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Economic shocks pose a threat to health and health system
performance by increasing people’s need for health care and
making access to care more difficult – a situation compounded
by cuts in public spending on health and other social services.
But these negative effects can be avoided by timely public
policy action. While important public policy levers lie outside
the health sector, in the hands of those responsible for fiscal
policy and social protection, the health system response is
critical.

This book looks at how health systems in Europe reacted to
pressure created by the financial and economic crisis that began
in 2008. Drawing on the experience of over 45 countries, the
authors:

• analyse health system responses to the crisis in three policy
areas: public funding for the health system; health coverage;
and health service planning, purchasing and delivery

• assess the impact of these responses on health systems and
population health

• identify policies most likely to sustain the performance of
health systems facing financial pressure

• explore the political economy of implementing reforms in a
crisis

The book is essential reading for anyone who wants to
understand the choices available to policy-makers – and the
implications of failing to protect health and health-system
performance – in the face of economic and other forms of shock.
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Foreword I

Since 2008, the WHO Regional Office for Europe and the European Observatory 
on Health Systems and Policies have been monitoring the effects of the financial 
and economic crisis on health and health systems in Europe, working alongside 
the European Commission and bringing together the work of many others 
through the Health and Financial Crisis Monitor.

This book is an important outcome of that collaborative endeavour. It 
summarises the findings of a joint WHO and Observatory study on how health 
systems in Europe responded to the crisis. The study builds on the commitments 
and shared values of the Tallinn Charter – signed in 2008, just as the global 
financial crisis was unfolding – and on joint WHO and Observatory work on 
financial sustainability in health systems (2009) and the complex links between 
health systems, health, wealth and societal well-being (2011).

Member States discussed the book’s early findings at a WHO high-level meeting 
hosted by the Norwegian government in Oslo in 2013, resulting in the following 
policy recommendations, all of which are reinforced in this volume:

• Short-term policy responses to fiscal pressure should be consistent with 
long-term health system goals and reforms.

• Fiscal policy should explicitly take account of health impact.
• Social safety nets and labour market policies can mitigate the negative 

health effects of the financial and economic crisis.
• Health policy responses make a difference to health outcomes, access to 

care and the financial burden on the population.



xii  Foreword I

•	 Funding	for	public	health	services	must	be	protected.
•	 Fiscal	policy	should	avoid	prolonged	and	excessive	cuts	in	health	budgets.
•	 High-performing	health	systems	that	are	more	efficient	are	better	prepared	

and	more	resilient	during	times	of	crisis.
•	 Deeper	structural	change	in	health	systems	will	take	time	to	deliver	savings.
•	 Safeguarding	 access	 to	 services	 requires	 a	 systematic	 and	 reliable	

information	and	monitoring	system.
•	 Prepared	and	resilient	health	systems	result	primarily	from	good	governance.

WHO’s	 support	 to	 its	Member	States	 in	 times	of	 economic	crisis	 is	 rooted	 in	
Health	2020,	the	European	policy	for	health	and	well-being,	with	its	emphasis	
on	 solidarity,	 equity	 and	 better	 leadership	 and	 governance	 for	 health.	 A	
resolution	 on	 health	 systems	 and	 the	 crisis	 adopted	 at	 WHO’s	 Regional	
Committee	 for	 Europe	 in	 2013	 urged	 Member	 States	 to	 act	 on	 these	
recommendations	when	shaping	their	responses	to	the	crisis.	It	requested	the	
Regional	Director	to	continue	to	provide	Member	States	with	tools	and	support	
for	 policy	 analysis,	 development,	 implementation	 and	 evaluation,	 in	 close	
cooperation	with	partners.	Monitoring	 the	effects	of	 the	crisis	on	health	and	
health	 systems,	 as	 part	 of	 the	 move	 towards	 universal	 health	 coverage	 in	
Europe,	therefore	remains	a	priority	for	my	office.

Zsuzsanna	Jakab,	Regional	Director,	WHO Regional Office for Europe



Foreword II

The primary aim of this book is to generate knowledge and evidence for policy-
makers struggling to cope with economic shocks. We believe it will also be of 
use to countries facing other forms of shock – for example, financial pressure 
resulting from failure to stem the growing burden of chronic illness. Through 
detailed but succinct analysis of how health systems in Europe responded to 
the crisis, the book provides insights into the sorts of policies that are most 
likely to protect health, ensure financial protection and sustain the performance 
of health systems experiencing fiscal pressure. Here, we highlight three of the 
book’s most salient lessons.

First, the issue of resilience has particular resonance, especially now, as 
countries emerge from the worst and begin to look to the future. It is evident 
that when the crisis began, some health systems were much better prepared 
than others to cope with fiscal pressure. The book identifies a number of factors 
that helped to build resilience, making it easier for countries to respond 
effectively. These include countercyclical fiscal policies, especially 
countercyclical public spending on health and other forms of social protection; 
adequate levels of public spending on health; no major gaps in health coverage; 
relatively low levels of out-of-pocket payments; a good understanding of areas 
in need of reform; information about the cost-effectiveness of different services 
and interventions; clear priorities; and political will to tackle inefficiencies and 
to mobilize revenue for the health sector. 

Second, although being prepared is important, policy responses to pressure are 
decisive. The book shows how policy-makers have choices, even in austerity. 



xiv Foreword II

Fiscal and health policy responses to the crisis varied across countries, 
reflecting policy choices, not just differences in context. The wide range of 
responses the book analyses demonstrates how countries facing severe fiscal 
pressure can introduce changes that secure financial protection and access to 
health services for vulnerable groups of people, that strengthen health system 
performance and that build resilience. 

Third, we know from previous crises that negative effects on population health 
and on health systems can be mitigated through timely policy action. But this 
crisis has shown more clearly than ever before that health policy-makers cannot 
do it on their own. To protect health and access to health services, we need to 
engage and work in partnership with those responsible for social and fiscal 
policy. Social policy promotes household financial security, while fiscal policy 
enables government to maintain adequate levels of social spending, including 
spending on the health system. In many countries, the crisis has created a 
unique opportunity for dialogue between ministries of health and ministries of 
finance. This is an opportunity that should be seized.

Hans Kluge, Director, Division of Health Systems and Public Health,
WHO Regional Office for Europe

Josep Figueras, Director, European Observatory on Health Systems and Policies
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chapter one
Making sense of health 
system responses to 
economic crisis

Sarah Thomson, Josep Figueras, 
Tamás Evetovits, Matthew Jowett, 
Philipa Mladovsky, Anna Maresso 
and Hans Kluge

1.1 Why look at health system responses to economic crisis?

Not long after the start of the global finan cial crisis, 53 coun tries signed the 
Tallinn Charter, a frame work for strength en ing health systems in Europe. The 
charter explores the rela tion ship between health systems, health and wealth, 
sets out the values and prin ciples under pin ning European health systems and 
expresses a commit ment to demon strate these values through action (WHO 
2008). Signatories to the charter could not have known how soon this commit-
ment would be tested, although the collapse of US invest ment bank Lehmann 
Brothers two days before the charter was endorsed provided an inkling of what 
was to come.

The crisis has given substance to an old and often hypo thet ical debate about 
the finan cial sustain ab il ity of health systems in Europe. For years it was the 
spectre of ageing popu la tions, cost- increas ing devel op ments in tech no logy and 
chan ging public expect a tions that haunted European poli cy makers troubled by 
growth in health care spend ing levels – but when the threat emerged, it came in 
the shape of a differ ent trium vir ate: finan cial crisis, sover eign debt crisis and 
economic crisis. After 2008, the focus of concern turned from the future to the 
present – from worry ing about how to pay for health care in 30 years’ time, to 
how to pay for it in the next three months.

Not all European coun tries were affected by the crisis. Among those that 
were, the degree to which the health budget suffered varied. Some coun tries 
exper i enced substan tial and sustained falls in public spend ing on health; others 
did not. These changes and compar at ive differ ences provide a unique oppor-
tun ity to observe how poli cy makers respond to the chal lenge of meeting health 
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care needs when money is even tighter than usual. The magnitude of the  
crisis – its size, dura tion and geograph ical spread – makes the endeav our all the 
more relev ant.

In this book we address three ques tions: How have health systems in Europe1 
respon ded to the crisis? How have these responses affected health system 
perform ance, includ ing popu la tion health? And what are the implic a tions of 
this exper i ence for health systems facing economic and other forms of shock in 
the future? The book’s contri bu tion is to map and analyse policy responses 
across Europe from late 2008 to the middle of 2013. It is part of a wider initi at ive 
to monitor the effects of the crisis on health systems and health, to identify 
those policies most likely to sustain the perform ance of health systems facing 
fiscal pres sure, and to gain insight into the polit ical economy of imple ment ing 
reforms in a crisis.

Although Europe’s current crisis has been unpar alleled in some respects, 
there are lessons that can be learned from previ ous economic shocks. In the 
next two sections we set out, from a theor et ical perspect ive, the differ ent  
ways in which an economic shock poses a threat to health and health systems, 
then review inter na tional evid ence from earlier reces sions. Following this, we 
present the study’s concep tual approach to analys ing health system responses 
to economic crisis. Policy responses to heightened fiscal pres sure in the health 
sector may involve spend ing cuts but can also include efforts to get more out  
of avail able resources or to mobil ize addi tional revenue. Finally, we present the 
study’s methods and limit a tions and summar ize the contents of the rest of  
the book.

1.2 Crisis as threat: theory

In previ ous work we defined a health system shock as ‘an unex pec ted occur-
rence origin at ing outside the health system that has a large negat ive effect on 
the avail ab il ity of health system resources or a large posit ive effect on the 
demand for health services’ (or both) (Mladovsky et al. 2012: v). An economic 
shock is partic u larly chal len ging because it gener ates pres sures on multiple 
fronts, affect ing house holds and govern ments and health sector reven ues as 
well as expendit ures. These pres sures, and the responses they trigger, can have 
serious implic a tions for health and for health system perform ance.

Economic crises affect health outcomes by increas ing people’s need for 
health care and making it more diffi cult for them to access the care they  
need (Musgrove 1987). Figure 1.1 shows how health outcomes can be lowered 
through two path ways. In the first pathway, unem ploy ment, falling incomes 
and greater indebted ness reduce house hold finan cial secur ity, leading to 
changes in levels of stress, changes in health- related beha viours and changes in 
access to health services. In the second pathway, a reduc tion in govern ment 
resources gener ates fiscal pres sure in the health system, which also leads to 
changes in access to health services.

Neither pathway is as linear as this descrip tion implies. Both include elements 
that can exacer bate the initial impact on house holds and govern ments, creat ing 
vicious circles. For example, a reduc tion in govern ment resources that leads to 
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job losses in the public sector or cuts in public spend ing on social protec tion is 
likely to under mine house hold finan cial secur ity and have a knock- on effect on 
tax reven ues. At the same time, a cut in public spend ing on health that results in 
higher user charges or longer waiting times will shift some costs to house holds, 
adding to their finan cial insec ur ity.

The path ways are contin gent on a wide range of public policy choices, many 
of which lie outside the health sector. Fiscal policy – the way in which govern-
ments use taxes and spend ing to influ ence the economy – shapes the effect of a 
crisis on public spend ing on social protec tion, while non- health social policies 
influ ence house hold expos ure to finan cial insec ur ity. Choices are avail able in 
the health sector too, even if constrained by fiscal policy, an issue we discuss 
more fully below.

Variables in both path ways can create or exacer bate fiscal pres sure in the 
health sector. Health systems exper i ence fiscal pres sure when per capita levels 
of public spend ing on health do not rise to meet increased demand for health 
services or fall while demand remains stable or increases. In an economic crisis, 
sources of fiscal pres sure may include factors relat ing to fiscal policy, health 

Figure 1.1 Pathways to lower health outcomes in an economic crisis

Source: Adapted from Musgrove (1987).

Note: The figure mainly explores health sector path ways. It is import ant to note that ‘non- 
health social protec tion’ will usually involve many mech an isms to protect house holds and 
ensure their finan cial secur ity.
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finan cing policy, lower health outcomes and coping strategies adopted by 
finan cially insec ure house holds.

Figure 1.2 presents these factors in more detail. It high lights the sali ence of 
house hold finan cial insec ur ity as a source of fiscal pres sure. It also shows how 
house hold coping strategies inter act with health system factors to create fiscal 
pres sure. While fiscal policy may be the single most import ant determ in ant of 
finan cial pres sure, the other factors can be signi fic ant, espe cially where unem-
ploy ment rises rapidly and enti tle ment to health care is linked to employ ment 
status.

The poten tial for house hold finan cial insec ur ity to contrib ute to fiscal pres-
sure is partic u larly evident on the expendit ure side. When people exper i ence 
greater finan cial insec ur ity, they may make more use of publicly financed 
health services for the follow ing reasons: their health has deteri or ated and they 
need more care; they have gained means- tested cover age through safety nets; 
they have lost employ ment- based cover age – or stopped paying mandat ory 
health insur ance contri bu tions – and can only access services that are univer-
sally avail able; they have stopped buying volun tary health insur ance; or they 
want to avoid paying out- of- pocket for privately provided treat ment (Di Matteo 
2003). People who are finan cially insec ure may also reduce their use of publicly 
financed health services or use them in ways that are less cost- effect ive for  
the health system and can damage health outcomes in the longer term – for 

Figure 1.2 Sources of health system fiscal pres sure in an economic crisis

Source: Authors.
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example, stop ping medic a tion, delay ing seeking care (espe cially prevent ive 
care) or relying more on emer gency care.

If not care fully managed, fiscal pres sure is likely to under mine all aspects  
of health system perform ance – not only health outcomes, but also finan cial 
protec tion, equity in finan cing the health system, equity of access to health 
services, quality and effi ciency in service deliv ery, patient satis fac tion, trans-
par ency and account ab il ity (WHO 2000, 2010). How badly perform ance is 
affected will depend to some extent on the sever ity of the pres sure facing  
the health system and house holds and on the under ly ing context, includ ing  
the perform ance of the health and wider social protec tion system. Perhaps the 
most crit ical factor, however, is the way in which poli cy makers respond  
to fiscal pres sure, both at the level of the govern ment as a whole and in the 
health sector.

1.3 Crisis as threat: evid ence

Literature on the impact of earlier reces sions on health and health systems 
demon strates how varied the effects of an economic shock can be. Here, we 
summar ize some key find ings regard ing impact on govern ment spend ing, on 
access to and use of health services, and on health outcomes.

Fiscal effects – the extent to which economic shocks affect govern ment 
spend ing – tend to vary by country income level. Broadly speak ing, govern-
ment spend ing, includ ing spend ing on the social sectors, is pro- cyclical in 
poorer coun tries – falling as gross domestic product (GDP) declines – and 
coun ter cyc lical in richer coun tries (rising as GDP declines) (del Granado et al. 
2013; Velényi and Smitz 2014). Two other find ings are import ant, however. First, 
although spend ing patterns seem to be linked to the avail ab il ity of finan cial 
resources in a country, espe cially the magnitude of fiscal defi cits (Gottret et al. 
2009), research suggests that the strength of national insti tu tions is a more 
import ant explan at ory factor than macroe co nomic indic at ors (Calderón et al. 
2012). In other words, coun tries with weak insti tu tions are less likely to pursue 
coun ter cyc lical policies. Second, recent analysis incor por at ing the early effects 
of the current crisis indic ates that a severe and protrac ted crisis can trigger pro- 
cyclical patterns of health and social spend ing in high- income coun tries (Velényi 
and Smitz 2014).

Countercyclical govern ment spend ing is crit ical to economic and human  
devel op ment and plays an import ant role in protect ing health in an economic 
crisis (Velényi and Smitz 2014). Analysis of Organisation for Economic Co- oper a-
tion and Development (OECD) coun tries shows how increases in public social 
spend ing are asso ci ated with reduc tions in mortal ity (Stuckler et al. 2010).  
In the reces sion of the early 1990s, European coun tries with strong social 
protec tion mech an isms, partic u larly active labour market programmes, were 
able to decouple suicides from rising unem ploy ment (Stuckler et al. 2009). 
Social protec tion played a role in mitig at ing the health impact of the Great 
Depression in the United States in the 1930s (Stuckler and Basu 2013) and of 
more recent economic crises in middle- income coun tries (Musgrove 1987; 
Waters et al. 2003; Gottret et al. 2009). Recent research in the United States also 
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suggests that more gener ous state unem ploy ment benefit programmes have 
moder ated the rela tion ship between unem ploy ment rates and suicide over the 
last 40 years (Cylus et al. 2014).

In a crisis it may not be enough simply to main tain levels of govern ment 
social spend ing, however, espe cially where these levels are initially low. The 
content and reach of social protec tion programmes are likely to make a differ-
ence and, in coun tries without univer sal programmes, policies target ing vulner-
able groups may be more effect ive than a singu lar focus on main tain ing 
pre- crisis levels of public spend ing on health (Gottret et al. 2009).

Most of the evid ence on reces sion- related changes in house hold health care- 
seeking beha viour comes from low-  and middle- income coun tries. It suggests 
that, in the absence of univer sal enti tle ment, people stop paying health  
insur ance contri bu tions, use fewer health services in general and switch  
from private to publicly financed providers (Gottret et al. 2009). Not surpris-
ingly, such coping strategies are more pronounced among poorer house holds 
(Gottret et al. 2009). Recent analysis from central Asia and Eastern Europe 
confirms these results and shows that declines in use are partic u larly  
signi fic ant for prevent ive services – for example, antenatal visits (Hou et al. 
2013). These find ings have implic a tions for health outcomes and health  
system costs.

Recession- related effects on health outcomes vary by country income level. 
Low- income coun tries exper i ence increases in infant mortal ity and malnu tri-
tion and these can be substan tial (Hou et al. 2013). Middle- income coun tries are 
more likely to encounter health system effects such as reduc tions in govern-
ment spend ing and changes in the use of health services, although there is also 
evid ence of increases in infant mortal ity and mortal ity from alcohol in coun-
tries where the shock is severe (Hou et al. 2013). High- income coun tries show a 
mixture of posit ive and negat ive health effects due to unem ploy ment. Rising 
unem ploy ment rates are asso ci ated with popu la tion health improve ments such 
as reduc tions in road traffic injur ies and deaths, while indi vidual job loss is 
linked to negat ive effects, most often involving mental health disorders and 
suicide (Catalano et al. 2011). Effects on other health outcomes vary across 
high- income coun tries and accord ing to multiple factors (see chapter six for a 
detailed explor a tion of the impact of reces sions on health). A common finding, 
however, is that health outcomes gener ally worsen in people who become 
unem ployed.

The liter at ure confirms an intu it ively obvious notion: effects on health are 
unlikely to be exper i enced by the whole popu la tion. In a crisis, negat ive effects 
are seen to be concen trated among people exper i en cing or at risk of poverty, 
unem ploy ment, social exclu sion and poor health (Musgrove 1987; Yang et al. 
2001; Cutler et al. 2002; Gottret et al. 2009). Adverse effects on these relat ively 
vulner able groups of people may be masked, in aggreg ate analysis, by improve-
ments for others.

We draw three conclu sions from this brief review of the impact of earlier 
reces sions on health and health systems. First, reces sions create or exacer bate 
fiscal pres sure because health systems gener ally require more, not fewer, 
resources at a time of economic crisis – not only to address greater need for 
health care, but also due to greater reli ance on publicly financed services.
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Second, the negat ive effects of an economic shock can be avoided or mitig-
ated through policy action. However, some health and health system outcomes 
are affected by factors beyond the health system’s imme di ate control. The  
two most relev ant public policy areas in this regard are social policy, which 
promotes house hold finan cial secur ity, and fiscal policy, which enables govern-
ment to main tain adequate levels of social spend ing, includ ing spend ing on  
the health system. Countercyclical public spend ing on health and on other 
forms of social protec tion play a crit ical role in build ing health system resi li-
ence (Thomas et al. 2013). To protect health and main tain health system 
perform ance, health poli cy makers will need to engage with those respons ible 
for social and fiscal policy.

Third, barri ers to access ing effect ive health services are a factor in both of 
the path ways to lower health outcomes depic ted in Figure 1.1. Removing access 
barri ers is there fore likely to play a key role in prevent ing deteri or a tion in 
health outcomes and in health system perform ance. Since it is evident that an 
economic crisis will not affect the health of the whole popu la tion – people who 
are finan cially secure are unlikely to be signi fic antly adversely affected – policy 
should pay partic u lar atten tion to those who are exper i en cing or at risk of 
poverty, unem ploy ment, social exclu sion and poor health.

1.4 Analysing health system responses to economic crisis

Evidence from earlier reces sions points very clearly to the import ance of how 
health systems respond to an economic shock. Faced with heightened fiscal 
pres sure in the health sector – a growing imbal ance between public revenue 
and expendit ure or increased demand for public funding – poli cy makers can 
adopt one or more of the follow ing approaches:

• attempt to get more out of avail able resources through effi ciency gains
• cut spend ing by restrict ing budgets, inputs or cover age of health services, 

and
• mobil ize addi tional revenue.

The need to respond to a fiscal constraint – no matter how severe the  
constraint – does not exist inde pend ently of, or super sede, policy goals for the 
health system (Thomson et al. 2009b). A general prin ciple is that actions should 
be in line with these goals to avoid under min ing perform ance. It matters if 
fiscal balance is achieved at the expense of health outcomes, finan cial protec-
tion, equity, effi ciency and quality. It is also useful to remem ber that a health 
system can be both fisc ally balanced and inef fi cient. Even in a crisis situ ation, 
there fore, poli cy makers need to keep this basic prin ciple in mind.

Table 1.1 lists the sorts of actions involved in each approach. Attempting to 
get more out of avail able resources is an obvious default response since most 
health systems have scope for doing things more effi ciently. In 2010, the World 
Health Report estim ated that between 20 and 40 per cent of health resources 
are wasted (WHO 2010). It iden ti fied ten common sources of inef fi ciency in 
health systems (Table 1.2), all of which are amen able to policy action. Tackling 
the root causes of inef fi ciency often requires invest ment and time, however, 
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Table 1.1 Policy responses to fiscal pres sure in the health system

Getting more out of avail able resources through effi ciency gains

•  Improving procure ment processes
•  Minimizing over head costs
•  Addressing frag ment a tion in pooling, purchas ing and service deliv ery
•  Improving effi ciency and quality in service deliv ery
•  Using HTA to promote evid ence- based cover age and service deliv ery
•  Promoting cost- redu cing substi tu tion (e.g. drugs, skill mix, care settings)

Spending cuts and cover age restric tions

•  Capping, freez ing or cutting spend ing in the health sector
•  Restricting health cover age: popu la tion enti tle ment, the bene fits package, user 

charges

Mobilizing addi tional public revenue

•  Deficit finan cing
•  Increasing govern ment budget trans fers
•  Drawing down reserves
•  Introducing or strength en ing coun ter cyc lical formu las for govern ment budget  

trans fers to the health sector
•  Increasing social insur ance contri bu tion rates
•  Raising or abol ish ing ceil ings on contri bu tions
•  Applying contri bu tions to non- wage income
•  Enforcing collec tion
•  Centralizing collec tion
•  Introducing new taxes (e.g. taxes with public health bene fits) or earmark ing for the 

health system
•  Abolishing tax subsidies and exemp tions for private spend ing on health (e.g. for 

volun tary health insur ance), especially where they favour richer households

Source: Adapted from Thomson et al. (2009a, 2009b), Mladovsky et al. (2012).

Note: HTA = health tech no logy assess ment.

both of which may be lacking in a crisis. Because of this, there is a risk that 
efforts to enhance effi ciency will not be effect ive and may have unin ten ded 
consequences. For example, taking resources away from hospit als without 
devel op ing community- based altern at ives would be likely to repres ent a cut 
rather than address ing a source of inef fi ciency. What is more, if fiscal pres sure 
is severe or sustained over several years – or if polit ical will to address waste  
in the health system is weak – effi ciency gains are unlikely to be large enough 
to bridge the gap between revenue and expendit ure; at some point it will be 
neces sary to mobil ize addi tional revenue or cut spend ing.

When fiscal pres sure is acute, cutting spend ing may seem inev it able, but it 
also involves risks. Cuts usually result in impli cit or expli cit ration ing of  
health services, as set out in Figure 1.3, with knock- on effects on access  
to health services, finan cial protec tion, public satis fac tion and trans par ency  
in the health system. Arbitrary cuts are highly likely to create inef fi cien cies 
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Table 1.2 Ten leading causes of inef fi ciency in health systems

Medicines •  Underuse of gener ics and higher than neces sary prices 
for medi cines

• Use of substand ard and coun ter feit medi cines
•  Inappropriate or inef fect ive use

Products and services •  Oversupply and overuse of equip ment, invest ig a tions 
and proced ures

Health sector workers •  Inappropriate or costly staff mix, unmo tiv ated  
workers

Services •  Inappropriate hospital admis sions and length of stay
•  Inappropriate hospital size (low use of infra struc ture)
•  Medical errors and subop timal quality of care

Leakages •  Waste, corrup tion, fraud
Interventions •  Inefficient mix or inap pro pri ate level of strategies

Source: WHO (2010).

Figure 1.3 The effects of ration ing in the health sector

Source: Adapted from Evetovits and Kutzin (2007).

Note: Providers may respond to non- price ration ing by encour aging informal payments.

that will cost the health system more in the longer term. Substantial cuts to staff 
numbers and salar ies, and the shift ing of health care costs onto house holds, can 
have wider economic implic a tions – if, for example, people have less money to 
spend, demand in the economy will be further suppressed and govern ment 
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income from tax reven ues will continue to fall. The policy chal lenge is to find 
areas in which cuts can enhance effi ciency by lower ing spend ing without 
adversely affect ing outcomes. One way of achiev ing this is to disin vest from 
non- cost- effect ive services.

Although the third approach – mobil iz ing addi tional revenue – may be seen 
as infeas ible in the short- term, it should not be dismissed out of hand. As we 
showed in the previ ous section, health systems are likely to need more, not 
fewer, resources in an economic crisis and there is good evid ence under lin ing 
the import ance of coun ter cyc lical public spend ing. Knowing this, poli cy makers 
need to be able to make the case for mobil iz ing addi tional public revenue for 
the health sector. Table 1.1 suggests a wide range of options to be explored.

Table 1.3 sets out the ways in which the three policy approaches corres pond 
to three key areas of policy: public funding for the health system; health cover-
age (popu la tion enti tle ment, the bene fits package and user charges); and health 
service plan ning, purchas ing and deliv ery. It also shows the health system 
goals we use in our analysis of the impact of the crisis on health system perform-
ance and popu la tion health.

1.5 Study methods and limit a tions

We began this book by asking how health systems in Europe were respond ing 
to the crisis. To find out, we carried out a survey of 92 health policy experts 
in 47 coun tries. The survey took place in two waves. The first wave covered 
health system responses from late 2008 to the end of March 2011. Its results are 

Table 1.3 Policy responses, policy areas and policy goals

Policy responses to  
fiscal pres sure

Policy areas affected  
(most relev ant first)

Health system goals

Getting more out of  
avail able resources  
through effi ciency gains

•  Health service plan ning, 
purchas ing and deliv ery

• Health cover age

Health outcomes
Financial protec tion
Equity in finan cing
Equity in the use of health 
services
Administrative effi ciency
Efficiency and quality in health 
service organ iz a tion and deliv ery
Patient satis fac tion
Transparency and account ab il ity

Spending cuts  
and cover age  
restric tions

•  Public funding
•  Health cover age
•  Health service  

plan ning, purchas ing  
and deliv ery

Mobilizing  
addi tional revenue

• Public funding
• Health cover age

Source: Adapted from Kutzin (2009), Mladovsky et al. (2012) and Thomson et al. (2009b).

Note: See Table 1.1 for examples of policies in each of the three policy areas (middle 
column). The health system goals (right column) can be affected by any of the policy 
responses in any of the policy areas.
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summar ized in Mladovsky et al. (2012). The second wave involved a trian gu la-
tion process and gathered inform a tion from 2011 to the begin ning of 2013. This 
book draws on both waves. Survey respond ents were iden ti fied using an estab-
lished network of inter na tional health systems experts2 and a purpos ive snow-
ball sampling approach. Across the two waves, no inform a tion was avail able 
for Andorra, Luxembourg, Monaco, San Marino and Turkmenistan.

In addi tion, we commis sioned case studies for six coun tries that were rela-
tively heavily affected by the crisis. As a result of the crisis, Greece, Ireland and 
Portugal sought inter na tional finan cial assist ance, intro duced signi fic ant cuts 
to public spend ing, includ ing in the health sector, and have exper i enced 
sustained negat ive economic growth since 2008. Estonia, Latvia and Lithuania 
exper i enced sharp declines in GDP at the start of the crisis and returned to 
growth relat ively quickly, but continue to suffer from high levels of unem ploy-
ment. Each case study was written by national experts and academic research-
ers using a stand ard template, and all under went external peer review to ensure 
analyt ical rigour and to strengthen their evid ence base.3

A separ ate book summar izes the results of both waves of the survey by 
country and presents the six country case studies (Maresso et al. 2014). In this 
book we draw on and analyse the survey results and the case study find ings 
across coun tries, taking a more them atic perspect ive. We use a range of quan-
tit at ive indic at ors and qual it at ive markers to consider the impact of the crisis. 
For example, we look at:

• health expendit ure data, to identify changes in public and private spend ing 
levels

• public expendit ure data, to show how the compos i tion of govern ment spend-
ing changed during the crisis

• the mix of responses across coun tries, to see whether coun tries relied exclu-
sively on spend ing cuts and cover age restric tions or tried to get more out  
of avail able resources through effi ciency gains and to mobil ize addi tional 
revenue

• whether coun tries with already very high levels of out- of- pocket spend ing on 
health also intro duced non- select ive spend ing cuts and cover age restric tions

• the extent to which coun tries adopted policies to protect access to health 
services and promote finan cial protec tion, partic u larly for people exper i en-
cing or at risk of poverty, unem ploy ment and social exclu sion

• the impact on popu la tion health.

The study’s approach faces a number of largely unavoid able chal lenges. First, 
it is diffi cult to attrib ute changes in health policy to the crisis; some changes 
may have been part of an ongoing reform process. To address this, we asked 
survey respond ents to divide policies into two groups based on whether they 
were (a) defined by the relev ant author it ies in the country as a response to the 
crisis or (b) either partially a response to the crisis (planned before the crisis 
but imple men ted with greater or less speed or intens ity than planned) or 
possibly a response to the crisis (planned and imple men ted follow ing the start 
of the crisis, but not defined by the relev ant author it ies as a response to the 
crisis). We report both types of policies, but distin guish between ‘direct’ and 
‘partial or possible’ responses.
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Second, it is diffi cult to provide inform a tion on each health system’s read i-
ness to face a crisis. Some coun tries may have intro duced meas ures to improve 
effi ciency or control health spend ing before the crisis began, limit ing the  
scope for further reform. As a result, the responses we report could be misin ter-
preted if viewed in a compar at ive way. For example, the fact that a country did 
not reduce health worker salar ies could mean that changes were not neces sary 
or feas ible because salar ies had fallen prior to the crisis or were histor ic ally 
very low, making reduc tions inap pro pri ate. Conversely, it might suggest a 
failure to take needed action or indic ate scope for action in future. Where 
possible, we have tried to provide import ant contex tual inform a tion, but we 
were not able to do this system at ic ally across 47 coun tries and multiple policy 
areas.

Third, in report ing survey responses, we consider all coun tries equally, 
without adjust ing for the sever ity of the crisis they faced. This is due to  
the complex ity of meas ur ing and ranking coun tries on the basis of a multi- 
faceted phenomenon (Keegan et al. 2013). If we take a single indic ator,  
GDP growth, 42 out of the 47 coun tries exper i enced negat ive growth  
between 2008 and 2013. Of the five that did not, one exper i enced a currency 
devalu ation, one did not report any response to the crisis and, in the  
remain ing three, most of the responses were repor ted as not being a response 
to the crisis.

Finally, it is diffi cult to measure the impact of the crisis on health systems 
and health due to the absence of national analysis and eval u ation, time lags in 
inter na tional data avail ab il ity and time lags in effects. It is also chal len ging  
to disen tangle the impact of the crisis itself from the impact of health system 
responses to the crisis. Very few of the policies repor ted have been analysed  
or eval u ated. Some changes have been reversed due to oppos i tion or an 
improve ment in public finances. Longer term effects may not yet be evident. 
Perhaps most import antly, indic at ors for crit ical perform ance domains are 
simply not routinely avail able across coun tries (finan cial protec tion metrics, 
for example) or avail able but with a substan tial lag (many health outcome 
indic at ors).

1.6 The contents of this book

The next chapter – chapter two – iden ti fies some of the key consequences of 
the finan cial and economic crisis in Europe, high light ing its effects on house-
hold finances, govern ment spend ing and health expendit ure in the short- term. 
The authors briefly summar ize the impact of the crisis on people in terms of 
high levels of private debt, rising unem ploy ment and falling incomes. They  
then set out the impact of declin ing GDP, rising govern ment defi cits, higher 
levels of public debt and higher borrow ing costs on the size of govern ment  
and the alloc a tion of govern ment resources. The final sections of the chapter 
focus on how the crisis has affected public and private spend ing on the health 
system.

Chapters three, four and five discuss the results of the survey and find ings 
from the case studies. In contrast to chapter two, which exam ines the outcome 
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of policy responses to the crisis – their impact on health spend ing – chapter 
three analyses the nature of these responses. It looks at the many differ ent 
ways in which coun tries made changes to public funding for the health system, 
includ ing meas ures to reduce or slow the growth of health budgets, efforts to 
mobil ize revenue and steps to protect employ ment or poorer people. To assess 
the impact of these changes on the adequacy of public spend ing on health, the 
authors consider both the magnitude of reduc tions in funding and levels of 
funding at the onset of the crisis. The authors also review the role of auto matic 
stabil isers – built- in coun ter cyc lical mech an isms such as reserves – and reflect 
on whether health systems financed through earmarked contri bu tions demon-
strate greater stabil ity, in the face of an economic shock, than those financed 
through the govern ment budget.

