the first 

time that a groundswell of grassroots support forced the 

issue on the national agenda" (Starr 1982, 368) . Domhoff 

(1990) further argues that the tight labor market caused by 

economic growth and the Vietnam War generated the kind of 

direct conflict between capital and labor necessary for 

changes in public policy that would otherwise not happen. 

"Capital and its power elite were restrained in this battle 

because of their overarching desire for "hard hat" and union 

support for a war that was being challenged as illegitimate" 

(Domhoff 1990, 262). In other words, elites were on the 

defensive about the Vietnam War and social unrest, the elite 

power structure was weakened, and concessions were made in 

other areas of policy including health care. Furthermore, 

these changes still reflected the values of elites in 

several aspects. First, "the health programs were aimed 

specifically at reducing the exculsion from medical care of 

the poor and the aged, who were marginal to the core sectors 
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of the economy where health insurance was available as a 

fringe benefit" (Starr 1982, 373). Not only did this 

reinforce the concept of noblesse oblige, but also the 

concept which holds that public institutions should only 

provide a limited number of public goods. This later 

concept is fundamentally based on elitist values (Laurell 

and Arellano 1996) . Second, the health programs were 

designed with the concept of a private/capitalistic delivery 

system. "In neither the process of legislative enactment 

nor the implementation phase (of Medicare and Medicaid) was 

there extensive consideration of having a diret government 

role in controlling prices" (Lammers 1997, 121). Finally, 

the programs pumped more monies into the health care economy 

with limited government control. As best described by Starr 

(1982, 377): 

Private capital is not simply one of several 
interest groups in society; the economy and hence 
the government's own tax revenues depend on 
"business confidence." Hence business confidence 
generally acts as a constraint on policy without 
businessman ever having to lobby on behalf of 
their interests as a class. 

Mexico 

Mexico was facing similar challenges in the 1970s. 

Social unrest and political discontent were at high levels 

given years of political repression, agricultural failures, 

and the failure to implement agrarian reform. In 

particular, the firing on, and killing of, several hundred 
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peaceful student demonstrators in 1968 "undermined the 

already weakened legitimacy...divided the governing elite" 

(Purcell 1990, 406). "There was also growing evidence that 

an excessively large portion of Mexico's population had been 

left behind in the drive for rapid industrialization" 

(Almond and Powell 1992, 505). Furthermore, in the 1970s 

business was developing the clout to challenge the governing 

elite (Morris 1995) . 

The discovery of vast petroleum reserves gave Mexico 

economic prosperity to provide concessions to the general 

public and reinforce support and belief in the governing 

elites. The Echeverria administration (1970-76) attempt to 

provide concessions to rebuild the governing elites 

political and economic legitimacy failed as they tried to 

meet both of these goals concurrently (Purcell 1990) . The 

Jose Lopez Portillo administration (1976-1982) entered his 

presidency with the prime objective to "transform Mexico 

from the Third World to the First World by making huge 

investments in infrastructure and social services" (Purcell 

1990, p. 407). Lopez Portillo used the oil reserves to 

borrow additional capital in order to make these 

investments. As a part of this plan, the Portillo 

administration created the General Coordination of the 

National Plan for [Rural] Depressed Zones and Marginal 

Groups (COPLAMAR) in 1977. This was an attempt to avoid the 

development of a major protest movement by the rural 
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population (Interviews 8 1997, Interview 10 1997, Interview 

11 1995; Interview 12 1995) . Two years later in 1979, an 

agreement with IMSS to provide health care coverage for 

COPLAMAR clients was signed. Giving the contract to IMSS 

was an example of the Portillo administration's political 

attempt to reconcile a disenchanted group--the private 

sector (Interview 2 1995; Interview 3 1995; Interview 4 

1995). In spite of all the symbolic gestures, in the end 

discontent continued to rise with the governing elite as the 

economic situation plummeted in the 1980s. 

Conclusion 

Both the United States and Mexico found themselves 
in similar circumstances during this 
period...facing social unrest and discontent 
during a period when resources were available to 
finance health services. (Sherrad Sherraden and 
Wallace 1992, 1434) 

This provided an opportunity not only for elites to further 

entrench their dominance and values in their respective 

countries but to fulfill the redefining of their personal 

philosophy of noblesse oblige. However, it also indicates 

when policy change is possible within an elitist controlled 

policy making process. 

Juncture 4: Cost Containment 

United States 

Evidence of elite entrenchment could not be more solid 

In the United States, the 1970s began a new movement toward 

117 



competition and privatization in health care policy (Marmor, 

Mashaw and Harvey 1990). Throughout the 1970s, health care 

remained a salient issue on the political agenda. A number 

of proposals from tax subsidies to national health insurance 

were debated. In 1974, President Richard M. Nixon (1969-

1974) introduced a Comprehensive Health Insurance Plan 

(CHIP) which would require employers to offer alternative 

health care plans with states being required to control the 

costs. "He saw it as a way of keeping health care in the 

private sector while broadening the population covered-and 

as a political response to the threat of NHI" (Reagan 1992, 

104). Since the proposal did not alter the existing elite 

value system it was a non-issue for elites and subjected to 

the status of an ordinary issue. As an ordinary issue, the 

issue was subjected to the lack of a compromise ever being 

reached. 

In the 1980s, health care policy became "defined by the 

prevailing ideological emphasis on market competition" 

(Peterson 1993, 398). During the Reagan Administration, the 

goal was to diminish the role of government in health care 

and move toward a deregulated, means-tested and cost-sharing 

system. Regulation of the health care system was increased. 

Blue Cross/Blue Shield and other large carriers were not 

only more accepting of regulation but even proposed it (Hall 

1992; Peterson 1993). This period also saw the emergence of 
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another organization to carry the elite's message, the 

insurance industry. 

