
 
Insuring against high medical risks from an international historical and social political perspective 
 
Introduction: high medical risks in the EU 
 
According to the principle of subsidiarity the organisation, implementation and financing of long term 
care as high medical risk belongs to the domains of health and social security of the EU-member states 
themselves.1 The way in which long term care is organised and financed depends on economical, 
cultural, social and historical background of each country.2 Even the definitions of long term care 
differ from state tot state.3  
 
However, all member states deal with the same problems and challenges of access, quality and 
sustainability for long term care. The ageing of the population and the growing prevalence of chronic 
diseases causes and will cause a growing demand for services, while government budget deficits, 
shortage of staff and changing family structures are severe threats to adequate and sustainable long 
term care.4  
 
The EU promotes coordination of long term care as high medical risks to support solutions for these 
problems at the national level.5 There are many EU and non-EU reports and studies about organising 
and financing long term care in the member states in the future, but EU-wide coordination demands 
comparative knowledge of how the national systems were formed and functioned from social- and 
political-historical point of view.6  
 
The history of healthcare insurance 

The history of healthcare insurance in the EU through social health insurance funds, private health 
insurance companies, and tax-funded systems in the form of National Health Services is described 
extensively in comparative international studies into financial systems for health such as J. Blanpain, 
L. Delesie and H. Nys, National Health Insurance and Health Resources. The European Experience 
(Cambridge, Massachusetts and Londen 1978), R.B. Saltman, J. Busse, J. Figueras (eds.), Social 
health insurance in Western Europe (New York 2004 and K.P. Companje, R.H.M. Hendriks, K.F.E. 
Veraghtert en B.G.E.M. Widdershoven, Two centuries of solidarity. German, Belgian and Dutch 
social health insurance 1770-2008 (Amsterdam 2009).7  
 
In these studies no clear distinction is made between the coverage of affordable health care with low 
medical risks such as the care provided by General Practitioners (GPs) and specialists, paramedical 
care and hospital care, and the coverage of expensive, high medical risks such as long term care for 
the elderly, physically disabled and the mentally ill, homecare, rehabilitation programmes and the 
district nursing services.  
 
In healthcare systems that are financed through taxes, i.e. the Beveridge systems such as the British 
National Health Service, the Norwegian and Swedish healthcare systems, the financial set-up does not 
play a major role in the distinction between high and low medical risks.8 However, this distinction is 
crucial for the way in which health care is paid for in healthcare systems in countries such as 
Germany, Belgium, the Netherlands, France and Austria where the financial set-up consists of a mix 
of social and private healthcare insurance companies, government contributions and personal 
contributions: the Bismarckian type of welfare states.9   
 
Coverage of low medical risks in countries such as the Netherlands, Belgium, Austria, France and 
Germany is taken care of by basic insurance policies for healthcare and social health insurance funds. 
The history of these insurance schemes is described extensively and also comparatively from an 
international perspective.10  
 
The insurance against high medical risks is much less uniform and very few details of its history have 
been documented.11 In 2004, De Roo, Chambaud and Güntert presented the first ever comparative 



study of long term health care as a high medical risk in EU (European Union) member states, but the 
study was not carried out from a historical perspective.12 In 2005, the Commission for Public Health 
and Healthcare in the Netherlands [De Raad voor de Volksgezondheid en Zorg] published a 
recommendation for reforms to the Dutch AWBZ, an official act governing special medical expenses, 
backed up by country studies on long term health care.13 These reports dealt with the problems relating 
to long term health care, including how it is set up and financed in the Netherlands, the United 
Kingdom, Germany, Sweden, Spain and Portugal. 
 
Reason for the project 

In the Netherlands, Germany and Belgium it has been concluded that the current regulations governing 
high medical risks such as care in convalescent homes and residential homes for the elderly, home 
help schemes, care for the physically handicapped, and mental healthcare are inadequate.14 Soaring 
costs, the lack of functional descriptions for health care, complex financing structures and the 
distribution of authority over different ministries and regional and local authorities have meant that the 
countries listed above increasingly view these regulations as problematic. Solutions are sought through 
a variety of methods, as Rothgang suggested for the German Pflegeversicherung and Briançon et al. 
for the French system of financing the costs of chronic illness.15  
 