Chapter four reviews changes to health cover age intro duced in response to 
the crisis. Coverage has three dimen sions: the share of the popu la tion entitled 
to publicly financed health services, the range of services covered, and  
the extent to which people have to pay for these services at the point of  
use (WHO 2010). It is a major determ in ant of finan cial protec tion. Coverage 
restric tions shift respons ib il ity for paying for health services onto indi vidu als 
and may there fore delay care seeking, increase finan cial hard ship and unmet 
need, exacer bate inequal it ies in access to care, lower equity in finan cing and 
make the health system less trans par ent. In turn, finan cial barri ers to access 
can promote inef fi cien cies by skewing resources away from need or – for 
example – encour aging people to use resource- intens ive emer gency services 
instead of cost- effect ive primary care. A key ques tion for policy, there fore,  
is if it is possible to restrict cover age without under min ing health system 
perform ance.

Chapter five analyses changes to health service plan ning, purchas ing and 
deliv ery. The way in which these func tions are carried out has a direct bearing 
on effi ciency, quality and access (WHO 2000; Figueras et al. 2005). Because the 
supply side is also the primary driver of health system costs, it should be the 
focus of efforts to control spend ing (Hsiao and Heller 2007). This involves 
paying close atten tion to how resources are alloc ated and to the mix of finan-
cial and non- finan cial incent ives purchasers and providers face. In response to 
fiscal pres sure, poli cy makers may look for imme di ate savings by cutting spend-
ing on admin is tra tion, staff and services, or by limit ing invest ment in infra-
struc ture, equip ment and train ing. The ques tion is whether spend ing cuts can 
achieve savings without under min ing effi ciency, quality and access, espe cially 
if they are made in response to an economic shock, when decisions may need 
to be taken quickly, with restric ted capa city, and when main tain ing access is 
import ant.

An economic shock also presents an oppor tun ity to strengthen the health 
system if it makes change more feas ible and if policy actions system at ic ally 
address under ly ing weak nesses in health system perform ance, based on two 
prin ciples: ensur ing that spend ing cuts and cover age restric tions are select ive, 
so that short- term savings do not end up costing the system more in the longer 
term, and linking spend ing to value (not just price or volume) to identify areas 
in which cuts can enhance effi ciency by lower ing spend ing without adversely 
affect ing outcomes.
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In chapter six, the authors review what is now a substan tial body of 
research explor ing how chan ging economic condi tions affect health. They 
begin by looking at evid ence from earlier reces sions and then focus on  
emer ging evid ence from the current crisis. The avail able data requires careful 
inter pret a tion because the full scale of any effects on health may not be appar-
ent for many years and, due to the poten tial overlap of effects, it is diffi cult  
to disen tangle the consequences of the crisis itself from the consequences of 
policy responses to the crisis. For this reason, the authors do not attempt to 
distin guish between the effects of the crisis and effects related to policy 
responses to the crisis. The chapter includes a discus sion of some of the main 
factors likely to mitig ate negat ive effects on health.

Chapter seven draws on the previ ous chapters to summar ize the effects of 
health system responses to the crisis on the follow ing dimen sions of perform-
ance: stabil ity, adequacy and equity in funding the health system; finan cial 
protec tion and equit able access to health services; and effi ciency and quality  
in health service organ iz a tion and deliv ery. In discuss ing implic a tions for effi-
ciency, the chapter distin guishes between savings and effi ciency gains. It  
iden ti fies policies that may enable health systems to do the same or more with 
fewer resources, result ing in both savings and effi ciency gains. It also iden ti fies 
policies likely to lower health system outputs and outcomes without gener at ing 
either savings or effi ciency gains. The book concludes by bring ing together  
the book’s key find ings and policy implic a tions and high light ing lessons for the 
future.

The analysis in this book covers the period between the onset of the crisis in 
Europe in late 2008 and Ireland’s exit from its EU- IMF economic adjust ment 
programme at the end of 2013. In spite of some improve ment in the economic 
situ ation in Europe since then, the crisis contin ues to make itself felt. There is 
little reason to be optim istic when we consider the long- term social consequences 
of falling incomes, growing inequal it ies and massive increases in unem ploy-
ment, partic u larly among younger people. As we noted at the begin ning of  
the chapter, this book is only one part of a wider initi at ive to monitor the effects 
of the crisis on health systems and health. Those inter ested in ongoing  
analysis will find updates through the Health and Crisis Monitor of the 
European Observatory on Health Systems and Policies4 and the website of 
the Division of Health Systems and Public Health at the WHO Regional Office 
for Europe.5

Notes

1 Throughout this book the term ‘Europe’ refers to the 53 coun tries in WHO’s European 
Region, which includes Israel and the central Asian repub lics.

2 The Health Systems and Policy Monitor (HSPM) network, an inter na tional group of 
high- profile insti tu tions with a pres ti gi ous repu ta tion and academic stand ing in health 
systems and policy analysis. For more inform a tion see www.hspm.org

3 See the appendix for further details of how we carried out the survey and produced 
the case studies.

4 www.hfcm.eu
5 www.euro.who.int/en/health- topics/Health- systems
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chapter two
The crisis and its implic a tions 
for house hold finan cial  
secur ity, govern ment 
resources and health 
expendit ure

Jonathan Cylus and Mark Pearson1

This chapter provides a basis for under stand ing the implic a tions of the crisis 
for house hold finances, government spend ing and health expendit ure in the 
short term. The first section reviews the ways in which the finan cial crisis 
unfol ded and developed into a sover eign debt and economic crisis. In the 
sections that follow, we draw on data from Eurostat, the OECD and WHO to 
review the effects of the crisis on house hold finan cial secur ity in terms of  
levels of private debt, unem ploy ment and incomes, then on govern ment 
resources in terms of GDP, defi cits, public debt, borrow ing costs, the size of 
govern ment and govern ment budget alloc a tions. Further sections review 
changes in public, private and total spend ing on health up to 2012 (the latest 
year for which inter na tion ally compar at ive data were avail able at the time of 
press).

2.1 Background to the crisis

The main factors leading to the finan cial crisis of 2007–8, as it played out in the 
European Union, are summar ized in Figure 2.1. In the early 2000s, the European 
Union and the United States exper i enced strong economic growth, much of it as 
a consequence of increases in private debt fuelled by high levels of foreign 
invest ment, easy access to credit and low interest rates (European Economic 
Advisory Group 2012). Rapid growth led to arti fi cially high wages and prices in 
some parts of the European Union, partic u larly in coun tries on the peri phery, 
which in turn contrib uted to signi fic ant imbal ances within the Eurozone in 
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terms of compet it ive ness. In countries that had joined the Eurozone, these 
imbal ances could no longer be addressed through changes in exchange rates.

Low interest rates and high levels of foreign invest ment also led to increased 
demand for housing and prop erty, pushing up prop erty prices. Because  
invest ment in prop erty appeared to be finan cially secure, finan cial insti tu tions 
began to offer invest ment instru ments backed up by mort gage values. After 
housing market bubbles in the United States and several European coun tries 
peaked around 2006, and prop erty prices began to fall, finan cial insti tu tions 
and others exposed to mort gage- backed secur it ies lost consid er able wealth. 
Many finan cial insti tu tions did not have enough assets to cope with such large 
losses, creat ing a crisis in liquid ity and trust – a major trigger of the finan cial 
crisis.

As finan cial insti tu tions became tech nic ally bank rupt, govern ments respon-
ded by guar an tee ing bank depos its and backing strug gling finan cial sector 
compan ies. This in turn led to signi fic ant increases in public debt. With economic 
growth no longer a given, investors ques tioned the ability of some govern ments 
to service their debts. What had started as a finan cial crisis now began to  
look like a public expendit ure crisis and, in some coun tries, a sover eign debt 
crisis.

Before the crisis, trends in public debt and in the fiscal situ ation more  
gener ally varied signi fic antly across coun tries in Europe. Countries like  
Greece and Italy had high levels of public debt relat ive to the size of their 
econom ies, while Portugal had amassed defi cits since the 1970s. In contrast, 
coun tries like Iceland, Ireland and Spain were in surplus from 2003 to 2008.  
Yet these coun tries also faced sharp increases in the cost of borrow ing in the 

Figure 2.1 Causes of the finan cial crisis in the European Union

Source: Authors.
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years after the finan cial crisis, as levels of public debt rose rapidly. In Ireland, 
the sheer size of the govern ment guar an tee of private debt placed the country 
in a diffi cult finan cial situ ation. The differ ence between private and public debt 
became largely irrel ev ant; any worsen ing in the situ ation of the finan cial 
markets directly affected govern ment finances; equally, any threat to the 
govern ment’s ability to service its debt had consequences for the solvency of 
the finan cial system.

For coun tries in the Eurozone, exit from the Euro was quickly ruled out on 
the grounds that the economic and polit ical shock would be too great. The only 
option avail able to Ireland, Portugal, Greece and (later) Cyprus was to ask for 
inter na tional finan cial assist ance from the International Monetary Fund (IMF), 
the European Central Bank and the European Commission (Table 2.1). The 
economic adjust ment programmes (EAPs) agreed with the Troika (as the three 
insti tu tions came to be known) required ‘auster ity’ – a sharp down ward fiscal 
adjust ment in public spend ing relat ive to reven ues – and a range of market- 
oriented reforms. The agree ment for Greece included an expli cit commit ment 
to cut public spend ing on health by a signi fic ant amount. However, many coun-
tries without Troika- determ ined EAPs followed the same approach, often in 
response to pres sure to meet EU fiscal rules on deficit and debt levels. Lower 
public spend ing and higher taxes contrib uted further to reduced consumer 
demand, which had already fallen due to the drying up of credit, leading to a 

Table 2.1 EU coun tries receiv ing inter na tional finan cial assist ance since the onset of 
the crisis

Country Years Type of assist ance Amount

Hungary 2008–10 Multilateral finan cial assist ance (EU, IMF) €14.2 billion

Latvia 2008–12 Multilateral finan cial assist ance (EBRD, EU,  
IMF, World Bank, bilat er als)

€4.5 billion

Romania 2009–15 Multilateral finan cial assist ance (EIB, EBRD,  
EU, IMF, World Bank, bilat er als)

€20 billion

Greece 2010–16 EU–IMF EAP to support macroe co nomic  
adjust ment

€237.5 billion

Ireland 2010–13 EU–IMF EAP to support macroe co nomic  
adjust ment and banking sector restruc tur ing

€67.5 billion

Portugal 2011–14 EU–IMF EAP to support macroe co nomic  
adjust ment and banking sector restruc tur ing

€78 billion

Spain 2012–13 European Stability Mechanism to recap it al ize the 
banking sector

€41.3 billion

Cyprus 2013–16 EU–IMF EAP to support macroe co nomic  
adjust ment and banking sector restruc tur ing

€10 billion

Source: European Commission (2014).

Note: EAP = economic adjust ment programme; EBRD = European Bank for Reconstruction 
and Development; EIB = European Investment Bank; EU = European Union; IMF = 
International Monetary Fund.
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rapid rise in unem ploy ment, a drop in living stand ards and negat ive economic 
growth. By this time, what started out as a finan cial crisis had turned into an 
economic crisis.

There has been consid er able debate, in the current crisis, about the effect ive-
ness of auster ity in helping to restore a country to fiscal and economic health. 
Research on the impact of auster ity on economic growth is incon clus ive 
(Alesina and Ardagna 2010; Guajardo et al. 2011). Some argue that spend ing 
cuts have stifled growth by dampen ing demand in the economy. The IMF, for 
example, in review ing its strategy towards Greece, noted that it had made over- 
optim istic assump tions about how demand would develop in the face of large 
public spend ing cuts (IMF 2013). The IMF has also found that stronger planned 
fiscal consol id a tion in Europe was asso ci ated with lower economic growth 
than expec ted, espe cially early on in the crisis (Blanchard and Leigh 2013). 
Others argue that the contro versy is more one of degree than of overall strategy, 
and that the real issue is whether fiscal adjust ment should be pursued more or 
less rapidly.

Three points emerge from this simpli fied analysis. First, it was not only irre-
spons ible fiscal policies that resul ted in crisis, but also inad equate economic 
and regu lat ory policies. Second, policy responses played a crit ical role both in 
address ing and escal at ing the crisis. For example, govern ment guar an tees of 
very high levels of private debt in response to the initial finan cial crisis made a 
sover eign debt crisis more likely. In turn, sharp reduc tions in public spend ing in 
response to high levels of public debt and high borrow ing costs have facil it ated 
economic crisis in some coun tries. This is partic u larly evident in the case of 
unem ploy ment, as the next section shows. Third, the degree to which coun tries 
have been affected by the crisis in its various forms has differed markedly 
across Europe. Some coun tries barely felt its effects. For others, the effects 
have been far- reach ing and are likely to be felt for years to come. In the follow-
ing sections we try, where possible, to differ en ti ate coun tries based on the 
nature and magnitude of the crisis they faced, although this is not always 
straight for ward (Keegan et al. 2013).

2.2 Implications for house hold finan cial secur ity

The crisis has had a major impact on house holds across Europe. Many house-
holds have faced growing finan cial pres sure and insec ur ity as a result of 
collapses in house prices, greater indebted ness, job loss and falling incomes. In 
some cases, falling incomes are the result of – or have been compoun ded by – 
cuts in public spend ing, espe cially cuts in social spend ing.

High levels of private debt

High levels of private debt in many coun tries prior to the crisis contrib uted  
to the crisis itself and increased house hold vulner ab il ity to income shocks 
(OECD 2012). In 2007, among OECD coun tries, private sector debt as a  
share of GDP was highest in Portugal (295 per cent), Spain (286 per cent)  
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and Ireland (285 per cent) (OECD 2013) and mort gage debt accoun ted for  
80 per cent of this debt in the most highly indebted EU coun tries (European 
Parliament 2010). As a result, the burst ing of housing market bubbles led to 
large losses for house holds as prop erty values fell, a problem exacer bated  
by rising inab il ity to make mort gage repay ments as house hold incomes 
declined.

Rising unem ploy ment

Unemployment rates increased in nearly all coun tries as demand for goods  
and services fell and credit became scarce, making it diffi cult for many  
busi nesses to borrow to finance daily activ it ies. In the European Union, the 
total unem ploy ment rate rose from 7.0 per cent in 2008 to 10.2 per cent in 2014, 
with a peak of 10.9 per cent in 2013 (Eurostat 2015). The largest increases have 
been in Greece and Spain, where the rate was around 25 per cent in 2012, rising 
to 27.5 per cent in 2013 and falling slightly to 26.5 per cent in 2015 (Figure 2.2). 
Between 2012 and 2013 the unem ploy ment rate increased in 18 out of 28 EU 
coun tries, includ ing in Greece and Spain, but fell for the first time since 2005  
in Ireland. In 2014, unemployment rose in only 6 out of 28 countries, and fell 
slightly in Greece and Spain. In the Baltic states (Estonia, Latvia and Lithuania), 
unem ploy ment peaked in 2010 and has fallen since then. Long- term unem ploy-
ment rates have also increased substan tially in many OECD coun tries, notably 
in Iceland, Ireland and Spain (OECD 2014).

Young people have been partic u larly badly affected by unem ploy ment. In  
EU coun tries, levels of unem ploy ment among people aged under 25 years  
have risen from 15.8 per cent in 2008 to 23.4 per cent in 2013. In 2013 these  
levels were over 35 per cent in Italy, Cyprus and Portugal and even higher  
in Croatia (50 per cent), Spain (55 per cent) and Greece (58 per cent) (Eurostat 
2014).

Employment struc tures also changed. Part- time work accoun ted for  
16 per cent of total employ ment in European OECD coun tries in 2008, rising  
to only 17 per cent in 2011; however, this small increase masks significant cross-
country variation (OECD 2013). In Ireland, part- time employ ment rose from 
20.8 per cent of total employ ment in 2008 to 25.7 per cent in 2011. Much of this 
part- time work was invol un tary: people working fewer than 30 hours a week 
because they could not find a full- time job. OECD data show that, in 2011, the 
highest rates of invol un tary part- time workers (over 70 per cent) were in 
Luxembourg, the Czech Republic, France, Italy, Spain and Portugal.

Falling incomes

The crisis has affected the incomes and spend ing beha viours of those who have 
exper i enced job loss and salary or pension reduc tions, in addi tion to those who 
were affected by the decline in house prices. Across EU27 coun tries there have 
been marked slow downs in real growth in dispos able income and house hold 
consump tion since the crisis began (Eurostat 2014).
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Figure 2.2 Unemployment rates (%) among 15–64 year olds, 2008–12, selec ted 
European coun tries

Source: Eurostat (2014).

Note: Countries ranked by largest increase between 2008 and 2012.



Household financial security, government resources and health expenditure 23

In many coun tries the poorest income groups have suffered signi fic ant reduc-
tions in house hold income. EU Survey of Income and Living Conditions (SILC) 
data indic ate that the incomes of people in the poorest quart ile of the popu la-
tion fell between 2009 and 2011 in Bulgaria, Croatia, Estonia, Greece, Iceland, 
Latvia, Lithuania, Portugal, Romania and Spain, with very large declines in 
several of these coun tries (Eurostat 2014).

Data on the share of the popu la tion at risk of poverty reveal similar trends. 
The share of people in the second- poorest quart ile at risk of poverty or social 
exclu sion fell in around half of all EU coun tries between 2007 and 2012, but 
increased on average across the EU and rose sharply in Greece, Ireland, Italy, 
Lithuania, Malta, Spain and the United Kingdom (Eurostat 2014).

Excluding the mitig at ing effects of govern ment spend ing on house hold 
income via taxes and trans fers (bene fits), inequal ity in OECD coun tries  
grew more in the years between the onset of the crisis and the end of 2010  
than it had done in the previ ous 12 years (Rawdanowicz et al. 2013).  
Tax- benefit systems, rein forced by fiscal stim u lus policies, were able to  
absorb most of this impact and alle vi ate some of the hard ship for house holds. 
But as stim u lus policies were replaced by auster ity meas ures, so the  
under ly ing increase in inequal ity has become more appar ent (Rawdanowicz  
et al. 2013).

2.3 Implications for govern ment resources

In this section we review some of the ways in which govern ment resources 
were affected by the crisis. Pathways to fiscal pres sure varied across coun tries, 
but the most common routes included declin ing GDP, rising defi cits and debt 
and higher borrow ing costs. Increased demand for public spend ing – for 
example, to guar an tee bank depos its and pay bene fits to people exper i en cing 
job loss and falling incomes – has often coin cided with lower tax reven ues 
caused by a weaker labour market and a collapse in corpor ate profits, adding 
to fiscal pres sure for govern ments.

Declining GDP

Figure 2.3 shows changes in GDP across coun tries in the European Region. 
Overall, GDP was most negat ively affected in 2009, when per capita GDP  
adjus ted for purchas ing power parity (PPP) declined by 3.3 per cent (WHO 
2013). However, GDP did not decline in all coun tries (Figure 2.3a); in  
some coun tries it only fell in one year (gener ally 2009) (Figure 2.3b); other 
coun tries exper i enced at least two years of decline between 2008 and 2012,  
and Cyprus and Greece have exper i enced three and four years respect ively 
(Figure 2.3c).

Among EU coun tries, real GDP growth declined on average by 0.3 per cent 
in 2012, grew by a very small amount in 2013, and is fore cast to grow by 1.6 per 
cent in 2014 (Eurostat 2014). However, most of the coun tries in which GDP 
declined in two or more years between 2008 and 2012 (Figure 2.3c) exper i enced 
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Figure 2.3a Real GDP per capita growth (PPP NCU per US$): comparison of average 
annual growth, 2000–8 and growth in 2009, 2010, 2011 and 2012, European Region

Countries that have not experienced negative GDP growth since 2008

Source: WHO (2014).

Note: Countries ranked from high to low by largest growth in GDP between 2000 and 2008. 
PPP = purchasing power parity; NCU = national currency unit.



Household financial security, government resources and health expenditure 25

Figure 2.3b GDP per capita growth (PPP NCU per US$): comparison of average 
annual growth, 2000–8 and growth in 2009, 2010, 2011 and 2012, European Region

Countries that have only experienced one year of negative GDP growth since 2008

Source: WHO (2014).

Note: Countries ranked from high to low by largest decline in GDP in 2009.



Figure 2.3c GDP per capita growth (PPP NCU per US$): compar ison of average 
annual growth, 2000–8 and growth in 2009, 2010, 2011 and 2012, European Region

Countries that have experienced two or more years of negative GDP growth since 2008

Source: WHO (2014).

Note: Countries ranked from low to high by largest overall decline in GDP between 2008 and 
2012.
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a further year of decline in 2013 (Croatia, Cyprus, the Czech Republic, Greece, 
Italy, Portugal, Slovenia and Spain) (Eurostat 2014).

The magnitude of the slow down in 2009 varied consid er ably across coun tries. 
The largest declines, of over 10 per cent, were seen in Ukraine, Armenia, Norway 
and the three Baltic states, although many of these coun tries had benefited  
from strong growth of 5 per cent or more between 2000 and 2008. Figure 2.4 
illus trates differ ences in the timing and sever ity of GDP decline between 2009 
and 2011. Some coun tries in Eastern Europe, includ ing the Baltic states, suffered 
very sharp contrac tions in real per capita GDP growth in 2009 (as evident  
by very light shading), but had resumed relat ively strong growth by 2011 (as 
evident by darker shading). Other coun tries, partic u larly in Western and 
Southern Europe, contin ued to exper i ence prolonged negat ive or low growth 
over the 2008–11 period and beyond (as evident by persist ent light shading, 
which is lighter in 2011 than in 2009).

Rising govern ment defi cits

Under the Maastricht Treaty (1992), EU and Eurozone coun tries should not 
accu mu late govern ment defi cits of more than 3 per cent of GDP and public 
debt of more than 60 per cent of GDP. Figure 2.5 shows how govern ment  

Figure 2.4 Real GDP per capita growth rates in 2009 (left) and 2011 (right), selec ted 
European coun tries

Source: Authors using data from WHO (2013).

Note: Darker shades repres ent higher real GDP growth rates; spend ing is adjus ted using the 
GDP price deflator to 2000.



28 Economic Crisis, Health Systems and Health in Europe

defi cits increased substan tially both in coun tries that had struc tural defi cits 
prior to the crisis (for example, Greece and Portugal) and in coun tries that  
had years of surplus (such as Iceland, Ireland and Spain). Financial sector  
bail outs were a major source of increased defi cits in the latter coun tries, as  
well as in Cyprus and the United Kingdom, where a large amount of private 
debt was conver ted into sover eign debt and became the respons ib il ity of 
govern ments. For example, by 2010 private debt had reached nearly 400 per 
cent of GDP in Ireland and the cost of bank rescues amoun ted to approx im-
ately 40 per cent of GDP in the same year. To a much lesser extent, public 
spend ing to stim u late the economy and public spend ing to main tain social 
safety nets and lower tax reven ues also contrib uted to increased defi cits during 
the crisis.

Higher levels of public debt

Within the European Union, most coun tries were close to satis fy ing Maastricht 
criteria prior to the crisis, with the notable excep tions of Greece and Italy. 

Figure 2.5 Annual govern ment deficit or surplus as a share (%) of GDP, 2000–11, 
EU27 average and selec ted European coun tries with the largest defi cits in 2010

Source: Eurostat (2014).

Note: Data for Ireland have been rescaled due to the magnitude of the deficit (–30.9% in 2010).
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However, as the crisis unfol ded, coun tries that had previ ously had relat ively 
low levels of public debt, such as Iceland, Ireland, Spain and the United 
Kingdom, exper i enced rapid and massive increases largely due to govern ment- 
funded bail outs of the finan cial sector (Figure 2.6).

Rising borrow ing costs

High levels of public debt, greater uncer tainty about coun tries’ ability to service 
their debts and diffi culty access ing credit combined to increase the cost of 
borrow ing in many coun tries. Figure 2.7 shows how long- term interest rates  
on 10- year govern ment bonds rose dramat ic ally in some coun tries follow ing  
the finan cial crisis (ECB 2014), notably Greece, Latvia, Ireland and Portugal 
(and Romania and Hungary in mid-2009), making it very diffi cult – if not 
impossible – for these coun tries to borrow money afford ably. In 2013 and  
2014, long- term interest rates were high (above 4 per cent) in Croatia, Cyprus, 
Greece, Hungary, Poland, Portugal, Romania, Slovenia and Spain (ECB  
2014).

Figure 2.6 Public debt as a share (%) of GDP, 2000–11, EU27 average and selec ted 
European coun tries

Source: Eurostat (2014).
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Changes in the size of govern ment

In 2008, govern ment budgets comprised 47 per cent of GDP, on average, in  
EU coun tries, rising to just over 49 per cent in 2013 (Figure 2.8) (Eurostat  
2014). Between 2008 and 2013, real per capita GDP declined in a few EU coun-
tries, but public spend ing as a share of GDP (the size of govern ment) increased 
in most, indic at ing that in general public spend ing did not initially decline at the 
same rate as economic growth. Governments often delib er ately main tained or 
even increased public spend ing as GDP was declin ing – that is, follow ing a 
coun ter cyc lical pattern of spend ing – both to main tain demand in the economy 
and to protect house holds through the provi sion of unem ploy ment, health and 
other bene fits.

Because GDP fell in 2009 in most coun tries, looking at public spend ing  
relat ive to GDP conceals under ly ing changes in spend ing levels, even where 
public spend ing remained a prior ity. Among EU coun tries and Iceland, Norway 
and Switzerland, between 2008 and 2013, per capita public spend ing fell in 
Iceland, Ireland, Greece, Romania, Cyprus, Hungary, the Czech Republic and 
the United Kingdom (Figure 2.9) (Eurostat 2014). In other words, public spend-
ing followed a pro- cyclical pattern in these coun tries, falling as the economy 
declined.

Figure 2.7 Long- term interest rates on 10- year govern ment bonds, 2006–13, selec ted 
European coun tries

Source: ECB (2014).
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Figure 2.8 Public spend ing as a share (%) of GDP, 2008 and 2013, EU28 and Iceland, 
Norway and Switzerland

Source: Eurostat (2014).

Note: Countries ranked from low to high by size of change in general govern ment spend ing 
as a share of GDP.

Figure 2.9 Growth in per capita public spend ing (Euros), 2008–13, EU28 and Iceland, 
Norway and Switzerland

Source: Eurostat (2014).



32 Economic Crisis, Health Systems and Health in Europe

Changes in the alloc a tion of govern ment spend ing

The mix of spend ing by govern ments has changed over time. Figure 2.10  
shows coun tries for which these data are avail able (EU and Iceland,  
Norway and Switzerland). For example, the share of the govern ment budget 
dedic ated to economic affairs increased by 25.9 percent age points in Ireland 
between 2007 and 2010 due to govern ment rescue of the finan cial sector 
(Eurostat 2014). To compensate for this, public spend ing was cut in all other 
sectors, includ ing health, educa tion and social protec tion.

Between 2007 and 2010, the largest real loc a tion of public spend ing occurred 
in Ireland, Latvia, Bulgaria, Estonia, Romania, Iceland and Slovakia (five 
percent age points or more). However, on average across EU27 coun tries, this 
amoun ted to a change of only 1.8 percent age points, indic at ing that real loc a-
tions were gener ally quite small.

2.4 Implications for public spend ing on health

Research shows that health spend ing trends often reflect broader economic 
trends. Historically, public spend ing on health has grown more slowly than 

Figure 2.10 Change in the share (%) of the govern ment budget spent on differ ent 
sectors, 2007–10, selec ted European coun tries

Source: Eurostat (2014).

Note: Countries ranked from high to low by size of real loc a tion away from health. ‘Other’ 
includes general public services, defence, public order and safety, envir on ment protec tion, 
housing and community amen it ies and recre ation, culture and reli gion.
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usual in the year follow ing severe economic down turns (Cylus et al. 2012),  
with tempor ary shocks to GDP usually affect ing health spend ing with a lag  
of one to five years, depend ing on the struc ture of the health system (Devaux 
and Scherer 2010). Nevertheless, public spend ing on health has, in the past, 
tended to follow a coun ter cyc lical pattern in high- income coun tries, continu ing 
to rise as the economy declines (Velényi and Smitz 2014). This section focuses 
on the follow ing dimen sions of public spend ing on health: per capita growth 
rates, the health share of public spend ing (largely reflect ing prior ity or  
commit ment to health in decisions about the alloc a tion of public spend ing)  
and public spend ing on health as a share of total health spend ing. See chapter 
five for a discus sion of changes in public spend ing on differ ent parts of the 
health system (admin is tra tion, public health, outpa tient care, inpa tient care and 
phar ma ceut ic als).

Per capita growth rates

Between 2007 and 2012, per capita public spend ing on health fell in several 
coun tries and was lower in 2012 than it had been in 2007 in Ireland, Portugal, 
Latvia, Greece and Croatia (Figure 2.11). Measured in national currency units 
(PPP), per capita public spend ing on health fell in 20 coun tries in 2010; the 
coun tries with the largest decreases in per capita public spend ing on health 
were not neces sar ily those with the largest decreases in real per capita GDP in 
2009, but the correl a tion between the two series is posit ive (0.18), indic at ing 
that health spend ing and lagged real GDP growth are likely to move in the 
same direc tion.

Analysis of health expendit ure trends is complic ated because it is diffi cult  
to determ ine the extent to which slow downs are related to the crisis and are  
a matter of concern. There are many reasons why health spend ing growth 
might slow. To gauge whether a slow down in growth is out of the ordin ary, we 
identify coun tries in which per capita public spend ing on health growth patterns 
differ from histor ical patterns by more than two stand ard devi ations (Table 
2.2). This list is not exhaust ive and may exclude coun tries that made cuts in 
response to the crisis, but either did so to a small degree relat ive to previ ous 
spend ing patterns or have histor ic ally had high annual vari ation in health 
spend ing.

This analysis suggests that few coun tries exper i enced signi fic ant changes in 
public spend ing on health in the early years of the crisis, consist ent with 
research showing a lagged health system response (Devaux and Scherer  
2010; Cylus et al. 2012). It also suggests that some coun tries may have initially 
protec ted public spend ing on health, either delib er ately or due to auto matic 
stabil izers in the health sector (a subject covered in more detail in chapter 
three). According to the measure shown in Table 2.2, however, a handful of 
coun tries have exper i enced sustained reduc tions in public spend ing on health 
(espe cially Greece, Ireland and Slovenia, but also Italy, Portugal, Spain and the 
United Kingdom).
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Figure 2.11 Change (%) in per capita public spend ing on health (NCUs), 2007–12, 
European Region

Source: WHO (2014).

Note: NCU = national currency unit.
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Priority or commit ment to health: the health share of public spend ing

In 2007, on average, health comprised 13 per cent of total public spend ing  
in the European Region, the second most substan tial area of public spend ing 
after (non- health) social protec tion. Between 2007 and 2011, the health  
share of public spend ing (in part reflect ing the prior ity given to health in 
decisions about the alloc a tion of public spend ing) fell at some point in 44 out of 
53 coun tries (WHO 2014), revers ing the trend of the previ ous decade. It 
remained lower in 2011 than it had been in 2007 in 24 coun tries (Figure 2.12), 
and by a margin of over 2.5 percent age points in Ireland, Armenia, Latvia, 
Iceland, Luxembourg and Croatia (Figure 2.13).

This indic ates that follow ing the onset of the crisis, many coun tries in the 
European Region reduced public spend ing on health at a rate that was greater 
than any reduc tion in the size of govern ment. These reduc tions tended to be 
concen trated among coun tries heavily affected by the crisis, with some excep-
tions (Azerbaijan, Norway, Denmark). Conversely, the health share of public 
spend ing increased in some crisis- affected coun tries (Italy, Cyprus, Estonia, the 
Czech Republic).

Public spend ing on health as a share of total health spend ing

Public spend ing accounts for the bulk of total spend ing on health in  
most European coun tries. Between 2007 and 2012, the public share of  
total health spend ing declined in 24 out of 53 coun tries (Figure 2.14). The 
decline was largest in Ireland and pushed Ireland’s share to below the EU 
average.

Table 2.2 Countries in which growth rates for per capita public spend ing on health 
(NCUs) fell below histor ical average growth rates, 2009–12, European Region

2009 2010 2011 2012

Ireland Ireland Ireland Ireland

Latvia Greece Greece Greece

Slovenia Slovenia Slovenia

Spain Spain Slovakia

Czech Republic Portugal Portugal

Iceland Italy Italy

Finland United Kingdom United Kingdom

Norway

Source: Author calcu la tions based on WHO (2014).

Note: Lower than histor ical average growth rates between 1995 and 2008 by more than two 
stand ard devi ations; NCU = national currency unit. 



Figure 2.12 Priority or commit ment to health: public spend ing on health as a share (%) 
of total public spend ing, 2007 and 2011, European Region

Source: WHO (2014).

Note: Countries ranked from high to low by health share of total public spend ing in 2011.



Figure 2.13 Change (in percent age points) in prior ity or commit ment to health, 
2007–11, European Region

Source: WHO (2014).

Note: Countries ranked from high to low based on the size of increase in the health share of 
total public spend ing between 2007 and 2011.
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Figure 2.14 Public spend ing on health as a share (%) of total health spend ing, 2007 
and 2012, European Region

Source: WHO (2014).

Note: Countries ranked from high to low based on the size of increase in the public share 
between 2007 and 2012.
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Changes in public spend ing on health and crisis sever ity

Changes in public spend ing on health were not always commen sur ate with  
the magnitude of the crisis. As Figure 2.15 shows, some coun tries that did  
not exper i ence signi fic ant economic contrac tion had greater slow downs  
in public spend ing on health than coun tries that exper i enced a signi fic ant  
fall in GDP. The same is true for changes to the health share of public 
spend ing.