During this period, there were several key events which 

demonstrated this phenomena. President Bush and several 

congressional leaders endorsed the National Association of 

Insurance Commissioners' drafted legislation outlining the 

pricing, marketing, underwriting and design of policies sold 

to small business groups (Hall, 1992; Schramm 1991). The 

health care industry's large insurers embraced managed care 

as their mandate (Iglehart 1992). The managed care 

philosophy also impacted health care policy making. Both 

Medicare and Medicaid programs have adopted managed care, 

and laws which are conducive to their growth have been 

passed. Health care policy legislation which expanded the 

eligibility and subsidies for Medicaid recipients was also 

favorable to elites. First, it reduces their population 

pool of high-risk people, and second, it lessens the 

politics of the "uninsured population" and subsequently the 

agenda setting for national health insurance. 

Although major health care reform advocating universal 

coverage came to the forefront of American politics in the 

1992 presidential election campaign, the winning Democratic 

candidate and champion of health care reform, President 

Clinton (1993-2000), was unable to gain Congressional 

support for his plan (Rockman 1995). He was "defeated 

without a definitive vote being taken on the floor of the 
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House or the Senate" (West et al. 1996, 37). The insurance 

industry, as the new vehicle for the elite, conducted an 

effective campaign that paralyzed the health care 

policymaking process in this issue. The key player in 

defeating this reform was the Health Insurance Association 

of America (Peterson 1995; West et al. 1996). The business 

elites' role and philosophy in health care policy had not 

changed substantially since the beginning. Opposition to 

health care reform in the 1990s 

appeared to be due to three factors. First, 
employers are wedded to the 50 percent tax break 
they get on health benefits, ....Second, national 
health reform would greatly reduce the size and 
power of corporate benefits departments, whose 
directors were the chief advisers to their 
companies' presidents and board chairs. Third, 
employers wanted to keep control of benefits as a 
way to control labor. (Light 1997, 58) 

Elites have continued to maintain their value system and the 

status quo in health care policy in the United States. 

"American business leaders and politicians...prefer the free 

market" (Light 1997, 60). "The logic of corporate 

enterprise is no secret. It is designed to make money for 

investors" (Morone 1997, 72). Thus, although these scholars 

are not proponents of elite theory, they acknowledge the 

role that elites plays in influencing the health care policy 

making process. 
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Mexico 

Elitism in Mexico took a definitive turn during this 

time period. When President Miguel de la Madrid (1982-1988) 

came into power, Mexico was facing very difficult economic 

times. Mexico was deeply in debt. Policies pursued by the 

previous two administrations, which depended on future oil 

revenues, contributed heavily to this debt. The Luis 

Echeverria Alvarez (1970-1976) administration had used 

deficit financing to fill the gap between government 

revenues and expenditures, called the "shared development" 

strategy in its effort to quelch the weakening legitimacy of 

Mexico's elite. As discussed previously, this legitimacy 

issue was especially pertinent after the government killing 

of several hundred students peacefully demonstrating in 

1968. Then the Portillo (1976-1982) administration 

continued this shared development strategy, and further 

borrowed funds based on Mexico's oil reserves. It has been 

argued that "Portillo consciously and strategically reached 

out to the business community while abiding the requirements 

set down by the International Monetary Fund (IMF)" (Morris 

1995, 182, Laurell and Arellano 1996). Thus with the sudden 

drop in oil prices, the de la Madrid administration was 

trying to cut costs. Spending in health services was cut. 

It has been argued that the cut in funding for health 

services was actually due to a neoliberal strategy, being 

promoted by business elites, and adopted by the de la Madrid 
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administration (Laurell 1991, 1992). This neoliberal 

strategy was an economic restructuring program, which 

promotes privatization and limits public resources for 

social programs (Dresser 1991). The pursuance of these 

policies definitively marked a change in the orientation of 

the elite. It has been argued by Horn (1985), Laurell 

(1991), Teichman (1995), and others that the development 

strategy of the governmental elite had been to pursue a 

capitalistic philosopy at the expense of social welfare and 

justice. This was the turning point in that development. 

The governmental elite was favoring the private sector, 

which was in mark contrast to the historical trends of 

taking over private industry and turning them into 

government ownership. The paternalistic trend of the ruling 

governmental elite was diminishing while the privatization 

philosophy was overtly emerging (Teichman 1995). Thus, 

business was demanding more open decision making and 

constraints on presidentialism. The president's ability to 

take unilateral action was now more restricted (Smith 1988). 

It was becoming evident that the president's powers were 

once again becoming dictated by the business elites. 

Several events in health care help to exemplify the 

deterioration of the centralization of presidential decision 

making power. Although the de la Madrid administration 

abolished COPLAMAR as an organization, the IMSS continued to 

provide and rapidly expand its medical-hospital services to 
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the marginalized rural population, which was still termed 

COPLAMAR. 

Furthermore, in spite of the de la Madrid 

administration's passing of the General Health Law in 1984 

as a part of the administration's effort for achieving 

efficiency as well as equity, it never was implemented. In 

all fairness, as the General Health Law was in its infancy 

of being implemented, Mexico experienced one of the worst 

national disasters of the century, an earthquake on 

September 19 and 20, 1985. Thousands of people were killed, 

thousands of buildings were destroyed, and a large portion 

of the health care system infrastructure was lost (Sanchez-

Carrillo 1989). However, in the past, this would not have 

been a major obstacle to the once powerful central 

government and its top down approach to decision making. 

Even though some of the objectives of the 1984 General 

Health Law were implemented, such as health services being 

transferred from IMSS to state governments from 1985 through 

1988, the decentralization process was temporarily stopped 

in 1986 because of protests that COPLAMAR services being 

delivered by state governments had significantly 

deteriorated (Interviews 1; Interview 2; Interview 3; 

Interview 5; Interview 8; Interview 9; Interview 11; 

Interview 12; Mesa-Lago 1991, p. 116). In 1989 the 

decentralization of services was permanently stopped. The 

president then in power, Carlos Salinas de Gortari 
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(1988-1994), renewed the IMSS's Director General position 

which gave the IMSS substantial political clout and the 

power to stop this decentralization process. In spite of 

this cessation of the decentralization process, Mexico had 

already developed a decentralized system of health care. 

Although, the General Health Law attempted to coordinate 

services, "in reality the 1984 National Health System 

provides little coordination" (Mesa-Lago 1991, p. 105). 

