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ABSTRACT
Healthcare decision‐making is a highly specialized domain of government, particularly at the central or federal level, which may 
partly explain why medical professionals are sometimes appointed to ministerial roles within government cabinets. However, does 
a minister with medical expertise in healthcare make a difference in the outcomes and outputs of a health system? We examine 
original data on the medical doctor (MD) backgrounds of health ministers in Western countries to disentangle these effects. 
Drawing on longitudinal evidence from a long panel of OECD countries over 21 years, and a differences in differences design we 
find that, although MD ministers do not increase overall healthcare spending, they do engage in some level of strategic budget 
reallocation by spending 11%–14% more on preventative care such as vaccines, irrespective of political leanings, though results are 
weaker under coalition governments. Notably, we find some evidence that MD ministers reduce overall mortality and increase the 
density of physicians in European Union (EU) countries and nurses in small countries.

1 | Introduction

Across the world, the composition of a cabinet can shape the 
type of decisions it makes.1 Specifically, in Western countries 
organized as parliamentary systems, members of the cabinet set 
the priorities and coordinate the government policy‐making 
process, and in highly specialized domains of government 
such as health care, they may play a central role as health 
system decision makers (De Geus et al. 2021). However, the 
extent to which cabinet activity is independent of the back
grounds of its members remains an empirical question. Un
derstanding this is the focus of this paper.

Political decision‐makers are either politically appointed or 
selected on the basis of their expertise—so‐called technocrats. 
Cabinet ministers with a specialized background may be selected 
based on their strategic advantages, and the same is true for 

company and other decision making boards, when they priori
tize expertise over political alignment. Previous studies suggest 
that cabinet backgrounds significantly shape policy, irrespective 
of the political system in which they operate (Schakel 2020),2

including the ministers' social origins (Alexiadou 2022; Hayo 
and Neumeier 2012, 2014), and their professional backgrounds.3

To date, however, today little is known about the professional 
backgrounds of health ministers or health secretaries influences 
Cabinet decision‐making processes.

Compared to other cabinet positions, health ministers' medical 
backgrounds can play a central role in shaping public spending 
in many Western countries, positioning them as key public 
policy figures. Ministers with medical training (henceforth, 
medical ministers or MD ministers) may have greater influence 
in cabinet discussions through their ability to access and 

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the 
original work is properly cited.

© 2026 The Author(s). Governance published by Wiley Periodicals LLC.

Governance, 2026; 39:e70135 1 of 17
https://doi.org/10.1111/gove.70135

https://doi.org/10.1111/gove.70135
https://orcid.org/0000-0001-5816-2289
https://orcid.org/0000-0001-7174-7919
mailto:j.costa-font@lse.ac.uk
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1111/gove.70135
http://crossmark.crossref.org/dialog/?doi=10.1111%2Fgove.70135&domain=pdf&date_stamp=2026-05-29


interpret technical advice, potentially shaping policy more 
directly. However, such appointments are normatively desirable 
only insofar as this expertise translates into meaningful policy 
gains, particularly through improved preventive care and pop
ulation health outcomes.4

The medical profession is important in health decision‐making 
because it occupies a distinctive position compared to other 
backgrounds or generalist politicians. Physicians are typically 
trained in a clinical, individual‐centered logic that prioritizes 
diagnosis and treatment at the level of the patient, which can 
differ markedly from the managerial logic of healthcare ad
ministrators or the population‐level orientation of public health 
specialists. This clinical framing often shapes how they interpret 
policy problems, emphasizing immediate therapeutic outcomes, 
professional judgment, and evidence derived from clinical 
practice rather than system‐wide optimization. Medical minis
ters can play a crucial role in identifying health system prior
ities, and especially in shaping the allocation of resources to 
healthcare vis‐à‐vis other sectors, often acting as a counterbal
ance to finance or treasury ministers in high‐stakes decision‐ 
making. Their influence can become particularly pronounced 
during crises, where stability, visibility, and accountability are 
paramount.5

At the same time, medical doctors (MD) tend to hold a dominant 
position within the healthcare hierarchy, especially relative to 
nurses and other health professionals, which can incline them to 
prioritize professional autonomy, resist external regulation, and 
shape resource allocation in ways that favor curative services over 
preventive measures. However, their unique expertise can also 
position MDs as key advocates for evidence‐based approaches to 
cost control and system efficiency, supporting policies that bal
ance clinical effectiveness with sustainability, even when these 
priorities diverge from those of other health actors.

Nonetheless, MDs may be particularly exposed to lobbying, from 
both industry stakeholders, and professional associations (Costa‐ 
Font et al. 2023), and their higher socioeconomic status may also 
shape preferences toward professional autonomy or market‐ 
oriented reforms. This is often counterbalanced by a shared 
medical identity grounded in training and clinical experience, 
which tends to foster common approaches to healthcare‐specific 
issues—such as standards of patient care and system organ
isation—even in the presence of divergent broader political views.

It is therefore an empirical question whether medical expertise 
and professional identity outweigh social class effects and po
tential interest‐group ties, which may lead to rent‐seeking 
behavior—particularly after long clinical careers involving 
close links with professional bodies. However, which of these 
dynamics dominates depends on institutional constraints and 
the minister's capacity to translate preferences into policy. In 
some cases, especially during crises, technocratic ministers may 
be appointed in partisan governments both to signal compe
tence and to help manage systemic shocks.

While research on the impact of health ministers' professional 
backgrounds remains limited, emerging evidence provides 
mixed insights. Pilny and Rosel (2020), using data from 
Germany, find that regions led by medical doctors employ more 

hospital physicians—suggesting possible rent‐seeking—without 
corresponding improvements in hospital efficiency or infra
structure costs. However, MD training may support more 
evidence‐based decision‐making and reduce reliance on 
external advisors, thereby enhancing credibility among stake
holders (Phillips 2020).

This paper studies how the medical training of health ministers 
shapes health system decision‐making across high‐income OECD 
countries, drawing on two decades of data. We draw on a 
comprehensive cross‐country leadership dataset (Global Leader
ship Project) and distinguish between federal and non‐federal 
systems, where governance structures may shape ministers' pol
icy choices differently, given that in federal systems health care 
decisions are shared with counterparts at the state or provincial 
level. Our focus on central‐level governance is distinctive: unlike 
previous research that mainly examines subcentral governments 
in decentralized and federal systems, we examine national‐level 
ministers who face complex trade‐offs in prioritizing healthcare 
amidst competing national priorities. We specifically carry out an 
empirical analysis using longitudinal data from 1993 to 2014, 
considering relevant characteristics of the government composi
tion and OECD health data, while controlling for institutional and 
political variables.

We contribute to the literature by addressing the gap in under
standing how the professional backgrounds of cabinet members 
and specifically its MD background, shape health system metrics, 
offering valuable insights amidst broader discussions on uni
versal health coverage and reform (Bambra et al. 2019; Gray 
et al. 2013; Novignon et al. 2021; Sparkes et al. 2019). Our study is 
unique in that it controls for other relevant confounders of health 
system performance, alongside the government tenure time and 
other characteristics.

The next section discusses the role of the professional background 
of cabinet members and its effects, and we laydown the paper’s 
hypothesis. Section three discusses the evidence of the Global 
Leadership Project dataset. Section four provides the paper re
sults, and a final section concludes.

2 | Medical Decision Makers and the Politics of 
Health Care

2.1 | Professional Background and Policy Making

The professional background of policymakers can fundamen
tally shape decision‐making through two distinct channels: their 
accumulated expertise and knowledge, alongside the influence 
of their social and professional networks to which they are tied. 
In the context of health policy, this distinction is particularly 
important because healthcare combines high technical compl
exity with significant distributional consequences, creating 
conditions where both expertise effects and rent‐seeking be
haviors can emerge.

