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This article sheds light on a policy area where the notion of the active citizen has gained
prominence as part of the transformation of the welfare state: purchasing private health
services and private health insurance for children in Finland. Although the country’s
universal health care system offers free primary health care for children, 40 per cent of
children now have private insurance. Drawing on interviews with parents who seek
private solutions, we examine what they perceive to be good health care. Our analysis
reveals that parents are looking for certain practices – in Finland available only in the
private sector – that they see as signs of good care. The unavailability of these practices in
public health care calls into question the access, quality and efficiency of the public
system. Based on these findings, we discuss the possible consequences of the disparity
between parents’ expectations and the universal health care system.

Keywords: Private health insurance, health care, active citizenship, welfare state change,
universalism.

I n t roduc t ion

Health and social care policy is a core area in which welfare state change has occurred in
many European countries. In Finland, these policies now increasingly rely on active
citizens who are encouraged to become more self-sufficient in arranging services for
themselves (Mattila, 2011; Brennan et al., 2012; Harjula, 2016). While transformations at
the policy level have been mapped out in research (e.g. Martinussen and Magnussen,
2009; Ranci and Pavolini, 2013), less is known about their connections to and
consequences for the everyday lives of families.

One area of study that has drawn attention to the perspective of everyday life is
approaching welfare state changes as emotional reform (Tonkens et al., 2013). By
emotional reform, Tonkens et al. (2013: 407) mean that welfare state retrenchment occurs
not only in relation to rules, rights and entitlements but also to people’s experiences of
cutbacks in public services and what they feel they are entitled to. The emotional and
practical implications of retrenchment have been explored particularly in the area of
long-term social care (Tonkens, 2012; Grootegoed, 2013; Grootegoed et al., 2013).
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In this article, we seek to shed light on another policy area where a change is
underway, where the notion of active citizen has gained prominence and where everyday
practices are intimately linked with emotional experiences: children’s primary health care
in Finland. Although Finland’s tax-funded universal health care system offers free primary
health care for children, many parents seek private solutions alongside or apart from
public health care (Valtonen et al., 2014; Järvelin et al., 2015). Around 40 per cent of
Finnish children now have private insurance to cover the costs of services at the primary
level of health care. In addition, children under three are the largest user group of private
health care services in Finland.

Our main questions are the following. Drawing on interviews with parents who seek
private solutions in arranging their children’s primary health care, we ask what these
parents perceive as good and competent health care. Since private health insurance for
children plays such a significant role in the primary health care puzzle for families in
Finland (Valtonen et al., 2014; Lehtonen, 2017), we also ask how perceptions of health
care service are intertwined with private health insurance. We read the parents’ percep-
tions from the premise that their relationship with the issue of their children’s health care is
affect-laden. By this we mean that this relationship is imbued with a wide range of
emotions, ranging from worry to relief through an overarching affection for the child;
however, this relationship is shaped not just by first-hand experiences but also by media
discussions, insurance companies and conversations with friends, among other factors
(cf. Lupton, 2011; Sointu, 2015).

Parents’ relationship with the issue is affect-laden also in the sense that the health care
choices and encounters are considered to affect children’s current and future well-being.
This idea seems to be connected to contemporary middle-class parenting culture, which
has been described as intensive (e.g. Faircloth, 2014). This refers to the fact that children
are perceived to require significant emotional and economical investment from their
parents, as well as active measures to ensure their optimal physiological, social and
psychological development (Hays, 1996; Lee et al., 2010; Lee, 2014; Faircloth, 2014).
Furthermore, there is an underlying ‘risk consciousness’ through which children, includ-
ing foetuses, are perceived in middle-class parenting (Lee, 2014: 11). Children are seen to
be ‘at risk’, although the exact nature of the risk is uncertain. Parents’ responsibility, then,
is to take an active approach to managing risk in co-operation with experts on child
development (Lee, 2014: 12).

