THE BIRTH OF THE HEALTH CARE STATE

BEN ANSELL AND JOHANNES LINDVALL

It is sometimes said that we are born alone, live alone, and die alone.
For more than two hundred years, the state has begged to differ: the
modern state trains, licenses, and employs large numbers of health care
professionals, who assist our mothers when we are born, maintain and
manage our lives, and try—with some success—to preserve us from an
early death. For better or worse, the state won’t leave us alone.

In this paper, we examine the development of three important public
health programs—midwifery services, mental health care, and vaccina-
tion programs—between the beginning of the nineteenth century and
the Second World War. The paper has two objectives. First of all,
we provide an account of the origins of these three programs, show-
ing that states began to provide certain health care services early on,
in some cases already in the eighteenth century. Second, we provide
an explanation for the cross-country variation in how health care ser-
vices were governed, concentrating on three dimensions: centralization,

secularization, and subsidization.

1. STATE BUILDING AND THE HEALTH CARE STATE

There is a missing link in the history of government. Political sci-
entists know a great deal about state building in the early-modern
period: the process through which states developed modern bureaucra-
cies and increased their capacity to raise revenue and mobilize society’s
resources. Political science also tells us a great deal about the twentieth

century’s many political conflicts over distribution and redistribution.
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We know much less about the struggles over the scope of government
that began in the nineteenth century, when states first began to pro-
vide many of the goods and services that we now take for granted:
education, health care, and public order.

During the nineteenth and early twentieth centuries—an era of de-
mocratization, religious tumult, and nation-building—states around
the world transformed themselves from protectors to providers. The
early-modern state assembled armies of soldiers to protect its subjects
(while insisting on its right to tax their resources). The industrial-era
state assembled armies of professionals to provide new services to its
citizens (and to secure their loyalty and obedience), health care services
among them. As Mann (1993, chapter 14) has noted, one result of this
transformation was a major shift in the composition of public spending:
during the nineteenth century, the growth in civilian spending far out-
paced the growth in military spending in the leading European states.

This important political transformation has received little attention
in political science. It happened too late to attract the attention of
scholars of state building (who are typically more interested in the
early-modern than the late-modern period), but too early to attract
the attention of scholars of the welfare state (who have always been
more interested in the twentieth century than the nineteenth).> Much
of the comparative literature on the history of the welfare state is con-
cerned exclusively with income transfers, especially with social insur-
ance programs. For example, in the chapter on the “emergence” of
the welfare state in the Ozford Handbook of the Welfare State, Kuhnle
and Sander (2010) concentrate entirely on the emergence of social in-
surances, and therefore begin their investigation in the 1880s. They
recognize that this perspective is a narrow one, as it “neglects other
areas of emerging governmental responsibility for societal well-being
such as health and education” (61), but claim that it is nevertheless
“historically justifiable” since the late nineteenth century marks the
“take-off of the modern welfare state” (citing Flora and Alber 1981).
This approach strikes us as anachronistic. From the perspective of the
late twentieth and early twenty-first centuries, it may well seem as if

Two notable exceptions in the health care area are Jane Lewis’s book on

midwifery (1980) and Peter Baldwin’s book on contagious diseases (1999). See also
Barker (1943).



the welfare state began with social insurances, but from the perspec-
tive of, say, the middle of the nineteenth century, the development of
programs such as compulsory immunization and midwifery represented
a significant change in the role and scope of government.?

We begin our investigation of the emergence of the health care state
with midwifery, insane asylums, and vaccines, not with doctors and
hospitals. The reason is that modern hospitals did not emerge until
late in the nineteenth century. Before that, health care was typically
provided in the home (for those who could afford it). As Rosenberg
(1995 [1987], 5) notes, “Aside from a handful of surgical procedures,
there was little in the way of medical capability in 1800 that could
not be made easily available outside the hospital’s walls.” Hospitals,
which were typically run by philanthropic associations, provided simple
health care services for the poor—they were not medical establishments
(Rosen 1963; Granshaw 1989). It was only toward the very end of the
nineteenth century that medical knowledge and technology had become
so advanced that hospitals employing academically trained physicians
began to dominate health care provision (Wilsford 1991, 8). The public
health programs that we examine were introduced much earlier than
that.

2. CENTRALIZATION, SECULARIZATION, AND SUBSIDIZATION

The first aim of our paper is to account for the emergence of three
important public health programs—midwifery, insane asylums, and
vaccinations—between the beginning of the nineteenth century and
the Second World War. Our second aim is to understand how these
three programs were governed—especially why they were governed in
different ways in different countries.

