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Towards a reticular approach to health care

Sílvia Portugal 1

Introduction 

Discourses on health care are increasingly dom-
inated by a managerial language, which empha-
sizes the organizational realms associated with 
the “health system”. The impacts of neoliberal 
globalization are thus felt in different ways: in the 
retraction of public policies, in the expansion of 
the homo economicus ideal to all social and political 
spheres, in obscuring subjectivities, interactions 
and forms of resistance.

Thus, it becomes pertinent to find problema-
tizing approaches that reveal the complex nature 
of stakeholders and flows that sustain health 
care. The paper by Breno Fontes underscores the 
relevance of the “network paradigm” to respond 
to this challenge. I would add the contribution of 
another approach - that of “care paradigm.”

The “care paradigm” option implies recog-
nizing that care is cross-cutting in the life and 
routine of all people, and not only the sick. Several 
challenges arise when we make this choice1: recog-
nizing our vulnerability throughout the life cycle2,3; 
recognizing that the cared also take care4; paying 
attention to life details5; setting up a different lan-
guage that transcends the traditional biomedicine 
and welfare models, which compartmentalize the 
needs and objectify the subjects.

The conjugation of this approach with a retic-
ular perspective evidences several heuristic poten-
tialities: it allows us to look simultaneously at the 
form and content of social relationships; it allows 
us to place the subject at center-stage, adopting 
integrality as a guiding principle6; it allows us to 
question concepts such as “governance”, revealing 
the complex articulations between stakeholders, 
between public and private, and between State, 
market and civil society.

Three worlds or more?

The work by Esping-Andersen – The Three 
Worlds of Welfare Capitalism (1990)7 – significantly 
marked the reflections on well-being production 
in the late twentieth century. Its central concept is 
that of “decommodification”, that is, the system’s 
ability to provide subjects with access to reason-
able living conditions without having to sell their 
labor force in the market. The author classifies 
the industrialized countries in three models: the 
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liberal/residual regime (which includes the United 
States, Canada and Australia), in which the degree 
of decommodification is scarce; the conserva-
tive-Catholic/corporatist regime (which includes 
Germany, Austria, Belgium, Italy, and France), 
which is characterized by a moderate level of de-
commodification; and the democratic/universalist 
social regime (which corresponds to the countries 
of Northern Europe, and Sweden in particular), 
in which the level of decommodification is high.

The criticisms of Esping-Andersen’s trichoto-
my are numerous and diverse. We shall not pro-
ceed with its exhaustive examination here. Howev-
er, one of the lines of discussion is relevant to this 
debate. The typology gives scant attention to the 
southern European countries, addressing them as 
“mixed”. In opposition to this perspective, several 
authors have argued that certain characteristics of 
these countries allow us to identify a fourth type 
of regime - a “Southern Model” (which includes 
Portugal, Italy, Spain, and Greece). Ferrera8 char-
acterizes it through four fundamental features: 1) 
a highly fragmented and corporatist system, where 
generous protection for some sectors of the popu-
lation coexists with total lack of it for others; 2) the 
establishment of a National Health System based 
on universalist principles; 3) low state penetration 
in social protection with a complex articulation 
between public and private actors and institutions; 
4) the persistence of clientelism in access to social 
protection of the State.

Regarding the family, the Southern Model’s 
exceptionality lies in the fact that maintaining 
traditional models seems to be more a matter of 
survival than of choice - in the lack of alternatives, 
the family is the resource that one can always rely 
on9,10.

The work of Gough et al.11 shows how Europe-
an countries share many characteristics with the 
countries of the opposite hemisphere, extending 
the concept of the “South” used in Eurocentric 
analyses. The contribution of Barrientos12 on Latin 
America analyzes the reforms carried out in several 
countries of the South American continent, iden-
tifying a transition from a “conservative-informal” 
regime to a “liberal-informal” regime. The author 



3138
Po

rt
u

ga
l S

identifies articulations between State, market, 
and the family that are very similar to Southern 
European countries.

Networks and care

In general, in health, the prevailing trend in 
the definition of care builds around the opposi-
tion between formal and informal care13. A closer 
look relativizes this distinction. In daily life, the 
differentiation occurs through the type and in-
tensity of care provided, which reveals different 
levels of involvement between formal and infor-
mal caregivers1. The studies are evident in this 
area: the more severe the dependency situation 
and the more demanding the needs, the higher 
the involvement of the family13,14. Specifically, in 
Southern countries, the more demanding the type 
of support, the fewer responses there are, and the 
higher the accountability of the informal sphere15. 

The work I have been conducting in the ar-
eas of illness and disability shows that when we 
look at people’s life paths and analyze their social 
networks, the family emerges as the primary care 
provider: searching for information or diagnosis, 
designing therapeutic paths, providing daily, per-
manent and long-term care1,16,17.

The formal provision of care often shows 
an intervention that reveals a weak capacity to 
integrate individual specificities, producing nor-
malized and normalizing care that hardly meets 
the life circumstances of people with any diagnosis 
or illness. Family care tends to contradict this 
way of acting. The care provided by the family 
network stems from the needs of those who are 
cared for15. If biomedical care has difficulties in 
addressing specificities, singularity-based family 

care allows integrating difference and responding 
to it adequately1.

Final Notes

As emphasized by Breno Fontes, a reticular ap-
proach to health care delivery highlights the rele-
vance of a broad range of actors (patients, families, 
health professionals, social workers, associations, 
state, market, community), knowledges (lay and 
scientific), practices (formal and informal) and 
relationships (social, material and symbolic).

The “Southern Model” has several heuristic 
advantages: it allows us to complexify the ap-
proaches, covering a reticular field where actors 
and multiple flows circulate; it brings to the fore 
a model today subject to strong constraints, due 
to the demographic, economic and political pres-
sures; by revealing the importance of kinship ties, 
it requires being concerned with those without a 
family. The crisis has brought to the forefront of 
political and social debate the issue of shared re-
sponsibilities between public and private solidarity 
and, as such, the (re-) discovery of the relevance 
of family as a sphere of social protection. The vir-
tualities of family care cannot be an excuse for the 
retraction of the state provision, nor for a retreat 
of the subjects from the space of citizenship to the 
domestic space.

These points of reflection remind us of the 
importance of (re) thinking modern state politi-
cal rationality, the construction of the individual, 
macropolitics, and micropolitics, the government 
of others and self-government – aren’t these good 
reasons for abandoning the concept of governance 
and revive the concept of governmentality18,19?
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