Furthermore, the attempt to decentralize services proved to 

be inefficient (Interviews 1 1995; Interview 3 1995; 

Interview 9 1997; Interview 10 1997; Interview 11 1995; 

Interview 12 1995). As an example, the COPLAMAR program was 

implemented to serve the rural poor. Originally, it was 

implemented by the IMSS as a centralized operation within 

that program. However, later the COPLAMAR program was 

transferred to the states as a move toward decentralization, 

yet was still partially under IMSS, leading to a fragmented 

system. When the COPLAMAR program was established as an 

integrated system and centralized system under IMSS the 

assessment was extremely positive (U.S. Congress 1984). 

Several years later when it had become a fragmented and 

decentralized program, the assessment was very negative 

especially stressing the inefficiency of the program 

(Harrison 1991). 

In the late 1980's. President Salinas also introduced 

the National Solidarity Program (PRONASOL). The PRONASOL 
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program provided government funds for local projects to 

improve health, education, nutrition, housing, and 

employment. It matched funds raised by local groups for 

projects providing infrastructure and services to local 

communities. This program was better known as the 

"Solidarity" program. Politically the program was developed 

to reduce public discontent with privatization efforts and 

garner support for the government in power (Camp 1996; 

Dresser 1991; Interview 2 1995; Interview 3 1995; Interview 

5 1997; Interview 8 1997; Needier 1995; Teichman 1995;). 

This popular anti-poverty plan was going well "until Salinas 

hijacked the scheme to win votes for his party" (Economist 

1996, 38). This was highly criticized and funds were 

reallocated to high need areas as was originally established 

(Dresser 1991; Interview 8 1997; Interview 9 1997; Interview 

10 1997; Interview 11 1995; Interview 12 1995). This again 

points to the loss of presidential elite control that was 

occurring. 

Then in 1992, President Salinas established the 

Ministry of Social Development (SEDESO) from the former 

Ministry of Urban Development and Ecology. "It centralized 

social policy in the hands of one of Salinas's most 

important cohorts: Luis Donald Colosio, the winner of the 

succession struggle and later the assassinated PRI candidate 

for the 1994 presidential election" (Teichman 1995, 78). 

In addition to housing, ecology, urban and regional 
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development; responsibility for social policy in general and 

regional, state and federal planning; most importantly it 

took over the administration of the National Solidarity 

Program (PRONASOL). With the assassination of the party's 

selected candidate, it became apparent that the president 

and his party were no longer the elites in control (Camp 

1996) . 

The current president, Ernesto Zedillo (1994-2000), has 

had a varied role in impacting health care and health care 

policy, however overall policy outcomes reflect that a 

business elite is dictating policy in this area (Interview 3 

1995; Interviews 5 1997; Interview 6 1997; Interview 7 1997; 

Interview 8 1997; Interview 9 1997). Zedillo's role varies 

from a policy of decentralization and laissez-faire, to 

introducing changes to existing programs, to introducing a 

new program with a different perspective, to providing 

social services including health care in Mexico. Zedillo 

did include health as one of the principles behind his 

economic program. His program outline included "(1) 

reliance on investment as the engine for growth, (2) better 

education, training, and health, and (3) a more competitive 

fiscal policy" (Szterenfeld and Newman 1994, 3). Zedillo 

also decentralized the structure of the Solidarity program, 

and two-thirds of the funds are now controlled by local 

governments (Economist 1996). 
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Generally, Zedillo has left states to finance and 

manage their own health care policy and programs (Interview 

1 1995; Interview 2 1995; Interview 5 1997; Interview 8 

1997). In December of 1995, the Mexican Congress approved 

legislation concerning changes to the IMSS system that was 

submitted by Zedillo. In regards to the health care 

component of this system, it would allow employers to 

contract out of the IMSS health program. It also 

reconfigured the way the program is financed by providing a 

flat fee (instead of percentage) of employer and government 

contributions, and having no contribution by workers earning 

less than three times the minimum wage (others will still 

pay a percentage of their salary) (Employee Benefit Plan 

Review 1996). 

Then, in the spring of 1996, the Zedillo administration 

introduced its own social policy program. It has three 

components: (1) decentralized investment in the 

infrastructure, (2) employment, and (3) the smart credit 

card (Economist 1996). The component related to health care 

is the smart card. The smart credit card program would link 

food benefits with health and education. In order to get 

the card validated for subsidies, families would need to go 

to a local health clinics for preventive care. Extra 

subsidies would be granted to those who keep their children 

in school. 
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"The idea of linking nutritional programs with primary 

health care... has long been advocated by the World Health 

Organization (WHO) and the United Nations Children's Fund 

(UNICEF)" (Bedingfield 1996, 24). A pilot scheme is 

currently underway in the state of Campeche, but it is 

currently only linking benefits with health clinic visits 

(Bedingfield 1996). Theoretically, the use of chip 

technology in the smart card would minimize corrupt 

practices by bureaucrats (pocketing money and buying votes) 

and generally limit the patronage power of bureaucrats as a 

whole (Bedingfield 1996; Economist 1996). This change in 

policy further limits the advantage that the former 

government controlled elite had in maitaining its power base 

as an elite and points to the shift in governmental 

functions. A major criticism of this plan is that it shifts 

the government's responsibility from providing assistance to 

all Mexicans, to only providing assistance to those most in 

need. Thus, from a grand issue perspective, there ist still 

an overriding elitist perspective controlling the role of 

government. Although the government had never succeeded in 

providing assistance to all Mexican citizens, it had made 

some formidable strides before it changed its strategy. 

This strategy change supports Laurell's contention that 

Mexico is adopting classic World Bank policy that advocates 

target subsidies only for the poorest with privatized 

alternatives, and generally ignoring the rights outlined in 
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Mexico's constitution (Bedingfield 1996; Laurell and 

Arellano 1996). This World Bank philosophy in the provision 

of health care is considered to be the elitist capitalist 

socio-economic philosopy. Other concerns include sabotage 

from opposition parties and the reduction of overall subsi

dies (Economist 1996). These strategies all favor the 

business elites' philosophy (Camp 1996; Interview 5 1997; 

Interview 5 1997; Interview 6 1997; Interview 7 1997; Inter

view 8 1997; Interview 9 1997; Interview 10 1997; Laurell 

and Arellano 1996). 

