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Local Health Care Planning in the English and Swedish
Health Services Carles Muntaner, John W, Lynch, Marianne Hillemeier, Ju Hee Lee,
Nancy North and Sophie Werks Richard David, Joan Benach, and Carme Borrell
PRI
MARY CARE IN DEVELOPING COUNTRIES This study tests two propositions from Navarro’s eritique of the social capital
799 A Plea for an Initiative to Strength . S literature: that social capital’s impottance has been exaggerated and that
Public Health Care Services of Woﬂﬂﬂm.ﬂ;%ﬂgm&ﬂbn mn class-related political factors, absent from social epidemiology and public
Jean-Pi U eloping Countries health, might be key determinants of population health. The authors esti-
-rierre Unger, Monique Van Dormael Bart Criel, mate cross-sectional associations between economic inequality, working-
Jean Van der Vennet, and Paul De Munck class power, and social capital and life expectancy, seif-rated health, low birth
817 Childreari . , weight, and age- and cause-specific mortality in 16 wealthy countries. Of all
in .Wzmwwwhﬁ m Mawoﬁoom. and Child Health among the Hmong the health outcomes, the five variables related to birth and infant survival and
alia: Implications for Health Services . nonintentional injuries had the most consistent association with economic
Pranee Liamputtong inequality and working-class power (in particular with strength of the welfare
state) and, less so, with social capital indicators, Rates of low birth weight
837 Contributors and infant deaths from all causes were lower in countries with more
“left” (e.g., socialist, social democratic, labor) votes, more left members of
parliament, more years of social democratic government, more women in
843 Contents of Volume 32 government, Eﬂ 4..u.=.mo=m E&oﬁoﬂm of mqmum.ﬂr of :ﬁ. welfare state, as s.&:
as low economic inequality, as measured in a variety of ways. Similar
associations were observed for injury mortality, underscoring the crucial
847 Contributors to Volume 32 role of unions and labor parties in promoting workplace safety. Overall, social

capital shows weaker associations with population health indicators than
do economic inequality and working-class power. The popularity of social
capital and exclusion of class-related political and welfare state indicators
does not seem to be justified on empirical grounds.

Vicente Navarro’s critique of social capital (1) contributes new arguments to
previous critiques of this concept in epidemiology and public health (2-5). Earlier
critiques have indeed missed important points raised by Navarro. First, the
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: ooEﬁ:z:m:m: version of social capital has been a running theme in the political
Hraﬁo:m of many recent U.S, presidencies, not just the New Democrat mMM mem_
Republican m@i:_.mﬂ&mcnm. Second, Navarro correctly points to Putnam’s negl
o.pq class conflict mu his analysis of the Progressive era. Thus, contrary to wchmhm
M.;os of Progressive era H..omogw.a as enlightened social capitalists, these reformers
m<cnmm federal .mmm.:.a.ﬁms social policies and, influenced by socialism, und

Mcﬂw communitarianism™ and states’ rights as causes of class Ema:mw:w %w[

EM ﬁ avatro M&%m? contemporary moa.& capital research points to social womﬁam.

are just the opposite of the Progressive era’s. Third, Navarro makes a poi t

mm: .moH abandoning the term “social capital” altogether. Indeed 835@ mwm:
social cohesion” or “social integration™ capture the same ncEE:m:mams MMMEMN

Mwma .:oEWw of trust m.Em reciprocity among the members of a community) without

nging .H. ¢ contusion generated by the term “social capital” (2-5). Like our

MﬂaﬁmoM”wwwwzwmoﬂwﬂﬂde. wofb.am Ec_zm {5), Navarro’s critique clearly points

ent adiction in “social capital” terminology and .

%me .oozﬁmaascz ggmam.mwcﬁms_& desire for Smmﬁrogomwm on Hrmwowm,whwm

omﬁ Hw Mm: mw, the ooEﬁﬂEmmsmmm that capitalism forces on its adherents on the

vooOM.s nd, “To moo.m.o:@msﬂ% as a means of getting more capital in order to

be © more competitive 15 to fail to understand the history of class struggle i
1s or any other country” (1). seen

QaMMMM wMo@?ﬂHm moE% E:.EH .aEﬁEom_ support for En critique of social capital

fove y Navarro. € ur aim is to show that social capital, as understood within

oEH.uE.zSEmn tradition, has weaker associations with major causes of death
than do E&mﬁonm of economic inequality, including exploitation, and worki

Mmm_um mmwamh Eo:.&m:m indicators of welfare-state strength. To test ”Em réoﬂwwﬂ

msw_ Mm_%c %%m WMMHHwwwﬁwwwmwmmﬁwm@_uﬂwmwwwww_msmwoo__ammcom (6) on income inequality

evel amon, i i
research has not considered a wide array of ooczmﬂa“mom%w MM%MMMJMMWMMMM

(5). Thus, we use indicators of worki
, orking-class power and welfare-
that are available for wealthy countries, ’ elfaresiae steenglh

METHODS

Countries

We used the 16 countries (Australia, Belgium, Canada, Denmark, Fi

m@mﬁm@w Italy, HLESEEEW Netherlands, Norway, w“wuwr mémwwwnwmﬁ_._mwmwwmmu
nited Kingdom, and United States) from Wave 11 (1989-92) of Ea.h:ﬂms&oﬁ ,

Income Study (LIS), included in Lynch and colleagues’ study (6), due to Em

o.oEEQmsmmm of the LIS data and the wealth of these countries. Oozmmm”a:ﬁ with 90

literature, our goal was to assess whether class inequality, working-class uoég.n

and social capital are associated with i i
: : population health in itali
liberal democratic countries. vealthy, capialst

Social Capital, Class, Inequality, and Mortality / 631

Measures of Social Capital

The 1990-91 wave of the World Values Survey (WVS), based on face-to-face
interviews of nationally representative samples in 43 countries, was a source
of social capital indicators (7). All measures were weighted to generate valid
national estimates. “Distrust” was assessed with a single question: “Generally
speaking, would you say that most people can be trusted or that you can’t be too
careful in dealing with people?” Two indicators referred to a wide range of civic
organizations (e.g., religious, educational/cultural, political, local community,
third world development/human rights, conservation/environmental, professional,
youth, recreation, women’s, peace, animal rights, health-related). “Belonging to
organizations” refers to the mean number of organizations to which survey
respondents belonged. “Volunteering” refers to performing unpaid work. Mean
perceptions of “control” were ascertained with a question on how much “freedom
of choice and control you feel you have over the way your life turns out.”

