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Preamble  

The disruption to our health systems due to Covid-19 has conjunctural components (the 

improvisation of the responses to it) and structural ones (sectors damaged) that are neither easy 

to reverse, nor need to be fully restored, providing a new opportunity to reflect on how our 

social protection should evolve.  The subject is not new in health systems but its challenges today 

are more uncertain. In the words of the authors K. Polin, M. Hjortland, A. Maresso et al. (2021), 

‘Even before Covid-19 health systems faced myriad complex—shared—challenges that persist 

today. These include gaps in coverage and access, concerns about quality, integration and 

continuity of care, workforce shortages, the epidemiological shift to (multiple) chronic diseases, 

emerging viral threats, and other “unpredictable exogenous shocks”. Worldwide, all health 

systems struggle with growing health expenditures, cost containment, and sustainable 

financing, while being confronted with an increasingly aged population and, in some cases, with 

their commitment to universal health coverage. Furthermore, advancements in technology and 

populations’ rising demand for more and better person-centered care challenge established 

approaches to service delivery, regulation, and governance. In response, countries continuously 

introduce reforms to their systems and underlying policies to improve health system structures, 

processes and outcomes. However, given the old adage of easier said than done, we must ask 

ourselves why the necessary reforms are not likely to be implemented according to those who 

identify the problems and solutions to improve the adaptation of our health systems to the new 

social needs and aspirations.  

The reflections I present here are prompted by the importance of the issues at stake, and are 

inspired by two reference works on the matter, Hart JT (2006)  The Political Economy of Health 

Care: A clinical perspective and  Getting Health Reform Right by M Roberts, W Hsiao et al Oxford, 

2008). 

http://books.google.com/books?id=yzxBayjlVhIC&printsec=frontcover&dq=Julian+Tudor+Hart&hl=es&ei=1HpATri7A8mq8QPj-7CeBw&sa=X&oi=book_result&ct=result&resnum=1&ved=0CCwQ6AEwAA#v=onepage&q&f=false
http://books.google.com/books?id=yzxBayjlVhIC&printsec=frontcover&dq=Julian+Tudor+Hart&hl=es&ei=1HpATri7A8mq8QPj-7CeBw&sa=X&oi=book_result&ct=result&resnum=1&ved=0CCwQ6AEwAA#v=onepage&q&f=false
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Introduction 

In the present text, I attempt to use my knowledge of the Spanish public health system to fine 

tune the discussion on some matters I consider key factors for a Political Economy Analysis (PEA). 

For an overview of how the Spanish health care systems work I point the reader to The Spanish 

Health Care System in The Sustainability of Health Care Systems in Europe and, in F. Moscone 

ed. (2021) and Health Care Systems: Organization and Response to COVID-19 with a Focus on 

Spain (López Casasnovas & Pifarré i Arolas). (ob cit). 

 

An approach to the health system from a political economy perspective requires context. This 

must be multi-sectoral, including the social and cultural environment, anthropology, political 

ideology, and the socio-economic determinants of health. It must also address its impact not 

only on economic growth, technology research and development, and industrial activity, but 

also on inequality and social cohesion. This omni-comprehensive vision forces us to be selective 

in terms of the intervening factors that prove to be most relevant to the development 

undergone by the health sector.  

In summary, I believe that the most outstanding features of the Spanish health system that 

should be subject to a PEA are: (i) Its decentralized nature, which is quite homogeneous among 

territories when it comes to expenditure, implying self-sufficiency in health care provision 

irrespective of the size of the autonomous region (with populations ranging from 250 thousand 

to 8 million people); (ii) The fact that most of the jurisdictions are eager to decide on spending 

and other matters without the inconvenience of having to contribute from their own coffers; 

(iii) That despite its decentralized nature, the system is administered publicly, with political 

restrictions on appointing those responsible, publicly capped professional salaries and heavy 

administrative intervention in expenditure processes that bow to their legality rather than their 

efficiency.  (iv) It is an NHS-type system, but one rooted in a former social security model, with 

healthcare provision paid for at first by affiliated employees and now with universal rights that 

sprang into being with the advent of democracy in Spain after the death of the dictator in the 

mid-1970s; (v) Decentralised provision, which has led to some disparities in service provision 

(access, time, quality), interpreted politically by some as a rupture of social cohesion and by 

others as an opportunity for innovation with respect to the previous monopoly and monopsony 

in provision. (vii) The fact that, nonetheless, certain autonomous regions with sufficient history, 

culture and human capital have structured their health system with service providers other than 

strictly administrative ones (health foundations, public-private consortiums, and some social 

companies), led by their civil society movements. In Catalonia, 60% of hospital beds are publicly 
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financed and privately (out of the public system) owned. This is also the case but to a lesser 

degree in the Balearic Islands, the Basque Country, and Navarra. However, in other 

communities, and stemming from the political differentiation between the central and regional 

governments, variants of the public-private collaboration have been adopted, most notably in 

the communities of Madrid, Valencia and Galicia. (vii) All the above is reflected in “combative” 

political discourses on equity, access to services, waiting lists and quality of care, turning a blind 

eye to any internal disparities –despite their often being far greater than the external ones 

among autonomous regions- and to differences in levels of efficiency that lack any detailed 

evaluation. As a result of these features, the system is “trapped” in its status quo, mostly at the 

hands of professional corporations, trade unions and stakeholders in general (industry, 

academy, policymakers, groups of patients).  