A substantial body of research suggests that policymakers' profes
sional backgrounds systematically shape legislative behavior and 
policy outcomes, yet this literature is often overlooked in studies of 
health governance. Most directly, Fountaine et al. (2025) show that 
physicians in Congress differ meaningfully from their non‐ 
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physician peers in legislative effectiveness and engagement with 
health policy, providing direct evidence that medical training 
translates into distinct policymaking patterns. This finding aligns 
with earlier work on other professions in politics, including 
Miller's (1993) analysis of lawyers in Congress, which highlights 
how legal training influences legislative priorities and strategies, 
and Szakonyi's (Szakonyi 2018) study of business professionals in 
elected office, which documents how private‐sector experience 
shapes policy choices and personal incentives. At the cabinet 
minister level, Borwein (2022) finds that Canadian provincial 
cabinet ministers' occupational backgrounds, particularly profit‐ 
oriented professions, systematically influence social spending, 
while Velimsky et al. (2025) show evidence that occupational 
background influences representation across European contexts.6

Cabinet members operate within a web of constraints shaped by 
electoral promises, party manifestos, and fiscal limits. Yet 
despite these constraints, ideology still matters: left‐wing gov
ernments tend to expand spending while right‐wing govern
ments tend to restrain it (Alesina 1987; Hibbs 1977). These 
ideological differences, however, often blur as elections app
roach, when incumbents—regardless of party—are incentivized 
to increase spending in order to signal competence and improve 
electoral prospects (Nordhaus 1975; Rogoff and Sibert 1988).

Health policy, however, does not fully follow this pattern. As 
Schmidt (1999) shows, ideology has a weaker influence on health 
spending than in many other areas of social policy, partly because 
health is treated as a “special good.” (Costa‐Font et al. 2020). 
Similarly, Potrafke (2010) finds that while health spending rises in 
pre‐election periods, partisan ideology plays only a limited role 
compared to more contested policy domains. Institutional factors 
also matter: coalition governments may give rise to spending 
pressures through common pool problems (Weingast et al. 1981), 
or constrain change through veto players (Tsebelis 2002). Taken 
together, health emerges as a policy area where electoral pressures 
are strong but partisan control is comparatively weak, leaving 
greater room for professional expertise to shape how resources are 
allocated.

One of the features of cabinet composition that matters at the 
margin is the socio‐economic background of their members. 
Research shows that ministers' class origins shape policy prefer
ences, with working‐ and upper‐class backgrounds associated with 
different welfare and economic policy positions (Alexiadou 2022; 
Carnes 2012, 2013; O’Grady 2019), particularly in redistributive 
domains (Alexiadou 2022). While we lack systematic data on 
family origins in our OECD sample, medical professionals are 
likely to come from relatively privileged backgrounds due to 
educational barriers and dynastic patterns in the profession (Dhalla 
et al. 2002; Lentz and Laband 1989; Mocetti 2016). Gender and 
broader professional composition also matter: women in cabinets 
are associated with higher health spending and improved maternal 
care (Bhalotra and Clots‐Figueras 2014; Clayton and Zetter
berg 2018), while men's preferences are often more strongly re
flected in policy (Krook and O’Brien 2012). More generally, 
business and political elites tend to favor more conservative eco
nomic policies (Carnes 2012), whereas liberal professional classes 
often support market‐oriented reforms (Oesch and Ren
nwald 2018), and professional expertise can itself enhance minis
terial performance (Jochimsen and Thomasius 2014).

Finally, health policy exhibits distinctive features that make these 
influences particularly visible. Medical training is highly stand
ardised across countries, unlike more heterogeneous business or 
legal backgrounds, enabling meaningful cross‐national compar
ison of MD ministers (Swenson 2021). Similarly, health care is 
also perceived as technical, involving clinical and epidemiological 
evidence that creates information asymmetries favoring medi
cally trained actors, while broad OECD consensus on universal 
health coverage limits partisan divergence in this domain, with 
some exceptions. Physicians' clinical, patient‐centered training 
further shapes how they prioritize policy problems, often 
emphasizing treatment over system‐wide or preventive ap
proaches, which can position MD ministers as counterweights to 
finance ministries, especially in crises when technocratic exper
tise is in higher demand. Finally, their position within the medical 
hierarchy may bias them toward professional autonomy and 
curative care, while also enabling a stronger emphasis on 
evidence‐based efficiency and cost control.

2.2 | Interest Groups, Corporatism and Health 
Care Decision Making

The medical profession is embedded in strong corporatist 
structures—such as medical associations, licensing bodies, and 
dense professional networks—that can both transmit expertise 
and enable rent‐seeking (Costa‐Font et al. 2023; Zweifel and 
Eichenberger 1992). This reflects into broader corporatist ar
rangements linking organized interests to state decision‐making 
(Schmitter 1974), a framework widely used to understand healt
hcare governance and medical association influence (Frank and 
González Block 1992; Zweifel and Eichenberger 1992) and more 
recently applied to issues such as health promotion and non‐ 
communicable diseases (Raphael 2013; Sell and Williams 2020). 
In this context, health policy is shaped through competition be
tween organized interests—such as medical, business, or other 
sectoral groups—each seeking to influence the allocation of 
public resources.

Against this backdrop, the professional backgrounds of policy
makers matter because they embed ministers within networks 
and interpretive frameworks. Medical doctors entering govern
ment may bring clinical expertise while remaining connected to 
their professional community, creating a potential tension be
tween technocratic competence and group‐based interests. That 
is, MD ministers may improve policy quality through insider 
knowledge, particularly in areas such as prevention and vacci
nation; yet, they may also advance professional interests, for 
instance in regulating physician supply. While evidence from 
decentralized systems such as Germany suggests that medical 
backgrounds can influence healthcare staffing and outcomes 
(Pilny and Roesel 2020), broader cross‐country evidence remains 
limited.

These dynamics take place in a highly salient political environ
ment where health is a central voter concern and a major com
ponent of public spending (Costa‐Font et al. 2020). A body of 
evidence illustrates how both supply‐ and demand‐side political 
forces shape health policy (Vatter and Rüefli 2003), while broader 
accounts emphasize ongoing competition between groups 
seeking control over health resources (Alford 1975). In this 
setting, health ministers face strong pressures when allocating 
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resources across competing priorities. This paper therefore ex
amines whether the medical background of health ministers af
fects spending, inputs, and outcomes across OECD countries, 
focusing on central‐level decision‐making where both expertise 
and potential rent‐seeking may shape policy.

2.3 | Discretion of Health Ministers

Across OECD countries, health often operates as a standalone 
ministerial portfolio rather than being merged with social services, 
labor, or other policy areas (Laver and Shepsle 1996), providing 
organizational consistency that facilitates cross‐national compari
son. However, health ministers' discretion over health spending 
and policy priorities depends on how authority is delegated within 
health systems and on preference alignment between ministers, 
legislatures, and other veto players. Although parliaments formally 
approve health budgets, ministers frequently exercise discretion 
through agenda‐setting, programmatic reallocations, payment and 
reimbursement rules, and regulatory decisions in technically 
complex policy domains that are difficult to monitor ex ante (Blank 
and Burau 2014; Greer et al. 2016).

Discretion is typically higher in tax‐based health systems than in 
social insurance systems, as financing and allocation are more 
centralized under government control, whereas social insurance 
systems diffuse decision‐making across insurers and other in
dependent stakeholders. Similarly, in parliamentary systems 
with disciplined majority governments, health policy decisions 
are the result of cabinet decision‐making, and tend to be more 
constrained in minority or fragmented coalition settings 
(Strøm 2000; Wendt et al. 2009). In presidential systems, legis
lative veto points limit ex ante authority over spending levels, 
but ministers may retain autonomy over implementation and 
regulatory prioritization within approved budgets (Marmor and 
Oberlander 2012). Federalism and decentralization further 
circumscribe discretion by shifting control over service delivery 
and spending to sub‐national governments, while independent 
agencies such as insurers or health technology assessment 
bodies can either constrain or insulate ministers depending on 
institutional design (OECD 2015, Costa‐Font & Greer 2016). 
Finally, periods of crisis—most notably pandemics—tend to 
expand effective discretion by increasing reliance on executive 
authority and expert judgment, allowing ministers to repriori
tize spending more rapidly than under routine governance 
conditions (Boin et al. 2017).

