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Since the 1980s, the institutions of the welfare state have been under growing pressure from adverse poli-
tical and economic trends. In the context of the Eurocrisis this pressure achieved a new peak and resulted 
in far going restructuring and cost cutting, particularly in those countries submitted to adjustment program-
mes under the Troika. Healthcare as one of the main pillars of the welfare state was a central target of this 
development. This Seminar aims to analyse the type and depth of austerity measures in the healthcare 
systems, to review the performance of the systems under austerity rule and to identify the principle lines of 
political reorientation after the end of the acute crisis. 

Program
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	 Case studies from countries with adjustment programmes contracted with the Troika
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16h15	 Comments and responses
	 Julian Perelman (Portuguese National School of Public Health, Lisbon)
16h25	 Debate

17h00	 Coffee break

	 Case studies from countries with autonomous adjustment programmes
	 Facilitator: Válter Fonseca (Directorate-General of Health, Lisbon) 
17h20	 Italy: Francesca Ferré (Laboratorio Management e Sanità, Scuola Sant'Anna Pisa, via Skype)
17h40	 Spain: José Ramón Repullo (Instituto de Salud Carlos III, Madrid)
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	 Sofia Crisóstomo (CIES-IUL - Centre for Research and Studies in Sociology, Lisbon)
18h10	 Debate 		

18h45	 Final remarks
	 Reinhard Naumann (Friedrich Ebert Foundation, Lisbon)
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Editorial

Healthcare under crisis and austerity 
in five European countries

Serviços de saúde em tempo de crise e austeridade em cinco países europeus

Reinhard Naumann
Fundação Friedrich Ebert, representação em Portugal

Zulmira M. A. Hartz
Editora executiva, ANAIS do IHMT

Este suplemento dos ANAIS do Instituto de Higiene e Me-
dicina Tropical (IHMT) resume as conclusões do seminário 
internacional “Healthcare and the crisis - A case study in 
the struggle for a capable welfare state” organizado pelo 
Instituto em cooperação com o Friedrich Ebert Founda-
tion em Portugal.
Os oradores foram convidados a produzir contributos es-
critos sobre o tema do seminário, os quais são agora publi-
cados neste suplemento. A ideia base foi apresentar uma 
abordagem diferente aos efeitos da crise da Zona Euro nos 
sistemas de saúde, em cinco países: Portugal, Espanha, Itá-
lia, Grécia e Irlanda, de forma a desenhar um conjunto de 
conclusões com base em evidência sobre as medidas políti-
cas que poderão ser necessárias para a preservação da aces-
sibilidade a cuidados de saúde como um elemento central 
de um Estado Social (Estado-Providência). 
O modelo sugerido aos autores seguiu a estrutura do arti-
go de Jorge Simões e César Carneiro “A crise e a saúde em 
Portugal” publicado no livro “A austeridade cura? A auste-
ridade mata?” coordenado por Eduardo Paz Ferreira.2 O 
artigo de Simões e Carneiro, escrito em 2013, no pico má-
ximo da crise da Zona Euro, apresentava uma abordagem 
analítica que parece ser muito apropriada para uma análise 
à posteriori, levada a cabo cinco anos mais tarde.

This supplement to ANAIS of the Portuguese Institute 
of Hygiene and Tropical Medicine (IHMT) summarises 
the findings of the International Seminar on “Healthcare 
and the crisis - A case study in the struggle for a capable 
welfare state” organised by this Institute in cooperation 
with the Friedrich Ebert Foundation in Portugal.
The speakers were asked to produce written contribu-
tions on the seminar’s subject that are published in this 
supplement. The basic idea was to make a differentiated 
assessment of the effects of the Eurocrisis on the heal-
thcare systems in five countries: Portugal, Spain, Italy, 
Greece and Ireland, in order to draw some evidence-
-based conclusions about the political measures that 
may be needed for the preservation of accessible heal-
thcare as a central element of a capable welfare state. 
The outline suggested to the authors followed the 
structure of the article by Jorge Simões and César Car-
neiro “The crisis and health in Portugal” published in 
the book “Austerity cures? Austerity kills?” coordinated 
by Eduardo Paz Ferreira.2  The article by Simões and 
Carneiro, written in 2013 at the peak of the Eurocri-
sis, presented an analytical approach that seemed to be 
most appropriate for an ex-post analysis carried out 
five years later.

As políticas nacionais – e em particular, a dos países de escasso relevo económico, como o nosso – não podem ser mais do 
que microssistemas. As ondas de choque que nelas se refletem têm o seu epicentro longe e fora do nosso alcance. Podemos 
limitar-lhes os efeitos mas não nos subtrairemos a eles, a menos que saiamos do macrossistema. O que não é fácil. 1

										                    Eduardo Lourenço

National policies - and in particular those of countries with scarce economic importance, such as ours - cannot be more 
than microsystems. The shock waves reflected on those microsystems have their epicentre far beyond our reach. We can limit 
their effects, but we will not escape from them unless we get out of the macrosystem.  Which is not easy. 1

1 -  Ver Eduardo Lourenço “A esquerda e a ‘austeridade’” em Jornal de Letras, 21 
de novembro de 2018 (p. 34).
2 -  Ver Jorge Simões e César Carneiro “A crise e a saúde em Portugal”, em: “A 
austeridade cura? A austeridade mata?”, coordenado por Eduardo Paz Ferreira, AA-
FDL, 2014, 2ª edição (pp. 673-706).

1 -  See Eduardo Lourenço “A esquerda e a ‘austeridade’” in Jornal de Letras, 21th 
November (pp. 34).
2 -  See Jorge Simões and César Carneiro “A crise e a saúde em Portugal”, in: “A 
austeridade cura? A austeridade mata?”, coordinated by Eduardo Paz Ferreira, Lis-
bon Law School Editions 2014, 2nd edition (pp. 673-706).

DOI: https://doi.org/10.25761/anaisihmt.245
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Aos autores foi pedido (1) que descrevessem os elementos 
centrais das políticas nacionais de reajustamento no setor 
da saúde para avaliar os riscos e oportunidades que lhes 
eram inerentes, (2) que analisassem o desempenho dos 
sistemas de saúde enquanto sujeitos a severas regras de 
austeridade, e (3) para analisarem e comentarem as políti-
cas de saúde nacionais implementadas após o fim da grave 
crise. Por fim, foi-lhes pedido (4) que identificassem e ca-
racterizassem as forças políticas e sociais que ativamente 
promovam um sistema público de saúde viável como parte 
integrante do Estado Social, por oposição à mera gestão da 
crise sem uma perspetiva estratégica ou mesmo às políti-
cas deliberadamente enfraquecedoras do sistema público 
de saúde. 
Os organizadores do seminário e deste suplemento con-
sideram o debate académico sobre o futuro dos sistemas 
de saúde como uma parte de uma discussão mais alargada 
sobre as nossas sociedades e o papel que o Estado deve 
assumir. Desde a década de 80 do século passado, as ins-
tituições do Estado Social têm sido sujeitas a uma pressão 
crescente de tendências políticas e económicas que lhes 
são adversas. No contexto da crise da Zona Euro esta pres-
são atingiu um nível mais elevado e os problemas de déca-
das foram ampliados como se estivessem sob uma lupa. O 
sistema de saúde, como um dos pilares do Estado Social, 
foi um dos alvos principais dessa pressão. 
Esperamos que esta publicação possa ser um contributo 
útil para o debate sobre o futuro dos sistemas de saúde na 
Europa e também para o objetivo principal de preservação 
de um Estado Social. Este propósito é da maior relevância 
hoje, já que a tradicional “sociedade-providência”3, como 
existia até há umas décadas em países como Portugal, de-
sapareceu em grande medida e as pessoas dependem real-
mente da existência de serviços sociais essenciais.

3 -  O sociólogo português Boaventura Sousa Santos define a “sociedade-providência” 
como uma rede de “relações de interconhecimento, de reconhecimento mútuo e de 
entreajuda baseadas em laços de parentesco e de vizinhança, através das quais pe-
quenos grupos sociais trocam bens e serviços numa base não mercantil e com uma 
lógica de reciprocidade …”. Ver Boaventura Sousa Santos, Sociedade-Providência ou 
Autoritarismo Social?, em: Revista Crítica de Ciências Sociais N.'42 Maio 19, p. i

3 -  The Portuguese sociologist Boaventura Sousa Santos defines “welfare-
-society” as networks of “mutual recognition and mutual aid based on ties in 
kinship and neighbourhood through which small social groups exchange goods 
and services on a non-mercantile base and following a logic of reciprocity”. See 
Boaventura Sousa Santos, Sociedade-Providência ou Autoritarismo Social?, in: 
Revista Crítica de Ciências Sociais N.'42 Maio 19, p. i.

The authors were asked (1) to describe the central 
elements of the national adjustment policies in the 
healthcare sector and to assess their inherent risks 
and opportunities, (2) to analyse the performance 
of the healthcare systems under aggravated austerity 
rule, and (3) to assess and to comment on the na-
tional health policies after the end of the acute cri-
sis. Finally, they were asked (4) to identify and cha-
racterize forces in politics and society who actively 
promote a viable public healthcare system as part of 
a capable welfare state, as an alternative to a mere 
crisis-management without a strategic perspective 
or even a policy of deliberate weakening of public 
healthcare. 
The organisers of the seminar and of this publication 
understand that the academic debate about the future 
of healthcare is part of a broader discussion on our 
societies and the role the state should play. Since the 
1980s, the institutions of the welfare state have been 
under increasing pressure from adverse political and 
economic trends. In the context of the Eurocrisis this 
pressure achieved a new peak and the problems of de-
cades were magnified like under a burning glass. Heal-
thcare, as one of the main pillars of the welfare state, 
was a central target of this development. 
We hope that this publication may be a useful con-
tribution to the debate on the future of healthcare in 
Europe and also to the primary goal of the preserva-
tion of a capable welfare state. This purpose is of the 
utmost importance today since the traditional “wel-
fare society”3, as it existed until some decades ago in 
countries like Portugal, has largely disappeared and 
people really depend on the existence of essential so-
cial services.

Editorial



S7

GREECE

Greece’s healthcare system and the crisis: 
a case study in the struggle for a capable welfare state

O sistema de saúde grego e a crise: 
um estudo de caso na luta pela capacidade do Estado Social

Charalampos Economou
Professor, Panteion University, Department of Sociology

Resumo

Este artigo analisa o impacto das políticas restritivas ditadas pela Troika no 
sistema de saúde grego. A maioria das medidas introduzidas durante a pri-
meira fase das reformas (2010-2014) foram medidas de consolidação fis-
cal resultantes do aumento das barreiras ao acesso aos serviços de saúde 
e uma deterioração da saúde da população. Políticas que tendencialmente 
promoveriam as metas do sistema de saúde tais como cobertura universal, 
aquisição estratégica, avaliação da inovação tecnológica, medidas de saúde 
pública, mudança de internamento para cuidados em ambulatório, inte-
gração e coordenação de cuidados de saúde primários e secundários foram 
negligenciadas, enquanto que outras, por exemplo, a Organização Nacional 
para a Prestação dos Serviços de Saúde, a Rede Nacional de Cuidados Pri-
mários de Saúde e grupos de diagnóstico homogéneos (GDH) na versão 
grega, não foram bem planeadas nem implementadas devido aos exigentes 
objetivos reformistas e aos prazos impostos pelos memorandos. Embora de-
pois de 2015 estes assuntos negligenciados tenham passado a constar como 
prioridades da agenda da política de saúde, outros continuam a necessitar de 
uma melhor abordagem  em relação à abrangência do seguro social de saúde, 
a adequação do financiamento público da saúde, o desenvolvimento de um 
mecanismo de alocação de recursos, a reorganização do setor hospitalar, o 
desenvolvimento da medicina física e de reabilitação, os cuidados continua-
dos e paliativos e o reforço dos serviços públicos de saúde. Usando o sistema 
de saúde como um estudo de caso, defendemos que “fortes” mecanismos de 
europeização caracterizados por austeridade fiscal e desvalorização interna 
resultam na retração do sistema público de saúde grego.

Palavras Chave: 
Crise económica, programa de ajuste económico, reforma do sistema de 
saúde, sistema público de saúde, Grécia.

Abstract

The present paper discusses the impact of restrictive policies dictated 
by Troika on Greece’s health care system. The majority of the measu-
res introduced during the first wave of reforms (2010-2014), were 
fiscal consolidation measures resulting in increasing barriers to access 
to health services and a deterioration of the health of the population. 
Policies likely to promote health care system goals such as universal 
coverage, strategic purchasing, Health Technology Assessment, pu-
blic health measures, shifting from inpatient to ambulatory care, and 
integration and coordination of primary and secondary care, were 
neglected, while some other, e.g. the National Organization for the 
Provision of Health Services, the National Primary Health Care Ne-
twork and Diagnosis Related Group-Greek Version, were not well 
planned and implemented, due to extremely strict reform targets 
and schedules imposed by the Memoranda. Although after 2015 these 
neglected issues came to the forefront of the health policy agenda, 
issues for further consideration remain in relation to the scope and 
depth of social health insurance, the adequacy of public health fun-
ding, the development of a resource allocation mechanism, the reor-
ganization of the hospital sector, the development of physical rehabi-
litation, long-term and palliative care and the strengthening of public 
health services. Using the health system as a case study, we argue that 
“hard” Europeanization mechanisms characterized by fiscal austerity 
and internal devaluation resulted to the retrenchment of the Greek 
welfare state. 

Key Words: 
Economic crisis, economic adjustment program, health care reform, 
welfare state, Greece.

Case studies from countries with adjustment 
programmes contracted with the Troika

DOI: https://doi.org/10.25761/anaisihmt.246 
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1. Organization and provision 
of health services in Greece1

Greece’s health care system is a mixed system 
comprising elements from both the public and 
private sectors. In the public sector, a national health 
service type of system coexists with a social health 
insurance (SHI) model. Several employment-related 
SHI funds covered the entire population prior to the 
economic crisis. After 2011, population coverage 
for health care was undertaken by a single entity, the 
National Organization for the Provision of Health 
Services (EOPYY), which covers the insured and their 
dependents and acts as the sole purchaser of health care 
services provided by the publicly financed National 
Health System (known as ESY). At the same time, 
the benefit packages of the various SHI funds were 
standardized to provide a common benefits package 
under EOPYY. The private sector includes profit-
making hospitals, diagnostic clinics and independent 
practices. A large part of the private sector enters into 
contracts with EOPYY, providing mainly primary/
ambulatory care. After 2010, the role of voluntary 
initiatives, non-governmental organizations and 
informal healthcare networks increased significantly. 
This was mainly a response to meeting the needs of 
the large portion of the population that lost insurance 
coverage and access to public health care, primarily 
through prolonged unemployment or other inability 
to pay contributions. Coverage was restored through 
remedial legislation in 2016.

The Ministry of Health is responsible for the planning 
and regulation of the ESY and EOPYY. Despite the 
establishment of regional health and welfare authorities 
as far back as 2001, and their renaming as Regional 
Health Authorities (known as YPEs) in 2004, these 
entities, which were intended to carry out extensive 
health care planning, organization and provision, have 
exercised only limited powers to date. This may change 
with the implementation of more recent primary care 
reforms. In 2014, legislation formally transferred all 
public primary care facilities, health care sites and 
rural surgeries to the YPEs jurisdiction. These are 
expected to take up their primary care coordination 
roles more fully under the implementation of further 
reforms being rolled out from 2017 to 2020, to create 
a more integrated, two-tier primary care system with a 
gatekeeping role.

The health system is highly centralized and regulated, 
and there is extensive legislation controlling the 
activities of third-party payers and providers of 
services, the purchasing process and the levels of 
prices and reimbursement within the ESY. The training 
and licensing of health professionals are also highly 
regulated. However, there are few mechanisms that 
allow adequate planning and allocation of physical and 
human resources in Greece, with a lack of priority-
setting processes, effective needs assessment and 
investment strategies, among others. Resources are 
unevenly distributed across the country, with a much 
higher concentration of health services and medical 
equipment in large cities compared with rural areas; 
private facilities are also largely located in urban areas.

Financing is through a mix of public and private 
resources, SHI and tax. Health expenditure in 2016 
was 8.45% of the gross domestic product (GDP); 
however, in the context of drastically reduced GDP 
since the onset of the economic crisis, expenditure has 
fallen substantially since 2010. This spending translates 
to €1,660 purchasing power standard (PPS) per 
capita, which is roughly two thirds of the average for 
the 28 Member States. Public expenditure on health 
constituted 5.2% of GDP in 2016. A public expenditure 
cap of 6% of GDP, set in the country’s first economic 
adjustment programme (EAP), continues to be applied 
in 2018. The share of public expenditure on health was 
61.3% in 2016, with the remaining 38.7% being funded 
from private payments. The share of private financing 
in Greece is one of the highest in the European Union 
(EU) and is mainly in the form of out-of-pocket (OOP) 
payments. These payments are made up of co-insurance 
for medicines, direct payments for services not covered 
by SHI as well as payments for services covered by 
SHI but bought outside the public system to enhance 
access and quality. In addition, informal payments are 
widely practiced, partly because of underfunding of the 
system and partly through lack of control mechanisms. 
Voluntary health insurance makes up only a small 
proportion of health expenditure (3.9% of current 
health expenditure in 2016).

Providers’ reimbursement mechanisms are to a large 
extent retrospective. Health professionals (e.g. doctors 

1 -  This section is based on [1].
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and nurses) working in ESY primary care facilities and 
hospitals are paid salaries while providers contracted 
with EOPYY are paid on a fee-for-service basis. 
Previously, hospitals were paid on a per diem basis but 
since 2012 public hospitals as well as contracted private 
hospitals are mostly compensated under a diagnosis-
related group (DRG) scheme, which aims to rationalize 
the use of resources.

2. The adjustment programme 
and the health care system 

2.1 Overview

The health policy responses to the crisis and their effects 
in Greece should be seen from two perspectives. The 
first perspective relates to implementing much-needed 
operational and structural reforms, designed to address 
weaknesses in the health care system that predated the 
crisis. When the global financial and economic crisis 
started, the health system in Greece functioned within an 
outdated organizational structure dominated by clinical 
medicine and hospital services, without the support 
of an adequate planning unit or sufficient accessible 
information on health status, utilization of health services 
or health costs, and without being progressive and 
proactive in addressing the health needs of the population 
through actions in public health and primary health care. 
As a result, Greece’s health care system was suffering 
from several inefficiencies, which can be summarized 
as follows [2], [3]: a high degree of centralization in 
decision-making and administrative processes; suboptimal 
managerial structures that lacked adequate information 
management systems and were often staffed by personnel 
without adequate managerial skills; lack of planning and 
coordination, and limited managerial and administrative 
capacity; unequal and inefficient allocation of human and 
economic resources; fragmented population coverage; 
an absence of a referral system and effective gatekeeping 
mechanisms; inequalities in access to services; oversupply 
of services fueled by the high number of physicians; high 
OOP payments; uneven regional distribution of human 
resources and health infrastructure; underdevelopment 
of needs assessment and priority-setting mechanisms; 
regressive and fragmented funding mechanisms; an 
anachronistic retrospective reimbursement system 
creating incentives for supplier-induced demand since 
physicians could be contracted by many insurance funds 
and be reimbursed on a fee-for-service basis; and absence 

of a health technology assessment (HTA) system. The 
old social health insurance system suffered from a large 
number of funds and providers with varying organizational 
and administrative structures offering services that were 
not coordinated. This resulted in different population 
coverage and contribution rates, different benefit packages 
and inefficient operation; all leading to large accumulated 
debts. Furthermore, the pharmaceutical industry created 
incentives for supplier-induced demand by influencing 
physicians to prescribe more pharmaceuticals than needed. 
Past reform attempts in areas such as primary care, the 
organization and provision of health services by hospitals 
and the enhanced cooperation of social insurance funds 
failed to deliver the expected results or were not fully 
implemented. Consequently, the need for reforms in the 
health care system was clear and has dominated the agenda 
of policy responses instigated by the crisis, particularly the 
attempt at large-scale cost-containment.

This brings us to the second perspective, which is 
particularly important when considering the effects of 
changes, and relates to the measures stipulated in the 
three successive EAPs. The Greek economy entered a 
deep, structural and multifaceted crisis in 2010, the main 
features of which were a large fiscal deficit and public 
debt, as well as continuous erosion of the country’s 
competitive position. In order to address the problem, 
the Greek Government accepted a bailout from the 
EU, the European Central Bank and the International 
Monetary Fund (all three known as the “Troika”), signing 
up for an initial EAP starting from May 2010. Greece 
was until August 2018 under its third EAP, with financial 
assistance for all programmes amounting to €290 billion 
[4]. EAPs, based on neoliberal economic assumptions, 
aim at reducing the public deficit and debt, and they 
are implemented under stringent conditions to deliver 
a set of reforms to fiscal policy, state ownership and 
market liberalization. This has required implementation 
of severe austerity measures, including funding cuts 
to health care, social welfare and education, achieving 
savings through reductions in the salaries and the number 
of public sector staff, reductions in pensions, increases 
in direct and indirect taxation, privatization of state-
owned enterprises and introducing deregulation of the 
labour market and flexibility in industrial relations. In 
the context of the wider economic situation, the Greek 
health care system came under pressure and reforming it 
was clearly a priority imposed by the Troika. Table 1 gives 
an overview of the demands of the Memoranda that are 
related with the health care system. 
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Table 1 - Measures in the MoUs for the health system
GREECE - MEMORANDA OF UNDERSTANDING (MoU) ON SPECIFIC ECONOMIC POLICY CONDITIONALITY 
(May 2010, February 2012, August 2015)
Expenditure and Financing
Separate the financing of health care and pension systems.
Merge the funds to simplify the overly fragmented system.
Increase health taxes (alcohol and tobacco).
Ensure greater budgetary and operational oversight of health care spending by the Finance Minister.
Public health care expenditure not to exceed 6% of GDP.
Public pharmaceutical expenditure not to exceed 1% of GDP.
Increase co-payments of outpatient and diagnostic services.
Revision of the pharmaceutical co-payment system in order to exempt from co-payment only a restricted number of medicines 
related to specific therapeutic treatments
Review fees for medical services outsourced to private providers with the aim of reducing related costs by at least 15 percent in 
2011, and by an additional 15 percent in 2012.
Limit the prices of diagnostic tests.
Increase health insurance contributions.
Pricing and reimbursement of pharmaceuticals
Reduce prices of generics and off-patent medicines.
Use a new pricing mechanism based on the three EU countries with the lowest prices. The list will be updated on a quarterly basis.
Reduce the price of all off-patent drugs to 50% and all generics to 32.5% of the patent price
Introduce rebates and clawbacks received from pharmaceutical companies and pharmacies.
Make use of a negotiating committee to develop price volume and risk agreements, in line with other EU countries standards and 
international expertise, especially for innovative and high cost drugs.
Prescription and monitoring of prescription
Increase the share of outpatient generic medicines by volume to 60% and of inpatient generic medicines to 60%.
Compulsory electronic monitoring of doctors' prescriptions for medicines, diagnostics, referrals and surgery in both NHS facilities 
and providers contracted with National Organization for the Provision of Health Services (EOPYY).
Compulsory prescription by active substance or less expensive generics when available.
Introduce binding prescription guidelines for physicians.
Mandatory generic substitution by pharmacies.

Monitor doctors' prescription behaviour and their compliance with binding prescription guidelines. Enforce sanctions and 
penalties as a follow-up to the assessment and reporting of misconduct and conflict of interest in prescription behavior and non-
compliance with the prescription guidelines.
Introduce positive and negative list of reimbursed medicines.
Increase the share of procurement by hospitals of pharmaceutical products by active substance to ¾ of the total.
Set-up an health technology asessment centre that will inform the inclusion of medicines in the positive list.
Pharmacies sector
Abolish the 0.4 percent contribution of wholesale sales prices in favour of the Panhellenic Pharmaceutical Association.
Starting from 2012, the pharmacies' profit margins are calculated as a flat amount or flat fee combined with a small profit margin 
with the aim of reducing the overall profit margin to no more than 15 percent.
Readjust the pharmacies' profit margins and introduce a regressive margin is introduced - i.e. a decreasing percentage combined 
with flat fee of EUR 30 on the most expensive medicines (above EUR 200) – with the aim of reducing the overall profit margin to 
below 15 percent.

Introduce a contribution in the form of an average rebate
Reduce the wholesalers' profit margins to converge to 5% upper limit
Centralised purchasing and procurement
Set up the legislative and administrative framework for a centralised procurement system.
Increase the proportion of centralized procurement to 80%.
Use a consistent coding system for medical supplies and pharmaceuticals.
Use capitation payments of physicians to all contracts with EOPYY in order to reduce the overall compensation cost (wages and 
fees) of physicians by at least 10 percent in 2011, and an additional 15 percent in 2012, as compared to the previous year.
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Primary care services
Develop an integrated primary health care network based on compulsory patient registration with a family doctor and a referral 
system to specialists.
Develop a system of  electronic referrals to secondary care.

Hospital services
Implement double-entry accrual accounting.
Regular publication of audited accounts.
Complete the programme of hospital computerization and ensure full interoperability of information technology systems.
Upgrade hospital budgeting systems.
Reform the financing system and improve pricing and costing mechanisms. Introduce DRGs and develop clinical guidelines.
Accelerate payments, close budget loopholes and force arrears to be reported to Parliament as they develop.
Speed up the rationalization of the hospital network and adjust public hospital provision within and between hospitals within the 
same district and health region.
Revise the activity of small hospitals towards specialisation in areas such as rehabilitation, cancer treatment or terminal care 
where relevant.
Reduce operational costs.
Set up a system for comparing hospital performance (benchmarking) on the basis of a comprehensive set of indicators.
Assign internal controllers to all major hospitals.
Reduce hospital costs by at least 10 percent in 2011 and by an additional 5 percent in 2012 in addition to the previous year.
Develop clinical guidelines and set in place an auditing system of their implementation
Revise emergency and on-call structures.
Optimize and balance the resource allocation of heavy medical equipment (e.g. scanners, radiotherapy facilities, etc.) on the basis 
of need.
Improve hospital management and adopt selection criteria and measures to ensure a more transparent selection of the chairs and 
members of hospital boards
Cross services
Finalise the set-up of a system of patient electronic medical records. 
Develop therapeutic protocols for the patient care pathways (primary and secondary care).
Reduce waiting times (including for elective surgery).
Human Resources
Reduce EOPYY’s administrative staff by at least 50% and EOPYY’s contracted doctors by 25%. 
Increase the mobility of health care staff (including doctors) within and across health facilities and health regions.
Annually updated reports on human resources presenting the staff structure according to specialty, to be used as a human 
resource planning instrument.
Reduce public health sector wages and increase taxation of wages.
Reduce public health sector employment.
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The following sections aim to describe and assess the 
health system reforms implemented in Greece after the 
economic crisis and until today.