Health professionals are central to the system. Physicians are civil servants who receive salaries 

that are meagre in comparison with their counterparts in neighbouring countries, though not so 

much in terms of the Spanish average salary, and –although with high variance- are reasonable 

when adjusted to full- or part-time commitment, productivity and moonlighting in private health 

care. These private-public dual employment arrangements are especially widespread in urban 

cities.  In the public sector, professionals receive greater recognition from citizens and in some 

cases benefit from ‘diverting’ the flow of patients towards private practices. With regard to their 

economic behaviour, professionals in the public sector make their decisions while receiving a 

salary as an employee, thus assuming no financial risk from them. Some Autonomous 

Communities have experimented, albeit tentatively, with empowering general practitioners 

under capitated financing in primary care. However, the only current consensus among all the 

agents is that the system lacks funding. It is not so much how it works that comes under scrutiny 

but the ‘fuel that drives the engine’, despite its poor performance depending on the area. The 

debate on how to get extra finance for the system, either from taxes, complementary premiums, 

co-payments or direct prices is resolved in favour of the first because of the identification of 

taxes with solidarity and co-payments with inequality. All the above is at the root of the difficulty 

in implementing financial reforms, leaving the system in a situation where the new is thwarted 

from being born and the old refuses to die.  

The stress test that is the pandemic has thrown many of the inertias observed up in the air, 

leaving us with the incognito of the future of our health system 
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Genetics of the health systems. Morphisms and polymorphisms. 

The responses to address health problems from the logic of public intervention and finance 

reflect on the structure of either national health services (NHS) or social health insurance 

systems (SHIS). The first are conceived as “services” managed by an administrative organisation 

with a “national” scope that aims to be cohesive against diversity and “health directed” in their 

search for intersectorality in their functioning. The second (SHISS), are structured on the basis 

of a network of diverse suppliers. Three characteristics shape the latter: they are “systems” in a 

web of cogs that accommodates this diversity of suppliers and the heterogeneity of the 

individual affiliations; they account for “insurance”, because obviously they cover a limited 

range of health contingencies; and they are “social”, because they need to serve all of society 

(not individual, not actuarially based, not adjusted to the risk premia).  Both structures, NHS and 

SHIS, achieve legitimacy through political processes, even when the intentions are not always 

justified by the facts, for example the desired intersectorality in the NHS or the elimination of 

any sign of adverse selection or risks in the SHIS. 

When confronted with a specific problem, it is very tempting to submit to evaluation how the 

system responds to social needs to determine which does so best; and specially to evaluate 

these responses, while adjusting resources to the emerging situations and according to the 

management capacity to act in a streamlined and flexible manner. This requires proving, without 

any political or bureaucratic interferences, the system’s capability to manage capital, access to 

contingency funds and a certain autonomy to anticipate cycles, interpret data and coordinate 

with other health services of interest.  

The distinction between the two systems is not merely semantic; it also has a logic that allows 

the assignment of the different basic functions of the agents involved for an effective system 

operation. Clearly, we are referring to who must be responsible for (i) health planning, (ii) 

financing, (iii) insurance coverage, and (iv) the purchase and supply of services. Two basic 

parameters also distinguish these functions: the implicit weight assigned to the political and 

technical components in each of the systems and the management logic that feeds their 

rationality. It is generally possible to establish a gradient for each function in terms of its political 

and technical content, from planning and financing (much more political) to the supply of 

services (more technical, more similar to the economic-financial evaluation of the business 

world). The systems could also be distinguished in terms of the balances (between costs and 

benefits) of priorities: from the planning function, with a more political tone and a tendency to 

respond in the affirmative, to the management function, more focused on relative need and 

more likely to provoke negative responses (‘learning to say no’).  
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In light of the above, it is remarkable that regardless of the starting point (NHS or SHIS) in the 

historical designs of their health systems, the health service organisation of most Western 

countries is undergoing profound reform. This will be ongoing and shaped by the logic of each 

system (without forgetting the relationship between politics and management) and the rational 

separation and identification of the functions, while simultaneously converging on some 

common aspects. It will be tempting to judge in future what the best responses to similar 

challenges will be. But what can be considered a good health system is something that goes 

beyond a strictly impartial comparison. Its two main parameters (cost and effectiveness) contain 

elements that subvert common applied aphorisms. Thus, regarding what must be understood 

as the public opportunity costs of health care provision, we need to bear in mind the concept of 

the fiscal burden against the private social cost resulting from public regulation. In the first case 

because of the coactive tax and in the second because of the compulsory payment. Regarding 

effectiveness, we must consider the health results that depend on elements that are external to 

the health systems, and also the subjective utilitarian valuations we wish to accept. The 

differences in values between public and private systems are vast, as are the differences in how 

we should consider the welfare loss due to private payments as a result of access restrictions, 

waiting times and anguish, or how to evaluate copayments (avoidable or not) resulting from 

minor relative cost effective services.  These premises, as we will see, cast doubt on conventional 

evaluation schemes.  