2.5 Implications for private spend ing on health

Private spend ing on health may change in response to an economic shock as 
house holds compensate for changes in income or in levels of public funding for 
the health system, includ ing changes to tax subsidies for private health spend-
ing – for example, tax relief for volun tary health insur ance (VHI). In the context 
of falling house hold incomes and greater finan cial insec ur ity, we would not 
expect signi fic ant increases in demand for VHI, except perhaps among richer 
house holds in contexts where waiting times are an issue (see chapter four for 
further discus sion of the role of VHI).

The expec ted effects on out- of- pocket spend ing are less clear. Out- of- 
 pocket payments could increase if coun tries reduce their public spend ing,  
shift ing costs onto house holds, or if need for health services increases.  
Between 1972 and 2009, the out- of- pocket share of total health spend ing 
increased in two- thirds of European coun tries in the imme di ate after math  
of an economic shock; a 1 per cent increase in the out- of- pocket share of  
total health spend ing in the year after a crisis was found to be asso ci ated  
with a 1.5–3.4 per cent decline in per capita public spend ing on health (Cylus  
et al. 2012). However, as house hold incomes fall, people may switch to using 
publicly financed health services or use fewer health services (espe cially 
poorer people), result ing in reduc tions in out- of- pocket spend ing on health  
(Di Matteo 2003).

Figure 2.16 shows how per capita levels of private spend ing on health 
increased in 37 out of 53 coun tries in the European Region between 2009 and 
2010. In most (27) of these coun tries, however, public spend ing levels also 
increased. Increases in private spend ing were only larger than decreases  
in public spend ing in Ireland, The former Yugoslav Republic of Macedonia,  
the Republic of Moldova, the Russian Federation and Slovakia – mainly  
coun tries that were not among those most affected by the crisis (Ireland 
excep ted).

Private spend ing fell in 16 out of 53 coun tries in 2010 (Figure 2.16) and three 
coun tries in 2011. Since 2007, most decreases in health spend ing in the European 
Region have been due to declines in public spend ing per capita; the size of falls 
in private spend ing has been signi fic antly smaller than the size of falls in public 
spend ing, both in terms of numbers of coun tries and abso lute amounts of spend-
ing. For example, in 2010 the average fall in private spend ing was USD 23 
(PPP), whereas for public spend ing it was USD 67 (PPP). Between 2009 and 
2010, per capita private spend ing on health fell in half of the coun tries that also 
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Figure 2.15 Growth in public spend ing on health per capita (2009–10) and real GDP 
per capita (2008–9), European Region

Source: WHO (2014).

Note: Countries ranked from high to low by size of increase in GDP.
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Figure 2.16 Change in per capita public and private spend ing on health (PPP NCU 
per US$), 2009–10, European Region

Source: WHO (2014).

Note: Countries ranked from high to low in terms of increase in level of private spend ing on 
health. PPP = purchas ing power parity; NCU = national currency unit.
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exper i enced a decline in per capita public spend ing on health. In Greece, private 
spend ing fell by USD 200 (PPP) in 2010 and by a further USD 372 (PPP) in 
2011, a signi fic antly larger decrease than in any other country in the European 
Region.

During the crisis addi tional private spend ing on health came largely from 
out- of- pocket payments rather than from VHI. Among the 31 coun tries in  
which private spend ing rose as a share of total health spend ing between 2009 
and 2010, an average of 81 per cent of that increase was due to increases in  
out- of- pocket spend ing (Table 2.3). In seven coun tries, the increase in out- of- 
pocket spend ing was above the total increase in private spend ing, indic at ing 
that VHI spend ing fell (Table 2.3). In only three coun tries (Cyprus, Italy and  
the United Kingdom) did the private share of total spend ing increase as a result 
of increases in VHI. This pattern was repeated between 2010 and 2011: among 
the 25 coun tries report ing increases in the private share of total health  
spend ing, 69 per cent of the increase was due to increases in out- of- pocket 
spend ing.

Overall, between 2007 and 2012, out- of- pocket spend ing fell as a share of 
total health spend ing in 31 out of 53 coun tries (Figure 2.17). Some of the  
largest changes in the share of out- of- pocket spend ing occurred in coun tries 
most affected by the crisis. For example, during this period the out- of- pocket 
share fell by almost five percent age points in Greece and Estonia and grew by 
over two percent age points in Latvia, Lithuania and Iceland and by over  
six percent age points in Portugal. Reductions in the out- of- pocket share in 
Greece – in the context of increas ing user charges for publicly financed health 
services and signi fic ant changes in house hold incomes – are likely to reflect 
reduc tions in the use of health care. In Estonia, the reduc tion may reflect both 
reduc tions in the use of some health services and, perhaps, reduc tions in the 
finan cial burden asso ci ated with outpa tient prescrip tion drugs (Habicht and 
Evetovits 2015).

Figure 2.18 compares changes in out- of- pocket spend ing in 2010 with changes 
in real GDP per capita in 2009. It shows that most (26) of the coun tries that 
exper i enced negat ive GDP growth in 2009 shifted costs towards house holds in 
2010. From this we conclude that in spite of lower incomes asso ci ated with the 
crisis, house holds in most coun tries were paying more out- of- pocket for health 
services in 2010.

2.6 Implications for total spend ing on health

In 2010, total spend ing on health in the European Region grew by only 2.5 per 
cent, a signi fic ant slow down from the 7.3 per cent average annual growth rate 
exper i enced between 2000 and 2009. Among EU coun tries, total spend ing on 
health grew by only 1.4 per cent in 2010, compared to 6.7 per cent between 2000 
and 2009. These aggreg ate growth rates for the European Union are unchanged 
when Croatia, Iceland, Norway and Switzerland are included.

Per capita growth rates for total health spend ing were slower in 2010 than in 
the previ ous year for 36 out of 53 coun tries (Figure 2.19). However, many of the 
coun tries with the largest slow downs were not among those most heavily 
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Table 2.3 Changes in private spend ing as a share (%) of total health spend ing attrib ut able 
to out- of- pocket payment (OOP) spend ing, 2009–10, selec ted coun tries, European Region

Country Change in total private 
spend ing result ing from 
OOPs (%)

Change in the private 
share of total health 
spend ing (%)

Russian Federation 109.1 8.4

Ireland 49.1 5.8

Montenegro 91.0 4.8

The former Yugoslav Republic  
of Macedonia

99.1 3.0

Armenia 88.3 2.9

Republic of Moldova 44.5 2.7

Albania 99.8 2.7

Greece 94.5 2.2

Latvia NA 2.0

Iceland 100.6 1.6

Slovakia 0.0 1.2

Azerbaijan 69.1 1.0

Hungary 89.3 0.9

Portugal 23.0 0.7

Finland 112.8 0.7

Spain NA 0.5

Belgium 104.3 0.5

Sweden 92.7 0.5

Turkey 64.4 0.3

Slovenia NA 0.3

Switzerland 149.1 0.3

Italy –19.2 0.3

United Kingdom –90.8 0.2

Czech Republic 217.7 0.2

Austria 10.9 0.2

Cyprus –50.4 0.2

Germany 76.7 0.1

Kazakhstan 84.5 0.1

Croatia NA 0.1

France 31.5 0.1

Bosnia and Herzegovina 435.4 0.0

Source: WHO (2014).

Note: Countries ranked by change in the private share of total spend ing on health. The first 
column indic ates the change in the private share of total health spend ing between 2009 and 
2010 that is due to changes in out- of- pocket payment (OOP) spend ing. NA = no data avail able.



Figure 2.17 Out- of- pocket spend ing on health as a share (%) of total spend ing on 
health, 2007 and 2012, European Region

Source: WHO (2014).

Note: Countries ranked from low to high in terms of change in out- of- pocket payments as a 
share of total health spend ing.
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Figure 2.18 Change in OOP spend ing per capita (2009–10) and real GDP per capita, 
2008–9, selec ted coun tries, European Region

Source: WHO (2014).

Note: GDP = gross domestic product; OOP = out- of- pocket payment; two-letter country 
codes are as follows: AD-Andorra, AL-Albania, AM-Armenia, AU-Australia, AZ-Azerbaijan, 
BA-Bosnia and Herzegovina, BE-Belguim, CH-Switzerland, CY-Cypus, CZ-Czech Republic, 
DE-Germany, DK-Denmark, EE-Estonia, FI-Finland, FR-France, GE-Georgia, GR-Greece, 
HU-Hungary, IE-Ireland, IL-Israel, IS-Iceland, IT-Italy, KG-Kyrgystan, KZ-Kazakhstan,  
LU-Luxembourg, MD-Moldova, Republic of, ME-Montenegro, NL-Netherlands, NO-Norway, 
PL-Poland, PT-Portugal, RS-Serbia, SE-Sweden, TJ-Tajikistan, TM-Turkmenistan,  
TR-Turkey, UA-Ukraine, UK-United Kingdom, UZ-Uzbekistan.



Figure 2.19 Change (%) in the growth of per capita total spend ing on health (PPP 
NCU per US$), 2009–10, European Region

Source: WHO (2014).

Note: PPP = purchas ing power parity; NCU = national currency unit.
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affected by the crisis (for example, Albania, Azerbaijan, Kyrgyzstan, Kazakhstan 
and Turkmenistan). Per capita growth rates for total health spend ing slowed in 
27 coun tries in 2011 and 16 coun tries in 2012. Portugal and Poland are the only 
coun tries in which these annual growth rates slowed progress ively more in 
each year from 2010 to 2012.

2.7 Summary and conclu sions

The crisis in Europe was multi fa ceted, varied in the way it played out across 
coun tries and did not affect all coun tries equally. Some coun tries barely felt its 
effects, mainly those in the east ern most part of the European Region. Others, 
such as the Baltic states, exper i enced a sharp decline in GDP in 2009 and made 
a rapid return to growth, but continue to suffer from high levels of unem ploy-
ment. A handful of coun tries exper i enced far- reach ing changes in GDP and 
unem ploy ment and are likely to feel the effects of the crisis for years to come. 
Those most affected by sustained declines in GDP – three or more years of 
negat ive growth since 2008 – are all in the European Union, mainly in the 
Eurozone: Croatia, Cyprus, the Czech Republic, Greece, Ireland, Italy, Portugal, 
Slovenia and Spain.

Many house holds have faced growing finan cial insec ur ity as a result of collapses 
in house prices, greater indebted ness, job loss and falling incomes. In some cases, 
falling incomes have been compoun ded by cuts in public spend ing, espe cially cuts 
in social spend ing. Unemployment rates have rock eted in the European Union, 
with youth and long- term unem ploy ment being partic u larly heavily affected. In 
2013, total unem ploy ment levels were highest in Spain and Greece (close to 25 per 
cent) and very high (close to or over 15 per cent) in Portugal, Croatia, Latvia, 
Ireland, Slovakia and Lithuania. European Union data indic ate that the incomes of 
people in the poorest quart ile fell between 2009 and 2011 in Bulgaria, Croatia, 
Estonia, Greece, Iceland, Latvia, Lithuania, Portugal, Romania and Spain. Since 
2007, the share of people in the second- poorest quart ile at risk of poverty or social 
exclu sion has increased on average across the European Union and risen sharply 
in Greece, Ireland, Italy, Lithuania, Malta, Spain and the United Kingdom. Income 
inequal ity has grown at a faster rate, since the crisis, than in the previ ous decade 
(Rawdanowicz et al. 2013). As a result of the crisis, many people in Europe may be 
more vulner able to economic shocks in the future.

High levels of public debt prior to the crisis, the burst ing of housing market 
bubbles, public bail outs of finan cial- sector compan ies and rapid increases in 
borrow ing costs, combined with declin ing govern ment resources due to higher 
unem ploy ment, falling house hold incomes and lower house hold consump tion, 
led to severe fiscal pres sure for many govern ments. Governments in Cyprus, 
Greece, Ireland, Portugal and Spain were forced to seek inter na tional finan cial 
assist ance. In all except Spain, this assist ance was accom pan ied by EU- IMF- 
determ ined economic adjust ment programmes requir ing substan tial reduc tions 
in public spend ing. Other coun tries also intro duced public spend ing cuts.

Countercyclical public spend ing – spend ing that rises as the economy 
declines – plays an import ant role in protect ing health and well- being in an 
economic crisis (as discussed in more detail in chapter one) (Velényi and Smitz 
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2014). Countercyclical public social spend ing is espe cially import ant because 
people need more, not less, govern ment support at a time of economic crisis, 
partic u larly people at risk of poverty, unem ploy ment, social exclu sion and 
poor health. Across the European Region, govern ments often delib er ately main-
tained or even increased public spend ing as GDP was declin ing, both to main-
tain demand in the economy and to protect house holds through the provi sion of 
unem ploy ment, health and other bene fits. However, a handful of coun tries 
devi ated from this coun ter cyc lical pattern and reduced (non- economic affairs- 
related) public spend ing at a greater rate than the decline in economic growth 
(Cyprus, the Czech Republic, Greece, Hungary, Iceland, Ireland, Romania and 
the United Kingdom). Many govern ments real loc ated public resources, often in 
favour of social protec tion, although these real loc a tions were gener ally small 
and the result of auto matic stabil izers, such as unem ploy ment bene fits, rather 
than expli cit action to promote social spend ing.

Health was an area in which many coun tries sought to make savings. Public 
spend ing on health was reduced or slowed in many coun tries between 2007 and 
2012. While most reduc tions were small, a few coun tries exper i enced large or 
sustained reduc tions in per capita levels (or both in the case of Ireland), so that 
these levels were lower in 2012 than they had been in 2007 (Ireland, Portugal, 
Latvia, Greece and Croatia).

The health share of public spend ing, which partly reflects the prior ity given 
to health in decisions about the alloc a tion of public spend ing, fell at some point 
between 2007 and 2011 in 44 out of 53 coun tries, and remained lower in 2011 
than it had been in 2007 in 24 coun tries – by a margin of close to or over five 
percent age points in Ireland, Armenia, Latvia, Iceland, Luxembourg, Croatia 
and Kyrgyzstan. This indic ates that at some point follow ing the onset of the 
crisis, almost every country in the European Region reduced its public spend-
ing on health at a rate that was greater than any reduc tion in the size of 
govern ment.

Between 2007 and 2012, the public share of total spend ing on health declined in 
24 out of 53 coun tries. The decline was largest in Ireland and pushed Ireland’s 
share to well below the EU average. Changes in public spend ing on health were 
often, but not always, commen sur ate with the magnitude of the crisis. Some coun-
tries that did not exper i ence signi fic ant economic contrac tion had greater slow-
downs in public spend ing on health than coun tries that exper i enced a signi fic ant 
fall in GDP. The same is true for changes to the health share of public spend ing.

Private spend ing on health fell substan tially in a handful of coun tries, espe-
cially in Greece, but increased in many others. Much of the increase in private 
spend ing came from out- of- pocket payments as opposed to VHI. Most of the 
coun tries that exper i enced nega t ive GDP growth in 2009 shifted costs towards 
house holds in 2010. From this we conclude that, in most coun tries, in spite of 
lower incomes asso ci ated with the crisis, house holds faced a higher burden of 
out- of- pocket payments for health care as a result of the crisis.

Overall, there is evid ence of a coun ter cyc lical approach to public spend ing 
on health, but there are also many examples of sustained pro- cyclical reduc-
tions in the health share of public spend ing and a handful of examples of 
sustained pro- cyclical reduc tions in per capita levels of public spend ing on 
health. Analysis of health expendit ure trends is complic ated because it is 
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diffi cult to determ ine the extent to which slow downs are related to the crisis 
and of concern. There are many reasons why health spend ing growth might 
slow. Indeed, many coun tries may be spend ing less on health by making import-
ant effi ciency gains (see chapters four and five for more discus sion of poten-
tially effi ciency- enhan cing policy responses). Even where the health share of 
public spend ing has fallen, this may be the result of prior it iz ing other social 
sectors, which could be bene fi cial for popu la tion health.

Nevertheless, cuts to public spend ing on health are of concern – espe cially 
when they occurred in coun tries heavily affected by the crisis – for the follow ing 
reasons: prior to the crisis, some coun tries in the European Region, includ ing in 
the EU, demon strated low levels of commit ment to public funding of the health 
system and there fore had very high levels of out- of- pocket payments; reduc tions 
in public spend ing often shift health service costs onto house holds and are likely 
to increase out- of- pocket payments; house holds facing finan cial pres sure may 
become ill or more depend ent on publicly financed health services; worsen ing 
health and finan cial pres sure will have broader economic implic a tions.

Countries with EU- IMF EAPs (Cyprus, Greece, Ireland and Portugal) are 
among those that have exper i enced the most sustained pro- cyclical approach 
to public spend ing on health. In Greece, this was due to an expli cit EAP require-
ment to cut public spend ing on health. The IMF subsequently acknow ledged 
that the magnitude and pace of cuts in public spend ing had been detri mental to 
Greece’s economic prospects (IMF 2013) and there is growing evid ence of 
increases in unmet need and negat ive effects on health in Greece and other 
coun tries (see chapters four and six). An import ant lesson for the future, there-
fore, is that coun tries should desist from basing health policy decisions on 
short- term economic fluc tu ations and account for popu la tion health needs and 
other goals when consid er ing fiscal sustain ab il ity.

Note

1 The views expressed in this chapter are those of the authors alone, not those of the 
OECD or its member coun tries.
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chapter three
Changes to public funding 
for the health system

Matthew Jowett, Sarah Thomson and 
Tamás Evetovits

Raising revenue for the health sector is guided by prin ciples that under pin 
efforts to strengthen health system perform ance (WHO 2010). These include 
ensur ing adequate levels of public funding to promote finan cial protec tion 
(so that people do not face finan cial hard ship when using needed health 
services) and stabil ity in revenue flows in order to main tain service quality and 
access ib il ity. Revenue- raising policy also aims to promote equity in finan cing, 
trans par ency and admin is trat ive effi ciency.

In an economic crisis, reduc tions in house hold or govern ment resources can 
gener ate fiscal pres sure in the health system, which may in turn lead to changes 
in access to health services, increased finan cial hard ship or lower health 
outcomes. Because of this, health systems are likely to need more, not fewer, 
resources. There is also good evid ence under lin ing the import ance of coun ter-
cyc lical public spend ing overall, and coun ter cyc lical public social spend ing in 
partic u lar. A country’s ability to main tain or increase levels of public spend ing 
on health in a crisis is there fore crit ical to main tain ing health system perform-
ance, includ ing popu la tion health.

Chapter two of this book focused on the outcome of policy responses to the 
crisis, summar iz ing the effects of these responses on levels of public and private 
spend ing on health across Europe. It showed how the health share of overall 
public spend ing fell, at some point, in 44 out of 53 coun tries, revers ing the trend 
of the previ ous decade, and was lower in 2011 than in 2007 in 24 coun tries  
(Figure 2.12 in chapter two). Per capita public spend ing on health fell in many  
coun tries between 2007 and 2012, partic u larly in 2010 and 2012 (Table 3.1); the 
level was lower in 2012 than it had been in 2007 in five coun tries, evid ence of how 
substan tial some reduc tions have been (Figure 3.1). This suggests that public 
spend ing on health has followed a relat ively pro- cyclical pattern since the onset 
of the crisis, in contrast to histor ical norms in high- income coun tries (Velényi  
and Smitz 2014). Private spend ing on health increased in many coun tries,  
largely as a result of increases in out- of- pocket payments (see Table 2.3 in 
chapter two). Between 2007 and 2012 the latter increased, as a share of total 
spend ing on health, in 21 coun tries, indic at ing cost- shift ing to house holds.
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Table 3.1 Changes in per capita public spend ing on health (NCUs), European Region

Non-EU coun tries 2007–8 2008–9 2009–10 2010–11 2011–12 2000–7 2007–12

Ireland 6.0% –5.1% –13.8% –8.6% –10.3% 104.3% –28.9%

Portugal 1.5% 5.5% 1.4% –6.9% –13.7% 37.7% –12.8%

Latvia 6.3% –19.4% –0.6% 0.9% 4.0% 324.3% –10.7%

Greece 16.8% 5.0% –12.6% –12.5% –1.9% 97.5% –8.0%

Croatia 8.9% –4.2% –0.3% –10.8% 0.1% 75.1% –7.1%

Italy 6.1% 1.2% 1.2% –1.6% –1.3% 42.1% 5.5%

Luxembourg 9.4% 1.0% –3.2% –4.4% 4.5% 42.0% 6.9%

Hungary 3.2% –1.8% 6.5% 3.6% –1.3% 97.1% 10.3%

Spain 8.6% 4.9% –1.1% –3.8% 2.7% 77.8% 11.3%

France 2.7% 3.5% 1.7% 1.9% 2.4% 30.8% 12.8%

Slovenia 17.7% 3.7% –3.7% 0.8% –3.7% 70.1% 14.0%

Germany 4.3% 6.1% 3.5% 1.6% 1.2% 14.6% 17.8%

Sweden 5.5% 3.6% 1.5% 4.1% 2.5% 40.2% 18.3%

Denmark 5.2% 6.8% 1.8% –0.4% 4.6% 48.1% 19.1%

Czech Republic 5.5% 14.9% –6.3% 2.5% 3.3% 57.1% 20.2%

United Kingdom 7.9% 9.0% 1.3% 0.3% 0.7% 71.9% 20.3%

Netherlands 6.7% 4.6% 3.8% 0.5% 3.9% 122.6% 21.1%

Malta –0.7% 1.6% 6.3% 5.6% 7.2% 53.4% 21.4%

Finland 6.3% 2.9% 0.7% 6.6% 3.8% 55.0% 21.8%

Lithuania 19.4% –5.2% –1.7% 5.8% 3.9% 125.6% 22.4%

Slovakia 13.9% 3.7% 1.0% 2.5% 0.8% 108.1% 23.2%

Austria 5.7% 3.6% 5.7% 2.9% 4.0% 30.2% 23.8%

Cyprus 16.8% 11.0% –3.5% 0.5% –1.0% 55.6% 24.5%

Belgium 8.8% 5.9% 1.5% 3.6% 3.7% 48.4% 25.5%

Estonia 22.5% –4.6% –1.6% 4.9% 8.1% 160.2% 30.5%

Romania 28.4% –2.6% 12.4% –0.8% –2.3% 552.8% 36.2%

Poland 20.2% 10.1% 2.0% 3.2% 1.8% 82.9% 41.6%

Bulgaria 19.1% –2.9% 9.6% 2.7% 8.9% 146.5% 41.8%
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Non-EU coun tries 2007–8 2008–9 2009–10 2010–11 2011–12 2000–7 2007–12

San Marino –2.0% –9.5% –0.6% 2.9% 17.3% 20.1% 6.4%

Norway 4.2% 2.8% 5.5% 6.0% –5.2% 56.4% 13.6%

Armenia –4.4% 0.6% 5.5% 10.1% 2.3% 479.8% 14.3%

Montenegro 0.9% –12.6% 20.1% 4.4% 5.1% 117.8% 16.1%

Andorra –3.6% –5.9% 17.7% –1.5% 12.7% 64.1% 18.6%

Iceland 10.1% 3.9% –2.0% 2.9% 3.1% 74.0% 19.0%

Switzerland 15.4% 3.5% 0.9% 1.8% –2.5% 31.1% 19.5%

Israel 6.1% 5.1% 2.9% 4.0% 4.7% 14.8% 25.0%

The former 
Yugoslav 
Republic of 
Macedonia

18.7% –4.0% 1.7% 5.3% 4.1% 36.3% 27.1%

Monaco 9.3% 4.0% 4.2% 6.9% 0.7% 42.9% 27.4%

Albania 14.8% 11.5% –5.2% 20.5% –0.3% 121.5% 45.8%

Serbia 18.6% 3.6% 8.9% 8.0% 6.5% 910.2% 54.0%

Bosnia 
Herzegovina

23.5% 13.9% 2.3% 5.6% 2.3% 149.7% 55.6%

Turkey 20.5% 13.0% 13.7% 2.2% 12.4% 538.6% 78.0%

Georgia 38.2% 20.6% 16.7% –12.6% 4.7% 270.1% 78.1%

Republic of 
Moldova

29.3% 8.1% 5.1% 10.9% 10.1% 417.0% 79.5%

Russian 
Federation

22.8% 13.8% 6.4% 18.6% 18.3% 394.5% 108.7%

Ukraine 28.5% 8.6% 22.7% 11.8% 10.4% 504.9% 111.4%

Azerbaijan 17.6% 42.3% 2.8% 12.2% 16.4% 529.1% 124.6%

Kyrgyzstan 16.0% 27.8% 6.0% 27.8% 21.5% 257.1% 144.0%

Turkmenistan 23.5% 41.3% 13.8% 35.1% 12.2% 106.8% 200.9%

Kazakhstan 56.7% 22.8% 20.9% 12.4% 15.4% 293.9% 201.6%

Tajikistan 56.5% 22.7% 26.1% 27.4% 17.1% 680.4% 261.3%

Uzbekistan 41.9% 33.3% 34.4% 28.0% 34.0% 636.6% 336.2%

Belarus 16.5% 6.9% 33.0% 46.0% 99.6% 965.9% 383.1%

Number of 
countries with a 
decline

4 12 14 11 11 0 5

Source: WHO (2014).

Note: Negative growth (decline) is shaded. Countries ranked from high to low by extent of 
decline between 2007 and 2012. NCU = national currency unit.
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This chapter focuses on how poli cy makers respon ded to the crisis, as  
repor ted in our survey of 47 coun tries.1 The next section gives a brief over view 
of how the prin ciples under ly ing revenue- raising policy, and health system 
perform ance, are affected by an economic shock. This is followed by a review of 
the changes coun tries repor ted making to public funding for the health system 
from 2008 to the first half of 2013, includ ing cutting public spend ing on health, 
mobil iz ing public revenue and intro du cing meas ures inten ded to protect employ-
ment and poorer house holds. The summary tables (Tables 3.3, 3.4 and 3.5)  
distin guish between direct and partial or possible responses to the crisis. Country 
names in italics signify a change that was either partially a response to the crisis 
(planned before the crisis but imple men ted after with greater/less speed/intens-
ity than planned) or possibly a response to the crisis (planned and imple men ted 
since the start of the crisis, but not defined by the relev ant author it ies as a 
response to the crisis). The chapter concludes with a discus sion of implic a tions 
for health system perform ance.

Overall, coun tries adopted a mix of meas ures (Table 3.1).2 Although many 
intro duced expli cit cuts to the health budget in direct response to the crisis (19), 
more (24) tried to mobil ize public revenue using a wide range of strategies. 
Some coun tries did both at the same time (12).

3.1 Fiscal pres sure, public spend ing on health and health system 
perform ance

In chapter one, we set out the many poten tial sources of fiscal pres sure for 
health systems in an economic crisis (Figure 1.2). We noted the sali ence of 

Figure 3.1 Annual change (%) in per capita public spend ing on health (NCUs), 2007–12, 
coun tries in which the 2012 level was lower than the 2007 level in abso lute terms

Source: WHO (2014).

Note: Countries ranked from high to low by extent of decline between 2007 and 2012. 
NCU = national currency unit.
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Table 3.2 Summary of repor ted changes to public funding for the health system, 2008–13

Policy area Number of coun tries report ing

Direct responses Partial/possible 
responses

Reducing (or slowing the growth of) 
health budgets

Cuts to ministry of health budgets 18 1

Reducing govern ment budget trans fers to 
the health sector

4 0

Introducing or tight en ing controls on 
public spend ing on health

4 1

Introducing or tight en ing controls on 
public spend ing in general

5 1

Mobilizing revenue

Deficit finan cing 3 1

Increasing govern ment budget trans fers 12 8

Drawing down reserves 7 0

Introducing or strength en ing  
coun ter cyc lical formu las for govern ment 
budget trans fers to the health sector

0 1

Increasing social insur ance contri bu tion 
rates

9 3

Raising or abol ish ing ceil ings on  
contri bu tions

3 1

Extending contri bu tions to non- wage 
income

4 1

Enforcing collec tion 1 1

Centralizing collec tion 1 0

Introducing new taxes / earmark ing for the 
health system

2 3

Targeting to protect employ ment or 
poorer people

Abolishing tax subsidies and exemp tions 2 1

Reducing contri bu tion rates to protect 
poorer people

2 0

Reducing contri bu tion rates to protect 
employ ment

5 0

Source: Survey and case studies.



56 Economic Crisis, Health Systems and Health in Europe

house hold finan cial insec ur ity as a source of fiscal pres sure on the health 
expendit ure side of the equa tion – partic u larly in health systems with 
employ ment- based or means- tested enti tle ment to publicly financed cover age, 
an issue covered in more detail in chapter four. This chapter focuses on fiscal 
pres sure on the revenue side: reduced revenue from the govern ment budget or  
mand atory contri bu tions leading to lower levels of per capita public spend ing 
on health.

Whether or not public spend ing on health falls in an economic crisis is likely 
to depend on multiple factors, such as:

• a country’s fiscal health prior to the crisis, which will influ ence the scope for 
deficit finan cing

• the nature, magnitude and dura tion of the crisis
• prevail ing govern ment views about the appro pri ate fiscal response to  

various forms of crisis (broadly char ac ter ized as ‘stim u lus’ versus 
‘auster ity’)

• the views of inter na tional organ iz a tions and ministries of finance respons-
ible for economic adjust ment programmes (EAPs)

• social values, which may influ ence the accept ab il ity to the elect or ate of 
differ ent responses (see Box 3.1)

• the way in which public revenue for the health sector is collected, and
• health policy responses

The health system perform ance implic a tions of changes in public spend ing on 
health depend on the start ing point and the size of reduc tions, as we discuss in 
the follow ing para graphs.

Box 3.1 Societal pref er ences and govern ment prior ity or commit ment 
to the health sector

Government decisions about fiscal policy – taxes and spend ing – should 
reflect soci etal pref er ences. Health is usually people’s top prior ity for 
increased public spend ing at the expense of other sectors (EBRD 2010). 
During the crisis, however, the health share of public spend ing fell in most 
coun tries in Europe. Some coun tries had very little room for manoeuvre; 
some tried hard to protect public spend ing on health; others simply cut 
health dispro por tion ately to any decline in the overall size of govern ment 
or the economy.

Beyond values, in an economic crisis, house hold reli ance on public 
spend ing increases and health systems need more, not fewer, resources. 
These factors form the rationale for coun ter cyc lical public spend ing on 
health.

Health systems with built- in coun ter cyc lical mech an isms are better 
able to address fluc tuta tion in the finan cial resources avail able to the 
health sector. So- called auto matic stabil izers provide relat ive protec tion 
during a time of crisis, but also control increases in public spend ing on 
health in times of economic growth.
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Adequate levels of public funding to promote finan cial protec tion

Financial protec tion – ensur ing people do not face finan cial hard ship when 
access ing needed health services – is a funda mental health system goal (WHO 
2000). Research shows that the incid ence of people facing finan cial hard ship 
due to paying out- of- pocket for health care increases signi fic antly when out-  
of- pocket payments account for more than 15–20 per cent of total spend ing on 
health (Xu et al. 2010). As Figure 3.2 illus trates, reli ance on out- of- pocket 
payments tends to fall as public spend ing on health3 accounts for a greater 
share of GDP. To promote finan cial protec tion, coun tries need to ensure that 
levels of out- of- pocket payments are kept relat ively low and that public spend-
ing on health as a share of GDP is main tained at an adequate level.

The degree of public funding avail able for the health sector is a func tion of 
two things: first, levels of public spend ing (on all sectors) as a share of GDP – a 
country’s fiscal capa city; and second, the health sector share of public spend-
ing, which largely reflects prior ity or commit ment to the health sector in 
decisions about the alloc a tion of public spend ing (includ ing reven ues received 
through health- specific contrib ut ory schemes – for example, through payroll 
taxes).

Both factors are affected by overall changes in economic activ ity as well as 
by fiscal policy decisions and polit ical atti tudes towards the health sector. It is 
there fore instruct ive to look at whether changes in public spend ing on health as 

Figure 3.2 Out- of- pocket payments as a share (%) of total spend ing on health and 
public spend ing on health as a share (%) of GDP, 2007, European Region

Source: Author calculations based on WHO (2014).
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a share of GDP since 2007 are the result of contrac tions in fiscal capa city (a fall 
in total public spend ing as a share of GDP) or of fiscal policy decisions (a fall 
in the health share of public spend ing).

Stability in public funding to main tain service quality  
and access ib il ity

Significant fluc tu ation in levels of public spend ing on health – partic u larly  
reduc tions – can disrupt the deliv ery of health services, espe cially when providers 
are contrac ted, affect ing quality and access. Fluctuation may be caused by 
changes in wage and employ ment levels – a press ing issue in coun tries that rely 
heavily on employ ment (payroll taxes) to finance the health sector – and by 
govern ment decisions. Research shows that, in the past, health systems financed 
through govern ment budget alloc a tions have exper i enced greater reduc tions in 
public spend ing in the years follow ing an economic shock than those mainly 
financed through earmarked contri bu tions (Cylus et al. 2012). This may be due to 
the relat ive ease with which govern ment budget alloc a tions can be changed, at 
least in some coun tries (Kutzin et al. 2010), or because coun tries with employ ment- 
based finan cing use a wider range of levers to mitig ate fluc tu ation.

Equity in finan cing the health system

The distri bu tion of health finan cing across the popu la tion has implic a tions  
for equity and finan cial protec tion. Research shows that private finan cing 
mech an isms such as volun tary health insur ance (VHI) or out- of- pocket 
payments gener ally require poorer house holds to pay more for health as a 
share of their income than richer house holds (a regress ive distri bu tion) (van 
Doorslaer et al. 1999). Out- of- pocket payments are espe cially regress ive. In 
contrast, public mech an isms result in a propor tion ate distri bu tion (every one 
pays the same share) or a progress ive one (richer house holds pay a greater 
share). Direct taxes on income or wages are usually more progress ive than 
indir ect taxes on consump tion (for example, VAT or alcohol and tobacco taxes), 
which are often regress ive. A more complete equity analysis would also 
consider the extent to which differ ent groups in society benefit from spend ing 
on health, espe cially public spend ing on health (Wagstaff 2010).