We obtained three indicators of corruption, the “bribery payers index” (BPI),
“unfair business practices,” and the “corruption perception index” (CPY), from the
Transparency International Bribe Payers Survey (8). This survey is based on
in-depth interviews with private-sector leaders in 14 emerging market economies
during the period 1997-99. The BP1 is an effort to measure supply-side bribery, the
likelihood of bribe payment by companies of leading exporting states. It is based
on the question, “In the business sectors with which you are familiar, please
indicate whether companies from the following countries are very likely, quite
likely, or uniikely to pay bribes to win or retain business in this country.” “Unfair
business practices” was ascertained with the question, “In the business sectors
with which you are familiar, are there other means by which some governments
gain unfair business advantages for their companies?” The CPI also ranks the
countries in terms of the degree to which corruption is perceived to exist among
public officials and politicians. It is a composite index based on 17 different polls

from 10 different institutions.

Measures of Economic Inequality

As measures of class inequality we included indicators of rate of exploitation
(or rate of surplus value) and income inequality (understood by some scholars as
a measure of secondary exploitation; 9).

Rate of Exploitation. Class exploitation is defined by two forms of social
relations: () an economic relation (exploiters” appropriation of the fruits of labor
of the exploited); and (b) a political relation, domination (i.e., the exclusion of the
exploited from ownership and control of productive resources by the exploiters,
usually by means of property rights or physical force, to allow (@) to occur). We
use the rate of surplus value (or rate of exploitation) for the decade of the 1980s
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.mmw The computation is similar to the ratio of total value added in the
<m_mMnMMm m.Man._HM wages and salaries in the manufacturing sector >Mﬁ MM_HM
I ed includes wages and salaries, this ity i .
o ( ;. quantity is subtracted fi
“No mﬁ“mm Mmmﬁ“ Wn@d computing the ratio. Thus, since the World wmnﬂu Mcﬁm
vages .and salarics as percentage of valu
:exploitation is calculated as (i |<«mw<3\€m%\wam%a (WSPVA), the rate of

Tncome. Inequality. As measu i
neome . res of income inequalit ini
: y we used
. “Mﬂqwmn_.amwv g.m& on wo:.maroa disposable income (ranging from 0 to Mror.ﬁwE
& Indicating greater inequality), and the ratios of the 90th and 50th ,EA_HWNMM

‘percentiles to the 10th incom i :
90/10 and S0/10), e percentile, obtained from the LIS {designated

.. ..WMMMM@&%SR Indicators. Indicators of economic growth for the period
- e MMSG@.W.&P unemployment for 1960--73, and household ﬁoéwwn _HM.HM
A obtained from the Comparative Welfare States Dataset (11

Measures of Working Class Power

Polit . .
&Mﬁ%wwodxwmwﬁm_M%_F.ﬁma <o.8_. .EEoE in general elections, as percentage of
o %Eoow.m ; authoritarian legacy of the political regime, 1994; years
e, 1946 g mu. woMaEE@E, 1946-80; years of Christian democratic mwo«é.:-
A, .uom hon R_mzm_a: 1994, as percentage of the labor force; social pact
incstoial depoes bt measures the pact between labor and capital; number cm
invlved in labor disptes, 19941 1o veres on passmpn oEor o0 O workers

. Ll . s ; N percentage o

MWMMWMMMMEP moo”_mm democratic, and labor), 1994, msmm_am mwwmw %o_wwmnow”%wm

the welfresat ncluded woren i govessonary, gy, oo O snengih of
. . rnment, 1, as percent

MMMM _M MW%MMW%QHE%Q cooc.vmm.m by women; social %oﬁ#%ﬂﬂn@mﬁ%—“ﬁ%

Rm:mzoz e Eoowmgo 0 QDW H.m&ms.&ﬁ.?o effect of the state, as vmnoniwmm

bl e inequality due to direct taxation and transfers: and tota]

1cal care, 1960, 1970, 1980, 1990, as percentage of the ﬁoucwm:oa S:H

medical care covered b i
: y public funds. All vari i
Comparative Welfare States Dataget (11). variables were obained from the

Measures of Cause of Death

T ..

] %M_ wﬂmm:w mE.EoRoE were &Omm used by Lynch and colleagues (6) in a previous

analysis 0 :me“o_ﬁﬂ\ Eo@:.m:ar.ﬁa psychosocial environment, and health in

mmm::wo_.mg MMw.oa _M cwr@ﬁﬂp.sma H__ fe expectancy at birth (1991-93) from the World
: atistical Information S :

e . ystem (WHOSIS; 12 -

ality rates from age- and sex-specific numbers of deaths and total WMMMHHMMM.
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counts from the WHO Mortality Data Base (13). All-cause death rates are
standardized in five-year age groupings by means of the new European Standard
populations for males and females. We obtained rates for age groups <1, 1-14,
15-44, 45-64, and 65+, and for all ages combined. Standardized mortality rates
were also calculated for specific causes of death, following ICD-9 basic tabu-
Jation list codes: coronary heart disease, 27; stroke, 29; lung cancer, 101; breast
cancer, 113; prostate cancer 124; diabetes, 181; infectious diseases, 01-07,;
chronic obstructive pultmonary disease (COPD), 323,324, and 325; cirrhosis, 347;
unintended injury, E47 through E53; suicide plus deaths undetermined whether
accidental or suicide, E54 and E560; and homicide, E55. We calculated mortality
rates for 1989-92 for all countries except Germany (1990-92). Rates of low birth
weight (<2,500 gramis), obtained from WHOSIS, were available for 1991-93 for
all countries except Canada and the United States (1989-90). Low birth weight
data were not available for the Netherlands, We obtained self-rated poor health
from the WVS,; this refers to the percentage of the population reporting “fair,
poor, or very poor” health. Health outcomes were assessed from pooled rates
for the years detailed above, with the exception of self-rated health that originated
on the point prevalence for the 1990-91 wave of the WVS survey.

Statistical Analyses

ated Pearson correlation coefficient associations between social capital,
economic inequality, working-class power, and population health indicators.
Analyses were weighted by population size and adjusted for gross domestic
product (GDP/capita), using the Penn World Tables (14).