All the above manifests in the difficulty of globally evaluating the health systems of the different 

countries once we account for the idiosyncrasies of their citizens. In public systems, the debate 

encompasses the Bismarck and Beveridge classic characterisations of health systems according 

to their features, and the models that have emerged from them: (i) financing based on direct 

payment, taxes, social insurance and private insurance, and (ii) the preponderance of the 

financing criteria with regard to service access and eligibility for use. In general, the genetics of 

the different systems can be known from verifying how they have arranged the key functions of 

any health organisation in terms of financing and service provision and production. While by no 

means an exhaustive explanation, what follows is illustrative of its “polymers” (networks), “base 

molecules” (care functions), “cells” (centres) and “proteins” (incentives), enabling us to 

distinguish between systems that correspond to different trajectories, cultures and ideologies 

so as to avoid the consideration that the extremes of some are clearly “superior” to those of the 

rest. 

 

The analysis allows the health systems to be categorised in three basic types: (i)  those based on 

the regulation, which confer responsibilities on third parties and, subsidiarily, only maintain 
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public social security networks for the poor and the elderly, like in the case of the United States;  

(ii) those based on public provision and production and are structured in the form of national 

health services, as already spoken about, and treat health services as simply another 

administrative service; and (iii) those that opt for the social insurance of health care, the so-

called public provision and private production systems, frequently found in continental 

European models. 

 

Public provision and production systems  

Implicit in public provision (understood as responsibility and financing) and production systems 

(care delivery from civil servants) is the full integration of the health care value chain: the public 

sector takes responsibility for every aspect from planning to production of services and defining 

the care portfolio to their purchase and provision across the territory. As if dealing with any 

other administrative service, different public departments link health prioritisation decisions 

depending on different factors: epidemiological determinants, management recruitment, 

professional training and budgetary control and evaluation systems, among others. These tasks 

are carried out by statutory members arranged in a hierarchical structure, with regulated 

workplaces and working and pay conditions that are not decided by the organisations 

themselves. 

The effectiveness of the public provision and production systems is based on the possibility of 

integrating health care with no obstacle other than the difficulty derived from implementing the 

directives they themselves have agreed to and formalising their application through orders and 

memos. Collective purchases (with the limit of the single buyer) and uniformity (with the 

limitations of little choice, the unified basic catalogue, exclusive inspection) are intrinsic to these 

systems. The “factual matters” (incentives, responsibilities, management) tend to be discussed 

in the political arena rather than in the managerial one. Services prioritisation, the catalogue of 

specific services, and the planning of needs for the most fragile groups are not always addressed 

coherently, despite the unification of the political views. Separation into departments, the lack 

of budgets for specific programmes and pressure from lobbies in the technically or politically 

weakest links are their major determinants. In fact, the planning discourse, which must be based 

on the population’s health objectives, does not transfer well to the information systems, which 

are mostly healthcare activity. At the same time, a slow control system tends to only identify 

the differences in the cost of inputs, while financing follows historical criteria (that is basically 

incremental) rather than being governed by the compensation of the health results. 

Equity is of the utmost importance in these “public” provision models, and is often cited as the 

reason for some inefficiencies being acceptable and/or used to legitimise restrictions, be they 
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services that are not covered, maximum salaries or waiting times. The very little financing other 

than from taxes is announced as a trump card. But nothing is free; moral hazard and the overuse 

inherent to these systems have their antidote in small, avoidable copayments and effective and 

equitable taxes. While these health systems certainly consume the least resources and produce 

the best results, this is not the only possible evaluative criteria. In fact, some societies weigh 

other criteria that make rationing and the lack of free choice unacceptable.  

 

Public provision with private production systems  

To varying degrees, the social health insurance systems combine regulation with public 

provision, leaving production open to all kinds of professionals, centres, organisations, and 

private health insurers, be they profit or non-profit making. They are the result of unifying 

suppliers, and they have different forms of production, which are recognised as parts of the 

system because they were generally already in place prior to the creation of the public network. 

Affiliation is obligatory through employment or the employer. However, the benefits are not 

restricted to the continuity of employment in the company, but are maintained lifelong. Over 

time, free choice of insurer, among those publicly agreed upon, is completely separated from 

job categories and companies, who are simply intermediary collaborators, and in some cases 

complement the range of healthcare coverage and/or its financing. In these systems, insurance 

is universal and the public sector is responsible for the areas not covered by the intermediaries. 