Changes to the overall finan cing mix and to the compos i tion of public funding 
for the health system are likely to have distri bu tional effects. Fiscal pres sure may 
encour age govern ments to abolish inequit able (and often expens ive) tax subsidies 
favour ing richer groups, but equity gains result ing from such action are likely to 
be outweighed by cost- shift ing to house holds as public spend ing on health falls.

Transparency and admin is trat ive effi ciency

There is some evid ence to suggest that greater trans par ency in the use of  
public funding – achieved by earmark ing taxes or contri bu tions for a specific 
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purpose such as health or educa tion – may gener ate popular support for new or 
increased taxes (see, for example, Gomez and Ortiz 2010). The admin is trat ive 
costs asso ci ated with raising public revenue can be minim ized by ensur ing 
exist ing infra struc ture (for example, the tax agency) is used to collect new 
revenue and revenue is trans ferred promptly to pooling or purchas ing organ iz-
a tions. In some contexts, moving repsons ib il ity for collecing contri bu tions from 
multiple social funds to the tax agency could enhance admin is trat ive effi ciency. 
An economic shock may create impetus for action to promote both object ives.

Other concerns

Revenue- raising policy can affect the wage compet it ive ness of labour and the 
perform ance of the economy more broadly. Payroll taxes are partic u larly 
relev ant here and have long been a source of concern in some coun tries. They 
are also a concern due to demo graphic changes: as popu la tions age, a shrink ing 
pool of workers will be paying for a growing pool of people not in work. For 
these reasons, some coun tries have used general tax reven ues to supple ment 
payroll tax reven ues, rather than further increas ing contri bu tion rates, a trend 
likely to have been strengthened by the crisis.

3.2 Reducing (or slowing the growth of) health budgets

In several coun tries, public revenue for the health sector fell auto mat ic ally  
as a result of unem ploy ment and falling wages.4 However, many coun tries 
respon ded to fiscal pres sure by cutting health budgets, using the meas ures 
summar ized in Table 3.3. As Table 3.1 shows, the largest reduc tions in public 
spend ing on health in per capita terms were concen trated in coun tries subject to 
economic adjust ment programmes (EAPs) – for example, Greece, Ireland, 
Latvia and Portugal – although others also exper i enced substan tial reduc tions 
(notably Croatia). In Greece, memor andum of under stand ing (MOU) stip u la-
tions required public spend ing on health to be cut by 0.5 per cent of GDP in 2011, 
and to be kept below 6 per cent of GDP in 2012; as a result, public spend ing on 
health fell by 23 per cent (€3.8 billion) between 2009 and 2011 (Economou et al. 
2015). Ireland’s EAP did not require it to make cuts to the health budget, but the 
govern ment did so as part of broader cuts to public spend ing (Nolan et al. 2015).

Many coun tries cut budgets for national or regional minis tries of health. 
Others cut the amount trans ferred by the govern ment to health insur ance 
schemes. Greece and Portugal took steps to limit the govern ment’s expos ure to 
cost infla tion arising in part from poor manage ment by health insur ance funds. 
Greece changed the basis for govern ment contri bu tions on behalf of civil 
servants to mandat ory health insur ance from an open- ended commit ment to a 
fixed rate of 5.1 per cent of gross earn ings in 2011, in effect lower ing the govern-
ment’s contri bu tion. Civil servants were subsequently required to pay more 
(see Table 3.4). Portugal also reduced govern ment contri bu tions to the ‘sub -
system’ schemes offer ing addi tional cover age to employ ees (see Box 3.2).
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Table 3.3 Reported meas ures to reduce health budgets or slow the rate of growth

Policy response Countries

Cuts to national or 
regional ministry of 
health budgets

Bulgaria (2009, 2010, 2012), Czech Republic (2010),  
Cyprus, Estonia (2009), Finland (2012), France (2013), 
Georgia (2011), Greece (2011), Iceland, Ireland (2010–
2013), Italy (2011, planned for 2012–14), Latvia (2009, 
2013), the former Yugoslav Republic of Macedonia (2012), 
Portugal, Romania (2008–2011), Serbia, Slovenia (2008–12), 
Spain (2011), United Kingdom

Reducing govern ment 
budget trans fers to the 
health sector

Czech Republic (frozen, 2012), Finland (to muni cip al it ies, 
2012; to mandat ory health insur ance, 2013), Greece 
(capping govern ment contri bu tions for civil servants at 
5.1% of wages, 2011), Portugal (2012, 2013; redu cing 
govern ment contri bu tions for civil servants from 2.5% to 
1.25% for the subsys tem for civil servants, 2013)

Introducing or tight en ing 
controls on growth rates 
of public spend ing on 
health

Austria (2013), Belgium (tightened the growth norm for 
govern ment trans fers from 4.5% to 2%, 2013; raised to 3% 
for 2014), France (reduced deficit cap, 2012), Portugal 
(intro duced a cap on the NHS deficit, 2012), Spain (cap 
on regional defi cits, 2012)

Introducing or tight en ing 
controls on growth rates 
of public spend ing in 
general

Croatia (2011), Czech Republic (from 2014), Denmark 
(2012), Montenegro (2010), Slovenia (2012), Spain (2011)

Source: Survey and case studies.

Table 3.4 Reported meas ures to mobil ize public revenue for the health system

Policy response Countries

Deficit finan cing Austria (debts to be written off between 2010 and 
2012, 2009), Czech Republic, France, Portugal

Increasing govern ment 
budget trans fers

Austria (2009, reduced in 2011), Georgia (2013), 
Germany (2009–11, reduced in 2012–13), Hungary (2009, 
reduced in 2012), Lithuania (2008–11), Kazakhstan, 
Kyrgyzstan, the former Yugoslav Republic of 
Macedonia, Malta, Montenegro, Republic of Moldova 
(2010), Norway (to muni cip al it ies), Poland (to local 
govern ments, 2009–13), Romania (2010), Russian 
Federation, Slovakia (2009), Sweden (to local 
govern ments, 2009–11), Switzerland (subsidies for 
low- income people, 2009), Tajikistan, Turkey (2008–11)

Drawing down reserves Belgium (2011, 2012), Bulgaria (2011), Czech Republic, 
Estonia, Lithuania, Republic of Moldova (2012), 
Slovenia (2008–12)

Introducing formu las for 
govern ment budget 
trans fers to the health 
sector

Russian Federation
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Increasing social  
insur ance contri bu tion 
rates

Employers: Russian Federation (3.1% to 5.1% 
from 2011, 2009), Slovakia (from 4% to 4.33% in  
2012)

Both: Bulgaria (from 6% to 8%, 2009), Netherlands 
(employ ees 5% to 5.56%, 2012; employ ers 7.1% to 7.5%, 
2013)

Not specified: Ireland (from 2% to 4% for all, to 5% for 
higher earners, threshold for higher earners lowered, 
2009; exemp tion threshold raised from €4004 to €10,036, 
2012), Montenegro (a planned reduc tion was aban doned 
and the rate increased to 12.3%, 2010)

Pensioners: Greece (2.55% to 4% for civil servants, 
2013), Portugal (1.3% to 1.5% for civil servants in 
subsys tems, 2012)

Overall social secur ity contri bu tion: France (in stages, 
from 2% in 2009 to 20% in 2012), Latvia (33.09% to 
35.09%, 2011), Lithuania (26% in 2006 to 35%, 2012), 
Montenegro (32% to 33.8%, 2010; employer share fell, 
employee share rose)

Raising or abol ish ing 
ceil ings on contri bu tions

Raising: Bulgaria (2013), Netherlands (2012), Slovakia 
(2012)

Abolishing: Czech Republic (employ ees, 2013)

Extending contri bu tions 
to non- wage income

Croatia (pensions, varying rates, 2011), Hungary (2012), 
Romania (pensions, 2011), Slovakia (dividends, 2011; 
part- time contracts, 2012), Slovenia (freel ance writers, 
short- term and part- time contracts, 2012)

Enforcing collec tion Lithuania (2008), Slovenia (2009)

Centralizing collec tion Czech Republic (2012)

Introducing new taxes for 
the health system or new 
earmark ing of exist ing 
taxes

New taxes earmarked for health: Croatia, France  
(beer, 2013; high- earning finan cial sector workers, 
earmarked for social secur ity, 2013), Hungary 
(foods high in salt, sugar, fat, 2011; car insur ance 
premi ums, 2012)

Increase in share of earmark ing for health: Belgium 
(VAT, tobacco), France (tobacco, from 2009, 2007; 
capital gains, 2011; social secur ity, 2010),  
Hungary (2012)

New earmark ing for health: Croatia (tobacco, 2011)

Source: Survey and case studies.

Several coun tries tried to curb health expendit ure by impos ing or redu cing caps 
on growth rates or defi cits, often in response to wider govern ment efforts to 
meet EU fiscal targets. In some coun tries health was not directly targeted, but 
may have been affected by caps on overall public spend ing. For example, 
Denmark intro duced binding ceil ings and Croatia intro duced legis la tion to 
require all govern ment depart ments to main tain fiscal balance, with new 
borrow ing only permit ted to cover previ ous liab il it ies or devel op ment projects.
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3.3 Mobilizing public revenue for the health system

Prior to the crisis, some coun tries already had built- in mech an isms to address 
fluc tu ation by smooth ing health sector revenue across the economic cycle:  
so- called auto matic stabil izers in the form of reserve funds or formu las for 
trans fers from the govern ment budget to the health sector. However, coun tries 
also used a wide range of other strategies to try and main tain or increase levels 
of public funding for the health system (see Table 3.4).

Deficit finan cing

For a number of govern ments, rapidly increas ing market borrow ing costs  
made tradi tional deficit finan cing increas ingly diffi cult to the point where they 
were forced to enter an EAP (see Figure 2.7 in chapter two). For other  
coun tries, however, increas ing govern ment borrow ing was central to the  
policy response. In France, deficit- financed health spend ing nearly tripled 
between 2008 and 2010 (rising to €11.9 billion), before falling (to €8.6 billion) in 
2011 as a result of improved reven ues and better expendit ure control. The 
Czech Republic boosted deficit finan cing in addi tion to drawing on reserve 
funds. In Austria, debts accu mu lated by mandat ory health insur ance prior to 
the crisis were written off. In 2012, Portugal made a one- off alloc a tion of €2 
billion to the National Health Service (NHS) to reduce the NHS deficit by 
two- thirds.

Increasing govern ment budget trans fers to the health sector

Several coun tries that exper i enced dips in mandat ory health insur ance revenue, 
but did not have formu las govern ing the level of govern ment trans fers, increased 
trans fers on an ad hoc basis. Some coun tries chose to do this rather than 

Box 3.2 Equity- promot ing changes to public funding for the health 
system in Portugal

The Portuguese govern ment has taken a series of steps that are likely to 
make the finan cing of the health system more equit able. Tax relief for 
private spend ing on health was abol ished in 2012 for people in the top two 
income brack ets and reduced from 30% to 10% for every one else. Portugal 
has an addi tional layer of contrib ut ory insur ance for employ ees that 
gener ally favours richer workers. The govern ment reduced its contri bu-
tions to these so- called subsys tems by 30% in 2012 and a further 20% in 
2013, and also limited the scope of the subsys tem bene fits package. By 
2016, the subsys tem scheme is to be self- finan cing.

Source: Sakellarides et al. (2015)
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increase contri bu tion rates, to avoid adding to labour costs. For example, the 
federal govern ment in Germany decreased payroll contri bu tion rates and 
instead increased its trans fers to mandat ory health insur ance to €7.2 billion in 
2009 and €15.7 billion in 2010, with slight reduc tions in subsequent years. Some 
coun tries repor ted no change in govern ment trans fers, in spite of falling health 
insur ance revenue.5

Drawing down reserves

Bulgaria amended the Health Insurance Law in 2011 to lower the fund’s reserve 
from 10 per cent to 9 per cent of revenue to boost funding for health services. 
Belgium effect ively drew on reserves when it decided not to trans fer resources 
to its reserve fund in 2011 and 2012. Estonia’s health insur ance fund was initially 
preven ted from drawing on its substan tial reserves due to the govern ment’s 
broader fiscal concerns, as described in Box 3.3 and Figure 3.3. Slovenia 
depleted its reserves between 2008 and 2011.

Introducing or strength en ing coun ter cyc lical formu las for  
govern ment budget trans fers to the health sector

During the crisis, the Russian Federation estab lished a formula for govern ment 
budget trans fers to cover the cost of non- contrib ut ors, not so much to secure 

Box 3.3 Use of health insur ance reserves in Estonia

The Estonian Health Insurance Fund (EHIF) has always accum mu lated 
more reserves than required by law, as shown in Figure 3.2, reflect ing a 
cautious approach to expendit ure growth and a focus on effi ciency. 
During the crisis, payroll tax reven ues dropped sharply. Reserves were 
used to fill part of the gap, but the govern ment did not allow EHIF to use 
reserves to fill the whole gap. The reserves formed part of the govern-
ment balance sheet and were needed to meet Maastricht criteria for 
joining the Eurozone in 2011. As a result of not being able to make full use 
of its reserves (which, never the less remained with the EHIF and will be 
avail able to it in future), the EHIF had to restrict cover age of tempor ary 
sick leave cash bene fits (a policy that had been on the polit ical agenda for 
several years) and lower health service prices (see chapters four and 
five). In contrast to the EHIF, the ministry of health’s budget was cut signi-
fic antly in response to the crisis, lower ing the funding avail able for public 
health. Due to the use of EHIF reserves, however, the health share of 
public spend ing increased from 11.5% in 2007 to 12.3% in 2011, suggest ing 
health was protec ted from public spend ing cuts in compar ison to other 
sectors.

Source: Habicht and Evetovits (2015)
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addi tional funding as to integ rate revenue streams. Lithuania and Slovakia use 
formu las to determ ine levels of govern ment budget trans fers to mandat ory 
health insur ance, usually to cover the costs of non- contrib ut ors. Box 3.4 and 
Figure 3.4 detail the coun ter cyc lical policies used in Lithuania. In spite of a 
huge increase in unem ploy ment in Lithuania between 2008 and 2012 (see  
Figure 2.2 in chapter two), these policies helped to smooth and stabil ize health 
insur ance revenue.

Figure 3.3 Accumulation and use of health insur ance reserves in Estonia, (€ millions), 
2001–12

Source: Habicht and Evetovits (2015).

Box 3.4 Countercyclical policies to stabil ize the flow of public revenue 
for the health system in Lithuania

Lithuania has a soph ist ic ated system to limit fluc tu ation in annual revenue 
result ing from changes in payroll tax revenue. First, the health insur ance 
fund accum mu lates reserves. Second, the govern ment makes trans fers 
from its budget on behalf of econom ic ally inact ive and unem ployed people. 
Third, since 2007 these trans fers have been based on average gross wages 
in the year two years prior to the trans fer. Linking govern ment budget 
trans fers to average wages and the use of a two- year lag not only helps to 
prevent sudden drops in health insur ance revenue but also modu lates 
expan sion during periods of growth. As a result of this complex system set 
out in the health insur ance law, govern ment budget trans fers to mandat ory 
health insur ance increased during the crisis, as shown in Figure 3.3.

Source: Kacevičius and Karanikolos (2015)
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Increasing social insur ance contri bu tion rates

This was a common response to falling health insur ance revenue, as Table 3.3 
shows.

Raising or abol ish ing ceil ings on contri bu tions

Estonia and Hungary abol ished contri bu tion ceil ings prior to the crisis 
(Thomson et al. 2009). During the crisis, Bulgaria raised the annual cap on 
contri bu tions from BGN 2000 to BGN 2200, and the Netherlands raised it from 
€50,064 to €50,853. The Czech Republic abol ished its cap in 2012.

Extending contri bu tions to non- wage income

To broaden the revenue base, some coun tries exten ded contri bu tions to non- 
earned income such as dividends (Slovakia), redund ancy payments (France), 
self- employed revenue (Slovenia) and pension income (Croatia, Portugal, 
Romania), or to areas of earned income not already taxed, such as short- term 
and part- time contracts (Slovenia). Slovenia is debat ing the exten sion of contri-
bu tions to all income rather than just earned income, a move adopted in France 
in the 1990s. Croatia and Romania tried to protect low- income pension ers using 
varying rates and, in Romania, only apply ing social insur ance contri bu tions to 
pensions over a certain amount (RON 740 per month).

Figure 3.4 Impact of Lithuania’s coun ter cyc lical mech an isms on health insur ance 
revenue (€ millions), 1997–2013

Source: Kacevičius and Karanikolos (2015).

Note: OOPs = out-of-pocket payments; VHI = voluntary health insurance.
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Enforcing collec tion

Some coun tries in which revenue collec tion has been prob lem atic took steps  
to enforce collec tion prior to the crisis, includ ing Estonia, Hungary and Romania 
(Thomson et al. 2009). In others, enforce ment became an import ant focus  
as a result of the crisis. For example, collec tion agents in Lithuania (the Social 
Insurance Fund and the State Tax Office) will now face penal ties if they do not 
increase their effect ive ness in enfor cing payment of contri bu tions. In Slovenia the 
national health insur ance fund will, in future, work more closely with the tax 
agency.

Centralizing collec tion

From 2014, the collec tion of mandat ory health insur ance contri bu tions will be 
cent ral ized in the Czech Republic, moving respons ib il ity away from health 
insur ance funds, largely to reduce admin is trat ive costs. The only EU coun tries 
in which multiple health insur ance funds still collect their own contri bu tions are 
Austria, Germany and Slovakia (Thomson et al. 2009).

Introducing new taxes for health or new earmark ing of  
exist ing taxes

France intro duced a new tax on beer in 2013, which is to be earmarked for 
health, gener at ing an expec ted €480 million a year. It also increased the share 
of tobacco tax revenue earmarked for health (to 98.75 per cent from 2009) and 
the share of capital gains tax revenue earmarked for health (from 12.3 per cent 
to 13.5 per cent in 2011). Hungary intro duced taxes on a range of food and drink 
products and increased them a year later, gener at ing signi fic ant reven ues 
earmarked for the health sector. Initially, this new income was used to increase 
the salar ies of medical profes sion als, but in the future it will be earmarked for 
public health programmes. Croatia intro duced earmark ing of tobacco tax 
revenue for the health sector in 2011.

3.4 Targeted policy meas ures to protect employ ment  
and poorer people 

Reducing social insur ance contri bu tions to protect  
employ ment and poorer people

Some coun tries reduced overall contri bu tion rates or select ively reduced them 
for employ ers, not to lower levels of public spend ing on health but to avoid 
adding to labour costs and unem ploy ment (Table 3.5). A few coun tries also 
reduced contri bu tion rates for poorer house holds to main tain the afford ab il ity 
of health insur ance.
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Abolishing tax subsidies and exemp tions

Denmark removed tax relief for the corpor ate purchase of volun tary health 
insur ance. Ireland took similar steps in 2013, abol ish ing tax relief on VHI 
policies over a certain value. Portugal abol ished tax relief on private health 
spend ing for richer people and reduced it for all others (see Box 3.2). France 
reduced tax shel ters for payroll taxes earmarked for social secur ity, and the 
Czech Republic and Romania plan to abolish some exemp tions from mandat ory 
health insur ance contri bu tions in 2014.

3.5 Policy impact and implic a tions for health system perform ance

Countries adopted a mix of meas ures in response to the crisis (Table 3.2). 
Although many intro duced expli cit cuts to the health budget (19), many of these 
same coun tries (12), and others (12), tried to mobil ize revenue using a range of 
strategies. Cuts were evenly divided between coun tries mainly financed through 
govern ment budget alloc a tions and coun tries mainly financed through 
earmarked contri bu tions managed by a health insur ance fund. However, 
revenue- mobil iz ing efforts tended to be concen trated in contri bu tion- based 
systems, perhaps reflect ing greater imme di ate need to compensate for falling 
employ ment- based revenue, the avail ab il ity of policy levers not present in other 
systems (contri bu tion rates, for example) or stronger polit ical imper at ive to 
main tain the provi sion of bene fits to contrib ut ing popu la tions.

Most coun tries did not report on the effect ive ness of differ ent policy 
responses. The revenue mobil ized through auto matic stabil izers and other 
meas ures varied from context to context, depend ing on polit ical, economic and 
fiscal factors as well as health finan cing policy design details. Because raising 

Table 3.5 Reported meas ures to protect employ ment and poorer house holds

Policy response Countries

Abolishing tax subsidies and  
exemp tions

VHI: Denmark (abol ished, 2011), Ireland 
(reduced, 2013)

OOPs: Ireland (lowered from marginal to 
stand ard rate of tax, 2009), Portugal (2012)

Reducing social insur ance  
contri bu tion rates to protect  
employ ment

Employers: Hungary (5% to 2% between 2008 
and 2011), Montenegro (14.5% to 9.8%)

Not specified: Croatia (15% to 13%, 2012), 
Germany (15.5% to 14.9%, 2009), The former 
Yugoslav Republic of Macedonia (9.2% to 
7.5%, 2009)

Reducing social insur ance contri bu tion 
rates to protect poorer house holds

Self- insured: Republic of Moldova (2010, 
later increased)

Pensioners: Montenegro (19% to 1%, 2010)

Source: Survey and case studies.

Note: OOPs = out-of-pocket payments; VHI = voluntary health insurance.
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contri bu tion rates is poten tially prob lem atic in an economic crisis, due to the 
addi tional burden imposed on house holds and the labour market, other options 
may be prefer able and could also have favour able effects on equity (as we 
discuss below), health outcomes (public health taxes) and fiscal sustain ab il ity 
(extend ing contri bu tions to non- wage income).

Ability to mobil ize revenue through deficit finan cing depends on a range of 
factors, includ ing national debt levels, govern ment borrow ing costs, polit ical 
ideo logy and external constraints imposed by inter na tional economic adjust-
ment programmes. For example, Spain and the United Kingdom both exper i-
enced large increases in debt levels between 2008 and 2012; the United Kingdom’s 
level of debt was higher than Spain’s, but its borrow ing costs6 fell, while Spain’s 
rose, reflect ing market pess im ism about the prospects of recov ery (see Figures 
2.6 and 2.7 in chapter two). As a result, deficit finan cing was diffi cult for Spain, 
as it was for coun tries with EAPs. In contrast, although increased borrowing 
was econom ic ally viable for the United Kingdom, polit ical prior it ies led to 
down ward pres sure on the health budget.

In the discus sion that follows, we draw on the health expendit ure data presen-
ted in chapter two and Table 3.1. However, a full assess ment of impact on health 
system perform ance needs to consider changes to cover age and changes to 
health service plan ning, purchas ing and deliv ery, the subjects of chapters four 
and five of this book.

Adequacy

To assess whether reduc tions in public spend ing on health are likely to affect the 
adequacy of public funding levels, we consider two elements. First, we focus on 
coun tries in which public spend ing on health fell in per capita terms, as a share of 
GDP and as a share of total public spend ing (the latter reflect ing prior ity or commit-
ment to the health sector in decisions about the alloc a tion of public spend ing). We 
then consider which of these coun tries started the crisis in a relat ively weak posi-
tion due to alloc at ing a lower than average share of public spend ing to the health 
sector and having higher than average levels of out- of- pocket spend ing on health. 
As we noted in chapter two, modest reduc tions in public spend ing on health need 
not, in them selves, under mine perform ance – and could also come from effi ciency 
gains – but are likely to be damaging if they are sustained or occur in under fun ded 
health systems and in coun tries where the economic crisis is severe.

Between 2007 and 2012, per capita public spend ing on health fell in 28 out of 53 
coun tries (Table 3.1). On the whole, reduc tions were relat ively small and followed 
by growth in subsequent years. In Ireland, Portugal, Latvia, Greece and Croatia, 
however, reduc tions were substan tial or sustained (or both, in the case of Ireland 
and Greece); as a result, per capita public spend ing levels were lower in 2012 than 
they had been in 2007 (Figure 3.1). Some of these and other coun tries exper i enced 
a reduc tion in 2012 – the last year for which internationally comparable health 
expendit ure data are avail able – which suggests they may not have reached  
the end of the down ward trend. The health share of public spend ing fell in 44  
out of 52 coun tries and was lower in 2011 than it had been in 2007 in 24 coun tries 
(by more than two percent age points in eight coun tries; see Figure 2.13).7 The 
public share of total spend ing on health fell in 24 out of 53 coun tries and by five 
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or more percent age points in Armenia, Croatia, Ireland, Montenegro, Romania 
and Ukraine (see Figure 2.14).

In Table 3.6 we assess a country’s risk of suffer ing from inad equate levels of 
public funding, which could exacer bate finan cial hard ship for indi vidu als. Each 
country is assigned a score from 0 (no risk) to 7 (highest risk) reflect ing under-
ly ing condi tions at the onset of the crisis in terms of below average prior ity or 
commit ment to health and above average out- of- pocket spend ing on health 
(columns 1–2) and reduc tions in public funding during the crisis (columns 3–7). 
Countries that did not exper i ence signi fic ant reduc tions in public spend ing on 
health during the crisis, but relied heavily on out- of- pocket payments before the 
crisis, are given an addi tional point. This simple assess ment high lights Greece 
and Latvia as being at highest risk, followed by Croatia, Ireland, Lithuania and 
Portugal, then Armenia, Hungary, Malta, Montenegro, the Russian Federation, 
Turkmenistan and Ukraine. The coun tries with ‘moder ate’ risk are Albania, 
Azerbaijan, Bulgaria, Cyprus, Estonia, Luxembourg, Slovenia and the former 
Yugoslav Rupublic of Macedonia. It is notable that many of the high- risk  
coun tries are in the European Union.

Croatia, Greece, Ireland, Latvia and Portugal exper i enced the largest reduc-
tions in per capita public spend ing in single years (more than 10 per cent,  
Figure 3.1), while Croatia, Greece, Ireland and Romania exper i enced sustained 
reduc tions (more than three years). Negative GDP growth in 2013 in Croatia, 
Cyprus, the Czech Republic, Greece, Ireland, Italy, Portugal, Slovenia and Spain 
(Eurostat 2014) suggest these coun tries may have exper i enced further reduc-
tions in public spend ing on health in 2013, but the health expendit ure data are 
not yet avail able to confirm this.

Of the coun tries iden ti fied as being at moder ate to high risk, those with  
the highest levels of out- of- pocket spend ing on health at the onset of the  
crisis – over a third of total spend ing on health in Albania, Armenia, Azerbaijan, 
Bulgaria, Cyprus, Greece, Latvia, the former Yugoslav Rupublic of Macedonia 
and Turkmenistan – would have had the least poten tial for cutting public spend-
ing without further damaging finan cial protec tion and access to health services. 
In Greece and Latvia, there fore, it is likely that substan tial cuts in public spend ing 
on health have negat ively affected these crit ical dimen sions of health system 
perform ance. Cyprus may exper i ence the same problem if further cuts take place.

In contrast, Croatia and Ireland benefited from alloc at ing a relat ively high 
share of govern ment spend ing to the health sector before the crisis (above 16 
per cent of public spend ing in both coun tries) and having very low levels of out- 
of- pocket spend ing (under 15 per cent in both). Lithuania and Portugal had 
some (more limited) leeway also. Nevertheless, cuts have taken their toll in 
Croatia and Ireland, with both coun tries exper i en cing sharp drops in the public 
share of total spend ing on health between 2007 and 2012 (by 7 and 11 percent-
age points, respect ively), causing Ireland’s share to fall to 64 per cent in 2012, 
well below the EU average of 72 per cent.

Stability

The year- on- year volat il ity in per capita levels of public spend ing on health 
seen in several coun tries (Table 3.1) raises the ques tion of whether 
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contri bu tion- based systems demon strated greater stabil ity than govern ment 
budget- financed systems during the crisis. Across Europe, the largest annual 
cuts occured as a result of govern ment decisions (Greece, Ireland, Latvia and 
Portugal), but this largely reflec ted the magnitude of the economic shock, 
includ ing external inter ven tion through EAPs. It also reflec ted the absence of 
auto matic stabil izers: Greece had no reserves or coun ter cyc lical formu las to 
compensate the health insur ance system for falling payroll tax revenue. Ireland 
had no coun ter cyc lical formula to cover a huge increase in the share of the 
popu la tion entitled to means- tested bene fits.8

In other coun tries, reserves and coun ter cyl ical formu las provided a much- 
needed buffer. With the excep tion of Estonia, however, which had accu mu lated 
a large health insur ance reserve prior to the crisis (learn ing from the reces sion 
of the early 1990s), auto matic stabil izers alone were not enough to main tain 
levels of public funding for the health system where the crisis was severe or 
sustained. Policy responses played a crit ical role in ensur ing adequacy  
and stabil ity, even in Lithuania, with its strong built- in coun ter cyc lical 
mech an isms.

While we cannot draw firm conclu sions based on this evid ence, it is possible 
to high light three lessons for the future. First, auto matic stabil izers make a 
differ ence in helping to main tain public revenue for the health system in an 
economic crisis. Second, although reserves and coun ter cyc lical formu las were 
origin ally designed to prevent fluc tu ation in employ ment- based reven ues, there 
is no reason why systems predom in antly financed through govern ment budget 
alloc a tions should not intro duce similar mech an isms to adjust for changes in 
popu la tion health needs or to finance cover age increases linked to means- 
tested enti tle ment. Third, policy responses as the crisis devel ops remain import-
ant: auto matic stabil izers are not a substi tute for action, as the Estonian 
exper i ence shows. Because they are likely, at some point, to require deficit 
finan cing, they may not be suffi ciently protect ive in a severe or prolonged crisis 
or where polit ical economy factors over ride health system prior it ies.

Equity in finan cing

Policy responses likely to have a posit ive effect on equity in finan cing include 
raising or abol ish ing ceil ings on health insur ance contri bu tions; extend ing contri-
bu tions to non- wage income; targeted reduc tions in contri bu tions for lower- 
income house holds (often includ ing pension ers); targeted increases in 
contri bu tions for higher- income house holds; and reduc tions in tax subsidies that 
favour higher- income house holds, such as tax relief for volun tary health insur-
ance. Some coun tries took the oppor tun ity the crisis offered to address long stand-
ing sources of inequity – notably, Portugal and Ireland – while others respon ded 
in a care fully targeted way to protect poorer house holds – Ireland again, plus 
Croatia, Moldova, Montenegro and Romania. Slovakia’s exten sion of the contri-
bu tion levy base to dividends is another equity- enhan cing policy response.

However, policy responses that increase out- of- pocket payments or dispro-
por tion ately add to the finan cial burden of poorer house holds (through higher 
out- of- pocket payments or the exten sion of contri bu tions to pensions) are 
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likely to under mine equity in finan cing. The out- of- pocket share of total spend-
ing on health increased in 21 coun tries between 2007 and 2012, indic at ing 
regress ive cost- shift ing to house holds. In Ireland, analysis suggests that while 
the compos i tion of public funding for the health sector has become more 
progress ive during the crisis, the country’s growing reli ance on out- of- pocket 
payments has prob ably increased the regressiv ity of health system funding 
overall (Jowett and Evetovits 2014).

3.6 Summary and conclu sions

This chapter has reviewed policy responses to the crisis affect ing levels of 
public funding for the health system, includ ing cutting public spend ing on 
health, mobil iz ing public revenue and intro du cing targeted meas ures to protect 
employ ment and poorer people. It shows that coun tries adopted a mix of meas-
ures selec ted from a wide range of poten tial policy responses to the crisis. 
Although several intro duced expli cit cuts to the health budget, more tried to 
mobil ize public revenue using a range of strategies. In spite of these efforts, 
public spend ing on health fell in many coun tries between 2007 and 2012 (the 
last year for which internationally comparable health expendit ure data are 
avail able). On the whole, reduc tions were relat ively small and followed by 
growth in subsequent years, but a handful of EU coun tries exper i enced deep 
and prolonged reduc tions and have not yet regained 2007 spend ing levels. 
Economic indic at ors point to these and other coun tries exper i en cing further 
reduc tions in 2013.

In terms of impact on health system perform ance, our analysis suggests that 
the size and dura tion of spend ing reduc tions during the crisis, combined with 
under fund ing and high levels of out- of- pocket payments prior to the crisis, are 
most likely to have led to inad equate funding levels and finan cial protec tion 
prob lems in Greece and Latvia. Spending reduc tions have also been substan tial 
in Croatia, Ireland, Lithuania and Portugal, but negat ive effects in these coun-
tries (espe cially Croatia and Ireland) may have been mitig ated to some extent 
by high levels of public funding prior to the crisis.

We have also shown that there are other ways in which being prepared can 
help. Automatic stabil izers – built- in coun ter cyc lical mechansims in the form of 
reserves and formu las for govern ment budget trans fers – make a differ ence in 
main tain ing public revenue for the health system in an economic crisis. 
Nevertheless, policy responses matter: govern ment decisions taken in response 
to a crisis play a crit ical role. Although coun tries some times suffered large 
reduc tions in public spend ing on health, without policy action levels of public 
spend ing on health would have been even lower.

Cuts were evenly divided between systems mainly financed through govern-
ment budget alloc a tions and those that rely on earmarked contri bu tions, while 
revenue- mobil iz ing efforts tended to be concen trated in contri bu tion- based 
systems. While the largest annual cuts gener ally occurred as a result of govern-
ment decisions, this reflec ted the magnitude of the economic shock, includ ing 
external inter ven tion through EAPs, and the absence of auto matic stabil izers. 
There are valu able lessons to be learned from this in both types of system. 
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Lessons can also be learned from coun tries that used the crisis to enhance 
equity in finan cing the health system through care fully targeted responses.

