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Context: France has undergone major changes in social policy that made an impact on the 
health-care sector. The paper reminds readers of the application and shortcomings of the 
concept of New Public Management (NPM) in the French health system.
Problem: The paper investigates NPM health reforms in France. Reforms aimed at contain-
ing costs. What administrative restructuring was implemented? What were reform idiosyn-
crasies? What were their limitations? Which critical public health emergencies remain?
Methods: We examine the political and economic context of health-care reforms, the rise of 
the regulatory state, and its core element: the diagnostic-related group (DRG) scale. We 
critically examine the recentralization of health policy decisions and its impact on care 
providers and provide an international perspective on reforms.
Results: Reforms put priority on the use of yardsticks and also emphasized regulation and 
competition but rejected public–private partnerships on the Anglo-Saxon model. Central 
health authorities regain their authority over health policy decisions, and decentralization was 
weakened.
Conclusion: Restrictions in public service delivery triggered a general discontent among the 
population. The political repercussions of reforms eventually crystallized into the Yellow 
Vest movement.
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Introduction
In the aftermath of the 2008 recession, drastic health-care reforms were implemen-
ted to contain the rise of health-care expenditures in France. These reforms often 
aimed at regaining control over regions that proved dispendious and had to be 
bailed out by the central government. The article examines major facets of these 
reforms: the expansion of the regulatory state, the shift to regulated competition 
instead of pure competition, and the implementation of centrally defined policy 
decisions by the Regional Health Agencies (RHA). Reforms emphasized the 
regrouping of the smaller public health organizations within the larger Regional 
Health Agencies. The latter implemented top-down accounting mechanisms such as 
Diagnostic-Related Groups (DRGs) and various incentives (e.g., premiums and 
penalties) to enable the Central Health Authorities (e.g., the Ministry of health, 
a High Authority on Health) to “steer”1,2 the health system “at a distance”.3 This 
new hierarchical organization concentrated decision-making powers within high- 
level civil servants and Regional Health Agencies under the authority of the 
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Ministry of Health. Nonetheless, reforms were constrained 
by administrative path trajectories, earlier decentralization 
policies of the 1980s, and territorial development plans.

Which forms did this administrative restructuring take? 
Were there idiosyncrasies in French New Public 
Management (NPM) reforms? Instead of an open competitive 
system that was supported neither by the public nor by the 
medical profession, French authorities embraced regulated 
competition. The government sets fees for health services. 
Secondary care providers (hospital, clinics), be they public or 
private, are incentivized to achieve centrally defined goals. 
Key NPM recipes such as Public–Private Partnerships had 
outcomes below expectations. Private and public care provi-
ders coexist, but there is a greater differentiation between them. 
Reforms emphasized yardstick competition, a benchmarking 
of hospitals, a quantification of outputs (e.g., volume and types 
of medical procedures performed) rather than outcomes (e.g., 
patient health). This restructuring also relied on performance 
indicators to govern health care actors “at a distance”.4 Were 
there unanticipated limitations considering the specificities of 
the French health system? Geographic disparities in health care 
are on the rise, and the impact of austerity measures is evident. 
Similar reforms in other public areas proved taxing for citizens, 
street-level bureaucrats, and frontline workers. Society is 
increasingly fragmented, and secessionary forces on the eco-
nomic and geographic plan triggered some of the worst riots in 
contemporary France. Hence, reiterated calls for community 
consultation and citizen participation.

Methodology
We opted for a descriptive approach followed by 
a discussion to take stock of NPM implementation. The 
article will inform the reader about NPM’s management 
recipes (e.g., yardstick competition, top-down control 
mechanisms, Diagnostic Related Groups, public–private 
partnerships) and elusive goals (e.g., efficiency, perfor-
mance), assess their impact on health services delivery and 
patients. We used secondary academic and professional 
sources to examine the surge of the regulatory state, how 
NPM reforms reshaped the health system and hurt public 
values. Overall, the article gives an outline of the overall 
NPM key precepts.