Financing is decided in per capita terms, according to the population categories, as is fitting for 

an insurance system, and there is an individual register that allows this financing to be adjusted 

depending on different factors, such as the foreseeable risk. 

The health industry, like the professional health corporations with their different agents and 

interests, plays a key role which, in some cases, can be subject to health policies that do not 

depend exclusively on the health sector. The moral abuse and lack of care taken in the use of 

certain services are tackled with more generalised co-payment’s than in the public production 

system. To this effect, the industry’s focus on efficiency is right: the health of the population and 

prospective financing is given greater importance than elements like prevention, education, 

coordination and comparing its relative efficiency with the integrated networks. Its Achilles heel 

is equity, concentrated in a potential selection of risks that may discriminate among collectives. 

This happens if the adjustments do not correctly compensate demographic risks that can break 

the effective balance of insurance. However, beyond the adjustments mentioned, there are also 

the reinsurance techniques and treatment of extreme cases outside basic financing that allow 

the public regulator to safeguard greater equity in health care. 
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Transitions among systems and types of provision: Do they converge? 

In the traditional organisation of many of the systems and alternative provisions of health care, 

we find the prevalence of a financing system that is more retrospective than prospective, 

materialising in the reimbursement of either inputs or outputs. All of these would today be 

directed towards payment largely focused on results (outcomes), these being the health of 

patients, affiliates or the population at large 

The regulation and care procedures and processes are no longer focused on the quality 

certification of professionals, manufacturing, safety and clinical efficiency standards, but are 

oriented towards the contrasted clinical effectiveness of results from comparable treatments. 

However, their ‘best value’ with respect to cost may be jeopardised by different degrees of 

formalisation of the cost-effectiveness ratio in the strict sense of the opportunity costs of public 

funds, or by allocating it a social monetary value. At any rate, the traditional channels of 

information do not allow for the precise measurement of impacts on health or on individual 

satisfaction, and therefore do not allow for a simple comparison in terms of relative 

performance. Having said that, it is obvious that all the systems seek information about 

integrated functioning and coordination of care, and planned and budgeted collaboration in line 

with the needs of the population and access to the universal coverage of the essential services. 

This is clearly the common ground of convergence of public systems despite their different 

nature. 

 

Changes in the Spanish health system  

Among other traits, the nature and evolution of the health system in Spain have been 

characterised by the expansive universalist vocation of health care, recognised in the 1986 

General Health Act, although it actually existed long before. With the economic crisis, this 

foundation has occasionally been questioned. However, for a quality evaluation of the changes 

undergone by the health system in Spain, one must not get bogged down in conjunctural details. 

The real world is far more complex and how to implement universality must be debated when, 

as in the case of Spain, the distribution of relative needs and consumption is unequal. In fact, 

effective utilisation of the services may not be equitable, despite universalism, because it is more 

easily accessed by the better educated and the influential classes. 

 

The implicit and explicit relations in the working of the Spanish system 

All the above traits weave a network of inertias and dependencies that largely depend on the 

prevailing status quo. From here the difficulty in making changes, the need for them clashing 

head-on with the acknowledgement that their implementation is highly implausible. (J.J. Artells 
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2014). This is why we could perhaps ponder the possibility of a new social contract that is robust, 

solvent, and adaptable to changing social and technological situations and, at the same time, 

financially sustainable and based on the joint responsibility of every citizen and the collective. 

More specifically, we could ask ourselves: (i) why in a democracy is it so difficult to make explicit 

implicit social contracts while we champion transparency/accountability, the culture of 

discussion, and striving for the majority consensus?; (ii) How, from the basis of the universalism 

in which public policies are embedded, must we evaluate dissociation, access to private services, 

which is even common practice among our politicians, the promoters of public service policies, 

for themselves and their offspring? Is preaching what you do not practice and freeing up 

resources which are not used by those who need them the most a way of delegitimizing the 

public system? Does perhaps a welfare state for the poor make for a poor welfare state?; (iii) 

Why insist on interfering in individual will or simple preference to better guarantee that equal 

access leads to equal results? (iv) How can we make the reality of a welfare state at the service 

of citizens, of the wellbeing of the state’s workers, more flexible? (v) How can we be clear that 

economic cost takes priority over effectiveness and reconcile this with the willingness to not 

provide something that is effective but at a given moment is considered to be a cost that cannot 

be met by public funds? This is difficult for the collective of citizens to understand, especially if 

they know about its existence.  And what is more, making the opportunity cost of these decisions 

cross-cutting, horizontal, among different branches of social spending, and between these and 

the taxes collected from citizens, remains impossible. Last, (vi) in an open society, what the 

public sector cannot provide is not prohibited.  How to evaluate private healthcare when it 

affects equity in the results is a matter that remains unanswered. Is it a case of what you don’t 

know doesn’t hurt you?  