2.2 Reforms in financing and payment 
mechanisms

According to the Memoranda of Understanding 
(MoUs), Greece is obliged to keep public health 
expenditures below 6% of the GDP and public 
pharmaceutical expenditures below 1% of GDP. The 
imposition of public health spending restrictions and 
the simultaneous decline in GDP observed since 2009, 
means that the public health sector is called upon to 
meet the increasing needs of the population with 
decreasing financial resources. Between 2010 and 2014, 
total current health expenditure in Greece decreased 
by 34.3%, public current health expenditure fell by 
44.3% and private expenditure decreased by 11.9%, 
while an upwards trend has been recorded since (Figure 
1). At the same time, the demand for public health 
services increased as visits to outpatient departments 
and the number of hospitalizations in public hospitals 
were increased between 2010 and 2015 by 2.3% and 
10.5% respectively [5]. 

Until the start of the economic crisis, SHI covered 
around 40% of current health expenditure. Its share 
declined to reach 30.1% in 2016, which represents 
about half of total public health expenditure (Figure 
2). Factors contributed to the substantial hit taken 
by SHI revenues in the context of the crisis are: GDP 
contraction, severe unemployment, diminishing wages 
and a decrease in the population of working age, in part 
due to outward migration.

On the other hand, private current health expenditures 
as a percentage of total health expenditures increased 
from 31% in 2010 to 38.8% in 2016 (Figure 2). 
It is worth mentioning that almost 90% of private 
expenditure is out-of-pocket payments. An explanatory 
factor of this trend is the increase in user charges and co-
payments introduced in the Greek health care system 
after 2010 with the aim to increase revenues and limit 
the demand for health services. In 2011, an increase in 
user charges from €3 to €5 was imposed on outpatient 
services provided in public hospitals and health centres 
(abolished in 2015), and in 2012 a €25 patient fee 
for admission to a public hospital (revoked in 2014), 
together with an extra €1 for each prescription issued 
under the ESY were introduced (in 2016, exemptions 
were introduced regarding the €1 prescription charge 

to relieve former welfare 
beneficiaries, the uninsured 
on low income and those 
belonging to vulnerable 
groups). In 2011 increases 
in medication co-payments 
were also introduced. For 
many medicines, the co-
payment increased from 
0% to 10% and for others 
from 0% to 25%; the 
aim was to eliminate co-
payments for only a limited 
number of medicines 
and to increase them for 
the rest. Furthermore, 
the patient is charged 
the difference between 
the retail price and the 
reference price reimbursed 
by health insurance. 
Despite the continuous 
price reductions in 
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pharmaceuticals and although there are exemptions in 
user charges for those with low income, those suffering 
from a chronic disease, children under 18 years hosted 
in social care and some other population groups, the 
result of the so far implemented policy is an increase 
of the average monthly household pharmaceutical 
expenditure as well as of the average proportion of 
patients’ co-payment for pharmaceuticals from 9% in 
2009 to 30% in 2016 [1], [5], [8], [9]. In addition, 
in April 2014, calls to make an appointment with 
any doctor under the National Primary Health 
Care Network (PEDY) scheme were outsourced to 
private telephone companies, with charges ranging 
from €0.95 to €1.65 per minute, thus increasing the 
financial burden of the patients. From this point of 
view, a positive evolution is the development by the 
Social Insurance E-Governance Center (IDIKA) of 
the e-RDV application launched in January 2017, 
enabling patients to make an appointment free 
of charge. Another issue to be considered is co-
payments introduced for EOPYY insurees in 2012 
with the amendment of the EOPYY’s Integrated 
Health Care Regulation (EKPY). According to the 
provisions of the EKPY, while treatment in public 
hospitals is free of charge, treatment in private clinics 
contracted with EOPYY presupposes user charges 
ranging from 30% to 50% of the DRG-KEN and 
100% of the doctor’s payment. Similarly, for clinical 
tests provided free of charge in public facilities, the 

patient is obliged to pay a 15% co-payment in case of 
visiting a private laboratory contracted with EOPYY. 
This undermines equity of access, particularly in 
regions where due to the inability of public facilities 
to provide the necessary services, patients are forced 
to use contracted with EOPYY providers [1], [5], 
[8], [9]. Furthermore, despite publicly funded dental 
services being part of the EOPYY benefits package, 
the lack of adequate funding and the absence of 
contractual arrangements with private sector 
dentists, means that most services are not covered 
and patients must pay out of pocket. 

The pharmaceutical sector has seen a number of 
measures aimed at containing costs and enhancing 
efficiency. Overall, reductions in pharmaceutical 
expenditure are being pursued though price 
reductions, increased rebates and clawbacks imposed 
on private pharmacies and pharmaceutical companies 
for both inpatient and outpatient drugs, promotion of 
the wider use of generics and, to some extent, control 
of the volume of consumption via methods such as 
prescription control mechanisms and e-prescribing 
(see section 2.4). Pharmaceutical expenditure has also 
been tackled in ESY hospitals through more efficient 
purchasing strategies, including the reduction of drug 
procurement prices through the implementation 
of price caps for approved drugs, the establishment 
of tenders to supply medicines based on the active 

Figure 2 - Percentage contribution by sector in funding health expenditures, 2010-2016
NGO – nongovernmental organization; OOP – out of pocket payment.

Source: Hellenic Statistical Authority [6], [7].
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substance and the development of an (extended) list 
of medicines for which the Coordination Committee 
for Procurement issues unified tenders for supply 
contracts. Some innovative measures have been 
also introduced to lower outpatient pharmaceutical 
expenses; for example, expensive medicines for 
chronically ill patients are distributed through 
state pharmacies as prices are lower than in private 
pharmacies [1].

Concerning health care providers’ payment 
mechanisms, the EAP impelled Greece to replace 
the per diem financing method of hospitals with a 
DRG-based one in a very short time period (one 
year) in order to increase efficiency and rationalize 
allocation of resources. As a consequence, the new 
system called DRG-KEN, which was implemented in 
January 2013, has encountered a number of problems. 
The pricing is based not on actual costs and clinical 
protocols but on a combination of activity-based 
costing with data from selected public hospitals, 
and so-called imported cost weights. Furthermore, 
the salary cost of those employed in hospitals is not 
included as they are paid directly through the state 
budget. So far, four revisions of the system have been 
made and at the time of writing a total reformulation 
of it is in process. In relation to health care personnel, 
in the drive to reduce health system input costs, 
salary cuts were applied after 2010 to all public 
health care staff, including administrative personnel, 
doctors, nurses, pharmacists and paramedical staff. 
Additionally, almost all subsidies to health care staff 
were abolished. In practice, three types of salary 
cuts actually took place: horizontal cuts from tax 
increases and a special solidarity levy, cuts through 
the introduction of a new unified salary system 
for all public sector employees and cuts through 
reductions in the “special salary system” for doctors. 
Indicatively, the average annual salary of specialists 
decreased from €58 000 in 2009 to €42 000 in 2015, 
while the average nurse’s salary decreased from 
€29 000 to €21 000 in the same period. Moreover, 
planned performance-based productivity bonuses 
were not implemented as no targets were set, nor 
did any staff evaluations take place. Other workforce 
measures aimed at reducing costs include the non-
renewal of contracts for temporary staff employed 
under fixed-term contracts and a reduction in the 
replacement levels of retiring staff (for every five 
people retiring only one will be appointed) [1], [9].

2.3 Reforms in health insurance coverage

One of the major reforms of the health system was 
introduced in March 2011 with the unification of the 
large number of health branches of the social insurance 
funds and the formation of the EOPYY, supposed to 
function as unique purchaser of health services. The 
benefit packages of the merged in EOPYY funds were 
standardized and unified to provide the same reimbursable 
services based on EOPYY’s EKPY, although there are still 
differences in arrangements, for example variations in 
size of contribution. The EKPY has been amended twice 
and, at the time of writing, a new amendment is under 
consideration. Although a common benefit package was 
introduced by the EKPY, the criteria used for deciding what 
services are included in it have not been formally stated, 
and a reduction in covered benefits took place and ceilings 
were imposed on the activities of doctors contracted with 
EOPYY. For example, some expensive examinations 
(including PCR tests and tests for thrombophilia) that had 
previously been covered by insurance funds – even partially, 
on an outpatient basis – were removed from the EOPYY 
benefit package. Entitlement restrictions were introduced 
for childbirth, air therapy, balneotherapy, logotherapy 
and services for thalassaemia and nephropathy. Moreover, 
the introduction of a negative list for medicines in 2012 
resulted in the withdrawal of reimbursement status for 
various drugs. Furthermore, since 2014, a system of 
monthly caps has operated on physician activity. Every 
doctor contracted with EOPYY has a limit of 200 visits per 
month and there are also a monthly ceiling on the value 
of pharmaceutical prescriptions as well as prescribing 
diagnostic and laboratory tests. The latter varies according 
to specialization, number of patients prescribed for, the 
prefecture and the month of the year (seasonality). This 
means that those insured with EOPYY who are in need 
of a doctor’s visit or a prescription must either find a 
physician who has not reached his or her ceiling or they 
will have to pay OOP. A systematic HTA process is not 
yet in place and there is no systematic assessment of 
the effectiveness of the services included in the benefits 
package. To some extent the implementation of a single-
payer system has managed to combat fragmentation and 
limit waste and administrative costs of the system, to 
constrain expenditure growth and to allocate resources 
more rationally. However, the creation of EOPYY has not 
been adequately supported at the operational level, as it 
has remained understaffed and underfunded, leading to 
delays in paying providers.
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The economic crisis – and total deregulation of the 
labour market via flexible industrial relations policies 
and redundancies dictated by the MoUs – increased 
unemployment in Greece and resulted, according to the 
National Social Insurance Registry (ATLAS), in more than 
2.5 million people losing their social health insurance 
rights. Action to address this development was delayed, 
and the measures implemented were uncoordinated, 
insufficient and stigmatizing for the beneficiaries. Initially, 
a Health Voucher programme was launched in September 
2013 and targeted people who had lost their coverage, 
allowing them to access primary care only, and only a 
set number of times over the duration of four months. 
The measure was abandoned as ineffective because of 
the very low uptake rates and the limited coverage that 
it offered. Additional measures came into force in 2014 
that were aimed at allowing people who were not insured 
with any public or private fund to access primary care 
and inpatient services, as well as pharmaceutical care. 
However, prescribed medicines were still subject to 
the same reimbursement conditions and charges as for 
patients ensured by EOPYY, leaving in place cost-related 
obstacles to accessing drugs. Moreover, access to hospital 
services was subject to means-testing procedures that 
were overly bureaucratic, were implemented differently 
among providers and which many perceived to be 
stigmatizing. Therefore, new legislation came into effect in 
August 2016 that provided access to care for the uninsured 
and vulnerable, including those without health coverage, 
migrants who are legal residents in Greece, children, 
pregnant women and people with chronic conditions, 
irrespective of their insurance status. These groups are 
now all entitled to the same level of access as those insured 
by EOPYY, subject to having a social insurance number 
or a health care migrant card. Furthermore, persons and 
families whose real annual income, total taxable value of 
the real property, total deposits with all credit institutions 
in the country or abroad and the current value of shares, 
bonds, etc. do not exceed certain amounts are eligible 
to obtain medication free of charge. Undoubtedly this 
legislation is of key importance in improving equity and 
access to health care for vulnerable groups. Nevertheless, 
there remain some reservations regarding equity issues, 
given that the uninsured can only access services supplied 
by public facilities and not those provided by privately-
contracted providers (e.g. diagnostic imaging laboratories). 
In particular, problems are encountered in regions where 
public health care services are understaffed or where there 
is a shortage of imaging scanners in public facilities [1], [5], 
[9], [10].

2.4 Reforms in the provision of health services

In February 2014, a structural reform was undertaken 
to upgrade the provision of publicly funded primary 
care through improved co-ordination of the various 
providers. A legislation passed in 2014 aiming to develop 
a nationwide primary health care service (PEDY), 
consisting of health centres, social health insurance 
outpatient clinics and contracted health professionals. 
According to Law 4238/2014 all public primary health 
care facilities passed under the jurisdiction of the YPEs. 
Based on that reform these facilities were supposed to 
function 24 hours a day, seven days a week. In addition, 
the law introduced a referral system based on general 
practitioners (GPs). However, the staffing of PEDY 
units remained oriented towards specialized doctors 
and a gate-keeping system didn’t come into effect. In 
general the implementation of the reform was quite 
slow due to human and economic restrains and a rather 
fiscal-driven managerial approach [1], [5]. As a result, 
a new primary health care reform was introduced in 
August 2017. Under the new legislation, primary care 
is free of charge, and it operates on a 12 hour a day basis 
in areas where there is adequate hospital coverage and 
on a 24 hour a day basis where such hospital services 
are lacking. Primary health care services are provided 
at the first level by local health units (TOMYs) and by 
health professionals who have private practices and 
contract with EOPYY. At the second level, primary 
health care services are provided by health centres. 
In addition, central diagnostic laboratories will be 
established in each YPE providing laboratory tests 
and imaging diagnostic services to the population. 
Specialized care centres should also be established in 
each YPE to provide specialized care, special education, 
physiotherapy and rehabilitation services. TOMYs 
operate as family medicine units and they are staffed 
by health teams consisting of GPs, internal medicine 
specialists, paediatricians, nurses, community nurses, 
social workers and administrative staff. As the second tier 
of the new system, the purpose of health centres is to 
provide specialized ambulatory care for all patients who 
are referred by the local health units. Patient registration 
with a local health unit, gatekeeping mechanisms 
and a referral system form part of the new delivery 
framework. An e-health record is also expected to be 
developed. Systematic monitoring to ensure quality and 
improve outcomes is expected to be achieved through 
the introduction of clinical protocols, clinical audit and 
electronic clinical information systems [1], [5].
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The public hospital sector has been targeted as part 
of major restructuring efforts under the country’s 
EAP. In July 2011 the government announced a plan 
to cut the current number of public hospital beds 
and reduce the number of clinics and specialist units. 
Public hospital management boards were replaced by a 
total of 83 councils responsible for the administration 
of all hospitals. The total number of beds in ESY 
hospitals decreased from 38,115 in 2009 to 29,550 in 
2016. The number of medical departments and units 
declined by 600 and 15,000 hospital personnel were 
cut. Furthermore, 500 public hospital beds were set 
aside for priority use by private insurance companies 
for their clients. Additionally, changes were to be 
made to the use of eight small hospitals, which were 
supposed to be turned into urban health centres, 
support and palliative care units and hospitals for short-
term hospitalization and rehabilitation. However, so far, 
progress in implementing the restructuring of these 8 
hospitals has been limited [11], [12].

In relation to pharmaceuticals, there is a positive list 
of reimbursed medicines with an average price based 
on the Anatomical Therapeutic Chemical Classification 
System plus a negative list of non-reimbursed medicines, 
introduced in 2011 and 2012, respectively. An over-
the-counter drug list was also introduced in 2012, 
which contained many medicines that until then had 
been reimbursed (e.g. some pain relief medication) but 
now required purchasing OOP. Finally, very expensive 
drugs are provided only through EOPYY and public 
hospital pharmacies. Apart from the establishment of 
positive and negative lists for reimbursement purposes 
and the introduction of reference pricing (which has 
resulted in price reductions for some medicines), an 
e-prescription system for doctors became compulsory 
in 2012, enabling monitoring of their prescribing 
behaviour as well as the dispensing patterns of 
pharmacists. At the same time, prescription guidelines 
following international standards were issued in 2012, 
and prescribing budgets for individual physicians have 
been set since 2014. The use of generic drugs has 
been promoted by a number of measures: physicians 
are required to prescribe drugs by the international 
nonproprietary name, allowing the use of brand names 
only in specific circumstances; there is a policy that 
50% of medicines prescribed/used in public hospitals 
should be generics; and there is a policy of mandatory 
generic substitution in pharmacies [1], [9].

Concerning dental care, theoretically, the EOPYY 
scheme for publicly provided dental services should 
have begun in January 2014. This scheme required 
EOPYY to define what dental services would be covered 
and their reimbursement rates, as well as entering into 
contracts with a range of dental services providers. 
Insured people were to be eligible to receive treatment 
and compensation for both preventive and clinical 
treatment, plus prosthetics, with the freedom to choose 
a dentist from the network of contracted providers. 
However, because of budgetary constraints and cuts in 
public health expenditure, this scheme has yet to start 
[13]. This represents a deterioration of dental health 
insured provision as, prior to the establishment of the 
EOPYY, those insured under individual health funds had 
access to salaried and/or contracted dentists, albeit for a 
limited range of services. In practice, EOPYY members 
who are unable to pay OOP for private dental services 
can visit ESY units. Dentists working in public hospitals 
provide mainly secondary dental treatment for patients 
with medically complex conditions. Dentists working 
in health centres provide dental treatment for children 
up to 18 years of age, and emergency treatment for all 
ages. Data show a decreased number of dentists working 
in the public sector, because of the economic crisis, the 
merging of hospitals and the large-scale retirement of 
dental professionals in hospitals and health centres. 
Therefore, in addition to the limited range of dental 
services provided, there is also understaffing of public 
hospitals and health centres [13].

3. The performance of the health 
care system under the adjustment 
programme

3.1 Health care system impact on population 
health

Assessing the effects of the health care system reforms 
introduced in Greece in the context of the economic 
crisis on the health status of the population is a difficult 
task. This is largely due to the fact that it is difficult to 
estimate whether (and to what extent) an observed 
health effect is attributable to structural and procedural 
changes in the health system per se or to changes in 
the social determinants of health brought about by the 
economic crisis. Furthermore, the impact of any given 
change on health takes time to become apparent. Finally, 
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in Greece there is still a lack of timely and relevant data. 
Considering these restrictions, the following section 
shows the trends of some health indicators after 2010 
and presents a summary of targeted studies concerning 
self-reported health, mental health, suicides, infectious 
diseases, infant health and cardiovascular diseases.

From 2010 to 2016, healthy life expectancy in 
Greece decreased by 2.3 years for men and by 3 
years for women (Figure 3). In contrast, the average 
healthy life expectancy in the EU28 increased by 1.7 
years for men and by 1.6 years for women. 

Data also show changes in the self-perceived health of the 

Greek population (Figure 4). Although the percentage 
of those declaring very bad, bad or fair health status is 
almost stable, there is a decrease in those perceiving their 
health as very good by 5.1 percentage points.

The infant mortality rate in Greece was on the 
decline for decades and was constantly below the 
EU-28 average. However, this trend was reversed 
after 2014 and in 2016 infant mortality reached 4.2 
per 1000 live births, 0.6 percentage points above the 
EU28 average (Figure 5).

Preventable mortality, that is deaths which could 
have been avoided by health care of good quality and 

Figure 3 - Healthy life years in absolute value at birth, women and men, Greece and EU28

Figure 4 - Self-perceived health (% of the population) in Greece, 2010-2016

Source: Eurostat [14]

Source: Eurostat [15]
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public health interventions focusing on wider de-
terminants of public health, such as behaviour and 
lifestyle factors, socioeconomic status and envi-
ronmental factors, also increased slightly between 
2011 and 2015 but remain below the EU28 average 
(Figure 6). Concerns have been raised regarding 
deteriorating standards of medical care because of 
the severe cuts, and the impact this could have on 
population health. A recent study has shown that 
amenable mortality in Greece experienced a small 
but significant increase in the years after the eco-
nomic crisis [17]. Another major study found a sig-
nificant increase in mortality from adverse events 
during medical treatment and estimated that there 

was an increase of more than 200 deaths per month 
after the onset of the crisis [18]. 

All-cause mortality decreased in the period 2010-2014, 
but increased again in 2015 (Figure 7). Diseases of the 
circulatory system, which remain the leading cause of 
death in Greece (accounting for 37.1% of all deaths) 
decreased by 19.9% between 2010 and 2015. In con-
trast, the other two main causes of death in the Greek 
population, i.e. neoplasms and diseases of the respiratory 
system (accounting for 26.1% and 11.5% of all deaths, 
respectively) showed an upward trend in the same pe-
riod. It is also worth mentioning two other substantial 
increases in cause-specific mortality: deaths from infec-

Figure 5 - Infant mortality per 1000 live births, Greece and EU28, 2010-2016

Figure 6 - Preventable deaths, Greece and EU28, 2011-2015

Source: Eurostat [16]

Source: Eurostat [19]
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tious and parasitic diseases 
as well as from mental and 
behavioural disorders. 

Although the suicide 
mortality rate in Greece 
is among the lowest in the 
EU28, an increasing trend 
was observed for the period 
2010-2014, with a slight 
decrease in 2015 (Figure 
8). The opposite trend was 
recorded for motor vehicle 
accidents, for which a 
decrease during the period 
2010-2014 was followed by 
an increase in 2015.

Recent insights on Greece 
from the Global Burden of 
Disease Study exploring the 
period 2000-2016 show 
that, many of the causes 
of death that increased 
in the period following 
the onset of the crisis are 
potentially responsive to 
care (e.g. HIV, neoplasms, 
cirrhosis, neurological 
disorders, chronic kidney 
disease, and most types of 
cardiovascular disease) [21]. 
Substantial changes in health 
loss indicators since 2010 
support the interpretation 
that austerity measures 
compounded the country’s 
pre-existing health burden. 
The study highlights that 
“steep quantitative changes 
in mortality trends and 
qualitative changes in 
mortality causes with a rise 
in communicable, maternal, 
neonatal, and nutritional 
diseases since 2010 suggest 
that an effect of the abruptly 
reduced government health 
expenditure on population 
health is likely”.

Figure 8 - Deaths from accidents and suicides per 100 000 population (standardized rates)
Source: OECD [20]
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3.2 Access and financial protection

Greece’s  health care system has been characterized 
in the past as inequitable in terms of access and cov-
erage [2], [3]. It is now clear that the economic crisis 
has exacerbated existing problems. One study found 
serious gaps in the availability, accessibility and ac-
ceptability of existing services [8]. Across-the-board 
health budget cuts, and increased user charges led 
to a marked increase in the economic burden on pa-
tients. This was coupled with unemployment-related 
loss of coverage, affecting approximately 2.5 million 
people or a quarter of the population, and reduced 
household incomes due to cuts in salaries and pen-
sions and increases in taxation. It is indicative that 
between 2007 and 2016 Greece recorded the largest 
tax-to-GDP ratio (7.4 percentage points) among the 
OECD countries, in an effort to meet the require-
ments under its bailout agreement [22]. As a result, 
there was a substantial rise in unmet need for medi-
cal examination in the period 2010-2016 (Figure 9). 
The latest data from EU-SILC indicate a decrease in 
unmet need in Greece of 3.1 percentage points be-
tween 2016 and 2017, possibly attributable to intro-
duced measures for the coverage of the uninsured 
described in section 2.3, above.

As it was mentioned in Section 2.2, above, OOP 
share of total spending on health in Greece is high 
and as a consequence financial hardship is increased. 
According to the results of a study on financial pro-

tection in Europe conducted by the WHO Barce-
lona Office for Health Systems Strengthening, the 
incidence of catastrophic spending on health grew 
markedly during the crisis [24]. In 2010, 7.2% of 
households experienced catastrophic out-of-pocket 
payments, but by 2015 this had risen to 10.5% of 
households, falling to 9.7% in 2016. They are heavily 
concentrated among the poorest consumption quin-
tile. In 2016, nearly a third of Greek households in 
the poorest quintile experienced catastrophic spend-
ing on health; these poor households spent 1 in every 
7 euros on health care. Medicines play an important 
and growing role in driving catastrophic spending. In 
2016, 44% of out-of-pocket payments among house-
holds who experienced catastrophic health spending 
were for medicines. Spending on inpatient care was 
also an important driver, but to a lesser extent. In-
patient care is the main driver of catastrophic spend-
ing among the richest quintile, while medicines are 
the main driver among the poorer quintiles. Simi-
lar conclusions come from another study, finding an 
increasing share of OOP for health in households’ 
budget between 2008-2015, driven by significant in-
creases in medical products (20.2%) and inpatient 
care (63%) [25]. The catastrophic and impoverish-
ing impact of OOP appears to have been aggravated 
during the economic crisis, induced by the simul-
taneous effect of households' diminishing capacity 
to pay and the increased OOP burden, which en-
sued from the implemented reforms as part of the 
EAP. Myopic budget cuts and cost-shifting rather 

than focusing on health system's 
efficiency and effectiveness wors-
ened barriers to health care access 
and, presumably, morbidity in the 
Greek population. 

More than 25% of OOP health 
expenditure in Greece concerns 
informal, under-the-table or side 
payments, constituting a black or 
hidden economy inside the health 
system and raising serious con-
cerns about access barriers to 
health care services. One of the 
main reasons for their scale and 
existence is the lack of a rational 
pricing and remuneration policy 

within the health care system. Sur-
veys have shown that almost one in 

Figure 9 - Unmet needs due to cost, distance or waiting time 2010-2016
Source: Eurostat [23]
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three respondents who consumed health services 
over the past 12 months reported making at least one 
informal payment; these were mainly for the provi-
sion of hospital services or payments to physicians, 
primarily surgeons, so that patients can bypass wait-
ing lists or ensure better quality of service and more 
attention from doctors [26]. Additionally, new types 
of informal payments have emerged recently, as pa-
tients seeking treatment have to pay an additional 
fee under the table to EOPYY contracted doctors, 
ranging from €10 to €20 for a service that is sup-
posed to be free of user charges. This is the result of 
the low per visit remuneration of €10, but mainly of 
ceilings imposed in 2014 on the activities of doctors 
contracted with EOPYY, including monthly patient 
visits, monthly amount prescribed pharmaceuticals 
and monthly amount diagnostic and laboratory tests 
prescriptions. Patients, with the aim to avoid refer-
ring to several doctors in order to find one who has 
not reached his/her visits and prescription limits, 
are forced to informal payments [1], [5], [8]. 