The Health Care Regulatory State 
and the Rise of the DRGs
In contrast to the NPM-endorsed dispersion or decentrali-
zation of public organizations,5 the concentration and 

verticalization of health policy decisions were a core ele-
ment of French NPM reforms. As in education6 and 
policing,7,8 there was the assumption that the health-care 
system could be “steered at a distance”4,9 through incen-
tives and regulations.10–13 The aim was to strengthen or 
reassert the “center”14 (e.g., the Ministry of Health) at the 
expense of the operating core (e.g. physicians and their 
associations) and street-level bureaucrats to regain author-
ity over multiple fragmented public health organizations, 
local welfare agencies such as the Regional Directorates of 
Health and Social Affairs (Directions Régionales des 
Affaires Sanitaires et Sociales) (DRASS), the 
Departmental (or County-level) Directorates of Health 
and Social Affairs (Directions Départementales des 
Affaires Sanitaires et Sociales) (DDAS) and the regional 
sickness funds. In the aftermath of the decentralization 
laws of 1982, multiple local public health organizations, 
regional sickness funds, powerful local and corporate busi-
ness interests, city mayors (e.g. half of parliamentary 
representatives or senators are city mayors) were often at 
odds with each other and used their networks to bypass the 
decisions made by the Ministry of Health. This fragmenta-
tion hampered the attribution of responsibilities, made it 
difficult to know whom to blame and for what, and led to 
duplications of social and health services. Moreover, it 
created inflationary pressure, sapped the authority of the 
Ministry of Health, and prevented the implementation of 
consistent policies across the country. In response, the 
Ministry of Health created the Regional Hospital 
Agencies in 1996, and in 2010 regrouped all health policy 
decisions within the Regional Health Agencies that 
replaced the Regional Hospital Agencies, strengthened its 
vertical control over the executive branch via the appoint-
ment of key staff (e.g., the Ministry of Health appoints the 
director of the Regional Health Agencies; the former 
appoints the hospital director who hire the heads of the 
hospital departments …). The Ministry of Health also 
endeavored to monitor public health organizations and 
strengthen its capacity to reform the entire health system 
via incentives. These incentives included pay-for- 
performance mechanisms, patient and volume targets for 
hospitals, penalties and premiums for care providers, 
activity-based accounting mechanisms, guidelines, proto-
cols, and other economic tools such as cost and benefit 
analysis. Regional Health Agencies contributed to the birth 
of a new technostructure that imposed a higher burden on 
the medical profession. Physicians’ prerogatives were 
taken away by health-care bureaucrats and the 
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administrative elite.15 Evidence-based decision-making led 
to the delisting of pharmaceutical drugs and medical pro-
cedures that offer too few benefits for patients. Scientific 
management extended to medical practice to align hospital 
compensation with their actual activity. A new Taylorist 
approach presumed that each medical procedure could be 
divided into smaller, simpler processes to be compensated 
separately via a DRG set fee. The DRG fee schedule 
eventually replaced the lump sum that was traditionally 
allocated to every hospital based on past expenditures and 
local demographic characteristics.

The DRG fee schedule is not set by the market (e.g., 
care providers or patients) but by the Ministry of health 
based on a sample of participating hospitals. Despite little 
consultation with the medical profession, the DRG scale 
has applied to all public and private hospitals, even if their 
service offering and missions differ. The DRG scale also 
heralded the rise of the audit society in health care.16 By 
law, every hospital must have an IT department, store the 
patient medical file, and code his/her medical procedures 
into a specific DRG category that will determine the hos-
pital’s compensation. Moreover, it allows the authorities to 
track the number of procedures and identify outlier hospi-
tals with a higher rate of surgeries that would indicate 
physician-induced demand.17,18 DRGs are also used in 
epidemiology to identify disease incidence19,20 and track 
treatment patterns across the country. The National Health 
Data system is primarily centered around the Statutory 
Health Insurance database, which contains approximately 
1.2 billion yearly records with prescriptions and consulta-
tion data21 in hospitals that provide acute, psychiatric, and 
long-term care.