Conclusion 

While in the United States the elites became further 

entrenched, in Mexico, things continued to disintegrate for 

the governmental/president elite who solely controlled the 

policy making process. The privatization process had 

created an opening for the business elite to once again 

become the controlling power in the policy making process in 

health policy. 
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CHAPTER VII 

ANALYSIS OF OTHER ARGUMENTS 

In this chapter the existing arguments for explaining 

health care policy outcomes in the United States will be 

examined and applied to the Mexican case. There are many 

explanations for the health care policy outcomes in the 

United States. The four explanations being considered are 

those identified in the literature review. They were 

categorized as structural functional perspective, role of 

culture, role of interest groups, and political class 

struggle. These explanations will be considered in the 

context of the comparative historical analysis of the United 

States and Mexico. Each of the arguments will be examined 

in both the United States and Mexico. For each of the 

arguments a central question will be used to analyze that 

particular argument. The strengths and weaknesses of the 

arguments will first be discussed. Then the arguments will 

be challenged by analyzing their applicability to the United 

States and Mexico. Finally, the sufficiency of this 

argument to explain health policy outcomes will be 

discussed. Other countries will be discussed as their 

particular case applies to the explanations being reviewed. 

Institutional Perspective 

The institutional perspective arguments are the most 

difficult to capture in a single central question. 
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Fundamentally as Durkheim (1966) explains, "describing how a 

structure functions is not the same thing as describing its 

cause" (Furniss 1992, 192). Functionalism is more of a 

method and is properly a middle range strategy for theory 

building, a heuristic device (Merton 1968). This helps 

explain why scholars who identify with this tradition have 

arguments that also seem to "fit" with other explanations. 

However, for the interest of this dissertation the question 

for the institutional arguments is whether the potential for 

universal coverage varies strongly with the role of 

political institutions. 

Those who subscribe to the institutional perspective 

for explaining health care policy outcomes center their 

argument on the institutional structure and how it 

formulates and responds to demands that determine policy. 

In this case, we are interested in how the political 

structure has responded to the demands for health care and 

whether that will explain why both the United States and 

Mexico have similar health care policies. However, from the 

review of the health policy scholars using this particular 

framework, the conclusions drawn for explaining health 

policy outcomes in the United States is not consistent 

between and among scholars. Explanations range from Starr's 

explanation of AMA dominance to Marmor's emphasis on 

federalism, to Starr's discussion of how the fragmented 

political structure and its role impacted health care 
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reform. Steinmo and Watts (1995) present one of the most 

recent arguments arguing that the institutional structure 

contributes to a fragmented system which is divisive in 

policy formulation and attitudes. In any case, for the 

institutional argument, the cjuestion being examined is 

whether health care system outcomes vary strongly with the 

role of political institutions. 

Earlier in the dissertation, the political structures 

of both the United States and Mexico were examined and found 

to have two similarities: federalism and the economic 

system. These two indicators will be examined as to their 

impact on health care system outcomes. 

Does the system of government adopted by a nation 

impact the health system a nation implements? Examples of 

nations with federal systems of government in addition to 

the United States and Mexico are Canada, India, Malaysia, 

Nigeria, Switzerland, Australia, and Germany. Those with 

unitary forms of government include China, France, Great 

Britain, Italy, Japan and Sweden. Using Roemer's 

classification scheme, Canada, Malaysia, India, Australia, 

Switzerland and Germany, countries with a federal system, 

are welfare oriented health systems. However, France and 

Japan with a unitary form of government are also welfare 

oriented health systems. On the hand, Great Britain, Italy 

and Sweden, which are also unitary systems, have 

comprehensive health care systems. Finally, China, also 
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with a unitary system of government, is in the Socialist 

health system category. Thus, given the wide diversity of 

health systems associated with each system, federalism alone 

does not have explanatory power. Although it is argued that 

"institutions shape what people try to achieve and what they 

believe they can achieve" (Steinmo and Watts 1995), 

federalism only defines how power is distributed in a 

government and not if and whether a particular national 

policy will be accomplished. If such were true, federalist 

systems would have no national polices in any policy area. 

However, this is not the case. 

Does the economic system impact the health system a 

nation implements? Once again, when different nations are 

considered, there is the same result as when the different 

systems of government were examined. Economic systems run 

along a continuum from capitalism to socialism. If you 

place various countries along this continuum and examine the 

various public policies each country has, the policy 

outcomes for each nation vary tremendously and cannot be 

tied to their placement along the continuum. The lack of 

continuity in policy outcomes in regards to the economic 

system is that each policy is considered in a different 

context. Undoubtedly, all policies have economic 

implications, and it is their consideration along a 

continuum of whether it is a commodity or public good that 

drives this placement along this economic continuum. Thus 
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where a policy is considered along the commodity/public good 

continuum and subsequently along the economic continuum is a 

political choice. Furthermore, even if you are able to 

place health care policy along the economic continuum, 

providing undoubtedly a strong indicator as to health care 

policy outcomes, this does not explain how that political 

choice was made. Given that it is a political choice, it 

becomes dependent upon the political actors making that 

choice and is not solely a consequence of a country's 

economic systems classification. 

Examining the political structure of the United States 

and Mexico has yielded only two similarities, federalism and 

a mixed economy. Both of these indicators were found to be 

inadequate to explain the health care policy outcomes for 

the United States and Mexico. If one only examines the 

United States, institutional arguments may be plausible. 

However, once it is placed in a comparative context with 

another country which has similar health care policy 

outcomes, such as Mexico, the arguments are considerably 

weakened. Moreever, the strong differences in political 

institutions between the United States and Mexico suggest 

that institutional factors cannot explain similar outcomes. 

Role of Culture 

Though the institutional argument centered on the role 

of political institutions, there are those who focus their 
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arguments on the role of culture. Political culture (social 

and political values) has been defined as "the set of 

attitudes, beliefs, and sentiments which give order and 

meaning to a political process and which provide the 

underlying assumptions and rules that govern behavior in the 

political system" (Pye 1968, 218). Political culture 

provides the setting for the policy making process. Public 

policy thus reflects the political culture of a system. The 

political culture of a nation includes fundamental beliefs 

about the proper role of government, the relationship of the 

government to its citizens, and who should govern. 