As the publicly administered services they are, our social expenditure is very politicised right 

from the offset, especially when those managing it do not have autonomous decision-making 

capacity.  The detected needs are filtered to suit the current government, in view of the 

recognition of the problem (prime ideological assessment) and the tardiness of the responses 

(corrections are more expensive to accept). Its managers are politicians whose ignorance and 

lack of credibility in terms of their competence (highly exploited by the opposition) is often 

accompanied by a set of experts whose task of guiding is weakened by the political proximity to 

whoever has appointed them, and who sometimes lack sufficient academic force to drive or re-

direct actions. Some debates among experts emerge periodically, with a healthy dose of input 

from the corporations, further obscuring the messages. Territorial decentralisation in the 

deployment of services places greater stress on the system and makes coordination among them 

more difficult, commonly resulting in the vertical, hierarchical and contradictory acceptance 
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with the different political leanings of each regional government. Contrarily, formulating a 

coherent administrative response among departments involves huge amounts of improvisation; 

not only in determining what actions to be taken, but also when quantifying results and thereby 

demanding accountability. Last, actions usually clash head on with the budgetary provisions that 

forego the efficiency of the actions in favour of legality. Without their own treasury or 

contingency funds, and lacking in full functional accountability beyond identifying needs, their 

managers do not control health care and research resources or have autonomy in a minimum 

resources planning. All these shortcomings call for more successful future organisational and 

governmental approaches.  

In seeking to resolve these quandaries, acknowledging the observed realities among social 

protection systems does not make for selection easy. First, the data are difficult to compare, and 

what is more they shed no light on the quality of the resulting indicators such as the financial 

resources made available, access to the services (use), or the degree of restrictions imposed on 

individual liberty (waiting lists and free will). The way decentralised private health insurance 

works must, by trial and error, facilitate progress towards “learning by doing” and emulating 

best practices. Contrarily, in the face of uncertainty, centralisation magnifies any errors, based 

on strategies that cannot be reversed because of their political stance, leaving little room to 

manoeuvre, and cannot be evaluated for comparison either since they lack any differences.  

As for financing, the exclusivity of sources nowadays does not appear to allow for combining co-

payments, complementary monetary inputs additional to tax revenues, and local subsidies, 

mandatory regional monetary inputs and national insurance contributions. All of them, as 

earmarked taxes, are better accepted by the population than general taxes under the 

consideration that they themselves are making the contribution (and the responsibility is then 

offloaded onto others), or they prefer a form of payment other than those mentioned above. 

 

The test of pandemic stress 

The solvency of a system is showcased when an external factor places it under stress and we see 

how it responds. Other areas, such as banks, have already undergone the stress test to 

determine their robustness. Coronavirus is currently testing our social protection system. This is 

when its response capacity and virtues will come to light, particularly if we compare it with how 

other systems fare. We have already learned to work in a different way in response to the 
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pandemic. Professionals have collaborated among themselves without considering “what’s in it 

for me” and even private resources have contributed with their partnerships.  

Learning from the mistakes made after the outbreak of COVID-19, we must now orchestrate 

means to avoid making more in the future. Two ideas feature in most approaches: the 

promotion of agencies and working from a new governance. The promotion of agencies means 

placing decisions that are better off outside the political debate in the hands of institutions made 

up of independent experts, with a regulation that grants them autonomy to formulate expert 

proposals that are subject to the approval of a commission of appointed members and that seek 

the widest possible consensus on the measures to be taken. It is their human capital that is at 

stake and they themselves are the buffer for politicians as they jointly question decisions. And 

this on the basis of a new governance: institutional decisions based on the prudence of those 

with the greatest knowledge and who have considered all possible measures, with 

recommendations for politicians to “do it, or explain why you aren’t doing it”. It is the little 

nudge, an action by defect that ends up demonstrating what has been done. 

 

Several lessons learned 

The Commission for Social and Economic Reconstruction of the Spanish state’s upper house of 

parliament has been gathering recommendations to shape a Public Health and Health Care that 

can respond to the present and future challenges of COVID-19 and its innumerable impacts. In 

scientific and professional circles there is agreement on the need for an independent Public 

Health Agency that unites the available scientific-technological capacities and places them at 

the service of society. It is time to put words into action. There is no doubt whatsoever that we 

must assemble all the available health intelligence in a single accredited agency that gains the 

population’s trust regarding the scientific benchmarks that must inform health policies in 

turbulent times, stemming from the loss of health and its socioeconomic consequences.  

Success in terms the agency’s public benefit will be achieved if what is apt for society is attractive 

to the actors concerned. This is relevant because some of the proposals suggest strengthening 

the Ministry of Health and grouping separate centres into an institution affiliated to it that has 

autonomous region input. But one thing is to strengthen the Ministry in line with the structural 

changes required by the public administration so that it can innovate and evaluate 

transparently, staying one step ahead of developments in emerging fields, and another thing is 
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to confer it the status of a dependent institution that does not fit with the state’s structure, 

designed to be federal and a multi-level decision-making space. 