Overall, it is worry ing that so many coun tries demon strated pro- cyclical 
patterns of public spend ing on health during the crisis, notably in the European 
Union. It is espe cially worry ing that pro- cyclical spend ing has been concen-
trated in the coun tries hit hardest by the crisis, includ ing those with EAPs. This 
suggests that the import ant economic, social and health system bene fits of 
promot ing finan cial protec tion and access to health services at a time of crisis 
have not been suffi ciently reflec ted in fiscal policy decisions and have not been 
adequately acknow ledged in EAPs.

Notes

1  Across the two waves of the survey, no inform a tion was avail able for Andorra, 
Luxembourg, Monaco, San Marino, Turkmenistan and Uzbekistan.

2  The follow ing coun tries did not report any response in the area of public funding for 
the health system: Albania, Armenia, Azerbaijan, Israel.

3  Public funding for health is defined as revenue that is mandat ory, pre- paid and 
pooled. These three features are crit ical to achiev ing health system goals. Public 
funding includes the indir ect and direct taxes that make up general tax reven ues, 
taxes earmarked for health, partic u larly social insur ance contri bu tions, which are 
typic ally levied on wages (payroll taxes), and the mandat ory purchase of health 
insur ance from private insurers as used in the Netherlands and in Switzerland.

4  The follow ing coun tries repor ted unem ploy ment-  or wage- related falls in mandat ory 
health insur ance revenue: Bosnia and Herzegovina, Bulgaria, Estonia, Hungary, 
Lithuania, Montenegro, Moldova, Poland, Romania, Serbia, Slovakia, Slovenia and 
Switzerland.

5  These included Bosnia and Herzegovina, Bulgaria, Estonia, Poland, Serbia and Slovenia.
6  According to the market rate for ten- year govern ment bonds, which is the most 

commonly used indic ator to assess govern ment borrow ing costs.
7  Ireland, Armenia, Latvia, Iceland, Luxembourg, Croatia, Kyrgyzstan and Montenegro.
8  This share rose from just under 30 per cent in 2007 to just under 40 per cent in 2012 

(Nolan et al. 2015).
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chapter four
Changes to health cover age

Sarah Thomson

Health cover age has three dimen sions, as shown in Figure 4.1: the share of the 
popu la tion entitled to publicly financed health services, the range of services 
covered and the extent to which people have to pay for these services at the 
point of use (WHO 2010). Faced with heightened fiscal pres sure in the health 
sector, poli cy makers may try to restrict one or more dimen sions of cover age.

Coverage is a major determ in ant of finan cial protec tion. Where cover age is 
effect ive, people should be able to access the care they need without facing 
finan cial hard ship – that is, out- of- pocket spend ing on health care should not 
push them into poverty or take up such a large share of their income that they do 
not have enough for food, shelter and other essen tial goods.1 A key ques tion for 
policy is whether it is possible to change cover age in ways that do not under mine 
finan cial protec tion and other aspects of health system perform ance.

Reductions in cover age shift respons ib il ity for paying for health services 
onto indi vidu als and will usually increase the role of private finance in the 
health system through out- of- pocket payments (direct payments for non- 
covered services and user charges for covered services) or, less commonly, 
volun tary health insur ance (VHI). In doing so, coverage reductions can delay 
care seeking, increase finan cial hard ship and unmet need, exacer bate inequal-
it ies in access to care, lower equity in finan cing and make the health system 
less trans par ent. In turn, finan cial barri ers to access are likely to promote  
inef fi cien cies – skewing resources away from need or encour aging people to 
use resource- intens ive emer gency services instead of cost- effect ive primary 
care – all of which may add to rather than relieve fiscal pres sure.

With atten tion to policy design, some of these negat ive outcomes can be 
mitig ated. Two prin ciples stand out as being crit ical to policy ‘success’: ensur-
ing changes to cover age do not adversely affect people who are already vulner-
able in terms of health status and access to health care – those who are poor, 
unem ployed, socially excluded or need regular treat ment for chronic illness – 
and prior it iz ing non- cost- effect ive services or patterns of use for disin vest ment. 
Both prin ciples require a targeted, select ive approach to policy devel op ment.
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This chapter reviews changes to cover age coun tries intro duced in response 
to the crisis between 2008 and the first half of 2013, as repor ted in the study’s 
survey of 47 coun tries.2 The next three sections review each dimen sion of 
cover age in turn, begin ning with a short over view of the scope for change and 
then summar iz ing policy responses. A further section considers the role of VHI 
in address ing cover age gaps. The chapter concludes with a discus sion of policy 
impact and implic a tions for health system perform ance.

Four- fifths of the coun tries surveyed repor ted intro du cing changes to  
cover age (Table 4.1). Figure 4.2 shows the distri bu tion of changes across  
the three dimen sions. The most common area of policy change was user  
charges (32 coun tries in total), followed by changes to the bene fits package  
(30 coun tries) and changes to popu la tion enti tle ment (20 coun tries). Many 
coun tries intro duced a mix of policies inten ded to expand cover age and restrict 
cover age. The coun tries that intro duced two or more meas ures aimed at 
restrict ing cover age tended to be among those that were heavily affected by 
the crisis.3 Policies were occa sion ally intro duced, but not fully imple men ted or 
intro duced and over turned. A few coun tries post poned planned cover age 
expan sions.

Summary tables in this chapter distin guish between direct and partial or 
possible responses to the crisis. Country names in italics signify a change that 

Figure 4.1 Coverage dimen sions: popu la tion enti tle ment, the bene fits package and 
user charges

Source: Adapted from WHO (2010).
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Table 4.1 Summary of repor ted changes to health cover age, 2008–13

Number of coun tries report ing

Policy area Direct responses Partial/possible 
responses

Population enti tle ment
Expanded enti tle ment  8  7
Restricted enti tle ment  6  0

Benefits package
Added new bene fits  4  9
HTA- informed reduc tion in bene fits  4  9
Ad hoc reduc tion in bene fits 14  3

User charges
Reduced user charges (or improved protec tion) 14 10
Increased user charges 13 11

Source: Survey and case studies.

Note: HTA = health tech no logy assess ment.

Figure 4.2 Number of coun tries report ing changes to health cover age in direct or 
partial/possible response to the crisis (out of 40 coun tries), 2008–13

Source: Survey and case studies.
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was either partially a response to the crisis (planned before the crisis but imple-
men ted after with greater/less speed/intens ity than planned) or possibly a 
response to the crisis (planned and imple men ted since the start of the crisis, but 
not defined by the relev ant author it ies as a response to the crisis). It is import-
ant to emphas ize that the chapter aims to provide a picture of changes within 
coun tries over time rather than a compar at ive picture across coun tries. Some 
coun tries made extens ive changes to cover age, includ ing reduc tions, from a 
broadly univer sal start ing point. In others, changes were minor, but took place 
in the context of relat ively limited cover age. A handful of coun tries did not 
make any changes at all.4

4.1 Population cover age: enti tle ment to publicly financed  
health services

By the end of the twen ti eth century almost all European Union (EU) health 
systems had achieved univer sal or near univer sal popu la tion cover age. By late 
2008, there were only one or two in which the whole of the legally resid ent 
popu la tion was not entitled to publicly financed health care. Cyprus and  
Ireland, for example, still only provide means- tested access to primary care. 
Expanding popu la tion cover age is there fore one of the major trends in health 
finan cing policy in the European Union in the last 20 years (Thomson et al. 
2009). Within this broad trend, an import ant pattern has been to shift the  
basis for enti tle ment from employ ment to resid ence. In contrast, coun tries in 
the eastern part of the European Region have tended to move away from 
univer sal ism through the intro duc tion of mandat ory health insur ance, which 
creates expli cit categor ies of unin sured persons. In many of these coun tries, 
access to bene fits has also been limited by low levels of public spend ing on 
health (Kutzin et al. 2010). During the 1990s and 2000s, several coun tries debated 
redu cing enti tle ment to publicly financed health care, often driven by a desire 
to promote VHI (Mossialos and Le Grand 1999; Thomson and Mossialos 2009). 
To date, Georgia is the only country to have pursued this policy on a large scale 
(Thomson 2010).5

Restricting enti tle ment poses risks for health system perform ance, as well  
as obvious polit ical risks. Following the logic of being select ive, (high)  
income would be the most sens ible criterion for exclud ing people, since  
richer people are in a better posi tion to pay for health care out- of- pocket  
or through VHI. International exper i ence, however, strongly suggests that 
income- based exclu sions do not relieve fiscal pres sure (Thomson and  
Mossialos 2006; Smith and Normand 2009; Smith 2010). Health systems lose 
public revenue by fore go ing the higher- than- average contri bu tions of richer 
people or by having to compensate richer people through tax relief on  
private spend ing. As a result, they are likely to have a smaller per capita  
amount of money to spend on a group of people with an above average risk 
profile.

Figure 1.2 in chapter one showed how means- tested enti tle ment to health 
care is a source of fiscal pres sure in a reces sion. Countries that use means- 
testing are likely to have to spend more publicly on the health system to cope 
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with increas ing demand as incomes fall and people become eligible for free or 
subsid ized services. In Ireland, for example, the share of the popu la tion eligible 
for publicly financed primary care rose from 29 per cent in 2008 to 39 per cent 
in 2012 (Thomson et al. 2014), adding substan tially to fiscal pres sure in the 
health system. Means- tested thresholds can be raised to alle vi ate pres sure, but 
this is likely to increase finan cial hard ship because those who lose enti tle ment 
are relat ively poor.

Changes to popu la tion enti tle ment

Fifteen coun tries repor ted changes inten ded to enhance enti tle ment (Table 4.2). 
In just over half of these cases, policy changes were planned prior to the crisis 
and went ahead in spite of it. The most common targets for expan ded cover age 
were poorer people and chil dren. At the onset of the crisis, Estonia exten ded 
cover age to the long- term unem ployed, a partic u larly vulner able part of the 
popu la tion, espe cially in an economic crisis. The Russian Federation changed 
the basis for enti tle ment from citizen ship to resid ence, extend ing cover age to 
resid ent foreign ers, tempor ary resid ents and state less persons, although this 
policy was later reversed (Richardson 2014). Sweden intro duced a planned 
change that gives undoc u mented migrants the same enti tle ment as asylum- 
seekers, expands cover age for asylum seekers and gives their chil dren the 
same enti tle ment as resid ent chil dren.

Three coun tries repor ted changes inten ded to provide greater clarity  
about enti tle ment. Switzerland confirmed that undoc u mented migrants were  
in fact entitled to publicly financed cover age and subsid ized premi ums. Spain 
confirmed that enti tle ment for adults was based on insur ance status rather than 
resid ence. Tajikistan launched a national campaign to ensure disabled people 
benefit from publicly financed cover age and to improve access to care in rural 
areas.

Changes to restrict cover age were repor ted in six coun tries, all of them in the 
European Union (Table 4.2). It is notable that five of these coun tries targeted 
relat ively vulner able groups of people:

• people earning the minimum wage but not receiv ing social bene fits 
(Slovenia)

• indi vidu als with annual incomes of €15,380–€20,500 (Cyprus), over turn ing 
an exist ing plan to provide them with almost free access to health care 
(Cylus et al. 2013)

• people already receiv ing means- tested bene fits (Ireland)
• those without perman ent resid ent status (the Czech Republic and Spain), 

and
• undoc u mented adult migrants (Spain).

Ireland also abol ished enti tle ment to free primary care for wealth ier people 
aged over 70, revers ing a policy intro duced in 2001 (Thomson et al. 2014), but 
announced plans to intro duce univer sal primary care by 2016 (Department  
of the Taoiseach 2011). Latvia intro duced a proposal to change the basis for 
enti tle ment from resid ence to payment of contri bu tions.
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4.2 The bene fits package

EU health systems gener ally provide a compre hens ive range of bene fits, includ-
ing public health services. Among coun tries that do not offer compre hens ive 
cover age, there is most often signi fic ant vari ation in cover age of prescribed 
medi cines and medical devices (Richardson 2014). In the past, health systems 
financed through alloc a tions from the govern ment budget did not define bene-
fits expli citly. Analysis suggests this is chan ging; in the last two decades many 

Table 4.2 Reported changes to popu la tion enti tle ment, 2008–13

Basis for  
enti tle ment

Expanded enti tle ment for Restricted enti tle ment for

Residence Residents: Russian Federation Foreign resid ents: Czech Republic

Undocumented migrants: Russian 
Federation, Sweden

Undocumented migrants: Spain 
(adults)

Non- EU citizens: Spain (adults)

Citizenship Extended to citizens: The former 
Yugoslav Republic of Macedonia

Insurance Greece: intro duced enti tle ment to 
limited outpa tient services to 
unin sured people

Plan to change from resid ence to 
contri bu tion: Latvia

Spain: clari fied the basis for  
enti tle ment for adults and  
intro duced a policy allow ing the 
unin sured to buy cover for a  
flat- rate annual premium of €710 
(<65 years) or € 1900 (65+)

Employment Belgium, Bosnia and Herzegovina, 
Estonia (long- term unem ployed), 
Lithuania (self- employed)

Income Austria (mainly low- income  
chil dren), France, Greece, 
Iceland (dental care), Republic 
of Moldova, Serbia

Lower means- test threshold: 
Cyprus, Ireland, Slovenia

Age Older people: Belgium (dental 
care), Bosnia

Lower means- test threshold for 
older people: Ireland

Children: Belgium (dental care), 
Bosnia and Herzegovina, 
Montenegro, Serbia, Sweden 
(chil dren of asylum seekers)

Students: Montenegro, Republic of 
Moldova

Source: Survey and case studies.
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coun tries have intro duced more trans par ent criteria for the inclu sion of new 
bene fits and make greater use of health tech no logy assess ment (HTA) in cover-
age decisions (Sorenson et al. 2008), partic u larly in EU coun tries, where cost- 
effect ive ness plays a growing role.

Countries rarely find it easy to restrict the scope of the publicly financed 
bene fits package (Ettelt et al. 2010). One of the keys to policy success lies in 
being select ive and system atic – for example, prior it iz ing the de- listing of low- 
value (inef fect ive or non- cost- effect ive) health services. In contrast to ad hoc 
reduc tions, HTA- based with drawal of low- value services from cover age offers 
the dual advant age of enhan cing effi ciency in public spend ing and minim iz ing 
concerns about negat ive effects on popu la tion health.6

A draw back is that HTA poses a range of tech nical, finan cial and polit ical 
chal lenges. In addi tion to polit ical will, it requires invest ment and capa city, 
which may be lacking in a severe economic crisis, and its bene fits are often felt 
at the margin (Stabile et al. 2013), which explains why it is not as widely or 
optim ally used as it might be, even in normal circum stances. In fact, very few 
coun tries use HTA for disin vest ment; most assess ments focus on new tech no lo-
gies (Ettelt et al. 2007). Even though system atic de- listing does not usually 
gener ate substan tial savings in the short- term, it offers poli cy makers the 
chance to enhance effi ciency and may make cover age reduc tions more polit ic-
ally feas ible, espe cially when accom pan ied by public consulta tion and 
commu nic a tion.

Changes to the bene fits package

Twenty- five coun tries repor ted trying to restrict or redefine the publicly 
financed bene fits package (Table 4.3). Of these, about half repor ted doing so in 
a system atic way, using expli cit criteria.7 Systematic changes were often repor-
ted as having been planned before the crisis.

Several coun tries heavily affected by the crisis repor ted the intro duc tion of a 
new minimum bene fits package (Greece, Portugal) or plans to intro duce 
minimum bene fits (Cyprus, Spain). Other notable devel op ments include the 
intro duc tion of rules making cost- effect ive ness a mandat ory criterion in HTA 
in France from 2013, and making all new drugs in Germany subject to eval u-
ation of their addi tional thera peutic benefit.8

Drugs were the most common target for ad hoc exclu sions and system atic 
disin vest ment, followed by tempor ary sick ness leave. Bulgaria and Romania 
repor ted limit ing access to primary care, in Romania by capping the number of 
covered visits to a GP for the same condi tion (five a year, later reduced to three 
a year) and in Bulgaria by moving respons ib il ity for immun iz a tion, ambu lat ory 
mental health care, derma to logy and treat ment of sexu ally trans mit ted infec-
tions from the Ministry of Health to stat utory health insur ance. As a result, 
these services are now only avail able to the insured in Bulgaria.

Some coun tries repor ted intro du cing and revers ing cover age reduc tions 
follow ing oppos i tion from the public. Switzerland removed eyeglasses for the 
whole popu la tion but rein tro duced them for chil dren, while the Netherlands 
dropped plans to reduce cover age of mental health services.
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Thirteen coun tries repor ted expand ing the bene fits package, but not usually in 
direct response to the crisis. Many of these addi tions appeared to be part of 
efforts to strengthen finan cial protec tion for specific groups of people. For 
example, Belgium intro duced reim burse ment of travel costs for chron ic ally ill 
chil dren being treated in rehab il it a tion centres and new cash bene fits to cover 
the cost of incon tin ence mater i als; Bulgaria abol ished the cap on refer rals to 
special ists for chil dren; the Republic of Moldova exten ded the enti tle ment of 
the unin sured to include emer gency care and outpa tient prescrip tion drugs;9 
and Austria and France increased sick leave bene fits for self- employed people 
and agri cul tural workers respect ively. Other coun tries expan ded cover age of 
prevent ive services: free check- ups for people living in remote areas of the 
former Yugoslav Republic of Macedonia, and a new bowel cancer screen ing 
programme for older people in the United Kingdom (Northern Ireland). In 
Croatia and Serbia, policies to improve drug pricing and cover age enabled new 
drugs to be added to posit ive lists of drugs.

Table 4.3 Benefits repor ted as being restric ted or redefined on an ad hoc or 
system atic basis, 2008–13

Type of service Ad hoc changes Systematic changes  
(informed by HTA)

Drugs Bosnia and Herzegovina, 
Greece, Lithuania, Republic of 
Moldova, Netherlands, Serbia, 
Slovenia, Spain

Belgium, Croatia, France, 
Germany, Hungary, Italy, 
Lithuania, Poland, Romania, 
Spain, Switzerland

Sickness leave Bosnia and Herzegovina, 
Estonia, Hungary, Lithuania, 
Slovenia

Minimum bene fits 
package

Greece, Portugal Cyprus (planned), Spain 
(planned)

Dental care Czech Republic, Estonia, 
Ireland, Netherlands

Treatment abroad Bosnia and Herzegovina, The 
former Yugoslav Republic of 
Macedonia

Primary care Bulgaria, Romania

Medical devices Bulgaria Hungary

Physiotherapy Netherlands

Long- term care Netherlands

Aural care Ireland

IVF Netherlands

Prevention Netherlands (dietary advice, 
statins, contra cept ives)

Surgery Denmark (guidelines developed)

Eyeglasses Switzerland (policy reversed)

Spa treat ment Czech Republic

Source: Survey and case studies.
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4.3 User charges

In contrast to the other dimen sions of cover age, user charges policy design 
varies substan tially across coun tries in terms of the services to which charges 
apply, the form of user charge applied and the extent to which differ ent people 
are exempt from charges or protec ted through a formal cap or ceiling (Table 
4.4). Most coun tries in the European Region apply user charges to outpa tient 
prescrip tion drugs, many charge for phys i cian visits in primary and second ary 
care, some charge for inpa tient stays, and a handful charge for visits to emer-
gency depart ments (Thomson et al. 2009; Kutzin et al. 2010).

Countries often intro duce user charges to moder ate demand for health 
services in the expect a tion that this will control costs. Unfortunately, a large 
and gener ally consist ent body of evid ence shows how user charges are of 
limited use as a policy tool because they have little select ive effect: they reduce 
the use of low-  and high- value health services in almost equal measure 
(Newhouse and Insurance Experiment Group 1993; Swartz 2010). User charges 
deter people from using appro pri ate and cost- effect ive care – espe cially 
prevent ive and patient- initi ated services – even where charges are low. This can 
negat ively affect health, partic u larly among poorer people (Newhouse and 
Insurance Experiment Group 1993). Additionally, apply ing user charges to 
cost- effect ive patterns of use, such as obtain ing outpa tient prescrip tion drugs 
in primary care, has been shown to increase the use of more expens ive inpa-
tient and emer gency care (Tamblyn et al. 2001). Overall, there is little evid ence 
to suggest that user charges lead to more appro pri ate use or success fully 
contain public spend ing on health care.

Table 4.4 Protection mech an isms for outpa tient prescrip tion drugs in EU27 coun tries, 
2012

Type of protec tion Countries

Exemption
Children Czech Republic, Germany, Italy, Lithuania, Romania, 

Slovenia, United Kingdom (England)

Low- income Austria, Cyprus, Czech Republic, Malta, United 
Kingdom (England)

Chronically ill Czech Republic, France, Greece, Ireland, Malta, Poland, 
Portugal, Romania, Slovenia, United Kingdom (England)

Cap
Absolute Belgium, Denmark, Ireland, Latvia, Netherlands, 

Sweden, United Kingdom (England)

Share of income (%) Austria, Germany

Voluntary health insurance 
cover ing user charges

Denmark, France, Latvia, Slovenia

Source: Author’s estim ate based on Health in Transition (HiT) reports avail able at www.
european ob servat ory.eu; inform a tion on voluntary health insurance from Thomson and 
Mossialos (2009) and Thomson (2010).

Note: In the United Kingdom, Northern Ireland, Scotland and Wales do not apply any user 
charges at all.
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User charges may contrib ute to enhan cing effi ciency in the use of health 
services if they are applied select ively based on value. A value- based approach 
would remove finan cial barri ers to cost- effect ive health services, clearly signal 
value to patients and providers, and ensure that patient and provider incent ives 
were aligned (Chernew et al. 2007). Such an approach is most likely to be useful 
when user charges are already widely used and there is clear evid ence of value 
(Thomson et al. 2013). To avoid unfairly penal iz ing patients for provider 
decisions, it is essen tial for value- based user charges to be accom pan ied by 
meas ures to ensure appro pri ate care deliv ery. In many cases, target ing 
providers is likely to be much more effect ive than target ing patients.

Research evid ence high lights the import ance of putting in place protec tion 
mech an isms so that the finan cial burden of user charges weighs least heavily 
on people with low incomes and people who regu larly use health care. To secure 
a degree of finan cial protec tion, it is advis able to cap the amount of money 
patients are required to pay for a given service or a given period of time. Value- 
based charges and protec tion mech an isms involve signi fic ant trans ac tion 
costs; these should be factored into the costs of devel op ing and imple ment ing 
user charges policy.

Changes to user charges policy

Most changes to user charges took place in EU coun tries. Twenty- four coun tries 
repor ted intro du cing or increas ing user charges, most commonly for outpa tient 
prescrip tion drugs (Table 4.5). In about half of these coun tries, the changes were 
repor ted as being only partially in response to the crisis – that is, they may have 
been planned before the crisis. In Cyprus, Greece and Portugal, however, user 
charges were increased to fulfil economic adjust ment programme (EAP) 
require ments. France repor ted a change to its value- based user charges, raising 
the co- insur ance rate for less effect ive outpa tient prescrip tion drugs. No other 
country repor ted adopt ing or making greater use of value- based user charges.

Measures to reduce protec tion from user charges were repor ted in eight 
coun tries: caps on user charges were increased in Finland (travel costs), Latvia 
(inpa tient care and all care), Portugal (all care) and Sweden (drugs and all 
care); user charges for outpa tient prescrip tion drugs were applied to groups of 
people who were previ ously exempt (Chernobyl victims and disabled people in 
Belarus; pension ers and chil dren under three in Bulgaria, later reversed; haemo-
dia lysis patients in Greece, who no longer have free access to drugs not related 
to haemo dia lysis); and Ireland restric ted tax relief on out- of- pocket spend ing to 
the stand ard rate of tax and repor ted plans to increase the cap on nursing home 
charges. Two coun tries repor ted the intro duc tion of regular increases in user 
charges or caps on user charges, with user charges for inpa tient care set to rise 
in line with infla tion in Portugal and increases in the cap on all user charges to 
be linked to the national index of prices and earn ings in Sweden from 2013. A 
planned measure to expand the number of chronic condi tions exempt from 
outpa tient prescrip tion charges was dropped in the United Kingdom (England).

Fourteen coun tries repor ted abol ish ing or redu cing user charges, mainly 
only partially in response to the crisis (eight coun tries) and occa sion ally to 
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Table 4.5 Reported changes to user charges policy, 2008–13

Type of service 
or patient  
char ac ter istic

Reduced user charges Increased user charges

Lower charges Stronger protec tion 
(intro duced 
exemptions or caps)

Primary care Finland, 
Germany, 
Hungary, Turkey

Portugal Croatia, Cyprus, 
France, Greece, Iceland, 
Latvia, Portugal, 
Slovenia

Outpatient care Belgium (disease 
manage ment for 
diabetes, chronic 
renal failure), 
Denmark (IVF)*, 
Germany, 
Hungary, Italy, 
Netherlands 
(psycho logy), 
Turkey

Bulgaria Bulgaria, Denmark 
(IVF), Estonia, Greece, 
Iceland, Italy*, Latvia, 
Netherlands 
(physiother apy), 
Tajikistan (urban 
areas), Slovenia

Outpatient drugs Czech Republic, 
Latvia, Tajikistan, 
Turkey, United 
Kingdom 
(Northern Ireland)

Austria, Belarus, 
Belgium, Estonia, 
Finland, 
Kazakhstan, 
Lithuania, Slovakia, 
Tajikistan

Belarus, Croatia, 
Cyprus, Czech Republic, 
Finland, France, Greece, 
Ireland, Italy, Portugal, 
Slovenia, Spain, Sweden 
(reduced protec tion), 
Turkey

Medical devices Czech Republic, 
Denmark, France, 
Netherlands, Slovenia

Diagnostic tests Greece, Italy Cyprus, Latvia, 
Tajikistan (urban 
areas), Slovenia

Dental care Hungary Denmark

Inpatient care Czech Republic*, 
Hungary

Armenia (mater nity, 
cancer), Bulgaria, Czech 
Republic, Estonia, 
France, Greece, Ireland, 
Latvia, Portugal, 
Romania, Slovenia

Emergency 
depart ment

All: Armenia, Cyprus

Non- urgent: Ireland, 
Italy

Long- term care Estonia, Portugal

Residence status Undocumented 
migrants: 
Denmark*, 
France*

Foreigners: Russian 
Federation

Undocumented 
migrants: Denmark

(Continued)
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reverse a recent policy change (three coun tries). Fifteen coun tries repor ted 
meas ures to strengthen protec tion from user charges (reduced charges, exemp-
tions, caps), most commonly target ing outpa tient prescrip tion drugs, poorer 
people or other groups defined as ‘vulner able’. Austria, Belgium, Portugal and 
Spain strengthened protec tion in three or more areas. In over half of these 
coun tries, greater protec tion was directly linked to an increase in user charges.10 
Calls to intro duce or increase user charges were rejec ted in Denmark, Serbia, 
Romania and the United Kingdom (Scotland).

4.4 Voluntary health insur ance

VHI can protect people from user charges and other out- of- pocket spend ing on 
health services, espe cially where it covers the cost of user charges for publicly 
financed treat ment. In prac tice, however, VHI’s protect ive effect is limited (in 
Europe and else where) for the follow ing reasons. First, VHI cover ing user 
charges is the excep tion rather than the norm; as Figure 4.3 shows, VHI gener ally 
plays a supple ment ary role, provid ing people with faster access to treat ment and 
greater choice of provider. Second, take- up of VHI is gener ally low (Figure 4.3) 
and in 2011 VHI’s share of total spend ing on health only exceeded 5 per cent in 11 
European coun tries (Figure 4.4). Third, VHI tends to be bought by richer and 
health ier people, so its protect ive effect may not be felt by those whom it would 
benefit most (Thomson and Mossialos 2009).

Type of service 
or patient  
char ac ter istic

Reduced user charges Increased user charges

Lower charges Stronger protec tion 
(intro duced 
exemptions or caps)

Employment Unemployed: 
Portugal, Spain,

Income Austria, Belgium, 
Latvia, Spain

Age Pensioners: 
Bulgaria, Romania 
(low- income), 
Slovakia, Spain

Children: Portugal, 
Romania

Health status Austria, Belgium, 
Greece, Portugal, 
Slovakia, Tajikistan 
(low- income)

Source: Survey and case studies.

Note: Countries high lighted in bold intro duced new user charges. * denotes a reversal of a 
recently intro duced policy.

Table 4.5 Reported changes to user charges policy, 2008–13 (Continued)
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One indic ator of the protect ive effect of VHI is the share of private  
spend ing on health that is pre- paid through VHI as opposed to out- of- pocket. 
Figure 4.5 shows how limited the protect ive effect ive effect is in most  
coun tries. In 2007 and 2012 there were only six European Region coun tries  
in which VHI accoun ted for over a third of private spend ing on health. Its  
share of private spending also tended to be lower in coun tries with high levels 
of out- of- pocket payments.

In an economic crisis, when house hold incomes are falling, VHI is only likely 
to play a greater role under the follow ing circum stances:

• there are dramatic reduc tions in publicly financed health cover age mainly 
affect ing richer people

• the VHI market is well- estab lished or highly respons ive
• waiting times increase signi fic antly
• VHI is promoted by govern ment through gener ous tax subsidies.

It would not be advis able for govern ments to use tax subsidies to promote VHI 
at a time of severe fiscal constraint. Research shows that the cost savings 
achieved through tax subsidies for VHI (for example, lower public spend ing on 

Figure 4.3 Share (%) of the popu la tion covered by VHI, latest avail able year, selec ted 
European coun tries

Source: Sagan and Thomson (2015 forthcoming).

Note: Substitutive = VHI for people not covered by the publicly financed system; 
Supplementary = VHI provid ing people with faster access and more provider choice; 
Complementary (S) = VHI cover ing services excluded from the publicly financed bene fits 
package; Complementary UC = VHI cover ing user charges. Where data by market role were 
not avail able, the domin ant market role was chosen. Data for 2007 (Switzerland), 2008 
(Latvia), 2009 (Cyprus, Russian Federation), 2010 (Bulgaria, Denmark supple ment ary  
VHI, France, Germany, Malta, Poland, Portugal, Slovenia), 2011 (Austria, Denmark 
complementary (UC) VHI, Georgia, Greece, Norway, Slovakia, Sweden), 2012 (Croatia, 
Finland, Ireland, the Netherlands), unknown year (Italy, Ukraine).
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Figure 4.4 Voluntary health insur ance as a share (%) of total spend ing on health, 2007 
and 2012, European Region

Source: WHO (2014).

Note: Countries ranked from highest to lowest growth between 2007 and 2012. Values were 
equal to zero in Iceland and Slovakia and < 0.05% in both years for Belarus, Bosnia and 
Herzegovina, Bulgaria, the Czech Republic, Estonia, Kazakhstan, Republic of Moldova, 
Romania, Sweden, Tajikistan. No data were avail able for Albania.
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Figure 4.5 Voluntary health insur ance as a share (%) of private spend ing on health, 
2007 and 2012, European Region

Source: WHO (2014).

Note: Countries ranked from lowest to highest growth between 2007 and 2012. Values < 0.05% in 
both years in Kazakhstan, Republic of Moldova, Tajikistan. No data were avail able for Albania, 
Iceland, Italy, Kyrgyzstan, the former Yugoslav Republic of Macedonia, Montenegro, Norway, 
Slovakia, Turkmenistan.
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health) are usually less than the amount spent on the subsidies them selves 
(Chai Cheng 2014), and that tax subsidies can encour age tax avoid ance 
(Stavrunova and Yerokhin 2014). Consequently, intro du cing or increas ing tax 
subsidies for VHI might exacer bate fiscal pres sure within the health sector and 
for the govern ment as a whole.

Between 2007 and 2012, VHI’s share of total spend ing on health grew in  
23 out of the 34 coun tries for which data are avail able (Figure 4.4). Its share of 
private spend ing on health grew in 30 out of 41 coun tries (Figure 4.5). However, 
the rate of growth was gener ally slower post- crisis than it had been between 
2002 and 2007, which suggests the crisis may have had a dampen ing effect.11 It 
is not possible to tell, from these data, whether changes in the VHI share of 
private spend ing were driven by falling levels of out- of- pocket payment due  
to pres sure on house hold budgets, VHI premium increases or greater up take  
of VHI and, in the latter case, whether this take- up was concen trated among 
richer people. In Ireland, however, the VHI share of total health spend ing rose 
dramat ic ally between 2007 and 2012 (from just under 8 per cent to over 13 per 
cent), a period in which VHI take- up actu ally declined as house holds faced 
finan cial pres sure. The change there fore reflec ted Ireland’s large decline in 
public spend ing on health.

Italy, Lithuania, the former Yugoslav Republic of Macedonia, Montenegro, 
Poland and Turkey repor ted efforts to promote comple ment ary VHI in 2012 
through legis lat ive propos als or changes to enable VHI to cover excluded 
services. The Lithuanian initi at ive is repor ted to have failed due to negat ive 
public opinion, and the Polish option was not imple men ted. In 2009, France 
exten ded tax subsidies for VHI cover ing user charges to make it more access-
ible to poorer people.12 However, in EU coun tries the pre- crisis trend of abol ish-
ing or redu cing non- targeted tax subsidies for VHI (Thomson and Mossialos 
2009) has contin ued. Denmark repor ted abol ish ing tax subsidies for corpor ate 
purchase of VHI in 2011, while in the same year Portugal abol ished tax subsidies 
for private spend ing on health for people in the top two income brack ets  
and reduced them from 30 per cent to 10 per cent of total personal private 
expendit ure for every one else.

It is too early to tell what effect, if any, these more recent changes have had 
on levels of VHI spend ing. In France, the rate of VHI spend ing growth (VHI as 
a share of total health spend ing) was faster after 2007, possibly reflect ing 
greater take- up. As chapter two showed, most of the increases in private spend-
ing that occurred follow ing the onset of the crisis were due to growth in out- of- 
pocket payments.