Scholars in this category identify particular values or 

ideologies as the explanation as to why different health 

systems have developed. There are four basic themes: 

public preference, individualism, voluntarism, and laissez 

faire, or the preference of privatism over government 

intervention. In this section the arguments have been 

broken down and addressed in two categories. The first is 

the public preference explanations, or those who argue that 

health care policy outcomes reflect what people want. The 

second area is societal mores, which cover the other three 

themes. 

Public Preference 

The public preference argument contends that public 

policy reflects public wants. To analyze this argument, 
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health policy outcomes will be examined to determine if they 

are consistent with public wants in both the United States 

and Mexico. In other words, did and do people's preferences 

actually translate into preferred outcomes? According to 

these scholars, which include Fuchs, Ginzberg, Evans, and 

Fein, the answer is yes. 

Are, as the public preference scholars argue, health 

policy outcomes what people want? A means to measure 

people's preferences is through public opinion polls. 

Public opinion is defined as the aggregate of attitudes and 

opinions of individuals on a significant issue. The key 

issue is whether the current provision and production of 

health services is a result of public opinion and what if 

any role public opinion plays in the policy making process. 

In this case the significant issue would be whether the 

public is satisfied with the current health care system and, 

in particular, whether there is no support for a health care 

system with universal coverage. Not supporting a health 

care system with universal coverage is a significant issue, 

because this is a critical similarity in both the United 

States and Mexico's health care policy outcomes. 

Theoretically, if the public preference scholars' argument 

is valid, the public opinion should reflect that the people 

do not favor a health care system with universal coverage. 

Although this may be a simplistic view, this is the argument 

put forth by health care economists. They believe that if 
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the want or demand is present, then the means to obtain that 

want are secondary and that policy will reflect whatever 

those wants dictate. 

According to the public opinion literature which 

discusses the health care policy in the United States, the 

polls indicate that there is a high level of dissatisfaction 

with the current health care system and that there is 

support for a health system with universal coverage (Marmor 

1994; Navarro 1987). As early as the 1940s, when the United 

States public was first polled on this subject, the majority 

of Americans expressed support for a universal and 

comprehensive government-run health care program, even at 

the cost of higher taxes (Coughlin 1980, 77). In 1975, 

popular support for a government financed plan was high 

(Blendon and Donelan 1990). New York Times/CBS polling 

between 1976 and 1981 showed majorities of those with 

opinions "in favor...of national health insurance, financed 

by tax money, and paying for most forms of care." (Shapiro 

and Young 1986, 423). "In a 1984 ABC News-Washington Post 

poll, almost three-fourths said 'the government should 

institute and operate a national health care program'" 

(Schneider 1985, 665). In the 1990s a national health 

insurance plan with universal coverage "has been found by 

different polling organizations to attract support from 60 

percent to 70 percent of respondents" (Jacobs 1993, 378). 
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How is this inconsistency dealt with by public choice 

scholars? Fuchs states that "public opinion polls are not 

credible indications of political behavior" (Fuchs 1993, 

90). Evans would explain this inconsistency by noting that 

the complexity of the issue allows this public opinion to be 

swayed by misinformation of the superiority and necessity of 

a market-based system, and thus public opinion would 

consequently support the existing health care system (Evans 

1985). Fein's explanation would support Evans' view on the 

complexity of the issue, although his argument would center 

on the fact that the broad middle class is not being hurt 

and that it has not yet become clear that "private solutions 

will not suffice" (Fein 1986, 161). However, the fact still 

remains that public opinion polls have consistently shown 

that the United States citizens have consistently supported 

universal coverage. 

What about Mexico? Has the populace in that country 

also supported universal coverage? The Mexican case is a 

bit more complex to examine because, unlike the United 

States, general public opinion polls are not a matter of 

common occurrence. Thus, in order to examine the people's 

preference in Mexico a couple of different means will be 

used. One, any polls which examine attitudes toward the 

existing health services will be reviewed and two, 

historical popular action indicating a preference in the 

delivery of health services will be sought. From an 
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independent survey conducted in the Federal District it was 

found that 42 percent of the patients who utilized public 

facilities intended for the non-insured were registered with 

employer-based insurance programs (Harrison 1991). The 

major reasons given were better attention and cost. 

Concerns and opposition to privatization have been voiced 

because it would increase "inequality and access to and 

quality of services" (Laurell and Ortega 1992, 336). This 

concern of increased inequities is reinforced by findings 

based on survey data that social ecjuity was found to be an 

important factor in shaping attitudes of Mexican workers 

(Davis and Speer 1991). As for historical popular action, 

the centerpiece in Mexico is the Constitution. "Article 4 

of the Mexican Constitution recognizes the right to health, 

and Article 123 mandates that health services form part of 

the public social security system" (Laurell and Ortega 1992, 

333) . The Mexican population feels that health care is a 

responsibility of the government to provide to its people 

because it is considered a right (Interview 1; Interview 2; 

Interview 3; Interview 4; Interview 5; Interview 6; 

Interview 7; Interview 8; Interview 9; Interview 10; 

Interview 11; Interview 12). Thus, in Mexico not only is 

there popular support for universal coverage, but also for 

equity in that coverage. Since this is not the case, public 

policy does not reflect public opinion in Mexico either. 
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In spite of the strong public opinion in both 

countries supporting universal coverage, a universal health 

care program has never been fully implemented. So even 

despite the United States' and Mexico's political system 

differences, the people's preference for universal coverage 

has not resulted in universal coverage in either country. 

Thus, the reasoning given by the public opinion theorists 

that the resulting health care system is the people's choice 

is unfounded. 

Societal Mores 

The second group of scholars covers the other three 

themes in the role of culture, which are individualism, 

voluntarism, and laissez faire, or the preference of 

privatism over government intervention. The foundation of 

their arguments is based on social mores. Although these 

may be true for the United States, there are substantial 

arguments to the contrary, and there are also some problems 

when Mexico is considered. 