We calcul

RESULTS

Overall, the economic inequality and working-class power variables tested
here had 2 high degree of correlation with the various indicators of population
health. A certain number of statistically significant associations would be expected
if this large number of correlation coefficients were calculated on a collection of
random numbers, but many fewer than we actually observed. Tables 1 through 4
(pages 634-649) contain more than 1,500 correlations, so, by chance alone,
more than 75 values of 7 would be expected at levels beyond the o = 0.05 level.
In the tables, however, rather than about 5 percent of the correlations being beyond
the 5 percent cutoff, between 11 and 40 percent of the correlations are above
the cutoff, depending on which construct indicators (social capital, economic
inequality, working-class power) we examined. The highest percentage of sig-
nificant correlations was found for economic inequality (40 percent) and the
lowest for social capital {11 percent) indicators, although within each group some
ures were strongly correlated with health indicators. The social

particular meas
cak overall, but the variable “unfair business practices” was

capital group was w




adjusted

Table 1

tg:rrelation bctu./een health variables and income inequality
gross domestic product per capita and weighted by popu;ation size

Household

Gini income
. . H
cocfficient, inequality, 90710 s0/10 Economio growt” ;:3:2? ‘ ;atefgf
1989-92%  1990-91° percentile® D Unemployment,  rate Tpus
N=16 - percentile®  1960-73 {979-% i ) value,
) (N=13) (N=15) _ 9 1960-73 % total®
(N=15 (N=12) N=12 ato 19705
Women ) (N=12) (N=13) (N=14)
Mortahty by age, yr
<1
0.69%*
14 69:‘= 0.74*%* 0.70%%* 0.77% g1
0.53 0.76%* 0.50% - 0.12 —0.05
15-44 0.46 0.50% -39 0.57* 034 042 ' 0.68* 048
4564 03 59 0.54* 0.55% 017 ' 0.42 0.68%  (.58*
35 0.49 0.28 : ~0.56 0.65* 0
>65 ~0.41 0% : 020 084 g3 S0 032
Al ages -0.28 ' -0.50 057*  —0e* g —0.41 0.59% 064
: -0.06 -0.36 ' 56 -0.80%*  _g ]
: 044 071* 047 0.72% ' 043
Mortality by cause —0.72 0.03 0.54
Diabetes mellitus -0
21 .08
Lung cancer 0.6 . -0.17 -0.20 0.4
.65%* AT 04
Stormach cancer _0.65%% _3'23:* 0.62* 0.56* —0.83%% 0 22 —.36 —0.14 0.05
Breast cancer 0.04 ao'ocl; ~070%  072% 036 g0 ~0.45 0.82%% 0 7g%x
: -0.11 -0.18  073* g ~0.54 -0.60* 022
. -0.68* 0.07 0.13
Coronary heart disease ~ 0.03 0.19 -0.07 —0.13 ~0.78** 0.50 -0.54 0.33 0.56
Stroke -0.46 -0.28 -0.52 —0.60*  -031 0.79%* —0.81% 021 0.29
COFD 0.63* 0.75%* 0.59* 0.51 —0.80** 0.16 ~{.49 0.82%* 0.78%%
Infectious disease 0.50 0.62* 0.62*% 0.64*  -0.05 —0.69* 0.74%* 0.52 0.24
Cirthosis -0.31 -0.39 -0.30 -0.29 0.70* 021 0.21 —0.48 —0.28
Unintentional injury,
by age
<] 0.48 041 0.53* 0.56% 0.23 -0.61* 0.90%%% (.29 0.06
1-14 0.35 0.54 045 0.46 0.03 —0.66* 0.76** 0.45 0.35
15-44 044 0.55 0.58* 0.60* 0.34 -0.49 0.90*** 044 0.26
45-64 0.23 0.16 0.35 0.42 0.40 -0.38 0.92%%*% (.07 -0.22
>65 -0.35 —0.T1** -0.36 -0.27 0.79* 032 0.65* -0.76+* —0.90***
Suicide —(1.4% -0.62*% -0.50 -0.44 0.18 -0.61* 0.53 ~0.62* —0.63*
Homicide 0.66%* 0.85%%* 0.80%%*  Q.79%*%* .22 —0.08 0.39 0.77%* 0.56*
Life expectancy 0.04 -0.19 0.13 022 0.78** 035 0.65% -0.29 -0.62*
Low birthweight 0.79%%x 0.90%** 0.83%**  (.78%* 0.54 —0.08 -0.07 O.87¥** 0.71%*
(both sexes) N=15) (N=12) (N=14 @N=14 @N=1) N=1) @=1) {N=1) (N =13)
Self-rated poor health .46 -0.44 -0.49 -0.50 0.72* 0.07 .26 -0.51 -0.20
(both scxes) N=14 (N=13) @©N=13) @N=13) ®N=12 N=1) @N=12) {N=13 (N =12)

(Table continues on next page.)
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Table I (Cont’d)
Household Household Rate of
Gini income Economic growth? poverty surplus
coefficient, inequality, 90/10 50/10 Unemployment,  rate, value,
1989-92%  1990-91° percentile’ percentile 1960-73 197989 1960-737  %total® 19708
(N=16) (N=13) (N=15) (N=15 (N=12) (N=12) (N=12) (N=13) (N=14)
Men
Mortality by age, yr
<1 0.74** 0.71* 0.81%%*  0.80%** _017 —0.09 0.05 0.64% 0.36
1-14 0.60% 0.81** 0.68%* 0.66*  -0.29 —0.40 0.41 0.73%*  0.60%
15-44 0.45 0.54 0.57* 0.60* 0.27 -0.33 0.87%** 042 0.22
45-64 0.09 0.11 0.06 0.05 —0.20 —0.19 0.56 0.07 0.1%
>65 047 —0.33 —0.57* ~0.64%  _0.64* 0.39 —0.79%% 023 0.20
All ages —0.26 —0.11 -0.34 —0.40 —0.63* 0.20 0,30 -0.06 0.37
Mortality by cause
Diabetes mellitus —£.05 0.07 -0.03 —0.06 0.34 0.58 -0.45 0.03 0.18
Lung cancer 0.21 0.17 0.16 0.10 —0.20 0.02 —0.44 0.19 0.12
Stomach cancer -0.57* .57 —0.64*  _068** 024 0.70* -0.63* 055 —0.20
Prostate cancer -£0.16 -0.14 0.17 -0.15 -0.41 -0.45 0.06 -0.07 .15
-0.57 0.25 0.46
020  ~0.79% 048
Coronary heart disease -0.04 0.10 _0_14* e 008 0.8 —0.71*  -041 0.03
Stroke N o oo _oser 02 077+ 039 0.63*
0.30 0.02 - . : 3% 0.52 0.28
COPD 0.12 06 002 —0.65* 0.7
Infectious disease 0.47 0.62* 0.60 Py 0.80%*  0.06 046  -0.45 —0.25
N 032 —0.35 —0.29 .
Cirrhosis :
Unintentional injury,
B 0.90%*%* (.26 0.01
by age 0.39 0.52 0.54* 0.30 0.62* . 0.63* 0.54
<1 0.46 - £ _0.03 041 0.69 .
14 0.49 0.71%* 0.59* 0.57 0‘54 _0'29 0.87** (.36 0.23
1544 0.34 0.48 0.49 0.51 o 000 085%% 001 -0.19
0.10 0.23 0.30 - ) *k ()55 ~0.81%+#
45-64 0.07 0.77%*  -0.30 0.76 .
6 —0.20 047 -0.12 -0.01 T T 0.71*  -0.40 —0.44
>0 028 —0.40 026 019 016 ‘ 21 0.71%% 047
- Suicide - ’ wex 078%*%  —0.06 0.14 0. -
o o 0.79%* 0.78 . -0.30 -0.52
Homicide 0.65 04 0.48 0.13 019 .
. —0.11 031 009 0. '
Life expectancy :

i ; ished in Lynch et al. {6).
41 1S Web site, June 20, 2000; data pllxbhs : :
blr:. Mis;el, 7. Bernstein, and J, Schmitt, State of Working Ameri