4.5 Policy impact and implic a tions for health system perform ance

Coverage restric tion can under mine health system perform ance by increas ing 
finan cial hard ship, creat ing or exacer bat ing inequal it ies in access to care, 
lower ing equity in finan cing, making the health system less trans par ent and 
promot ing inef fi cien cies. The focus in this section is mainly on finan cial protec-
tion and access, with some comment on effi ciency and trans par ency. Very few 
coun tries repor ted on policy impact, many of the changes docu mented are 
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relat ively recent (intro duced or taking effect in 2012 or 2013) and inter na tional 
data are not only extremely limited but only avail able up to 2012 at the time of 
press. For these reasons, the implic a tions drawn here are informed to some 
extent by expect a tions based on previ ous exper i ence.

Financial protec tion and equit able access to health services

The follow ing para graphs set out some of the factors likely to lower finan cial 
protec tion and exacer bate inequal it ies in access, espe cially (but not exclus-
ively) at a time when many house holds are facing increased finan cial 
pres sure.

Failure to address import ant gaps in cover age

Unemployed people are highly vulner able in coun tries where enti tle ment to  
a compre hens ive package of publicly funded health care does not extend 
beyond a fixed period of unem ploy ment. They are even more vulner able  
in coun tries facing an unem ploy ment crisis (see Figure 2.2 in chapter two).  
The policy response to this issue varied across coun tries. For example, very 
early on in the crisis (2009) Estonia exten ded health cover age to people 
registered as unem ployed for more than nine months, on the condi tion that  
they were actively seeking work. As a result, a high share of the long- term 
unem ployed now benefit from improved finan cial protec tion, although they 
still do not have publicly financed access to non- emer gency second ary care 
(Habicht and Evetovits 2015). In contrast, in Greece, action to protect  
unem ployed people was initially limited, slow and inef fect ive (Economou et al. 
2015). Estimates suggest that, since the onset of the crisis in Greece, between 
1.5 and 2.5 million people have lost their enti tle ment to health cover age due  
to unem ploy ment or inab il ity to pay contri bu tions (Economou 2014), while  
the share of active people unem ployed for more than a year has risen five- fold 
from 3.6 per cent in 2008 to 18.4 per cent in 2013 (Eurostat 2014).13 In spite of 
the magnitude of the gap in cover age created by the crisis, however, Greece 
only exten ded cover age of prescrip tion drugs and inpa tient care to the  
unin sured in 2014.

Restricting enti tle ment for more vulner able groups of people

Most of the repor ted reduc tions in popu la tion enti tle ment affected poorer 
house holds (Cyprus, Ireland, Slovenia) or non- citizens (Czech Republic,  
Spain). Only one actu ally targeted a richer group (the removal of free access  
to primary care from wealth ier people aged over 70 in Ireland). Although  
Spain was the only country to report the expli cit removal of enti tle ment  
from adult undoc u mented migrants, it is import ant to note that it was also  
one of the few EU coun tries to have offered this group of people relat ively 
gener ous cover age prior to the crisis (Table 4.6). Since this study’s survey  
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was carried out, the United Kingdom has also proposed legis la tion to restrict 
enti tle ment for undoc u mented migrants and to require legal tempor ary 
migrants, includ ing over seas students, to make a contri bu tion to the National 
Health Service above the contri bu tion they already make through paying VAT 
and other taxes.14

In Cyprus, Ireland and Slovenia, the target ing of poorer house holds was the 
result of having a means test in place and of it being relat ively easy to adjust the 
threshold down wards. This suggests that while means- testing gives poli cy-
makers a degree of flex ib il ity in a crisis situ ation, and may protect the poorest 
people, it cannot be relied upon as a safety net by those who are not in the 
poorest category.

Linking enti tle ment to payment of contri bu tions

Two coun tries took steps that will have the effect of a shift away from  
resid ence- based enti tle ment. Latvia intro duced a proposal to link enti tle ment to 
contri bu tion and Bulgaria limited enti tle ment to immun iz a tion and treat ment of 
sexu ally trans mit ted infec tions to those covered by social insur ance. Both 
changes will require careful monit or ing to identify and address adverse effects.

Excluding cost- effect ive items or whole areas of care from the 
bene fits package

Targeted disin vest ment from non- cost- effect ive services or patterns of use was 
uncom mon in Europe. Only EU coun tries and Switzerland repor ted system atic, 
HTA- based de- listing. Instead, reduc tions in bene fits tended to be ad hoc. This 
is a cause for concern, notably in the case of repor ted limits to primary care, 
such as Romania’s new cap on the number of covered visits to a GP for the 
same condi tion (set at five per year in 2010 and cut to three in 2011), and cuts in 
tempor ary sick ness leave bene fits.

Table 4.6 Access to health services for undoc u mented migrants in the European Union, 
Norway and Switzerland, 2011

Level of enti tle ment Countries

Access to emer gency care only Austria, Bulgaria, Cyprus, Czech Republic, 
Denmark, Estonia, Germany, Greece, 
Finland, Hungary, Ireland, Lithuania, 
Luxembourg, Latvia, Malta, Poland, 
Romania, Sweden, Slovakia, Slovenia

Explicit enti tle ment for specific services 
or groups only

Belgium, Italy, Norway, United Kingdom

Full access France, Italy, Netherlands, Portugal, 
Spain, Switzerland

Source: Cuadra and Cattacin (2011).
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Higher user charges without protect ive meas ures

Changes to user charges were the most commonly repor ted cover age response, 
suggest ing this was a relat ively easy policy lever for many coun tries, but only 
a few coun tries simul tan eously increased charges and strengthened protec tion. 
While EAPs in Cyprus, Greece and Portugal required an increase in user 
charges, they did not systematically promote protec tion from user charges.

Protective meas ures

Many coun tries tried to improve protec tion. Reductions in drug prices also 
contrib uted to lower ing the finan cial burden on patients in some coun tries – for 
example, Estonia (Võrk et al. 2014) – although cuts to low provider salar ies and 
budgets may have had the oppos ite effect.

The ques tion is whether protect ive strategies have been effect ive, espe cially 
for more vulner able groups of people. To answer this involves data (disag greg-
ated by income and health status) on changes in the use of health services, the 
incid ence of cata strophic or impov er ish ing out- of- pocket spend ing on health 
care15 and unmet need. Of these, only the last is routinely avail able through the 
EU Survey of Income and Living Conditions (for EU28 coun tries, Iceland, 
Norway, Switzerland and Turkey).

Data on the use of health services are only avail able for a limited number of 
coun tries and are not broken down by income. Aggregate data do not show 
signi fic ant changes in use. However, a handful of coun tries repor ted changes 
that suggest patterns of use have been affected by the crisis. For example, 
many people stopped buying VHI in Ireland, and in Cyprus and Greece many 
people switched from using private providers to using public providers. In 
Greece, this was accom pan ied by a large drop in the out- of- pocket share of 
total spend ing on health.

Figure 4.6 shows the change in self- repor ted unmet need for health care due 
to cost, both for the whole popu la tion and for the poorest fifth of the popu la-
tion, for coun tries in which unmet need increased between 2008 and 2012. 
Unmet need due to cost rose for the whole popu la tion in 17 coun tries and among 
the poorest fifth in 20 coun tries. In 11 coun tries, unmet need rose more among 
the poorest fifth of the popu la tion than among the popu la tion as a whole 
(Belgium, Estonia, Greece, Hungary, Ireland, Luxembourg, the Netherlands, 
Norway, Slovakia, Spain and the United Kingdom). The highest rises in unmet 
need – a doub ling or more – were seen in Belgium, Iceland, Ireland, Portugal, 
the Netherlands, Norway, Slovakia, Spain and the United Kingdom, albeit from 
a low start ing point in all except Portugal. In Greece and Latvia the increases 
were smaller, but from a much higher start ing point. It is not possible to tell 
from these data whether increases in unmet need for cost reasons are due to 
changes in house holds’ finan cial status or changes in cover age (or both).

Recent analysis of the incid ence of cata strophic or impov er ish ing spend ing 
on health is only avail able for a handful of coun tries. Analysis from Portugal 
indic ates the incid ence has risen since new user charges were intro duced in 
2012,16 revers ing the trend of the previ ous decade (Galrinho Borges 2013; 
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Kronenberg and Barros 2013). Analysis from Hungary also indic ates the 
reversal of a down ward trend (Gaál 2009). Neither exemp tions nor lower drug 
prices have stopped the rise in Portugal, but lower drug prices have had some 
protect ive effect in Portugal and Estonia (Galrinho Borges 2013; Võrk et al. 
2014).

Efficiency and trans par ency

Coverage changes can enhance effi ciency where HTA is used to encour age 
value- based decision- making. However, they can promote inef fi ciency if they 
exacer bate finan cial barri ers to access (result ing in under use of needed, cost- 
effect ive health services or encour aging non- cost- effect ive patterns of use), 
unduly increase trans ac tion costs and lower trans par ency.

The crisis has stim u lated greater use of HTA to inform cover age decisions in 
some EU coun tries (see chapter five for more detail). In many cases, this 
seemed to be the result of pre- crisis plans, but it is possible that the crisis 
enhanced polit ical feas ib il ity. For example, evid ence- based decision- making 
began to be viewed more posit ively during the crisis in Estonia, making it easier 
to promote generic prescrib ing, include cost- effect ive ness as a factor in  
prac tice guidelines and obtain phys i cian support for a univer sity unit dedic ated 
to HTA (Habicht and Evetovits 2015).

Figure 4.6 Increases in the share (%) of the popu la tion perceiv ing an unmet need for 
medical treat ment for cost reasons, 2008–12

Source: Eurostat (2014).

Note: Between 2008 and 2012, unmet need for cost reasons did not increase in Austria, 
Bulgaria, Croatia, Finland, Germany, Lithuania, Romania, Slovenia, Sweden and Switzerland. 
Data for Ireland are for 2011.
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No country repor ted adopt ing a value- based approach to user charges policy. 
Some coun tries intro duced or increased user charges for visits to emer gency 
depart ments, to discour age people from using the emer gency depart ment for 
non- emer gency care. The problem with this relat ively crude approach to direct-
ing patients is that it risks creat ing a finan cial barrier to access and does not 
address the under ly ing access and quality reasons for patients favour ing emer-
gency care over primary care

Some of the changes to cover age described in this chapter are likely to gener-
ate substan tial trans ac tion costs: enfor cing changes in popu la tion enti tle ment, 
apply ing HTA to cover age decisions, collect ing user charges, devel op ing value- 
based user charges, intro du cing and monit or ing protec tion mech an isms. These 
costs are not in them selves a bad thing, but need to be factored into estim ates 
of savings.

The creation of posit ive or negat ive lists and efforts to define bene fits  
using expli cit criteria can enhance clarity about enti tle ment. In some coun tries, 
the degree of public debate stim u lated by contro ver sial policy changes may 
also have contrib uted to greater trans par ency, with govern ments held to 
account for their actions. Conversely, complex systems of user charges  
and soph ist ic ated protec tion mech an isms may inad vert ently under mine  
trans par ency (Kutzin et al. 2010).

4.6 Summary and conclu sions

The study’s survey shows how four- fifths of coun tries – mainly those in the 
European Union – respon ded to fiscal pres sure by intro du cing new policies 
which reduced one or more dimen sions of health cover age. Although only a few 
coun tries reduced enti tle ment to publicly financed health services, many 
removed items from the bene fits package, often drugs. The most common 
strategy for restrict ing cover age was to increase user charges – again, often for 
drugs.

A few coun tries adopted select ive approaches to cover age restric tions, to 
minim ize negat ive effects on effi ciency and access – for example, by protect ing 
people who were already vulner able in terms of health status and access or 
prior it iz ing non- cost- effect ive services or patterns of use for disin vest ment. 
However, this was the excep tion rather than the norm. Five of the six coun tries 
that restric ted popu la tion enti tle ment actu ally targeted the removal of cover-
age at poorer people and non- citizens; several EU coun tries without univer sal 
enti tle ment were slow to take action to protect partic u larly vulner able people 
such as those who are unem ployed; and items were often removed from the 
bene fits package on an ad hoc basis.

Given what is known about the detri mental effects of user charges and 
economic shocks on health and access to health services, partic u larly for 
poorer people and people who exper i ence job loss, it is encour aging that  
some poli cy makers acted to avoid or mitig ate finan cial hard ship caused by 
user charges. What is strik ing, however, is that EAPs recom men ded increases 
in user charges and did not systematically protect access to health services for  
people at risk of poverty and unem ploy ment, social exclu sion and ill health.  



100 Economic Crisis, Health Systems and Health in Europe

In this respect, EAPs were not in line with inter na tional evid ence or best  
prac tice. Fiscal, polit ical and time pres sures may explain why so many coun-
tries were quick to intro duce or increase user charges or to restrict cover age in 
other non- select ive, non- system atic ways, but since user charges gener ally fail 
to mobil ize signi fic ant addi tional revenue, in future inter na tional and national 
poli cy makers should focus on more effect ive strategies for reliev ing fiscal 
pres sure.

Finally, the inform a tion and analysis required to assess the impact of cover-
age changes on perform ance are for the most part lacking or avail able with a 
delay. Data on unmet need suggest this has increased across a wide range of 
coun tries and the limited evid ence on finan cial protec tion suggests the crisis 
has under mined recent gains in this area in some coun tries. To fully under stand 
the effects of changes to health cover age, however, we need better and more 
disag greg ated data on the use of health services, more compar able data on 
unmet need and more system atic analysis of finan cial protec tion.

Notes

 1 Throughout the chapter we take ‘cover age’ to mean cover age of cost- effect ive  
(‘high- value’) health services.

 2 Across the two waves of the survey, no inform a tion was avail able for Andorra, 
Luxembourg, Monaco, San Marino, Turkmenistan and Uzbekistan.

 3 At least two policies (out of three): Bulgaria, Cyprus, the Czech Republic, Estonia, 
Greece, Ireland, Italy, Latvia, the Netherlands, Portugal, Romania, Slovenia and 
Spain. Three policies: the Czech Republic, Ireland, Latvia, Slovenia and Spain.

 4 The follow ing coun tries did not report any response in the area of health cover age: 
Albania, Azerbaijan, Georgia, Israel, Kyrgyzstan, Norway, Ukraine. Georgia has 
intro duced signi fic ant reforms to expand cover age, but these came after the survey 
was carried out and were not, in any case, a response to the crisis.

 5 In 2007, Georgia restric ted access to publicly financed health services to poorer 
house holds and one or two other groups, such as teach ers. Following a change of 
govern ment, in 2013 cover age was exten ded to all those who were previ ously not 
covered by VHI.

 6 A caveat, however, is that people may continue to use de- listed services if doctors 
continue to prescribe them, result ing in out- of- pocket payment. To avoid this, benefit 
exclu sions should be accom pan ied by good inform a tion for patients and providers.

 7 The actual number may in fact be higher because several coun tries repor ted intro du-
cing new minimum bene fits pack ages or posit ive lists, but did not always specify 
whether these steps were informed by HTA.

 8 In doing so, France and Germany joined the growing group of EU coun tries who 
already use cost- effect ive ness as a criterion for cover age decisions.

 9 Additional funding to cover outpa tient prescrip tion drugs was not found, however, 
and cover age of reim burs able drugs has fallen since 2010.

10 Bulgaria, Greece, Finland, Latvia, Portugal, Romania, Spain, Tajikistan. Those that 
did not try to mitig ate higher user charges through stronger protec tion are: Croatia, 
Cyprus, the Czech Republic, France, Denmark, Iceland, Ireland, Italy, the Netherlands, 
the Russian Federation, Slovenia, Sweden and Turkey. Of these coun tries, Ireland 
and Sweden also reduced protec tion from user charges.

11 With some excep tions; among EU coun tries these include Austria, Finland, France, 
Greece and the United Kingdom. The Netherlands is not included in this group 
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because the huge reduc tion in growth that took place between 2000 and 2007 was due 
to the intro duc tion of univer sal publicly financed health cover age in 2006.

12 France exten ded enti tle ment to free VHI for people just above the means- tested 
threshold.

13 These figures include every one aged over 15 who has been unem ployed for 12 months 
or more.

14 Available at: https://www.gov.uk/govern ment/news/immig ra tion- bill- laid- in- parlia ment, 
accessed on 28 October 2014.

15 Out- of- pocket spend ing that repres ents an unduly high share of an indi vidual’s capa-
city to pay (‘cata strophic’) or that pushes people into poverty (‘impov er ish ing’).

16 From 2.5 per cent in 2010 to an estim ated 3.5 per cent in 2012. The incid ence in 2000 
was 5.0 per cent.
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chapter f ive
Changes to health service 
plan ning, purchas ing and 
deliv ery

Philipa Mladovsky, Sarah Thomson 
and Anna Maresso

The way in which health services are planned, purchased and delivered has a 
direct impact on key dimen sions of health system perform ance, notably effi-
ciency, quality and access (WHO 2000; Figueras et al. 2005). Because the supply 
side is also the primary driver of health system costs, as noted in chapter one,  
it should be the focus of efforts to control spend ing (Hsiao and Heller 2007). 
This involves paying close atten tion to how resources are alloc ated and to the 
mix of finan cial and non- finan cial incent ives purchasers and providers face, 
begin ning with the areas sugges ted in Table 1.2 in chapter one.

As a result of the crisis, many health systems in Europe have exper i enced 
increased fiscal pres sure. An obvious response to fiscal pres sure is to look for 
imme di ate savings by cutting spend ing on admin is tra tion, staff and services, or 
by limit ing invest ment in infra struc ture, equip ment and train ing. The ques tion 
is whether spend ing cuts can achieve savings without under min ing effi ciency, 
quality and access, espe cially if they are made in response to an economic 
shock, when decisions may have to be made rapidly, with restric ted capa city, 
and when main tain ing access is import ant.

An economic shock also presents an oppor tun ity to strengthen the health 
system if it makes change more feas ible and if policy actions system at ic ally 
address under ly ing weak nesses in health system perform ance, based on the 
prin ciples iden ti fied in chapter one: ensur ing spend ing cuts and cover age restric-
tions are select ive so that short- term savings do not end up costing the system 
more in the longer term; and linking spend ing to value (not just price or volume) 
to identify areas in which cuts can lower spend ing without adversely affect ing 
outcomes. Following these prin ciples, it would be possible to improve effi ciency 
by address ing excess capa city and inflated service prices, includ ing salar ies; 
apply ing substi tu tion policies to drugs, health workers and care settings  
to achieve the same outcomes at lower cost; restrict ing the cover age of non- 
cost- effect ive health services or patterns of use; merging bodies to minim ize 
duplic a tion of tasks; and redu cing frag ment a tion in pooling and purchas ing.
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Understandably, finan cial, time and capa city constraints may lead poli cy-
makers to opt for policies that are relat ively simple to design and imple ment 
(redu cing prices, intro du cing volume controls) over more complex reforms 
possibly requir ing addi tional invest ment (changes to the health worker skill 
mix, moving care away from hospit als, greater use of health tech no logy assess-
ment to inform cover age decisions and care deliv ery). In a severe or prolonged 
crisis, however, effi ciency gains from price and volume controls may not be 
enough to bridge the revenue- expendit ure gap. Policymakers will there fore 
need to try and mobil ize addi tional resources, not only to ‘carry on as normal’, 
but also to facil it ate the sorts of deeper changes that will enhance effi ciency, 
quality and access in the longer term.

The follow ing sections review changes coun tries repor ted making to health 
service plan ning, purchas ing and deliv ery in response to the crisis (2008 to the 
first half of 2013).1 We begin with changes made to plan ning and purchas ing 
organ iz a tions such as minis tries of health, public health bodies and health insur-
ance funds. We then consider responses in four areas of provi sion (public health 
services, primary and ambu lat ory care, hospit als and drugs and medical devices), 
focus ing on changes to funding levels, procure ment, prices, payment methods 
and deliv ery. A section on health workers reviews changes to staff payment and 
numbers. Two further sections focus on changes in the role of health tech no logy 
assess ment (HTA) and eHealth. Each section reviews policy responses, considers 
policy impact where possible, and discusses implic a tions for health system 
perform ance. As very few coun tries repor ted on impact, the implic a tions we draw 
are often informed by expect a tions based on previ ous exper i ence. The chapter 
closes with a summary of policy impact and implic a tions across all of these areas, 
focus ing mainly on costs and effi ciency, and on quality and access where possible.

Almost all of the coun tries surveyed repor ted changes to health service plan-
ning, purchas ing and deliv ery.2 Table 5.1 summar izes the results of our survey 
in these areas, distin guish ing between direct and partial or possible responses 
to the crisis. Measures to reduce spend ing on the hospital sector were most 
frequently repor ted as a direct response to the crisis, followed by meas ures to 
lower system admin is trat ive costs, drug prices and health worker payment and 
numbers. In the follow ing tables in this chapter, country names in italics signify 
a change that was either partially a response to the crisis (planned before the 
crisis but imple men ted after with greater/less speed/intens ity than planned) or 
possibly a response to the crisis (planned and imple men ted since the start of 
the crisis, but not defined by the relev ant author it ies as a response to the crisis).

5.1 Changes to health system plan ning and purchas ing organ isa tions

Efforts to lower health system admin is trat ive costs

Twenty- two coun tries repor ted restruc tur ing health minis tries, public heath 
bodies or purchas ing organ iz a tions in direct response to the crisis (Table 5.2). 
These changes often involved redu cing the number of admin is trat ive staff, 
some times as part of a wider govern ment policy to cut civil servant numbers. 
The largest repor ted reduc tions were in Latvia, where the number of employ ees 
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Table 5.1 Summary of repor ted changes to health service plan ning, purchas ing and 
deliv ery, 2008–13

Policy area Number of coun tries report ing

Direct responses Partial/possible 
responses

Health system plan ning and purchas ing organ iz a tions

 Measures to lower admin is trat ive costs 22  9

Public health services

 Cuts to public health budgets  6  0

  Measures to strengthen promo tion and  
preven tion

12 18

Primary care and ambu lat ory care

 Cuts to funding  5  0

 Increased funding  3  2

 Changes to payment  1  4

 Delivery: clos ures  2  0

 Delivery: shift ing care out of hospit als 11  3

 Delivery: skill mix  3  0

 Delivery: access  5  1

The hospital sector

 Cuts to funding and reduced invest ment 28  8

 Increased invest ment  3  6

 Changes to payment  8 12

 Delivery: clos ures, mergers 11  7

Drugs and medical devices

 Lower prices 22 20

 Evidence- based use 10  8

Health workers

 Lower payment and numbers 22  5

The role of health tech no logy assess ment 
(HTA)

  Greater use of HTA to inform cover age decisions  7  8

 Greater use of HTA to inform care deliv ery  9  6

The role of eHealth

 Greater use of eHealth  4  7

Source: Survey and case studies.
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Table 5.2 Reported meas ures to lower health system admin is trat ive costs, 2008–13

Policy responses Countries

Restructuring minis tries  
and public sector agen cies

Denmark, Greece, Hungary, Iceland, Latvia, Lithuania, 
Republic of Moldova, Poland, Romania, Russian 
Federation, United Kingdom (England)

Closing or merging public  
health bodies

Bulgaria, Iceland, Latvia, Lithuania, Ukraine

Centralizing purchas ing Belarus, Bulgaria, Croatia, Cyprus, Czech Republic, France, 
Greece, Italy, Latvia, Portugal, Slovakia, Spain, Ukraine

Reducing admin is trat ive  
staff numbers

Austria, Belgium, Bulgaria, Denmark, Ireland, 
Kyrgyzstan, Latvia, Serbia, Slovakia, Tajikistan, 
Ukraine, United Kingdom (Scotland, Wales)

Reducing admin is trat ive  
and other over head costs

Belarus, Belgium, Bulgaria, Czech Republic, Ireland, 
Netherlands, Slovakia, Switzerland, United Kingdom 
(England, Northern Ireland, Scotland, Wales)

Source: Survey and case studies.

of the Ministry of Health and its agen cies was cut by 55 per cent between 2009 
and 2012, and in Ukraine, where a restruc tur ing of the state Sanitary and 
Epidemiological Service and Ministry of Health in 2013 resul ted in a 43 per cent 
cut in staff numbers. Administrative staff numbers may also have been reduced 
in coun tries that repor ted general meas ures to lower admin is trat ive costs.

Notable efforts to cent ral ize purchas ing include a proposal in the Czech 
Republic to create a single Health Insurance Office and the merger of health 
insur ance funds in Greece to create a new purchas ing agency (Box 5.1). The 
new Health Insurance Office in the Czech Republic aims to minim ize duplic a-
tion by setting diagnosis- related group (DRG) tariffs and regis ter ing providers 
for all health insur ance funds. Some cent ral iz a tion was tempor ary: in Bulgaria 
the Ministry of Finance took respons ib il ity for setting prices, but later returned 
this func tion to the health insur ance fund.

Box 5.1 Reform of plan ning and purchas ing organ isa tions in Greece

As part of its economic adjust ment programme (EAP), Greece has 
developed a new frame work for health system governance involving:  
i) the separ a tion of the health branches of the wider social secur ity funds 
from the admin is tra tion of pensions; ii) bring ing all health- related activ i-
t ies under the Ministry of Health and Social Solidarity; iii) the merger  
of health funds to address frag ment a tion in pooling and purchas ing;  
and – most signi fic antly – iv) a new national purchas ing agency (EOPYY) 
to be respons ible for purchas ing all publicly financed health services, 
coordin at ing primary care, regu lat ing contract ing and setting quality and 
effi ciency stand ards.

Source: Economou et al. 2015
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Policy impact and implic a tions

On average, public spend ing on health sector admin is tra tion fell by nearly  
two per cent in 2009, but returned to posit ive growth in 2010 and 2011, although 
at a slower rate than before the crisis (Figure 5.1). This suggests that some 
changes to plan ning and purchas ing organ iz a tions were effect ive in redu cing 
admin is trat ive spend ing, but that effects may have been relat ively short- lived. 
As many of these changes have not been eval u ated, however, it is diffi cult  
to say whether they have enhanced admin is trat ive effi ciency. If capa city is 
already low, the loss of exper i enced policy and admin is trat ive staff may be 
coun ter pro duct ive, espe cially at a time of rapid reform requir ing increased 
capa city for plan ning and over sight. Staff reduc tions also risk strike action by 
public sector workers, as demon strated by recent trends across Europe (Parry 
2011), as well as higher costs where tempor ary labour is needed to help meet 
short falls.

Reforms to consol id ate risk pools and cent ral ize purchas ing have consid er-
able poten tial to improve effi ciency (Kutzin 2008; Kutzin et al. 2010; Thomson  
et al. 2009). Not only are they likely to minim ize duplic a tion and lower admin is-
trat ive costs; they also increase a country’s poten tial to match resources to need 
and, by strength en ing the power of purchasers in rela tion to providers, they may 
bring about cost and quality improve ments. In Greece, the creation of a single 
purchas ing agency has been an important step towards address ing the effi-
ciency and equity prob lems asso ci ated with the previ ously highly frag men ted 

Figure 5.1 Public spend ing on health by func tion, annual growth rates, 2007–11, EU27 
and selec ted coun tries

Source: OECD- WHO- Eurostat Joint Data Collection (2014).

Note: Data include EU27, Iceland, Norway and Switzerland.
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pooling and purchas ing arrange ments (Kastanioti et al. 2013). As a result of  
this change in purchas ing market struc ture, Austria and France are now  
the only EU coun tries with multiple, non- compet ing health insur ance funds 
(Thomson et al. 2009).

5.2 Changes to public health services

This section focuses on cuts to public health budgets and meas ures intro duced 
to strengthen popu la tion health.

Cuts to public health budgets

Five coun tries repor ted making cuts to public health budgets (Table 5.3), in 
addi tion to the five that repor ted closing or merging public health bodies (Table 
5.2). Ireland had no desig nated public health budget between 2005 and 2010, 
and since 2011 there have been only very narrow public health programs focus-
ing on immun iz a tion and some risk factor initi at ives. In the Netherlands, many 
health preven tion campaigns financed by the national govern ment were 
stopped in 2011 due to budget defi cits; some, such as stop- smoking campaigns 
and a long- term screen ing programme for bowel cancer, were rein tro duced in 
2013. The Czech Republic and Estonia used EU funds to partially compensate 
for relat ively large cuts.

Efforts to strengthen disease preven tion and health promo tion

Twenty- seven coun tries made one or more of the follow ing reforms to 
strengthen health promo tion and preven tion: increased funding for public 
health; raised taxes on alcohol, cigar ettes or unhealthy foods; and pursued 
health- promot ing strategies such as encour aging healthy eating and exer cise, 
new screen ing programmes, public health targets and smoking bans in public 
places (Table 5.4). However, with the excep tion of public health taxes, most of 
these policies were not repor ted as being direct responses to the crisis; rather, 
they repres ent general policy trends in this area that were either partially or 
possibly affected by the crisis.

Table 5.3 Reported cuts to public health budgets, 2008–13

Policy responses Countries

Cuts to public health budgets (health 
promo tion and preven tion)

Czech Republic, Denmark, Estonia, The 
former Yugoslav Republic of Macedonia, 
Netherlands

Source: Survey and case studies.
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Table 5.4 Reported meas ures to strengthen health promo tion and preven tion, 2008–13

Policy responses Countries

Increased funding for  
public health

Austria, Bulgaria, Czech Republic, Denmark, 
Lithuania

New or enhanced policies,  
screen ing programmes  
or targets

Austria, Belgium, Bosnia and Herzegovina, 
Croatia, Greece, Hungary, Latvia, Lithuania, 
the former Yugoslav Republic of Macedonia, 
Malta, Republic of Moldova, Portugal, 
Romania, Serbia, Tajikistan, Ukraine, United 
Kingdom (Northern Ireland)

Smoking bans in public places Belgium, Bulgaria, Greece, Hungary, Ukraine

New or increased public  
health taxes

Alcohol: Belarus, Cyprus, Denmark, Estonia, 
France, Hungary, Montenegro, Romania, 
Russian Federation, Slovenia, Ukraine

Tobacco: Belarus, Bulgaria, Cyprus, 
Denmark, Estonia, France, Hungary, 
Montenegro, Portugal, Romania, Russian 
Federation, Slovenia, Spain, Ukraine

Unhealthy food: France, Hungary, Slovenia

Source: Survey and case studies.

Policy impact and implic a tions

Although some coun tries tried to protect spend ing on public health and many 
others intro duced a range of new public health programmes, Figure 5.2 shows 
that public spend ing on public health fell between 2007 and 2011 in most coun-
tries for which data are avail able – by over 10 per cent in at least ten coun tries. 
In aggreg ate, public spend ing on public health fell by 4 per cent in 2010 and  
1 per cent in 2011 across EU27 coun tries, plus Iceland, Norway and Switzerland 
(Figure 5.1). These decreases were larger than in any other area of public 
spend ing on health over the same period. This is of concern, given that funding 
for health preven tion was already very low in many coun tries before the crisis 
(on average around 3 per cent of total spend ing on health in OECD coun tries) 
(McDaid et al. 2015).

Cuts to public health budgets may help coun tries to meet short- term  
cost- contain ment goals, but are likely to lead to cost increases and lower  
popu la tion health gains in the longer term (Martin- Moreno et al. 2012). Growing 
evid ence of the economic bene fits of preven tion suggests invest ment in this 
area may be central to slowing longer- term health expendit ure growth  
(McDaid et al. 2015). Cost- effect ive meas ures include system atic screen ing for 
hyper ten sion, choles terol and some cancers, regu la tion, coun selling on diet, 
alcohol and smoking in primary care and public health taxes, partic u larly 
alcohol and tobacco taxes (Chaloupka and Warner 2000; Sassi 2010; McDaid 
and Suhrcke 2012).
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Figure 5.2 Public spend ing on preven tion and public health, annual per capita growth 
rates, 2007–11, selec ted European coun tries

Source: OECD- WHO- Eurostat Joint Data Collection (2014).

5.3 Changes to primary care and ambu lat ory care

This section focuses on changes affect ing primary and ambu lat ory care, includ-
ing changes to funding levels, prices, payment methods, deliv ery and skill mix.

Funding and prices

Five coun tries repor ted that the crisis created an impetus to increase funding or 
prices for primary care (Table 5.5). Five repor ted redu cing funding or prices, 
although in all cases efforts were made to limit the impact of cuts. In Estonia and 
Latvia, cuts to primary care spend ing were delib er ately kept lower than cuts to 
spend ing in other areas. Germany froze adjust ments to ambu lat ory phys i cian 

Table 5.5 Reported changes to primary care funding and prices, 2008–13

Policy responses Countries

Increasing funding or prices for  
primary care

Belgium, Hungary, Lithuania, Republic of 
Moldova, Netherlands

Decreasing funding or prices for  
primary care

Belgium, Estonia, Germany, Latvia, 
Romania

Source: Survey and case studies.
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payments, then increased them by €1 billion. Romania reduced the point value 
base for GP payment between 2009 and 2011, but increased it in 2012.

Payment methods

Six coun tries repor ted changes to primary care phys i cian payment; in most 
cases this involved trying to link payment to GP perform ance (Box 5.2), 
although only directly in response to the crisis in Latvia. Ukraine intro duced a 
pilot for capit a tion- based primary care payment.

Primary care deliv ery and skill mix

Twenty- one coun tries repor ted changes to primary care deliv ery, some inten-
ded to promote access to primary care and the role of primary care in the health 
system, and mainly in direct response to the crisis (Table 5.6). In Greece and 
Portugal, changes were part of EAP require ments. The EAP in Portugal 
required the follow ing meas ures: increas ing the number of family health units 
(USF); setting up a mech an ism to guar an tee a more even distri bu tion of family 
doctors across the country; moving some hospital outpa tient services to USF; 
moving human resources from hospital to primary care settings; increas ing the 
number of patients per GP; and extend ing perform ance assess ment to all 
primary care units. As a result of the EAP in Greece, a new primary care law 
was passed in 2014.