In theory, the DRG fee schedule reflects the actual 
hospital activity, which will determine its compensation 
with greater accuracy than the former system that was 
based on governmental grants that depended on the bar-
gaining power of the hospital and other stakeholders such 
as city mayors. Incidentally, it prompts care providers to 
compete for patients to secure an income, which, at least in 
theory, will reduce patient waiting times. Public hospitals 
reduced the patient length of stay by 4.4% to free up beds 
for new patients.22 Like corporate benchmarks, the DRG 
fee schedule also incentivizes hospitals to control expen-
ditures. If the cost of treating a particular ailment exceeds 
the DRG set limit, the hospital – not the government – 
covers the gap. If the costs are lower, it pockets the 
difference. The DRG fee schedule is not exempt from 
limitations. While this compensation mechanism works 

relatively well for standard operations where outcomes 
are predictable and consistent, it is less suitable in uncer-
tain environments such as health care. Medical outcomes 
are sometimes hardly predictable, as they vary from one 
patient to another depending on demographic factors, case 
severity, comorbidities (e.g, chronic diseases), access to 
health services, and the environment, which renders the 
comparison of care providers more difficult.23

French Idiosyncratic Reform 
Orientations
Regulated Competition
Unlike other sectors (e.g., aviation, the telecommunication 
sector, management of highways) that were deregulated 
and privatized with relative ease and without much oppo-
sition from the public, the French health-care system 
experienced neither deregulation nor privatization. 
Implementation of market-based reforms is shaped by 
sector-specific differences that reflect the diversity of pro-
fessional communities (e.g. physicians, the Welfare elite, 
the technocracy). These interact with reform processes and 
use their power to influence the latter.24 While physician's 
prerogatives have receded and government reforms con-
tributed to a weakening of physicians’ trade unions, these 
remain influential at the local level (e.g., in many rural 
areas, the city mayor is often a retired physician), and 
could not be ignored. Unlike the split between the com-
missioning and the provision of health services in the 
British NHS,25,26 French physicians were hardly willing 
to play one care provider (e.g., hospitals, laboratory) 
against another to demand better-contracting terms such 
as faster services for patients or lower costs for the Social 
Security. In contrast to the British general practice 
Consortium27 and fundholding practices28 that represent 
several thousand patients and thus exert some bargaining 
power when negotiating with care providers, French solo- 
practice physicians lack sufficient clout to make any dif-
ference during fee negotiation with care providers. Hence, 
the NHS quasi-market approach in the procurement and 
delivery of health services29 did not apply to France. 
French physicians supported neither marketization (e.g., 
a competition of care providers) nor deregulation.

First, competition could not possibly exist in many rural 
areas and the poorer suburbs of Paris due to a lack of care 
providers and academic health centers in particular (there are 
only 30 across the country). Secondly, the professional 
values of French physicians are not conducive to 
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competition. Unlike British fundholding doctors30 and 
American physicians who see themselves as entrepreneurs, 
French physicians have little interest in health-care manage-
ment, let alone in a health-care entrepreneurial model, 
though it is changing, as there is a greater awareness of the 
costs of health services. As for the US-modelled “Managed 
Competition” that led to the economic concentration of 
Health Maintenance Organizations (HMOs) and the forma-
tion of nationwide hospital networks, the French program-
matic elite31 was well aware that outcomes32 were below 
expectations on many dimensions, as the US Managed Care 
experience satisfied first and foremost corporate interests (e. 
g., HMOs, hospitals, …) rather than patients’ needs. 
National health-care expenditures would have been higher 
if French care providers had engaged in a US-modelled 
medical arms race to attract patients. Moreover, perfect 
competition in health care with multiple actors such as 
public and private hospitals vying for patients would have 
defeated the purpose of reforms: to regain control over 
poorly coordinated public health organizations that were 
often at odds with each other and sapped the authority of 
the Ministry of Health.33 Therefore, there was more – rather 
than less – government intervention34 via regulations and 
recommendations, as guidelines from the High Authority on 
Health attest; more enforcing techniques, including pre-
miums and penalties, which paved the way for the rise of 
the French “regulatory state”.35 Reforms were designed to 
reassert the center (e.g., the Ministry of Health) at the 
expense of the professional bureaucracy (e.g., hospitals) 
and its operating core (e.g, hospitalist physicians) to contain 
the “medicalization” of the French society. Reforms also 
aimed to downsize the French hospital sector, which repre-
sented a higher share of health expenditures than other 
OECD countries.36 However, the costs of the reforms were 
underestimated. This is not unique to France.37 In all like-
lihood, they exceeded the cost of the much-feared, but never 
defined “medicalization” of the French society.