2.4 | Hypothesis Testing

Based on the above considerations, we derive five main hypoth
eses (H1 to H5). First, countries with medical doctors (MD) 
serving as health ministers are expected to exhibit higher levels of 
public health spending (H1), reflecting their clinical orientation 
and preference for resource‐intensive care. Second, MD health 
ministers are expected to allocate a larger share of resources to
ward curative services relative to preventive care (H2), consistent 
with their patient‐level, treatment‐focused training. Third, MD 
health ministers may improve aspects of system performance 
linked to technical and evidence‐based decision‐making, such as 
cost containment or reduced reliance on external advisors (H3). 
Fourth, MD health ministers are expected to increase physician 
supply (H4), suggesting potential professional bias and possible 

rent‐seeking within the medical profession. Finally, the effects of 
MD health ministers are expected to vary across institutional and 
political contexts, being more pronounced during periods of 
crisis, within integrated tax‐based health systems, smaller coun
try size ‐ being more likely to fall prey to professional networks 
and local capture, and in non‐federal parliamentary systems, in 
cabinets with a women health minister, and under left‐wing 
governments (H5).

3 | Data and Methods

3.1 | Data and Sample

We use a longitudinal dataset that contains both records of health 
outcomes and the professional backgrounds of health ministers 
between 1993 and 2014 alongside other characteristics of the 
cabinets. The sample is limited to OECD countries to control for 
confounding factors that could bias our estimates in lower income 
settings, although we still control for some differences in insti
tutional design (e.g., tax or social insurance funding). A list of 
countries was sourced through the OECD website.7 Our depen
dent variables are a set of health system outcomes retrieved from 
the OECD Health Database and World Bank data (World 
Bank 2026). Specifically, we looked at the following outcomes: 
health expenditure, spending on health prevention, pharmaceu
tical spending, number of general practitioners (GP), number of 
physicians, nurses' density, nurse to bed ratio, measles vaccina
tion rates, and crude death rate.

Minister background data was sourced primarily from the Seki‐ 
Williams Ministers Dataset (Williams and Seki 2016), an exten
sion of a government composite dataset from Woldendorp, 
Keman, and Budge (Woldendorp et al. 2013). The dataset contains 
detailed ministry data from 1990 to 2014 and includes minister‐ 
level variables such as name, gender, country, tenure dates, po
litical party, and portfolio name. A minister was included in the 
dataset for a certain year if they held the position for at least 
6 months of that year. This ensures the minister has sufficient 
time to implement policy and promote their political agendas. 
The dataset included both ministers if the portfolio was split 
evenly by two ministers in a year. Our key variable of interest, a 
minister's university‐level education, was manually collected 
from government websites, news articles, and other biographical 
sources. Medical education refers to undergraduate or graduate‐ 
level medical school. Ministers with multiple degrees were 
considered in the medical education group if their degrees were 
medical and have training as a physician. Doctors with no easily 
available information about their professional or educational 
background were excluded from the study.

To control for cabinet‐level differences, we complemented the 
dataset with information from the Parliaments and Governments 
Database (ParlGov) dataset (Döring 2016) and the Comparative 
Political Data Set (CPDS) (Armingeon et al. 2020). The first 
collects data about parties, elections, and cabinets (i.e., name, 
seats, etc.) from 1900 to 2023, while the second is a collection of 
political and institutional data spanning 1960–2021. Specifically, 
we were interested in the Cabinet Composition variable which 
categorizes the orientation of the government using the Schmidt 
Index8 and the type of majority (e.g., single party vs. technocratic 
government).
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3.2 | Outcome Selection and Justification

Our dependent variables were selected based on three criteria: 
direct ministerial influence, consistent measurement across OECD 
countries for 1993–2014, and realistic timeframe for observing ef
fects given average ministerial tenure of 2.14 years.

Spending outcomes capture primary policy levers under minis
terial control: overall resource allocation (total health expendi
ture), strategic reallocation toward prevention (preventative 
spending), and pharmaceutical access (pharmaceutical spending 
per capita). Health system structure outcomes include healthcare 
workforce measures (GP density, physician density, nurse den
sity, nurse‐to‐bed ratio), which may indicate rent‐seeking if MD 
ministers favor hiring more medical professionals. Prevention 
and health outcomes include measles vaccination coverage and 
crude death rate. Measles vaccination requires healthcare system 
coordination and directly connects to our preventative spending 
findings, serving as a proxy for preventative care quality with 
uniform cross‐national measurement. Crude death rate (deaths 
per 1000 population) provides a comprehensive population health 
measure covering our full 1993–2014 period, though it reflects 
factors beyond healthcare policy including demographics and 
external causes of death.

We focus our main analysis on spending and vaccination out
comes, as they result from policy choices directly observable 
within ministerial tenure. Finally, we examine crude death rate 
and supplementary evidence on population health patterns and 
include exploratory analysis of avoidable mortality in the Online 
Supplementary Material (OSM), noting identification challenges 
from crisis‐driven appointments and restricted data availability 
(2000–2014).

3.3 | Empirical Strategy

We draw from panel level data and a diference‐in‐differences 
(DiD) analysis to examine the impact of a MD minister on 
identified health system outcomes, taking into account country‐ 
specific fixed effects to control for the effects of other country‐ 
specific and time‐invariant confounders on the health system 
outcomes of interest. That is, we consider the following speci
fication where we refer to the country i and year t:

yit = ϑ0+θ1Mit + θ2Xit + θ3Zit + δt + μi + εit (1)

Where Mit refers to a MD minister, Xit refers to a series of 
relevant controls or covariates influencing outcomes, δt refers to 
time‐specific effects, μi refers to the country‐specific effects and 
finally the model considers an error term. ϑ0 refers to the 
intercept, θ1 is our coefficient of interest (i.e., whether a min
ister had a medical education), and θ2 and θ3 captures the effect 
of different controls. θ2 reports Minister‐level covariates, 
including gender, age, and tenure. θ3 reports country‐level in
formation (population, GDP, share of elderly population), as 
well as cabinet information, including the cabinet tenure, po
litical orientation (Schmidt Index), and the type of majority. We 
also test the robustness of the results to lagged treatment 
specifications (see OSM). The Minister's party was not included 
due to heterogeneity among political systems. Standard errors 
are clustered at the country level.

The appointment of health ministers could potentially be end
ogenous to health system performance and spending patterns, 
which may create identification challenges, and bias our esti
mates. It is possible that countries systematically select medical 
professionals as health ministers during health crises, periods of 
deteriorating health outcomes, or when facing public pressure to 
reform healthcare systems ‐ circumstances that might indepen
dently drive increases in health expenditure. Conversely, during 
periods of fiscal constraint or when health systems are perceived 
to be performing adequately, governments may be more inclined 
to appoint non‐medical ministers with backgrounds in eco
nomics, law, or public administration. If such endogenous se
lection occurs, observed differences in health spending between 
medical and non‐medical ministers could reflect the underlying 
conditions that prompted their appointment rather than the 
causal effect of their medical expertise. The relatively high turn
over rate among health ministers compared to other cabinet po
sitions suggests that appointments may often be responses to 
changing health system needs and performance, rather than 
purely exogenous political or electoral factors. While reverse 
causality ‐ where health spending levels directly influence min
ister selection ‐ is also theoretically possible, this concern is likely 
secondary to the endogenous selection problem, given that min
ister appointments typically precede budget decisions in the 
policy timeline and are more plausibly driven by broader health 
system conditions than by spending levels per se.

To examine the presence of common pre‐trends—a condition 
for the validiity of the DiD analysis, we conduct an event study 
analysis. We begin our analysis by examining the health 
spending patterns in a 7‐year window around medical minister 
appointments (3 years before to 3 years after). We create event 
time variables centered on the year of medical minister 
appointment (t = 0), with t = −1 serving as the reference period. 
We then estimate the following specification:

yit = θ0 + ∑
3

k=− 3,ks− 1
θk ∗ Event timek + θ2Xit + θ3Zit + δt + μi + εit

(2)

where yit represents the health spending outcome for country i in 
year t, θ0 is the intercept, θk captures the effect of medical minister 
appointment k years relative to the appointment (with k ranging 
from − 3 to +3, excluding the reference period k = − 1). 
Event timek are indicator variables for each year relative to the 
appointment. Crucially, we test whether the pre‐appointment 
coefficients (θ − 3 and θ − 2) are jointly equal to zero to assess 
whether differential spending trends existed before medical 
minister appointments, which would indicate endogenous se
lection. A failure to reject this null hypothesis supports the 
identifying assumption that appointment timing is not system
atically related to pre‐existing spending patterns, thereby vali
dating our causal interpretation of the main results.