L IS Web site, September 11, 2000,

4 i hens (11).
Huber, Ragin, and Step . ]

°J. ‘{limecdingg, Financial Poverty in Developed Countries, LIS, 1997,

JBoswell and Dixon (9).
P < (5; %P < 0]; P <

001

ca, Bconomic Policy Institute, Washington, 1999.
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Table 2

ad'ustedc‘t)‘rrdaﬁon betweetn health variables and social capital variables
:| or gross domestic product per capita and weighted by popul at;on size

Distry Belonging to Brib bUnfair Cormruption
istrust, organizati . ery usiness i
1989-92¢ %9891?;3 -S’ Vcil;?gti‘;;?g’ 3’““"‘; payer infe"’ practices, pefﬁﬁﬂf >
(N=14) (N=13) (N=12) (I\f 2}9 f 1999 1999 1909
Women ~19 (N=12) (N=12) (N=16)
Mortality by age, yr
<1 0.07 021
1— - 0.25
o 0.12 0.13 0.23 g:;g ;?'fg 0.73% 0.63*
e 0.36 010 0.05 0 - 0.66* ~0.09
-0.33 0.24 10 —0.26 0.81%* -0
>65 -0.33 0.19 o 0.40 0.26 037 o
All ages 033 : ~0.59 0.28 0.21 -0, 03¢
: 0.20 -0.59 033 o 19 0.32
Mortality by cause ' —0.05 033
Diabetes mellitus —0.08 ~0.04
Lung cancer ~0.44 017 3;; -0.02 —0.57 0.03 _0.56*
Stomach cancer 0.01 014 0°59 0.54 0.30 0.28 0.27
Breast cancer -0.21 037 -0.23 _gi (5) ~0.29 —0.32 0.19
' 0.52 037 0.44
Coronary heart disease —0.61* 0.30 -0.14 0.63* 0.59 -0.13 0.67*+*
Stroke ~0.29 0.02 —.55 0.23 0.02 -0.27 0.11
COrD -0.32 0.18 0.13 0.42 0.27 0.32 0.20
Infectious disease 0.26 0.02 0.33 0.11 -0.16 0.70* -0.1%
Cirrhosis 0.50 —0.58% -0.66* -0.37 ~0).80%* 0.19 —0.69**
Unintentional injury,
by age
o<l 0.63* -0.33 0.10 —0.15 —0.39 0.70% -0.34
i-14 0.21 0.02 0.30 0.23 -0.01 0.51 ~0.03
15-44 0.34 -0.28 0.37 0.18 -0.31 0.60* -0.35
45-64 0.42 —£0.31 0.42 —0.09 -0.33 0.49 -0.24
=65 0.53 ~0.33 .25 —0.78%* -0.38 —0.16 —0.27
Suicide 0.34 —0.04 -0.38 —0.45 0.18 -0.25 0.28
Homicide —0.03 —0.01 0.40 0.37 -0.32 0.82%* -0.29
Life expectancy 0.45 -0.33 041 -0.44 -0.32 —0.06 -0.41
Low birthweight - 0.07 0.13 022 0.22 -0.24 0.81%* -0.31
(both sexes) (N =13) (N=12) (N=11) (N=13) (N=11) (N=11) N=15)
Self-rated poor health 047 -0.36 ~{).80** -0.29 —0.48 0.01 -0.36
(both sexes) (N =14) (N = 13) (N =12) (N =14) (N=11) N=11) (N=14)

{Table continues on next page.)
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Table2 (Cont’d.)

Belonging to . Unfair Cotruption
Distrust,  organizations, V. ; Bribery business percepti
1080_g27 o8 oy oluntecm‘;lg, Control, payers index,  practices, : dP on
92 1989-92 1989-927 1999* b neex,
(N=14) (N=13) (N=12) N= 14) Ne12 1999 1999
Men ) (N=12) (N=16)
Mortality by age, yr '
<1
0.20
1-14 0.13 _g%? 8-59 ~(.02 —0.54 0.77%* _0.63%*
15-44 0.30 : .23 0.32 -0.19 0.71* -0
- -0.31 0.23 0 18
45-64 0.41 .13 -0.49 0.79%*
: -0.21 -0.39 -0.05 : -0.40
>65 -0.32 0.34 o5t : ~0.36 0.67* -0.08
All ages _0.06 - 0.11 0.33 -0.33 0
- 0.17 —0.53 0.13 .41
, ' 0.05 0.16 0.23
Mortality by cause
Diabetes mellitug -0.23
. -0,
Lung cancer —0.07 0 g; 45'02 0.12 —0.47 0.05 0,47
Stomach cancer —0.04 Y i ~0.20 ~0.08 0.03 0.23
P - 07 -0.52 —0.18 :
rostate cancer -0.16 0.48 s ~0.34 —0.19
: 0.07 -0.003 0.77%+ 035 o
0.73
Coronary heart disease —0.63* 0.36 -0.11 0.56%* 0.63* —0.21 0.70%*
Stroke —0.15 —0.08 —0.60 0.04 -0.14 -0.26 —0.02
COPD -0.40 0.41 -0.11 0.34 045 -0.18 0.32
Infectious disease 0.30 -0.06 0.24 0.13 —0.20 0.62% -0.18
Cirrhosis 0.56% —-0.58 —0.71* -0.31 —0.73* 0.22 -—.60*
Unintentional injury,
by age
<1 0.67* —0.33 0.13 -0.22 —0.45 0.68% —0.40
1-14 0.12 -0.04 032 0.38 .06 0.52 —0.08
15-44 0.33 -0.36 0.33 0.21 042 0.55 -0.42
45-64 0.28 -0.33 0.46 0.06 —0.54 0.51 —0.32
>65 047 -0.32 0.11 —0.60* —0.47 0.04 -0.34
Suicide 0.35 —0.13 -0.08 -0.25 0.18 -0.10 0.28
Homicide —0.04 —0.07 0.40 0.28 ~0.52 0.83%+ —0.50
Life expectancy —0.14 -0.07 0.28 -0.21 0.10 —0.58 -0.09