Patients with chronic illnesses have been particularly 
vulnerable as they are adversely affected by a lack of 
adherence to prescribed medication, reduced access 
to diagnostic services, poor monitoring of compli-
cations and increased risks of catastrophic expendi-
ture. Studies show that many patients with diabetes 
refuse more expensive treatments or decrease the 
frequency of taking prescribed medication [27], 
[28]. Among the 288 patients participating in a study 
conducted in Crete, the majority lowered the doses 
of several medications as they were unable to afford 
the cost; all patients using insulin had lowered their 
dosages; nearly half of patients with chronic ob-
structive pulmonary disease or asthma had stopped 
all medications, decreased dosages or used cheaper 
alternatives; only half of patients with dyslipidaemia 
took their medications as required; and a quarter of 
patients with cardiovascular disease stopped medica-
tion or skipped dosages [29], [30]. These findings are 
supported by surveys of health care personnel: physi-
cians reported that almost a quarter of their patients 
with type two diabetes had to stop or modify their 
treatment plan, while a similar proportion switched 
to poorer diets during the previous year because of 
higher co-payments, loss of coverage and inability to 
access a doctor to obtain a prescription [31].

Patients with cancer are another group that have faced 

serious problems in accessing appropriate medicines 
[32]. Patient organizations have reported delays and 
disruption with drug supplies. All expensive cancer 
medicines are, in theory, available through hospital 
and EOPYY pharmacies, but in practice public hos-
pitals are indebted to pharmaceutical companies and 
these, in turn, have discontinued supplies. Patients 
can order medicines through their local pharmacy, 
paying cash that they may then reclaim from EOPYY. 
However, this is not a common choice as many can-
cer medicines are very expensive and EOPYY reim-
bursement can take many months. Previously, this 
issue was even more critical for patients with cancer 
who had no health insurance as, if they did not pay 
for their treatment the cost of medication provided 
through hospital pharmacies was recovered through 
their income tax liabilities. However, after the imple-
mentation of legislation which provided coverage to 
the uninsured in 2016 those barriers were removed. 
In addition, unequal distribution of oncological re-
sources created two tiers of patients, based on their 
ability to pay for travel/accommodation [33].

The risk of catastrophic health expenditure among 
patients with chronic conditions has increased since 
the implementation of austerity measures. One sur-
vey indicates that the proportion of households with 
at least one person with a chronic disease and subject 
to catastrophic expenditure has more than doubled, 
from 3.2% in 2010 to 7.8% in 2013, with the key 
reasons being high OOP payments followed by the 
cost of medicines [34].

3.3 Health system efficiency

In the early 2000s, Greece suffered from serious in-
efficiencies in the hospital sector, such as low bed 
occupancy rates, long length of hospital stay, high 
number of readmissions and an unbalanced distribu-
tion of resources Since 2010, several response mea-
sures have been introduced or are being attempted, 
including mergers of hospitals, reducing the number 
of beds, clinics and specialist units; changes to the 
hospital payment system, with the introduction of 
DRGs; and reductions in the cost of hospital supplies 
such as pharmaceuticals, medical supplies, orthopae-
dic supplies and chemical reagents. However, avail-
able evidence shows that while public hospitals in 
Greece succeeded in reducing their budgets this was 
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not consistent with demonstrating efficiency gains. 
Assessing the performance of 117 public hospitals 
during 2009–2011, Polyzos found that only around 
one fifth utilized resources in the best possible way, 
with technical efficiency increasing in small and me-
dium hospitals and falling in large hospitals over the 
three-year period [35]. Another study examining the 
performance of 90 general public hospitals in 2010 
and 2011 found that the number of efficient hospi-
tals increased by 15–20%, although two models es-
timated contrasting results in terms of the change 
in average efficiency scores [36]. Expenditure was 
indeed reduced by approximately €680 million in 
2011 compared with 2009, but mostly as a result of 
cuts to easily identified supplies such as pharmaceu-
tical, orthopaedic or medical supplies, rather than 
through policies promoting better resource alloca-
tion, such as control of overheads and administrative 
services, rational distribution of human resources, 
medical audit and adherence to clinical guidelines. 
A third study examined public hospital mergers for 
potential efficiency gains and showed that, in addi-
tion to structural changes, there was still substantial 
room for efficiency improvement because of persist-
ing technical inefficiencies within individual hospi-
tals [37]. Despite the initial difficulties in implemen-
tation, the introduction of a DRG payment system 
put pressure on providers to reduce costs. However, 
several other factors impede the aim of rationaliz-
ing resources. These include the lack of performance 
measurement and hospital benchmarking in terms of 
clinical efficacy and patients’ satisfaction; the lack of 
incentives to optimize the utilization of the available 
human and technical resources; and the failure to 
link quality of service to hospital budgets.

Inefficiencies are also observed within primary/
ambulatory care. Oikonomou et al., measured the 
efficiency of rural health centres and their regional 
surgeries in southern and western Greece, finding 
that 16 out of 42 facilities were efficient, while the 
mean technical efficiency level was under 60% [38]. 
The authors suggested that the health centres could 
theoretically produce 33% more output, on average, 
using their current production factors. Similarly, 
Mitropoulos et al. found inefficiencies in primary 
care centres attributed mainly to size, density and 
the mortality rate of the catchment population; the 
location of the health centre; and the number of 
competing health care facilities in the area (e.g. out-

patients departments of hospitals or private clinics) 
[39]. Thanassoulis et al., in their attempt to identify 
benchmark cost-efficient GP units and to estimate 
potential cost savings, suggested that the largest 
efficiency gains (more than 80%) could be made 
through control and use of drugs, followed by ap-
propriateness of referrals [40]. 

In this context, it is noteworthy that reductions in 
government health spending between 2010 and 2014 
show that budget cuts (as a share of the total expen-
diture on health) have occurred across the board in 
both inpatient and outpatient care as well as phar-
maceuticals. While focused on short-term goals of 
budget retrenchment, such strategies also affect the 
areas that need long-term investment (e.g. ambula-
tory care), particularly in such a hospital-centred 
health system as in Greece.

3.4 Assessment of the impact of the EAP on 
the health sector in Greece

The health policy responses to the crisis and their 
effects should be considered with four realities in 
mind [9]. First, the Greek health care system was not 
well prepared to cope with the challenges imposed 
by the economic crisis, given its multidimensional 
structural problems. These structural weaknesses 
created a health system that was vulnerable to eco-
nomic fluctuations and unable to meet the increas-
ing needs of the population. Secondly, implementing 
operational and structural reforms, designed to ad-
dress the weaknesses in the health care system was 
urgently needed. Thirdly, and perhaps most impor-
tantly for understanding the effects of changes, the 
measures stipulated in Greece´s EAP were by and 
large fiscal consolidation measures. Cost-containing 
policies implemented after 2010 in the Greek health 
system have generally taken the form of cuts across 
the board. Finally, when looking at individual re-
form initiatives it is important to remember that the 
Greek health care system has undergone a massive 
amount of changes in a very short period of time. As 
a consequence, reform steps that were a prerequisite 
for further changes had no time to mature before 
new efforts had to be initiated. 

The reforms that have been taking place in the Greek 
health care system since 2010 and especially in the 
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period 2010-2015, have focused mainly on opera-
tional, financial and organizational dimensions. This 
might be considered reasonable as the reforms at-
tempt to tackle serious long-term structural prob-
lems. However, this perspective ignored the citizen/
patient side of the equation in that the formulation 
of a patient-centred health system was out of the 
scope of the reform package. Furthermore, carrying 
out major changes coupled with extensive financial 
cuts has proved to be very challenging in terms of 
both the ability to conduct meaningful reforms and 
the consequences for service delivery. Overall, the 
content and the process of reforms have been mainly 
technocratic/managerial in nature, with insufficient 
consideration for the broader functioning of the 
health system and the health needs of the population.

Another important issue is that the general approach 
of cost-containment measures has taken the form 
of horizontal cuts rather than a more sophisticated 
and strategic approach targeting resource allocation, 
partially because of the pressure exerted by the EAP 
to achieve immediate results in health expenditure 
cuts. Tellingly, after budget reductions were made, 
the shares of government spending by health care 
function (inpatient services, outpatient services, 
pharmaceuticals, etc.) remained largely unchanged 
with the exception of pharmaceuticals, indicating 
that cuts were made across the board in order to 
achieve targets rather than to increase efficiency in 
the long term. Even within the hospital sector, cuts 
to supplies with a significant therapeutic impact in 
health care (e.g. pharmaceuticals and orthopaedics) 
have not been accompanied by either containment of 
expenditure on overheads and other supportive ser-
vices (which actually recorded an increase in most 
hospitals, e.g. more than 60% of public hospitals 
increased their expenditures for cleaning and 45% 
increased security expenditures) or efforts to ratio-
nalize the distribution of existing resources.

A third point to consider is that the side-effects of 
certain measures have not been taken into account 
adequately. Reform processes may trigger unintend-
ed consequences. Examples in Greece include wors-
ening access to care and pharmaceuticals; increasing 
demands for informal payments due to cuts to the al-
ready low salaries of health professionals working in 
the public system, particularly doctors; migration of 
many young and well-qualified physicians and other 

health care professionals to other countries as a re-
sult of the worsening of reimbursement rates as well 
as working conditions.

In conclusion, the EAP directly affected the Greek 
health system [41]. First, austerity measures stipu-
lated the reduction of public health expenditure 
with negative impacts on the volume and quality of 
services provided. Second, health insurance cover-
age and access to services were reduced via increases 
in user fees and co-payments, reductions in covered 
benefits and the imposition of ceilings in the use of 
services. Third, human resources for health have 
been affected via hiring freezes, salary cuts and brain 
drain. Fourth, the above mentioned impacts of EAP 
on the country’s health system had negative follow-
on effects on population health and unmet medical 
needs.

4. After the end of the acute crisis: 
Has health policy changed? 

The majority of the reform measures introduced 
during the first wave of reforms (2010-2014) un-
dermined the health system goals described in the 
typology adopted by WHO/EURO (health status, 
financial protection, efficiency, equity, quality, re-
sponsiveness, transparency and accountability) [42]. 
These included the reduction of the scope of es-
sential services covered, the reduction of popula-
tion coverage and increases in user charges for es-
sential services (i.e. changes in all three dimensions 
of coverage), increases in waiting times for needed 
services, horizontal cuts in public health expendi-
ture and attrition of health workers caused by cuts 
in salaries, reductions in the replacement levels of 
retiring staff and migration to foreign labour mar-
kets. On the other hand, introduced measures likely 
to promote health system goals were limited and, 
in many cases, not well planned and implemented. 
This category encompasses the establishment of the 
EOPYY as a single payer to strengthen risk pool-
ing, the introduction of the DRG-KEN (Diagnosis 
Related Group-Greek Version) system for hospital 
payment and price reductions for pharmaceuticals 
combined with e-prescribing. Finally, a range of es-
sential policy options were neglected, such as stra-
tegic purchasing combining contracts with account-
ability mechanisms, HTA transparently embedded in 
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decision-making processes, monitoring and trans-
parency measures, public health measures to reduce 
the burden of disease, shifting from inpatient to day-
case or ambulatory care, integration and coordina-
tion of primary care and secondary care, and of health 
and social care, the reduction of administrative costs 
while maintaining capacity to manage the health sys-
tem and fiscal policies to expand the public revenue. 
In addition, the citizen-patient dimension as the basis 
for shaping a patient-centered health system appeared 
beyond the scope of the first wave reform package. 
Furthermore, the effects, intended or unintended, of 
the measures introduced were not monitored or ad-
equately considered to further shape policy [1], [9]. 

After 2015, and the election  of a new left-wing gov-
ernment, these neglected issues came to the forefront 
of the health policy agenda, building on increasing 
concerns about achieving universal health coverage 
(UHC) and reducing of barriers in access to health 
services [43]. The 2016 legislation providing free ac-
cess to care for uninsured Greeks and immigrants 
and the abolishment of some kinds of cost-sharing, 
resulted in a slight decrease of OOP payments (Fig-
ure 2) and of self-reported unmet need for health care 
due to cost, distance or waiting time. The new PHC 
system introduced in 2017 embodies the fundamental 
principles of WHO and it is expected to result in bet-
ter access to quality health care and a more rational 
and efficient use of existing services and recourses as 
a result of a decrease in the unnecessary hospital ad-
mittance through well-organized referral processes. 
A Committee for the Evaluation and Reimbursement 
of Medicinal Products for Human Use (Evaluation 
Committee) was established in 2018 as an early HTA 
mechanism, paving the way for the institutionalization 
of HTA. The legislation passed in 2017 strengthens 
the role of the patients and stipulates that social con-
trol should be carried out, inter alia, through surveys 
by which citizens evaluate the services they have re-
ceived, and that the results of those surveys should be 
taken into account in the process of decision making 
on the provision of services, as part of the people-
centered approach. The commitment to empowering 
the patient voice is also reflected in a 2016 legislation 
which foresees an Office for the Protection of Health 
Services Recipients’ Rights to be established in every 
hospital. Furthermore, national evidence-based stra-
tegic plans are being prepared for addressing human 
resources for health (HRH) imbalances and the reor-

ganization and development of public health services. 
Towards this direction, technical assistance provided 
by the World Health Organization (WHO) played a 
catalyst role2, including, among other things, the con-
duct of assessments and making recommendations 
to address issues such as re-profiling the emergency 
medical services [44] or rationalizing distribution and 
utilization of high value capital medical equipment 
[45]. 

However, issues for further consideration remain, 
such as the structure of co-payments for pharmaceu-
ticals and other health services, ceiling on doctors’ 
treatment activities, the absence of real dental cover-
age and the excessive reliance on indirect taxes and 
high OOP payments, formal and informal, making 
the overall funding of the health sector regressive and 
inequitable. The substantial pressures on both com-
ponents of public financing in the Greek system (SHI 
and state budget) create justified concerns over the 
mid- and long-term adequacy of funding in the health 
system. However, fruitful reform efforts and sustain-
able gains, for example in the context of UHC, re-
quire a sound financing base to materialize. Bringing 
public spending on health care up to at least 6% of 
GDP (compared to its current 5.2%) in the immedi-
ate future is a stated goal of the government. To en-
sure that this is achieved in a sustainable and predict-
able manner, both SHI and tax-based funds requires 
further focus on improving collection and pooling. 
There is a need to rethink and to promote a public 
debate on the health budget, which must be viewed 
not as a financial burden but as a developmental tool, 
with a focus on addressing not only economic dimen-
sions but also the welfare of citizens. In relation to 
the health status of the population it is necessary to 
not only develop and implement health in all poli-
cies, surveillance and monitoring systems and disease 
registries but also to reach beyond the health system 

2 -  In January 2016, an initiative entitled "Strengthening capacity for universal 
coverage" (SCUC) was launched, aiming to support Greece´s mid-term reform 
priorities for the health sector. The initiative, which is a collaboration between the 
Greek Ministry of Health and the WHO’s Regional Office for Europe and is fun-
ded by the European Union, has as a general objective to contribute to improving 
health and health equity in Greece, especially for the most vulnerable population 
groups, by helping the Greek authorities in their move towards universal coverage 
and in strengthening the effectiveness, efficiency and resilience of the Greek health 
system. The initiative focuses on three reform axes: a) enhancing universal access to 
quality care; b) improving transparency, inclusiveness and modernization of health 
governance; and c) improving financial sustainability of the health system. A “100 
Actions” Plan was developed to guide reform efforts along those lines. A number of 
reform measures introduced in the past three years have taken knowledge genera-
ted by the SCUC initiative into account.
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and strengthen research in order to better clarify the 
causal mechanisms connecting socioeconomic factors 
with mortality and morbidity of specific diseases [43].

5. Lessons to be learn

Greece serves as a potent example that top-down, big-
bang approaches to reforming the health system may 
not be the optimal way forward. Although many of the 
reforms attempted since 2010 were necessary goals, in 
Greece’s case, they were too much and too fast and in 
many cases towards the wrong direction, distorting the 
principle of equity. No estimates on social and health im-
pact of the MoUs conditionalities were made, there was 
no preparedness towards the impact of the measures ad-
opted on health and health system, and timely response 
to these effects was absent. Furthermore, there was no 
evaluation of calendar, sequencing and implementation 
of health policy measures. This situation of implement-
ing the neoliberal “shock doctrine” under the strict re-
form targets and timetables imposed by the internation-
al creditors, risked health policy becoming an ideologi-
cal warfare generated by EAP instead of evidence-based 
welfare responding to the needs of the population. The 
economic crisis, EAP implementation and the restric-
tions stemming from the overall rule of austerity in the 
EU have coincided with notable negative social effects, 
raising concerns in relation to the impact of austerity 
measures on social welfare and health, as well as on the 
economic and social rights of people living in poverty 
and social exclusion [46].

Prior to 2009, lack of political will and consistency led 
to delays in much-needed and important reforms. Once 
the implementation of changes began as part of the re-
quirements of the EAP, the context was much more un-
favourable in terms of lack of funding, time and other 
resources, as a consequence of the austerity measures, 
and this has adversely affected both process and out-
comes. Managing change in the context of economic 
crisis requires a steady commitment to key health sys-
tem goals, such as sustaining universal population cov-
erage, a focus on population needs, a goal to improve 
the quality of care and a strategic reliance on evidence-
informed policymaking to find appropriate responses. It 
also requires the building of strong supportive coalitions 
with stakeholders. Given the medico-centric character 
of the ESY, there is a dominance of the medical profes-
sion across health care system reforms, being able to re-

sist any change that might affect their dominant position 
[47], [48]. This is once again evident in the recent (2017) 
PHC reform. Although most stakeholders are support-
ive to this reform, the Pan-Hellenic Medical Association 
(PIS), argues that it may not be sustainable and if fully 
implemented, it will undermine the quality of the health 
care services provided and the medical profession.3  The 
question is to what extend the opposition expressed by 
PIS can raise barriers to the full implementation of the 
reform. The answer is related to the more general con-
cern about forces in politics and society who actively 
promote a viable public health care system as part of a 
capable welfare state, considering the strict and binding 
fiscal coordination in the context of the EU economic 
governance (e.g. Two Pack, Six Pack, Fiscal Compact, 
MoUs etc). 

It can be argued that in the pre-crisis period, EU’s intru-
siveness in shaping the Greek welfare state reforms was 
weak as it was based on “soft”, voluntary policy mecha-
nisms, such as the “Open Method of Coordination”, 
with the aim to converge towards the so called “Euro-
pean Social Model”, and the role of domestic stakehold-
ers (Greek parliament, social partners, veto players etc) 
was high [51]. The situation changed during the post-
crisis period and EU intrusiveness in shaping the Greek 
welfare reforms became very high, characterized by 
“hard” Europeanization mechanisms (e.g. MoUs), where 
compliance with the EU requirements is conditional 
upon receipt of the “Troika” loans. The new EU reform 
recipe imposed aim at fiscal austerity, internal devalua-
tion and structural reforms, resulting to the retrench-
ment of the Greek welfare state. In this context, the 
role of the national stakeholders has been diminished, 
while national government became the main domestic 
player in policy reforms [52].

3 -  PIS has stated its opposition to the implementation of the referral system by 
the family doctor to specialized doctors and hospitals (gate keeping) and to the call 
of EEOPY for recruiting family doctors (GPs, Internists and Pediatricians), as it is 
considered to be degrading for the medical profession and risking the quality of the 
care provided to the target population. Additionally, several reservations have been 
reported by the local medical associations regarding the foreseen low wages and the 
job insecurity that the job description entails in the Local Health Units - TOMYs 
(funding is guaranteed under the ESPA Partnership Agreement 2014-2020 for 2 
plus 2 years in total) leading to the attraction of relatively young and inexperienced 
GPs. Ultimately, concerns were expressed that the TOMYs may not attract the fo-
reseen numbers of patients (and as a result demand will shift towards the contrac-
ted with EOPYY physicians) or the quality of the health care services provided may 
be undermined. PIS also expressed its opposition regarding the right of midwives 
to prescribe certain examinations and pharmaceuticals [49], [50]. 
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Resumo

O sistema de saúde irlandês pode ser caracterizado como um sistema Beve-
rigeano fraco, sem direito a cuidados de saúde gratuitos e com substanciais 
listas de espera para casos agudos. Um pouco menos de metade da população 
tem, de forma voluntária, um seguro de saúde privado havendo dois níveis de 
acesso para cidadãos com casos agudos a médicos a exercer em vários setores. 
A Irlanda sofreu uma grave crise económica multifacetada a partir de 2008. 
O governo foi forçado a um resgate da Troika de €85 mil milhões no final de 
2010 do qual saiu no final de 2013. O Memorando de Entendimento inicial 
tinha uma grande margem de manobra para o setor da saúde, embora tenha 
havido muito diálogo entre o governo irlandês e a Troika sobre o excesso de 
despesa, competitividade, sistemas de segurança e os elevados custos com me-
dicamentos. No entanto, na realidade, a Irlanda impôs o seu próprio programa 
de austeridade, cortando recursos na saúde e mudando os custos para o lado 
das famílias. Isto teve consequências negativas na proteção social das famílias, 
agravamento das listas de espera hospitalares e, de uma forma geral, para o 
estado de saúde da população, embora se verificasse paralelamente alguma 
melhoria de eficiência. Ainda assim, há esperança num melhor sistema de saú-
de com o desenvolvimento interpartidário do Plano Sláintecare que tem como 
objetivo implementar num prazo de dez anos um sistema de saúde universal, 
através de uma revisão do sistema e do alargamento dos direitos. Apesar da 
oposição dos poderes instituídos, pouco a pouco, esta reforma tem vindo a 
ser implementada.

Palavras Chave: 
Austeridade, eficiência, transferência de custos, cuidados de saúde univer-
sais, política de saúde, Irlanda.

Abstract

Ireland’s health care system is a weak Beveridgean system with no 
entitlement to free care and substantial acute waiting lists. Just under 
half the population has voluntary private health insurance and the-
re is a two-tier access to acute care with dual practice consultants. 
Ireland experienced a multifaceted and severe economic crisis from 
2008. From late 2010 until late 2013, the government was forced 
into a Troika bailout of €85 billion. The health sector was given a 
fairly free hand in the initial Memorandum of Understanding althou-
gh there was substantial dialogue between the Irish government and 
the Troika on overspending, competition, the safety net system and 
high pharmaceutical costs. Yet, in reality, Ireland imposed its own 
austerity package cutting on health resources and shifting costs onto 
families and private households. This caused a negative impact on the 
financial protection of households, acute hospital waiting lists and 
the health status of the population, albeit alongside some efficiencies. 
Nevertheless, there is hope for a better health care system with the 
cross-party development of the Sláintecare Plan to bring Universal 
Health care over a ten year period through expanded entitlements 
and system overhaul. Despite opposition from vested interests this is 
slowly being implemented. 

Key Words: 
Austerity, efficiency, cost-shifting, universal healthcare, health policy, 
Ireland.

Case studies from countries with adjustment 
programmes contracted with the Troika

DOI: https://doi.org/10.25761/anaisihmt.249 



S28

Original Article

Very brief characterisation 
of the national health care system

Ireland’s health care system may be characterised as a 
weak Beveridgean system where the majority of funding 
comes from taxes (around 70%[1]) but there is no associ-
ated entitlement to free care. Furthermore, Ireland has 
only relatively recently adopted any commitment to Uni-
versal Health care in 2011[2]. The Irish system is highly 
unusual in Europe in that most patients pay unsubsidised 
market prices to access a general practitioner (GP). In 
addition, Irish patients typically face lengthy waiting time 
and lists to access acute elective care and even some com-
ponents of primary and social care. Consequently, ac-
cording to Eurostat, in 2014 Ireland had the second high-
est rate of unmet need for health care in the European 
Union (EU) (at 40.6%) due to cost, distance or waiting 
lists (compared to an EU average of 26.5%). Costs were 
the most frequently mentioned factor (35.9%) and this 
was the highest proportion for any EU country1. 
Thirty percent of overall funding coming from private 
sources is a mixture of out-of-pocket payments (OOP) 
and private voluntary health insurance [1]. Interestingly, 
Ireland has one of the highest shares of, and coverage 
of population by, voluntary health insurance in Europe, 
along with France and Slovenia. Nevertheless, unlike the 
latter two countries voluntary health insurance in Ireland 
provides much less financial protection from OOP and 
there are key concerns about its affordability [3]. Nev-
ertheless, those with voluntary health insurance, around 
44% of the population, have historically accessed acute 
elective services much faster. This has created a two-tier 
system which government actively subsidises through 
taxation breaks and historic undercharging of hospital 
beds for private patients. 
Most acute care, around 85% in 2015, is provided by 
publicly funded hospital sector (which includes state 
hospitals and voluntary not-for-profit hospitals)[4] with 
typical overcrowding by bed occupation rate. Neverthe-
less, there has been a steadily growing for-profit private 
hospital sector with unutilised capacity. Private care is 
also delivered in public hospitals. Most hospital consult-
ants work dual practice and there have been recent media 
reports on consultants with long waiting lists failing to 
meet their public sector commitments and preferentially 
treating private patients. Long waiting lists for acute care 
have meant that emergency department (ED) attendance 
has been a key route to get into hospital (as will be seen.)
All GPs are private entrepreneurs but are contracted by 
the state to provide services, particularly for those below 

a certain income level who get a “medical card” which 
entitles them to largely free GP care2, low cost prescrip-
tion drugs and free hospital care. A growing proportion 
of the population, by age and means, are eligible for a 
GP visit card, where the state pays GPs to provide care 
free of charge). This is significantly cheaper than provid-
ing them with medical cards[5]. Other primary and com-
munity care is under-resourced, understaffed and very 
patchy across the country leading to large geographic 
disparities. 