Against this background, private health insurance can be seen as a risk management
tool for parents. While uncertainty about children’s wellbeing is something that concerns
all parents regardless of their socioeconomic position, families with different educational
and economic backgrounds may rely on different and class-specific strategies in pursuing
security (see Cooper, 2014). In Finland, the majority of those who purchase private health
insurance have higher or mid-level education (Valtonen et al., 2014: 30). They also tend to
have higher income (Kajantie, 2019), although in children’s case the educational level of
parents is more important than income (Valtonen et al., 2014: 21, 30). According to
qualitative study by Lehtonen (2017: 693–4), families who do not take out policies cite as
their main reason the confidence that they have in the public system, which they find well-
functioning. Furthermore, they see this system as a valuable part of the welfare state,
which they wish to support and in which they wish to take part. Compared to those who
have taken out insurance policies, they often mention economic calculations behind their
solution, stating that insurance is too expensive for them or unprofitable. The popularity of
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insurance among those with higher or mid-level education may contribute to its status as a
‘middle-class thing’ (Lehtonen, 2017: 706).

By examining parents’ perceptions of good health care in this context, we shed light
on the expectations that families have for the health care system and thus add to the
understanding of the ‘emotional subtext of welfare state change’ (Tonkens et al., 2013:
407). Our perspective is novel in two ways. Firstly, previous studies have largely focused
on social care for (older) adults when exploring the consequences of welfare state
retrenchment and the new care and welfare order (Newman and Tonkens, 2011). Less
research exists on welfare services related to children. Yet the case of children’s private
health care in Finland contains all three elements central to the new care and welfare
order: choice, responsibility and participation (Newman and Tonkens, 2011). Secondly,
instead of retrenchment and its consequences, we focus on the perspective of those who
willingly assume the role of ‘active citizen’ by seeking more choice, participation and
responsibility outside the public system. By carefully examining what these parents
perceive as good health care, we learn about middle-class expectations and how they
could challenge the universal system if they become widespread.

The article proceeds in the following manner. We begin by examining the context of
the study, the main features of Finland’s universal health care system in relation to the
Finnish welfare state. Then, after describing our data and methods, we present three main
sections that analyse what our informants conceive as good and competent health care;
elements related to access, quality and efficiency are central. To conclude, we discuss the
disparity between these parents’ expectations and what the universal health care system in
Finland offers.

Cho ice w i th in the un i ve rsa l hea l th care sys tem in F in land

As in other Nordic countries, the history of the Finnish health care system is closely
connected to the development of the welfare state and the principles of universalism and
equality (Häkkinen and Lehto, 2005; Kvist and Greve, 2011; Anttonen et al., 2012: 5). In
the Finnish state-based and mainly tax-funded health care system, municipalities have the
legal responsibility for providing the relevant services to their populations (for an overview
of the Finnish system, see Tynkkynen et al., 2016).

Children’s primary health care is provided in four locations: municipal health centres,
public child health clinics, private clinics and casualty departments. Within the public
system, health care centres, run by either a municipality or a private company if
outsourced, are where children’s illnesses are treated. Health care centres are open
during office hours; at other times, acute cases are treated in casualty departments. Public
children’s health clinics do not offer outpatient services; instead, they monitor the overall
physical, social and psychological well-being of the child and family and carry out
vaccination programmes. Health care for children in municipal health care centres is free
of charge, and the costs of specialised health care are heavily subsidised. Additionally, all
children are covered by National Health Insurance, which partially reimburses the costs of
private health care and prescription drugs. However, the average reimbursement rate is
low at approximately 25 per cent of the expenses (Tynkkynen et al., 2016: 229).

In systems like Finland’s, the rationing of access to services through waiting times is a
form of cost control (Moran, 2000: 150; Tynkkynen et al., 2018: 487). Long waiting times
are in fact seen as a persistent problem in the Finnish municipal health care system
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(European Commission, 2017: 8; Tynkkynen et al., 2018: 489). Another typical feature is
that access to a doctor is relatively tightly regulated (Reibling and Wendt, 2012); one
cannot simply choose a doctor with whom to get an appointment, and access to a
specialist requires a referral. In primary health care, children are treated by public health
nurses and general practitioners; unlike in some other European countries, there are no
specialists, such as paediatricians, working in public primary health care in Finland
(Thompson et al., 2013: 30–32).