Scientific and technical capacities are currently spread among universities, research centres and 

other institutions with varying systems of dependency. What we need to do is shape a 

networked organisation capable of implementing technical and scientific directives with celerity, 

and has the flexibility to incorporate the best available collective intelligence. The key is to 

articulate a form of governance that enables various administrations to take part in the election 

of its management bodies and is accountable in the respective parliaments. 

The initial worry of “it must not happen again” dissipates and the temptation of the economic 

and political status quo converges in short-termism: it is that parallel between seasonal work 

and electoral campaigns. This must not lead us into pessimism. From different stake-holders 

green shoots emerge. First, raised awareness among our “erudite people” in favour of 

evaluation, prioritisation and cost effectiveness is unanimous and irrespective of origin and 

points of departure or areas of analysis. Only politicians, of course, disagree so as to not put 

themselves at any risk in the institutionalisation of the “fourth hurdle”, for fear of having to face 

up to whatever the results of the evaluation are and what could be the analysis of prioritisation 

as negative discrimination against those who were “non-priority”. Second, management is 

identified as decisive (recruitment, talent, collaboration, coordination) to face whatever the 

economic sector throws in the way, and vice-versa: it is recognised (it has been observed, it has 

been openly proven) that in state provided public health this is not possible due to staff 

appointments subject to statues, lack of flexibility, poor organisational autonomy and slow 

action and purchasing. The evidence against the way our health system is administered is so 

overwhelming that continuing the same way in face of the anticipated challenges is unthinkable.  

Third, the value assigned to primary health care and public health is calculated based on 

economy and health, without acknowledging the importance of good hospital care: a 

recognition that promotes better financing of the health sector, with the first beneficiaries being 

the professionals to whom society owes their gratitude. This is as certain as it is risky, in light of 

the system’s capacity to devour public funds for staff increases, salaries, low apparent 

productivity… for things to stay the same. 

Whatever the case, this residue of know how is here to stay. The timings for when this will 

manifest in specific and effective proposals is unknown. Among the obstacles to this 

development are the dangers of traditional political responses such as creating discussion and 

study committees, reports and decrees. Each Ministry currently has at least one, as have the 
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regional councils, and above these both the premier and its underlings have theirs. To these we 

can add the pre-existing consultation committees, in some cases with dubious separation 

between health care and public health, not to mention between health and social services, or 

between the political economy and social policy commissions. Superimposed upon this situation 

are international bodies, ad hoc created national observatories, the administrative secretaries, 

national centres of experts (civil servants) and public bodies with well-known analytical staff 

(Bank of Spain, AIREF, Chambers of Commerce, among others). A set up that dilutes more than 

it concentrates, that “passes the ball around rather that takes a shot at goal”, which ends up 

with representatives of the status quo sitting alongside legitimate experts as a result of the age-

old need to ensure “that everyone is represented”, seeking a consensus that due to the 

heterogeneity only accepts euphemistic proposals and those involving an increment in 

resources. This goes against to just relying on a commission, a well identified group of experts 

who, with prudential powers (recommendations of “do it, or explain why you are not doing it”), 

make a ruling once their effects have been evaluated (costs and results). For this, a draft of 

supposed consensuses on the basis of ambiguities is not required, whereby desires are confused 

with realities and aspirations acknowledged as being highly unlikely to be satisfied, despite 

commanding wide support bases.  

 

Some other minor observations 

On both sides, with some exceptions, the epidemic seems to have caused a distancing from 

copayments and has shut its eyes to the consequences of their absence: the growing weight of 

private health insurance and inequality in exclusion, not because of  the ineffectiveness of 

treatments but because of relatively high cost effectiveness, which is not “politically” affordable; 

simply put, it is an exclusion without palliative measures, which leaves the least socially 

advantaged without access to certain services, with 100% copayments and no chance of 

selective tax deduction.  At the same time, voluntary private insurance has increased its share 

among the Spanish population. 

It is generally well established that in the area of health nowadays the emphasis is on resources 

and expenditure, as if taking for granted that financing is guaranteed, possibly due to the dream 

(misunderstood) of European aid. In contrast, from the economy greater concern for both sides 

of the budget can be observed, although the weight of those that support extra-fiscal measures 

is diminishing; the focus today more than ever is on the tussle between avoidance and tax 

evasion. It would seem that the individual responsibility required to eradicate the pandemic 
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does not allow financial responsibility to emerge. Undoubtedly, this personal responsibility is far 

removed from the concept of the public good, of externalities, and is very close to the theory of 

market failure due to “not internalising the benefits and costs” in a way that is consistent with 

individual actions. And this particularly from the belief of the things that have been done badly 

in a political sense, and now, with copayments, it would seem that the invoice for the cost of 

the errors made is being passed on with impunity to citizens.  