Size and duration of the economic crisis

According to Keegan et al [6], Ireland experienced the 
third most severe recession in the EU in the initial after-
math of the economic crisis, second only to Latvia and 
Estonia. Nevertheless, Ireland also experienced one of 
the longest recession periods, with six austerity budgets, 
emerging from recession in 2014[7]. Several factors con-
tributed to this. 
As a small open economy, Ireland was particularly sen-
sitive to global economic trends. Secondly, Ireland’s tax 
policy focussing on indirect taxes proved disastrous in a 
recession for government revenues[8]. Moreover, years 
of access to cheap credit without proper government 
oversight led to a property market bubble. This in turn 
contributed to a banking collapse and when the state in-
troduced the bank guarantee system it tied banking debt 
to sovereign debt causing huge problems for the state’s 
solvency[9]. This bank guarantee was heavily criticised 
subsequently and was a result of direct lobbying by the 
Irish banks[10]. Such events also caused a reputation-
al crisis with outside lenders leading to a huge hike in 
rates for state borrowing. Consequently, in November 
2010[10] the government was forced to accept a bailout 
from the EU, International Monetary Fund (IMF) and 
European Central Bank (ECB) of €85 billion. 
This Programme of Financial Support was to cover the 
2010-2013 period. It specified a diverse programme 
of fiscal measures, financial sector reforms and struc-
tural reforms for each quarter between the beginning 
of 2011 and the end of 2013. Precise and radical targets 
were set for reduction in public spending, increase in 

1 - http://appsso.eurostat.ec.europa.eu/nui/show.do?dataset=hlth_ehis_
un1e&lang=en
2 -  Some GPs do charge administrative fees to GMS patients (for warfarin moni-
toring, social welfare forms, sick notes, etc.)
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Financing

“Improve the charging regime for private patients in public hospitals and increase collection of charges, to fully account for costs” (Letter of Intent, November 2012)

“We are in the process of implementing the remaining key pieces of the budget package: legislating to effect higher charging for private patients in public hospitals…” (Letter of Intent March 2013, Point 14)

60. The authorities are committed to the introduction of a prospective case-based payment system for public hospitals, in line with a 
principle of case based cost recovery for use of public hospitals by public and private patients. This will be implemented on a phased basis 
beginning with a shadow phase by end-October 2013. (9th update MoU June 2013)

Pricing and reimbursement of pharmaceuticals

“we have recently negotiated a significant multi-year reduction in the price of pharmaceuticals” (Letter of Intent, November 2012)

“ we are seeking further durable savings, including through consideration of a range of structural reforms to further reduce drug costs, including by lowering the price of generic drugs 
and increasing the share of generics in prescriptions, dispensing and usage” (Letter of Intent, November 2012)

“The authorities will conduct a study to compare the cost of drugs, prescription practices and the usage of generics in Ireland with 
comparable EU jurisdictions” (Point 38.) (7th update MoU January 2013 and repeated in 8th and 9th update)

“We are in the process of implementing the remaining key pieces of the budget package: … to mandate greater generic drug use (by end June)” (Letter of Intent March 2013, Point 14)

Health 45. The authorities will set high level annual targets for increasing the share of generic drug usage in the medium-term. Enabling 
measures – such as compulsory prescription by International non-propriety name (INN) by Year end (in 8th update and end-October 2013 in 
9th update), where appropriate – required for the achievement of these targets will be put in place and kept under further review. (8th update 
MoU April 2013 and repeated in 9th update)

The implementation of generic substitution and reference pricing has been prioritised by the Department, the Health Service Executive and the Irish Medicines Board. Reference pricing 
is expected to deliver at least 50 million savings in 2014. The Health (Pricing and Supply of Medical Goods) Act 2013 also includes a process for the review of existing prices outside of 
reference pricing.(Final Letter of Intent 2013)

Prescription and monitoring of prescription

Pharmacies sector

In relation to pharmacies “Ensure recent elimination of the 50% mark-up paid for medicines under the State’s Drug Payment Scheme is 
enforced” (Original MoU December 2010. Pt 28)

Centralised purchasing and procurement

Primary care services

Eliminate restrictions on (i) the number of GPs qualifying, (ii) GPs wishing to treat public patients, (iii) GPs advertising (Original MoU 
December 2010. Pt 28)

“Better target spending, particularly within the primary care re-imbursement scheme.” (Letter of Intent, November 2012)

Hospital services

“Enhance hospital efficiency, by implementing major work practice and rostering reforms, reducing the average length of hospital stays, increasing the share of day treatments, and 
minimising unnecessary return visits for out-patients;” (Letter of Intent, November 2012)

Entitlements

Comprehensive targeting of spending is needed to deliver immediate reductions combined with reforms to underpin savings in the medium 
term. Better targeting of medical card spending can generate significant savings while protecting the poor. (Concluding Statement of the IMF 
Mission July 2012)

Overall Budget Control

“We have identified scope for reducing overtime payments including through smarter rostering for emergency services (such as health and police); rationalising allowances; and boosting 
public service productivity through changes to sick leave entitlements (p8)” (Letter of Intent, February 2012)

“We are on track to deliver a budget deficit within the 8.6% of GDP target in 2012…At the same time we are alert to pressures in health and social protection spending and will 
continue to manage expenditure to remain within budget (pt 13).” (Letter of Intent, August 2012)

Health sector: Authorities to specify quantified measures to eliminate the spending overrun by year end. (6th update MoU September 2012.)

“We are alert to the overrun in current health spending and are taking measures necessary to unwind it.( Letter of Intent, November 2012)- see other sections for details of response

The authorities will take the measures necessary to unwind the overrun in health spending and will contain health expenditure next year to within 
the €13.6 billion departmental ceiling for 2013 set in the Comprehensive Expenditure Report 2012-14. (Point 8) (7th update MoU January 2013.)

“We are implementing Budget 2013 in the same prudent manner. The bulk of the measures comprising the €3.5 billion consolidation effort have been enacted… Moreover, we have 
decided that the Health Service Executive and the Department of Health will report to the Cabinet Committee on Health on the implementation of the health sector measures on a 
monthly basis to actively prevent renewed slippages. (Letter of Intent March 2013)

Cross services

Health sector (Point 38). The authorities will develop an eHealth Strategy in conjunction with the HSE by end Q2 2013. This will serve as a 
time-bound action plan for the implementation of eHealth systems, including a comprehensive system of ePrescription which uses a unique 
patient identifier, such as the PPSN—to support and enable the delivery of integrated patient care under the reform agenda. (8th update 
MoU April 2013 and repeated in 9th update)

Health 58. In line with the eHealth Strategy, the authorities will publish by end-October legislation in conformity with data protection 
law to enable the introduction of universal and unique health identifiers for patients and service providers as well as to facilitate the 
introduction of full ePrescription. (9th update MoU June 2013)

59. The authorities will adopt a framework by end-October to streamline and consolidate multiple and fragmented financial management 
and accounting systems and processes by end-October (9th update MoU June 2013)

Table 1 - The evolving dialogue around health sector conditionalities and reforms  between the IMF and Irish Government 
(December 2010 to November 2013)
Covering the original Memorandum of Understanding, nine updates and related statements (in bold) with associated Letters of Intent from the Irish State (in italics).
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public revenues and reduction of public capital spend-
ing. Mandated structural reforms included reducing the 
minimum wage, increasing the pension age, changing the 
basis for pension payments to average rather than final 
pay and removing barriers to competition in sheltered 
sectors, amongst other reforms [10].
Furthermore, the financial aid was only to be released if 
performance targets were met. This led to high-profile 
quarterly visits by the IMF to check on progress and ap-
prove next tranche of funds’ disbursement. The govern-
ment had to report more frequently, weekly and month-
ly, on a stack of key indicators around financial perfor-
mance, cash balances, bank finances, public spending and 
public sector salary outlays [10]
In essence, Ireland had handed over economic sover-
eignty during this time period. Some initial attempts to 
reform the Irish economy had been made in 2008 and 
2009 but these proved insufficient to address the diverse 
problems and weaknesses of the banking sector, public 
sector financing, the housing crisis and lack of govern-
ment regulation. 
Consequently, over this time, the economy experienced 
huge restructuring and turbulence. From 2007 to 2012, 
unemployment rate more than trebled from 4.6% to 
14.7%. Over the same period, Government’s consoli-
dated gross debt increased from 25% of gross domestic 
product (GDP) to 120%. The Government deficit which 
had reached a striking 30.6% of GDP in 2009 was cut 
back to 7.2% in 2012. Furthermore the economy, as 
measured by GDP, contracted in 2008, 2009 and 2010 
[11]. Public sector wages were cut back in the Croke 
Park agreement, alongside the structural measures indi-
cated above. 
This combination of an initially severe and protracted 
recession with a subsequent recovery is an important de-
terminant of current health care system trajectory, as it 
will be seen later.

Demands related to health

Interestingly, health was given a fairly free hand; ini-
tially perhaps because of the myriad of challenges be-
ing faced (see Table 1). The only focus in the origi-
nal Memorandum of Understanding (MoU) was the 
requirement of introduction of more competition 
in relation to GPs and the removal of mark-ups for 
pharmaceuticals supplied through community drug 
schemes. Nevertheless, these were quite small issues 
for the health sector and were probably more ideo-

logically driven than a substantive reform. 
Instead, conditionalities were added into the sub-
sequent MoU updates and most notably in 2012. In 
some cases these conditionalities were preceded, and 
responded to formally, by the Government. Hence it 
appears that rather than a set of conditions from the 
outset we have a negotiated dance around conditional-
ities on top of the Irish Government imposing its own 
set of health reforms. This dialogue can be seen most 
strikingly in the case of managing the overall health 
overspend and also bringing in reforms to lower the 
state’s drug payment bill (Table 1). 
For the former, the IMF highlighted in particular the 
high spending on “medical cards”. Article IV review 
of the EU-IMF Programme of Support for Ireland 
(in July 2012) made explicit reference to concerns 
over spending on medical cards, but did not specify 
the nature of the measures required to control such 
expenditure3. Medical cards provided a safety net sys-
tem for those in austerity, expanding rapidly to bring 
free care for those newly unemployed. However, the 
rapid expansion was a substantial financial burden to 
the state. The state may well have buckled under pres-
sure to change eligibility criteria for medical cards 
more radically but a poor political performance for 
government parties in local elections shelved any po-
tential for such volatile reform. 

Nevertheless, the Government set about bringing 
austerity into the health sector with zeal, even with 
few specific conditionalities of the bail-out. Between 
2009 and 2013 financing of the Health Service Execu-
tive, the central state purchaser of and implementer 
of health care, financing fell by 22% [7]. Staffing also 
fell sharply by around 8,000 with primary and com-
munity services particularly hard hit [12]. It also set 
about shifting costs of access back onto households 
through higher charges for inpatients and Emergen-
cy Department (ED) attendances, a new levy for all 
on prescription items, higher drug reimbursement 
thresholds, and reduced medical card coverage[7] see 
Table 2 where the section yellow highlights the bail-
out era. Interestingly the Government is displaying a 
growing shift from medical cards to GP visit cards[5] 
as a means to reduce costs while promoting a shallow-
er version of universal coverage. Such cost-shifting 
would certainly align with the evolving MoU. 

3 - www.imf.org/external/np/ms/2012/071812.htm#P5_83
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Year Population with medical cards Population without medical cards

2009

Automatic entitlement to medical cards removed 
from people over 70 years of age and replaced with 
a means test

Increase in charge for attending emergency department (without a 
GP referral letter) from €66 to €100; Increase in the public hospital 
inpatient charge from €66 to €75 per day (maximum per year €750)

DPS: Increase in monthly threshold from €90 to €100

Tax relief on unreimbursed medical expenses restricted to the standard 
rate of tax (20%)

2010

GMS: Introduction of €0.50 charge per prescription 
item beginning in October (monthly cap €10)

DTSS: dental entitlements reduced (beginning in 
April)

DPS: increase in monthly threshold to €120

TBS: dental and ophthalmic entitlements cut

2011 None None

2012

None DPS: Increase in monthly threshold to €132

TBS: aural entitlements cut

LTI Scheme: Commitment to extended entitlement to free GP care 
as phase 1 of the free primary care strategy. Later replaced with 
alternative plan to extend universal GP care. Later deferred. 

2013

GMS: Increase to €1.50 per prescription item 
(monthly cap €19.50)

Lowering of thresholds for medical cards for those 
over 70 years of age (excluded 40,000 people)

DPS: Increase in monthly threshold to €144

Increase in the public hospital inpatient charge to €80 per day 
(maximum per year €800)

The amount of private health insurance premium qualifying for tax 
relief  limited to €1,000 for adults and €500 for children (including 
students aged 18–23 years in full-time education)

2014
GMS: Increase to €2.50 per prescription item 
(monthly cap €25)

Proposed free GP care for children 5 and under (delayed)

2015
None Free GP care introduced for children aged under 6 years and 

reintroduced for adults aged over 70 (Summer)

2016
None Proposed extension of free GP care to all children under 12 years of 

age (delayed and later withdrawn)

2017

GMS: Reduction of monthly cap on prescription 
charges from €25 to €20 for those over 70 years of 
age

TBS: €42 payment towards annual scale and polish; biannual 
entitlement to free sight test and €42 towards glasses  

2018

GMS: Reduction to €2 per prescription item 
(monthly cap reduced to €20 for those under 70 
years of age

DPS: Monthly threshold reduced to €134 per month

Table 2 - Changes to statutory entitlement in Ireland, 2009-2018

Source: Johnston B, Thomas S, Burke S (2018), Moving towards universal health coverage: new evidence on financial protection in Ireland, 
Copenhagen: WHO Regional Office for Europe. 
Notes: Yellow shading indicates Troika bail-out period. DPS: Drug Payment Scheme; DTSS: Dental Treatment Services Scheme; GMS: 
General Medical Scheme; LTI: Long-Term Illness; TBS: Treatment Benefit Scheme. 
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Necessary reforms vs 
burdens
GP reform to increase com-
petition may have helped 
increase GP supply though 
prices remain very high. 
Drug costs are very high 
in Ireland and remain stub-
bornly so, partly because 
of the importance of the 
pharmaceutical sector to 
employment and its strong 
negotiating power in price-
setting. In that area, the IMF 
stipulations were warrant-
ed. Expressed concerns over 
the medical card bill were 
not particularly helpful and 
could well have threatened 
the financial protection of 
vulnerable households by 
further destabilising an im-
portant safety net.  What 
they pointed to was the 
need to universalise care but 
this is difficult to do within 
a context of austerity as the 
subsequent Irish experience 
has shown. 
Instead the bulk of reforms 
from Government were 
home-grown, an eclectic mix 
of producing efficiencies from 
a bloated system and finding 
any means to reduce Govern-
ment spending regardless of 
the financial burden to house-
holds or the inefficiency pro-
duced in the system. 

Evolution of the 
population health 
status under the EAP

Health status key indicators 
show a definite impact of the 
austerity era (Figures 1-3). 
There is a definite drop in 

Figure 1 - Life Expectancy, Ireland (1995-2016)

Figure 2 - Infant Mortality rate per 100,000 (1995-2016)

Source: Eurostat

Source: Eurostat
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Figure 5 - Number of adults waiting for IP (Inpatient) and day-case hospital treat-
ment (2008-2017)

Figure 6 - Cost-shifting from the state to private households in € million (2008 to 2014)
Source: Updated graph from Thomas et al 2013

male life expectancy in 2009 to 
77.7 from 77.9 in 2008. There 
is an alarming flat-lining in in-
fant mortality rates after seven 
years of reductions, with indi-
vidual annual increases in 2008, 
2010 and 2013. Only in 2016, 
with the economy well back to 
recovery, do we see a return to 
a declining trend in the infant 
mortality rate. Furthermore, 
the national suicide rates show 
a strong upward movement in 
2009 and 2011 for men and 
2008 for women. Only after 
2014 do the rates resume their 
previous downward trend.

Evolution of the health 
care system 
under the EAP

As can be seen from the earlier 
discussion and Table 1, a key con-
cern for the MoU was to manage 
the health care overspending be-
cause of the hole in government 
finances. This was translated into 
quite radical reductions in health 
budget allocations (Figure 4). 
Some of this resource reduction 
was absorbed by providing care 
in low cost settings. For instance, 
there was quite a large shift to-
wards treatment of patients in 
daycare settings with much more 
constrained activity on inpatient 
care (see Figure 4). Such a move 
represents an efficiency borne of 
austerity. 
The resource reduction in the 
public health care setting was 
also absorbed by lowering unit 
costs, such as reducing salary 
levels for all government staff 
including public health sector 
employees. Indeed, given that 
the public health sector employs 
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over 100,000 people and is the largest employer in the 
country, then reducing salary levels will have a strong im-
pact on the Health’s budget. Furthermore, from 2009 
there was a moratorium on hiring new staff, except for 
some protected professions, and a programme of volun-
tary redundancies with, for many, an attractive package 
for retrenchment (Williams and Thomas 2017) [12]. 
While Human Resources (HR) levels have now more 
than fully recovered to their pre-austerity levels (HSE 
2018) there is a growing bias toward acute care and away 
from lower cost primary and social care settings. Hence, 
while there have been some moves towards efficiency a 
renewed focus on hospitals may actually produce inef-
ficiency. As shown in Figure 4 there are increasing ED 
attendances and emergency admissions implying that 
primary and social care services are not being accessed 
appropriately and that people are not happy to wait on 
ever longer waiting lists.
The waiting list data for Ireland make grim reading. 
Ireland has no formal legislated waiting time guaran-
tee, albeit a commitment to treat people within 15-18 
months, poor data and little accountability in regards to 
wait times. It also has some of the longest waiting time 
for elective care in Europe. Figure 5 highlights that the 
situation has recently deteriorated in terms of a huge in-
crease in the number of people waiting over 12 months 
for elective care in a public hospital setting. Waiting lists 
got worse with austerity, then came down slightly but 
have rocketed in recent years. This is partly due to capac-
ity constraints and bed closures in public hospitals during 
the austerity period. It is also a consequence of an ageing 
population, increased numbers of frail elderly arriving 
at in ED and subsequent emergency admissions choking 
public sector elective capacity. 
The impact of squeezing the Health’s budget as prescribed 
by the MoU, is shown in Figure 6, where the extent of 
cost-shifting from the state to households is highlighted. 
Between 2008 and 2014 an additional €600 million of 
costs were incurred by households for accessing services 
and drugs that had previously been borne by government, 
equating to an additional €130 per person per year in ad-
ditional OOP. Recent analysis of financial protection es-
timates that there was a 50% increase in the number of 
households experiencing catastrophic spending on health 
from 2009/10 to 2015/16 (Johnston et al 2018 WHO)
Key elements of the austerity programme need to be re-
versed to remove some of the financial burden on house-
holds, undo some of the cuts in services and restore pay 
and conditions of publicly employed or contracted staff. 
Table 2 indicates some small shifts towards this post-aus-

terity and the 2019 Budget also continues this trend in re-
lation to reductions in the prescription charge (now free 
for some sections of the population and generally reduced 
by €0.5 per item) and the drug reimbursement thresholds 
(by €10 per family per month) alongside initiating discus-
sions with GPs to reduce some of the austerity measures 
around their reimbursement. Nevertheless, the legacy of 
austerity is still very much in evidence in relation to re-
sourcing.

Changes in health policy after 
the end of the acute crisis 

Interestingly even during the bailout era a new govern-
ment committed itself to a single tier system which guar-
anteed access based on need, not income. This was the first 
time such a commitment had ever been made. This was to 
be delivered through Universal Health Insurance (UHI), 
with a ‘multi-payer’ model of compulsory private health 
insurance, and free GP and practice nurse care[2]. Never-
theless, very little progress was made on this (see Table 2) 
over the austerity period and in the immediate aftermath. 
The only real expansion of entitlements was in July 2015 
with the introduction of free GP care for children under 
6 and the restoration of free GP care for people over 70. 
Furthermore, in November 2015, long-awaited costings of 
the proposed UHI model were published which found that 
it would cost between €666 million and €2 billion more 
than the current health spending [13]. The Health Minister 
concluded that this particular model of universalism is not 
viable stating it was ‘not affordable now nor ever’ [14].
This failure to progress towards universalism can be ex-
plained by the unrelenting pressure on the health system as 
a result of budget cuts since 2009 [2], as well as the mana-
gerial overload of coping with declining budgets while try-
ing to produce reform[15] and the lack of specifics around 
design and implementation[2]. Nevertheless, the principle 
of universalism survived even if the model did not. While 
there was no commitment to introduce universal health 
insurance in the Minister of Health’s priorities in January 
2015, universal health care was prioritized.
The general election of February 2016 precipitated the 
next key change in health policy. No party had an overall 
majority and it proved impossible for any party to form 
a working majority coalition. Instead Fine Gael formed a 
minority Government with the support of independent 
parliamentarians, supported by a ‘Confidence and Sup-
ply’ agreement whereby Fianna Faíl, the second largest 
party, agreed not to vote against the government on key 
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matters[16]. This collaboration between the two largest 
parties was heralded as ‘new politics’[17]. This unusual 
context changed the nature of political debate particularly 
around health care [16].
Indeed an opposition instigated motion to establish an all-
party committee with a remit of agreeing a ten-year strate-
gy for health reform, including the delivery of a single-tier 
universal health service and switching emphasis to primary 
and social care, gained the support of the majority of TDs. 
On the 1st of June 2016, a motion to establish an all-party 
Committee on the Future of Health Care was proposed by 
the Health’s Minister, which gained all-party support [18] 
.The Committee for the Future of Health Care was estab-
lished. It was made up of 14 members from across the po-
litical spectrum and included Deputy Roisin Shortall the 
original author of the motion. The Committee’s work was 
informed by a public call for submissions, which were ana-
lysed thematically. The Committee held 30 public hearings 
and published two interim reports [19, 20], and received 
technical support from a team of analysts from Trinity 
College Dublin.  Initially due to report in January 2017, 
the Committee was given an extension until May 2017 to 
complete its work [19, 20]

Sláintecare 

The vision of the Oireachtas Sláintecare Report is ‘a uni-
versal health system accessible to all on the basis of need, 
free at the point of delivery (or at the lowest possible 
cost)’[21]. It specified that all residents would be entitled 
to a full package of services and that this entitlement would 
be backed by legislation alongside a wait-time guarantee so 
everyone in Ireland would be entitled to timely and com-
prehensive care, free or at low cost. It further detailed the 
phasing and costings required to deliver such care within 
the ten-year timeframe. The entitlements are to be ex-
panded each year to allow both the necessary funds to be in 

place and for the system to adjust to the 
new capacity which would be needed. 
Indeed the reports proposed an Inte-
grated Care Approach which concen-
trates on expanding primary and com-
munity care capacity and moving care 
when appropriate to the lowest level of 
complexity[16].
The report recommends the creation 
of a single National Health Fund. This 
would combine general taxation rev-
enues as well as some earmarked tax-

es and levies. Overtime, an increased proportion of the 
overall health budget would come from public, pooled 
resources and less from private OOP. This would bring 
Ireland close to the top performers in the EU in terms 
of funding healthcare from pooled public resources (mov-
ing Ireland from 69% publicly funded to 81%)[16]. The 
expansion of entitlements are estimated between €385 
and € 465 million per year for the first six years of the 
plan though approximately half of this is switching funding 
from direct private payments to public taxation. A one-off 
transition fund, of €3 billion, is also required to make up 
for historical under-investment in health, and to fund the 
physical, programme and human resource infrastructure 
to deliver integrated care to match entitlement expansion.
The policy process to develop the cross-party ten-year 
consensus plan was unusual as it was devised in the politi-
cal domain and not by the Department of Health. There-
fore, a critical aspect of the development of the policy was 
its formal adoption by the government and its publication 
of an implementation plan with resource commitments. 
This was not a foregone conclusion as while there was 
consensus on the committee not all politicians were as 
supportive. 
More than a year after the publication of Sláintecare, in 
August 2018 the Government finally published its imple-
mentation plan and in September 2018 established an Im-
plementation Unit with a Lead Director. Nevertheless, the 
implementation plan was weak on some aspects of Sláinte-
care. In particular, it talked about eligibility to care and not 
entitlements backed by legislation. Furthermore, it gave 
no detail on timing, phasing or funding of the expansion 
of care. It also ignored the need to invest in human re-
sources to facilitate the expanded primary and community 
care delivery. In some ways the Implementation Plan is a 
step backward with far less detail about delivery than the 
original report while retaining a commitment to the over-
all vision and the principle of integrated and universal care. 
Furthermore, in the recent October 2018 Budget state-

Source: Burke et al 2018
Figure 7
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ment for next year, there are some indications of Sláinte-
care type policies being promoted though not to the same 
degree or scale as in the original report. For instance, the 
Budget has extension of free GP care to 100,000 more 
people, based on their means, but the Sláintecare target 
was 500,000 for the same year. Hence there is evidence 
of a slower pace of implementation than was originally 
conceived and without some of the elements of system 
reform required, such as the introduction of a National 
Health Fund. 

Protagonists of a progressive alternative 

The Oireachtas Future of Health Care Committee report 
was unique in the history of Ireland’s health policy in terms 
of creating political consensus on the way forward. This 
consensus has broadly held outside the committee in terms 
of the public statements of political parties. Nevertheless, 
it is obvious that some politicians in the larger centre right 
parties are less wedded to the principle of universalism. 
The current Minister for Health, even though from a cen-
tre right party does really seem committed to the project. 
Also virtually all academic and technical analysts in the 
health sector would be broadly supportive as well as those 
from international advisory agencies such as the WHO 
and the European Observatory. Elements of the trade un-

ion movements are also supportive though not the doc-
tors’ trade unions. In particular, nurses would support the 
policy. Civil society would also be keen on Sláintecare[22] 
although it is recognised that there needs to be more en-
gagement with the population over the issues. Sláintecare 
is a complex reform programme and people are suspicious 
of grandiose promises and the health sector is renowned 
for its intractable problems.
On the other hand there are a variety of vested interests 
whose reaction ranges from lukewarm to outright hostility. 
Many GPs have been very suspicious of the extra demands 
being placed on them and are still hurting after the auster-
ity cuts resulted in reduced payments for service delivery. 
Consequently, the response of some GPs has been antago-
nistic. Many consultants would also have lucrative private 
practice and are horrified at the prospect of their private 
practice being taken out of public hospitals. The doctors’ 
union, the IMO, is generally suspicious of the programme 
despite previous interest in universalism, probably because 
of the legacy of cuts, salary reductions and the perceived 
risk of change. The Ministry of Finance is also very scepti-
cal about the affordability of Sláintecare and likes to paint 
the health sector as a black hole for resources. Hence the 
political picture is quite finely balanced with just enough 
support to get Sláintecare slowly moving but not enough 
momentum to guarantee its good health.
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Resumo

Em 2011, Portugal assinou um plano de resgate financeiro, que in-
cluía um Memorando de Entendimento, com o objetivo de reduzir o 
défice e a dívida pública e conter o crescimento da despesa pública. As 
políticas para o setor da saúde abrangeram o financiamento do SNS e 
dos subsistemas, o mercado do medicamento e as farmácias, a pres-
crição e a monitorização da prescrição, a centralização das compras 
e da contratação pública, os cuidados de saúde primários, os serviços 
hospitalares e os serviços transversais. Passados cinco anos, a maioria 
das políticas continua vigente. Contudo, a maior parte aguarda uma 
avaliação da sua adequação e capacidade para resolver os problemas 
estruturais do SNS.
Apesar da crise, dos diferentes interesses e atores, é consensual, em 
todos os sectores da sociedade portuguesa, que o direito constitucio-
nal à saúde deve continuar a ser efetivado através do SNS, garantindo, 
desta forma, a cobertura universal de cuidados. Contudo, a prestação 
de cuidados deve continuar a ser garantida pelos sectores público, pri-
vado e social sendo que o desafio será responder às necessidades de 
saúde mantendo a qualidade e sustentabilidade da prestação pública de 
cuidados essencialmente através do SNS.