Belgium: Increased by 20 per cent lump sum payments to GPs for 
main tain ing the Global Medical File, follow ing care traject or ies and being 
on call; intro duced finan cial incent ives for GPs to estab lish prac tices in 
deprived areas; revised finan cial incent ives to motiv ate GPs to use 
elec tronic health records; adjus ted refer ence amounts for hospit als to 
encour age day care and services provided up to 30 days before the start 
of hospital stay.

France: Introduced perform ance- related pay for GPs on a volun tary 
basis in 2009; expan ded in 2012.

Latvia: From 2013, GPs failing to meet new quality criteria saw their 
annual remu ner a tion (capit a tion payment) reduced by up to 9 per cent.

Romania: Reduced the per capita part of GP payment in favour of 
fee- for- service.

Serbia: Introduced a capit a tion formula for primary care under 
which not more than 2 per cent of salary will be real loc ated based on 
perform ance.

Source: Survey and case studies

Box 5.2 Efforts to link GP payment to perform ance, 2008–13
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Table 5.6 Reported changes to primary care deliv ery and skill mix, 2008–13

Policy responses Countries

Reduction in the number of primary  
care facil it ies

Iceland, Spain

Structural reforms to strengthen  
primary care, includ ing shift ing  
care from hospit als to primary and  
community care settings

Belarus, France, Greece, Hungary, Ireland, 
Italy, Latvia, Lithuania, Republic of 
Moldova, Norway, Poland, Portugal, 
Russian Federation, United Kingdom 
(England, Northern Ireland, Wales), Ukraine

Increased access hours in primary care Latvia, United Kingdom (Wales)

Mandated choice of provider and  
freedom of estab lish ment for  
accred ited private providers

Sweden

Referral policy Slovakia (abol ished refer ral), Switzerland 
(proposed but rejec ted gate keep ing), 
Ukraine

Skill mix Belarus, Portugal, Slovenia

Source: Survey and case studies.

Three coun tries repor ted chan ging the health worker skill mix (that is, the 
combin a tion or group ing of health staff), all in the area of primary care. 
Slovenia shifted GP prevent ive activ it ies to registered nurses in 2011, in order 
to reduce GP work load and refer rals to second ary care. The health insur ance 
fund employed addi tional nurses for this purpose but in 2012 funding was 
reduced and payment for addi tional employ ment cut by 30 per cent. Portugal’s 
EAP required recon sid er a tion of the role of nurses, leading to a new family 
nurse project to strengthen the deliv ery of care for chronic condi tions. Since 
2009, Belarus has tried to improve the effi ciency of health worker roles  
and distri bu tion, includ ing through the intro duc tion of doctor assist ants in 
outpa tient primary care settings.

Policy impact and implic a tions

Public spend ing on outpa tient care contin ued to grow between 2007 and 2011, 
but the rate of growth was consid er ably slower than before the crisis, falling  
to almost zero between 2009 and 2010 (Figure 5.1). Disaggregated data  
(Figure 5.3) point to reduc tions in one or two years in most coun tries for which 
data are avail able; these coun tries did not neces sar ily report cuts to primary 
care funding in our survey (Table 5.5) as cuts may not have been the result of 
expli cit policies. Sharp reduc tions of five per cent or more occurred in Estonia, 
Lithuania, Poland and Slovakia, and even larger reduc tions occurred in Greece, 
Latvia and Romania. Although reduc tions were in many cases tempor ary, as 
repor ted in our survey, these figures give rise to concerns about access to 
primary and outpa tient care, partic u larly in Greece and Romania, where 
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reduc tions were exper i enced in two or more years. Maintaining access to 
primary and outpa tient care, espe cially mental health services, is vitally import-
ant in a crisis in which house holds face increased finan cial insec ur ity.

Health systems with strong primary care are asso ci ated with improved 
perform ance, includ ing greater effi ciency (Kringos et al. 2010). It is there fore 
posit ive that coun tries made an effort not to derail ongoing efforts to  
strengthen primary care and that improv ing primary care formed part of EAP 
require ments in Greece and Portugal.

Three devel op ments are worth high light ing. First, several coun tries ensured 
that any new funds made avail able were linked to evid ence of better perform-
ance on the part of GPs, poten tially an effect ive way of address ing a finan cial 
constraint. Although pay- for- perform ance programmes do not seem to lead to 
substan tial improve ments in quality (meas ured in terms of health outcomes), 
they can contrib ute to stronger governance (Cashin et al. 2014).

Second, a very small number of coun tries intro duced skill mix changes to 
shift primary care tasks to nurses, a strategy that may require initial invest ment 
but is likely to enhance quality and effi ciency in the longer term (Bourgeault et 
al. 2008; Kringos et al. 2010). However, the effect ive ness of skill mix reforms 
depends on the incent ive struc ture in place and changes need to account for 
quality, deleg a tion and respons ib il ity.

Third, several coun tries tried to shift care from inpa tient to outpa tient  
or primary care settings, another change that is likely to require upfront  
invest ment and a raft of accom pa ny ing policy meas ures if it is to be effect ive 
(for example, strength en ing of altern at ive facil it ies and services, reduc tions in 
inap pro pri ate admis sions and quicker discharges).

Figure 5.3 Public spend ing on outpa tient curat ive and rehab il it at ive care, annual per 
capita growth rates, 2007–11, selec ted European coun tries

Source: OECD- WHO- Eurostat Joint Data Collection (2014).
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Not surpris ingly, several coun tries encountered finan cial and polit ical 
obstacles in trying to imple ment these devel op ments. For example, despite 
EAP require ments, only one new family health unit was estab lished in Portugal 
in the first trimester of 2013, partly due to finan cial constraints. In Ireland, 
extra funds alloc ated to primary care in 2012 to deliver 300 extra staff and  
to roll out free GP care to people with certain illnesses were not delivered, 
while in Slovenia the addi tional funds needed to employ nurses to take on  
GP tasks were cut after the first year of imple ment a tion. Swiss efforts to intro-
duce changes to promote better coordin ated care, includ ing integ rated care 
insur ance plans with gate keep ing and lower user charges, were rejec ted in a 
refer en dum in 2012.

It is clear that most efforts to strengthen primary care and make it a hub of 
service deliv ery require plan ning, polit ical commit ment, upfront invest ment 
and time, partic u larly to accom mod ate shifts in health worker tasks and 
patterns of use by patients. As the exper i ence of some coun tries shows, all of 
these factors may be chal len ging in a crisis situ ation. This should not deter poli-
cy makers from focus ing on an import ant area of reform.

5.4 Changes to the hospital sector

This section focuses on changes affect ing hospit als, includ ing changes to 
funding levels, prices, payment methods, invest ment and deliv ery.

Funding and prices

Nineteen coun tries repor ted redu cing hospital budgets, fees or tariffs (Table 5.7). 
Latvia’s intro duc tion of a global budget for hospit als (repor ted in Table 5.8) 
resul ted in a signi fic ant reduc tion in the funding of hospital services. In contrast, 
Poland and Slovakia made one- off alloc a tions to lower hospital defi cits. Slovakia 
also aban doned a long- stand ing plan to change hospit als to joint- stock compan-
ies, due to finan cial pres sure caused by the crisis and pres sure from medical 
unions. Poland sought to address hospital debt by provid ing finan cial incent ives 
to autonom ous public hospit als to become commer cial code compan ies.

Table 5.7 Reported changes to hospital funding and prices, 2008–13

Policy Countries

Aimed to reduce hospital budgets or 
overall hospital expendit ure

Austria, Bulgaria, Croatia, Denmark, 
Greece, Italy, Latvia, Lithuania, Netherlands, 
Portugal, United Kingdom (Northern Ireland)

Reduced fees or prices (tariffs) paid  
to providers (hospit als or phys i cians)

Belgium, Bulgaria, Cyprus, Czech Republic, 
Denmark, Estonia, France, Ireland, Poland, 
Slovenia, United Kingdom (England)

Source: Survey and case studies.
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Table 5.8 Reported changes to hospital payment methods, 2008–13

Policy responses Countries

Linked payment to perform ance  
(includ ing payments to encour age  
day care and outpa tient care)

Belarus, Bosnia and Herzegovina, France 
(cardi olo gists only), Hungary, Italy, 
Latvia, Lithuania, the former Yugoslav 
Republic of Macedonia, Poland, Republic 
of Moldova

Planned or intro duced DRG payment Cyprus (planned), Czech Republic, 
Germany (psychi at ric hospit als), Greece 
(planned), Latvia (planned), Lithuania, 
Republic of Moldova, Poland, Slovakia, 
Switzerland

Replaced per diem and activ ity- based 
payments with a global budget

Latvia

Ceased per diem payment (as part of a 
wider reform)

Russian Federation

Moved to per capita payment Portugal

Source: Survey and case studies.

Table 5.9 Reported changes to the struc ture of the hospital sector, 2008–13

Policy responses Countries

Closures, reduc tion of beds, mergers and 
cent ral iz a tion

Azerbaijan, Belgium, Bulgaria, Cyprus, 
Czech Republic, Denmark, Greece, 
Hungary, Iceland, Italy, Latvia, 
Lithuania, Netherlands, Portugal, 
Romania, Slovakia, Spain, Ukraine

Reorganized emer gency services The former Yugoslav Republic of 
Macedonia, Latvia, Ukraine

Source: Survey and case studies.

Payment methods

Eighteen coun tries repor ted changes to hospital payment methods (Table 5.8). 
The intro duc tion of diagnosis- related group (DRG) payment was typic ally part 
of ongoing reforms that were either partially or possibly affected by the crisis, 
rather than a direct response to the crisis. An excep tion is the intro duc tion of 
DRG payment in Greece, which was an EAP require ment (Polyzos et al 2013).

Restructuring

In nine teen coun tries, the crisis created impetus to speed up the exist ing process 
of restruc tur ing the hospital sector, mainly through clos ures and mergers, 
albeit with varying degrees of progress (Table 5.9).
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Table 5.10 Reported changes to invest ment in the hospital sector, 2008–13

Policy responses Countries

Abandoned, stalled or scaled down 
hospital invest ment plans, includ ing  
build ing new hospit als

Georgia, Iceland, Romania, Slovenia, 
Switzerland

Slowed programmes to upgrade  
hospital and ambu lance services  
and expens ive equip ment

Armenia, Belarus, Bulgaria, Montenegro

Reduced capital expendit ure Bosnia and Herzegovina, Estonia (follow ing a 
tempor ary increase), Republic of Moldova 
(reduc tion followed by an increase), Ukraine, 
United Kingdom (England, Northern Ireland, 
Scotland, Wales)

Drawing on private resources  
(public–private partnerships) for 
invest ment

Denmark, Netherlands, Spain (planned in 
Madrid), United Kingdom (Scotland)

Drawing on EU struc tural funds  
for invest ment

Bulgaria, Hungary

Borrowing to increase invest ment Belgium, France, Romania

Source: Survey and case studies.

Policy impact and implic a tions

Measures to reduce hospital spend ing and invest ment were the most frequently 
repor ted response to the crisis in the area of health service plan ning, purchas-
ing and deliv ery. Public spend ing on inpa tient care fell in aggreg ate between 
2009 and 2011, follow ing years of growth (Figure 5.1). The largest reduc tions, 
of 10–20 per cent, took place in Greece, Latvia and Romania, with reduc tions of 
around 5–10 per cent in the Czech Republic, Estonia, Hungary and Iceland 
(Figure 5.4). Denmark, Estonia, Finland, Greece and Lithuania exper i enced 
reduc tions in two years; Hungary, Iceland and Latvia in three years. No data 
are avail able for coun tries such as Bulgaria, Croatia, Ireland, Portugal and the 
United Kingdom, which repor ted efforts to curb hospital spend ing.

As neither Iceland nor Romania repor ted direct cuts to hospital budgets, 
spend ing reduc tions in these coun tries may be the result of restruc tur ing. In 
general, spend ing reduc tions are unlikely to have come from the intro duc tion 

Investment

Twenty coun tries repor ted changes to hospital invest ment (Table 5.10). Nine 
coun tries attemp ted to raise extra resources for hospital invest ment, but in 
most cases only partially or possibly in response to the crisis. In contrast, 12 of 
the 14 coun tries that attemp ted to reduce invest ment did so in direct response 
to the crisis.
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Figure 5.4 Public spend ing on inpa tient curat ive and rehab il it at ive care, annual per 
capita growth rates, 2007–11, selec ted European coun tries

Source: OECD- WHO- Eurostat Joint Data Collection (2014).

of DRGs as a payment method because DRGs have not actu ally been fully 
imple men ted in several of the coun tries that repor ted intro du cing them (Cyprus, 
Greece, Latvia). Also, the European exper i ence suggests limited poten tial for 
cost contain ment through DRGs (Busse et al. 2011). By the time the crisis 
began, almost all EU coun tries had intro duced some form of DRG payment for 
hospit als, usually with an element of global budget ing to keep spend ing under 
control (Thomson et al. 2009).

We will not know whether hospital budget cuts have contrib uted to effi ciency 
gains until eval u ations are avail able. In some coun tries, tariff reduc tions were 
relat ively small and unlikely to have led to signi fic ant changes in productiv ity, 
quality or access. A handful of coun tries also expli citly exten ded waiting time 
guar an tees as a way of managing this process. For example, Estonia increased 
the maximum waiting time for outpa tient special ist visits from four to six weeks 
in 2009. However, in coun tries such as Greece and Latvia hospital budgets were 
reduced dramat ic ally and resul ted in unin ten ded consequences. In some hospi-
t als in Greece, reduc tions in input costs were coun ter bal anced by increased 
spend ing on consum ables, over heads and secur ity. In Latvia, large reduc tions 
in hospital spend ing led to such long waiting times for services that were not 
prior it ized that these were impli citly excluded from public cover age. Several 
coun tries repor ted increases in waiting times for hospital- based care, includ ing 
emer gency care.

The crisis gave poli cy makers the lever age to close, merge or cent ral ize 
hospital facil it ies. Many also delayed invest ment in infra struc ture projects as a 
means of coping with fiscal pres sure. Nevertheless, efforts to close or merge 
hospital wards were some times unsuc cess ful due to lack of trans par ency and 
public engage ment in the process (Iceland) (Olafsdottir et al. 2013).
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Where there was an acknow ledged need for hospital restruc tur ing, and some 
sort of plan ning for this had taken place before the crisis, meas ures to address 
excess capa city were likely to have gener ated savings and effi ciency gains 
(Rechel et al. 2009; Kutzin et al. 2010). In such circum stances, restruc tur ing 
would be a largely posit ive devel op ment, espe cially if accom pan ied by policies 
to strengthen altern at ive facil it ies and services, reduce inap pro pri ate admis-
sions, and facil it ate quicker discharges (Rechel et al. 2009).

Several coun tries delayed public invest ment or sought private invest ment as 
a way of saving money. However, decisions taken rapidly to minim ize costs 
rather than promote effi cient ration al iz a tion may fail to account for import ant 
aspects of hospital capa city plan ning, such as the alloc a tion of human resources 
(Ettelt et al. 2008). The poten tial for short- term savings should there fore be 
balanced against the increased costs and inef fi cien cies of oper at ing with  
run- down facil it ies and equip ment – for example, risks to staff and patient  
safety. Evidence from Europe suggests the use of public–private part ner ships 
to finance hospital invest ment is prob lem atic and may not reduce costs or 
promote effi ciency in the longer term (Rechel et al. 2009).

5.5 Changes to drugs and medical devices

This section discusses policies inten ded to lower prices and encour age evid-
ence- based deliv ery of drugs and medical devices.

Measures to lower prices

Many coun tries repor ted intro du cing or strength en ing policies inten ded  
to lower the price of medical products, most commonly phar ma ceut ic als  
(Table 5.11). The most frequent response was to try and improve procure ment 
processes, mainly by cent ral iz ing procure ment, but also through tender ing and 
select ive contract ing. Several coun tries intro duced direct price cuts or tried to 

Table 5.11 Reported meas ures to lower drug prices, 2008–13

Policy responses Countries

Procurement Market entry: Czech Republic, Georgia, 
Portugal

Centralization: Cyprus, Denmark, France, 
Greece, Kazakhstan, Portugal, Romania, Spain

Competition: Bulgaria, Czech Republic, 
Hungary, Netherlands

Other: Greece, Montenegro, United Kingdom

Price reduc tions Belgium, Bosnia, Finland, France, Greece, 
Ireland, Italy, Lithuania, Portugal, Serbia, 
Turkey, Slovenia, Switzerland, Ukraine
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lower prices through various price- volume agree ments. Some intro duced or 
adapted external and internal refer ence pricing systems – for example, Portugal 
modi fied its policy to include coun tries with the lowest prices in Europe. Other 
efforts to lower prices included changes to distri bu tion margins affect ing phar-
macists and reduc tions in the VAT rate applied to medical products. Cyprus and 
the Czech Republic actu ally raised the VAT rate applied to medical products, 
increas ing the cost of these products to purchasers and patients.

Measures to encour age evid ence- based deliv ery and use

Seventeen coun tries repor ted taking steps to support evid ence- based prescrib-
ing, dispens ing and use, ten directly in response to the crisis (Table 5.12). 
Several coun tries repor ted changes to cover age and reim burse ment policy, 

Price- volume, budget impact and  
other risk- sharing agree ments

Belgium, Croatia, Estonia, Greece, Latvia, 
Lithuania, Poland, Portugal, Romania

External refer ence pricing Belgium, Cyprus, Ireland, the former Yugoslav 
Republic of Macedonia, Portugal, Lithuania, 
Ukraine

Internal refer ence pricing Introduced: Croatia, Greece, Malta, Slovakia, 
Slovenia

Modified: Estonia, Hungary, Latvia, Romania, 
Slovakia

Distribution margins Cyprus, France, Poland, Portugal, Russian 
Federation

Reducing VAT rates Greece, Tajikistan

Other meas ures inten ded to lower  
prices

Belarus, Croatia, Greece, Kazakhstan, Republic 
of Moldova, Romania, Russian Federation

Source: Survey and case studies.

Table 5.12 Reported meas ures to encour age evid ence- based deliv ery and use of 
drugs, 2008–13

Policy responses Countries

INN prescrib ing Greece, Hungary, Iceland, Latvia, Lithuania, Republic 
of Moldova, Portugal, Romania, Spain

E- prescrib ing Estonia, Greece, Portugal, Romania

Prescribing guidelines Denmark, Greece, Portugal

Prescription monit or ing Cyprus, Montenegro, Portugal

Generic substi tu tion Belgium, Estonia, Hungary, Latvia, Lithuania, Spain

Information and train ing Estonia, Kazakhstan, Slovenia, Russian Federation

Other Spain

Source: Survey and case studies.
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such as the creation of posit ive lists and greater use of health tech no logy 
assess ment (HTA) to inform cover age decisions (discussed below and in 
chapter four).

Policy impact and implic a tions

Variation in policy, prices and per capita levels of public spend ing on medical 
products across European coun tries, even within the European Union (Vogler 
et al. 2011), suggests there is substan tial scope for effi ciency gains in this  
area. Policies likely to enhance effi ciency in the use of medical products  
include strategies inten ded to lower prices combined with meas ures to  
encour age evid ence- based prescrib ing, dispens ing and consump tion – for 
example, ensur ing incent ives are aligned across produ cers, purchasers, 
providers, phar macists and patients so that the most cost- effect ive product  
is used where altern at ives are avail able. Many coun tries had already taken 
steps to strengthen policy regard ing medical products before the crisis 
(Mossialos et al. 2004; Vogler et al. 2008) and changes intro duced during the 
crisis were often part of ongoing reforms. Nevertheless, the crisis does seem to 
have increased the pace at which coun tries adopted new policies in this area 
(Vogler et al. 2011).

There is evid ence to suggest policy responses were success ful in achiev ing 
savings and slowing growth in spend ing on medical products in some coun-
tries. For example, average drug prices in Portugal fell from €13 in 2007 to 
€10.70 in 2012, NHS spend ing on drugs in ambu lat ory care fell by 19 per cent in 
2011 and 11 per cent in 2012 (Infarmed 2012) and the share of gener ics rose 
from 21 per cent of total sales by volume in 2011 to 25 per cent in 2012 
(Sakellarides et al. 2015). Price reduc tions and related policies were repor ted as 
expect ing to save €1 billion in France in 2013, and around €585 million in 
Switzerland between 2013 and 2015. Changes to refer ence pricing systems 
slowed the growth rate of spend ing on drugs in Slovakia and were repor ted to 
have led to savings of over €5 million to the NHS in Latvia in 2012, while a new 
rule intro du cing annual recal cu la tions of medical device prices is repor ted to 
have lowered spend ing on medical devices in Croatia by 4 per cent between 
2011 and 2012. The refer ence pricing pilot in Ukraine led to a fall of 7.6 per cent 
in the price of drugs for hyper ten sion. Efforts to encour age evid ence- based  
use of drugs led to a reduc tion of over 10 per cent in phar ma ceut ical spend ing 
in Iceland between 2009 and 2010 and were expec ted to result in annual  
savings of €3.5 billion in Spain. In Greece, public spend ing on drugs fell from 
€5.09 billion in 2009 to €4.25 billion in 2010 and €4.10 billion in 2011 (Vandoros 
and Stargardt 2013).

Figure 5.1 confirms these find ings. At an aggreg ate level, public spend ing  
on phar ma ceut ic als fell by 1 per cent in 2009, 0 per cent in 2010, and  
2.6 per cent in 2011. At the national level, public spend ing on drugs fell in  
most coun tries for which data are avail able (Figure 5.5). Reductions of around 
10 per cent or more occurred in Denmark, Greece, Iceland, Italy, Lithuania, 
Portugal, Romania and Spain and were sustained over two or more years in 
around 16 coun tries.
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It is more diffi cult to assess how reduc tions in public spend ing on medical 
products affect patient access and use. Some coun tries noted that policies to 
reduce drug prices had resul ted in more drugs being publicly covered. For 
example, due to the intro duc tion of refer ence pricing and other changes, 
Croatia repor ted being able to cover 64 new drugs and the former Yugoslav 
Republic of Macedonia repor ted a 76 per cent increase in the number of  
drugs avail able to patients without user charges. Similarly, the savings  
achieved by creat ing a posit ive list for drugs in Serbia enabled 300 new drugs 
and 40 new ATC groups to be covered. Lithuania’s exper i ence of imple ment ing 
a multi- faceted Drug Plan in response to the crisis (Box 5.3) suggests it is 
possible for phar ma ceut ical policy reforms to gener ate effi ciency gains by 
lower ing public spend ing and at the same time improv ing access to medi cines. 
Estonia’s reforms support ing inter na tional non- propri et ary name (INN) 
prescrib ing and dispens ing, in combin a tion with the abol i tion of a rule capping 
the Health Insurance Fund’s reim burse ment of some covered drugs, also 
contrib uted to lower ing the finan cial burden on patients; out- of- pocket 
payments for drugs in Estonia fell from 38.5 per cent of spend ing on covered 
medical products in 2008, to 33.0 per cent in 2012 (Habicht and Evetovits  
2015). In Croatia, the number of prescrip tions per insured person contin ued  
to grow after the begin ning of the reforms, whereas the average cost per 
prescrip tion was signi fic antly cut (by 27 per cent in 2010 in compar ison with 
2007) (Svaljek 2014).

However, reforms did not always have the desired or expec ted effect. For 
example, savings under Ireland’s rene go ti ated phar ma ceut ical agree ments 

Box 5.3 Lithuania’s Drug Plan and its effects

Lithuania’s Drug Plan (2009–10) involved 28 meas ures includ ing a new 
posit ive list of covered drugs with refer ence prices based on the average 
of prices in eight EU coun tries minus 5 per cent, new generic pricing 
policies, and new price- volume agree ments with produ cers (Ministry of 
Health of the Republic of Lithuania 2009). These pricing strategies were 
accom pan ied by a new require ment for INN prescrib ing, and patients 
were allowed to choose drugs with the lowest user charges. Implementation 
of the plan led to a reduc tion in the refer ence price of over 1000 drugs, a 
substan tial fall in spend ing on medical products by the National Health 
Insurance Fund (NHIF) and a lower finan cial burden for patients. NHIF 
spend ing on drugs and medical devices in the ambu lat ory care sector fell 
by 4.3 per cent between 2008 and 2010 (€8.7 million), and there is evid-
ence of improved access to drugs. While the number of prescrip tions 
increased between 2009 and 2011, out- of- pocket payments for drugs are 
estim ated to have been lower than the previ ous year by €15 million in 
2010 and €19 million in 2011 (NHIF 2013). These savings have also 
allowed the NHIF to cover new drugs for various cancers, heart disease 
and mental and beha vi oural disorders.

Source: Kacevičius and Karanikolos (2015)
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were lower than projec ted, contrib ut ing to the need for a supple ment ary health 
budget at the end of 2012 (Nolan et al. 2015). In other coun tries, savings 
achieved through price reduc tions led to concerns for patient access or quality. 
Producers threatened to with draw their products from the Greek market in 
response to proposed price cuts (Hirschler 2012), and repeated price cuts in 
Greece have increased paral lel exports, leading to short ages of essen tial drugs 
(Karamanoli 2012). Reports from Romania also indic ate drug short ages linked 
to increases in paral lel trade. In Portugal, there have been concerns about  
the effect of deep price reduc tions on phar macy viab il ity and the negat ive 
implic a tions of phar macy clos ures for patient access. New auctions for hospital 
equip ment in the Czech Republic put pres sure on prices, but are to be reviewed 
due to concerns for quality.

EAPs in Greece, Portugal and Cyprus contained numer ous condi tion al it ies 
related to medical products. However, across all of the coun tries surveyed, 
price reduc tions were the most commonly intro duced drug- related measure, 
and under stand ably so, since this type of change may be imple men ted relat ively 
quickly, without incur ring signi fic ant trans ac tion costs, and may create the 
space needed to develop and intro duce more complex reforms. Latvia was the 
only country to report strong oppos i tion to pricing reforms (from produ cers 
and health profes sion als); its changes to the refer ence pricing system are under 
chal lenge in the Constitutional Court (Taube et al. 2015). Many coun tries also 
took the oppor tun ity to lower admin is trat ive costs and strengthen purchas ing 
power by cent ral iz ing procure ment or stand ard iz ing procure ment processes 
across regions.

It is more surpris ing, from an imple ment a tion perspect ive, that so many 
coun tries attemp ted to improve evid ence- based deliv ery and use of medical 
products. However, such changes were almost always included in EAPs. In 
other coun tries they may have reflec ted an intens i fic a tion of ongoing reforms 
or the crisis may have created a window of oppor tun ity for action by lower ing 
poten tial oppos i tion from produ cers and providers.

5.6 Changes to health worker pay and numbers

This section focuses on changes affect ing health worker pay and numbers.

Health worker pay

Sixteen coun tries repor ted changes to health worker pay, almost all in direct 
response to the crisis (Table 5.13). In some coun tries, espe cially those with 
EAPs, pay cuts have been quite substan tial (Box 5.4).

Health worker numbers

Eleven coun tries repor ted meas ures to reduce the number of health sector 
workers, almost all in direct response to the crisis (Table 5.13).3



126 Economic Crisis, Health Systems and Health in Europe

Table 5.13 Reported meas ures to change health worker pay and numbers, 2008–13

Policy responses Countries

Health worker pay

Reduced salar ies Cyprus, Greece, Ireland, Latvia, Lithuania, 
Portugal, Romania, Serbia (privately 
contracted support staff), Spain

Salary freezes Cyprus, Portugal (2010), Slovenia, United 
Kingdom (England, Northern Ireland, 
Scotland for staff earning over a certain 
amount, Wales)

Limited rate of increase of salar ies Austria, Denmark, Italy, Slovenia

Increased pension contri bu tions or 
reduced bene fits

Greece, Montenegro, Portugal, United 
Kingdom (England)

Cut over time or night shifts or 
lengthened shifts that require fewer 
staff and costs

Cyprus, Iceland, Ireland, Portugal

Health worker numbers

Staff cuts Iceland, Ireland, United Kingdom (England, 
Wales)

Freezes on new recruit ment Ireland, Italy (some regions), Portugal, 
Romania, Slovenia

Not renew ing the contracts of 
temporary staff, includ ing junior 
doctors and nurses

Croatia, Greece, Ireland, Slovenia

Applying restric tions on the 
replacement of staff on sick leave or 
retiring

Greece, Ireland, Spain (some regional 
governments), Sweden (some county coun cils 
and applied select ively)

Offering volun tary redund an cies and 
incent ives for early retire ment

Ireland, Italy (some regions), United 
Kingdom (Scotland)

Making retire ment compuls ory for 
those meeting specific criteria

Slovenia

Source: Survey and case studies.

Policy impact and implic a tions

Some coun tries repor ted overall reduc tions in health worker numbers. A notable 
example is Ireland, where the Health Services Executive shed 10,000 staff members 
between March 2009 and November 2012, with an addi tional gross reduc tion of 
4000 full- time equi val ent posi tions required in 2013 to meet employ ment ceiling 
targets. In Iceland, approx im ately 10 per cent of total staff lost their jobs at the 
National University Hospital between 2007 and 2010, while in England, from 
March 2010 to July 2012, the overall full- time equi val ent staff level in the NHS fell 
by 2.8 per cent, with the biggest reduc tion being a fall of 18 per cent in the number 
of managers (although the salary levels of this group also increased slightly).
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Box 5.4 Examples of changes to health worker pay

Cyprus: The salar ies and over time rates of all public sector health profes-
sion als were reduced in 2011, with further salary cuts of 10 per cent in 
2012; addi tional scaled reduc tions for all public sector employ ees were 
imple men ted from the end of 2012, with cuts ranging from 6.5 per cent for 
those earning €1,001–€1,500 per month to 12.5 per cent for those earning 
over €4000 per month.

Greece: Salary reduc tions of 20 per cent were applied to all health care 
staff in 2010, and almost all subsidies and productiv ity bonuses were 
removed in 2011.

Ireland: Starting salar ies for new entrant consult ant medical staff were 
cut by 30 per cent (2012); plans for 2013 included hiring 1000 gradu ate 
nurses and midwives at around 80 per cent of the exist ing pay rate.

Latvia: After a cut of 20 per cent in 2009, salar ies subsequently rose 
slightly from 2010.

Lithuania: Health worker salar ies were cut by 13 per cent between 2008 
and 2010, with gradual recov ery to 2009 levels in 2011.

Portugal: Health workers in the NHS lost two of their 14 annual payments 
(2012), and reduc tions in over time compens a tion (10 per cent) were 
imposed in 2012 and again in 2013; proposed income tax increases in 
2013, changes in income brack ets and alter a tions to labour condi tions 
(hours, mobil ity) also affected staff pay.

Romania: In 2010, the salar ies of all public sector employ ees, includ ing 
hospital phys i cians and other hospital person nel, were cut by 25 per cent, 
also lower ing the volume of contri bu tions paid into the health insur ance 
fund (public sector employ ees make up approx im ately 35 per cent of the 
fund’s contrib ut ors); salar ies rose in subsequent years and reached 2010 
levels at the end of 2012.

Spain: In 2012, national meas ures redu cing the salary of workers (by 7.14 
per cent and abol ish ing one of their 14 annual payments) and increas ing 
the stat utory number of working hours were added to regional meas ures, 
includ ing restric tions to salary supple ments and the removal of P4P 
incent ive schemes.

Source: Survey and case studies

Staff remu ner a tion and working condi tions (work–life balance, promo tion 
and oppor tun it ies for train ing) play an import ant role in attract ing and retain ing 
skilled health workers, keeping motiv a tion and morale high and incentiv iz ing 
improve ments in productiv ity and perform ance (Buchan 2008; OECD 2011). 
Changes to recruit ment policies, expe cially where they are part of broader 
plans to reduce the numbers of public sector staff, should there fore be imple-
men ted as select ively as possible (Dussault et al. 2010). Substantial cuts to the 
skilled health sector work force may have a negat ive impact in the longer term, 
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leading to staff short agews. This is also an area in which revers ing cuts and 
rein vest ing in health sector human resources as economic condi tions improve 
may be highly chal len ging and incur addi tional costs asso ci ated with recruit-
ment, invest ment (and time- lags) in train ing and the use of agency staff on a 
tempor ary basis (Alameddine et al. 2012).

Health worker salar ies vary widely across Europe (Figure 5.6). In coun tries 
with relat ively high health worker salar ies (compared to the national average) 
there may have been scope for effi ciency savings in redu cing remu ner a tion. 
However, cuts to staff pay need to be balanced against effects on worker 
morale, productiv ity and reten tion rates. In coun tries where health worker 
salar ies are already very low, such as Romania and Greece, further reduc tions 
may be damaging for the workers concerned and for patients, who may end up 
paying inform ally to supple ment low wages. Large numbers of health sector 
workers may also leave the work force in response to cuts, as happened in 
Greece (pay cuts announced in 2012 exacer bated nurse short ages) and Portugal 
(in 2010 cuts to phys i cian expenses related to travel and over time led to an 
unex pec ted increase in early retire ment of nearly 600 doctors).

Such meas ures can have other effects. In some coun tries, across- the- board 
public sector salary cuts as part of wider auster ity meas ures led to large- scale 
demon stra tions and indus trial unrest (Parry 2011). As a result, govern ments 
were some times forced to make conces sions. For example, in the Czech 
Republic, where phys i cian salar ies are below EU aver ages, follow ing phys i cian 
strikes in 2011 the Ministry of Health agreed to increases in the pay of hospital 

Figure 5.6 Remuneration of salar ied doctors and nurses (US$ PPP), 2008 (or latest 
avail able year), selec ted European coun tries

Source: OECD (2011).