When considering the arguments posed by the scholars in 

regard to the United States, several questions emerge. Most 

fundamental is the fact that cultures do contain competing 

values (Page and Shapiro 1992) . For example, one of the 

central arguments is the issue of American individualism. 

However, the United States has a public education system and 

a public social security system, which are also 
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representative of American values (Weir, Orloff and Skocpol 

1988) . As for the issue of laissez faire, the United States 

also has a history of supporting regulations in many public 

policy areas which would be contrary to laissez faire 

ideology. Finally, in respect to both of these issues, in 

American history there is a very strong culture of equal 

opportunity as strongly represented not only in the current 

interpretation of the Constitution but also the civil rights 

movement. This only begins to address some of the problems 

encountered with the societal mores argument, but creates 

enough doubt to question the viability of this argument. 

As for Mexico, if we return specifically to some of the 

arguments posed by scholars in this area as discussed in the 

literature review, it becomes apparent quite quickly why 

these cultural values are not as applicable in the Mexican 

case. For example, Gaston Rimlinger argues that in the 

United States laissez-faire liberal values were extremely 

strong, and a "commitment to individualism and...self-help 

led to a tenacious resistance to social protection" 

(Rimlinger 1971, 62). However, in Mexico almost the 

opposite is true. Social justice was an important theme of 

the Revolution (Camp 1996; Poitras 1971; Purcell 1990) . 

This symbolic cause of the Revolution of 1910 is evidenced 

in the constitutional provisions of 1917, which provide 

constitutional guarantees and rights to social protection. 

Furthermore, the Constitution made health care a federal 
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responsibility. The Mexican case definitely challenges 

scholars such as Glazer, Fein and others, who contend that 

values eschewing limited governmental intervention, or "an 

entrepreneurial quality of American medicine" (Rothman 1993, 

284), and other concepts of free enterprise within the 

American culture led to the health care policy outcomes in 

the United States. The issue of a governmental role and its 

provision to the citizenry continued to be an important 

theme in Mexico especially in relation to health care policy 

as is evidenced by the constitutional amendment in 1983 

which made health care a right in Mexico. 

Other aspects of the culture, such as ethnic and 

religious diversity and race, which been have identified as 

contributing to "the weakness of universal social provision 

as an ideology in the United States," are also only 

minimally applicable (Glazer 1988, 180). Mexico is for the 

most part limited to a Spanish and Indian ethnicity and is 

predominantly Catholic. For the most part Mexico is 

culturally homogeneous (Purcell 1990). Furthermore, 

although Mexico has as strong a sense of individualism as 

the United States, they have a limited sense of community or 

the ethos of voluntarism (Camp 1996) . Thus, although the 

societal mores as an explanation of health care policy 

outcomes may fit the United States, they do not fit Mexico. 
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Interest Groups 

The role of interest groups is probably the most widely 

accepted explanation for health policy outcomes in the 

United States. One of the most enduring arguments is that 

national health insurance did not develop in the United 

States because of powerful interest group opposition. The 

issue that undermines this argument is that studies of other 

countries point to these same interest groups, yet universal 

coverage did develop in these countries (Anderson 1972; 

Eckstein 1960; Heideheimer 1980; Immergut 1992; Wilsford 

1990) . 

More specifically, in the context of the United States 

and Mexico, the role of interest groups becomes even more 

questionable especially if they are considered in respect to 

what their functional role should be. As defined in chapter 

three, the United States has a pluralist system, while 

Mexico is characterized as an authoritarian corporatist 

system. Theoretically, in group theory, interaction among 

groups is the central fact of politics, and politics is a 

struggle among groups to influence public policy (Truman 

1951) . The basic premise of group theorists is that 

everything can be explained by group behavior. Dahl (1961) 

suggests that the political process could be best understood 

in terms of groups that become involved in decisions and 

that the important determinants in the outcome will be the 

groups involved in that controversy. 
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In these theories public policies in the health 
sector are attributed to the different degrees of 
power and influence exercised by several power 
groups (e.g. medical profession, hospitals, 
academic centers, insurance companies, etc.) on 
the public decision-making process in the health 
sector. (Navarro 1989, 87) 

According to group theorists, public policy at any given 

time is the equilibrium reached in the group struggle (Dye 

1995, 24). If any particular group is able to exert more 

influence, public policy will change to reflect their 

demands. Furthermore, interest groups should be able to 

substantially influence their particular area of interest 

within a policy area. However, historically, this has not 

occurred in the United States. Theoretically under interest 

group logic, if the AMA is considered an interest group and 

if the most powerful interest group will prevail in their 

area of interest, then the AMA should prevail during their 

most powerful period. The AMA was at the height of its 

power from the 1940s until the 1970s; yet both Medicare and 

Medicaid gained passage against their objections (Starr 

1982; Sultz and Young 1997). Most recently, the American 

Association of Retired Persons (AARP) considered to be one 

of the most influential groups, especially in regards to 

Medicare, was not effective in stopping the cuts recently 

enacted in the Medicare program. Even the Health Insurance 

Association of America, which opposed the 1996 Health 

Insurance Portability and Accountability Act, was 

ineffective in blocking its passage. Furthermore, given the 
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unquestionable corporatist nature of Mexico's policy making 

process, it is difficult to argue that health care policy 

outcomes in Mexico are achieved through interaction among 

groups. 

Political Class Struggle 

The power of the working class argument has 

"predominated in recent cross national research on the 

development of social policies in Europe and the United 

States" (Weir, Orloff and Skocpol 1988, 14). It has been 

argued by scholars which represent this perspective that the 

presence of socialist based parties and the strength of the 

labor unions is a critical determiner in the development of 

a universal health care program. Again, since the lack of 

universality is a key feature of health care policy outcomes 

for the United States and Mexico this is a pertinent issue. 

Although clearly the United States and Mexico lack a 

history of any sustained socialist party representing the 

working class, it is questionable as to whether this was an 

actual determiner for the development of universal coverage 

in health care in other countries. In examining the French, 

Swiss and Swedish case, Immergut (1992) notes that "nor does 

the presence or absence of socialist parties seem to be the 

key" (242). It has also been argued that the development of 

health insurance in Bismarckian Germany was to increase the 

power of the state and not the result of a socialist party. 
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In Britain national health was the result of expanding 

health services in World War II, which were politically 

difficult to rescind. 