The Finnish health care system in its current formwas created in the 1960s and 1970s,
and several attempts have been made to renew the system in the 2010s. Extending choice
in the health care system has been on the political agenda, but choice remains rather
limited in practice. Currently, patients in public primary health care are allowed to change
their health care centre every twelve months (Tynkkynen et al., 2016: 227), and they
cannot choose the doctor from whom to seek a consultation. Along with the demand for
more choice, an atmosphere of ‘permanent austerity’ (Pierson, 2001) marks the discus-
sions of Finland’s health care system and its future.

In practice, families with children have sought choice outside the public system using
private health care services purchased out of pocket and/or with private health insurance.
Such private health insurance products came into the market in the mid-1980s. Presently
approximately 1.2 million Finns have private health insurance, of whom 497 000 are
children (individually purchased), 455 000 are adults who have purchased their policy
individually and 245 000 are adults whose employers have purchased their policy
(Federation of Finnish Financial Services, 2019). Policies are mostly used to cover private
doctor’s fees, medicines and the costs of medical tests prescribed by a doctor (Valtonen
et al., 2014: 20). The up-take of insurance for children has increased from 398 000
children in 2009 to 438 000 in 2013 and 497 000 in 2018 (Federation of Finnish Financial
Services, 2019). The current number corresponds to approximately 40 per cent of children
in the country.

Parents who purchase private insurance for their children mostly have a mid-level or
higher education and higher income (Valtonen et al., 2014: 30; Kajantie, 2019). The cost
of insurance is approximately 350–400 euros per year with deductibles around 100-150
euros per year. Almost all children’s appointments in private clinics are specialist
appointments (Järvelin et al., 2015: 3203), and the specialist fees vary between approxi-
mately 90–140 euros per visit. According to recent estimations, private health insurance is
unprofitable for families with children in purely financial terms (see Kajantie, 2019).
Families can make several private doctor visits without exceeding the price of insurance.
However, as we suggested in the introduction, insurance may ‘pay off’ in other ways: such
as serving as a risk management tool for parents who want to take and show responsibility
in ensuring that their children receive the best possible care. It may also provide
convenience, comfort and security for families as they piece together the puzzle of their
hectic everyday schedules at work and home (see Lehtonen, 2017).

In parallel with the popularity of private health insurance, private providers have
established their position in primary health care for children especially in the urban areas
of southern Finland where around 20–30 per cent of children only use private health care
(Järvelin et al., 2015). As a whole, children under three years of age are the largest user
group of private health care in Finland (Miettinen et al., 2013: 5; Kajantie, 2014). Against
this background, it is important to take a closer look at the expectations of this group who
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actively seek private solutions, as this can inform us about the possible future challenges
for the public welfare services.

Data and methods

Our study is based on two projects (see Acknowledgment for details) in which we
interviewed a total of seventy parents about their children’s health care in 2013 and 2014.
The purpose of this article is to shed light on the expectations of families who seek private
solutions for their children’s health care, so we have chosen to limit our analysis to
interviews with the forty-five parents who had private health insurance policies for their
children and who use private services. They all live in Greater Helsinki and the Tampere
region, which are among the areas in Finland where it is common to have private health
insurance for children. Of these parents, seventeen were individually interviewed, and
twenty-eight participated in focus group interviews. All parents who were individually
interviewed were women. Of the interviewees in the focus groups, seventeen were
women and eleven were men. Interviewees were between twenty and forty years old.

The interviewees in the focus groups were recruited by Taloustutkimus Ltd (see
Lehtonen, 2017: 708). The individual interviewees were found by university students
among their social circles. Based on the information provided by the interviewees about
their educational and vocational background, the interviewees can be described as
middle-class. They were mostly well-educated with average to high income. Those with
lower income were mostly students who were studying for university degree. For some of
them the insurance policy was purchased by their own parents as a gift for the
grandchildren.