As a heterogeneity check, we distinguish two groups of countries 
by splitting the sample into federal and non‐federal, taking into 
account their different levels of responsibility for healthcare 
decision‐making. Indeed, in federal countries, health ministers 
are constrained by framework laws and have limited decision 
power since the majority of decisions are made by the regional 
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health ministers. In contrast, non‐federal countries grant central 
health ministers primary authority over health policy and 
spending. Hence we expect larger effects, if any, in non‐federal 
countries.

We then follow the same rationale of the event study analysis for 
health outcomes, and also examine mortality outcomes to address 
potential selection effects during health crises. To define health 
crises, we use the crude death rate per 1000 inhabitants as re
ported in the World Bank dataset. The crude death rate has the 
advantage of spanning across all years included in the analysis 
(1993–2014). We define health crises as country‐years where the 
crude death rate exceeds the country‐specific mean plus one 
standard deviation. Finally, its worth mentioning that we use this 
crisis indicator in two ways: (1) event study analysis testing for 
parallel pre‐trends in mortality outcomes, and (2) heterogeneity 
analysis testing whether MD minister effects on spending differ 
during crisis versus non‐crisis periods.

4 | Main Results

4.1 | Descriptive Statistics

Table 1 reports the descriptive analysis of the dependent vari
ables examined in this paper, distinguishing between doctors 
and non‐doctors. MD ministers comprise 31% of our sample and 
exhibit significantly different health outcomes and system 
characteristics compared to their non‐medical counterparts. The 
data shows that countries MD Ministers spend 15.2% less on 
health as a percentage of GDP compared to those with other 
backgrounds. In contrast, preventative spending is 12.8% higher 
in countries with MD ministers, while pharmaceutical spending 
per capita is 13.1% lower. Nurse density is 21.3% lower under 
MD ministers, with general practitioner and physician densities 
being 14.1% and 4.2% lower, respectively. Measles vaccination 
rates are 3.6% higher in countries with MD ministers, yet 
avoidable mortality is 48.7% higher. In terms of covariates, 
countries with MD ministers have a 22.3% lower GDP per 
capita, a 48% smaller population, and health ministers who are 
7.3% more likely to be male and 7.5% older. These figures sug
gest meaningful differences in health system structure and de
mographics based on whether the country's health minister is a 
doctor.9

4.2 | Event Study Analysis

To validate our identification strategy, we conduct an event 
study analysis for different types of health expenditure out
comes depicted in Figure 1: total health expenditure, preven
tative spending, and pharmaceutical spending. These outcomes 
capture the primary channels through which medical expertise 
might influence health policy: resource allocation, prevention 
focus, and pharmaceutical access. The results provide strong 
evidence for causal identification across spending variables, 
with all three showing no evidence of differential pre‐trends: 
total health expenditure (F = 1.12, p = 0.35), preventative 
spending (F = 0.02, p = 0.98), and pharmaceutical spending 
(F = 0.02, p = 0.98). These clean pre‐trends support our main 
findings of strategic budget reallocation, with medical ministers 
constraining overall spending while immediately boosting 

prevention and later expanding pharmaceutical access in a 
pattern consistent with evidence‐based policy sequencing.

Event study estimates for mortality shows parallel pre‐trends in 
both full sample and non‐federal countries for crude death rate, 
with post‐appointment effects null in full sample and sugges
tively negative in non‐federal countries, though not statistically 
significant.10

4.3 | Effects on Health Spending

Table 2 reports the first set of results on different types of 
healthcare spending from our fixed effect panel regressions. The 
panel regression results reveal an effect of MD ministers on health 
spending composition rather than overall expenditure levels. We 
find that against the backdrop of H1, medical ministers show no 
significant overall impact on total health expenditure. Our esti
mates suggest a positive but imprecise insignificant effect. Simi
larly, and in contrast to H2, central level MD ministers reveal a 
consistently robust and positive effect on preventative spending 
which is precisely estimated, with estimates ranging from 29 to 35 
percentage points across specifications. Such evidence is robust to 
the inclusion of controls and suggests an increase of approxi
mately 11%–14% relative to the sample mean. Finally, for phar
maceutical spending, our estimates suggest limited evidence of an 
effect, with positive but imprecise estimates ranging from 3.4 to 
6.5 USD per capita.

These findings provide strong evidence that MD ministers 
engage in some level of strategic budget reallocation rather than 
expansionary spending policies at the national level. Their 
medical expertise appears to translate into being more likely to 
prioritize widely recognised cost‐effective preventative in
terventions in the medial literature, without increasing overall 
health system expenditure consistently with H3. These results 
are in sharp contrast with other studies examining evidence 
from regional cabinets (Pilny and Roesel, 2020), which suggest 
that the level of decision‐making matters for the type of trade‐ 
offs that ministers engage in when making health system 
choices, as well as for the dynamics of cabinets more generally. 
Central level MD ministers might convey more authority than 
non MD ministers to expand preventative programs vis a vis the 
wider range of responsibilities of central level cabinets. 
Furthermore, they are more likely to make strategic decisions 
and are arguably more distanced from local interest groups than 
regional or state ministers, and more in tune with the country‐ 
wide budgetary trade‐offs.

4.4 | Effects on Health System Outcomes

Table 3 reports the results of health system outcomes, including 
GP density, physician density, nurse density, and nurse‐to‐bed 
ratio. The analysis of health system structure reveals limited 
evidence that medical ministers substantially alter healthcare 
workforce density or infrastructure capacity as hypothesized in 
H4. GP density shows near‐zero effects (0.002–0.004 per 1000 
population), physician density exhibits small negative estimates 
(−0.063 to −0.050) with substantial uncertainty, nurse density 
displays the largest negative associations (−0.142 to −0.069) 
though evidence remains inconclusive, and nurse‐to‐bed ratio 
shows consistently small negative estimates (−0.105 to −0.089) 
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with wide confidence intervals. Again, our findings are in 
contrast with previous findings from regional/state cabinets 
(Pilny and Roesel 2020), where doctor ministers are found to 
increase hospital capacities by hiring more medical staff. 
Central‐level MD ministers might influence primarily resource 
allocation rather than structural transformation of health sys
tems. That is, they influence how existing resources are 
deployed (toward prevention) rather than expanding health 
system capacity. This pattern aligns with medical ministers' 
shorter tenure, which may limit their ability to implement 

longer‐term structural changes requiring sustained political 
commitment and substantial capital investment.

4.5 | Performance Outcomes

Finally, in Table 4 we examine outcomes that are sensitive to 
health system performance indicators, such as measles vaccina
tion and crude death rate. The analysis provides some evidence 
that medical ministers improve population health indicators 
consistently with H3. MD ministers reduce crude death rate 

TABLE 1 | Descriptive statistics.