Anglo-Saxon Consolidation vs. 
French Dispersion
Anglo-Saxon reforms38,39 have traditionally emphasized the 
consolidation of care providers on the corporate model.40 In 
contrast, there was never an appetite for economies of scale and 
a greater economic concentration of either care providers or 
supplementary insurers in the French health-care system. 
Though central health authorities demanded further integration 
and coordination of local care providers and regulatory bodies 

(e.g., the prerogatives of fragmented public health organiza-
tions were regrouped within the Regional Health 
Organizations), they never allowed the formation of hospital 
networks that would be powerful enough to challenge the 
bargaining power of the French Social Security during fee 
negotiation. Earlier decentralization policies (i.e. the 1982 
Decentralization Act) also hampered the quest for economies 
of scale.41 Moreover, previous attempts to merge hospitals 
proved more expensive than anticipated.

On top of that, add French idiosyncrasies. By law, 
emergency services that are exclusively provided by public 
hospitals must be available to every citizen within 30 
minutes. The resulting territorial dispersion of public hos-
pitals does not facilitate their regrouping into larger enti-
ties. It also puts patients at greater risk (e.g. low-volume 
hospitals have poorer health outcomes than high-volume 
hospitals). Moreover, devolution that characterized the 
French administrative apparatus42 in the aftermath of the 
1982 Deferre law and hospital’s positive externalities such 
as territorial development in regions prevented their 
regrouping. Even when state budgets were set aside for 
hospital mergers, physicians and the public continued to 
oppose them. Citizens are also firmly attached to their 
local care provider, even more so as it is often the largest 
local employer, particularly in rural areas.

PPP Rejection in France
Public preferences also shaped policies. The rejection of PPPs 
is another French idiosyncrasy. While British privatization 
programs went steady43 for ideational and political reasons,44 

French citizens did not support the privatization of public 
hospitals,8 unlike other state-run services such as postal ser-
vices, telecommunications or airline transportation that were 
denationalized with relative ease (e.g. France Telecom in 2004; 
Air France in 1999). In contrast to the UK, the French govern-
ment did not view delegation to private actors as a means to 
create jobs in recessionary times. The public did not perceive 
hospitals as performing below expectations or too expensive to 
justify a radical change of ownership. Neither did it expect 
privatization to lower costs (e.g. health services were already 
free-of-charge for users) or prevent service disruption (e.g. 
strikes were a rare occurrence in public hospitals), as in the 
airline or telecommunication sector. There was never the per-
ception that the public health sector had failed, unlike other 
core public areas such as policing or unemployment,8 and that 
privatization could be the solution. Moreover, privatization of 
care providers would have defeated the primary goal of 
reforms: to reinstate the Central Health Authorities’ control 
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over local health-care actors. Despite public opposition, the 
delegation of health services to private actors – rather than their 
privatization – extended to France, as exemplified by the rise of 
private care providers and a handful of short-lived PPPs. The 
2007 Hospital Plan supported PPPs, which consisted of 
a private hospital’s long-term lease with a purchase option. 
French PPPs, however, proved disappointing,45 as exemplified 
by the PPP for the construction of the Sud-Francilien 
Hospital.39 In retrospect, France did not satisfy the preliminary 
conditions for a successful PPP.46 Transparency was lacking,47 

and the government’s more significant revenues eventually 
reduce its appetite for PPP.48 Durant49 (1998) also explored 
the accountability challenges of privatization. “When account-
ability mechanisms are faulty or non-existent, privatization can 
fail”50 due to a considerable distance between the central health 
authority and the construction companies. While there are 
exceptions, as exemplified by Portugal, where PPP hospitals 
display performance levels similar to those of public 
hospitals,51 PPPs often failed to deliver value for money.52 

The French General Accountability Office criticized PPP’s 
higher costs. In the UK, too, the total government resources 
going to Private Finance Initiative (PFI) providers have been 
estimated at far more than the public sector borrowing 
option.53 Moreover, private actors monopolized and privatized 
public knowledge, created dependencies (e.g. regarding the 
maintenance of facilities), eroded tacit knowledge that has 
been built over decades, and weakened public 
accountability54 since the blame game was often being played 
between the health authorities and the construction companies. 
For one partner, privatization could become a rent-seeking 
behavior.55 Overall, French PPPs created additional costs for 
Social Security and taxpayers,56 which triggered a media back-
lash. PPPs subsequently moved to other public areas that faced 
less public and media scrutiny, such as airport management and 
the prison system.