The focus group and individual interviews were semi-structured, although individual
interviews were more strictly structured. Interviews were recorded and transcribed
verbatim. The themes discussed in the focus group and individual interviews included
parents’ thoughts about and experiences of private health insurance and their children’s
health care. Focus group interviews lasted from one and a half to two hours, while
individual interviews were significantly shorter, lasting from ten to twenty minutes. The
reason for such a short duration is that individual interviews were carried out by social
policy students as part of a seminar. Interview questions were designed by students and
teachers (authors one and three) in class, and the data collection process was closely
supervised by the teachers. Despite the brevity, interviews were thematically rich,
reflecting the same themes and concerns as focus group interviews (see also Lehtonen,
2017).

Focus group interviews provide insights into experiences, perceptions and beliefs
connected to certain actions (Carey and Asbury, 2016: 17). When analysing focus group
data, one has to pay attention to group dynamics. However, according to Carey and
Asbury (2016: 82), data is only significantly affected by dynamics in certain cases, such as
when participants are in vulnerable positions or when there are differences in the status of
participants. In our case, the focus group interviews were put together so that those who
had taken out insurance had separate sessions from those who had not. In this way, the
groups consisted of people with like-minded ideas about children’s health care. The
discussions did not involve much controversy but were geared more towards a consensus,
although the participants did sometimes express differences in opinion.
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For the purposes of this study, we focused on the parents’ perceptions of their
children’s health care services and how they are connected to private insurance. An
important premise for our analysis is that the parents’ relationships with their children’s
health care are affect-laden (Sointu, 2015), implying that the health care of one’s child is a
personal matter to a parent, who feels responsible for the child. It is thus different from
organising generic health care for all potential patients. For families, actual encounters
with health care organisations are important, but so are their conceptions of these
encounters. These conceptions are imbued with a wide range of emotions like worry,
relief and profound affection for the child. Ideas and sentiments about what is deemed
good health care are shaped not only by first-hand experience but also by media
discussions, conversations with friends, insurance companies, social media and advertis-
ing (Lupton, 2011; Lehtonen, 2017).

In the analysis, we seek answers to the following questions: What are the features of a
good and competent health care service for children, according to the interviewed
parents? How are perceptions of the competent health care service intertwined with
private health insurance? After familiarising ourselves with the data, we carried out a
thematic framework analysis (Spencer et al., 2013). We began by using mind maps to
identify aspects related to the health care encounter that appeared important to the
interviewees. At this point, we noticed that the parents frequently commented on concrete
practices like those related to booking appointments or obtaining referrals. Therefore, we
decided to pay attention to them as we systematically classified these aspects using the
qualitative data analysis software program Atlas.ti. Finally, we formed three main
categories, each of which represents one key feature of what parents conceived as good
and competent health care: access, quality and efficiency. Access was the most prominent
in parents’ reasoning. Each feature connects to specific practices contributing to the
competence of the health care service and connecting to private health insurance. These
features are illustrated in the sections that follow.

In conducting our research, we followed the ethical guidelines of the Finnish National
Board on Research Integrity (2009), including respecting the autonomy of the research
subjects, avoiding harm and protecting privacy of the participants. Interviewees were
informed about voluntariness of participation, and all signed an informed consent. All
names have been changed to protect the interviewees’ anonymity.

Secur i t y and comfor t th rough qu ick access

Access was a key element of good health care for the interviewed parents. They reported
that they felt that there was uncertainty around secure access to public health care. This
uncertainty concerned both the initial assessment in the health care centre and the
referrals to special care. Other issues were at play, as well, including access to doctors, the
level of care available in the public sector and the way in which parents can take and
demonstrate responsibility for providing the best possible care for their children. A
reference to ‘not getting an appointment’ was often made by the interviewees, especially
in situations of non-urgent care:

For example, last time we went to the doctor when there was some blood in my one-year-old
son’s diaper, I tried to go to the public side first, but we didn’t get an appointment so that’s why
we went to the private side. (Marja, individual interviews)
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To a concerned parent, not obtaining an appointment promptly equals not getting an
appointment at all, especially given the option of going to a private clinic, where access is
known to be certain and rapid. An important context for this experience of uncertainty is
how the public system is organised and how access entails several phases: first, nurses
who act as gatekeepers initially assess the need for a doctor’s appointment, either by
phone or in person; then, the patient is given an appointment with either a nurse or a
general practitioner.