Our theoretical expectations are based on our earlier study of pri-
mary education, in which we distinguished between three dimensions

of institutional variation when it comes to the governance of public

3In their chapter on “health” in the Ozford Handbook of the Welfare State,
Freeman and Rothgang (2010, 368) note that the world’s first public health policies
included local regulations on “sanitation and vaccination as well as quarantine” —
but the rest of their chapter is concerned with modern medicine (and it says nothing
at all about childbirth and midwifery).



services: centralization, secularization, and subsidization (Ansell and
Lindvall 2013).

The first dimension is centralization: the distribution of power be-
tween the central state, regions (sub-national governments), and lo-
cal authorities. In the early nineteenth century, most government
services—to the extent that they were provided at all—were provided
locally (arguably since states lacked the capacity to control its agents
in the periphery before the proliferation of network technologies such
as the railway and the telegraph). In the course of the nineteenth cen-
tury, however, central governments increased their capacity to control
service provision. Ansell and Lindvall (2013) argued that at least in
the area of education, the centralization of services was most likely in
right-wing dictatorships and in democracies governed by liberal or so-
cialist parties. In the empirical sections of the paper, we test whether
this explanation holds for health care programs as well.

The second dimension is secularization: the extent to which public
services were operated by secular authorities rather than parishes or
religious orders.* Ansell and Lindvall (2013) argued that the secular-
ization of public services was most likely under liberal and socialist
governments and in countries without established churches. We now
test the same hypotheses in the domain of health care.

The third dimension is subsidization: the provision of public funding
for private providers of services. In most countries, all public spending
for services went to public providers (such as government agencies, mu-
nicipal governments, or the parishes of an established church). In some
countries, however, governments subsidized private service providers.
Ansell and Lindvall (2013) argued that the subsidization of private
schools was most likely in religiously mixed societies, since it provided
a solution to the problem of religious conflict. We test the same hy-

pothesis in the health care domain.

“When we use the term “secularization,” we refer to the original meaning of
the word, which is “[b]elonging to the world and its affairs as distinguished from
the church and religion; civil, lay, temporal” (Oxzford English Dictionary)—that is,
we refer to the transfer of control from ecclesiastical to civil authorities, not to the
decline of religiosity or church attendance.



3. RESEARCH DESIGN AND METHODS

We examine the development of midwifery, mental health care (in-
sane asylums), and vaccinations in nineteen countries: Australia, Aus-
tria, Belgium, Canada, Denmark, Finland, France, Germany, Ireland,
Italy, Japan, the Netherlands, New Zealand, Norway, Spain, Sweden,
Switzerland, the United Kingdom, and the United States. We concen-
trate on these particular countries since the comparative literatures on
the welfare state and the origins of political institutions are concerned
with these nineteen states. For example, these are essentially the same
countries examined in Cusack, Iversen, and Soskice (2007), which ex-
plores the connections between economic interests and the origin of
electoral systems, in Esping-Andersen’s (1990) foundational analysis
of the welfare state, and in Martin and Swank’s (2012) analysis of the
origins of employer coordination. We start in the year 1800 (or later,
for countries that were not independent in 1800). We end in 1939.
Our analysis is based on our own coding of the scope and structure of
national public-health systems, drawing on a wide range of country-
specific secondary sources.

In the last part of our analysis—where we use statistical methods
to identify the correlates of various forms of health care governance—
we are restricted to the period 1870-1939, due to the lack of data on
explanatory variables from the early to mid-nineteenth century.

As we explained in Section 2, our hypotheses involve four explanatory
variables: political regime (democracy or authoritarianism), the ideo-
logical orientation of the incumbent government, religious heterogene-
ity (measured here relative to the proportion of Catholics in the popu-
lation), and the relationship between church and state. As our measure
of democracy, we use the dummy indicator developed by Boix, Miller,
and Rosato (2012). Our data on the ideological orientation of heads of
government (prime ministers, chancellors, and presidents) comes from
Brambor, Lindvall, and Stjernquist (2013). The underlying dataset
distinguishes between six ideological categories, but in the paper, we
use a simple binary variable that distinguishes between secular liberal
and socialist /social democratic heads of government on the one hand
and all other categories on the other. In some of our specifications,

we interact this ideology variable with the democracy dummy, which



allows us to distinguish the behavior of conservative governments in
democracies from the behavior of conservative governments in autoc-
racies (including fascist dictatorships). It also allows us, perhaps less
intuitively, to differentiate between liberal and socialist governments
elected in democracies and the radical parties that governed in what
can be called “liberal oligarchies” in the nineteenth century. Concern-
ing religious heterogeneity, we rely on data on the size of the Catholic
population from Lindert (2004).° Our variable is the negative of the ab-
solute difference between the proportion of Catholics in a country and
fiftty percent. Hence, as the proportion of Catholics approaches fifty
percent, our measure of religious diversity increases. Finally, we have
created our own indicator of established churches (a dummy variable
that takes the value 1 if the country has a Protestant state church).®
As control variables, we include a measure of real GDP per capita in
thousands of dollars (with 1990 as the baseline) from Maddison (2011),
and a dummy for federalism, coding Australia, Canada, Switzerland,
and the United States as federal for the entire period, Germany as
federal from 1871 to 1932, following Confino (2002) and Noakes (1980),
and Spain as federal during the First Spanish Republic in the 1930s.