While PPPs failed, a dual system emerged. The shrink-
ing of the public hospital sector, as evidenced by the 
closure of the smaller hospitals and the reduction in the 
number of hospital beds, paved the way for a vibrant 
private hospital sector. A cottage industry comprising 
a myriad of private clinics coexist with public care provi-
ders. One thousand seven hundred private clinics account 
for 25% of hospital services. For surgeries, the private 
sector represents about 60% of all hospital admissions.22 

There are 226,000 physicians in France. Forty-five percent 
of them are self-employed. But the substitution of public 
operators by private providers, which was neither expli-
citly nor publicly debated, has limitations. While private 

hospitals can replace public hospitals in cities, even more 
so for standard operations, this is hardly feasible in rural 
and suburban areas. Private hospital chains are reluctant to 
set up facilities in the countryside due to difficulty attract-
ing qualified staff. The 800 regional medical centers 
(“Maisons de santé”) can not satisfy public demand, as 
they provide primary rather than specialized care. 
Therefore, the longstanding issue of medically under-
served areas remains.

Discussion
Yardsticks and Other Performance 
Indicators: A Critical Assessment
Difficulties and limitations associated with the DRG scale 
have revived the debate on the use of performance indica-
tors in public organizations. Muller57 (2018) argues that 
we must counter the systematic use of performance indi-
cators as the sole yardstick for judging the performance of 
individuals, institutions, and public organizations. 
Indicators create their own set of problems that are 
addressed via more rules and regulations. For instance, 
the latest DRG scale added five disease severity levels. 
Indicators are not exempt from biases, as they often serve 
the goals (e.g. austerity) of their architect, including the 
Ministry of Health and the Central Health Authorities. The 
latter shall meet the EEC agenda of fiscal discipline58–61 

that imposes a maximum national budget deficit of 3% of 
GDP. In France, budget cuts affected first and foremost 
education and health care, which account for 18% of the 
French GDP.62 These cuts were at the expense of public 
needs such as access, equity, and quality. Access is no 
longer a priority, as exemplified by the termination of 
maternity hospitals, the closure of smaller hospitals in 
rural areas and emergency services in city centers, and 
the suppression of beds in hospitals (over 100,000 between 
1993 and 2018) as well as in intensive care units.63 DRGs 
do not provide equity in funding, as payment remains the 
same despite considerable differences in the hospital’s 
geographic environment and local pool of patients. As 
for quality, novel compensation mechanisms do not factor 
in the quality of care provided to patients, as payments to 
hospitals do not reflect the patient’s health at discharge. 
Yardsticks competition, accounting reforms such as DRGs, 
hospital benchmarking via IT systems that collect patient 
data, financial incentives designed to manage the health 
system at a distance were costly endeavors for taxpayers, 
which lead to a critical assessment of the Big Data 
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concept. France dedicates 7% of its health expenditures 
(about 15 billion euros) to the management of its health 
system. This is twice as high as the OECD average.36 The 
costs of the auditing techno-structure are high in France. 
The Regional Health Agencies (RHAs) employ more than 
9,000 agents (84% of them are government employees). 
Comprising diverse professions (e.g. lawyers, engineers, 
geographers), the RHA strengthened the state 
technocracy64 at the expense of the operating core (e.g. 
the physicians and nurses). In 2017, the RHA of the region 
of Auvergne-Rhône-Alpes employed 1,000 employees 
with an annual budget of €490 million for a population 
of 7.7 million.36 The RHA for Paris and its suburbs, the 
third-largest Agency in terms of population covered, 
employs 650 health-care professionals for 6 million resi-
dents. Out of the 18 billion euros spent on the local health- 
care system, it disbursed more than 4 billion euros per year 
to care providers. Due to mergers, the number of RHAs 
fell from 26 to 17, including 13 in metropolitan France and 
4 in French overseas territories.