In regards to the strength of labor unions, one of the 

issues to consider in the United States is that the peak of 

labor union power and membership (1940s-1950s) was the time 

period when private health insurance grew and universal 

health insurance was a non-issue. Thus, in the United 

States, there seems to be a negative relationship between 

national health insurance and union strength. In Mexico, 

the unions have been coopted by the state and even the 

independent ones do a poor job of representing working class 

concerns (Camp 1993). Thus the sheer presence and strength 

of the union does not translate into the development of a 

universal health care program, nor does it mean that they 

will necessarily support the concept. 

Thus, from a comparative perspective, the political 

class struggle argument lacks credible evidence to 

substantiate its claim that the presence of socialist based 

parties and the strength of labor unions are critical 

determinants for the development of a universal health 

policy. 

From this cursory review of the various explantory 

theories it becomes evident that no single theory can 

explain all phenomena in health care policy. Thus it adds 

credence to the argument that elitism as an explanatory 
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theory can help to explain certain aspects of health care 

policy. 
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CHAPTER VIII 

CONCLUSIONS 

The purpose of this study was to determine why the 

United States and Mexico have similar health policy 

outcomes, in particular, why the United States' and Mexico's 

health care delivery structure and significant health care 

indicators are quite similar in spite of the vast 

differences between these two countries. Three major 

reasons were given for using Mexico as a comparative case: 

(1) the United States' and Mexico's health care policies are 

similar, (2) Mexico borders the United States and (3) many 

benefits could be gained from conducting this study 

including adding to the limited literature on discussing the 

health care policy in Mexico. The four basic arguments in 

the literature were presented and discussed: the 

institutional perspective, the role of culture and ideology, 

the role of interest groups and the political class 

struggle. This research introduced elitism as another 

possible theory to help explain certain aspects of health 

care policy. Then the political systems of the United 

States and Mexico were compared with regard to their type of 

political structure, the system of government, the decision 

making format, the power structure, the party system type, 

the party competition type, the interest group system type, 

the level of economic development and the economic system. 
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In the methodology chapter first justified why the 

United States and Mexico were comparable and then discussed 

the research approach. It was argued that the United States 

and Mexico were comparable because the level of economic 

development is not indicative of policy development and 

because the challenges in health care policy are converging. 

The research approach is a comparative macro-level policy 

analysis, using secondary data supplemented by a 

nonprobability convenience sample interviews conducted in 

Mexico. Since the study used the United States and Mexico as 

its cases, which are dissimilar in many features, a most 

different system design was used. As differing countries, 

the objective was to find the factor that resulted in the 

United States and Mexico having similar health care policy 

outcomes. 

In the next chapter, the United States and Mexico's 

health care systems were examined including the 

constitutional history, the fundamentals of health care 

delivery and coverage, and the basic indicators of health 

status in each nation. Although there were differences in 

the constitutional history, and although health care is 

considered a right in Mexico and not in the United States, 

both countries had similar health care delivery outcomes, 

and there was no substantial differences in the basic 

indicators between the United States and Mexico. 
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In Chapter VI, elite explanatory theory was explained 

in further detail. Elite theory argues that a few powerful 

individuals with similar values make policy. As an 

explanatory theory in the policy making process there are 

several key components: (1) nondecisionmaking is a critical 

aspect in determining their influence (Bachrach and Baratz 

1970; Dye and Ziegler 1981), (2) elites are only concerned 

with the grand issues (Lindbloom 1979) and not involved in 

the details of implementation, (3) changes are possible if 

those changes maintain elite values in the social system, 

(4) concessions are made only if there is a threat to elite 

status quo, and (5) elites may make symbolic gestures to 

pacify active protestors, limit protest through repression, 

or do both simultaneously (Piven and Cloward 1977). Then 

the analysis of the United States and Mexico was performed 

by examining the health care policy making process at four 

junctures: (1) Industrialization: Late Nineteenth to Early 

Twentieth Century; (2) Post World War I, Great Depression, 

and World War II: 1920s to 1940s; (3) Economic Prosperity: 

1960s in the United States and 1970s in Mexico and (4) the 

era of Cost Containment. 

In both the United States and Mexico throughout the 

four junctures, elites have dominated the health care policy 

making process. Health care policy in both the United 

States and Mexico reflected their values. Unlike other 

countries in which health care coverage was procured for 
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all, elites have only allowed small changes in the health 

care delivery system to provide concessions during threats 

to their power. In the United States, the elite action 

often manifested noblesse oblige; in Mexico, cooptation and 

even repression were used. Elite dominance has produced a 

fragmented system of health care for both the United States 

and Mexico with limited state intervention. 

In the first juncture, the elites were able to 

determine health care policy by keeping fundamental reform 

toward universal overage off the agenda. In the second 

juncture, in spite of world events, elites "dodged the 

bullet." However, the Mexican elite had to face challenges 

to their legitimacy and began to make concessions. These 

concessions included the provision of health services to 

selected populations such as the railroad and petroleum 

workers when those industries were nationalized. The third 

juncture was especially challenging to U.S. elites, but 

although concessions were made, they averted collapse and 

major changes to their value system. The same held true for 

Mexican elites, although it was the beginning of a change in 

the controlling elites. In the U.S. case, elites were on the 

defensive about the Vietnam War and in concert with social 

unrest, concessions were made. In the health policy arena 

Mediare and Medicaid were established, but each maintained a 

limited government role with a private delivery system. In 

the Mexican case, social unrest and political discontent 
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were also at high levels. As a concession in the health 

policy arena, the Mexican elites also implemented a health 

care program for their marginal populations, but also 

embraced a policy of economic reforms conducive to the 

emerging business elites. This finalized the framework for a 

fragmented health care system with incomplete coverage in 

both the United States and Mexico. 

In the last juncture, an international economic 

downturn fueled by the oil crisis of the 1970s turned 

attention to cost controls and subsequently the solution of 

privatization in both the United States and Mexico. Elites 

set the agenda by identifying the government as the problem. 