In the Netherlands this type of financial cover is dealt with almost entirely by an act governing 
healthcare expenses called the Exceptional Medical Expenses Act (AWBZ). In Germany, the Soziale 
and Private Pflegeversicherung provide partial cover for long term, residential care, although services 
such as domestic support, care for the mentally ill and the physically handicapped, and rehabilitation 
programmes are financed in different ways by the state and the Gesetzliche and Private 
Krankenversicherung.16 In Belgium, financial cover is spread over a number of institutions providing 
preliminary social services, private funding bodies, and the social health insurance fund through the 
collective insurances of the INAMI/RIZIV. In 1999 the Flemish government passed a law for public 
insurance for elderly care in order to cover the expenses of long term health care. 17 
  
To compare the systems mentioned above with more divergent systems of private and public insurance 
arrangements and tax financed long term care Austria, France and Norway are included in this project. 
Austria has a mixed system of  federal and regional tax-funded schemes for case related benefits.18 In 
France the distinction is made between nursing home care for elderly and disabled adults as social 
care, and nursing home care or care provided in local hospitals with nursing function. The last are 
provided by the mutualities as benefit of the social health insurance scheme.19  
In addition to these countries where financing high medical risks by insurance, Norway is added as 
model of a state where these risks are part of the tax financed benefits of the welfare state.20 The 
various forms of long term care and rehabilitation care are implemented by the municipalities and the 
regions by contracting public and private care providers. 
The choice in countries will, partly at the request of Zorgverzekeraars Nederland (the consortium of 
Dutch healthcare insurers), be extended to the United States of America with its mixed structure of the 
recently passed Affordable Care Act with Pre-Existing Condition Insurance Plan, Medicare, Medicaid 
and private financial arrangements.21 
 
It is important to gain insights into the way in which the financial basis and the structure of insurance 
against high medical risks evolved in order to fully understand the current problems. In this way  
information can be provided, which can be used in political and social debates. How did crucial 
elements as structures, financing, benefits and administration develop in the mentioned countries? 
What was the influence of the tension between the power of the state and private parties on the 
development of these arrangements? Rothgang and Morel both studied the development of the 
international variety on insurance arrangements from the theoretical perspective of the Bismarckian 
welfare state classification of Gosta Esping-Andersen.22 Christensen described the Norwegian long 
term care system as model of the Scandinavian social democratic welfare regime, with public and 
private provision of health care.23 Gleckman wrote an interesting paper about the development in time 
of and the problems with long term care financing reforms in the Netherlands, Germany, Japan, France 



and the United Kingdom with lessons for the US.24 But this was a short sketch and gives little insight 
in the political and social context in wich the described arrangements were formed. 
 
During discussions with colleagues from the Archive and Museum of the Socialist Workers’ 
Movement - Institute for Social History [Archief en Museum van de Socialistische 
Arbeidersbeweging-Instituut voor Sociale Geschiedenis, AMSAB-ISG] in Ghent and the Institut für 
Gesundheitswissenschaften from the Technische Universität Berlin, it became evident that there is a 
scientific interest in an historical comparative study into the history of how high medical risks are 
financed viewed in its administrative, social and health care context. EU and national government 
policy workers, health insurers and the healthcare system have confirmed that a lack of historical 
insights is restricting the development of new policies.  
 
A comparative study into the history of the way in which the insurance of  high medical risks in the 
Netherlands, Belgium, Germany, Austria, France, Norway and the US has been structured and 
financed can go a long way into addressing this need.  
 
Research and primary objectives 

In Belgium, the Netherlands, Germany, Austria, France, Norway and the US extensive efforts are 
made to provide coverage for these risks through public and private health insurance in combination 
with a description of the care that is required and the regulations that govern it. The period covered by 
the study can be set at 1945-2010. The coverage of high medical risk was part of the postwar debate 
about social health insurance. The way the insurance coverage and financial arrangements were 
developed and implemented differed in each state, depending on the systems of social insurance and 
health care and the outcome of the social and political debates. 
 
The research question is formulated as follows:  
 
How does the insurance coverage  for high medical risks link up with the development of social 
security and health care in the Netherlands, Belgium, Germany, Austria, France, Norway and the USA 
from 1945 onwards? 
 