Palavras Chave: 
Política de saúde, Portugal, resgate financeiro, qualidade de cuidados, cri-
se económica.

Abstract

In 2011, Portugal signed a financial rescue plan that included a Me-
morandum of Understanding to reduce the deficit and the public 
debt, and contain the growth of public spending. 
Health sector policies included changes in the financing of the NHS 
and public sub-systems, pharmaceutical market and pharmacies, 
prescription and monitoring of prescription, centralization of pur-
chasing and public hiring, primary health care, hospital services and 
cross-sectional services. Five years have passed and most of the poli-
cies are still in force. However, the majority of them are still waiting 
for an assessment on their ability and suitability to solve structural 
problems of the NHS.
Despite the crisis, the different players, stakeholders and interests, 
it is common to all sectors of the Portuguese society that the consti-
tutional right to health ought to be maintain through the NHS, thus 
guaranteeing universal health coverage. Nevertheless, the provision 
of care is to continue to be assured by the public, private and social 
sector and the challenge is to respond to the health needs while gua-
ranteeing the quality and sustainability of the public provision of care, 
mainly through the NHS.

Key Words: 
Health policy, Portugal, financial rescue, quality of healthcare, eco-
nomic crisis.
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Introduction

In March, May and September 2010, the Portu-
guese Government implemented several Stability 
and Growth Programmes to deal with mounting fi-
nancial constraints resulting from the financial crisis 
which began in 2008 [1]. 
In March 2011, after the inability to approve another 
package of measures and following a political crisis, 
the Troika (composed by the International Monetary 
Fund, the European Commission and the European 
Central Bank) was called to intervene. This led to an 
economic adjustment programme with an associated 
Memorandum of Understanding (MoU) that deeply 
influenced all aspects of the Portuguese economy 
and the lives of Portuguese citizens, even though, at 
the time, there was already some evidences that aus-
terity measures might deeper hamper the economy 
and influence the health of the Portuguese [2].
The policies on the MoU somewhat continued the 
line initiated by the previous Stability and Growth 
Programmes and aimed at reducing the deficit, the 
public debt/ GDP ratio, containing the growth of 
public spending and increasing competitiveness of 
the Portuguese economy through neutral budgetary 
tax revision, for a predicted time horizon of 3 years 
[3]. 
During 2011 and 2013, the deterioration of the mac-
roeconomic indicators was worse than expected [1]. 
There was an aggravation of the living conditions in 
Portugal: the unemployment rate increased (in 2012 
it picked at 16%), GDP real growth and family in-
come decreased, there was a reduction of around 
22% in household expenditure in healthcare and the 
risk of poverty of Portuguese children increased by 
16.5% between 2010 and 2012 [1,4]. 
The rescue plan included actions on budgetary policy, 
both in terms of public spending and revenues, regu-
lation and supervision of the financial sector, labour 
market and education, housing market, framework 
conditions (e.g., judicial system, public contracts, 
and public procurement) and structural budgetary 
measures. These last ones included a set 34 specific 
measures for the health sector (points 3.50 to 3.83 
of the MoU) [3].
In general terms, the MoU established that there was 
to be a reduction in the provision of public services. 
Furthermore, public services were to be regularly 
assessed in terms of value for money, and expendi-
ture should be reduced (including the health sector).

In fact, the country was able reduce the public 
deficit to -0.5% of GDP in 2017 (in contrast with 
-9.8% of GDP in 2010) and the GDP grew 2.8% 
in 2017 (in contrast with -4.0% during the peak of 
the economic recession in 2012). However, the pub-
lic debt is still very high (124.8% of GDP in June 
2018), the country remains under tight surveillance 
from international institutions [5] and impacts of 
the economic crisis are expected to persist for a 
long period.

The Portuguese health system

The Portuguese health system is characterized by 
three co-existing systems: the universal National 
Health Service (NHS); the health subsystems, health 
insurance schemes for which membership is based 
on professional/occupational group or company; 
and private voluntary health insurance [6]. It draws 
on a mix of public and private financing: the NHS 
is predominantly financed through general taxation, 
the health subsystems are financed mainly through 
employee and employer contributions and private 
voluntary health insurance has a supplementary role. 
Between 2010 and 2017, there was a decrease in 
the total health expenditure from 10.4% to 9.0% 
of the GDP. Also in that period, the public health 
expenditure remains the same (around 67%) which 
represents an absolute decrease in available funds. In 
2010, 38.2% of total expenditure was with hospi-
tals, 32.9% in ambulatory care and 19.5% in phar-
macies. In 2017, the expenditure with hospitals had 
increased (42.2%), expenditure with ambulatory 
care and pharmacies had decreased (to 27.3% and 
15.0%, respectively) [7,8].

Policy measures for the 
health sector in the MoU 

The policy measures for the health sector in the 
MoU can be roughly divided in indirect and direct. 
The first ones refer to general public administration 
measures, the second ones to those specifically tar-
geting the health sector. 
Indirect policy measures intended to increase 
efficiency, reduce costs, reduce expenditure with 
personnel and reduce public expenditure in health 
(Table 1).
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As agreed in the MoU, and for all sectors of pub-
lic administration, including the health sector, pro-
motions and hiring were limited, wages frozen and 
mobility of workers promoted. This had a profound 
effect on workers of the NHS [9]. One of the most 
controversial measures taken during this period was 
the increase in the number of weekly working hours 
from 35 to 40 without any effect in salaries. From 
the public employers’ point of view, this meant an 
“additional worker” per each seven workers, without 
any additional costs, which allowed services to con-
tinue to provide care at the same level as before the 
memorandum, despite not being able to hire more 
workers. 
Between 2010 and 2015, the salary variation in the 
NHS was -9% and the variation of the number of 
professionals -1%. In 2016, there was a growth in 
the personnel of the NHS and in the expenses with 
remunerations (1.98% and 6.44% variation, be-
tween 2010 and 2016, respectively) [10].
However, these measures had some deleterious ef-
fects that prevail even after their revocation, in 
2016. Lack of promotions, less hiring, and the in-
crease in the number of weekly working hours of 
health workers might have led to less motivated and 
satisfied workers, increase in turnover rates, early 
retirements and migration [4,11–14].
In 2011, the current expenditure with health care 
was around 16.8 billion euros. In 2013, a decrease 
of 8% was observed in relation to 2011, correspond-
ing to 15.5 billion euros. In 2016, the expenditure 
raised 8% compared to 2013, to 16.8 billion [7].
Another important measure was the reduction of fis-
cal benefits for health. In 2012, there was a reduc-
tion of the total deductible amount to a maximum 

of 10% of total personal pri-
vate expenditure. In 2018, the 
maximum ceiling increased to 
15% [28]. This fiscal benefit 
is highly regressive with only 
those with higher income be-
ing able to spend in private 
health care, mainly with medi-
cines and private consulta-
tions.

The specific measures for the 
health sector can be categorized 
in 8 areas: financing, pharma-
ceuticals, prescription, NHS 

expenditure with private providers, primary health 
care (PHC), hospital services and cross-sectional 
services (Table 2). Some of these policy measures 
were, in fact, the continuance of others initiated ei-
ther during the Stability and Growth Programmes or 
even before.

Financing

The specific measures for the health sector included 
financing of the NHS and public sub-systems. From 
2005 to 2010, the NHS budget increased steadily, 
both in absolute value and in proportion of GDP. 
However, during the Economic and Financial Adjust-
ment Programme, the NHS budget reverted to the 
level recorded 8 years earlier (from €7.5 billion in 
2012 to €7.6 billion in 2005). In 2015 and 2016, the 
budgetary transfers to the NHS were around €8.6 bil-
lion in both years and in 2018, 9.3 billion euros [15].
There was also an increase in user charges and its in-
dexation to inflation and exemptions were reviewed 
during the crisis period. There was a shift from ex-
emptions based on specific groups (e.g., chronic pa-
tients) to exemptions based on the economic condi-
tion of individuals. In 2010, user charges represented 
0.74% of the NHS total revenue and in 2012 they ac-
counted for 1.7% of the NHS total revenue [6]. User 
charges were reviewed in 2016 and prices reduced. In 
that year, user charges accounted for 1.9% of the NHS 
total revenue [16]. 
The measures for user charges, among others, meant 
to shape health services utilization, deriving users 
from hospitals to primary health care, where user 
charges were less expensive and always bellow those 

Policy Scope

Increase efficiency in 
public administration 
trough elimination 
of redundancies, 
simplification of 
procedures and 
reorganization of 
services 

Reduce the number of services while maintaining quality 
in the provision of public services

efficiency 

Promote shared services

Periodically assess the efficiency and efficacy of public 
services

Promote the mobility of workers

Review wages and fringe benefits policies 

Freeze wages in the public sector

Limit hiring in the public sector

Limit promotions in the public sector

Introduction of a plafond for families’ health expenditure deduction in taxes, 
including voluntary health insurances

Transfer of financial 
responsibility from State to 
the individual

Table 1 - Indirect policy measures for the health sector in the MoU (3)
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in hospitals. At the 
time, there were con-
troversies since these 
measures could af-
fect access to health 
services, especially 
among the poorer. 
However, studies 
failed to demonstrate 
a clear link between 
higher user charges 
and inequities in the 
access to health care 
[17], which might re-
sult from around 60% 
of the Portuguese 
population being ex-
empt from these fees 
[6]. Actually, there 
was a decrease in the 
number of PHC con-
sultations but only 
among those exempt 
from user charges 
[17]. The possible ex-
planations for this are 
very complex since 
social disadvantage in 
disease (e.g. diabetes 
or COPD) tend to 
aggregate. So, those 
exempted from user 
charges used less the 
PHC services prob-
ably because they 
were facing other 
problems that influ-
enced their health 
and ability to access 
services. Exemption 
of user charges for 
pharmaceuticals are 
less than those for 
health services [6] 
which might partial-
ly explain why some 
studies report failure 
to purchase medi-
cines due to financial 
hardship [18].

Policy Type/ Scope

Increase 
efficiency and 
efficacy of 
the national 
health system, 
through a 
more rational 
use of services 
and cost 
containment

Review and increase users fees trough revision of users fee exemption categories

Financing  

Increase users fees for specific services ensuring that user charges in primary health care are 
lower than those charged for urgent episodes in hospitals and specialist medical appointments

Index user charges of the NHS to inflation  

Gradually reduce global budgetary cost of health subsystems until reach their self-sufficiency, 
through reduction of the contributions paid by the employer and adjustment of health benefits.

Elaborate a strategic plan for the health sector

Produce 
additional 
savings in the 
operational 
costs of the 
hospitals

Definition the maximum price of the generic medicine as 60% of the price of the brand 
medicine Definition of 

the prices and 
co-payments of 
medicines

Review the system of prices of reference according to the international prices, using as 
countries of reference the three with the lowest prices or those with comparable GDP per 
capita. 

Mandatory electronic prescription for medicines and medical exams covered by public 
reimbursement systems in the public and private sector

Prescription and 
monitoring of 
prescription

Improve the monitoring system for the prescription of medicines and medical exams and 
evaluate clinicians for volume and value of medicines and medical exams prescribed

Encourage medical doctors to prescribe generic medicines and less expensive brand medicines 

Establish prescription rules for medicines and medical exams (prescription guidelines for 
medical doctors)

Reduce administrative and legal barriers to introduction of generic medicines

Implementation of legislation to regulate the activity of the pharmacies

Pharmaceutical 
sector

Change the calculus of margin of return to fix a regressive commercial margin and a fixed 
amount for distribution companies and pharmacies 

Introduction of  3% reimbursement monthly charged by the State to the pharmacies and 
distributors over the margin of profit

Produce 
additional 
savings in the 
operational 
costs of the 
hospitals 

Establish the legal and administrative framework for a centralized system for purchasing 
medical equipment and medicines in the NHS to reduce costs and fight waste 

Centralization 
of purchases and 
provisioning 

Increase competition between private providers of medical exams

Implement the centralized provisioning of medical products 

Introduce a biannual price revision for private providers of medical exams 

Define a payment scheme for settling health services debts and introduce monitoring 
mechanisms to avoid new debts

Hospital 
services

Present a detailed description of the measures needed to reduce by 200 million euros the 
operational costs of hospitals (including concentration and rationalization in public hospitals and 
primary care centres)

Continue the publication of clinical guidelines and create an audit system for its implementation

Improve the selection criteria for managers and directors in hospitals  

Create a system for hospital benchmarking based on a wide set of indicators

Continue to reorganize and rationalize the network of hospitals trough specialization and 
concentration of hospital services, emergency departments and joint management and 
functioning of hospitals 

Implement a more rigorous system for monitoring of working hours and activities of health 
professionals in the hospitals

Reduce the 
utilization 
of speciality 
medical 
appointments 
and hospital 
emergency 
departments 
and improve 
coordination 
between levels 
of care

Increase the number of Family Health Units (FHU) 

primary health 
care

Create a mechanism to guarantee the presence of family physicians in underserved areas, 
increasing equity in the distribution across the country

Transfer some of the ambulatory services in the hospitals to family health units

Annually review the inventory of all active medical doctors per speciality, age, region, primary 
care centre and hospital in the private and public sector to forecast current and future needs in 
medical  doctors

Prepare annual reports for deployment of qualified and support human resources in the NHS

Introduce rules for mobility of health professionals (including doctors) between and within 
Health Regions 

Implement an electronic medical records system Cross-sector 
servicesReduce costs related with the transportation of patients

Table 2 - Analysis of the direct policy measures for the health sector in the MoU (3)
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Pharmaceuticals

In 2011, a set of policies regarding the pharmaceutical 
sector were implemented, which included new rules 
for price setting, reduction in the prices of pharmaceu-
ticals and increasing use of generic drugs in order to 
produce additional savings by reducing the public ex-
penditure with medicines. In 2011, the public expendi-
ture with medicines was 1.35% of the GDP, 1.30% of 
GDP in 2012, and 1.25% of the GDP in 2013 [6]. In 
2016, it was 1.23 % of the GDP [19].
The introduction of generic drugs led to an increase in 
the pharmaceutical market. In 2010 there was 3,073 
generic drugs in the Portuguese market and in 2013, 
4103, which roughly represented 2/3 of the Portu-
guese drug market [20]. In 2015, the share of generic 
drugs was approximately 47%. In March 2016, the 
government and the pharmaceutical industry signed an 
agreement concerning public spending pharmaceuti-
cals in the NHS, benchmarking public expenditure on 
pharmaceuticals of €2,000 million with a time horizon 
until 2018 [6]. 

Prescription

The MoU foresaw the implementation of mandatory 
electronic prescription for medicines and medical ex-
ams covered by public reimbursement systems in the 
public and private sector. Additionally a set of guide-
lines concerning prescription were also to be devel-
oped [21,22]. 
Despite initial resistance, mainly by older medical doc-
tors, electronic prescription came into law in 2012 
[23]. Also in 2012, it became mandatory for all medi-
cal doctors to prescribe using international common 
denomination (ICD) and for pharmacies to supply pa-
tients with the ICD drug at the lowest price. This meas-
ure further contributed to the increase in the volume of 
prescription and use of generic drugs. 
Conversely, the electronic prescription of medi-
cal exams is yet to be achieved, despite some pi-
lot projects in place. One of the expected impacts 
of the MoU was to reduce by at least 10% in 2011 
and another 10% in 2012 the global expenditure of 
the NHS with private providers of medical exams. 
Between 2011 and 2012 there was a reduction of 
roughly 10% (from 587 to 534 million euros, re-
spectively) and in 2013 this reduction was only of 
about 5% (to 507 million euros) [7].

Hospital services

The MoU foresaw, for hospital services three major 
policies aiming at regularizing the debt to the hospital 
suppliers, reducing operational costs of the hospitals 
and reorganizing and rationalizing the network of hos-
pitals. 
Even before the MoU, debt to suppliers was a prob-
lem and several programs were put into place to try to 
solve the issue [24]. During and after the MoU these 
programs continued with several “injections” of money 
in the system to regularize the debt. None was actually 
effective. In January 2014, the total amount due by hos-
pitals to suppliers was 1006 million euros. In July 2018 
it was 1254 million [25]. Alongside these programs, a 
series of mechanisms were implemented to control a 
growing debt. For instance, purchase of equipment was 
limited: with a total cost above 100 000 euros it be-
came necessary to obtain previous authorization from 
the Ministry of Health [6]. 
To increase efficiency, there was a reduction in the 
number of services and sharing of services within the 
NHS was promoted. Actually, before the crisis, SPMS 
(Shared Services – Ministry of Health) had been cre-
ated to provide shared services in purchasing, logistics, 
financial services, human resources, information and 
communication systems, and technologies to central-
ize, optimize and rationalize the acquisition of goods 
and services in the National Health Service [26–30]. 
Nevertheless, to our knowledge, the effectiveness of 
this measure was not assessed. 
The reorganization of the network of hospitals started 
before the period of the MoU with the clustering of sev-
eral hospitals into Hospital Centres. However, no evi-
dence exists on the effectiveness of this measure [31]. 
In 2016, after the introduction of freedom of choice for 
hospital outpatient care [32], a new hospital referenc-
ing system was created. The intention was, among oth-
ers, to promote, implement and streamline the internal 
organization and hospital management model to facili-
tate access and better plan hospital human resources 
within the NHS. 
A study on the impact of the economic crisis in hospi-
tal care use showed that the crisis was associated with 
more hospital episodes (i.e., non-elective surgeries, 
complicated pregnancies and myocardial infarctions). 
However the length of stay decreased during the crisis 
[33]. 
Intra-hospital mortality is considered an indicator of 
the quality of acute hospital care [34,35] and waiting 
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times a measure of the access to specialized care. Dur-
ing the crisis period there were important variations in 
these two indicators.
Overall, in Portugal, 30-day mortality after hospital ad-
mission for Acute Myocardial Infarction (AMI), haem-
orrhagic stroke and ischemic stroke have been steadily 
decreasing since the beginning of the 2000’s, with slight 
variations between the years. In 2008, the first year of 
the economic crisis, the age-sex standardized mortality 
rate per 100 patients for AMI was 15.6, for ischemic 
stroke 13.8 and for haemorrhagic stroke 25.3. During 

the crisis period, all mortality rates continued to de-
crease but at a slower pace than before. However, in 
2013, the last year of validity of the MoU, there was 
an increase in all rates under analysis, when compared 
to 2010. In the case of 30-day mortality after hospital 
admission due to AMI, the rate was well above the 2008 
values (26.9 per 100 patients) (FIG 1).
In OECD European countries, the same downward 
trend has been observed, for all three indicators, since 
2008. Since this year and up until now, Portugal is 
among the countries with the highest AMI,  haemor-

rhagic stroke, and 
ischaemic stroke 30-
day mortality after 
hospital admission 
[36]. 
Waiting times for 
elective surger-
ies (i.e., cataracts, 
coronary bypass, 
prostatectomy, hys-
terectomy, hip re-
placement and knee 
replacement) have 
also been decreasing 
since 2006, in Por-
tugal. Between 2006 
and 2010, for all 
types of surgery un-
der analysis (FIG 2), 
there was a reduc-
tion in mean waiting 
days (-110 days for 
hysterectomy, -119 
days for hip replace-
ment, -131 days for 
knee replacement, 
-148 days for cata-
racts, -164 days for 
coronary bypass and 
-180 for prostatec-
tomy). 
However, between 
2010 and 2013 there 
was a very small in-
crease in waiting 
times for cataract 
surgery (+17 days), 
coronary bypass 
(+4 days), and hip 

Figure 1 - 30-day mortality after hospital admission for AMI, haemorrhagic and ischemic stroke, 
Portugal, 2000-2015. 

Figure 2 - Waiting times for elective surgeries, Portugal, 2006-2017.

Source: OECD, 2018

Source: OECD, 2018
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and knee replacement surgeries (+1 and +3 days, re-
spectively). All other types of surgeries continued to 
have a decrease in mean waiting days but much slower. 
In 2017, all mean days of waiting for all elective sur-
gery, except prostatectomy, were slightly above those 
registered in 2010. A patient had to wait almost one 
month more to undergo cataract surgery and patients 
for prostatectomy could expect to have their surgery 
one month before that they would have it in 2010.
When compared to other countries, in 2008, Portu-
gal was among those with the highest waiting times for 
elective surgery for all types considered. After the cri-
sis, the situation remained the same. 

Primary health care

Primary health care was elected as a priority in the 
MoU, although the measures were not too ambitious 
[1]. There was to be a reinforcement of PHC services 
with more and better distribution of family doctors 
throughout the country in order to reduce inequities. 
Between 2010 and 2012, the number of patients with 
a family doctor increased from 82.1% to 85.1%, re-
spectively. In 2017 the percentage was 92.7% [37]. 
However, it is unclear if this increase in coverage re-
sulted in a reduction in mal-distribution. 
Additionally, the number of family health units (FHU) 
created in 2006, increased from 277 in 2010 to 357 
in 2012 (18% increase). In 2017 there were 495 FHU 
and in June 
2018, 505 [38]. 
FHU are small 
teams of three 
to eight GPs, the 
same number of 
family nurses 
and a variable 
number of ad-
m i n i s t r a t i v e 
p r o f e s s i o n a l s 
covering a pop-
ulation between 
4000 and 14 000 
individuals, that 
have functional 
and technical 
autonomy and a 
payment system 
sensitive to per-

formance that rewards productivity, accessibility and 
quality [6].
Avoidable hospital admissions for conditions ame-
nable to PHC are considered a quality indicator for 
PHC. For chronic conditions like asthma, COPD, dia-
betes, hypertension or congestive heart failure, when-
ever there is a hospital admission due to the disease, 
it is considered a failure in the follow-up of the pa-
tient. Patients who are well controlled do not need to 
use hospital services. The follow-up of these patients 
is done in PHC units and admission to the hospital 
can have several reasons among which failure to ac-
cess services or to provide good quality healthcare 
services.
In Portugal, since 2007, avoidable hospital admissions for 
diabetes, chronic obstructive pulmonary disease, hyper-
tension and asthma have been decreasing (FIG. 3). Even 
during the crisis, the downward trend continued and 
in 2015, the country was among the 25% countries 
with the lowest incidence of hospital admissions due 
to the above-mentioned causes (36).  Nonetheless, 
between 2011 and 2013 the number of hospital ad-
missions due to congestive heart failure (CHF) reach 
194.8 per 100 000 population, a number above that 
of 2007. Yet, even during that period, the country was 
below the median incidence rate when compared to 
other countries and in 2015 it was again among the 
25% countries with lower hospital admissions for 
CHF [36].

Figure 3 - Avoidable hospital admissions for selected causes (15 years and over), Portugal, 2007-2015.
Source: OECD, 2018
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The legacy of the crisis

The implementation of austerity measures to deal 
with growing financial constrains has been contro-
versial and largely based on political and philosophi-
cal beliefs. In 2011, Portugal asked for the interven-
tion of the Troika after failing to approve the fourth 
Stability and Growth program with a resulting po-
litical crisis. 
The financial rescue plan included a MoU that aimed 
at reducing the deficit and the public debt, and con-
tain the growth of public spending. At the time, the 
macroeconomic indicators worsen with increasing 
unemployment rates, loss of wealth of family and se-
rious impacts in the health of Portuguese (e.g., rise 
in suicides rates) [4,39]. However, the full impact of 
the financial hardship faced by the country is yet to 
be entirely understood and quantified and some of 
its effects might only become evident in the coming 
years.
Overall, the impact of the rescue plan and of the 
MoU in the health sector resulted from policies and 
measures specifically for the sector and broader, 
general public sector measures. 
Health sector policies included changes in the fi-
nancing of the NHS and public sub-systems, phar-
maceutical market and pharmacies, prescription and 
monitoring of prescription, centralization of pur-
chasing and public hiring, primary health care, hos-
pital services and cross-sectional services. 
Most of the measures had already started before the 
MoU and there was a general agreement in society 
and among political parties that they were needed, 
which somehow led to a “greening” of the political 
arena for further implement the policies. Policies 
concerning prescription are a good example. The 
volume of prescription in the NHS had been identi-
fied has a problem to tackle. During the crisis and as 
agreed upon in the MoU a series of measures were 
implemented to reduce the volume of prescription. 
These measures were generally accepted by medical 
doctors, patients and other stakeholders and gains 
were obtained.  
The rational use of pharmaceuticals and a more ra-
tional prescription became evident with the imple-
mentation of the electronic prescription, the use of 
ICD and promotion of use of generic drugs but fur-
ther investment is needed to extend electronic pre-
scription to medical exams and develop guidelines 
to promote a more efficient use of medical exams. 