In any case, and considering arguments from public health, the solution is clearly not just a 

matter of “more resources”. The system needs to be redirected, although here the definitions 

of its reformists complements are not easy, with calls for concepts that have become clichés, 

like “better governance”, effective management, changes in the political system, more 

democracy and the like, all designed to sidestep more concrete administrative reforms. This 

strategy is common to the society/health interface. The application of the “all-rounder” 

solutions is found in Mazzucato’s latest book (“The value of things”), a reference text about what 

must and must not be imported. In my opinion, value is a confusing concept that hovers 

somewhere between commercial, physiocratic, classic Ricardian and Marxist traditions.  The 

search for price based on value is, in effect, the alibi for whoever wants to escape the sharper 

link of “what has a price has value- we set the price according to the value”, in the productive/ 

not productive arena; the transformative and the distributive confusion; the technologically 

progressive and the productivity lag, etc. In part, this perception comes from a justified criticism 

of the rescue of the financial sector and praise of the public sector which, in the literature, 

despite being a good cause is based on fussy arguments. In times of a major pandemic this 

generates huge concerns, as much for the prices of treatments for Covid-19 as for what ought 

be universal access to vaccination, and also for the negligence with which the markets have 

undervalued the talent in the public sector and the institutional capital needed for the economy 

to function well. But this is not going to be resolved over night with nothing more than political 

slogans; social capital, individual and collective responsibilities, public-private collaboration, 

coordination and integration, a single agreed scorecard are increasingly taken into 

consideration. It is difficult for concrete proposals to emerge from this scenario. After these 

euphemisms, the economic dispute regarding more resources for public health from tax 

pressure, high at the micro level for contributors and low at the macro level of collection, is often 

bubbling under the surface. From this economic dispute there is a debate that is sometimes 

corporative and intra-governmental involving public health and social aid specialists, between 

gerontologists and internal medical specialists, general practitioners and specialists, permanent 

staff and interns, nurses and socio-sanitary staff. This extends to the medicalisation of care 
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homes for the elderly, traceability from primary care or externalised professionals, all involving 

implications for salaries, the standardisation of working conditions and the fight for a piece of 

the pie for each of them. What all this exposes is an uncertain panorama when it comes to 

reform.  

 

Summary and conclusions 

From the analysis made, the Spanish health system teaches us some lessons: (i) “untangling” a 

health system to adjust it to new challenges with flexibility is no easy task. But one can be 

selectively radical, effecting minor but sufficiently powerful changes, which also affect visibility, 

diminishing fears and resistances. In Spain, the most important changes may have been the 

health concentration kept outside the traditional administrative frameworks and mainly located 

in the non-profit sector, and the empowerment of groups of primary health care professionals 

who cooperate among themselves, taking on some quotas of financial responsibility. (ii) 

Professionals are needed to tackle any change, but they must understand that the autonomy 

demanded in clinical practice must go hand in hand with financial responsibility and 

accountability. To this effect, there is a generational gap in terms of the desire to work in a team; 

a reticence possibly affected by aged physicians’ mistrust of sharing in public care and competing 

in their private practice (lax compatibilities, or moonlighting). (iii) There is still a huge political 

influence in directly managed public health: unions still hold much weight, managers are seen 

more as commissioned central delegates than directors of ‘local orchestras’, and they are often 

replaced with changes of government; to this effect, they are seen as the most temporary of all 

the professionals in the system. The politicians who appoint them are seeking social harmony 

with no serious disruptions to make them lose votes. In any case, they construct ideological 

discourses about the health system which, with a few exceptions, have no impact in real life. If 

the debates are taken to higher parliamentary bodies, the search for consensuses tends to 

descend into euphemisms that are difficult to operationalise. There are some professionals who 

push for (selective) change; not, however, politicians who, beyond manifestos, fear the 

consequences. The political discourse of “evident” inequality in any aspect of health 

contaminates a more efficient service delivery. The territorial divisions that allow for 

decentralisation give any form of dissent a greater political content which, when it creates 

controversy, acts as a paralysing factor. Since we do not have a fourth hurdle for cost 

effectiveness accepted “ex ante” and placed in the hands of an agency as a more independent 

authority, the restrictions on benefits and funding increases will always be a political weapon. 

(iv) E la nave va…. 



      

18 
 

Some bibliographic references 

 
Artells, J.J. (2014). La reforma del sistema sanitario español, entre lo deseable y lo posible.  Delphi 

de stakeholders. Fundación Salud, Innovación y Sociedad. Fundación Novartis Barcelona. 

López-Casasnovas G (2015) El Bienestar Desigual. Editorial Península. 

López-Casasnovas G, Laia Maynou y Marc Saez (2015). Another Look at the Comparisons of the 

Health Systems Expenditure Indicators. Social Indicators Research, Vol. 121, No 1, 149-

175, January. 