While performance indicators can be applied relatively 
straightforwardly when public services can be divided into 
smaller repetitive and straightforward tasks that are easily 
quantifiable (e.g. mail delivery, transportation sector, public 
infrastructure …), this is harder to achieve in healthcare due to 
the oversimplification that the assessment of complex medical 
procedures requires. Moreover, multiple concurrent definitions 
of what constitutes a well-performing health system make the 
selection of performance indicators more susceptible to bias. 
Due to the limited individual rationality,65 the first observed 
bias has been the focus on one of the World Health 
Organization’s four dimensions of the health-care system (i.e. 
quality, fairness, cost, efficiency). Performance assessment in 
France has often implied selecting one or two (e.g. cost, 
efficiency) indicators at the expense of others (e.g. access 
including waiting times, availability of beds in intensive care 
units and expensive medical equipment such as MRI) to com-
ply with the National Health Expenditure Target (Objectif 
National des Dépenses d’Assurance Maladie - ONDAM) 
voted every year by the Parliament. Accountability is not 
necessarily greater. In France, in particular, quality indicators 
are missing. They only exist for nosocomial infections. 
Moreover, there are only estimates of the number of medical 
errors. Germany and the UK are the only countries to empha-
size quality improvements and adopt financial penalties for 
hospitals if the patient is readmitted within days for the same 
condition, which would indicate that they were discharged too 
early.

French Idiosyncratic Features: An 
International Perspective
What can other health systems learn from the French transition 
from a predominantly public system to a hybrid public/private 
system under NPM influence? What are French NPM idiosyn-
cratic features? The hierarchical organization of other public 
health systems like Germany, Spain, and Italy differs from 
France. Spain,66 Germany,67 Italy,68 and Canada are all decen-
tralized health systems. In contrast, France pursued 
a recentralization agenda (i.e. a concentration of funding deci-
sions within the Ministry of Health and a regrouping of policy 
planning decisions within the Regional Health Agencies) and 
verticalization (e.g. top-down compensation mechanisms, 
including premiums and penalties for care providers, control 
of the Regional Health Agencies by the Ministry of Health), 
which contrasts with NPM-endorsed decentralization policies 
on funding and policy planning in foreign exemplars. In 
Portugal too, the recession and the need to cut health-care 
expenditures weakened the decentralized model of health 
administration.69 France also strengthened the regulatory 
arsenal to manage care providers from a central administrative 
apex and rejected British-modelled public–private partner-
ships. Another difference is that the divide between the public 
and private sectors in France is not as strong as in Canada, the 
UK, or Italy. Unlike Canada, French physicians are not pro-
hibited from working for both public and private care provi-
ders. French health authorities created Health Care Groups or 
“Groupement de coopération sanitaire” to allow private and 
public hospitals to share facilities.22 However, that cooperation 
is far from adequate, as the Covid Pandemic later revealed. 
Compared with the UK, where private medicine constitutes 
a niche market (£32 million out of £197 million in 2017),70 

private medicine in France plays a more substantial role, and 
unlike the UK, is not restricted to certain specialties such as 
orthopedics or cataract surgery where long waiting list exists.71 

Moreover, French NPM recipes do not align with the NPM 
Anglo-Saxon pro-competitive agenda. Public and private care 
providers complement rather than compete with each other for 
patients. Private hospitals are located next to – sometimes 
within – public hospitals. Individual physicians routinely rent 
public hospital facilities for their private practice. As a source 
of prestige, public – rather than private – hospitals remain 
a major draw for the French medical elite. As in the UK and 
Italy, French public hospitals are also in charge of training 
physicians (i.e. all 30 academic health centers are public), 
providing them with opportunities to handle more complex 
patient cases and to do research, which is nearly non-existent in 
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private care providers. Payments for private health services 
also differ. Unlike Canada that prohibits patients from buying 
private insurance or paying out of pocket for publicly covered 
services, the French Social Security pays for services delivered 
by all care providers, private and public. Unlike the UK, where 
75% of private healthcare is funded by private health insur-
ance, French private practices can bill the Social Security for 
publicly covered services. Patients (or their supplementary 
insurance) only pay for the higher costs of health services 
provided by private practices. The role of supplementary insur-
ance is also different. Unlike Canada that effectively prohibits 
patients from buying private insurance, and the UK, where 
only 10% of the population is privately insured, all French 
citizens or their employers are encouraged via a variety of tax 
incentives to take up private supplementary insurance to cover 
the higher costs of private care providers. Currently, 96% of 
French citizens are enrolled in some supplementary 
insurance.72