Full sample Doctor = 0 Doctor = 1 Difference
Variable N Mean (SD) N Mean (SD) N Mean (SD) (0–1)
Health expenditure (% GDP) 549 8.26 (1.90) 379 8.67 (1.96) 170 7.35 (1.37) 1.32***
Preventative spending (% CHE) 422 2.69 (1.28) 283 2.58 (1.27) 139 2.91 (1.29) −0.33**
Pharmaceutical spending (USD per 
capita)

488 408.70 (160.68) 333 426.48 (172.08) 155 370.51 (125.14) 55.98***

General practitioners (per 1000) 342 0.69 (0.33) 254 0.71 (0.33) 88 0.61 (0.33) 0.10**
Physicians (per 1000) 451 3.03 (0.63) 311 3.07 (0.65) 140 2.94 (0.59) 0.13**
Nurse density (per 1000) 406 8.45 (3.00) 273 9.08 (3.11) 133 7.15 (2.26) 1.93***
Measles vaccination (%) 549 91.54 (7.96) 379 90.52 (8.00) 170 93.82 (7.41) −3.30***
Avoidable mortality (per 100k) 366 270.66 (112.53) 252 235.01 (77.64) 114 349.48 (135.69) −114.48***
Crude death rate 549 9.21 (1.79) 370 8.86 (1.66) 170 9.98 (1.83) −1.11***

Covariates

Doctors 549 0.31 (0.46) — — — — —

Male 549 0.62 (0.49) 379 0.58 (0.49) 170 0.71 (0.46) −0.13***

Age 549 51.96 (8.07) 379 50.78 (7.22) 170 54.59 (9.18) −3.80***

Minister tenure 549 2.14 (1.49) 379 2.26 (1.57) 170 1.86 (1.25) 0.39***

GDP per capita 547 30,448.66 
(12,970.75)

378 33,418.04 
(13,431.02)

169 23,807.10 
(8818.22)

9610.94***

Population 549 32.29 (58.18) 379 37.93 (67.32) 170 19.73 (24.69) 18.19***

Share of elderly 549 15.20 (2.73) 379 15.18 (2.84) 170 15.24 (2.47) −0.06

Cabinet tenure 549 1.88 (1.02) 379 1.94 (1.04) 170 1.74 (0.95) 0.21**

Cabinet composition (schmidt index) 533 2.52 (1.45) 366 2.46 (1.53) 167 2.63 (1.25) −0.16

Balance of power 533 0.22 (0.41) — — — — —

Hegemony of right/center parties 533 0.38 (0.49) — — — — —

Dominance of right/center parties 533 0.13 (0.34) — — — — —

Dominance of left parties 533 0.14 (0.34) — — — — —

Hegemony of left parties 533 0.14 (0.34) — — — — —

Type of government 533 2.64 (1.35) 366 2.63 (1.43) 167 2.66 (1.16) −0.02

Single‐party majority government 533 0.18 (0.39) — — — — —

Minimal winning coalition 533 0.41 (0.49) — — — — —

Surplus coalition 533 0.16 (0.37) — — — — —

Single‐party minority government 533 0.11 (0.31) — — — — —

Multi‐party minority government 533 0.12 (0.33) — — — — —

Caretaker government 533 0.01 (0.09) — — — — —
Technocratic government 533 0.01 (0.10) — — — — —

Note: This table reports descriptive statistics for health outcome and control variables across the full sample and by minister medical education. Columns show statistics 
for ministers without medical education (Doctor = 0) and with medical education (Doctor = 1). The difference column reports t‐test results for equality of means between 
the two groups, calculated as (Doctor = 0) ‐ (Doctor = 1). Statistical significance: ***p < 0.01, **p < 0.05, *p < 0.1.
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(−0.11 deaths per 1,000, approximately 1% relative to sample 
mean, p < 0.05). Consistently, the effect on measles vaccination 
shows a positive albeit statistically insignificant coefficient. Other 
indicators such as avoidable mortality show similarly inconclu
sive patterns (Online Supplementary Materials). The significant 
crude death rate reduction suggests that MD ministers may 

achieve population health improvements through strategic real
location toward preventative interventions, though the modest 
effect size and null findings for measles vaccination indicate such 
improvements are limited and not widespread within typical 
ministerial tenure periods. The inconclusive findings for measles 
suggest that measurable population health improvements may 

FIGURE 1 | Event study analysis: health spending around medical minister appointments. This figure displays coefficient estimates from event 
study regressions examining health outcomes before and after medical minister appointments. Each panel shows point estimates and 95% 
confidence intervals for indicator variables representing years relative to appointment, with t = −1 (1 year before appointment) serving as the 
reference period. The sample includes appointments where sufficient pre‐ and post‐appointment data are available (± 3 years). Top left: Total 
health expenditure (% GDP); Top right: Preventative spending (% current health expenditure); Bottom left: Pharmaceutical spending (USD per 
capita). All regressions include country and year fixed effects with standard errors clustered at the country level. Control variables: age, gender 
(male), minister tenure, GDP per capita, share of elderly, cabinet tenure, cabinet composition (Schmidt Index), type of government. The vertical 
dashed line marks the appointment year (t = 0). Full results reported in the OSM (Supporting Information S1: Table A2).

TABLE 2 | Effects of medical minister appointments on health spending: fixed effects panel regression results.

Health expenditure 
(% GDP)

Prevention spending 
(% health spending)

Pharmaceutical spending 
per capita

Variables (1) (2) (3) (4) (5) (6) (7) (8) (9)
Doctor 0.072 0.042 0.036 0.337*** 0.353*** 0.288*** 6.486 5.380 3.413

(0.124) (0.135) (0.121) (0.119) (0.122) (0.103) (8.250) (9.215) (7.863)
Minister control Yes Yes Yes Yes Yes Yes Yes Yes Yes
Socioeconomic control No Yes Yes No Yes Yes No Yes Yes
Political control No No Yes No No Yes No No Yes
Observations 549 547 533 422 422 408 488 488 483
R‐squared 0.665 0.698 0.725 0.133 0.154 0.218 0.817 0.885 0.901
Number of id 30 30 29 30 30 29 30 30 29

Note: This table presents fixed effects panel regression estimates of medical minister effects on health spending outcomes. Each column represents a different 
specification with varying control sets: columns (1), (4), and (7) include only minister controls; columns (2), (5), and (8) add socioeconomic controls; columns (3), (6), and 
(9) include the full set of political controls. The dependent variables are health expenditure as percentage of GDP, preventative spending as percentage of current health 
expenditure, and pharmaceutical spending in USD per capita. All regressions include country and year fixed effects with standard errors (in parenthesis) clustered at the 
country level. Control variables include: age, gender (male), minister tenure, GDP per capita, population, share of elderly population, cabinet tenure, cabinet composition 
(Schmidt Index), and type of government. The sample spans 1993–2014 across OECD countries. Standard errors in parentheses. ***p < 0.01, **p < 0.05, *p < 0.1. Full 
results reported in the OSM (Supporting Information S1: Table A3).
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require longer time horizons or may be confounded by the crisis‐ 
driven nature of medical health minister appointments (i.e., for 
avoidable mortality).

5 | Heterogeneity and Robustness Tests

5.1 | Federal Versus Non‐Federal Countries

To explore estimate heterogeneity by institutional arrangements, 
we examine whether MD minister effects vary between federal 
and non‐federal countries. In federal systems, health ministers 
operate with constrained authority due to constitutional divisions 
of power that allocate primary health policy decisions to regional, 
provincial or state authorities, providing a natural test of whether 
institutional power moderates medical expertise effects.

The heterogeneity analysis reported in Figure 2 shows some evi
dence that institutional arrangements modify the baseline results. 
For preventative spending, while the main effect of MD ministers 
remains positively significant, the interaction term (Doctor x 
Federal) is consistently negative across specifications, though not 

statistically significant. As expected, the pattern suggests that MD 
minister effects may be somewhat attenuated in federal countries 
where ministerial authority is constitutionally limited as hy
pothesized in H5. Similar patterns appear across other outcomes, 
with interaction terms generally showing negative point esti
mates but substantial uncertainty. While the direction of effects 
aligns with theoretical expectations that institutional constraints 
might limit medical ministers' policy influence, the data provide 
insufficient evidence to conclude that federal arrangements 
meaningfully moderate the relationship between medical exper
tise and health policy outcomes. This pattern is evident also for 
health outcomes, where crude death rate shows consistently 
negative doctor coefficients (indicating mortality reductions) 
with no meaningful federal interaction, suggesting MD ministers' 
potential health benefits operate similarly across institutional 
contexts.

5.2 | Country Size

Another type of heterogeneity is that of country size, motivated by 
our descriptive findings that MD ministers are significantly more 

TABLE 3 | Effects of medical minister appointments on health system outcomes: fixed effects panel regression results.