‘;World Values Survey (7); data published in Lynch et al. {6).
‘Transparency International (8), October 24, 2001.
*P < 05; ¥*P < 01; ¥*¥P < 001,
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Table 3

_ Correlation between health variables and political capital variables
adjusted for gross domestic product per capita and weighted by popu]ati(;n size

Years of

Years of

Voter Aut}.aori- social Christian inlzs;;il;l \i’\rjolji{;z: Left
t'il;f;l‘;t, 1:122;’3 democratic  democratic UniF}nd Social  disputes, disputes, vofes, :;Ied;tfst
(N=15) (N 1s govemnment® goverment® density’  pact” 1994 10904  1904f jgoub
W ) M=) N=1H M=) NS4 N=13) (N=12) (N=15) (=15
omen
Mortality by age, yr
<1 048 .22 *
1-14 —0.64% 048 jg;* :g';g f,‘;‘é*** j’%:* g'gj 8;; 0767 0.59
) - - . —(. * *®
g—;ﬁ 066 037 0.42 050 -065 059 041  —om j'gg ~0.357
~0.19 0.9 0.35 —0.41 0 ' 057
>G5 042 0.74%= 061 04 001 056 047 011 015
. . . 0.26 0.43 0.61* —0OpFE  _ "
Al ages 0.30 0.66% 0.58% 0.14 036 0.45 0.53*  0.71%*
- . . 0.51 —0.85%%% _0 49 0.43 0.63%
Mortality by cause
Diabetes mellitus 0.34 0.68%*
Lung cancer 029 o gg Ag:gg j.g;:* :8. } 2 0.03 009 0.93** 007  0.10
Stomach cancer 0.52 0.97%%* 0.28 0‘82*** 0-47 f0.39* -0.55 030 038 008
Bireast cancer oos oo 028 s 04 0.64%  -0.29 046 051 049
: - g 0.44 -0.66* —0.55 0.04 0.29
Coronary heart disease  0.17 0.18 0.59* -0.33 0.29 0.27 —0.74%%  0.74% 033 0.59%
Stroke 0.51 0.83%** 0.50 0.50 0.49 0.61* 076 0.04 0.36%  0.71%*
COPD -0.16 -0.19 0.00 —0.44 020 034 -0.51 -0.26 -(.28 0.04
Infectious disease —0.73%* —0.63* —0.52 —0.56*  -0.72%*  _0.67F 0.50 -0.21 —.62%  072¥*
Cirrhosis 0.16 0.62* -0.29 0.75%%  0.04 0.08 0.49 0.75%*  0.07 -0.09
- Unintentional injury,
by age
Tl —0.62* 051 -0.67* -0.37 077+ —0.71* 0.85%*=* (.27 -0.52  -0.73%*
1-14 —0.37 -0.63* —0.57* .54 ~(.81%** 0. 68%F 0.48 -0.39 033 042
1544 -0.51 0.64% —0.72%* —0.44 —Q.77¥F  —0.83*** 077 0.23 —0.57% 0.71%*
45-64 —0.51 -0.61% —0.46 -0.40 -0.38 —0.55 0.71* 0.02 043  -0.64%
>65 -0.12 —0.07 0.08 0.43 037 0.33 0.76%*  0.49 -0.01 035
Suicide 0.04 002 048 -0.01 0.37 0.48 036 051 0.38 0.10
Homicide ~0.71%* —0.45 -0.57* —0.46 -0.66* -0.75**  0.17 0.19 —0.76%*% —0.65*
Life expectancy -0.18 043 —0.50 0.1 —0.23 -0.31 0.81** (.58 -0.24 .51
Low birthweight —0.57%  —0.25 —0.45 -0.30 -0.54  -0.63* —0.12 0.12 ~0.72%% .48
(both sexes) (N=14) (N=14) (N=13) (N=13) (N=13) (N=13) (N=12) (N=12) N=14) N=14
Selfirated poor health 0.39 0.67* —0.12 0.66%  -0.03 0.26 0.55 0.38 0.42 0.26
(both sexes) (N=13) (N=13) (N=14 (N=14) @N=14) (N=14 (N=12) (N=11) N=13)(N=13)

(Table continues on next page.)
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Table 3 (Cent’d.)
Years of Years of No.of  Workers
Voter  Authori- social Christian industrial inlabor  Lefi Left
turnout, tarian  democratic democratic  Union Social  disputes, disputes, votes, seats,
1994 legacy’ government® government®  density? pact® 1994 1994 19948 |gg4b
(N=15) (N=15) (©N=14) @N=14) (N=14) (N=14 (N=13) =12 (N=15) (N=15)
Men
Mortality by age, yr
<1 -0.54* 0.3} —0.52 ~0.12 -0.37 -0.63* 0.14 .45 —0.80%%* ) 64*
1-14 —0.70%* _0.54% —0.63* —0.48 —( BTk _() 7TEx 0.29 -0.04 ~-0.69%* _0.62%
1544 -0.68** -0.41 —0.68%* -0.37 —0,74¥*  _(.75%% 0.72%=* 0.37 —0.57* .. 73*+
45-64 —0.42 0.13 -0.04 -0.15 -0.20 ~0.09 0.28 -0.14 —0.18 -0.24
>65 0.40 0.65% 0.72%* 0.27 0.57% 0.75%*%  _0.94%%* _(g1* 0.51 0.70%*
All ages 0.05 0.52 0.47 0.1 0.26 0.46 -0.57 -0.38 0.25 0.36
Mortality by cause
Diabetes mellitus 032 0.58+* -0.40 0.58* —.14 -0.08 -0.17 (0.96%%* 0,02 0.11
Lung cancer -0.1 —0.01 -0.20 0.23 0.06 ~0.03 -0.37 0.21 .49 -0.25
Stomach cancer 0.47 0.89**# 0.30 0.84%** (5] 0.66* -0.36 0.53 0.43 045
Prostate cancer -002 039 0.60* -0.48 0.19 0.37 -0.21 —0.88%%* (32 0.27
*+ (34 0.60*
: 0.20 0.68* -0.29 039 038  -0.80** —0.80 .
Coronary heart disease ~ 0.16 . - 0.64% 0.57+ 0.68%  —0.61% 025 054 -
Stroke 0.49 0.90*** 0.49 4)'01 o0t 014 C076%t  —0.44 0.14 0.47
COFD 031 922 °‘§3 051 —075%% —0.66* 056  —0.17 -048  —0.64*
Infectious discase 071 ~0.58 o S0+ 15 —002  0.69*  0.64* 014 008
: 5 037 0.60* 0.
Cirrhosis ¢.14 0.
Unintentional injury,
54%  0.76%*
by age - J7E* 0J0%  0.87F 050 0.
Y —0.62* 049 ~0.72%% 033 0ftvr 0g0%r 043 017 040 041
Ok* —0.67* —0.53 .88 . _0.66%
1-14 —0.40 0.7 k() JORE 0.81%* 0.54 046 .
1544 -044 0. 023 037 049 0.65+ 029 030 :
45-64 043 -034 -0.49 : 002 075 048 019 051
—0.30 016 0.19 0.13 : : . 8 007
>65 -0.29 - 0 0.20 0.43 —0.60* 0.1 .
- 030 0.29 -0.25 0.2 ' ks () 6R*
Suicide 018 0. * 070% 0.3 0.49 0.8 :
- * 026 0.61* 024 056 . 0.03
Homicide et 0.01 0.25 028 010 0.2 033 0.10 .
Life expectancy 027 -0.16 .