What the parents found especially unpleasant was having to justify their child’s need
for health care. Some mentioned that they felt that they had to beg or fight for an
appointment or referral. Paula, a mother of two, explains:

When you go the public health care centre and you ask for a referral to special health care, you
have to pray for it. But when you go to the private clinic and the doctor finds that there’s wheeze
in the lungs, she writes the referral and you can go to the specialized health care just to check it,
just in case. (Individual interviews)

The idea of begging or exaggerating the symptoms made the parents feel uneasy,
especially when they thought that ‘it should be self-evident that you get the referral’
(Hanna). However, the idea that obtaining a referral to a specialist should be obvious is
relatively novel in Finland. Its emergence has to do with the way in which expectations
regarding the quality of health care have changed through the services that private sector
has been able to offer. It is easier to obtain a referral from private clinics than from public
health care centres, and – with an insurance policy – the additional private consultation
does not come with any additional cost. With the availability of these services, the
perception of standards and expectations regarding good care have been upgraded.
Moreover, it can be speculated that, for the parents, the mere availability of private
insurance suggests that what they receive from the public sector may not be up to par:

I thought private insurance is important because even when we were expecting the baby, it
already seemed that the public health care centres could not necessarily respond to all of the
care needs, at least not with the intensity or schedule that I as a parent of a little child would
want. (Anne, individual interviews)

While waiting was considered unpleasant by the parents, it was a special source of
anxiety when associated with uncertainty about what was wrong with a child and whether
the condition could get worse with time. Leena elaborated on this point as follows:

Problems can unexpectedly grow to be quite big. I’ve heard that in the public side you don’t
necessarily get examined that quickly. I thought that the insurance policy is there just to be on the
safe side, even if we wouldn’t use it. I feel that it brings security, to know that if I start to worry
about something, then I can get the problem examined almost right away. (Individual interviews)

The interviews revealed how the option of private health care, made easily available
by private insurance, not only reduces the experience of uncertainty but also promises
security and comfort. Natalier and Willis (2008: 407) claim that purchasing a private
policy implies engaging in a ‘symbolic act’ that creates a relationship or bond between
individuals and the private health care company; this relationship is filled with positive
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expectations and trust in private health care. Marketing for private health insurance tends
to emphasise that the insurance policy enables quick access to health care and thus
minimises the need to worry about access in the first place (see Harley et al., 2011: 315).

Such a symbolic bond was clearly present in our interviews. In the specific case of
children’s health care in Finland, insurance promises more rapid and secure access to
treatment than what the public side can offer. Parents who have purchased the insurance
conceive that it is precisely the insurance policy that gives them access to private clinics.
Of course, they would have access to private clinics without it as well, simply paying the
fees out of pocket. In financial terms, taking into account the cost of insurance and
deductibles, they might be better off without the insurance product (see Kajantie, 2019).
Still, insurance delivers on its promise in terms of bringing comfort to parents who feel
responsible for guaranteeing the best possible care for their children. With insurance as a
backup, one can simply take children to the private clinic for a check-up without having to
think about the expense – at least, not on the spot – or the possibility of ‘annoying the
doctor’ (as one of our interviewees put it) with an unnecessary visit to a public clinic that
might be overloaded with patients.

To sum up this section, insurance lets parents feel that they have guaranteed entry to
private health care services that offer comfort and convenience through the possibility of
choosing one’s doctor and time of the appointment. However, positive expectations about
private health care also involve another key feature of good health care: quality, the focus
of the next section.