GP density (per 1000)
Doctor density (per 

1000)
Nurse density (per 

1000) Nurse to bed ratio
Variables (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12)
Doctor 0.002 0.003 0.004 −0.063 −0.050 −0.056 −0.142 −0.069 −0.080 −0.090 −0.089 −0.105

(0.019) (0.023) (0.025) (0.046) (0.038) (0.040) (0.122) (0.099) (0.104) (0.100) (0.093) (0.094)
Minister control Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
Socioeconomic control No Yes Yes No Yes Yes No Yes Yes No Yes Yes
Political control No No Yes No No Yes No No Yes No No Yes
Observations 342 342 331 451 451 438 406 406 393 465 463 449
R‐squared 0.222 0.293 0.337 0.528 0.564 0.635 0.425 0.610 0.637 0.686 0.692 0.715
Number of id 25 25 24 28 28 27 30 30 29 30 30 29

Note: This table presents fixed effects panel regression estimates of medical minister effects on health system structure outcomes. Each column represents a different 
specification with varying control sets: columns (1), (4), (7), and (10) include only minister controls; columns (2), (5), (8), and (11) add socioeconomic controls; columns 
(3), (6), (9), and (12) include the full set of political controls. The dependent variables are general practitioner density, physician density, nurse density (all per 1000 
population), and nurse to bed ratio. All regressions include country and year fixed effects with standard errors (in parenthesis) clustered at the country level. Control 
variables include: age, gender (male), minister tenure, GDP per capita, population, share of elderly population, cabinet tenure, cabinet composition (Schmidt Index), and 
type of government. ***p < 0.01, **p < 0.05, *p < 0.1. Full results reported in the OSM (Supporting Information S1: Table A4).

TABLE 4 | Effects of medical minister appointments on health outcomes: fixed effects panel regression results.

Measles vaccination Crude death rate
Variables (1) (2) (3) (4) (5) (6)
Doctor 1.516 1.478 1.230 −0.068 −0.112* −0.110**

(1.205) (1.161) (1.078) (0.090) (0.057) (0.053)
Minister control Yes Yes Yes Yes Yes Yes
Socioeconomic control No Yes Yes No Yes Yes
Political control No No Yes No No Yes
Observations 549 547 533 549 547 533
R‐squared 0.247 0.282 0.345 0.381 0.645 0.651
Number of id 30 30 29 30 30 29

Note: This table presents fixed effects panel regression estimates of medical minister effects on health outcomes. Each column represents a different specification with 
varying control sets: columns (1) and (4) include only minister controls; columns (2) and (5) add socioeconomic controls; columns (3) and (6) include the full set of 
political controls. The dependent variables are measles vaccination coverage (percentage) and the death crude rate (deaths per 1000 population). All regressions include 
country and year fixed effects with standard errors (in parenthesis) clustered at the country level. Control variables include: age, gender (male), minister tenure, GDP per 
capita, population, share of elderly population, cabinet tenure, cabinet composition (Schmidt Index), and type of government. ***p < 0.01, **p < 0.05, *p < 0.1. Full 
results reported in the OSM (Supporting Information S1: Table A5).
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likely to be appointed in smaller countries. This pattern aligns 
with expectations that local capture is more likely in smaller 
countries, as they may exhibit greater nepotism or closer profes
sional networks, where medical professionals might leverage 
personal connections to influence policy decisions beyond what 
their technical expertise alone would justify. To test for such an 
effect we create a binary indicator for relatively smaller countries 
by calculating the average population across all countries in each 
year, then coding countries as “small” if their population falls 
below this time‐varying threshold.11

The heterogeneity analysis by country size in Figure 3 reveals 
systematic differences that are consistent with a nepotism 
interpretation. In smaller countries, medical ministers show evi
dence of broader policy effects beyond the targeted prevention 
focus. The interaction terms (Doctor x small country) are 
consistently positive for health expenditure and healthcare 
workforce density except for physicians, suggesting that MD 
ministers in smaller countries engage in more expansive 
spending and hiring practices. This contrasts with the strategic 
reallocation pattern seen in larger countries, where medical 
ministers focus specifically on prevention without increasing 
overall expenditure or workforce. The pattern is particularly 
notable for nurse density, where the interaction term shows 
positive evidence of increased hiring in smaller countries 
(consistently with H5). These findings suggest that country size 
may moderate the mechanism through which medical ministers 
influence policy, with smaller countries potentially exhibiting 
rent‐seeking or network‐based behaviors alongside technical 

expertise effects, while larger countries show evidence of more 
disciplined, expertise‐driven policy changes focused on cost‐ 
effective interventions.

5.2.1 | Left Party Dominance

Next, we examine heterogeneity by government political orien
tation, testing whether the effects of MD ministers vary under left 
leaning versus right/center governments as depicted in Figure 4. 
Left‐wing governments are defined as those with either “domi
nance of left‐wing parties” or “hegemony of left parties” accord
ing to the Schmidt Index, representing approximately 27% of 
observations in our sample. Left‐wing governments may be more 
receptive to health spending expansion or already prioritize 
health policy, potentially modifying how medical expertise 
translates into policy outcomes as hypothesized in H5.

The heterogeneity analysis by political orientation in Figure 4
shows limited evidence that government ideology systematically 
moderates the medical minister effects. While left‐wing govern
ments show higher baseline spending across several health 
measures, the interaction terms (Doctor x Left govt) are generally 
small with confidence intervals encompassing zero. The clearest 
pattern appears for health expenditure, where some specifica
tions suggest left‐leaning governments may slightly constrain the 
effects of medical ministers. Overall, these findings suggest that 
medical expertise effects operate relatively consistently across 
political contexts, with professional training appearing to tran
scend ideological boundaries in health policy decision‐making.

FIGURE 2 | Heterogeneity analysis: federal versus not federal countries. This figure displays coefficient estimates and 95% confidence intervals 
from fixed effects panel regressions examining whether medical minister effects vary by federal institutional arrangements. Each panel shows 
results for different health outcomes across three specifications: Minister (minister controls age, gender, tenure), Socioeconomic (adding GDP, 
population, elderly share), and Political (full control set including cabinet composition and government type). All regressions include country and 
year fixed effects with standard errors clustered at the country level. The vertical dashed line marks zero effect. ***p < 0.01, **p < 0.05, *p < 0.1. 
Full results reported in the OSM (Supporting Information S1: Table A6).
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5.2.2 | Health Crisis

We then test whether MD minister effects vary by baseline mor
tality levels, using crude death rate to identify health crises (death 
rate exceeding country‐specific mean + 1SD) in Figure 5. Results 
show that MD ministers increase preventative spending in non‐ 
crisis periods (p = 0.008) but not during crises (p = 0.401), with 
null interaction (F = 0.56, p = 0.461). During crises, all countries 
increase prevention (p = 0.046), however, the strategic advantage 
of MD ministers becomes more salient under routine governance, 
when discretionary decision‐making is more pronounced. For 
crude death rate itself, coefficients are negative across both crisis 
and non‐crisis periods though not statistically significant, indi
cating no differential mortality effects by crisis status. This pattern 
is consistent with the hypothesis of strategic reallocation during 
normal times rather than crisis‐driven responses against the 
backdrop of H5.

Additional heterogeneity tests examining health system type 
(Supporting Information S1: Figure A3 and Table A10 in the 
OSM), European versus non‐European countries (Supporting 
Information S1: Figure A4 and Table A11 in the OSM), gender 
effects (Supporting Information S1: Figure A5 and Table A12 in 
the OSM), Great Recession impacts (Supporting Information S1: 
Figure A6 and Table A13 in the OSM), and government structure 
(Supporting Information S1: Figure A7 and Table A14 in the 
OSM) show generally limited evidence of systematic differences 

and are reported in the Online Supplementary Materials to test 
the remining features of Cabinet composition in the H5.

5.3 | Robustness Checks

Evidence from the United States indicates that physicians in 
political roles lean towards conservative politics and reduced 
government spending (Fountaine et al. 2025; Swenson 2021). 
However, it is unclear whether this is true in other settings. 
Hence, we test whether our results are driven by US‐specific 
patterns by excluding the United States from our sample. Re
sults (see Supporting Information S1: Table A15 in the OSM) 
confirm the preventative spending effect remains robust (0.310, 
p < 0.01), indicating that our findings reflect consistent cross‐ 
national patterns rather than US‐specific dynamics.