i 1).
Data from Huber, Rain, and Stephens (1
%In each national election, percent of electorate that voied.

bpotitical regime in 1990,
€1946--80, in Jate 1970s.

As percent of labor force, late 1970s.

“Scale of 1 to 4, late 1970s,

In thousands; ILO, Yearbook of Labour Statistics, various years.
EPercent of total voies for left parties. )

Percent of total seats in parliament for left parties.

P < 05; **P < O1; ¥P < 001,
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Table 4

‘ Correlation between health variables and welfare state
adjusted for gross domestic product per capita and weighted by population size

Females in Social Redistributive
govemment, security effect of Total public medical care®
19914 expenditures® state® 1960 1970 1980
N=16) N=l) N N=1 m=19 Ne1g et
Women
Mortality by age, yr
<1 -0.63* —0.65% *
14 Codi 4?_'23* j.g* _48;1;::* 4).76::* _0.74%* L0 75%
15-44 ~0.37 035 034 oggees oo SOBTEE 02w
45-64 -0.19 _0.23 0.10 Y -0.74 —0.75%* —0.74%*
> : . —0.20 —6.30
Al ages 033 ! 041 0.19 0.16 0.16
: 0.04 033 0.31 0.09 0.04 :
. 0.03
Mortality by cause
Diabetes mellitus 0.19 —0.21 038 021
Lung cancer —046 -0.56* —0'26 ﬁd 19 ~0.33 -0.26 -0.24
ISgtomach cancer 0.53* 0.35 0:29 0.50 "gig 45?85 -(.35
reast cancer ’ g - 0.38
—£.12 0.20 0.44 0.55% 0.51 0.37 012
Coronary heart disease 0.16 —0.13 0.22 0.2% 0.12 0.08 0.07
Stroke 0.44 0.11 0.28 0.48 0.25 0.26 0.27
COPD —0.51 -0.53 —0.26 —0.21 -0.36 —0.40 —0.42
Infectious discase —0.38 -0.43 —0.45 —0.87**x= —0.77%* —(.7g*** —{.75%+
Cirrhosis 0.16 0.20 —0.07 0.05 —0.02 0.04 0.05
Unintentional injury,
by age
<1 —0.46 -0.23 —.42 —0.68%* —0.60* —0.56* —0.54*
1-14 -0.30 -0.51 —0.51 183 —0.73%% ~0.68*% —0.63*
15-44 —0.42 —0.57% —0.65* ~{.87%* —0.76%* —0.65%* -0.59*
45-64 —0.24 -0.13 -0.26 ~0.53* -0.28 -0.24 -0.23
>65 0.18 0.73** 0.41 0.42 0.56% 0.55* 0.50
Suicide 0.39 0.76%* 0.67% .44 0.54* 0.51 0.49
Homicide —0.45 -0.68%* -0.63% —0.92%** —~0.93%%* ~0.92%%# —0.91***
Life expectancy -0.14 0.14 -0.22 —0.14 0.06 0.13 0.15
Low birthweight —0.71%% —0.63 —0.47 —0.67%* —=0.77** —(. g% —0. 84 *
(both sexes) (N = 13) (N=15)
Self-rated poor health 0.29 0.28 0.07 0.13 0.02 0.09 0.12
(both sexes) (N = 14) N=13)

(Table continues on next page.)

A
B
B )

/

‘I 10 I8UBUNN

(9 7 Kmepow pue ‘Aipenbour ‘sser) qende) [eoog



Table4 (Cont’d.)

Females in Social Redistributive
government, security effect of Total public medical care®
19914 expenditures® state® 1960 19
(N = 16) N =14) (N=14 Z 270 1980 1990
Men ) ) w=139 N =16) (N=16)
Mortality by age, yr
<l ~0.73**
1-14 4}.13 —4?:35** _4?'%** _0'64::* —0.67% ~0.67%+ —0.72%*
15-44 034 ~0.47 —0.60* ~0-50 09I%F _gggwe g ggees
45-64 005 0.08 011 o e —0.68%
>65 0.43 0.30 0.57+ _3'23* 0 ~0.33 036
All ages 0.27 0.16 0.4() >4 0.39 0.31 0.28
. - 0.17 0.04 -0.04 0.07
Mortality by cause
Diabetes mellitus 0.09
Lung cancer 0.39 :g;g _4(;32 :3-22 -0.37 -037 .28
Stomach cancer 0.46 0.35 0.30 '12* —0.07 —0.07 -0.22
Prostate cancer -0.22 035 0-5(} o 0.39 0.39 0.38
' ' 0.27 034 0.28 0.28
Coronary heart disease 0.23 -0.04 0.32 0.39 0.23 0.17 0.15
Stroke 0.50 0.29 037 0.55* 0.36 0.36 0.35
COPD —0.16 —0.35 -0.04 0.06 -0.09 ~-0.11 -0.12
Infectious disease —0.33 —0.47 -0.55 —0 81 *** —0.74** .71 —0.65%+*
Cirrhosis 0.19 0.16 -0.15 -0.07 -0.11 -0.02 0.01
Unintentional injury,
by age
<] .47 -0.22 -0.45 —0.67%* —0.57* —0.54% —.52%
1-14 -0.40 —0.74%* —0.75%% —{.86%** —.82%*+ —0.73** —0.66%*
15-44 —0.30 ~0.59* ~0.73%* . 84xe¥ —0.76** -0.60* —0.52%
45-64 (.00 -0.20 -0.38 —0.56* —0.36 -0.29 -0.26
>65 0.11 0.46 0.14 0.06 0.27 0.28 0.26
Suicide 0.23 0.51 045 0.21 0.40 0.38 0.37
Homicide -0.45 —0.66* —0.65*% —.86¥** —0.90*** —0.8g%*=* —0.90%**
Life expectancy 0.06 0.19 0.01 0.35 041 0.47 0.47

41693 UNDP report; data published in Lynch et al. (6).

bas percent of GDP, late 1970s; Huber, Ragin, and Stephens (11).