Qua l i t y th rough spec ia l i sed , ch i l d -cen t red serv ices

For many of the interviewed parents, sufficiently high quality of health care implies the
highest possible quality; even for relatively simple health issues, it seems best to receive
attention for the child from a specialist like a paediatrician. This is possible in the private
clinics. Currently, 90 per cent of children’s appointments in Finland’s private clinics are
specialist appointments (Järvelin et al., 2015: 3202). This is in striking contrast with public
primary health care, where the first professionals one meets are nurses or general
practitioners instead of specialists; moreover, nurses are playing an increasingly important
role in place of general practitioners (Sinervo et al., 2016: 120).

The nurses’ and general practitioners’ expertise were a cause of concern for some of
the interviewed parents. Even those who did not explicitly express unease mentioned that,
on certain occasions, it was more convenient to book an appointment directly with a
specialist:

We have gone straight to the private side to see a specialist, to get an answer. It has been easier
that way, when you have a problem with ears, for example, that you make an appointment with
an otologist and you don’t get bounced around. (Päivi, individual interviews)

Based on their knowledge of their children’s previous illnesses, the interviewees often
considered themselves capable of judging the level of medical expertise required.
Therefore, nurses and general practitioners may not be deemed competent enough for
a parent who expects a specialist to examine a child. This is how Riina put it:
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In the private clinic you can choose if you suspect that the child has an ear infection, you can
access the one doctor who specializes in children. In the public sector, it could be whoever.
You wait in line, and then the doctor can be anyone. (Individual interviews)

For our informants, expertise is a matter of individual doctors’ education and
experience in the specialty area or with children as patients. Parents wish to choose a
doctor or clinic based on information they have gathered from their social network and
their own experiences.

Riina’s remark reflects another important aspect of quality that came up in the
interviews: parents look for health care encounters that respond to the child as a special
kind of patient, distinct from adults. Marja, for example, notes that ‘if you’re not used to
working with kids, then you don’t necessarily know how to act with them’. This comment
conveys the idea that encountering, examining and treating children is different in
important ways from treating adults – and that this difference should be reflected in
health care service.

The interviewees also evaluated the preparedness of health care delivery to respond
to children’s needs from the perspective of spatial organisation. In municipal health care
centres, queuing takes place in waiting rooms. Acute cases like inflammations are treated
in casualty departments if they occur outside office hours. In public waiting rooms,
children are exposed to the more marginal elements of Finnish society, and parents want
to protect their children from seeing ‘too much’. Heidi and her children had once
witnessed a disoriented and aggressive patient being brought in while in restraints. When
reflecting on why she uses private services, she recalled the incident:

We go to the private clinic X because it’s so close, so it’s nice to go with the kids. And there are
other child patients there, and no one in handcuffs there. And there are play areas for children
and doctors in their own clothes, so they are not maybe so scary. (Individual interviews)

Unlike public waiting rooms, private clinics provide environments specifically
designed for children, which the parents appreciate. Hanna, for example, said that ‘it’s
wrong for the children to have to wait for hours to get to the appointment without any
stimuli’.

Overall, private clinics offer care for individual families that they perceive to be of a
better quality than what they receive on the public side; specialist-level care and child-
centeredness are especially crucial to what the interviewed parents perceived as good
quality. Concerns about quality overlapped with concerns of access due to the organisa-
tion of public healthcare in Finland, where specialist-level care and seeing a specific
doctor by choice are impossible at the primary level.

Effic iency th rough swi f t p rocedures

In addition to access and quality, the parents identified efficiency as an important feature
of good health care service. They want a swift process without unnecessary steps along the
way. Appointments with nurses and general practitioners seemed to hinder efficiency,
forcing families to go to many appointments instead of just one.