4. BIRTH

Human birth is dangerous, and childbirth once posed great risks for
both the child and the mother. Today, at least in the rich democracies
in our sample, those risks are small (to take one prominent example,
Sweden’s maternal mortality rate fell by 99.6 percent between the late
eighteenth century and the early 2000s). The reduction of maternal
and infant deaths in most of the world’s countries is one of the most
impressive public-health achievements of the past two centuries (Besley
and Kudamatsu 2006).

We therefore begin our investigation of the origins of the health care
state at the beginning, as it were: with birth, and in particular with
the expansion and professionalization of midwifery, which is one of the

®Lindert does not have data on the Catholic population in Ireland, so for Ireland
we use census data from Kennedy (1973, 112).

6The countries with established churches in our sample are Denmark, Finland
(until independence from Russia in 1918, when the Evangelical Lutheran Church

of Finland was disestablished), Germany (until the abdication of the Emperor in
1918), Norway, Sweden, and the United Kingdom (England).



FIGURE 1. Midwives: Education and Licensing
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Comments: The left-hand figure describes the proportion of sovereign states in our
sample that provided some form of public education for midwives. The right-hand
figure describes the proportion of sovereign states in our sample that had a licensing
system for midwives.

main causes of the decline of maternal mortality and infant mortality
worldwide (Loudon 1992; Pettersson-Lidbom 2014).

Interestingly, some states became involved in the provision of mid-
wifery services as early as the eighteenth century. In Figure 1, we use
two simple indicators to describe the role of the state wvis-a-vis mid-
wifery in the countries in our sample between the year 1800 and the
Second World War. The left-hand panel describes the proportion of
countries in our sample that provided some form of public education
for midwives; the right-hand panel describes the proportion of countries
in our sample in which the practice of midwifery required a license that
was issued by a public authority (not surprisingly, these two variables
are highly correlated).

Already in the early 1800s, in the very beginning of the time period
that we examine, four countries in our sample provided public educa-
tion for midwives (and required practicing midwives to be licensed):
Denmark, the Netherlands, Spain, and Sweden. In Denmark—and
therefore also in Norway, which was controlled by Denmark at the
time—public education for midwives goes back the the sixteenth cen-
tury, and from 1787, it was centralized at Copenhagen’s Royal Mater-
nity Hospital (Cliff 1992). In the Netherlands, municipal-level training
for midwives, overseen by provincial medical committees, was in place

from the seventeenth century; in 1823, centralized midwifery schools



FIGURE 2. Midwives: Associations
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Comments: The figure describes the proportion of sovereign states in our sample
that had a national association for midwives.

were established in six major cities, but the old local-provincial sys-
tem continued to train the majority of midwives (Loudon 1992, 417;
Van Lieburg and Marland 1989). In Spain, beginning in the late eigh-
teenth century, training for midwives was carried out under the su-
pervision of the Royal Colleges of Surgery in Barcelona and Madrid
(established in 1760 and 1787) (Ortiz 1991). In Sweden, finally, legisla-
tion adopted in 1757 required each parish to employ a midwife and to
pay for at least three months of education in Stockholm, overseen by
in institution called the Collegium Medicum (Hogberg 2004; Romlid
1998).

The proportion of countries that licensed and provided public edu-
cation for midwives remained fairly stable for much of the nineteenth
century, only to increase to almost 100 percent of all countries around
the year 1900 (the only country that did not provide any formal edu-
cation for midwives was Canada, where midwifery "remained a tradi-
tional craft across most jurisdictions of the country” during the entire
time period that we consider in this paper; see Benoit, Wrede, and
Sandall 2001, 41).



Figure 2 describes the proportion of countries in our sample that had
a national association for midwives. As the figure shows, the first such
association—DBritains Royal College of Midwives, called the Matron’s
Aid Trained Midwives Registration Society at the time—was estab-
lished in 1881. Other countries soon followed, and by the 1920s, the
majority of the countries in our sample had a national association, tes-
tifying to the emergence and organization of midwifery as a recognized
profession in the late nineteenth and early twentieth centuries.