©As percent reduction of income inequality affected by direct taxes and transfer payments, late 1970s; Huber, Ragin, and Stephens (11).

dAs percent of population, 1960, 1970, 1980, and 1990; QOECD Health Data, 2601.

*P < (5; **P < 01; ¥*¥P < 001.
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.mméﬁn.ma_w correlated with 31 percent of the health indicators. In other
iy m.m even stronger correlations were found: 50/10 percentile correlated with
.H..m_.oungﬂ of the health outcomes, and both social pact and total public medical
are we, 1960 correlated with 48 percent of the health outcorme variables although
the direction of correlation was not always consistent, Thus, a MQOSWQ social
pact and public medical care were associated with lower infant and young adult
a.mmﬂr rates, but with higher—sometimes significantly so—death rates for those
over 65 years.
: .Om all the health outcomes, the five variables related to birth and infant survival
ad the most consistent association with the economic inequality, working-class
.wos_ﬂ_.gm social capital variables tested, especially E&omﬁcmm of economic
: En@cmrq and working-class power (i.c., strength of the welfare state). The low
'+ birth weight and infant mortality rates for both males and females were woﬂ?ﬁ
" correlated with each of the four measures of income inequality (Gini ooﬂ.m&omw
rocmo_:.ua income inequality, 90/10 percentile, and 50/10 percentile) ﬂamm_
correlation coefficients reached statistical significance in all 12 of the ooﬁm_mao:m
calculated (7= 0.69-0.90). The rates of first-year deaths classified as unintentional
(mostly cases of sudden infant death syndrome, SIDS) were also positivel
correlated ,S.E .Eomn four income inequality variables, Although all eight 5::%“
of ¥ were positive, ranging from 0.39 to 0.56, only three of the eight reached
the 5 percent significance level for this outcome.
. The 4&?3-@88 strength group of variables performed nearly as well as the
mcome inequality group in predicting low birth weight and first-year death rates
For Sw seven variables in the welfare state section, and the five infant Eﬁow
(low birth weight; infant mortality rate, male and female; unintentional first-year
a.@.“:F male and female), all 35 correlation coefficients have the expected zommum?n
sign m:.a 26 o.m the 35 (72 percent) reach statistical significance. The economic
Inequality J\m:mgmm other than unemployment and income inequality also showed
some relationship to infant outcomes. Higher rates of economic growth in the
1980s were associated with lower rates of unintentional infant deaths measured in
z.a .Gm.cm. Growth rates from earlier had no effect. Higher poverty rates were
mHmH.:.momEG associated with higher rates of low birth wei ght and infant mortality
Political a.snmzmm also were predictive of infant outcomes, although not as E:nm
80 as .<mszom in the income inequality and welfare state indicators. First, the
mqao.wou of effect for almost all the variables in this Eroup wasg :Emhma m, we
oom._mann “left” governments as traditionally associated with greater _..mEm.J\ and
n_.:E supports-—closest to the strong “welfare state,” which we saw above to be
highly correlated with better infant outcomes—-then it is counterintuitive to
find that both “right” and “left” governments might have a beneficial effect, Not
only @E._uﬁ. of years of social democratic government but also number of .omﬂm
of Christian democratic rule and “authoritarian legacy” all increase as mwwmﬁ
adverse outcomes decrease: 100 percent of the r values for infant outcomes with
these three variables have negative signs. However, only for social democratic

Social Capital, Class, Inequality, and Mortality / 651

government are these correlations statistically significant: in 60 percent of the
correlations, compared with 0 percent for the other two party types. Moreover,
union membership, left votes, and left seats in parliament are also associated with
improved infant outcomes—significantly so in 10 of the 15 correlations. Finally,
of the five correlations between “social pact” (in large part the policy and program
legacy of left political parties holding power) and infant outcomes, all five are
significantly associated; stronger social pact was associated with lower rates of
infant mortality and low birth weight.

We observed a curious finding with the other two predictor variables in this
group: the variables measuring number of strikes and percentage of workers
involved in strikes, Adverse infant outcomes tended to increase as these two
variables increased (9 of 10 with positive signs for r), but only one pair of
correlations reached statistical significance: unintentional deaths of male and
female infants were very strongly associated with the number of industrial
disputes (» = 0.87 (P <.001) and r = 0.85 (P < .001), respectively, for male and
female). Interestingly, these same outcomes, unintentional deaths of male and
fernale infants, were also very strongly associated with unemployment, but
peither unemployment nor strikes showed any consistent or significant asso-
ciation with low birth weight or overall infant mortality rates.

Varjables in the social capital group showed less consistent and significant
correlations with the infant outcomes. The strongest association in the group
was for unfair business practices, the increase of which was correlated with
increasing mortality and low birth weight, with r values ranging from 0.68
(P < .05) to 0.81 (P < .01). Both male and female infant mortality rates improved
with higher CPI. Distrust was positively associated with unintentional infant
deaths (P < .05 for male and female). The other four variables—organization
membership, volunteering, control, and BPI-—had no statistically significant asso-
ciations with infant outcomes,

In summary, the rates of low birth weight and infant deaths from all causes
were lower in those countries with more voter turnout, more left votes, more
left members of parliament, more years of social democratic government,
more women in government, a stronger social pact and various aspects of
the welfare state, and low income inequality, as measured in a variety of
ways. Strikes and high unemployment have a specific association with
infant deaths classed as unintentional, as do high levels of distrust and low
unionization rates,

With regard to specific causes of death, death from diabetes mellitus was
associated only with indicators of working-class power: authoritarian legacy,
years of Christian democratic government, proportion of workers involved in
labor disputes. Cancer mortality showed strong associations with economic
inequality, including absolute income and rate of exploitation, mostly among
women; strong associations with authoritarian legacy and years of Christian
democratic government; and moderate associations with social capital indicators
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CPI and BPI, among men only. Coronary heart disease mortality showed an
inverse association with economic growth in the period 1960~-73, moderate

- associations with years of social democracy and public medical expenditures,
strong inverse associations with industrial disputes and proportion of workers
involved, and inconsistent associations with social capital indicators (negative
with distrust and positive with control and CPI). Stroke and COPD both showed
associations with economic inequality, economic growth, and unemployment
mostly in the expected direction; stroke showed some associations with political
indicators (union density, social pact, left votes, left seats, number of industrial
disputes, and proportion of workers involved {inverse]); and both showed no
association with social capital indicators.