This became particularly clear when the parents talked about recurring ear infection,
a common childhood affliction in Finland (see Miettinen et al., 2013: 15). The
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interviewees often cited the risk of ear infections as one reason for obtaining a private
health insurance policy when expecting a child. Usually, these infections are treated with
antibiotics and/or analgesics. If the infection is chronic, the normal procedure is a
tympanostomy, in which a small tube is inserted into the eardrum. This procedure,
however, is not performed by the public system unless the infection recurs three times
within six months (The Current Care Guidelines, 2019). Some parents we interviewed
considered having to wait for the procedure to be both inefficient and unacceptable for
children’s well-being:

If you want to put the tubes into the ear without insurance there has to be a dreadful amount of
infections first. You have to get many courses of antibiotics before they agree to do it. That’s
where the insurance is useful. (Marko, focus groups)

Without insurance, the cost of a tympanostomy in a private clinic would be around
1000 euros for a family, and many would rule that option out as simply too expensive.
However, the procedure is widely available for those who have private insurance. In
contrast, in the public sector, access to tympanostomy is more strictly regulated. In
addition to medical effectiveness, regulation is related to the logic and purpose of public
health care, which differs from private health care. Given limited funding, the public
system aims to provide care to meet the needs of the entire population. In contrast, private
health care can expand to accommodate all kinds of needs if and when they are
financially covered for all those who can afford them:

I think we had to pay around eighty euros for the procedure, the rest was covered by the
insurance. But on the public side, we would have been on the waiting list, and anyway this
principle that you have to have three ear infections, even when it is evident that there is a
structural problem in the ear. It was a big deal to me that we were able to go to the private side
and have a doctor who is specialized in kids. She said: there’s no point in waiting for more
infections. (Lilja, focus groups)

For the interviewees, efficient care meant a thorough examination as early as
possible to avoid unnecessary suffering. For an individual parent, it makes sense to
perform the most extensive treatment as quickly as possible. However, what is a
desirable good for individual families and private clinics might not be beneficial for
the collective, because the good in question can imply inefficient and unequal use of
public resources.

Thus, there is a contradiction between efficiency at the level of the everyday life of a
family and at the level of the population as a whole. This contradiction was also
acknowledged by the interviewed parents who conveyed that, on one hand, they felt
responsible for securing efficient treatment for their own families, even as, on the other,
they felt responsible as citizens to ensure an efficient system and equal care for all
children, not just their own.

Conc lus ion

In sum, our analysis demonstrated that parents are looking for certain practices that
indicate good care, including quick access to a doctor based on parents’ own assessments
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of their children’s needs, direct access to specialist-level and child-centred care and easy
availability of referrals and certain medical procedures. What is common to these
practices is that in Finland they are offered only in private health care, where they are
made readily available by private insurance. For the interviewed parents, the lack of
availability of these practices in public health care centres raises issues of not only access
and quality but also efficiency in the public system.

Based on our qualitative study, it is impossible to make statistical generalisations
about how widely shared these expectations are; for that, a nationally representative
survey would be required. Nevertheless, our study shows that these expectations clearly
exist among Finnish families who use private health care. It also shows how the ordinary
pursuit of security, comfort and convenience in the daily lives of families is connected to
private health care, private insurance and expectations for health care.

To conclude the article, we elaborate on some of the possible unintended con-
sequences of the disparity between parents’ expectations and what the universal health
care system has to offer. One of the founding ideas of universal health care is that, in
principle, the same system is intended to be used by all social groups regardless of social
class and on the basis of care needs (Anttonen et al., 2012). Needs, however, are
‘ambiguous and elastic’ and ‘rest upon established social consciousness and shared
meanings; as such they are contingent on social changes’ (Vabø and Szebehely, 2012:
122; see also Fraser, 1989). Based on our findings, we raise the question of a possible
dynamic in which increasing reliance on private solutions in children’s health care ends
up affecting the norms and standards for care by making available and normalising certain
practices that are not part of the public system. These new practices, such as direct access
to specialists, may then become a new standard, the level of quality that now should be
expected. Ultimately, the level of expectations may become raised for all parents. This
may create pressure on families to seek private care.