Table 1 describes how midwifery was governed in the nineteen coun-
tries in our sample between 1800 and 1939, mapping governance regimes
with the help of our three dimensions—centralization (meaning here
that at least some midwives worked for central government authori-
ties), secularization, and subsidization. As the table shows, midwifery
was rarely centralized among the countries in our sample, but there
were a few examples, such as Ireland and Norway, where at least some
midwives in public employment worked for—or were managed by—
central government authorities. Religious control was also rare. Never-
theless, there is variation in all three dimensions, raising the question
of which political, economic, and social factors were associated with
particular institutional configurations.

In Tables 2, 3, and 4, we present the statistical results. Given that
the number of institutional changes were so few, relative to the number
of years under analysis (1870 to 1939 for most of the countries that we
examine), we collapse the data into decade averages. The way that
we generate the country-decade data depends on the variable under
analysis. For the independent variables—such as partisanship, religious
heterogeneity, and economic development—we take the country average
for each decade. For the dependent variables, which are categorical in
nature, this procedure does not make sense—for one thing, there is no
score of, say, 0.5 on the centralization dimension—and since we want to
make sure that we are not predicting, for example, the position in the
centralization dimension in 1871 with effects of democracy that occur
in 1879, we take each country’s score in the last year of each decade
(1879, 1889, ..., 1939). We do the same for the established church

variable, for democracy, and for federalism.”

"For Austria, we use data from 1938 instead of 1939.
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We run a series of binary probit estimations, with country-clustered
standard errors, where the dependent variables are, in turn, central-
ization, secularization, and subsidization. In each case we present the
following series of models: (1) a baseline analysis with democracy, gov-
ernment ideology, federalism and GDP per capita; (2) the same spec-
ification with democracy and government ideology interacted; models
(3) and (4) add religious heterogeneity and established church to the
previous two models; models (5) and (6) add decade dummies. Decade
dummies control for overall tendencies across time to centralize, secu-
larize, or subsidize services.

Table 2 shows that the political pattern that we identified in the
education domain can also be found in the area of midwifery. As in
our paper on education, we find a positive coefficient on the interaction
term and negative coefficients on the ideology and democracy variables
alone. However, unlike the case of education, the centralizing tenden-
cies in democracies are not as strong: in less than fully democratic
countries, liberal governments were unlikely to centralize midwifery
services, but in democracies, they were just as likely as right-wing gov-
ernments to do so (in the area of education, we found that liberal and
social democratic governments were more likely than conservative and
Catholic governments to centralize service provision in democracies).

Interpreting the coefficients is easier graphically, as we demonstrate
in Figure 3, taken from Model 6 and providing predicted probabilities
with ninety-five percent confidence intervals.® We find that centraliza-
tion of midwifery was extremely rare in countries coded as democracies,
and that ideology has no apparent effect in these countries. Conversely,
while autocracies under liberal government are also not associated with
centralization, autocracies with conservative government do appear to
be more likely to have centralized midwifery—a finding that seems to

be driven by countries such as Germany and Spain.

8All graphs are calculated using Stata’s margins command. Ninety-five per-
cent confidence intervals represented estimates for predicted values, which include
measurement error about the prediction as well as the coefficient (that is, they in-
clude overall prediction uncertainty as well as inferential uncertainty related to the
“effect” of one variable on another).
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F1GURE 3. Political Regimes and Centralization of Midwifery

Likelihood of Centralization
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In Table 3, we find few robust relationships between the political and
economic variables that we consider and secularization, which is in con-
trast to our earlier findings regarding primary education. In our article
on education, liberalism was found to be correlated with secularization,
but here, liberalism /socialism is, if anything, negatively correlated with
secularization. Religious heterogeneity is also uncorrelated with secu-
larization. In Models 3 through 5, we do find a relationship between
having an established church and the secularization of midwifery—but
even here the results are unexpected: we would normally expect the
fusion of church and state to be associated with less secularization,
but here we find the reverse. This can be seen in most clearly Figure
4.

Table 4 finds the opposite of what we found in Ansell and Lind-
vall (2013): a negative relationship between religious heterogeneity and
subsidization rather than a positive relationship (however, this associ-
ation is only statistically significant at the ten percent level). We also
find a negative effect of liberalism/socialism on subsidization. Figure
5 demonstrates the combined effect of the two variables. As the figure
shows, conservative governments were more likely to subsidize privately

provided midwifery services, particularly at moderate levels of religious

13
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FIGURE 4. Established Churches and Secularization of
Midwifery

Likelihood of Subsidization

Established Church

heterogeneity. Religious heterogeneity has a particularly negative im-
pact on subsidization in conservative regimes. For liberal and socialist
governments, a floor effect is in play: the probability of subsidization
is low regardless of religious heterogeneity.