While some essential services such as emergency services 
remain public, there is a greater segmentation of care providers 
rather than competition between them. In both France and the 
UK, small fragmented private clinics alleviates the waiting lists 
for low-risk non-urgent care, offers follow-up and rehabilita-
tion services for patients, and provides the more standard and 
routine medical procedures. Nonetheless, the private sector 
faces better prospects in France than in the UK and Canada. 
Unlike the UK, where the “repatriation” of NHS services has 
led to declining revenues of private hospitals,73,74 the provision 
of health services is unlikely to return to the public realm in 
France, as it will contradict the remarkedly resilient pro-market 
reform agenda of all successive governments. This also reflects 
France’s adhesion to the EU marketization agenda as well as 
different societal values. French support for public hospitals is 
nowhere close to the attachment of British citizens to their 
NHS. Finally, French physicians in private practices are 
equally dispersed across the territory. This contrasts with the 
UK, where private medicine is essentially concentrated in 
London, and with Southern Italy, where patients switch to 
private insurers to afford better-equipped private care 
providers.75

Austerity, Social Demotion, and Their 
Political Repercussions
In healthcare, higher patient copayments, elderly abuse in 
private retirement pension homes,76 the closure of maternity 
hospitals in rural areas,77 the shutting-down of emergency 
services in city centers, and the closure of hospitals that 

perform too few operations in rural areas, are significant 
sources of discontent among the public and the medical profes-
sion. A new definition of the medically underserved areas 
highlights the extent of the problem. While the previous defini-
tion of the underserved regions was based on the number of 
doctors per inhabitant, the new one is a function of the popula-
tion’s health-care needs. Considering population demographic 
characteristics, traveling time to general practitioners, activity 
volume, and other criteria, 12 million inhabitants or about 18% 
of the population live in medically underserved areas com-
pared with just six million in the former classification.78 

4.4 million residents of Paris and its suburbs, representing 
37% of the population in these areas, do not have proper GP 
access.

What can we expect from now on? There has been little 
progress on major issues such as access, waiting lists, and the 
underfunding of EDs. The reduction in the number of public 
hospital beds (over 100,000 were suppressed over the last 20 
years), the resulting long waiting lists, and the overcrowding of 
emergency services remain significant sources of discontent. 
Similar outcomes were observed in other countries79 regarding 
access and other public sectors in France that experienced 
NPM reforms. The termination of the smaller post-offices;80 

the decommissioning of the less profitable railway lines and 
train stations;81 the merger of the courts of justice and military 
bases all contributed to the death of rurality and the rise of 
territorial inequality.82 Under the guise of “intercommunality”, 
the closure of classrooms and mergers of the smaller rural 
public schools (400 schools were closed in 2019)83 generate 
immediate savings for the local government but forced chil-
dren to travel further to attend schools while being separated 
from their siblings. These led to today’s populist reaction 
against top-policy-makers and experts84 exemplified by the 
Yellow vest movement.