However, private health services and private insurance are simply not attainable for
everyone. First, not all families can afford them; second, not all families are considered
healthy enough to be granted insurance by an insurance company. Those with private
health insurance tend to be healthier and wealthier (Kiil, 2012; Valtonen et al., 2014).
Thus, families are in unequal positions with regard to the pursuit of their health security.
The universal health care system found in Nordic countries has managed the health risks
of the population in a particular way: relying on a tax-financed organisation of collective
health security in which entitlement to health care is based on citizenship instead of social
status. The dynamics of access to health care services are altered if – instead of the public
health care staff – it is private insurance that operates as the gatekeeper (cf. Heimer, 2002:
117, 139).

There might also be a risk of erosion of the legitimacy of and trust in public primary
health care. Policy feedback research has shown that inclusive welfare policies are
connected to a high level of support for the welfare state (Jordan, 2013: 146). In other
words, to feel solidarity with the aim of keeping the public system robust, people need to
have positive contacts with that system. As Newman and Clarke (2009: 4, 184) suggest,
public services can act as important mediums of ‘publicness’, shaping and sustaining
solidaristic attachments and collective identities. If large numbers of people gradually
become detached from the universal system in their everyday practices, this may end up
affecting how people feel about the system in general and whether they can rely on it (cf.
Taylor-Gooby, 2006: 101; Ward, 2019).

Liina Sointu, Turo-Kimmo Lehtonen and Liisa Häikiö

242

https://doi.org/10.1017/S1474746420000287 Published online by Cambridge University Press

https://doi.org/10.1017/S1474746420000287


By shedding light on the expectations that middle-class families have for their children’s
health care services, we have added to the understanding of welfare state change as it
connects to everyday experiences, practices and concerns that people have. Throughout the
interviews, parents conveyed their sense of responsibility as parents to ensure the best
possible care for their children. With the backup of private health insurance and private
services, they can not only take but also demonstrate this responsibility. For middle-class
families, private insurance and services offer a medium for ‘doing security’ that involves a
rationality of both emotion and reason (cf. Cooper, 2014).

However, these same parents also acknowledged that all children should be entitled
to these services, not just their own. This finding points to a distinction between active and
activist citizens (Newman, 2011). Whereas active citizens are mostly responsible for their
private matters acting through private encounters, activist citizens act together to pose a
collective challenge to change the service system. Private insurance supports a limited
role for active citizens as it opens a way for private arrangements instead of making
collective demands for public health care to respond to families’ needs. This internal
tension within the notion of being an active citizen is reflected in parents’ everyday
experiences: as people are increasingly encouraged to act as consumers in relation to
welfare services and assume more responsibility for their families, they may begin to feel
entitled to demand services that are as extensive as possible, even as they recognise as
welfare state citizens that to provide the same possibilities to everyone would be an
inefficient use of public resources.

The present study poses an interesting question for research into welfare state change
as emotional reform (Tonkens, 2012; Grootegoed, 2013; Tonkens et al., 2013). Although
emotions and emotional labour were not the explicit focus of our analysis, we noted
disappointment, frustration and anger when parents were denied care that they felt it was
reasonable to expect. It would be worthwhile to explore further these emotions among the
middle class and their relationship to welfare state institutions to learn more about the
disparity between citizenship regimes (cf. Tonkens, 2012) in the level of ideas and
practices and what the public system has to offer in concrete terms.

In addition, more research is needed into how private health insurance instruments
mediate expectations for health care and citizens’ relationship to both public and private
health care institutions. Until now, the idea of Nordic service universalism has been to
provide health and social care that is not only available and affordable but also attractive
to all social groups (Vabø and Szebehely, 2012: 121). The aim has been to ‘promote an
equality of the highest standards, not an equality of minimal needs’ (Esping-Andersen,
1990: 50), to provide services and benefits to meet the needs of the demanding middle
class within the public system to discourage private solutions (Vabø and Szebehely,
2012). By encouraging practices that are not feasible within the public system, private
health insurance may make it more difficult for the universal health care system to keep up
with the expectations of the middle class.
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