To summarize, only in the case of centralization do we find patterns
that are similar to those we uncovered with respect to education in
Ansell and Lindvall (2013), and even here, there is only one similarity:
the centralizing behavior of conservative governments in autocracies,
including fascist dictatorships (we do not find, as we did for education,
that liberal democratic regimes were associated with centralization).
In the cases of secularization and subsidization, the results are very
different from the results for education. State churches are associated
with secularization, and subsidization is less common when religious
heterogeneity is high. This probably reflects the lower political pro-
file of midwifery wvis-a-vis education: subsidization as a compromise
solution to the funding of schools in religiously mixed societies clearly
does not apply in the case of midwifery, where governments were ap-
parently only happy to subsidize religiously provided birth services in

cases of religious homogeneity. This may be because midwifery was
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FI1GURE 5. Political Regimes, Religious Heterogeneity
and Subsidization of Midwifery

Probability of Subsidization of Midwifery

Religious Heterogeneity

All Conservative All Liberal / Socialist

not universally used (hence no need to buy off religious groups), and
not something that governments gave priority to controlling (hence a

willingness to subsidize even in the absence of religious competition).

5. MADNESS

Today, mental illness is often dealt with through therapy, medica-
tion, and community care, whereas physical illness is dealt with in
expensive, capital-intensive hospitals. It is easy to forget that it was
not always so. In the nineteenth century, mental illness was often met
with institutionalization, whereas physical illness was either suffered or
dealt with privately (by visiting physicians).

The large-scale institutionalization of the mentally ill was a nineteenth-
century phenomenon. Two hundred years ago—in the early 1800s—
very few people were committed to lunatic asylums or other institutions
dedicated to the confinement and treatment of individuals with “insane
and disordered minds” (quoting the name of the first mental hospital
in the United States, in Williamsburg, Virginia). A century later, in

the early 1900s, matters were very different: at that time, the inmate
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population in the United Kingdom, to take one example, exceeded one
hundred thousand individuals (Porter 1987), which corresponds to be-
tween half a percent and one percent of all adult individuals.

This expansion of mental health care—for want of a better term—in
the course of the nineteenth century was the result of a combination
of cultural, economic, social, and political factors, including industri-
alization and urbanization, the end of older forms of poor relief and
community care, and the emergence of psychiatry as an academic dis-
cipline and profession. There is a vast literature on the cultural and
social history of madness, numerous studies of the intellectual history
of alienism and psychiatry, and many studies of mental hospitals as
institutions of authority and control (following Foucault 1961). But to
our knowledge, there are no comparative studies of how states governed
mental hospitals and national asylum systems.

We begin by considering some evidence regarding the history of men-
tal health care in our sample of nineteen countries (see Table 5). In
the first three columns, we find (a) the name and location of the first
institution in each country that catered exclusively to individuals with
mental health problems, (b) the year in which this institution was es-
tablished, and (c) whether it was private or public and whether it was
operated by a religious institution or order.

Determining which institution was first is not straightforward. Men-
tal hospitals typically emerged through a gradual process of differenti-
ation: first, other institutions—such as prisons, alms houses, and gen-
eral hospitals—began to identify the insane as a special category of
inmates/patients; second, separate units within prisons, alms houses,
and hospitals were created to confine and treat this category of people;
third, separate wings and annexes were built; fourth, special hospitals
were created for the sole purpose of confining and treating the insane;
fifth, these hospitals turned into modern psychiatric hospitals. The in-
formation in Table 5 concerns the first institution in each country that
cared exclusively for persons with mental health problems (lunatics,
madmen, the deranged, the disordered, the insane), and the year in
which it started to do so (or, in the event that they were built for this

purpose alone, the year it opened).
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We learn two important things from this list. First of all, whereas
there was a great deal of variation between countries with respect to the
creation of separate mental hospitals—the world’s first asylum opened
in Spain in the fifteenth century—in most countries, the first men-
tal hospital opened between the middle of the eighteenth century and
the middle of the nineteenth. Second, whereas early mental hospitals
(fifteenth century to mid-eighteenth century) were typically religious
institutions, operated by religious orders, the mental hospitals that
opened from the late eighteenth century onward were typically public
institutions, operated by secular authorities, not the church.

In the last two columns, we find (d) information about the year
in which national legislation on asylums and mental health was first
adopted and (e) information about the period in which the inmate
population increased the most in the history of the asylum system in
each country. As the evidence summarized in the table shows, the
creation of national systems of mental health care—with large inmate
populations—is a phenomenon of the nineteenth century: with the sole
exception of Japan, national legislation on the establishment of asy-
lum systems was first adopted between the years 1808 and 1865, and
with few exceptions, Japan being one of them, the largest increase in
the inmate population occurred in the second half of the nineteenth
century.