Another concern is that in presidential systems, the health 
minister (or secretary of state for health) is appointed by the 
president and has far less discretion, requiring legislative bar
gaining across government departments. To account for this 
feature, we have expanded the analysis by re‐estimating our 
specifications excluding the only two countries with presidential 
or semi‐presidential systems (i.e., France and the US), where the 
cabinet is weaker as legislative veto points constrain ministerial 
authority. We find consistent results: MD minister effects on 
preventative spending remain positive and significant in par
liamentary systems (coefficient = 0.270, p < 0.05), as does the 

FIGURE 3 | Heterogeneity analysis: country size (relatively low populated vs. high populated countries). This figure displays coefficient estimates and 
95% confidence intervals from fixed effects panel regressions examining whether medical minister effects vary by country size. Each panel shows results 
for different health outcomes across three specifications: Minister (minister controls age, gender, tenure), Socioeconomic (adding GDP, population, 
elderly share), and Political (full control set including cabinet composition and government type). Small countries are defined as those with 
population below the year‐specific average across all sample countries. Small countries: Australia, Austria, Belgium, Canada, Czech Republic, 
Denmark, Finland, Greece, Hungary, Iceland, Ireland, Israel, Latvia, Lithuania, Luxembourg, Netherlands, New Zealand, Norway, Portugal, Slovak 
Republic, Slovenia, Sweden. All regressions include country and year fixed effects with standard errors clustered at the country level. The vertical 
dashed line marks zero effect. ***p < 0.01, **p < 0.05, *p < 0.1. Full results reported in the OSM (Supporting Information S1: Table A7).
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reduction in crude death rate (−0.115, p < 0.05), while all other 
outcomes do not show statistically significant effects (see Sup
porting Information S1: Table A16 in the OSM).

Lastly, we also tested our results including a lagged treatment 
(i.e., MD appointment in t‐1, see Supporting Information S1: 
Table A17 in the OSM), and lagged expenditure values (t‐1) to 
account for serial autocorrelation in the expenditure variables 
(see Supporting Information S1: Table A18 in the OSM). Again, 
our results are robust to our main specifications.

5.3.1 | Placebo Test

In the last section of our analysis, we conduct a placebo test 
where we examine whether MD ministers affect military 
expenditure. If our identification is sound, we should observe no 
effect on military spending since medical expertise provides no 
theoretical basis for influencing defense policy. Any significant 
effects would suggest spurious relationships or unobserved 
confounding factors.

The results provide strong validation of our main estimates, with 
medical ministers showing no meaningful effect on military 
spending across all specifications displayed in Table 5. The co
efficients remain consistently small (0.014–0.042) and statistically 
insignificant across all model specifications, suggesting that 

medical minister effects are specific to health policy domains 
rather than reflecting general “minister effects” or unobserved 
confounding factors. This placebo test strengthens the view that 
our main results reflect genuine medical expertise influencing 
health policy outcomes.

6 | Discussion

This paper examines whether the medical background of health 
ministers' influences health system decision‐making, including 
health spending, health inputs, and the broader performance of 
health systems in OECD countries, focusing on the distinction 
between expertise and rent‐seeking effects. Drawing on corpo
ratist theory (Schmitter 1974) and evidence on professional 
backgrounds in policymaking (Alexiadou 2022), we developed a 
framework where ministers with a medicial background (or MD 
Minsiters) are argued to influence policy through either accu
mulated knowledge (expertise effect) or by advancing their 
professional group's interests (rent‐seeking effect). Our analysis 
reveals that MD ministers engage in strategic budget reallocation 
rather than overall spending expansion, with their medical 
expertise translating into targeted investments in evidence‐based 
interventions consistent with the medical training of MD Min
isters. The results point to strong expertise effects and limited 
rent‐seeking at the central level, with the latter largely confined 
to smaller countries, consistent with local capture.

FIGURE 4 | Heterogeneity analysis: Left‐leaning government. This figure displays coefficient estimates and 95% confidence intervals from fixed 
effects panel regressions examining whether medical minister effects vary by government political orientation. Each panel shows results for 
different health outcomes across three specifications: Minister (minister controls age, gender, tenure), Socioeconomic (adding GDP, population, 
elderly share), and Political (full control set including government type). The “Doctor” coefficients represent the main effect of medical ministers 
under right/center governments, while “Doctor x Left govt” shows the additional effect under left‐leaning governments (interaction term). “Left 
govt” represents the main effect of left governments. Left governments are defined as those with either “dominance of left parties” or “hegemony 
of left parties” according to the Schmidt Index. All regressions include country and year fixed effects with standard errors clustered at the 
country level. The vertical dashed line marks zero effect. ***p < 0.01, **p < 0.05, *p < 0.1. Full results reported in the OSM (Table A8).

12 of 17 Governance, 2026

 14680491, 2026, 3, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/gove.70135 by N

IC
E

, N
ational Institute for H

ealth and C
are E

xcellence, W
iley O

nline L
ibrary on [31/05/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



6.1 | Strategic Budget Reallocation, Not Spending 
Expansion

Our most robust finding is that medical ministers do not in
crease overall health expenditure but instead reallocate re
sources within existing budgets. This contrasts sharply with 
studies of regional governments where medical ministers tend 
to expand overall health spending (Pilny and Roesel 2020). 
However, the central‐level context appears to create different 
incentives from those of subnational governments, where min
isters face stronger fiscal and political trade‐offs between 
healthcare and other national priorities that constrain pure 
spending expansion.

The strategic reallocation is most salient in preventative 
spending, where medical ministers increase investment by 
11%–14% relative to the sample mean. This finding is partic
ularly compelling because preventative care represents an area 
where medical expertise provides clear advantages in identi
fying cost‐effective interventions. Our evidence suggests that 
central level MD ministers seem to prioritize prevention pro
grams, understanding not only their clinical benefits, but 
also their long‐term cost savings potential. The consistency of 
this effect across all specifications and its robustness to 
various controls suggest that medical expertise translates 
directly into policy choices that align with public health best 
practices.

6.2 | Limited Evidence of Rent‐Seeking at the 
Central Level

In contrast to the evidence of strong expertise effects, in small 
countries we find evidence consistent with rent seeking.12 We 
identity a pattern that aligns with broader evidence suggesting that 
the technical expertise can influence outcomes through knowl
edge channels rather than network effects (Alexiadou 2022).

The limited evidence of rent‐seeking effects at the central level 
may reflect several mechanisms. First, central government min
isters face higher levels of public scrutiny and accountability, 
which raises the political cost of overtly favoring their profes
sional group. Second, the broader scope of responsibilities at the 
national level may dilute the influence of narrow professional 
interests, in line with evidence that cabinet composition tends to 
affect policy more through experiential expertise than through 
direct interest group capture (Schakel et al. 2020). Finally, the 
relatively shorter tenure of medical ministers, as shown in our 
descriptive statistics, may further constrain their ability to pursue 
or implement long‐term reforms that would advantage their 
professional networks.

6.3 | Country Size and Institutional Context

Our heterogeneity analysis reveals that context matters for how 
medical expertise influences health systems. The most notable 

FIGURE 5 | Heterogeneity analysis: health crises. This figure displays coefficient estimates and 95% confidence intervals from fixed effects panel 
regressions examining whether medical minister effects vary by health crisis status. Each panel shows results for different health outcomes across 
three specifications: Minister (minister controls age, gender, tenure), Socioeconomic (adding GDP, population, elderly share), and Political (full 
control set including cabinet composition and government type). Health crises are defined as periods when crude death rate exceeds country‐ 
specific mean + 1SD, capturing elevated population mortality. The “Doctor” coefficients represent the main effect of medical ministers in non‐ 
crisis periods, while “Doctor × Health Crisis” shows the differential effect during crisis periods (interaction term). “Health Crisis” represents the 
main effect of crisis periods on outcomes (common response across all countries). All regressions include country and year fixed effects with 
standard errors clustered at the country level. The vertical dashed line marks zero effect. ***p < 0.01, **p < 0.05, *p < 0.10. Full results reported 
in the OSM (Supporting Information S1: Table A9).
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finding is that medical ministers in smaller countries exhibit 
broader policy effects that extend beyond prevention focus, pot
entially consistent with rent‐seeking interpretations. In smaller 
countries, medical ministers increase both health expenditure and 
the density of their healthcare workforce, suggesting that profes
sional networks and local capture may be more prominent where 
political systems are less institutionalized and professional com
munities are more tightly knit.