In each state social health insurance, of which insurance against high medical risks is an integral part, 
belongs to the domains of social insurance and health care.25 The core of the historiography of social 
insurance regulations consists of the following: 

 A description of the social and political framework 
 A description of the risks 
 Determining which segment of the population is covered by the insurance scheme 
 Explaining how the legislation and regulations developed  
 A description of the organisation responsible for implementing the legislation  
 An assessment of how the insurance is worked out 

 
These elements can be adapted for a systematic description for financing and insuring high medical 
risks over time in the European countries and the US by reformulating them as: 

 The development of the social, health care and political framework during the period 
1945-2010 

 Description of the risks to cover as long term care, chronic diseases, care for the elderly or 
other risks 

 The development of the political and social debate about the need and way to finance high 
medical risks as public or private insurance arrangements 

 Description of the results of these debates: public or private arrangements, premium- of 
tax-financed arrangements or mixed-systems  

 How did the tension between state and private parties influence the results? 
 Which segments of the population were insured?  
 How were the arrangements implementated and administrated? 



 What were the benefits, premiumsettings and costs? 
 How did the development of health care and social security influence the need, use and 

expansion of the arrangements? 
 Which were the problems that evolved or were felt? 
 Which were the political and social reactions to these problems? 
 Which solutions were decided? 
 What was the relation between the arrangements for insuring and financing high medical 

risks and other forms of health insurance and how did they fit in the social security 
systems? 

 How did EU-regulation influence insuring and financing high medical risks? 
 What were the similarities and differences between the arrangements in the states as they 

developed in time? 
 
These questions and elements will give insight in the way how and why these arrangements were 
initiated and developed in each state, linked with social security and care.  
 
 
                                                      
1 European Commission, Long term care in the European Union (Brussel 2007) 4. 
2 A.A. de Roo, L. Chambaud, B.J. Güntert, ‘Long term care in social health insurance systems’, in: Saltman, 
Busse, Figueiras, R.B. Saltman, R. Busse, J. Figueras, Social health insurance in Western Europe (New York 
2004) 282.  
3 C. Ranzi, New trends of long term care policy in Western Europe: towards a social care market? (paper; 
Milaan 2007)  4-7. 
4 B. Przywara, N.D. Guardia, E. Sail, ‘Future long term care needs and public expenditure in the EU member 
states’, in: CESifo DICE Report 2/2010 (Munchen 2010) 1-3. 
European Commission,  Sustainability report 2009. European Economy 9(2009) (Brussel 2009) 57-64. 
European Commission, 2009 Ageing report. Economic and budgetary projections for the EU-27 member states 
2008-2060. European Economy 2(2009) (Brussel 2009) 19, 126-127 , 148. 
5 http://ec.europa.eu/social/main.jsp?catId=792&langId=en (March 28th 2011). 
6 Ranzi, New trends of long term care policy in Western Europe, 4. 
De Roo, Chambaud, Güntert, ‘Long term care in social health insurance systems’, 284. 
D. Kessler, ‘Confronting the challenge of long-term in Europe’, CESifo DICE Report 2/2010 (Munchen 2010), 
18. 
7 Other similar studies include J. Rogers Hollingsworth, J. Hage, R.A. Hanneman, State intervention in medical 
care. Consequences for Britain, France, Sweden, and the United States, 1890-1970 ( Ithaca 1990), M. Immergut, 
Health politics: interests and institutions in Western Europe (Cambridge 1992), R. Freeman, The politics of 
health in Europe (Manchester 2000) and H. Maarse, Privatisation in European health care. A comparative 
analysis in eight countries (Maarssen 2004). 
8 G. Esping-Andersen, The three worlds of welfare capitalism (Oxford 1990) 26-27. 
W.J.D. de Graaf, Achtergronden voor internationale vergelijking van langdurige zorg (Zoetermeer 2005) 36, 48. 
D. Chinitz, M. Wismar, C. Le Pen, ‘Governance and self-regulation in social health insurance systems’, in: 
Saltman, Busse, Figueiras, Social health insurance in Western Europe, 155, 167. 
9 M.J. Gibson, S.R. Gregory, S.M. Pandya, Long term care in developed nations. A brief overview (Washington 
2003) 21. 
B. Gibis, P.W. Koch-Wulkan, J. Bultman, ‘Shifting criteria for benefit decisions in social health insurance 
systems’ in : Saltman, Busse, Figueiras, Social health insurance in Western Europe, 191. 
P. Taylor-Gooby, Welfare state reform and new social risks (Kent 2005) 2. 
Esping-Andersen, The three worlds of welfare capitalism, 26. 
K.P. Companje, R.H.M. Hendriks, K.F.E. Veraghtert, B.E.M. Widdershoven, Two centuries of solidarity. 
German, Belgian and Dutch social health insurance 1770-2008 (Amsterdam 2009) 288, 317, 334. 
10 K.F.E. Veraghtert, B. Widdershoven, Twee eeuwen solidariteit. De Nederlandse, Belgische en Duitse 
ziekenfondsen tijdens de negentiende en twintigste eeuw (Amsterdam 2002). 
11 Insurance cover for high medical risks in the Netherlands was examined in 2008 by A.H.M.Kerkhoff and 
W.P.M. Dols, ‘De Algemene Wet Bijzondere Ziektekosten. Debatten en ontwikkelingen’, in: K.P. Companje, 
Tussen volksverzekering en vrije markt. Verzekering van zorg op het snijvlak van sociale verzekering en 
gezondheidszorg 1880-2006 (Amsterdam 2008) 708-783. 
12 De Roo, Chambaud, Güntert, ‘Long term care in social health insurance systems’, in:, 281-297. 