Five years have passed over the MoU. Most of the 
policies are still in force while others were revoked. In 
both cases, an assessment of their impact and efficien-
cy is practically inexistent. The vast majority of the 
34 measures concerning the health sector are still 
waiting an effectiveness and efficiency assessment on 
their ability and suitability to solve structural prob-
lems of the NHS.
For instance, despite all efforts to control the debt 
to suppliers, even after several payment programs 
have been developed by quite a few Governments, 
and by the MoU, this problem still prevails and no 
evidence exists on the effectiveness of implementing 
payment schemes to prevent a fire instead of ending 
it. Meanwhile the NHS budget has increased again. 
However, this increase is mostly due to revocation 
of salary cuts than to an increase in investment in 
the NHS. The lack of investment in the NHS might 
hampered the ability of the system to continue to 
address and respond to health needs of the Portu-
guese in an effective and timely manner and with 
high quality standards. The increase in the waiting 
times observed during the crisis is a clear example of 
this. During the crisis, direct and indirect reduction 
in the level of health care workers’ salaries, budget-
ary cuts and aggravation of working conditions for 
health professionals which might have led to a poor-
er performance of the system. 
During the crisis, 30-day mortality indicators as well as 
waiting times for elective surgery suffered an aggrava-
tion and some of them were performing worse after 
the crisis. The changes that occurred during the crisis 
period in Portugal could have resulted not only from 
the reduction in NHS budget and in hospital fund-
ing but also from indirect effects of the crisis (e.g., 
unemployment, larger inequities, and impoverish-
ment) [40]. A study conducted in Portugal showed 
that during the crisis self-reported unmet medical 
need grew between 2010 and 2012, being financial 
barriers, waiting times and inability to take time off 
work or family responsibilities the more frequent 
explanations [40].
In 2017, in Portugal, the waiting times for all elec-
tive surgery, except prostatectomy, were slightly 
above those registered in 2010. Between 2010 and 
2015, there was a decrease in the number of health 
professionals in the Portuguese NHS, a decrease in 
salaries expenditure in the NHS, a reduction in the 
NHS budget and a decrease in the NHS expenditure 
with public hospitals [7]. The reduced investment in 
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hospitals in terms of either financing or allocation of 
human resources might explain higher values for 30-
day mortality for the selected conditions, as well as 
for mean waiting times for elective surgery. In May 
2016, a new law was put into force that facilitates the 
referral of NHS users from primary healthcare units 
to outpatient consultations in NHS hospitals outside 
of the referral area. However, the percentage of out-
patient referrals from NHS primary health care units 
made to an NHS hospital out of the referral area was 
still low in 2017 (approximately 11%) [32].
Conversely, during the crisis period, the private sec-
tor grew, filling the gaps left by the NHS, sometimes 
competing with it, contracting the provision of care 
with the subsystems, as it is the example of elec-
tive surgeries, and “using” demotivated health pro-
fessionals that abandoned the public sector. One of 
the major winners, if there is to be a winner, of the 
economic crisis was the private for-profit sector.
One of the main policies of the MoU concerning the 
health sector was to strengthen the provision of PHC, 
deriving patients from hospitals to PHC centres. The 
incentives for extending the number of FHU (18% 
increase between 2010 and 2012) and the increase 
of coverage of family doctors might have contributed 
to the good performance of the country in terms of 
quality indicators for PHC [41]. Nevertheless, in-
iquities in access to PHC might subsist, especially 
at regional level and should be carefully analysed in 
further studies.

What does the future holds for the 
health sector?

Since its inception, the Portuguese Health system 
has known three important institutional players: the 
State, the social sector and the private sector. These 
players have different responsibilities, typologies 
and interventions.  
Despite the crisis, the different players, stakeholders 
and interests, it is common to all sectors of the Por-
tuguese society that the constitutional right to health 
ought to be maintain through the NHS, thus guaran-
teeing universal health coverage, tendentiously free 
at the delivery point and funded through general 

taxation. Nevertheless, the provision of care is to 
continue to be assured by the public, private and so-
cial sector and the challenge is to respond the health 
needs guaranteeing the quality and sustainability of 
the public provision of care, mainly though the NHS.
During the past 40 years, the relationship of the NHS 
with the private and social sectors has gone through 
several changes related with the political, economic 
and social context that have affected the provision of 
care. During the crisis, this was particularly evident 
with the private sector contracting with the NHS in 
areas where public provision was not possible or de-
sirable. 
Some characteristics of the Portuguese health sys-
tem have been determinant for the growth of private 
delivery of care and, in some cases, for the weaken-
ing of the public response to health needs. Relevant 
examples are the mobility of health professionals 
between public and private sectors or contracts cel-
ebrated between the NHS and private providers. The 
impaired access and coverage of several public ser-
vices, the modernization of the inpatient services in 
private hospitals and a new pattern of private health 
care delivery (shift from small doctor cabinets to ag-
gregation in larger clinics or hospitals), the grow-
ing role of some health subsystems as funding agents 
of the private sector, the development of the public 
private partnerships as well as fiscal deduction for 
out-of-pocket expenditure in health have also con-
tributed to the growth of the private sector. 
In recent years, including the period of economic 
crisis, the social sector also saw its role in the health 
system reinforced, namely with the creation of the 
national network for integrated care.
The regulatory role of the State concerning health 
care delivery, pharmaceuticals and medical devices, 
and professions has evolved in order to respond to a 
progressive representativeness of the private sector.
Despite the existence of good examples of the rela-
tionship between the three sectors, in a near future 
the role of the public sector in the provision of care 
is ought to be discussed as well as the solution for 
problems for which no sustainable and long-term 
solution has been found. The proposals presented in 
the new Basic Law on Health are a good example of 
this. 
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Resumo

Em Itália, a crise económica e fiscal e a instabilidade política colocaram o 
sistema de saúde sob tensão durante o período de 2010-2014, durante o 
qual ocorreram diversas mudanças políticas. A intervenção governamental 
no sistema de nacional de saúde italiano assumiu a forma de decretos urgen-
tes ou itens na lei do orçamento anual em vez de se terem realizado reformas 
sistemáticas e consistiu essencialmente em cortes em áreas específicas de 
despesas (recursos humanos, bens e serviços, medicamentos). Ao mesmo 
tempo, aumentaram as comparticipações dos doentes nos copagamentos 
das taxas moderadoras e medicamentos, aumentando a despesa privada com 
saúde. Por outro lado, o período político de 2015-2017 deixou mais espaço 
de manobra para o desenvolvimento de políticas reformistas de longo prazo, 
abordando aspetos do macrossistema (adequação e qualidade dos cuidados 
hospitalares e plano nacional contra a dor).
Contudo, o desempenho em termos da proteção da saúde e qualidade dos 
cuidados mostrou uma grande variabilidade regional, especialmente (mas 
não exclusivamente) entre as regiões do norte e sul. A degradação das con-
dições económicas teve um efeito negativo no acesso aos serviços de saúde 
para os grupos mais vulneráveis da população e os efeitos a curto prazo na 
saúde mostram um aumento dos distúrbios psiquiátricos e na malnutrição, 
trazendo maiores desafios a longo prazo.
O desafio político futuro será a reconfiguração dos equilíbrios de poder 
entre o governo nacional e os regionais, pois as regiões mais ricas exigem 
maior (ou total) descentralização fiscal.

Palavras Chave: 
Itália, crise financeira, cuidados de saúde, políticas de saúde.

Abstract

Economic and fiscal crisis and political instability has put the Italian 
health system under strain during the 2010-2014 period that saw ac-
celerated ongoing political changes. Government interventions in the 
Italian NHS have taken the form of either urgent decrees or measures 
in the annual state budget law rather than systematic reforms and 
have mostly consisted in caps on specific spending areas [1]. At the 
same time, higher co-payments for outpatient care and drugs have 
been introduced, adding to private spending on health. On the other 
hand, the 2015-2017 policy period provided more room for desig-
ning and developing long-term policy reform tackling macro-system 
aspects (appropriateness and quality of hospital care or national chro-
nic care plan).
However, performance in terms of health protection and quality of 
care has showed large variation across regions, mainly (but not exclu-
sively) between the northern and southern regions. The worsening 
economic conditions had a negative effect on access to health care 
services for the most vulnerable groups of the population and the 
short-term effect on health showed an increase in psychiatric disor-
ders and quality of nutrition, posing major challenges in the long 
run.
The political challenge ahead is the reconfiguration of powers be-
tween the national and regional governments, where more wealthy 
regions are calling for greater (full) fiscal decentralization.

Key Words: 
Italy, financial crisis, health care, policy actions.

Case studies from countries with autonomous 
adjustment programmes 
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The Italian National Health System 
(INHS) 

The INHS was established in 1978 by replacing a sys-
tem based on multiple social health insurance funds and 
was modelled after the British NHS with provision of 
universal coverage largely free of charge at the point of 
service. It is mainly financed through general taxation 
(Beveridge model) and regional taxes, supplemented by 
co-payments for pharmaceuticals and outpatient care1. 
It is a comprehensive health care system, providing the 
full range of prevention, treatment and rehabilitation 
services. Since the early 1990s, legislative reforms have 
gradually transferred political, administrative, fiscal 
and financial responsibilities regarding the provision 
of health care from the national government to the 
twenty regions. The major 2001 Constitutional reform 
(Constitutional Law No. 3/2001), which redistributed 
legislative competences between the national govern-
ment and regional governments – paving the way to 
the fiscal devolution (Law No. 42/2009) – framed a 
quasi-federal arrangement for the Italian state. Devolu-
tion was aimed at increasing regions’ competencies and 
responsibilities over health care organization/planning 
and delivery.
The system is currently organized and governed at 
three levels: national, regional and local.
The central government has a stewardship role. The 
Ministry of Health and the Ministry of Economics and 
Finance – in agreement with the regions – determine 
the core health benefits to be uniformly granted across 
Italy (“Essential Levels of Care” - ELCs) and allocate 
to the regions the financial resources collected through 
general taxation. Since the early 2000s, the health care 
budget has been allocated to the regions based on capi-
tation, partially adjusted by the age distribution of the 
population. The Italian Parliament defines the legal 
framework and other national agencies are in charge 
of contracting with key stakeholders2. The Ministry of 
Finance and the Ministry of Health may also intervene 
in the event of persistent financial deficit and take over 
regional health care management.
The regions oversee organizing and delivering primary, 
secondary and tertiary health care services, as well as 
preventive and health promotion services. They define 
their own regional health plans, coordinate the strat-
egies of the regional Health Authorities, allocate the 
budget within their systems and monitor quality, ap-
propriateness and efficiency of the services provided. 
Because of the devolution policy, Italian regional health 

systems differ from one another, in relation to the qual-
ity of care they provide, the level of health care expend-
iture and their financial performance.

At the local level, the Italian public health care system 
includes three main providers:
•	 local health authorities (geographically based organi-
zations, which are responsible for delivering public 
health, community health services and primary care 
directly, and secondary and specialist care through di-
rectly managed facilities, or by commissioning services 
to public hospital institutions or private accredited pro-
viders):
•	 public hospital institutions (which often cooperate 
with Medical Schools and work as Teaching Hospitals); 
•	 private accredited providers

In general, doctors and nurses employed by the INHS 
are salaried and have civil servant status. An exemption 
is represented by general practitioners and paediatri-
cians, who are independent professionals, paid via a 
combination of capitation and fee-for-services for some 
interventions. 

The Italian government’s adjustment 
programme and the health care system 

Coherently with its three layer-institutional archi-
tecture, Italy responded to the global economic crisis 
through: a) plans and other interventions devised by 
the central government; b) actions jointly taken by 
the national and regional levels of government; and 
c) initiatives autonomously endorsed by regions [1].
Starting from the economic, financial and fiscal crisis of 
2008-2009, the central government has proposed cost-
containment measures in different areas of health care 
expenditures. During the crisis up to 2016, the gov-
ernment adopted pro-cyclical approaches to the global 
crisis advocating reduced public spending and increased 
efficiency savings.
Indeed, numerous legislative initiatives addressing 

1 - Public financing accounts for 74% of total health spending in Italy, while 26% 
is privately financed, through out-of-pocket (OOP) payments (23.6%) - especially 
for pharmaceuticals, outpatient care and dental services -, voluntary health insurance 
coverage and non-profit institutions serving households (2.4%) (2017 data - OECD 
Health Statistics; http://www.oecd.org/els/health-systems/health-data.htm).
2 -Such as the National Drug Agency (AIFA) with pharmaceutical industries and 
the National Agency for Collective Agreements (ARAN) with trade unions repre-
sentatives.
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spending review and cost-containment measures have 
been put forward (for example, Decree Law 98/2011; 
Decree Law 95/2012 and Stability Pact 2013) albeit no 
adjustment program was signed under the Troika. Dif-
ferent cutback management strategies were envisaged 
[2], from proportional cuts across the border (linear 
cuts) such as cut on volume/value of procurement con-
tracts for good and services, to adoption of targeted 
cost-containment policies such as pharmaceuticals 
spending thresholds or reference pricing or measures 
seeking productivity and efficiency gains. In addition, 
policies targeting financial contributions to the health 
system were included (i.e., changes to publicly defined 
health budgets and changes in user fees) complemented 
with fiscal policy to earmark taxes for health3 in situa-
tion of regional financial unbalance (see below).More 
recently, policies targeting benefits and quality of care 
were also promoted, such as changes to the range of 
publicly financed benefits available (redefinition of the 
benefits package),reduction of hospital sector overca-
pacity and standards of hospital care and chronic care 
model, among others.
Before presenting in detail the health policy responses 
to the crisis, it is important to mention that Italy im-
plemented mechanisms to control public health-care 
expenditure already before the crisis broke out. Con-
sequently, it is claimed that the main effects of the crisis 
on Italian health care policy accelerated ongoing policy 
changes rather than triggering the introduction of radi-
cally new ones [1]. 
After the devolution of power from national to regional 
level (Constitutional Law No.3 of 2001) public health-
care expenditure was highly variable across the regions 
and generated over 38 billion Euros of cumulative defi-
cit between 2001 and 2010 [3]. Therefore, the central 
government re-assumed an increasing steering role and 
oversight of regional financial performance and in 2006 
introduced formal financial recovery plans (Piani di Ri-
entro) after partial bail-out periods (2001-2005) to fi-
nance the past health deficits of regions.
Financial recovery plans were conceived as a debt-
restructuring tool aimed at making regions account-
able for their economic and financial deficit under the 
scrutiny of the Ministry of Health and the Ministry of 
Economics and Finance4. During the first recovery plan 
period (2006-2010) ten regions5 negotiated and imple-
mented deficit management measures using resources 
derived from: new regional prescription charges, sav-
ings on purchasing of goods and services, limiting the 
expenditures on health care providers, reclassifying 

drugs charged to the INHS, imposing mark-ups to the 
regional tax rates, and/or selling properties [3]. The 
overall effect of this was a decreased in the yearly level 
of overspending; In 2010, the total deficit of the public 
health care sector was 2.33 billion Euros, which is ap-
proximately one-third of the peak in 2004 [1].
During the crisis, recovery plans remained in place and 
from 2010 they became compulsory for all regions with a 
deficit higher or equal to 5% of the allocated funds. More 
recently, in 2016, hospital-level recovery plans were also 
mandated for either financial distress or standards of care 
below national targets (Law 208/2015).
Overall, the expenditure control measures imple-
mented between 2006 and 2010 in deficit regions 
were extended well-after 2011 and were extended 
to all regions, especially through policies aimed at 
increasing the efficiency of public spending through 
improved accountability of the regions for the pro-
vision of essential services and respect for financial 
constraints [1]. 

EFFORTS TARGETING 
COST-CONTAINMENT AND MEASURE 
SEEKING EFFICIENCY GAINS

Cost-containment measures targeted mostly personnel 
and pharmaceutical costs and the purchase of goods and 
services.

Personnel costs

The expenditure reduction was achieved mainly by 
restricting medical doctors and other health care-
professionals turnover, especially for the regions un-
der a recovery plan, and by freezing salaries. In some 
Italian regions, incentives for early retirement were 
also introduced (from 2008 onwards). The same 
kind of measures were also applied to GPs.
Specifically, a threshold was introduced at national 
level in 2006 to limit expenditure on health-care 

3 - Examples include additional mark-ups to the regional tax rates, such as the busi-
ness tax (IRAP); surtax on the national personal income tax (IRPEF) and vehicle tax.
4 - Nevertheless, a full turnaround process was expected from financially distres-
sed regions, including replacement of key members of top management positions, 
retrenchment or short-term actions to stabilize the regional performance and re-
positioning or long-term actions to re-establish strategic direction to successful 
performance [7].
5 - Abruzzo, Puglia, Calabria, Campania, Lazio, Liguria, Molise, Piemonte, Sar-
degna and Sicilia.
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personnel. The expenditure threshold was fixed at 
the 2004 level reduced by 1.4%. As a result, the re-
strictions on workforce turnover caused a reduction 
of about 35,000 working units in five years (2010-
2015) [4].

Pharmaceutical expenditure

As in other developed countries, drug expenditure 
levels were governed through reduction of expenses 
for non-innovative drugs (whose patents have pro-
gressively expired) and policies aimed at steering 
pharmaceutical governance at national and regional 
level, jointly leveraging appropriateness and effi-
ciency. Regarding the regional level, policies have been 
differently devised and implemented across regions, but 
they generally entailed: strengthening the direct distribu-
tion of pharmaceutical products; centralizing the procure-
ment process; and leveraging managerial tools (such as 
budgeting and pay for performance), in order to orient 
prescription towards off-patent and/or lower cost medi-
cines.
At national level, three main tools have been envisaged to 
support appropriateness:
- expenditure caps: first set on indirectly distributed drugs 
(Decree Law 1st of October 2007, N.159, art.5, c. 2, let-
ter d, and subsequent Law 222/2007) and later on directly 
distributed drugs. The National Drug Agency (AIFA) is in 
charge of monitoring potential deficits: in this case, phar-
maceutical manufacturers are bound for paying back to the 
regions 50% of the amount that go over the set ceiling;
- web-based “clinical registries”: first introduced in 2007, they 
aim at granting prescription appropriateness and timely 
monitoring by supporting authorized prescribers along 
the prescription process; 
- managed entry agreements (MEAs): are conditional agree-
ments AIFA signs with pharmaceutical manufacturers, in 
order to subordinate the payment of the drugs to their 
real-life efficacy (also known as performance-based risk 
sharing agreements).

Purchasing of goods and services

Cost containment was achieved through specific 
regulations at the national level6 which called for the 
renegotiation of procurement contracts for goods 
and services (including contracts for hospital medici-
nal products, vaccines, blood products and medical 

equipment) in order to reduce the value of all active 
contracts by 5%. Only unit prices and/or purchase 
volumes were renegotiated, length of contract or oth-
er terms and conditions remained unchanged.
Moreover, central government placed increased at-
tention on reducing expenditures on medical devices 
(MDs) and enhancing their monitoring through the 
introduction of national expenditure caps and payback 
mechanisms in case of expenditures that go over the 
set ceiling. In addition, the agreement reinforces the 
role and effort of the Ministry of Health (through the 
newly appointed HTA Steering Committee for MDs) 
to adopt new technologies following HTA approach.
To increase purchasing efficiency (or in search for 
savings), a structural policy reform was put forward 
which ask for the concentration of purchasing activi-
ties in regional or supra-regional entities. This result-
ed in the adoption of new organizational models using 
central purchasing agencies7 at the regional level.

POLICIES TARGETING BENEFITS AND 
QUALITY OF CARE (PRODUCTIVITY)

The redefinition of the benefits 
package

The list of the publicly financed health benefits 
(ELCs) agreed in 2001 (DPCM 29th of November 
2001)8 details the services that had to be uniform-
ly granted across Italy, ranging from prevention to 
primary and secondary care to rehabilitation. ELCs 
were slightly updated over the years but a major re-
vision occurred in January 2017 (DPCM 12th Janu-
ary 2017)9.
The revision extended the range of publicly funded 
services:
- the list of outpatient publicly-funded services was 
updated, including new technologies such as particle 
therapy and optical coherence tomography;
- the list of publicly-funded prosthetic and assistive 
equipment was updated;

6 - National regulation include the National Healthcare Plan (Patto per la Salute 
2014-2016), the 2013 Stability Pact and Decree Law 95/2012.
7 - Voluntary and compulsory consortia to centralize technical and administrative 
activities between health providers (called centrali d’acquisto).
8 - http://www.salute.gov.it/imgs/C_17_normativa_1479_allegato.pdf
9 - http://www.trovanorme.salute.gov.it/norme/dettaglioAtto?id=58669
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-	 the list of chronic and rare diseases that are cov-
ered by the NHS was extended, by granting an in-
creased range of services to people suffering from 
autism or endometriosis, for instance;
-	 new vaccines and neonatal screening were includ-
ed among the publicly-financed services.

No significant delisting was performed. The revision was 
a negotiation that involved the main stakeholder of the 
INHS (the Ministry of Health, the regions, the scientific 
societies, some trade unions, some national health sup-
porting agencies, such as the National Institute for Health 
and the National Agency for Regional Health Services), 
however, the lack of transparency in decision making 
process raised questions [5]. Also,there are concerns over 
the financial coverage for this extended benefits package. 
The 2016 Stability Law allocated 800 million Euros to 
the ELCs revision, however, regions suspect they may 
not fully cover their increased financial needs10.

Productivity and quality standards 
for hospital care 

Efforts oriented at re-designing the role of the hospital 
setting especially with reference to their relations with 
territory services occurred well before the crisis. Indeed, 
the demographic and epidemiological trends – e.g. age-
ing population, increased incidence of chronic diseases 
– have pressured the national government to reduce 
hospital overcapacity in favour of non-acute services. To 
reduce overcapacity, national Law 135/2012 have gradu-
ally required regions to reduce: (i) the number hospital 
beds (3.7 beds per 1000 population including 0.7 beds 
for long-term care); (ii) the hospital admissions (hospi-
talization rate lower than 160 over a thousand inhabit-
ants) by increasing the use of appropriateness criteria to 
avoid unnecessary admissions; and (iii) the average length 
of stay. It is noteworthy that the regions with the highest 
debt (under recovery plan) were required to issue their 
implementation plans earlier than the other regions.
Also, policies towards increasing efficiency and effec-
tiveness of care through increased appropriateness and 
quality of care have been introduced (Ministerial De-
cree N.70 of 2015). Indeed, the Decree reaffirmed 
the need of increasing hospital efficiency by acting on 
the beds occupancy rate and length of stay. The former 
was set at 90%, while average length of stay should 
be lower than 7 days for ordinary admissions. How-
ever, the overall aim of the Decree is to ensure that 

each regional health system guarantees the delivery 
of the ELC according to the principles of effective-
ness, quality, safety, efficiency and patient centered-
ness. For selected clinical procedures (i.e., deliveries, 
oncological surgery, vascular surgery, femur fracture 
surgery, laparoscopic cholecystectomy) - for which 
there is evidence of an inverse relation between vol-
umes and clinical outcomes (i.e., morality) - national 
quality standards have been applied at hospital level. 
For example, for breast cancer, the decree indicates 
a minimum number of 150 breast surgeries per year. 

Effective primary care groups 
and chronic care plans

Following a common policy trend in primary care, the 
Italian NHS continued the attempts to reorganize the 
delivery of primary care, with the objective of moving 
from the traditional single GP practice to an integrated 
care model (e.g., GP group practices) that connects dif-
ferent health care services. Targeted policies have been 
adopted at national and regional level for more integra-
tion between hospital and primary assistance. Indeed, 
in 2012 the Decree Law N.158 reinforced the need that 
primary care should be reorganized into teams of pro-
fessionals to provide 24-hour coverage and thus ensure 
continuity of care. On this development path, some re-
gional health-care systems (Lombardy at the frontline) 
are developing integrated services for non-acute care 
involving GP groups as the principal agents to respond 
to post-acute and territorial chronic care needs.
As for chronic care, at central level, the Ministry of 
Health issued the National Plan for chronic care condi-
tions in December 2016. The National Plan devised a 
process for tackling chronic care rooted in a population 
health management approach, introducing individual-
ized and flexible health care program “Piani di cura” 
(Care Plans) modelled on clinical pathways for a se-
lection of chronic conditions. Regions are redesign-
ing the medical practice of chronic care with expected 
improvement in the quality of life of chronic patients 
through enhanced access to primary care, and long-
term savings resulting from fewer hospital admissions, 
visits to hospital emergency departments and specialist 

10 - http://www.sanita24.ilsole24ore.com/art/in-parlamento/2016-11-30/
saitta-800-milioni-i-lea-buona-partenza-ma-potrebbero-non-bastare-184827.
php?uuid=ADIeit4B
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physician consultations. While some Regions, such as 
Lombardy, have already started radical reforms to ad-
dress these requirements, others still have to take the 
first steps. The major challenge and possible obstacle 
for implementation is funding without any dedicated 
budget released by the Ministry of Health, regions are 
being asked to find the necessary resources from exist-
ing budgets through re-allocation of funds or efficiency 
gains. To oversee and monitor the operationalization of 
the Plan and its implementation at regional level the 
Ministry recently established a national commission.

MEASURE  TARGETING FINANCIAL 
CONTRIBUTION 

Higher co-payments 
(outpatient, emergency care and drugs)

Reduction in central funding was compensated primar-
ily by higher co-payments and cost-saving measuresto 
reduce pharmaceutical expenditures. In late 2011 new 
more extensive co-payment system for outpatient/
ambulatory care, diagnostics and drugs was introduced 
by the regions adding to private spending on health. 
Specifically, beginning in October 2011, regions had 
to introduce a €10 co-payment for visits to public and 
private accredited specialists and a €25 charge for visits 
by patients aged 14 or older to hospital emergency de-
partments that are deemed inappropriate. Exemptions 
defined by the Ministry of Health for low-income, disa-
bled, aged and chronic patients remain in place; how-
ever, these co-payments were added to existing tariffs, 
placing a significant burden on patients. Notwithstand-
ing the centralised nature of these interventions, the na-
tional government allowed regions to decide whether 
to apply these co-payments in full or to enact regional 
rules that allow for varying co-payments according to 
gross family income or service tariffs.

The performance of the health care 
system under the Italian government’s 
adjustment programme

HEALTH STATUS RESULTS

Despite the crisis, a range of indicators shows that the 
health of the Italian population has improved over the 
last decades (Table 1). Average life expectancy at birth 

reached 81 years for men and 85.6 years for women in 
2016, the second highest in Europe after Spain (OECD 
Health database) (compared with 78.1 years for men and 
83.4 years for women for the OECD as a whole). How-
ever, intra-regional differences for both men and women 
life expectancy exists, reflecting the economic and social 
imbalance between the north and south of the country. 
For example, there is a gap of 1.1 years in life expectancy 
between the longest and shortest lived regions, for both 
genders)11.
Life expectancy at 65 years is increasing at similar trend 
for both women and men, even though international sta-
tistics show a slight decline in the trend between 2014 
and 2015 (Table 1).
Infant mortality in Italy is low and the decline has contin-
ued during the crisis, from 3.2 infant deaths every 1,000 
live births in 2010 to 2.8 in 2016. Biological determi-
nants and skilled assistance at delivery are particularly 
significant inexplaining the trend in neonatal mortality 
[6]. However, the sharp decline of the total fertility rate 
over the last 30 years is a matter of concern in Italy, as 
for other Western countries. From 1995, a reversal has 
been observed, partially due to the effect of immigra-
tion, and fertility rates have gradually increased until 
2010 reaching 1.45 births per women (Table 1). From 
2010 to 2016 fertility rate decreased again reaching just 
1.35 births per woman, far below the replacement level 
of 2.112. The population growth rate is, therefore, very 
low (-0.13% in 2017), one of the lowest in the European 
Union (EU), and immigration is the source of most of 
this growth13 .Consequently, aging population is on the 
rise with higher incidence of chronic conditions.
As reported by Rechel et al. [7] and Karanikolos [8] the 
impact on population health of the financial and eco-
nomic crisis may led to an increase in suicide and deaths 
related to alcohol use and also cause outbreaks of infec-
tious disease especially among vulnerable groups. In Italy, 
suicide rates over the last 25 years have decreased from 
7.6 every 100,000 in 1990 to 5.7 in 2015 ranking among 
the lowest in Europe; however, from 2010 to 2013 an 
average yearly increase of 0.5-percentage point was reg-
istered followed by a smooth decline the last two years.