Clearly, the creation and expansion of mental health care systems
was an important part of the state formation process in the nineteenth
century. Among the rich, industrializing states, the process also ap-
pears to have been relatively uniform.

In Table 6, which describes the way in which insane asylums were
governed, we find, first of all, that although most countries centralized
mental health care (most countries start in the two right-hand columns
but end up in one of the two left-hand columns) centralization was not
universal; in particular, provision remained local or regional in federal
states, such as Australia, Canada, the United States, and pre-Nazi Ger-
many. We also find, with respect to centralization, that the new fascist
governments in the inter-war period in Italy (1922), Germany (1933),
and Austria (1934) immediately centralized control over mental health

care when they won power, reflecting our earlier findings concerning
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FIGURE 6. Political Regimes and Centralization of Asylums

Likelihood of Centralization

0 A1 2 3 4 5 6 7 8 9 1
Liberal/Saocialist Government

— demaocracy=0
---- democracy=1

schools (Ansell and Lindvall 2013). Regarding the role of the church
and the provision of public funding for private providers of mental
health care, we also find important variation across countries. (Many
countries provided public funding for private mental health care, but
it appears that this was not, as in the domain of schooling, to manage
religious diversity, but because of overflow from the public system.)
We now turn to our statistical analysis of the structure of national
asylum systems in the late nineteenth and early twentieth centuries.
As with midwifery, we begin by examining the relationship between
our political, economic and religious variables and centralization. The
pattern, demonstrated in Table 7 is as before—a negative effect of lib-
eralism/socialism and a positive interaction of that ideology variable
with democracy. As before, we demonstrate the effect graphically in 6.
The effect of government ideology can only be observed in autocracies—
with more liberal governments being less likely to centralize than more
conservative (and fascist) governments. In democracies, there is, as
before, no estimated effect of ideology in democratic governments, but
the probability of centralization of asylums in democracies is uniformly
high. In other words, the only cases where asylums remained decen-

tralized appear to be liberal oligarchies.
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F1GURE 7. Political Regimes and the Secularization of
Asylums

Likelihood of Secularization

Established Church

We now move to examine secularization of asylums. Here we find
the same surprising effect that we did with midwifery—countries with
established churches were more likely to remove control over asylums
from the church. There is a further interesting association that is worth
examining and is shown in Figure 7: there appears to be an inter-
active relationship between ideology, democracy, and secularization—
once more, “liberal oligarchies” stand out from the rest, being, here,
the least likely to remove control over asylums from the church. This
is strikingly different from the case of schools, for Ansell and Lindvall
(2013) show that liberal governments were more likely to engage in
the secularization of education. Again, this suggests that the politics
behind the state’s early involvement in health care was sharply distinct
from the educational experience.

Finally, we examine the relationship between political and religious
forces and the subsidization of asylums. Again we do not find the
expected association between religious factors and subsidization. In
particular, there is no stable relationship between religious heterogene-
ity and subsidization—in contrast to the findings for education. For

church establishment, there is a strong negative effect on subsidization,
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F1GURE 8. Political Regimes and Subsidization of Asylums

Probability of Subsidization of Asylums

0 . 2 3 4 5 6 7 8 9

Proportion of Liberals or Socialists in Government

Autocracy Democracy

implying that only in countries without established churches was the
state likely to fund private asylums.

The relationship between political variables and subsidization is also
interesting, and can be seen in Figure 8. We find a negative interaction
between democracy and liberal/socialist ideology: “liberal oligarchies”
were most likely to subsidize private asylums (much as they were the
least likely to centralize them or secularize them). This suggests a
specific pattern for “liberal oligarchies” with regard to asylums: keep
the state at arm’s length from existing private religious asylums by

only providing funding support rather than exerting direct control.

6. DEATH

Deaths from communicable diseases were once common in all parts
of the world (even today, they account for one third of all deaths glob-
ally), but in today’s advanced democracies, they are rare. In this sec-
tion, we examine national programs for the provision of the world’s
first vaccine—the smallpox vaccine, which was invented the British
physician Edward Jenner in the 1790s (Jenner 1798). According to

McKeown (1979, 30), the smallpox vaccine was the only case in which
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“immunization and therapy” contributed to a decline in the death rate
before the year 1900 (the decline in the death rate before that year
is largely attributable to other causes). It is therefore natural to con-
centrate on smallpox rather than trying to cover a range of different
diseases.