This was problematic to the existing elites in Mexico, 

because the power in the policy making process was 

concentrated in the president. However, it supported the 

philosophy of the business elites which were demanding more 

open decision making and constraints son presidentialism. 

It also further reinforced the supposition that the 

governing elites were changing. In congruence with the 

privatization movement which began in the 1970s in Mexico, 

it added credence to the argument that business was becoming 

the controlling elite in the Mexican policy making process. 

Finally, in Chapter VII, the alternative models that 

attempt to explain United States' health care policy 

outcomes were considered. The institutional perspective 

focuses on the role institutional structures have on policy 
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outcomes. This model was rejected because, upon examining 

the two areas in the political structure in which the United 

States and Mexico that are similar (system of government 

[federalism] and the economic system) both were found to be 

inadequate. Through the inclusion of other nations a wide 

diversity of health systems emerge regardless of the system 

of government. As for the economic system, the same 

inadequacy is evident. If a continuum is run from capitalism 

to socialism, and you place countries along this continuum, 

and then examine their health policies, policy outcomes also 

vary tremendously and cannot be tied to their placement 

along the continuum. 

As for the role of culture, these arguments were also 

rejected. The arguments were broken down into two areas: 

public preference and societal mores. The public preference 

argument contends that public policy reflects public wants. 

The public opinion poll literature in the United States and 

the limited data on public opinion in conjunction with the 

Revolutionary Constitution in Mexico contradicts this 

argument. The societal mores area, which covers the themes 

of individualism, voluntarism, and laissez-faire, was also 

rejected. In the case of the United States, this argument 

is undermined by the concept of competing values. For 

example, individualism is valued, yet there is a public 

education system and public social security system. In 

Mexico, the argument is weakened because these values are 
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not applicable. For example, the role of government and its 

obligation to provide services to the citizens remains a 

strong theme in Mexico as evidenced by the constitutional 

amendment in 1983 that identifies health care as a right. 

As for the role of interest groups, group theory argues 

that groups compete to influence policy and public policy 

reflects those struggles. The interest group argument, 

although a widely accepted explanation of health care policy 

outcomes in the United States, is also rejected. It was 

rejected for three basic reasons: (1) other countries which 

had similar interest groups still developed universal 

coverage, (2) in the United States interest groups at the 

height of power in their area of interest such as the AMA, 

AARP, or HIAA were ineffective in stopping legislation they 

opposed, and (3) in Mexico this argument is not applicable 

given their corporatist interest group system. 

Finally, the political class struggle, which argues 

that the presence of socialist based parties and the 

strength of labor unions is a critical determinant in the 

development of a universal health care program is also 

rejected. This is based on three basic reasons: (1) although 

the United States and Mexico lacked a history of any 

sustained socialist part, in an examination of the French, 

Swiss and Swedish case Immergut (1992) notes that "the 

presence or absence of socialist parties [does not] seem to 

be the key" (242), (2) in the United States, during peak 
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union power and membership (1940s-1950s) private health 

insurance grew, and (3) in Mexico, unions were generally 

coopted by the state and did a poor job of representing 

working class concerns (Camp 1993) . Thus, the alternative 

models are inadequate in providing an explanation as to why 

the United States and Mexico have similar health care policy 

outcomes. 

This dissertation has argued that from a macro 

perspective it is elitism in the health care policy making 

process in both the United States and Mexico that has 

contributed to policy outcomes. However, the 

generalizability of these results was not examined. It is 

speculated that the elite explanatory theory in conjunction 

with other theories may lead to the development of a cross 

national model that can explain and predict health policy 

outcomes on a macro level. However, its applicability to 

micro-level health policy analysis would be limited. Micro-

level decisions are best decided by individual level 

decision making behavior models such as rational-

comprehensive, incremental, and mixed scanning. 

There are five major contributions of this research to 

the field of comparative health policy research: (1) it 

enriches the limited comparative literature that compares 

developed and developing countries by providing an argument 

and basis for conducting cross national studies of developed 

and developing nations; (2) it provides an alternative 
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argument (elite explanatory theory) to explain health care 

policy outcomes; (3) it adds a new perspective to examining 

arguments in the health policy literature as to why the 

United States has produced its unique structure of health 

policies, by considering a comparative case; and (4) it adds 

to the very limited literature discussing Mexico's health 

care policy. 

In conclusion, this dissertation provides a basis to 

conduct future research in many different directions. To 

name just a couple, it provides an impetus for conducting 

cross national studies in health policy of developed and 

developing nations, and; it provides an opportunity to 

examine the applicability of the elite explanatory theory 

with other countries. In any case, from a macro level 

perspective, elite theory best explains the similar health 

care policy outcomes in the United States and Mexico. 
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APPENDIX 

1 7 7 



INTERVIEW QUESTIONS 

1. Describe the health care system in Mexico. Do you have 
an organization chart that I may have? 

la. How and by who are the various programs administered? 

lb. What percentage of services are contracted out to the 
private sector (versus operation of own facilities)? 

Ic. What has been the impact of the recent (12/95) 
legislative changes allowing employers to set up their 
own medical care facilities? Are they doing it and how 
do they cover hospital care? 

2. Describe the health care policy making process in 
Mexico. Who are the key players/actors and 
institutions? 

3. How does the institutional arrangement of the political 
system impact on the health care policy making process 
in Mexico. 

3a. What role does the state play in the health care policy 
making process? In the implementation process? 

4. Does public opinion play any role in the health care 
policy making process. If yes, how. 

5. Are their particular values in the Mexican culture that 
has impacted upon the health care policy making process 
and outcomes? If not mentioned, in particular 
individualism, voluntarism, capitalism. 

6. What role does and has physicians played in the health 
care policy making process? Why? 

7. What role does and has business played in the health 
care policy making process? Why? 

8. What role does and has bureaucracy played in the health 
care policymaking process? Why? 

9. What role does and has political parties played in the 
health care policy making process? Why? 

10. What role does and has labor unions played in the 
health care policy making process? Why? 
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11. I have several question concerning government 
publications: 
-- How reliable are those documents as factual 
evidence? 
--Do they accurately portray the health care system and 
health care policy making process? 
--Why do they produce these documents--purpose? 
--Where can I get copies? 
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