This finding aligns with broader literature on governance in 
small states, where personal networks and informal institutions 
often play larger roles in policy‐making (Veenendaal and Cor
bett 2015), and with evidence that professional backgrounds can 
create susceptibility to interest group influence (Alexiadou 2022). 
That is, the balance between expertise and rent‐seeking effects 
depends on institutional context, with more developed institu
tional environments favoring expertise effects over network‐ 
based influence, consistent with corporatist theories of interest 
representation (Frank and González Block 1992).

6.4 | Implications for Health System Governance 
and Ministerial Selection

Overall, appointing MD's as health ministers appears to improve 
the quality of central level technical decision‐making, especially in 
areas such as prevention and vaccination, but mainly through 
reallocating resources rather than increasing overall spending. 
This suggests that MD ministers may be most valuable in periods of 
fiscal constraint, when efficiency in resource allocation matters 
most. The pattern contrasts with evidence linking physician bac
kgrounds to lower government spending (Swenson 2021; Foun
taine et al. 2025) and regional findings of workforce expansion 
(Pilny and Roesel 2020), highlighting that the effects of professional 
background depend on institutional context and level of gover
nance. In Western parliamentary systems with broad consensus on 

universal coverage, medical expertise appears to operate relatively 
independently of partisan ideology (Potrafke 2010), supporting 
more technocratic allocation decisions.

The lack of strong rent‐seeking effects at the central level suggests 
that scrutiny and accountability may constrain professional self‐ 
interest. However, as mentioned, an important heterogeneity 
remains: in smaller countries, MD ministers are associated with 
broader spending and workforce expansion. This pattern aligns 
with evidence that informal networks matter more in smaller 
political systems (Veenendaal and Corbett 2015) and that insti
tutional context shapes the impact of professional backgrounds 
(Jochimsen and Thomasius 2014).

6.5 | Limitations and Future Research

Several limitations should be acknowledged. First, the analysis 
is restricted to central‐level ministers in OECD countries, which 
limits its external validity to other institutional and develop
ment contexts. Second, the time horizon may not capture 
longer‐term effects of ministerial appointments, particularly for 
health outcomes that depend on sustained policy implementa
tion. Third, some outcomes, may be strongly influenced by so
cial determinants and may be less responsive to changes in 
health system organization; more granular clinical indicators, 
which are currently unavailable, could provide a more precise 
assessment.

Future research could extend this work by examining the effect in 
different government levels as many health systems are descen
tralised, longer time periods, and the specific mechanisms thr
ough which medical expertise translates into policy outcomes. 
The findings are also specific to ministers with medical degrees 
and may not generalize to other health‐related professions, such 
as nurses, pharmacists, public health specialists, or health ad
ministrators, whose training and policy orientations differ. 
Comparative analyses of other professional backgrounds—such 
as economists, lawyers, or public administrators—would furt
her improve our understanding of how different forms of exper
tise shape policymaking across domains.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the 
corresponding author upon reasonable request.

Endnotes
1 Or equivalent secretaries of state, and the prime minister/and or the 

president, depending on whether country political institutions are 
presidential or parliamentary systems.

2 In decentralised or federal systems, where decisions are made across 
multiple levels, MDs may interact with advisors differently and enjoy 
more credibility among stakeholders and cabinet peers.

TABLE 5 | Placebo test: Effects of medical ministers on military 
expenditure.

Military expenditure
Variables (1) (2) (3)
Doctor 0.042 0.029 0.014

(0.044) (0.039) (0.037)
Minister control Yes Yes Yes
Socioeconomic control No Yes Yes
Political control No No Yes
Observations 506 504 490
R‐squared 0.362 0.594 0.620
Number of id 28 28 27

Note: This table presents fixed effects panel regression estimates testing whether 
medical ministers affect military expenditure as a placebo test for our 
identification strategy. Each column represents a different specification with 
varying control sets: column (1) includes only basic controls (minister 
characteristics); column (2) adds socioeconomic controls (GDP, population, 
elderly share); column (3) includes the full set of political controls (cabinet 
composition and government type). Military expenditure is measured as a 
percentage of GDP. All regressions include country and year fixed effects with 
standard errors clustered at the country level in parentheses. ***p < 0.01, 
**p < 0.05, *p < 0.1. Full results reported in the OSM (Supporting 
Information S1: Table A19).
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3 Dreher et al. (2009) exploiting evidence from variation in political 
leadership across 70 countries document that former entrepreneurs 
are significantly more reform‐oriented, while union executives tend 
to constrain reforms. Similarly, Kirkland (2021) using data from the 
US show that mayors allocate who are business owners and ex
ecutives invest more in infrastructure, and less in redistributive 
spending.

4 This is especially the case given the size of health care budgets more 
efficient resource allocation is important in the face of budgetary con
straints imposed by a shrinking tax base and growing old age 
population.

5 In some cases, especially during crises, technocratic ministers may be 
appointed in partisan governments both to signal competence and to 
help manage systemic shocks.

6 For example, Diaz‐Serrano and Kallis (2022) show how national pres
idents or prime ministers with a professional background in business 
are strongly correlated with bad climate mitigation outcomes. Relat
edly, Hansen et al. (2019) demonstrate that legislators with insurance 
backgrounds exert measurable influence on insurance regulation, 
underscoring the broader point that sector‐specific expertise can affect 
both the content and direction of public policy.

7 Australia (AUS), Austria (AUT), Belgium (BEL), Canada (CAN), Czech 
Republic (CZE), Germany (DEU), Denmark (DNK), Spain (ESP), 
Finland (FIN), France (FRA), United Kingdom (GBR), Greece (GRC), 
Hungary (HUN), Ireland (IRL), Iceland (ISL), Israel (ISR), Italy (ITA), 
Japan (JPN), Lithuania (LTU), Luxembourg (LUX), Latvia (LVA), 
Netherlands (NLD), Norway (NOR), New Zealand (NZL), Poland (POL), 
Portugal (PRT), Slovakia (SVK), Slovenia (SVN), Sweden (SWE), United 
States (USA).

8 The Schmidt Index categorises the cabinet composition in the following 
groups: (1) Hegemony of right‐wing (and center) parties. (2) Domi
nance of right‐wing (and center) parties. (3) Balance of power between 
left and right. (4) Dominance of social‐democratic and other left parties. 
(5) Hegemony of social‐democratic and other left parties.

9 Pairwise correlation coefficients between the medical minister indi
cator and control variables used in our analysis are reported in the 
OSM (Supporting Information S1: Table A1). All correlations are 
below conventional multicollinearity thresholds (|r| < 0.7), confirm
ing that our regression specifications are not subject to severe mul
ticollinearity concerns.

10 Avoidable mortality exhibits significant pre‐trends in the full sample 
(F = 8.89, p = 0.004) but shows parallel pre‐trends in non‐federal 
countries (see OSM, Supporting Information S1: Figures A1–A2).

11 To ensure consistent classification, we addressed one exception: 
Canada was classified as “large” in 2004 and 2006 due to Japan's 
temporary absence from the sample in those years, which lowered the 
average population threshold. To maintain temporal consistency in 
country categorization, we manually reclassified Canada as a small 
country for these 2 years, ensuring all countries maintain the same 
size classification throughout the analysis period.

12 This finding is consistent with evidence from regional governments 
where medical ministers tend to hire more hospital doctors, poten
tially reflecting rent‐seeking behavior (Pilny and Roesel 2020).
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