Smallpox—the deadliest of all communicable diseases, going by the
total number of deaths through history—was caused by two different
viruses: Variola major, causing the more common, and more deadly,
form of the disease, and Variola minor, causing a less common and
less deadly form. The virus was endemic in human populations for at
least three thousand years, probably longer, until its final eradication
in the late 1970s through a program launched by the World Health
Organization (smallpox is the only infectious disease affecting humans
that has ever been eradicated) (Fenner et al. 1988). The deadlier form
of the smallpox virus killed up to 50 percent of its victims and left
survivors horribly scarred (Williams 2010, 14).”

The politics of smallpox has already been the subject of several stud-
ies, most importantly Contagion and the State, Peter Baldwin’s magis-
terial study of England, France, Germany, and Sweden (1999, Chapter
4). We present comparative evidence on a longer time period, em-
phasizing, as in other parts of our project, political conflicts over the
administration of public programs.

Figure 9 describes the development of smallpox vaccination programs
using two simple indicators. The figure’s left-hand panel describes
the proportion of sovereign states in our sample that had a national
vaccination program for smallpox (judging from the country-specific
medical histories that we have consulted). As the figure shows, the
proportion went from just above 0 percent (only the Netherlands had
introduced a program before the year 1800) to around 80 percent (three
federal states—Australia, Canada, and the United States—never had
national vaccination programs), with most of the growth occurring in
the first half of the nineteenth century. In other words, soon after

the development of the smallpox vaccine, a majority of the states in

9The titles of two recent histories of smallpox— The Greatest Killer (Hopkins
2002) and The Angel of Death (Williams 2010)—speak for themselves.
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F1GURE 9. The Smallpox Vaccine: Vaccination Programs
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(a) National Vaccination Program (b) Free for General Population

Comments: The left-hand figure describes the proportion of sovereign states in our
sample that had national vaccination programs for smallpox. The right-hand figure
describes the proportion of sovereign states in our sample where vaccines were free
for the general population (where provided).

F1GURE 10. The Smallpox Vaccine: Compulsion

1004 1004
80
60
40

20

Perc. States With Compulsory Vaccination for All
Perc. States With Anti-Vaccination Movement

0 0

1800 1820 1840 1860 1880 1900 1920 1940 1800 1820 1840 1860 1880 1900 1920 1940
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Comments: The left-hand figure describes the proportion of sovereign states in our
sample where vaccination was compulsory for all groups throughout the country.
The right-hand figure describes the proportion of sovereign states in our sample
that had significant anti-vaccination movements.

our sample made it a national policy to protect the population against
smallpox.

Where vaccines were provided for young children, they were typically
provided without cost. As the right-hand panel in Figure 9 shows, how-
ever, only around half of all states provided vaccines, where available,
for free for the general population before the late nineteenth century,
when the proportion of states that did so increased to almost 100 per-
cent (presumably this was a consequence of the great smallpox epidemic
in Europe in 1870-1875, after the Franco-Prussian War).
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Vaccination raises serious political and ethical questions. The most
critical question is this: may the state compel individuals to be vac-
cinated? Most vaccinations are invasive medical procedures in a very
obvious sense (and the smallpox vaccines certainly were): a biological
agent is injected into (and “invades”) the body. On the other hand,
public health is compromised when individuals choose to refrain from
vaccination. The tension between these principles is discussed in the
opinion of the first Justice Harlan in the case of Jacobson v. Mas-
sachusetts (197 U.S. 11), which concluded that “Upon the principle
of self-defense, of paramount necessity, a community has the right to
protect itself against an epidemic of disease which threatens the safety
of its members.”

The left-hand panel of Figure 10 describes the proportion of countries
in our sample where smallpox immunization was compulsory for the
general population (as opposed to just specific groups, such as Native
Americans in the United States). The right-hand panel describes the
proportion of countries in our sample where there was a significant
anti-vaccination movement. It is interesting to note that already in the
nineteenth century—as in the twenty-first century—vaccinations was a
contentious political issue.'®

Table 10 describes how vaccination programs were governed in the
nineteen countries in our sample over time, mapping the governance
regimes using our three dimensions of centralization, secularization,
and subsidization.

In Tables 11 and 12, we present the statistical results (it is not possi-
ble to analyze the process of secularization statistically, since the public
provision of vaccinations had already become almost completely secu-
larized in the countries in our sample by the 1870s, when our statistical
analyses begin).