Death from infectious diseases was associated with economic inequality and
unemployment; strongly inversely associated with vote turnout, union density, left
seats, and especially public medical expenditures; and with the social capital
indicator of unfair business practices.

Death from cirrhosis was associated with economic growth during the period
1960--73, inconsistently associated with four social capital indicators (inversely
with belonging to organizations and volunteering, BPL, and CPI and positively
with distrust) and positively associated with indicators of years of Christian
democratic government, proportion of workers involved in labor disputes, and
number of industrial disputes.

Nonintentional injuries for ages 1-64 showed a positive association with
economic inequality and, in particular, with unemployment rate; rmoderate to
strong inverse associations with years of social democratic government (Figure 1),
union density (Figure 2), social pact, left votes and left seats; positive associations
with number of industrial disputes, social security expenditures, redistributive
effect of the state, and total public medical care expenditures; and only one
association with social capital indicators: unfair business practices associated with
fatal injuries among women in the 1544 age group,

Suicide showed moderate inverse associations with economic inequality and
poverty among women and a stronger positive association with unemployment
among men (r = .71); an inverse association with the proportion of workers
involved in labor disputes; positive associations with social security expenditures
and distributive role of the state among women; and basically no association
with social capital indicators. Homicide was strongly associated with economic
inequality and poverty; was moderately to strongly associated with working-class
power (i.e., years of social democracy, union density, social pact, left votes, left
seats, social security expenditures, redistributive effect of the state, and public
medical expenditures); and, except for unfair business practices, was unrelated
to social capital indicators.

Self-rated poor health showed sparse and inconsistent associations with
national income, volunteering (inverse), voter turnout, and years of Christian
democratic government.

Social Capital, Class, Inequality, and Mortality / 633
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Figure 1. Years of social democratic government, 19461980, and male injury mortality
rate, 1544 years.

DISCUSSION

Our results give support to Navarro’s critique of the social capital literature A.Cu
at least with regard to international comparative studies of émmEQ. countries.
To our knowledge, this is the first exploratory study at the national _o.<n_
incorporating a wide array of political variables. Our goal thus was 12 a specific
analysis but to infer patterns of relationships between groups of maﬁm_ msa.rmmg
indicators. Social capital indicators show weaker associations with a variety &,
health indicators than do economic inequality or political and welfare state indi-
cators (i.e., working-class power). Furthermore, the strongest and most oc.nmmmﬁa
associations with social capital were obtained with unfair business practices and
corruption indicators, which tap into institutional social capital, .>m we wm.a.n
argued elsewhere, institutional social capital, distinct from communitarian social
capital, can be easily integrated with social class politics (3). Our results also
underscore the unwarranted exclusion of working-class political and welfare
state indicators from international health, social epidemiology, health policy, and
public health. . .
The sign reversal of the associations between social Eﬁ.romﬁoﬂm and mortality
(e.g., in 59 of 65 cases, the sign for associations with infant and 65+ years



654 / Muntaner et al,

20
=-0.74 Males
18 Us r = - 0.77 Females
o
6
Spain i
=2 France Belgium
g 14 n o Canada a
g ] @ Finland
- Switzerland
mvy a
m 10 Germany ftaly Uauwnﬁr
- g @ Notway
"m UK Sweden
i 6 Netherlands ° °
=l o
=)
g 4
2,
=
M i
0

0 10 20 30 40 50 60 70 80 90

Union density 1970s

Figure 2. Union density, 1970s, and female injury mortality rate, 15-44 years.

mortality is reversed) replicated the results of an earlier study (6). This reversal
could be explained by greater economic inequality and weaker welfare states in
countries that also have lower mortality among the 65+ age group (e.g., the United
States, France; 6). ‘

Of all .Em health outcomes, the five variables related to birth and infant survival
wua :oEEasmonE injuries had the most consistent association with economic
inequality and working-class power (in particular, with strength of the welfare
.ﬂmﬁv and, less so, with social capital indicators. Rates of low birth weight and
Emmi.aomﬁrm from all causes were lower in those countries with more “left” (e.g.
socialist, social democratic, labor) votes, more left members of parliament Eozu”
%om.nm of social democratic government, more women in government, and nmmocm
indicators of welfare-state strength, as well as low economic inequality, as
measured in a variety of ways. Working-class power, as measured by political and
welfare state indicators, often yielded associations comparable to those obtained
with economic inequality,

<<.E. child health outcomies, injury mortality shows the strongest and most
consistent associations with working-class power, including both political
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indicators (union density, left seats, left votes, number of labor disputes, vears of
social democratic government) and strength of welfare state indicators. This may
reflect the crucial role of strong unions and labor parties in ensuring safety at work
or the devastating effect of weak unions and weak working-class parties on
protecting workers at the workplace.

Future studies should probe the relationships between political and welfare state
variables (working-class power) and health outcomes using techniques that allow
for the incorporation of a larger number of variables in the models (pooled
regression). Future studies may also develop new political typologies, analyze
smaller units such as regions, or improve the measurement of economic inequality
(e.g., exploitation including the service sector) and working-class power (e.g., the
impact of the nonparliamentary left). Building the explanatory and empirical
strength of population heaith models that incorporate class, race, and gender
econornics and politics might be necessary to show the limitations of social capital

and similar psychosocial models.
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TAKING CARE OF BUSINESS: HMOS THAT SPEND
MORE ON ADMINISTRATION DELIVER
LOWER-QUALITY CARE

David U. Himmelstein and Steffie Woolhandler

The authors analyzed health maintenance organizations’ administrative
costs and quality measures from the National Committee for Quality
Assurance’s Quality Compass database for the years 1997-2000. HMOs
with higher administrative overhead had consistently worse quality scores in
univariate analysis. Multivariate analyses controlling for geographic region
{all years) and HMO model type (1997 and 1998 analyses only) confirmed
that higher administrative costs were associated with lower quality. Excess
HMO bureauctacy is not only wasteful but harmful.

In the United States, private health insurers’ overhead averages 12 percent of
premiums (1), far higher than the overhead costs of national health insurance
programs in other nations. We view high administrative costs in the United
States as a waste of health care resources—the price of enforcing inequality and
extracting profit in health care. Others have a more sanguine view, suggesting
that high administrative costs may reflect socially useful activities such as
quality-improvement efforts {2).

In this article, we use data from the National Committee for Quality Assurance
to examine whether HMOs with higher overhead costs deliver better-quality care.

METHODS

We analyzed data from the National Committee for Quality Assurance’s (NCQA)
Quality Compass 1997, 1998, 1999, and 2000, including the Health Plan
Employer Data and Information Set (HEDIS) and HMO accreditation surveys
(3). The data reflect plan characteristics and performance for 1996, 1997, 1998,
and 1999, respectively.
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