While the sudden rise of oil prices was the triggering point 
of the 2018 Yellow Vest movement, popular discontent has 
been simmering for years due to the rarefaction of public 
services, downward social mobility, and the demotion of the 
French middle class.85 For the vast majority of citizens, liberal 
democratic citizenship will always be second-class or plebeian 
citizenship.86 Contrary to Green,87 who argues that plebeian 
citizens must protect their happiness by fostering a critical 
indifference toward political life and finding solace outside 
conventional political spaces or the public sphere (extrapoliti-
cism), for instance, via friends and associations, the Yellow 
Vest movement shows otherwise. Its combination of both the 
far left and the far right, two traditionally opposed political 
parties – a first in the history of French protests – can be 
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analyzed under the light of Proudhon88 (1863), the founder of 
the mutualist philosophy. Proudhon witnessed the Parisian 
revolution of 1848 and theorized social movements that were 
without a leader (e.g. horizontal insurrection), as was the 
Yellow Vest movement. He believed that people’s representa-
tives were out of touch with ordinary citizens, promoted fed-
eralism instead of re-centralization, and supported a direct 
democracy. He sought to restrain the regulatory state and the 
Jacobinist tradition. Unlike the Anglo-Saxon approach, French 
Jacobinism should not be construed as radical left-wing revo-
lutionary politics but as a consolidated republican state that 
believes in the centralization of decision-making powers as 
a necessary condition for effective reforms.89 Hence, today’s 
reiterated calls for self-regulation at the commune, district, and 
regional level; for a bottom-up rather than top-down democ-
racy that will encourage popular initiatives, and demands for 
popular consultations on the Swiss model, despite the weak-
nesses of referendums.90 Secession forces are on the rise, 
economically, culturally (e.g. the French archipelago),91,92 

socially and politically, as exemplified by the fragmentation 
and renewal of the French political landscape. For instance, the 
rise of the National Rally (formerly the National Front) and the 
Green Party’s resurgence in the 2019 European and 2020 
municipal elections were at the expense of traditional parties 
such as the right-wing and the socialist party. Compounding 
factors include an increasingly polarized republic,93 a loss of 
institutional legitimacy (e.g. the Senate is accused of amending 
parliamentary laws to preserve the interests of the French 
business and political oligarchy at the expense of citizens), 
a slew of scandals involving top-level civil servants and poli-
ticians (e.g. the Benalla and Fillon scandals), and an erosion of 
citizens’ trust and satisfaction.94 President Hollande’s ratings 
were the lowest of all French presidents. Macron has faced the 
worse riots since May 1968. However, this societal and eco-
nomic fragmentation is unlikely to end vertical and centripetal 
forces that drive the restructuring of the French administration.

Citizens and their representatives felt increasingly side-
lined, despite France having one of the highest number of 
citizen’s representatives per inhabitant: 1,158 representatives 
spread across the National Assembly, the Senate, and the 
Economic, Social and Environmental Council, and another 
511,000 representatives in regional, communal, and county 
(“department”)-level assemblies. These shortcomings had 
political repercussions, as exemplified by the defiance of 
the French middle-class95 and the rise of the Yellow Vest 
movement. The inability to listen to citizens prompted 
Andolfatto & Labbé96 to proclaim that social democracy 
has failed in France. These dysfunctions are compounded 

by market failures and anxiety of various participants (e.g. 
the public, the medical profession) against NPM inroads, not 
just in health care but in many other public areas.

Conclusion
Despite progress in medical technologies, physicians’ and 
citizens’ trust in the health system has eroded. There is 
a growing gap between the state’s achievements and citi-
zens’ expectations. The government-endorsed policies (e. 
g. competition, regulation, fiscal discipline …) are no 
longer in line with the values of the public. Reforms 
allowed the government to regain control over the health 
sector as a whole, not just hospitals. We note the remark-
able prediction of Deleuze97 regarding the rise of the 
society of control, particularly in health care; from the 
molding (“disciplining”) of workers98 to an open-ended 
process of “modulation” or “steering” from a distance.99 

However, French institutional and administrative tradi-
tions prevented NPM from achieving some of its original 
goals such as greater democratic participation. The gov-
ernment relied on NPM to recentralize decision-making 
powers, reassert its capacity to reform and regain control 
over payers (e.g. Social Security and supplementary 
insurers), care providers, and local public health organi-
zations. Moreover, transparency, another initial NPM 
goal, is not necessarily higher, as conflicts of interest 
between the medical profession, public and private care 
providers continue to affect performance reporting.100 

Governing at a distance, biases in performance indicators, 
and more generally, the withdrawal of core public ser-
vices aggravated public discontent. These have had poli-
tical repercussions, such as the unanticipated rise of the 
National Rally (formerly the National Front). Finally, this 
analysis opens new avenues in cross-country research, 
such as comparing the French experience with other con-
tinental EU countries like the Czech Republic101 that 
pursues similar centralization strategies for efficiency 
reasons.102
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