11 - ISTAT 2017, http://dati.istat.it/Index.aspx?DataSetCode=DCIS_MORTA-
LITA1
12 - The reasons behind this process are complex and could be explained by the 
delay in transition to adulthood and the difficulties experienced by Italian women 
in combining work and raising children (20).
13 - World Bank 2017, https://data.worldbank.org/indicator/SP.POP.
GROW?locations=IT
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As a short-term effect of the crisis Italy registered an 
increase in prescribing of psychotropic drugs especially 
in those Italian regions most affected by the crisis [9], 
as well as a general increase in deaths from mental and 
behavioural disorders [10]. Among unhealthy practices, 
consumption of junk food and alcohol abuse increased 
during the 2010-2014 period. During the same period, 
self-reported obesity level reached highest peak in 2012 
with about 10.3% of the population reporting BMI>30 
kg/m2 (Table 1) with high level especially among men 
(11.3%) (OECD Health Database). Obesity trend in 
Italy are still below OECD average (16.5% in 2016) but 
posing major challenges as prevalence is increasing.
Over time, prevention policies have been successful in 
increasing coverage for the most important vaccinations. 
However, state retrenchment in Italy was found to be sig-
nificantly associated with declining vaccination rates for 
Measles, Mumps, and Rubella (MMR) [11] despite the 
National Immunization Prevention Plan of 2012 that de-
fine the optimum vaccine coverage at 95% of the popula-
tion. The recent introduction of mandatory vaccination 
for Italian children may help counteract this trend (Law 
119/2017)14.

IMPACT ON ACCESS  TO CARE SERVICES

Fiscal pressure and cut to supply of services also af-
fected equity and financial protection of citizens and 
had an effect on access to care services. Increased rate 
are registered in the incidence of individuals at risk of 
increasing of poverty (20.6% from 18.4% in 2009), 
in the share of those living in severely deprived fami-
lies (12.1% from 7.3% in 2009), as well as that of 
the people living in low labour intensity families 
(12.8%, from 9.2% in 2009).Inequality, as meas-
ured by the Gini index, is stable at 0.33 from 2005 
to 2009, however from 2009 to 2015 it increased to 
0.35 indicating increased inequalities15.
The worsening economic conditions of the popula-
tion had an effect on access to health care services. 
Seven percent of the Italian population reported 
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some unmet needs for medical careeither for finan-
cial reasons, geographical distance or waiting times. 
This is a higher proportion than the EU average (less 
than 4%) and has grown in recent years. The propor-
tion of people in the lowest income group reporting 
some unmet needs for medical care is particularly 
high (over 15.0% in 2015), compared to less than 
1.5% among people in the highest income group 
[12].
Statistics show that household expenditure for health 
care decreased significantly between 2008 and 2009 
and remained stable until 2012 proportionally reflect-
ed the dynamics of income. Again, a sharp decrease 
was measured in 2013 after which a smooth increase 
followed till recent data (2016) even though house-
hold expenditure for health care have not yet reached 
the 2008 level [13].

IMPACT ON HEALTHCARE RESOURCES 
AND ACTIVITIES

Over the last eight years, the huge numbers of financial 
measures included in the National Economic and Finan-
cial Documents (DEF), the annual Stability Pact (budg-
et and allocation rules), and the recurrent changes in 
contributions to public finances for the regions have 
had a significant impact on the resources allocated to 
the INHS. During 2010-2012 annual health care financ-
ing registered a modest growth (less than 1%), while 
negative growth of funding was recorded in 2012-2013 
(from 107,961 million to 107,004 million of Euros) 
and in the period 2014-2015 (from 109,928 million to 
109,715 million of Euros). In 2016, the overall INHS 
financing grew by 1.1% reaching 111,002 million Eu-
ros [14]. Overall, expenditure grew at a lower rate than 
the GDP growth (1.3 per cent on average in the 2013-
2017 period) [15]. Currently, all regions are in substan-
tial financial equilibrium once the regional tax revenues 
to cover health care expenditure have been accounted 
for; the accounts of the INHS seem to be under control 
again.
From 2011 to 2017, the percentage of governmental 
spending on total health-care expenditure decreased by 
almost 2% in favour of OOP spending. On average per-
capita OOP expenditure remained stable in 2008-2010 
periods (about US$ 640) probably reflecting reduced 
disposable income and, thus, privately paid for demand. 
Average OOP increased by US$ 63 in one year (from 

2010 to 2011) and again another high-rise occurred 
from 2014 to 2017 (Table 2) partially because patients 
may have been forced to pay higher co-payments or to 
go fully private due to the cost-containment policies in 
the public sector. In this respect, it is interesting to note 
the emergence of low-cost initiatives in the private sec-
tor (e.g., for dental and eye care).
Another effect of rationing public sector expenditures 
and introducing or increasing user charges in outpa-
tient care has been the reported increase in waiting 
times and the delayed provision of important medical 
care [5]. Indeed, if reducing public funding or freez-
ing personnel and staff turnover is not compensated by 
efficiency gains, providers may reduce their supply of 
services or their quality, worsening health outcomes 
and again shifting care towards private services.
Looking at the different source of health care spending, 
personnel costs decreased until 2016 (the decline in 
nominal terms is 6% between 2010 and 2016), show-
ing a slight recovery in the 2017 pending the renewal 
of public contracts [15]. Despite the measures aiming 
to reduce expenditure for personnel such as freeze on 
medical doctor turnover, international statistics show 
an increase in the ratio of practicing physicians, by 0.2 
physicians per 1,000 population during 2009-2016 (Ta-
ble 3). An increase was also registered in nurses’ den-
sity even though Italy is far below the OECD average of 
9 practicing nurses every 1,000 inhabitants (Table 3). A 
recent study of nursing workload documented that the 
nursing shortage together with a range of cost contain-
ment measures had negative consequences on increased 
workload and stress on nurses,mainly because of an in-
creasing number of patients in hospital suffering from 
social problems [16].
Other expenditure items also showed decreasing 
trends. For example, drug expenditures (prescribed 
and over-the-counter medicines) are currently substan-
tially stable (2015-2018) after significant reductions in 
the 2009-2013 period (Table 2). The same applies as 
well to services purchased from private accredited pro-
viders. 
The only significant spending item still growing is re-
lated to purchasing of goods and services, which main-
ly reflects the growth of hospital pharmaceutical and 
medical devices expenditures [15]. 
The Italian INHS however, kept reducing or postpon-
ing infrastructure and technology investments. In 2010, 
a €1 billion cut to investments in recovery of hospital 
buildings and technological turnover was mandated by 
the central government [1]. The reduction is still on the 
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agenda and the average rate of obsolescence of the tech-
nologies (Computed Tomography Scan, Magnetic Reso-
nance Imagingand mammography etc.) is increasing [17], 
with possible negative effects on the quality of diagnostic 
tests, negative effects in terms of risks for the patient and 
health workers, as well as being more expensive in terms 
of maintenance and costs management.
The supply of services has been affected by the different 
cost containment measures. The activity of the Italian 
INHS has contracted in all areas of assistance. Hospital 
admissions decreased, to 8.7 million in 2016, with a 
reduction of 16% in the period 2010-2016 as expected 
from the introduction of more stringent appropriate-
ness criteria. Indeed, the declines affected above all 
hospitalizations of low complexity; however, this de-
crease does not seem to be supported by an adequate 
improvement of the outpatient care. The introduction 
of hospital standards of care (Law 135/2012) led also 
to a steep decrease in hospital beds in the 2010-2015 
period. Total hospital beds declined from 3.6 to 3.2 per 
1,000 inhabitants, this reduction was driven by a de-
crease in acute care beds from 3.0 to 2.6 per 1,000 in-
habitants. Hospital average length of stay did not change 
significantly over time settling at 7.8 days in 2016.

Policy changes after the end of the 
acute crisis

The recent history of health care expenditure among Eu-
ropean countries is marked by attempts to place stricter 
control over health spending for macroeconomic rea-
sons and towards actions improving efficiency gains. 
However, the reforms which have achieved savings ob-
jectives have not always fitted well with the reforms 
that would be required to encourage performance im-
provement. Indeed, too often opportunistic measures 
to manage austerity and fiscal distress (e.g. linear cuts) 
are implemented in public health-care sector while ef-
ficiency gains requiring structural reform strategy are 
developed to a lesser extent [18]16. In general, efficien-
cy gains require deploying a consistent reform strategy, 
often including a mix of measures, such as setting pri-
orities in services provision and user needs, using non-
service approaches, building new relationships and cre-
ating alliances, exploiting technological innovation, and 
others. Another route to savings, perhaps more com-
patible with performance improvement is the adoption 
or increasing the use of block-budgeting and the appli-
cation of strategic or targeted cuts. Here the central 

government sets policies and broad ceilings but, within 
that framework, delegates, responsibility for allocation 
to particular services, programmes, or projects to lo-
cal politicians and/or managers. This approach some-
how permits the local determination of priorities; in 
the quasi-federal INHS could allow regions to select ac-
tions following the different political options.
However, the Italian case showed centralization of 
decision making around the political elite and a top-
down (planned) approach to regions following differ-
ent cost-containment strategies. On the one hand, they 
strengthened control over total expenditure and made 
use of sanctions to ensure that regions did not over-
spend (introduction of Recovery Plans at regional and 
hospital level). On the other, they directly operated on 
the sources of regional spending (input costs) through 
measures on the payment of personnel, recruitment, 
standards for hospital care (e.g. minimum size of hos-
pitals) and expenditure for goods and services [6]. To 
a certain extent, these policies have been effective as 
expenditure is now under strict control. But, due to 
the long period of cost cutbacks, there are signs that 
the economic crisis has worsened some health outcome 
indicators, maintained differences among regions in 
relation to the quality of care provided and increased 
demand for a variety of services (e.g., waiting times 
are on the rise and continuity of care and intermediate 
care for chronic diseases are still inappropriate).Thus, 
the current largest challenge facing the Italian health 
system is to achieve budgetary goals without reducing 
the provision of health services to patients and assure 
homogeneity of level and quality of service provision 
across health care providers. Specifically, a critical chal-
lenge for the Italian health care system includes ensur-
ing equity across regions, where gaps in service provi-
sion and health system performance persist as well as 
ensuring the quality of professionals managing health 
care facilities, promoting group practice and other inte-
grated care organizational models in primary care, and 
ensuring that the concentration of organizational con-
trol does not stifle innovation.
Over the last decade, the need for expenditure control 
strengthens the role of central government with reinte-

16 - In addition, contemporary behaviours are often constrained and structured by 
the aggregation of past actions and decisions even though past circumstances may 
no longer be relevant (“the power of past decision”). Thus, selection of cut back 
policies has multiple explanatory factors and the existing empirical studies point to 
mixed evidence [21], suggesting that decision-makers tend to cut those parts of the 
budget that are more controllable and where public opposition are minimized [22].
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gration practices reaffirming the role of the state as the 
main facilitator of solutions. Even before the outbreak 
of the economic crisis, we assisted to the reconfigura-
tion of powers between the national and regional gov-
ernments with a greater role allocated to the central 
Economics and Finance Ministry, which directly moni-
tored health care expenditure and had powers over 
regions(financial surveillance).
Moreover, it is interesting to note that between 2009 
and 2014, under pressure from the international fi-
nancial crisis and amid increasing political instability, 
government interventions in the INHS took the form 
of either urgent decrees or measures in the annual 
state budget law rather than systematic reforms and 
have mostly consisted of cuts to public expenditure. 
The policy period following the outbreak of the crisis 
provided on the other hand more room for designing 
and developing long-term national policy reform (e.g., 
the national chronic care plan, the hospital standard of 
care, or the implementation of clinical health records) 
tackling macro-system organizational aspects also with 
greater attention to European level strategies (e.g., 
Digital agenda for Europe). Over the crisis, the INHS 
showed resilience adapting and responding to the in-
stability with reforms to improve health services and 
quality but with still strong differences in the imple-
mentation at regional level.

Protagonists of a progressive 
alternative 

The health care sector was not particularly affected by the 
recent national election campaign (March 2018) that gave 
power, for the first time, to a new political coalition be-
tween the conservative and regionalist far-right Lega Nord 
(Northern League) party and the new anti-establishment 
(radical) Five Start Movement breaking decisively with the 
previous centrist policies. The policy program adopted 
by the coalition government identified as main priorities 
tougher laws on immigration, reform of pensions, a flat 
income tax and a universal basic income. As for health poli-
cies, the populist coalition buoyed the anti-vaccine move-
ment supporting the idea to give to families the possibil-
ity to choose whether to vaccinate or not their children 
despite the mandatory vaccination decree established by 
the previous government to boost immunization coverage 
amid a surge in the number of measles cases in the country. 
Despite the recent national political situation, it is clear 
that the Italian health care system needs ambitious reforms 

in order to remain among the best health care systems 
worldwide. This is even more urgent at a time when gov-
ernment debt is on the rise, GDP growth is at a minimum, 
the tight fiscal parameters imposed by the EU are limiting 
government expenditure and an ageing population is put-
ting strain on the resources. Over the last decade, there 
have been discussions about the role of public health care 
and the mix with private sector components, not only in 
the delivery of services but also in population coverage 
(i.e., financial protection). Over the last decade, we assist-
ed to the rise of private expenditures (OOP) and services 
provided from business-like entities, with certainly forces 
that push towards a quick shift towards Integrated Health 
Funds (IHFs), providing complementary and supplemen-
tary voluntary health insurances. Although voluntary 
health insurances still account for a very small share of to-
tal health spending, it has recently attracted high interest in 
the media and policy discussions. In 2010, the government 
has called for further development of the IHFs as a strong 
second pillar of the health system to secure the financial 
sustainability of the INHS and to promote integration be-
tween health and social care – a position influenced by the 
financial and economic crisis [19]. At the same time, vol-
untary health insurances have been criticized on a number 
of grounds mainly because there are concerns about the 
possible gradual decrease in public investment in health, 
which may further affect access to care to patients with-
out voluntary health insurances. But, more importantly 
voluntary health insurances can significantly increase 
income-related horizontal inequity in access to specialist 
services and could exacerbate the economic and social dis-
parities between the North and the South of the country, 
especially since devolution of power and fiscal federalism 
is still on the government’s agenda. 
Indeed, fiscal federalism is the big political matter that 
fuels discussion among regions and national government. 
Some wealthy regions are demanding greater autonomy, 
beyond the regional political vision on health care (liberal 
vs. social) feeding into an ongoing discussion on constitu-
tional reform calling for a more federalised country. The 
two wealthiest northern Regions (Veneto and Lombar-
dia which are home to around a quarter of Italy’s popu-
lation and account for 30% of its economic output) vot-
ed through a referendum in favour of greater autonomy 
(October 2017) as another example of the powerful cen-
trifugal forces reshaping European policies (e.g., Catalo-
nia push for independence, and Britain’s decision to leave 
the EU). The votes were not binding but they gave the 
right-wing leaders of the two regions a strong political 
mandate when they embark on negotiations with the 
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central government on the devolution of powers and 
tax revenues from central government, especially on 
the health care agenda, which account for more than 
80% of regional expenses. Indeed, with lower unem-
ployment and welfare costs than the Italian average, the 
two regions are large contributors to national govern-
ment coffers. The two regions would like to roughly 
halve those contributions and ask for more say over 
infrastructure, the environment, education and health. 
The same path has been undertaken by Emilia Romagna 

region, whose regional council has begun direct nego-
tiations with the central government. Many other re-
gions (i.e., Toscana, Umbria, Marche, Abruzzo, Lazio, 
Piemonte, Liguria, Molise, Campania) are also examin-
ing similar solutions. As a consequence, a new regional 
paradigm oriented at re-defining the role of the region-
al administrative level may emerge in the next future, 
re-establishing autonomy and budgetary discretionof 
the regions in the healthcare sector.
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Resumo

A crise económica (2009-2014) e as políticas de austeridade (2010-…) 
afetaram fortemente a sociedade espanhola, os seus serviços públicos e o 
sistema de saúde público. O desemprego e as leis de trabalho deterioraram 
o mercado de trabalho, gerando pobreza e desigualdades, consolidando bai-
xos salários, trabalho a tempo parcial e precariedade do vínculo laboral. O 
impacto na saúde (morbi-mortalidade e perceção de saúde) não se verificou 
a curto prazo (exceto talvez na saúde mental), mas esperam-se problemas a 
médio-longo prazo. 
A austeridade afetou significativamente o Sistema Nacional de Saúde (SNS) 
impondo cortes orçamentais perto dos 10%, através de reduções lineares 
dos vencimentos, da contratação e da despesa. Contudo, o SNS tem sido re-
siliente, embora tenha acumulado tensão estrutural, tenha esgotado as suas 
reservas e tenha acumulado listas de espera e críticas por parte dos doentes. 
A necessidade de reformas é óbvia, mas a desconfiança de todos os agentes 
envolvidos prevalece.
A mudança política de 2015 (fim do bipartidarismo), o conflito catalão 
desde 2017, a mudança para um governo dirigido pelo partido socialista 
em 2018 (), e as eleições de 2019, marcarão a agenda futura, que oscila 
entre um modelo liberal-conservador (estagnação da saúde pública com o 
crescente êxodo da classe média para o setor privado), e um modelo social 
reformista (com reinvestimento no sistema de saúde, embora com dúvidas 
quanto aos modelos de gestão).
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Abstract

The economic crisis (2009-2014) and the austerity policies (2010-
…) have notably affected Spanish society, its public services and the 
public health system. Unemployment and labor regulation has dete-
riorated the labor market, creating poverty and inequality, and conso-
lidating low salaries, part-time work and contractual precariousness. 
No short-term impact on health (morbi-mortality and perceived 
health) was observed (except perhaps in mental health), but proble-
ms are expected in the medium-long term.
The austerity has significantly affected the National Health System 
(NHS), imposing budget cuts close to 10%, through linear reduc-
tions in salaries, hiring and spending; but the NHS has been resilient, 
although it has accumulated structural tensions, has exhausted its re-
serves, and has accumulated waiting lists and criticism from patients. 
The need for reforms is clear, but distrust among all agents prevails.
The political change of 2015 (end of bipartisanship), the Catalan con-
flict since 2017, the change of government in 2018 (PSOE), and the 
elections of 2019, will influence the next future agenda, oscillating 
between a liberal-conservative model (public health stagnant with 
increasing flight from the middle classes to private health care), and 
a social reformist one (reinvestment in health care, although with 
controversies in management models).
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VERY BRIEF CHARACTERISATION 
OF  THE NATIONAL HEALTH CARE 
SYSTEM

1 – From the bismarckian origins to 
decentralisation and (unfinished) reforms 
under democracy

Spain, together with other Southern European coun-
tries had as a reference the social security model in 
its origin (1940s). Its process of universalization re-
sulted from a progressive extension of the coverage 
of Social Security to different groups and layers of 
workers. 
The General Health Law of 1986 is cited as the 
starting point for changes in the concept of health 
citizenship, with the creation of a National Health 
System (NHS), designed with a highly decentralized 
configuration (according to the institutional frame-
work established by the 1978 democratic Constitu-
tion). 
The operational changes took place over many years: 
in 1989, the poor were included in the coverage of 
the NHS. In 1999 the NHS goes on to finance itself 
completely by taxes, abandoning the contributions 
of workers and employers. In 2002, the transfer of 
all health care competencies and resources to the 
Autonomous Communities was completed.
The changes observed were incomplete: a small per-
centage of the population with resources and not 
related to the labour market was left out of cover-
age (1%); civil servants of the central administra-
tion (including elite, university, teachers, military, 
judges...) maintained a separate coverage regime 
with the possibility of using public health or private 
insurance alternately, and enjoying higher per-capita 
financing (2.2 million insured).

2 - Counter-reforms vis-à-vis a competent 
and resilient national health system

During the crisis, the transition from a Bismarck-
ian to a Beveridgean was partially reverted: when 
in 2012 the Popular Party launched its battery of 
health austerity measures (Royal Decree Law - RDL 
16/2012), the labour insurance origin of the NHS 
was invoked to allow the National Institute of Social 
Security to limit and manage the rights of access to 
the public services of the NHS (limiting, for exam-

ple, the access of undocumented immigrants). 
The revitalization of the Social Security regulatory 
framework also served as an instrument for the re-
centralization of various functions related to eco-
nomic control in times of austerity. Central Govern-
ment retook control over the Autonomous Commu-
nities (17 regional governments), on issues such as 
co-payments, portfolios of benefits entitled to pub-
lic financing, pharmaceutical management, etc. 
The 2018 Spain’s HIT Report of WHO’s European 
Observatory on Health Systems and Policies depicts 
clearly the strengths of the Spanish NHS [1]. Another 
good reference is the synthetic and graphic report 
(2017), named Country Health Profile, of the EU-
OECD-WHO-Observatory [2].
Health indicators are good; life expectancy at birth 
(80.5 years in men and 86.3 in women in 2016) is at 
the top of the European Union (EU), far surpassing 
the average (78.2 years and 83.6 years respectively). 
The mortality vulnerable to the action of the health 
services is also very good, being consistent with the 
general mortality data. Self-reported unmet need 
for medical care (2017, 0.1%) shows the great ac-
cessibility of health care services [3]. 

3 - Accessible and competent primary health 
care and acute care hospitals

The 1982 Primary Health Care (PHC) reform con-
solidated a highly accessible network of health cen-
tres, acting as gatekeepers to hospital specialists, 
with well-trained doctors and nurses (remunera-
tion based on salary and capitation), good clinical 
problem resolution and ability to cope and control 
chronic patients. Nevertheless, the 21st century has 
not been favourable to PHC: up to 2010 the hospital 
network benefited more than the health centres net-
work; after the 2010 austerity, the distance between 
PHC and hospitals increased. 
During 1986 the Spanish NHS inherited an excel-
lent network of hospitals from the Social Security 
network, mainly for acute patients; other public hos-
pitals were added to this core of acute care hospi-
tals, and all of them were devolved to Autonomous 
Communities for the creation of 17 Regional Health 
Services. The statutory contract of health personnel 
(coming from Social Security civil servants’ con-
tracts), prevailed as the dominant system of con-
tracting professionals. 
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There are a relatively small number of hospital beds: 
2.42 per 1000 inhabitants, being 1.98 public (most 
acute -99.4%-) and 0.44 private (year 2016); this 
low figure is compensated by an intense use of beds, 
day hospital beds, outpatient care and ambulatory 
surgery. 
In order to expand the hospital network for bet-
ter accessibility, and to gain degrees of manage-
rial autonomy, between 2000 and 2010, a wave 
of small-medium size new hospitals was opened 
or launched, under different institutional mod-
els (foundations, public enterprise…). In some 
regions (Popular Party dominated), the priority 
become contracting out to PPP (Public-Private-
Partnerships). Corruption cases have emerged 
after 2012 surrounding some of these big-money 
contracts. 

4 - Too much medication, 
but a cost-efficient system

A traditional feature of the Spanish public health sys-
tem is the high consumption of medicines, as well as 
the large proportion of the budget devoted to them 
(24.4% of Public Health Expenditure in 2017), with 
the highest expense for prescriptions (10.170 billion 
euros) rather than hospital expenses (6.354 billion 
euros), although the latter are growing at a faster 
rate.[4]
2017 OCDE data shows a volume of compulsory 
contributions to public health care of US$ 2,386 per 
capita representing 6.3% of the GDP and 70.8% of 
total expenditure on health care. Public health care 
expenditure is below EU average. The percentage 
of private health expenditure is high, particularly 
in out-of-pocket (OOP) expenses (24% of total 
costs) and in voluntary health insurance (5%).
Good health indicators in the numerator, and low 
costs in the denominator place the Spanish health 
system very well in international comparisons. But 
it is worthy of note that the low costs are partly re-
lated to the low coverage for oral health, and the 
limited development of medium-long-term care and 
home care (lay care assumed by families). The system 
of allocation of resources (budget), and payment of 
personnel (salaries) tends to control the costs, al-
though it tends to generate distortions (undersup-
ply and waiting lists) and discomfort (low wages for 
doctors and nurses).

5 – Most recent developments 

At present, despite limited parliamentary support 
and funding restrictions (related to the difficult ap-
proval of the 2019 budget), the Socialist Party’s gov-
ernment and PM Pedro Sanchez (since June 2018) 
is reversing some of the content of previous health 
regulations related to universal coverage and eco-
nomic accessibility.

The Spanish government’s national 
adjustment programme and the health 
care system 

1 - The economic adjustment programme 
(EAP)

The main objective of the EAP, was to reduce public 
spending, in order to compensate for the sharp drop 
in fiscal income that produced since 2009 a huge pri-
mary deficit (without taking into account the pay-
ment of interest on the debt) and which accumulated 
a significant public debt.
The austerity policies were implemented in an acute 
and radical manner, following a collapse in public 
revenues. The previous overheating of the econo-
my produced from 2000 to 2008 by the so-called 
“real estate bubble”, came from a credit affluence to 
families and companies, and produced extraordinary 
revenues to public administration. Sharp changes in 
revenues happened in one year: from a 2% surplus in 
2007 to an 11% deficit in 2009 (in the euro area the 
deficit was 6.3%).
The financial collapse, the crisis in the banking sec-
tor and the paralysis of the real estate sector led to 
an extraordinary growth of unemployment: from 
8.23% in 2007, to 24.79% in 2012. Currently, 2017, 
the figure is still at 17.26%.[5]
The reduction in revenues (up to 2009) and the in-
crease in spending (up to 2012) led to continued 
deficit figures, which produced a rapid growth of 
sovereign debt: from 35.5% of GDP in 2007, to 
99.8% of GDP in 2015. 