For centralization, we once more find the expected conditional re-
lationship between regimes, the ideological orientation of the govern-
ment, and governance. This pattern can be seen in Figure 11. As

before ideology does not appear to matter very much in democracies

10 Anti-vaccine sentiments were probably more justified in the nineteenth cen-
tury than they are today: in the nineteenth century, vaccinations were commonly
provided “arm-to-arm,” which meant that vaccination was associated with an in-
creased risk of contracting blood-borne diseases such as syphilis and hepatitis.
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FicUre 11. Political Regimes and Centralization of
Vaccine Provision

Probability of Centralization of Vaccines

Proportion of Liberals or Socialists in Government

—®— Autocracy Democracy

(which have a one-in-three probability of centralizing regardless of who
controls the government). By contrast, we again see the pattern of
conservative autocracies being substantially more likely to centralize
vaccination programs than “liberal oligarchies.” Accordingly, the same
striking pattern has been evident across all three areas of early health
provision: midwifery, asylums, and vaccinations. No states were partic-
ularly keen to acquire central control over the provision of these services
except for conservative autocratic governments, including, importantly,
fascist governments. The contrast with education is striking, for in the
case of education, democracies with liberal or social democratic gov-
ernments were avid centralizers.

When it comes to the subsidization of vaccination programs, how-
ever, we do find the same positive effect of religious heterogeneity that
we found for education systems in Ansell and Lindvall (2013). Figure 12
demonstrates this pattern, splitting the sample by the degree of liber-
alism of government ideology. For both conservative and liberal /social
democratic governments, religious heterogeneity is positively associated
with the probability of subsidization, though the effect is estimated
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FI1cURE 12. Political Regimes and Subsidization of
Vaccine Provision

1.5

Probability of Subsidization of Vaccinations

Religious Heterogeneity

All Conservative All Liberal / Socialist

with more precision in the case of liberal governments. The effects are
quite large in magnitude, with liberal/social democratic governments
moving from a twenty-five to ninety-five percent probability of sub-
sidization and conservative governments moving from a five percent
to sixty percent probability of subsidization as religious heterogeneity

moves from its minimum to its maximum.

7. CONCLUSIONS

In this paper, we have shown that governments in Western Europe,
North America, and the Asia-Pacific region became involved in birth,
life, and death—midwifery, insane asylums, and vaccinations—as early
as the late eighteenth and early nineteenth centuries. The comparative-
historical literature on the welfare state has failed to appreciate the
importance of these early public-health programs.

We have also demonstrated, building on our earlier work on edu-
cation (Ansell and Lindvall 2013), that the structure of these public

health programs can meaningfully be described in three dimensions:
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centralization (the balance of power between local, regional, and cen-
tral government), secularization (the balance of power between reli-
gious and secular authorities), and subsidization (the provision of pub-
lic funding for private providers).

Finally, we have tested whether the ideas about the political drivers
of education governance that we introduced in Ansell and Lindvall
(2013) apply in the public-health field. Four patterns stand out—
patterns that we hope to explore further in future work.

(1) As in the area of education, “liberal oligarchies”—that is, non-
democratic countries governed by liberal political parties—were un-
likely to centralize the provision of health care. In other words, liberal
government in non-democratic regimes is associated with decentralized
models of governance. (Conservative governments in non-democracies,
by contrast, were keen to centralize service provision.)

(2) Unlike in the area of education, however, liberal and social demo-
cratic governments in democracies were not more likely to centralize
health care provision than conservative governments in democracies.
The most plausible explanation is that whereas education was central
to liberal and social democratic political ambitions and ideas about
nation-building and reform, health care was not (in other words, posi-
tions on health care did not separate the left and the right).

(3) Another difference between health care and education is that
churches do not appear to have been eager to retain control over (pub-
licly provided) health care services. In the case of smallpox vaccina-
tions, we found that vaccine provision had become almost completely
secularized by the 1870s, and in the other two areas—midwifery and in-
sane asylums—we found that countries with established churches were
in fact more likely to move to a secular model of service provision
than countries without established churches. Again, the most likely
explanation is that health care was not as politically salient as primary
education—churches saw no need to control publicly provided health
care (although churches sometimes operated a parallel system of their
own).

(4) When it comes to subsidization, health care programs appear to
vary. In two cases—midwifery and insane asylums—we did not repli-

cate our earlier findings concerning religious heterogeneity; in those
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two areas, subsidization does not appear to have been a response to
religious conflict, but rather a functional response to overflow and a
lack of capacity within the public system. In the case of the small-
pox vaccine, however, we do find the expected pattern (subsidization
is more likely in religiously divided societies). One explanation for this
difference among health care programs is that vaccines were politically
and religiously controversial in a way that midwifery and mental health
care were not. One observation that speaks in favor of this interpreta-
tion is that subsidization was more likely in countries with a significant
anti-vaccination movement (where the likelihood of having subsidiza-
tion was 30 percent) than in countries where there was no mobilization

against vaccines (where the likelihood was 20 percent).
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