                                                                                                                                                                      
13 De Graaf, Achtergronden voor internationale vergelijking van langdurige zorg, 9-10. 
14 De Roo, Chambaud, Güntert, ‘Long term care in social health insurance systems’, 297. 
15 De Graaf, Achtergronden voor internationale vergelijking van langdurige zorg, 73-74. 
H. Rothgang, Theorie und Empirie der Pflgegeversicherung Beiträge zur Sozial und Verteilungspolitik 7 (Berlin 
2009) 455-456. 
Haut conseil de la santé publique, La prise en charge et la protection sociale des persones atteintes des maladie 
chronique (Parijs 2009) 31, 47-59.  
16 R. Busse, A. Riesberg, Gesundheidssysteme im Wandel. Deutschland (Berlin 2005) 29-30, 105-106, 132-141. 
K.P. Companje, R.H.M. Hendriks, K.F.E. Veraghtert, B.E.M. Widdershoven, Two centuries of solidarity. 
German, Belgian and Dutch social health insurance 1770-2008 (Amsterdam 2009) 287-292. 
17 E. Kerr, Health care systems in transition. Belgium (Kopenhagen 2000) 47-49. 
18  M.M. Hofmarcker, H.M. Rack, Gesundheitssysteme im Wandel. Österreich (Kopenhagen 2006) Xiv, xvi, 151. 
K. Christensen, Beyond public care services. The case of Norwegian long term care (paper; Bergen 2010). 
19 Ministère de la Santé et de la Solidarité, Plan pour l’amélioration de la qualité de vie des personnes atteintes 
de maladies chroniques 2007-2011 (Parijs 2007) 8, 17, 50. 
Haut conseil de la santé publique, La prise en charge et la protection sociale des persones atteintes des maladie 
chronique (Parijs 2009) 5, 9, 30. 
20 J. R. Johnson, Health systems in transitions. Norway (Kopenhagen 2006) 106-112. 
21 Paul. B. Ginsberg, ‘Public Insurance Programs: Medicare and Medicaid’, in: H. E. Freck (ed.), Health care in 
America. The political economy of hospitals and health insurance ( San Francisco 1988) 179-206. 
J. Brown, F.R. Finkelstein,  The interaction of public and private insurance. Medicaid and the long-term care 
insurance  (working paper; Illinois 2006) 2, 24. 
H. Gleckman, Long-term financing reform: lessons from the US and abroad (New York 2010) V, 2, 18-20. 
22 Rothgang, Theorie und Empirie der Pflegeversicherung, 27-35. 
N. Morel, Care policies as employment strategie. The impact of Bismarckian welfare state institutions on child- 
and elderly-care policy  reforms in France, Belgium, Germany and the Netherlands (paper; Florence 2007) 2-3. 
23 Christensen, Beyond public care services, 16. 
24 Gleckman, Long-term financing reform: lessons from the US and abroad, 3-18. 
25 K.P. Companje, ‘Verzekering van zorg op het snijvlak van sociale zekerheid en gezondheidszorg’, in: 
Companje, Tussen volksverzekering en vrije markt, 896. 