2 - Implementation of general and health 
austerity measures 

In June 2012, the Spanish government asked for a 
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bailout for its banks and savings banks (up to 100 bil-
lion euros, of which 41 have effectively been used). 
The government argued that this was not a “country 
rescue” (such as in the cases of Ireland, Greece, Por-
tugal or Cyprus) but an inter-governmental loan to 
provide a restructuring fund to Spanish banks.
However, in the Memorandum of Understanding 
signed in 2012 (clauses 30, 33, 34 and 36) there 
were extra-banking conditions, and in practice they 
put in place control visits by the “troika”. At present, 
16% of the loan has been returned, and only when 
75% is recovered will these visits cease.
Although the collapse in tax revenues was observed 
since 2009, mechanisms for reducing the funds allo-
cated from the State to the Autonomous Communi-
ties only became effective from 2010. It is important 
to remember the 2002 devolution of the health sys-
tem to the Autonomous Communities, and that their 
funding is not earmarked, but rather integrated into 
a package of welfare services for which there are a 
series of taxes transferred and shared; there are also 
levelling subsidies to ensure minimum guaranteed 
spending for fundamental public services.
The measures that were put in place to reduce pub-
lic spending were structured in two periods, and 
were channelled directly to health spending, or in-
directly to public spending (affected thereafter to 
health).[6]

Initial phase of health austerity policies: 
soft, incremental and rationalistic (2009-2010)

In the period 2009-2010 there is already a clear 
awareness of the seriousness of the economic crisis 
among health authorities and health agents- The an-
swers sought are incremental (in the sense of pro-
moting evolutionary changes) and not radical. The 
cut in medicines was a reasonable and more feasible 
option: reasonable because the increase in spending 
on pharmaceutical products in the previous decade 
had been very important; and more feasible, because 
it could be exercised in the short term, by affect-
ing external agents of an outsourced service. Other 
measures included: digital clinical records; refer-
ence prices and generic drugs; aggregate purchasing 
procedure; issuance of shadow bills to users and edu-
cational actions to influence demand and utilization; 
common criteria for remuneration of the staff; de-
sign systems to recover costs in patients covered by 
labour; traffic and other European countries health 

care; health technology assessment; etc.
Some of these measures targeted savings directly, 
namely: the reduction of the price of generics (from 
15% to 30%), the prohibition of discounts of indus-
try to community pharmacies, the improvement of 
the system of reference prices, and price reduction 
at the expiration of the patent of drugs. RDL 9/2011 
made compulsory prescription by active pharmaceu-
tical ingredient. 

General measures to correct the deficit with 
impact in health care (2010-2012)

Near the end of the mandate of the Socialist Party 
(PSOE), the government of the President José Luis 
Rodriguez Zapatero, launched several policies and 
regulations in the economic, fiscal and financial 
fields worthy to mention. The starting point is May 
2010: on this date there is a substantial change in 
the attitude of European and Eurozone authorities, 
offering access to refinancing the debt on condition 
of adopting a consolidation plan for the deficit and 
the debt.  
The RDL 8/2010, adopted extraordinary measures 
to reduce the public deficit, as for instance: reduc-
tion of 5% on the wage bill of the public sector, non-
revaluation of pensions in 2011, and the 7.5% dis-
count of the on the price of medicines (outside the 
reference price system).
A very controversial Government measure in Sep-
tember 2011, was the Reform of article nº 135 of 
the Spanish Constitution that established the prima-
cy of budgetary stability, obliging all administrations 
to respect the structural deficits indicated by the EU 
and that the credits to satisfy the interests and the 
capital of the public debt will enjoy absolute priority 
in the payment. 
This constitutional change was the basis for the in-
tervention of the Government of the Popular Party 
(elected in December 2011) in the expenditures of 
the Autonomous Communities and the municipali-
ties and to establish measures to freeze salaries and 
public contracting of staff, reduce increase of pen-
sions, increase weekly working hours from 35 to 
37.5 in the public sector and introduce new taxes 
(RDL 20/2011), without constraints from other 
constitutional principles.
The imposition of central government measures on 
regional and local governments was facilitated by the 
publication of Organic Law 2/2012, of April 27, on 
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Budget Stability and Financial Sustainability; it es-
tablished the new constitutional principle of budget-
ary stability and regulated preventive, corrective and 
coercive measures for the control of regional and lo-
cal administrations. 
Other additional regulations were taken on July 
2012 (RDL 20/2012): reducing the number of days 
off and cancelling the extraordinary pay of Decem-
ber for public employees; reducing the amount of 
benefits for new unemployed; reducing coverage and 
benefits of the dependency care system; increasing 
VAT (rise from 18% to 21% in the standard rate and 
from 8% to 10% in the reduced rate). Moreover, 
the RDL 21/2012, created The Autonomic Liquidity 
Fund for credit operations to the Autonomous Com-
munities. An extraordinary financing mechanism for 
payment to suppliers was also developed. 
Finally, in July 2012 the “Agreement For External 
Financial Assistance For Bank Restructuring And Re-
capitalization” was signed. The Government, the Eu-
ropean Commission, the European Central Bank and 
the International Monetary Fund agreed on a kind 
of limited rescue operation of recapitalization and 
restructuring of the Spanish bank sector (Memoran-
dum of Understanding), with a contribution of the 
European Financial Stability Facility up to € 100,000 
million. 

Health austerity policies that reform the 
NHS (2012-2013) 

In the context of this limited rescue, the government 
passed one regulation that was particularly impor-
tant for the healthcare: The “Urgent Measures To 
Guarantee the Sustainability of the National Health 
System and Improve the Quality and Safety of Its 
Benefits” (RDL 16/2012) that were complemented 
by the redefinition of entitlements of citizens to 
NHS coverage (RDL 1192/2012). The main changes 
introduced by the RDL 16/2012 were the following:

•	 Chapter I: Altered Law 16/2003 (Cohe-
sion), Organic Law 4/2000 (foreigners) and 
Law 33/2011 General Public Health (Addition-
al Provision 6 - extension of the right to public 
health care): determining that the insured and 
beneficiary status became linked to Social Secu-
rity, with exclusions to non-legalized residents 
and people with incomes higher than € 100,000. 
The Social Security agency assumed the role of 
certifier of NHS coverage rights.

•	 Chapter II: Reordered the portfolio of 
common and complementary (supplemental 
benefits granted by Autonomous Communities) 
services: common and basic benefits referred to 
the services provided directly by a health pro-
fessional to a patient; supplementary benefits 
(pharmacy, orthoprosthesis, diets and non-ur-
gent sanitary transport) were open to co-pay-
ments. 
•	 Chapter III: A Welfare Guarantee Fund 
was established for compensation between re-
gions, to bill patients resident in one Autono-
mous Community who were treated in another. 
•	 Chapter IV: Introduced exclusion crite-
ria for publicly funded drugs and a new sys-
tem of co-payments with contribution by cat-
egories (assets-pensioners, unemployed without 
subsidy), income brackets (€18,000 / ... /€ 
100,000) and monthly contribution ceilings for 
pensioners. 

Other regulations established that 417 drugs were 
excluded from public financing, most of them “be-
cause they are indicated in the treatment of minor 
symptoms” (August 2012). In 2013 another regula-
tion (Law 29/2006) reinforced the role of central 
government in the pharmaceutical purchasing, lim-
iting the initiatives of Autonomous Communities to 
make local savings through auctions of certain medi-
cines under prescription. 

3 - Health care austerity – opportunities and 
threats: apparent pragmatism, but ideology 
under the surface

The main impacts on the health system were gener-
ated by general regulations that reduced funding and 
public system resources, contracting public health 
expenditure by 11.9% (9,002 billion) between 2013 
and 2019 (in current euros per capita it is down from 
1,634 to 1,424).
Reduction in contracted staff was estimated in 
28,000 persons (10% budget reduction between 
2011 and 2013). Cuts in investments were sharp and 
dangerous: 2013 expenses were only 30% of 2008 
ones. In 2015 capital expenses had not yet reached 
the level of 2008. 
The lack of formal systemic reforms and the incre-
mentalism of spending cuts do not mean that there is 
not a growing ideological bias in the transformation 
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that has been introduced progressively on the politi-
cal agenda.
First of all, it is important to consider that the Na-
tional Health System, with very reasonable operat-
ing expenses and good results (see data presented in 
the first section of this article on the cost efficiency 
of the system and below in the section “Good health 
… in the short term”) , became a very attractive sec-
tor to apply cuts by the public treasury due to the 
volume of its total expenditure.
Secondly, in the process of austerity there was a 
progressive change of narrative by the government: 
what began as an adjustment of spending became a 
challenge to all welfare services, under the accusa-
tion of “unsustainability”, and what began as a chal-
lenge of external sustainability (forced reduction in 
the allocation of resources), became a narrative of an 
unmanageable public health care system.
The increasing flight of patients from the middle and 
upper classes to VIH and utilization of private health 
care (2.3 of GDP in 2010 and 2.7% in 2014), as 
well as the increase of co-payments for public health 
medicines and pay for health care represent a transi-
tion from a scenario of great confidence in society 
as a collective agent of protection of health risks, to-
wards a model where the individual and his family 
must worry to a large extent to cover a part increas-
ing of such risks and expenses.
Taking 2009 as base 100, the evolution of public 
health expenditure in current euros fell to 88.1% 
in 2013, and in the latest available data (2016) the 
previous level had not yet recovered (95.8%). Pri-
vate health expenditure has grown steadily, to be at 
121.2% of the level of 2009; its main component, 
direct OOP payment, has grown by 26.2%, reflect-
ing the direct effect of the increase in medication 
co-payments.[7]
Along with the liberal ideological bias that has been in-
stilled in public and health services, the pragmatic style 
has meant neglecting reform processes that were on the 
agenda. It is true that reforming health in Spain is as 
necessary as it is difficult, since power and authority are 
widely distributed, and it is easy to organise blocking 
minorities. It is also true that an acute economic crisis 
has the effect of legitimizing extraordinary measures, 
which displace the processes of structural change that 
require more comprehensive and internally consistent 
solutions from the agenda. But the effect of reformist 
paralysis is a remarkable fact and a striking legacy of the 
past decade, which, moreover, has generated a fatalis-

tic and defeatist attitude regarding rational and planned 
systemic changes.
In addition to freezing the NHS reform processes, 
the austerity measures may have entailed risks of 
worsening social conditions, whose health effects 
will not be evident in the short term, but which may 
lead to increases in morbidity in the medium term 
(such as then it will be commented).

The health care system performance 
under the Spanish government a
djustment programme

1 - Good health… in the short term

There has been much interest in the past few years 
in demonstrating the effect of the crisis and austerity 
policies on the health of the population. From a per-
spective of social activism, it was a highly plausible 
and expected effect; For governments it was a worri-
some perspective that led them to hide the informa-
tion and minimize the importance of the problems.
However, the scientific literature is not conclusive 
on the immediate effects of the crises on the health 
of the population, finding contradictory effects, in-
cluding improvements in some important indicators 
of perceived health, morbidity, use and lifestyle.

“The evidence available on the impact of previous 
crises on health reveals different patterns attribut-
able to study designs, the characteristics of each cri-
sis, and other factors related to the socioeconomic 
and political context. There is greater consensus on 
the mediating role of government policy responses 
to financial crises. These responses may magnify or 
mitigate the adverse effects of crises on population 
health. Some studies have shown a significant dete-
rioration in some health indicators in the context 
of the current crisis, mainly in relation to mental 
health and communicable diseases. […] In addi-
tion, this crisis is being used by some governments 
to push reforms aimed at privatizing health services, 
thereby restricting the right to health and health 
care … These measures are often arbitrarily imple-
mented and based on ideological decisions rather 
than on the available evidence. Therefore, adverse 
consequences are to be expected in terms of financial 
protection, efficiency, and equity”. [8]
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A group of prestigious experts has recently conclud-
ed a profound and extensive review on the effects 
of the crisis and austerity policies on health (not yet 
published), with the following conclusions:

“The recent economic crisis experienced in Spain 
[…] does not seem to have affected in a severe way, 
at least in the short term, the mortality and self-
perceived health of the general population. However, 
there has been a negative impact on mental health, 
especially among men. Likewise, there are vulner-
able population groups whose health has worsened 
during this period, and social inequalities in health 
have intensified. Given the alarming evolution ob-
served in the social indicators of income inequal-
ity and poverty rates and risk of social exclusion, 
the identified short-term results should be seen with 
reservation and the evolution of the health of the 
population in the medium and long term should be 
observed with utmost intention. This is of particular 
importance for the appropriate conclusions on the 
policies and interventions to be implemented in fu-
ture crisis situations.” [9]

More specifically: Mortality (general and infant), 
morbidity, life expectancy, and perceived health, 
have not worsened after 2009 and in the years of 
the crisis. The interpretation of data on suicides is 
controversial and not conclusive.[10]
Suicides and mental health have received much at-
tention in the Spanish published literature, with re-
sults that suggest a relationship between 
economic crisis and mental health, 
but with limitations and caution. The 
authors of the aforementioned review 
conclude that: [11]

“There is consistent evidence among 
studies that mental health worsens 
during the crisis, particularly among 
men, that this worsening could be as-
sociated with unemployment and dete-
riorating working conditions, and that 
social inequalities in mental health 
have been maintained during the years 
of crisis or could even have increased.”

The analysis of the health of the popu-
lation by factors like age , by socio-
economic groups (unemployed, and 

low educational level), by sex (women), by diseases 
and risk factors (hypertension, dyslipidaemia), or by 
habits of life (alcohol, cannabis), suggest that social 
inequalities in health have played a relevant role in 
the evolution, but they are far from conclusive in 
their attribution to the crisis and austerity policies.  
Nonetheless, evidence regarding the relationship 
between factors of socio-economic risks and health 
may appear during the coming years.

2 - Good response of the health care system... 
But exhausting the reserves

Although between 2009 and 2015 around 10% of 
budget was drained out of the pubic health care sys-
tem, the volume of activity remained quite stable. 
Hospitalization, surgery, ambulatory care, day care, 
ambulatory surgery, emergencies, primary care vis-
its, etc. showed the continuation of the level of per-
formance. 
Primary care was maintained in the usual high fre-
quencies; 5.57 annual visits to the doctor and 2.51 
to the nurse in 2009 (adjusted to age structure); in 
the years of the crisis, and subsequently, there was 
a smooth and sustained decrease in utilization: 4.78 
visits to the doctor and 2.36 to the nurse in 2014; 
in 2017, the trend for physicians is maintained (4.70 
consultations/year adjusted).[12]
Hospital discharges in public sector (4,047 million 
in 2010) were reduced by 1% in 2014, although in 

 
Figure 1
Source: Opinion Survey of the NHS. https://www.mscbs.gob.es/estadEstudios/
estadisticas/BarometroSanitario/home_BS.htm 
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2016 they have recovered. Hospital discharges in 
private health care did not increase during the crisis, 
but, in relation to 2010 (1.19 million discharges), 
production increased by 3% in 2014, and by 6% in 
2016.
Surgical interventions in public hospitals maintained 
the same level (one million programmed and 400,000 
urgent), but ambulatory surgery grew continuously in 
the period, increasing by more than 6 percentage points 
(from 39.8% of total surgical operations in 2010 to 
45.94 in 2016).
There were no variations in the frequency of outpatient 
visits to the public hospital (and its associated outpatient 
specialty centres), with figures of 1.6 consultations per 
inhabitant per year. Hospital emergencies remained at 
the usual high level of attendance (0.46 per inhabitant 
per year), with slight decreases in the worst years of the 
crisis (0.45 in 2014) and a rebound in the post-crisis 
(0.48 in 2016).
According to the public hospital statistics, the health 
staff does not suffer significant reductions (only in the 
ancillary staff with a 6% reduction), but in contrast to 
these data the Active Population Survey for the whole 
of the public health sector registered a decrease of 3.5% 
(20,700 jobs) between 2012 and 2013.[13]
Waiting lists did not worsen alongside the years of the 
most acute crisis. [14]
The perception of users, as assessed in the yearly sur-
vey called “Health Barometer”, shows a clear negative 
impact, easily attributable to crisis and austerity.[15]  In 
the following image the effects of budget cuts on per-
ceived quality are clearly visible.

The statistically detectable trends 
presented above occurred against the 
background of a significant reduction 
in public health system funding. The 
graph below shows a remarkable con-
trast between a time of rapid growth 
(until 2009) and a period of acute re-
duction (2010-2013).

3 - Impact of austerity policies 
in the NHS: 
did the cuts affect fat, muscle or 
bone?

Although the National Health System 
has been “resilient”, its reserves are get-
ting smaller, patients notice that the ser-

vice is worsening (more than improving) and they have 
to endure longer waiting periods. The growth of VIH 
spending is indicative of the deterioration of the per-
ceived quality and accessibility. The higher co-payments 
are an additional effect of the RDL 16/2012 that re-
quire an increase in private health expenditure.[16]
The contraction of expenses and the maintenance of a 
broad and competent health have not been the result of 
a virtuous model of good governance. Public healthcare 
has undoubtedly used reserves (in the language of aus-
terity “accumulated fat”) that had been created in the 
period of rapid growth (2003-2009). But the model of 
linear budget cuts has not been able to distinguish be-
tween “fat” and “muscle”. One striking example is the 
rule that retired employees could not be substituted. 
This norm affected the centres and units in an unequal 
way depending on the age of their staff, creating mul-
tiple functional and operational problems. This type of 
cuts frequently failed to reduce “fat” and harmed in-
stead “muscles” or even with “bones”.
Despite this lack of specificity of the austerity meas-
ures, wage cuts and worsening working conditions, the 
NHS managed to overcome the tough times without 
the population suffering damage to their healthcare. 
This speaks well of its organizational architecture, 
more solid than expected, and of the effort made by 
its staff and professionals, as well as their commitment 
to maintain the standard of quality and accessibility of 
public services. Health workers and many patients are 
convinced that the militant response of health person-
nel has contrasted with the negligent attitudes of many 
political, economic and health authorities.

 
Figure 2 - Public Health Expenditures. Spain, 2003 - 2015 (million €)
Source: Sistema de Cuentas en Salud. Serie histórica 2003-2015. Ministerio de Sanidad.
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The institutional architecture of the NHS had impor-
tant problems and imbalances before the crisis. Its 
“skeleton” was originally created in the 1950s based on 
the Bismarck model and evolved in the 1980s towards 
a decentralized and bureaucratized Beveridge model. 
This gradual transition produced growing tensions that 
worsened after the crisis. Many experts believe that the 
time has come for structural reforms that redefine the 
NHS and establish a set of explicit and internally con-
sistent rules and structures. The crisis and the austerity 
policies have delayed these necessary reforms and have 
sowed mistrust among all relevant actors.
Fat, muscle and bone have been affected in this period. 
Getting out of the crisis will be much more difficult be-
cause it is not possible to go back to the starting point. 
The forces that might promote the needed reforms of 
the NHS are not easily identified. 

4 - Government policies and the trends 
in inequality and poverty

In the following graph we can see the of variation of 
the Spanish and European GDP, and the chronology of 
governments in Spain.
The Socialist Party managed the first part of the cri-
sis with a half-hearted response, based on a Keynesian 
public spending strategy, but it was not able to resolve 
the problem of the credit financed speculative real es-
tate bubble that generated economic overheating.

The Popular Party managed 
the second part of the crisis 
and the post-crisis, and pro-
gressively incorporated its ide-
ological perspective into what 
could initially be explained as 
exceptional measures of adjust-
ment in spending.
The bank rescue was basically fi-
nanced by cuts in public spend-
ing, with a net transfer of wel-
fare from citizens to financial 
institutions. Unemployment 
surpassed the 20%-mark, more 
unemployed lost eligibility of 
subsidies, social protection and 
the support for families and de-
pendent persons was reduced. 
The crisis and these measures 
led to a progressive impover-

ishment of the less prosperous parts of the population 
and reduced the families’ disposable income. 
The pressure of unemployment, and the deregulation 
of the labour market by Law 3/2012 (precarious work 
relations, wage devaluation, weakening of collective 
bargaining, and increased inequality), produced a re-
duction in salaries, tightening of working conditions, 
and extending working hours, often without extra pay-
ment. 

“Since the beginning of the crisis in 2008, the Gini in-
dex has barely experienced a variation of 0.1 points in 
the EU-27 as a whole, while in Spain has increased by 
2.2 points, well above countries like Portugal, Greece 
or Italy, countries who have suffered the crisis with a 
similar intensity, or even higher, to the Spanish, which 
shows that the increase in inequalities is not an inevi-
table consequence of a crisis situation, but the result of 
the policies that are applied to management it.” [17]	 

5 - The need for a change

The growth of the economy after the crisis is not cor-
recting the increased inequalities and maintains the risk 
of poverty and social exclusion. The three main ideas of 
the recent OECD-report on Spain raises three major 
challenges: [18]
● The recovery is underway but making growth more inclusive 
remains a challenge

 

 Figure 3 - GDP  Variation 2008-2017 Spain/UE-28
Source:  Eurostat, https://ec.europa.eu/eurostat/web/national-accounts/data/database, complemented 
with political terms.
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● Fostering innovative business investment is crucial to unlock 
productivity growth
● Reducing unemployment and improving job quality can 
make growth more inclusive

The purposes of the government at the beginning of 
2018 were very similar to previous years in relation to 
the path of containment of the growth in health spend-
ing (and in the rest of functions) with a clear logic of 
reducing the size of the State and the public economy. 
In the following table we can see the expected reduc-
tion in the percentage of GDP for health until 2021.
The general elections of December 2015 and June 2016 
did not result in the fall of the conservative government 
under PM Mariano Rajoy, but they marked the begin-
ning of a new era with four major parties in the Parlia-
ment, in contrast to the previous decades of alterna-
tion between only two major political forces (PP and 
PSOE). In 2017, the crisis in Cataluña aggravated the 
precarious situation of the conservative government.

Health policy changes after the end 
of the crisis

1 - Turbulent politics

In June 2018, the conservative government of PM 
Mariano Rajoy was ousted by the Parliament, and a 
new Socialist minority government under PM Pedro 
Sánchez was elected. This new cabinet is supported by a 

small and unstable parliamentary majority (Podemos 
and nationalist parties) and tries to change the course of 
economic, labour and public services policies. A major 
factor in this effort is the 2019 budget that is designed 
to raise the ceiling on expenditure by between 5 and 6 
billion. 
The outcome of the negotiations between the different 
forces in the national Parliament and between the EU-
institutions and the Spanish government about will be 
decisive for the immediate future of healthcare policies. 
The first legislative initiative of the new government has 
been the extension of the access to public health to irreg-
ular immigrants (RDL 7/2018), thus revoking the limi-
tation e introduced in 2012 by the previous government 
(RDL 16/2012). Before, several governments of Auton-
omous Communities had already created mechanisms to 
expand the coverage of the immigrant population up to 
levels similar to those of the resident population. [19]
The central question for the future of healthcare in 
Spain is whether the general political conditions do al-
low structural reforms and what will be the outcome of 
the current power struggle at national level. 
In relation to the general conditions, it is important 
that the NHS enjoys great support from the public, 
as shown by the studies of the Centre for Sociological 
Research [20]. In a review of micro-data regarding at-
titudes to Welfare State, Gómez-Franco found that: 
“We have seen so far that neither political ideology nor so-
cial statuses are sociologically relevant, beyond their statistical 
significance, to explain differences in the massive support for 
public health in our country.”  [21]

 Figure 4 - Update of Spain's stability plan 2018-2021. Change in General Government expediture by funtion
Source: Actualización del programa de estabilidad reino de españa 2012-2015: Página 49; 
http://www.thespanisheconomy.com/stfls/tse/ficheros/2013/noviembre/Stability_Programme_2018_2021_es_1.pdf
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As a demonstration, we see 
the scarce differentiation of 
voters of the Popular Party 
and the Socialist Party in their 
support for public health.

Protagonists of 
a progressive 
alternative 

In addition to the negative 
effects of the austerity-poli-
cies during the crisis (in par-
ticular the lack of confidence 
of all agents) there are some 
major structural obstacles 
for reforms in healthcare, 
namely  the great fragmenta-
tion of administrative power 
and the strong influence of economic authorities  which 
weakens the health authorities’ capability to take re-
formist initiatives. 
The broad popular support of the public healthcare sys-
tem referred in the previous section and the structural 
constraints mentioned above limit the range of pros-
pects for healthcare reforms. 
In the possible case of early elections in 2019, a victory 
of the political right would consolidate the moderate 
trend towards disinvestment in public health. The slow 
and silent migration of patients from the middle and up-
per classes to the private sector would produce benefits 
for private companies in the sector. Simultaneously, pub-
lic healthcare would suffer further deterioration. How-
ever, such a policy might have significant costs, as it was 
demonstrated by the so-called White Tide-Movement 
(Marea Blanca) against privatizations in Spanish health-
care (2012-2014). This could be a strong disincentive for 
a possible coalition between the Popular Party and the 
“Ciudadanos” (and possibly the Basque nationalists) to 
take the risks of this kind of privatization strategy.
A possible majority of the left, on the other hand, 
would try to improve the financing of welfare services, 
but the different perception of PSOE and PODEMOS 
with regard to the acceptable margins of deficit and 
indebtedness would be a factor of instability. Further-
more, there are significant differences between both 
parties’ ideas of welfare reform. PODEMOS defends a 
more traditional conception of the organization of pub-
lic services, with a preference for administrative man-

agement and contracting and a refusal of outsourcing.  
In contrast, the PSOE has a different approach towards 
modernisation with strong elements of entrepreneurial 
public management. Many proposals have been made 
to address a set of reforms that facilitate the govern-
ance of the NHS and its 17 health services in the 
Autonomous Communities. The hostility of the eco-
nomic and civil service authorities, the distrust of 
the Unions, and the conservatism of the key agents, 
are making it difficult for an institutional project of 
structural changes to mature. [22 e 23]
A practical alternative to the political difficulties to 
conceive, design and implement reforms may be the 
development of “Good Government” methods that 
may help to improve the conditions to manage the 
health centres and services with an umbrella of Gov-
erning Boards. In addition, the accountability based 
on the budget, the transparency of the management 
contracts, and the monitoring and publicity of the 
performance indicators can contribute to create 
dynamics for improvement based on comparative 
results. Some ongoing experiences (regulatory de-
sign of good governance bodies in Madrid) could be 
promising in the medium term. 
The five principles of good governance (transpar-
ency, accountability, participation, integrity and 
capacity), can make the difference between clumsy 
and thoughtless austerity on the one hand and wise 
sustainability that helps to improve performance and 
increase efficiency. [24]

 

Opinion on the Public/Private nature of the Health care System 

2008 remind of vote 

 PSOE PP 

Must be public, and financed by taxation 90,1 82,1 

Must be public, with mixed financing, taxes and cost sharing of patients 5,6 9,7 

Must be publicly financed with private provision of health care services 2,2 4,2 

Must be total or partially privatised, and payed directly by citizens when 
they use services. 0,5 1,6 

N.S. 1,3 2 

N.C. 0,4 0,4 

(N) 787 497 

 
Figure 5 - Opinion on the Public/Private nature of Health care System
Source:  Estudio CIS nº 2765 sobre Actitudes ante el Estado de Bienestar.
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