López Casasnovas G & Héctor Pifarré i Arolas (2021) "Health Care Systems: Organization and 

Response to COVID-19 with a Focus on Spain", Forum for Social 

Economics, DOI: 10.1080/07360932.2021.1915835 

López-Casasnovas, G.; Pifarré i Arolas, H. (2021), "The Spanish Health-care System", Baltagi, 

B.H. and Moscone, F. (Ed.) The Sustainability of Health Care Systems in Europe (Contributions to 

Economic Analysis, Vol. 295), Emerald Publishing Limited, pp. 189-

207. https://doi.org/10.1108/S0573-855520210000295016 

Luca Lorenzoni, Francette Koechlin (2017).  International Comparisons of Health Prices and 

Volumes: New Findings. OECD May.  

K. Polin, M. Hjortland, A. Maresso et al. (2021) “Top-Three” health reforms in 31 high-income 
countries in 2018 and 2019: an expert informed overview Health policy 125, 815–832) 
 
Wendt C (2019) Social Health Insurance in Europe: Basic Concepts and New Principles. Journal of 

Health Politics, Policy and Law, Vol. 44, No. 4, August. 

(#) The author acknowledges the help of Héctor Pifarré to an earlier version of this paper It has 

been prepared for the Handbook of Political Economic Analysis of Health Systems (Costa et al, 

eds, 2022)

https://www.barcelonagse.eu/people/lopez-casanovas-guillem
https://www.barcelonagse.eu/people/lopez-casanovas-guillem
https://www.tandfonline.com/doi/full/10.1080/07360932.2021.1915835
https://www.emerald.com/insight/content/doi/10.1108/S0573-855520210000295016/full/html


      

19 
 

Latest Titles of the Health Policy Papers Collection: 

López-Casasnovas, G; " Envelliment, salut i activitat econòmica i empresarial" Health Policy Papers 
Collection 2022-02_GL. 

López-Casasnovas, G; "Análisis de economía política del Sistema de Salud Español" Health Policy 
Papers Collection 2022-01_GL. 

López-Casasnovas, G; "Les desigualtats socials a l’entorn urbà centre-perifèria de Barcelona" Health 
Policy Papers Collection 2021-18_GL.  

López-Casasnovas, G; "Farmacoeconomía y evaluación de medicamentos: ¿Quo vadis?" Health 
Policy Papers Collection 2021-17_GL.  

López-Casasnovas, G; "A propósito del debate Marmot-López sobre desigualdades en salud." 
Health Policy Papers Collection 2021-16_GL.  

López-Casasnovas, G; "Reflexiones post covid ¿Qué hacemos con las desigualdades en salud?" 

Health Policy Papers Collection 2021-15_GL.  

López-Casasnovas, G; Pinto-Prades, JL; "Cuan lejos pueden y deben ir los economistas de la 
salud con el análisis Coste Efectividad" Health Policy Papers Collection 2021-14_GL_JP.  

Sabater Mezquita, R; López Casasnovas, G; "Efectivitat de les mesures contra la transmissió de 
la COVID-19 a l’Europa Occidental. Hi ha influït la “cultura mediterrània” i/o el model 
sanitari?" Health Policy Papers Collection 2021-13_RS_GL. 

Sabater Mezquita, R; López Casasnovas, G; “Efectes de la covid-19 a les llistes d’espera de la 
Catalunya Central. Quin coll d’ampolla té més influencia per a la disminució entre 2019 i 2020 
dels diagnòstics de càncer?” Health Policy Papers Collection 2021-12_RS_GL. 

Del Llano J, J; Mestre-Ferrandiz, J; Espín, J; Gol-Montserrat, J; Del Llano, A; Bringas, C; “Public 
health policies for the common interest: Rethinking eu states´incentives strategies when a 
pandemic reshuffles all interests.” Health Policy Papers Collection 2021-
11_JD_JM_JE_JG_AD_CB; 

López Casasnovas, G; "La maximización de los AVAC y el óptimo social" Health Policy Papers 
Collection 2021-10_GL_LP 

López Casasnovas, G; "Mi visión sobre los cambios que llegan a nuestros sistemas de salud de 
la mano de la digitalización" Health Policy Papers Collection 21-09_GL. 

López Casasnovas, G; López Seguí, F; Arasanz Goset, A; “Sustainability and resilience in the 
spanish health system” Health Policy Papers Collection 2021-08_GL. 

López Casasnovas, G; “La salud, la distribución de la renta y los condicionamientos sociales” 
Health Policy Papers Collection 2021-07_GL. 

López Casasnovas, G; “La evaluación económica en su encrucijada institucional. Genética de 
un Manifiesto” Health Policy Papers Collection 2021-06_GL. 

López Casasnovas, G; “Los estragos de la crisis de la Covid 19. Años de vida perdidos por 
muertes prematuras” Health Policy Papers Collection 2021-05_GL. 

https://www.upf.edu/web/cres/health-policy-papers 

https://www.upf.edu/web/cres/health-policy-papers


      

 
 

 