Note: Data are not avail able for all categor ies or coun tries; coun tries ranked from high to low 
by size of special ist salar ies.
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Table 5.14 Reported changes to HTA to inform cover age decisions, 2008–13

Policy responses Countries

Introducing HTA to inform cover age 
decisions

Whole bene fits package: Cyprus (EAP, 
planned), Spain (planned)

Inclusion of drugs in posit ive lists: 
Belarus, Croatia, Russian Federation, 
Spain

Procurement of expens ive equip ment: 
Belarus

Systematic disin vest ment: Spain

Establishing a new prior ity- setting agency: 
Denmark, Montenegro

Strengthening networks: Spain (regional 
HTA agen cies to define bene fits)

Applying HTA to new areas Belgium, Hungary, Romania, Turkey

Adding new criteria to HTA France, Germany, Switzerland

Other Norway: Regional author it ies carried out 
mini HTAs to slow the intro duc tion of new 
tech no lo gies (2013)

Source: Survey and case studies.

phys i cians in return for agree ment on the intro duc tion of DRGs and a freeze in 
hospital spend ing (Roubal 2012).

5.7 Changes in the role of health tech no logy assess ment (HTA)

This section focuses on HTA to inform cover age decisions and care deliv ery.

HTA to inform cover age decisions

Fifteen coun tries repor ted taking steps to intensify the use of HTA in  
making decisions about cover age, around half in direct response to the crisis 
(Table 5.14). The actual number of coun tries may in fact be higher, as several 
repor ted intro du cing new posit ive lists or revis ing exist ing ones, but without 
specify ing whether these steps were or would be informed by HTA.4 Countries 
such as England, in which HTA has played a key role in ration ing care for many 
years, are not discussed here.

Several coun tries repor ted apply ing HTA to cover age decisions for the first 
time, and some repor ted apply ing HTA to new areas such as medical devices. A 
handful of coun tries repor ted plans to use HTA system at ic ally in defin ing the 
bene fits package in its entirety (Cyprus, the Czech Republic, Spain), but in most 
coun tries drugs and medical devices were the main target for HTA.
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Notable devel op ments in coun tries with long stand ing use of HTA include the 
intro duc tion of rules making cost- effect ive ness a mandat ory criterion in HTA in 
France, and making all new drugs in Germany subject to eval u ation of their 
addi tional thera peutic benefit. The crisis also seems to have encour aged coun-
tries to use HTA evid ence from other juris dic tions and cent ral ize decision- making 
processes to benefit from econom ies of scale. For example, Spain strengthened 
the network of regional HTA agen cies and has given it a mandate to review exist-
ing bene fits for disin vest ment purposes (Garcia- Armesto et al. 2013).

HTA to inform care deliv ery

Thirteen coun tries repor ted devel op ing new prac tice guidelines, proto cols or 
care path ways, nine in direct response to the crisis (Table 5.15). Some repor ted 
efforts to enforce adher ence to prac tice guidelines by making them mandat ory 
or through better monit or ing and the intro duc tion of finan cial incent ives. Many 
of these new initi at ives are in coun tries without well- estab lished programmes 
of guideline devel op ment.

Policy impact and implic a tions

HTA contrib utes to improv ing health system perform ance by identi fy ing safe, 
effect ive, patient- focused and cost- effect ive inter ven tions (Velasco Garrido  
et al. 2008). Decisions about health cover age and best prac tice in care  
deliv ery that are not based on evid ence of (cost)- effect ive ness may result in 
subop timal health outcomes and are highly likely to waste resources. Many 

Table 5.15 Reported changes to HTA to inform care deliv ery, 2008–13

Policy responses Countries

Care path ways Belgium, Denmark, France, Ireland, 
Italy, the former Yugoslav Republic of 
Macedonia, Russian Federation, Slovenia

Practice guidelines or proto cols Cyprus, Kazakhstan, Latvia, the former 
Yugoslav Republic of Macedonia, Portugal

Monitoring Ukraine

Encouraged Cyprus (plans to intro duce finan cial 
incent ives (user charges) to discour age 
inap pro pri ate use of lab tests and drugs), 
Portugal (health inform a tion systems for 
prescrib ing and finan cial penal ties for 
inap pro pri ate use of drugs)

Enforced Belgium (mandat ory use of thera peutic 
guidelines when prescrib ing drugs in 
nursing homes)

Source: Survey and case studies.
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European health systems already use HTA evid ence to inform cover age 
decisions, and EU coun tries are increas ingly using cost- effect ive ness as a 
decision criterion (Sorenson et al. 2008). However, HTA presents tech nical, 
finan cial and polit ical chal lenges, which may explain why it is not as widely 
used as it might be, espe cially for disin vest ment, and why it is mainly applied  
to new tech no lo gies. To date, only a handful of European coun tries have 
system at ic ally used HTA for disin vest ment (de- listing of exist ing bene fits) 
(Ettelt et al. 2007).

Evidence of wide vari ations in deliv er ing care to similar patients has given 
impetus to efforts to optim ize and, where appro pri ate, stand ard ize treat ment  
of specific condi tions or groups of patients over the course of care using prac-
tice guidelines, proto cols or care path ways. A small body of evid ence suggests 
that mech an isms primar ily designed to improve quality of care can also enhance 
effi ciency and reduce costs, although care needs to be paid to imple ment a tion 
(Bahtsevani et al. 2004; Legido- Quigley et al. 2013). A further chal lenge is  
the need to develop decision tools that can adapt guidelines formu lated for  
single condi tions so that they can be applied to the large share of patients with 
multiple condi tions. A recent survey mapping the use of prac tice guidelines  
in 29 (mainly EU) coun tries iden ti fied relat ively few as being ‘leaders’ in the 
field (Belgium, England, France, Germany, the Netherlands) or having well-  
estab lished programmes (Finland, Norway, Sweden), but noted recent albeit 
some times frag men ted devel op ments in a few other coun tries (the Czech 
Republic, Greece, Hungary, Ireland, Luxembourg, Malta, Spain) (Legido- 
Quigley et al. 2013). This suggests consid er able scope for action in EU and 
non- EU coun tries.

It is diffi cult to assess the impact of greater use of HTA on health system 
perform ance. Many of the initi at ives intro duced during the crisis only took 
effect in 2011 or 2012, some have not yet been imple men ted, and only three 
coun tries in our survey repor ted on impact. The intro duc tion of new prac tice 
guidelines in Portugal is in the early stages of eval u ation. In Ireland, the number 
of adults waiting for over nine months for elect ive treat ment in public hospit als 
almost halved in 2012, an outcome attrib uted to polit ical prior ity to increase 
hospital activ ity through the evid ence- based clin ical care programmes 
developed since 2008. Monitoring of adher ence to prac tice guidelines was intro-
duced in Ukraine in 2009, but found to have had little effect on care deliv ery 
because non- adher ence was not penal ized.

Making greater use of HTA may not seem like an obvious step to take in a 
crisis due to the resources and capa city involved (Stabile et al. 2013). 
Nevertheless, the crisis offered coun tries the oppor tun ity to intro duce changes 
that might have faced greater oppos i tion under normal circum stances. Some 
coun tries adopted innov at ive approaches to benefit from econom ies of scale, 
such as drawing on HTA evid ence from other juris dic tions and strength en ing 
national networks of regional HTA agen cies. These types of initi at ives are 
increas ingly suppor ted at inter na tional level: in 2013, the European Commission 
launched a new network of HTA agen cies to facil it ate cooper a tion and 
inform a tion exchange.5 Adopting a similar initi at ive for prac tice guidelines may 
benefit coun tries just begin ning to develop and dissem in ate guidelines  
(Legido- Quigley et al. 2013).
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5.8 Changes in the role of eHealth

Eleven coun tries6 repor ted changes to eHealth systems, includ ing elec tronic 
prescrib ing for medi cines, but only five in direct response to the crisis. Greece 
intro duced the follow ing meas ures: an elec tronic procure ment system; the 
compuls ory use (since 2012) of e- prescrib ing for all medical activ it ies in all 
NHS facil it ies; two web- based plat forms for gath er ing and assess ing monthly 
data from NHS hospit als (esy.net) and monit or ing regional health resource 
alloc a tion and regional health status (Health Atlas) respect ively; and hospital- 
level meas ures to promote compu ter iz a tion, integ ra tion and the consol id a tion 
of IT systems.

Policy impact and implic a tions

In contexts other than the crisis, the intro duc tion of elec tronic health records and 
e- prescrib ing has had posit ive effects on cost- effect ive ness and quality in some 
coun tries (Dobrev et al. 2010). Electronic health records have proven to be 
complex to imple ment and are asso ci ated with high invest ment costs (Black et al. 
2011), so may not be amen able to rapid intro duc tion in a crisis situ ation. However, 
e- prescrib ing systems can be a crit ical tool for improv ing effi ciency in the use of 
drugs and diagnostic tests if they are used to monitor prescrib ing patterns and 
accom pan ied by meas ures to address inef fi cient prescrib ing beha viour.

5.9 Summary and conclu sions

In respond ing to the crisis coun tries used a range of meas ures, as summar ized 
in Table 5.1. The most common target for spend ing cuts was the hospital sector 
(budget and invest ment reduc tions), followed by admin is trat ive costs, drug 
prices and health worker costs. Looking at the balance of direct and indir ect 
responses across sectors, it is clear that without the crisis many of these cuts 
would not have taken place, espe cially those to health worker pay and numbers. 
However, spend ing cuts were not the only response. Some coun tries opted for 
more complex changes inten ded to improve effi ciency in the longer term, 
includ ing hospital restruc tur ing, trying to move care out of hospit als, changes 
to the skill mix in primary care and greater use of HTA and eHealth. Others 
contin ued to invest in policies inten ded to slow spend ing in future – for example, 
health promo tion and preven tion strategies. Throughout the chapter we have 
commen ted on policy impact and implic a tions in differ ent areas. Here, we high-
light some salient points, focus ing mainly on costs and effi ciency, and on 
quality and access where possible.

Health system costs

Comparative data on public spend ing on health by func tion are only avail able 
for some (mainly EU) coun tries, do not go back further than 2003 and only  
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go up to 2011 at the time of press. It is there fore diffi cult to estab lish a robust 
baseline for the aggreg ate spend ing changes shown in Figure 5.1, or to know 
how spend ing has developed since 2011. Nevertheless, there is a clear pattern 
of slower spend ing growth across all areas of care between 2007 and 2011 and 
actual reduc tions in spend ing in all except outpa tient care. The reduc tions are 
most marked for preven tion and public health and inpa tient care, followed by 
phar ma ceut ic als. Initial reduc tions in spend ing on admin is tra tion in 2009 were 
followed by growth in subsequent years. We do not have data on health worker 
costs.

As noted in chapters two and three, spend ing reduc tions in them selves are not 
neces sar ily a cause for concern, since they could indic ate savings from effi-
ciency gains. However, they may result in quality and access prob lems if they 
are substan tial and take place in coun tries where the crisis has been severe, 
espe cially if the crisis has been accom pan ied by large increases in unem ploy-
ment. As we noted in chapter one, unem ploy ment adds to house hold finan cial 
insec ur ity and can lead to mental health prob lems, making it harder for people 
to access health services just as they are more likely to need them. Figure 2.2 in 
chapter two shows that unem ploy ment has increased by over five percent age 
points since 2008 (and remained at over 10 per cent in 2012) in Greece, Spain, 
Ireland, Cyprus, Portugal, Croatia, Lithuania, Latvia and Bulgaria. Looking at 
the data across coun tries (Figures 5.2–5.5), we can see that the largest spend ing 
reduc tions have tended to be concen trated in the same coun tries – Greece, 
Latvia, Lithuania, Portugal and Spain – although there are consist ent reduc-
tions in coun tries such as Poland that did not exper i ence an economic shock. 
Data were not gener ally avail able for Croatia and Ireland. Cyprus exper i enced 
slower rates of growth between 2007 and 2011, but the largest spend ing cuts 
have prob ably taken place since 2011.

Efficiency

Without eval u ation it is diffi cult to say with certainty how spend ing cuts have 
affected effi ciency. Assessment is further complic ated by contex tual differ-
ences in start ing point and policy design and by the fact that some effects may 
not be imme di ately evident.

Cuts to public health budgets are a clear example of coun tries putting the 
short- term need for quick savings above the need for effi ciency and longer-
term expendit ure control. Sustained pay cuts in coun tries where staff pay  
was already low also prior it ized the short term. We recog nize that for some 
coun tries this was in part a comprom ise to keep staff in employ ment. A handful 
of coun tries tried to protect the incomes of lower- paid health workers by 
making larger cuts to the salar ies of higher- paid staff. However, unin ten ded 
consequences such as higher than expec ted early retire ment or migra tion to 
other sectors or coun tries could have been fore seen in some instances and may 
prove expens ive to address in future.

A number of devel op ments are likely to have had posit ive effects on effi-
ciency. These include efforts to lower drug prices, stream lin ing procure ment, 



134 Economic Crisis, Health Systems and Health in Europe

encour aging greater use of generic altern at ives and better prescrib ing; address-
ing frag ment a tion in pooling and purchas ing; and tack ling excess capa city. 
Some coun tries were careful not to expose primary care to signi fic ant cuts. 
Others linked addi tional funding to evid ence of improved perform ance on the 
part of primary care phys i cians or promoted effi ciency-  and quality- enhan cing 
changes in primary care skill mix.

The number of attempts to strengthen the role of HTA and eHealth was also 
notable, since such reforms require invest ment and are not an obvious choice in 
an economic crisis. In this respect, EAPs in Cyprus, Portugal and Greece, which 
encour aged greater invest ment in HTA and eHealth, showed some balance 
between short-  and long- term needs, although expect a tions of what it was 
possible to achieve in the context of severe fiscal pres sure may have been 
unreal istic.

Quality and access

Again, without eval u ation it is diffi cult to say with certainty how spend ing  
cuts have affected quality and access. Only five coun tries expli citly reduced 
funding for primary care, but extra efforts were made to limit the impact of  
cuts on access. This is encour aging, given that a primary care- led health system 
is essen tial for strength en ing health system perform ance. Nineteen coun tries 
repor ted restruc tur ing the hospital sector. In some contexts, these reforms  
may have enhanced effi ciency with no signi fic ant deteri or a tion in quality or 
access. However, in coun tries such as Greece and Latvia, cuts to hospital 
spend ing were so large and sustained that it would have been diffi cult to avoid 
negat ive effects on quality and access, espe cially as greater house hold 
finan cial insec ur ity pushes up demand and induces a shift from private to 
public hospit als. Although Latvia’s decision to prior it ize access to emer gency 
services was under stand able, the lack of public funding for elect ive surgery 
resul ted in impli cit ration ing, with waiting times for these proced ures  
soaring from months to years. In some coun tries a more posit ive story emerges 
in terms of phar ma ceut ical policy, where access was expan ded by redu cing 
drug prices.

Implicit ration ing – delay ing, denying or dilut ing the quality of clin ical 
services on cost grounds in a non- trans par ent manner – has signi fic ant 
implic a tions for quality and access. Quality dilu tion is likely to have taken place 
in several coun tries in response to the crisis, espe cially those where there is 
little monit or ing of provider compli ance with clin ical stand ards, or where 
profes sional organ iz a tions are not suffi ciently rigor ous in enfor cing good  
clin ical prac tice. However, impli cit ration ing is not always imme di ately evident 
to patients and poli cy makers. It is also diffi cult to research. Targeted research 
programmes are there fore needed to provide evid ence for policy (WHO 2011).

In terms of access, waiting lists and waiting time guar an tees can make ration-
ing more trans par ent and are prefer able to impli cit ration ing. Indeed, a handful 
of coun tries expli citly exten ded waiting time guar an tees in response to the 
crisis, redu cing access as a way of redu cing health care expendit ure in the 
short term. The impact on quality is diffi cult to ascer tain.
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Implementation

Some policies were diffi cult to imple ment, often due to resist ance from phys i-
cians and phar ma ceut ical compan ies; the time needed to develop and intro duce 
complex reforms; and the diffi culty, in the context of budget cuts, of making 
upfront invest ments to produce long- term savings. As a result of these barri ers, 
policies were some times reversed or not fully imple men ted.

In contrast, policies unlikely to enhance effi ciency – for example, blanket 
cuts in public spend ing on public health – were often imple men ted almost imme-
di ately and with relat ive ease. This suggests that while the crisis presen ted 
oppor tun it ies to initi ate needed reforms, substan tial polit ical commit ment is 
required to over come vested interests, focus on the longer term and gener ate 
resources for success ful imple ment a tion.

Notes

1  Across the two waves of the survey, no inform a tion was avail able for Andorra, 
Luxembourg, Monaco, San Marino, Turkmenistan and Uzbekistan.

2  The follow ing coun tries did not report any response in the area of health service  
plan ning, purchas ing and deliv ery and do not there fore feature in this chapter: 
Albania, Israel.

3  See section 5.1 for changes in the number of staff working in minis tries of health and 
health insur ance funds.

4  New posit ive lists: Bosnia and Herzegovina, Bulgaria, Greece, Kazakhstan, Lithuania, 
Portugal, Serbia, Tajikistan. Revised lists: Poland, Slovenia.

5  http://ec.europa.eu/health/tech no logy_assess ment/docs/impl_dec_hta_network_en. 
pdf

6  Belgium, the Czech Republic, Croatia, France, Greece, Latvia, Portugal, Romania, the 
former Yugoslav Republic of Macedonia, Serbia, Turkey.
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The health effects of the 
crisis
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The crisis has domin ated the European polit ical agenda since its onset in 2008. 
Yet in contrast to the extens ive debate on the perform ance of econom ies, its 
implic a tions for the health of people in Europe has received relat ively little 
polit ical atten tion. This neglect has persisted even though some of the policies 
adopted in response to the crisis have profound consequences for health which 
will be felt long after the crisis has passed.

An economic crisis affects popu la tion health through two path ways: reduc-
tions in house hold finan cial secur ity and reduc tions in govern ment resources 
(see Figure 1.1 in chapter one). Both can lead to changes in levels of stress, 
health- related beha viours and access to health services. Effects on health may 
there fore reflect the impact of the crisis itself and the impact of policy responses 
to the crisis. Resilience – the ability of indi vidu als, communit ies and soci et ies to 
adapt to adversity – also influ ences the extent to which economic shocks affect 
health (Luthar et al. 2000).

Recessions put people at risk of unem ploy ment, falling incomes, loss of asset 
value, greater indebted ness and home less ness. Unemployment can damage 
health in four ways: poverty and finan cial strain; social inactiv ity and lack of 
parti cip a tion; health- damaging beha viour; and the effect of being unem ployed 
on the prospects of future employ ment (Bartley 1994). Other socio- economic 
and envir on mental factors (increased debt or fore clos ure, housing status) can 
exacer bate these negat ive effects. The extent to which changes in finan cial 
secur ity influ ence health varies by age, the depth of decline in income and the 
length of time spent out of work. Recessions can also have a posit ive impact on 
health, mainly due to reduc tions in road traffic acci dents and increases in 
health- enhan cing beha viours such as smoking less or drink ing less.

Public policy plays a crit ical role in determ in ing the impact of an economic 
shock on health. At the level of the govern ment, fiscal pres sure may lead to cuts 
in public spend ing, further under min ing house hold finan cial secur ity. Fiscal 
pres sure in the health system can result in spend ing cuts and cover age restric-
tions – for example, budget and staff cuts, reduc tions in enti tle ment or in the 
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range of publicly financed services and higher user charges. These in turn can 
lower quality of care, create or exacer bate barri ers to access ing health services 
and shift costs to house holds, adding to their finan cial burden. Pro- cyclical  
public spend ing – spend ing that falls as the economy declines – is likely to be 
partic u larly damaging when it comes to social sectors, includ ing the health  
sector, because people gener ally need more not less govern ment support in an 
economic crisis. Maintaining access to health and other social services is there-
fore crucial.

The full scale of any effects on health may not be appar ent for many years 
and, due to the poten tial overlap of effects, it is diffi cult to disen tangle the 
consequences of the shock itself from the consequences of policy responses to 
that shock. In this chapter we summar ize research on the effects of previ ous 
reces sions on health, then review evid ence on the impact of the current crisis 
on the health of people living in Europe. However, for the reasons mentioned 
above, we do not attempt to distin guish between the effects of the crisis and 
effects related to policy responses to the crisis. We also high light some of the 
main factors likely to mitig ate negat ive effects on health.

6.1 Evidence from previ ous reces sions

Effects on health

There is a substan tial body of research explor ing how chan ging economic 
condi tions affect health. In a review, Catalano et al. (2011) iden ti fied pro-  and 
coun ter cyc lical asso ci ations between health outcomes and changes in the 
economy. Some of the strongest evid ence relates to increases in the  
frequency and sever ity of mental and beha vi oural disorders asso ci ated with job 
loss, includ ing suicide.1 Importantly, there is evid ence that it is not only job loss 
itself but the fear of job loss that adversely affects mental health (Reichert and 
Tauchmann 2011).

For other health outcomes, the impact of economic down turns varies by age, 
sex, histor ical period, the analyt ical methods employed, the indic at ors used to 
measure economic change, and the depth of the reces sion. Creating a coher ent 
summary of the evid ence is further complic ated by discip lin ary differ ences in 
the liter at ure most frequently cited and in concep tu al iz a tions of caus al ity. The 
econom ics liter at ure takes little account of the public health liter at ure, on the 
whole, and emphas izes empir ical asso ci ations, often looking at overall mortal ity 
rather than mortal ity by cause. In contrast, the public health liter at ure seeks to 
identify whether there are plaus ible biolo gical mech an isms for what is observed 
(Stuckler et al. 2014).

In a series of papers, Ruhm and Tapia Granados (Tapia Granados 1991, 2005a, 
2005b; Ruhm 2000, 2003, 2008; Gerdtham and Ruhm 2006; Tapia Granados and 
Ionides 2008; Tapia Granados and Diez Roux 2009) show that in high- income 
coun tries deaths (mortal ity) tend to rise during periods of economic growth2 
and fall as the economy slows down, with suicides a notable excep tion.  
Road traffic deaths have shown a pro- cyclical pattern in rela tion to economic 
changes, with decreased road traffic deaths coin cid ing with growth in  
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unem ploy ment due to a drop in the volume of trans port and the number of  
jour neys made (Ruhm 2000; Tapia Granados 2005a; Stuckler et al. 2009a).

As a result, some have argued that reces sions improve health, perhaps 
because the reduced oppor tun ity cost of leisure time allows people to engage  
in health- enhan cing activ it ies such as exer cise; having less income lowers  
food, alcohol and tobacco intake; there is less employ ment in hazard ous 
working condi tions; and lower levels of work- related stress. Positive beha vi-
oural changes such as reduc tions in overall alcohol consump tion have been 
repor ted during reces sions (Ruhm 1995; Freeman 1999; Dee 2001), mainly 
among indi vidu als who remain in employ ment; increases in alcohol intake have 
been repor ted among people who lose their jobs and among already heavy 
drink ers.

However, research based on more recent reces sions does not find that  
reces sions posit ively affect mortal ity (Huff Stevens et al. 2011; Ruhm 2013; 
Tekin et al. 2013) and many indi vidual- level studies from a wide range of high- 
income coun tries find an asso ci ation between becom ing unem ployed and 
increased mortal ity (Martikainen and Valkonen 1996; Osler et al. 2003; Gerdtham 
and Johannesson 2005; Martikainen et al. 2007; Economou et al. 2008; Eliason 
and Storrie 2009; Sullivan and von Wachter 2009; Lundin et al. 2010; Montgomery 
et al. 2013; Mustard et al. 2013). A system atic review finds that unem ploy ment 
is asso ci ated with a signi fic antly increased risk of all- cause mortal ity in men 
and women of working age; those in the early and middle stages of their career 
were at partic u larly high risk and the asso ci ation was signi fic ant in the short 
and longer term, suggest ing that stress and negat ive effects on beha viour asso-
ci ated with job loss persist even after work is resumed (Roelfs et al. 2011). 
Prolonged unem ploy ment in early adult hood in men has also been asso ci ated 
with accel er ated prema ture ageing (Ala- Mursula et al. 2013).

The imme di ate impact of reces sion on mental health is mostly reflec ted in 
greater risk of mental and beha vi oural disorders such as alcohol abuse 
and suicides among those who become unem ployed or face finan cial diffi-
culties (Wahlbeck and McDaid 2012). Debts, inad equate income and mort gage 
payment prob lems are asso ci ated with psycho lo gical distress and increased 
mental disorders, partic u larly depres sion (Brown et al. 2005; Taylor et al. 2007; 
Jenkins et al. 2008), while unem ploy ment, espe cially long- term unem ploy ment 
(Janlert and Hammarstrom 1992; Dee 2001; Mossakowski 2008), and finan cial 
strain (Shaw et al. 2011) are asso ci ated with heavy drink ing. A large study of 
the experience of European countries over three decades found that a rapid 
(defined as more than three percentage points) rise in unemployment levels in 
one year was asso ci ated with a signi fic ant increase in deaths from alcohol 
abuse in people aged under 65, indic at ing that the short- term negat ive effects of 
unem ploy ment give rise to major psycho lo gical distress (Stuckler et al. 2009a).

A recent system atic review and meta- analysis found a strong asso ci ation 
between long- term unem ploy ment and suicide and attemp ted suicide, which 
is partic u larly marked within five years of job loss, but persists after this  
period (the average follow- up time was eight years) (Milner et al. 2013). Suicides 
have tended to rise rapidly follow ing severe economic crises, driven primar ily 
by rises in unem ploy ment (Catalano et al. 2011). In their analysis of mortal ity  
in the European Union (EU) between 1970 and 2007, Stuckler et al. (2009a) 
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found that two coun tries – Finland and Sweden – managed to decouple suicides 
from rising unem ploy ment in the early 1990s (Figure 6.1). The authors attrib ute 
this to the pres ence of strong social protec tion mech an isms, in partic u lar active 
labour market programmes. However, even in Sweden, where suicides did not 
increase during the reces sion, unem ployed men were at higher risk of suicide in 
the five years after the reces sion (Garcy and Vagero 2013). In Finland, suicides 
were not asso ci ated with unem ploy ment during the down turn, but increased as 
the economy grew; this was asso ci ated with an increase in average levels of 
alcohol consump tion among men (Hintikka et al. 1999).

Another recent system atic review and meta- analysis found that perceived 
job insec ur ity was asso ci ated with higher incid ence of coron ary heart disease 
(CHD)3 (Virtanen et al. 2013). In addi tion, a cohort study from Sweden found 
that middle- aged men who became unem ployed for longer than 90 days had a 
signi fic antly higher risk of hospit al iz a tion for CHD over the next eight years, 
adjust ing for known CHD risk factors (Lundin et al. 2014).

Research using data from the German Socioeconomic Panel found that unem-
ploy ment worsened the mental health of people who lose their jobs and of their 
spouses, suggest ing that the public health costs of unem ploy ment are under es-
tim ated because they do not usually account for poten tial impact on family 
members (Marcus 2013). When looked at over the life course, economic condi-
tions at birth influ ence cognit ive func tions later in life (after 60); being born 
during a reces sion is negat ively asso ci ated with numer acy, verbal fluency, 
recall abil it ies and overall cognit ive abil it ies in old age (Doblhammer et al. 
2013). Similar effects have been observed in rela tion to expos ure to reces sions 
during early and middle adult hood (Leist et al. 2014).

Although the avail able evid ence mainly shows that unem ploy ment and finan-
cial insec ur ity increase the risk of mental health prob lems and to some extent 
cardio- vascu lar disease, there is a lack of consist ent evid ence on their effects 
on many other health outcomes. However, in spite of complex it ies related to the 
differ ent methods used in the studies described in this section, and their compar-
ab il ity, the evid ence suggests that economic down turns adversely affect infant 
mortal ity. Studies from the United States have shown that mortal ity from 
unin ten tional injur ies and Sudden Infant Death Syndrome increased during 
reces sions, a finding attrib uted to parents spend ing less time and effort monit-
or ing chil dren (Bruckner and Catalano 2006; Bruckner 2008).

A system atic review has found evid ence of increased risk of commu nic able 
disease outbreaks during reces sion, attrib uted to factors such as higher rates 
of contact with those who have infec tions among people in poorer living 
circum stances, barri ers to access ing treat ment and lower rates of complet ing 
courses of treat ment (Suhrcke et al. 2011). The review iden ti fied high- risk 
groups (includ ing migrants, home less people and prison inmates) as partic u-
larly vulner able conduits of epidem ics during reces sions.

In summary, evid ence from previ ous reces sions indic ates that the scale and 
nature of the impact on popu la tion health varies, although a common finding is 
that health outcomes gener ally worsen in people who become unem ployed. 
Unemployment is the strongest predictor of adverse health outcomes in reces-
sions and mental health is partic u larly sens it ive to economic changes. Trends in 
overall mortal ity are not affected by reces sion, but specific causes of death are: 
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suicides tend to increase and road traffic acci dents tend to fall. In a reces sion, 
risk beha viours such as alcohol consump tion and smoking may decline overall 
due to reduc tions in dispos able income, but increase among people who binge- 
drink or are unem ployed. Changes in other health indic at ors vary depend ing on 
a country’s response to reces sion.

Three points are worth high light ing. First, we should be cautious when extra-
pol at ing from studies examin ing normal swings in the economic cycle to large- 
scale crises such as the current crisis in Europe. Box 6.1 summar izes the health 
effects of two major twen ti eth- century crises and finds evid ence of negat ive 
effects on health. Second, a clear research finding is that economic changes do 
not have the same effect on the whole popu la tion: improve ments for some may 
mask adverse effects on others, espe cially on more vulner able groups of people. 
Third, negat ive health effects can be mitig ated by public policy actions, as we 
set out in the follow ing para graphs.

Box 6.1 Major economic crises in the twen ti eth century

Research on the health of Americans during the Great Depression 
found that while suicides rose, overall mortal ity fell, driven by a decrease 
in infec tious diseases and road- traffic acci dents (Fishback et al. 2007). 
More recent analysis of indi vidual death records at state level found  
that suicides increased and road- traffic deaths declined in states with 
bank fail ures; concur rent declines in infec tions and increases in  
non- commu nic able disease reflec ted the under ly ing epidemi olo gical 
trans ition and were not related to economic changes within each state 
(Stuckler et al. 2011b). Two major policies played a role in mitig at ing the 
impact of the Great Depression: Prohibition, which preven ted a surge in 
alcohol- related deaths, and the New Deal, which included stim u lus 
programmes that created jobs and enhanced social protec tion (Stuckler 
and Basu 2013).

The break- up of the USSR was followed by economic collapse in the 
newly independent states (Sachs 1994; Wedel 2001), which had major 
consequences for popu la tion health across the region, with mortal ity 
increases of up to 20 per cent in some coun tries. Deaths were mainly 
concen trated in men of working age: male life expect ancy fell by between 
four and seven years. The avail ab il ity of cheap alcohol and its surrog ates 
played a central role in the rise of mortal ity in the region, partic u larly in 
the Russian Federation (Leon et al. 2009). However, it was not just the 
drink ing habits of some of the population that led to the sudden rise in 
deaths among younger men. Declines in life expect ancy were greatest in 
coun tries exper i en cing the most rapid pace of trans ition (Stuckler et al. 
2009c) brought on by radical privat iz a tion policies and unem ploy ment, a 
finding mirrored in differ ent parts of the Russian Federation and across 
the former Soviet Union (Walberg et al. 1998). To some extent, adverse 
consequences were mitig ated in coun tries with high levels of member ship 
in trade unions, reli gious groups and sports clubs – a widely used marker 
of strong informal social protec tion mech an isms.
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Mitigating negat ive effects on health

The negat ive effects of reces sion can be mitig ated by govern ment policies 
already in place and those intro duced in response to an economic shock. 
Protective factors include the pres ence of formal social safety nets, partic u larly 
active labour market programmes and programmes target ing the most vulner-
able groups of people (Stuckler et al. 2009b); informal protec tion mech an isms, 
such as member ship of trade unions, reli gious groups and sports clubs (Stuckler 
et al. 2009c); and coun ter cyc lical public spend ing on social protec tion,  
includ ing health (Marmot et al. 2012). An analysis of public spend ing in OECD 
coun tries over 25 years showed that each US$100 increase in public spend ing 
on social protec tion4 per person per year was asso ci ated with a 1 per cent 
reduc tion in overall mortal ity and a 2.8 per cent reduc tion in deaths related  
to social circum stances (for example, alcohol- related deaths)5 (Figure 6.2) 
(Stuckler et al. 2010). Recent research in the United States also suggests that 
between 1968 and 2008, more gener ous state unem ploy ment benefit programmes 
moder ated the rela tion ship between unem ploy ment rates and suicide (Cylus  
et al. 2014).

A recent review iden ti fies access ible and respons ive mental health services 
as being key to support ing people during diffi cult times; it high lights the role of 
advice centres and legal restric tions on high- interest loan compan ies in helping 
to reduce other wise unman age able debts (Wahlbeck and McDaid 2012). A large 
body of evid ence from model ling studies (Purshouse et al. 2010; Lhachimi et al. 
2012) and exper i ence from Canada show that a 10 per cent increase in minimum 
alcohol pricing is asso ci ated with a 32 per cent decrease in alcohol- related 

Figure 6.2 Relation between devi ation from country average of social welfare spend-
ing (exclud ing health) and all- cause mortal ity in 15 EU coun tries, 1980–2005

Source: Stuckler et al (2010).



146 Economic Crisis, Health Systems and Health in Europe

deaths (Zhao et al. 2013). This suggests that stricter alcohol control policies can 
prevent those already at risk from damaging them selves further.

6.2 Evidence from the current crisis

Despite delays in the release of publicly avail able data on health status indic at-
ors (Box 6.2) and a lack of published research, the impact of the crisis on popu-
la tion health is already visible in Europe, partic u larly in the most heavily 
affected coun tries.

Box 6.2 Monitoring popu la tion health

In stark contrast to the speed with which economic data are published, 
there is often a lag of several years before inform a tion on popu la tion 
health reaches the public domain. The most complete and accur ate health 
status data are on mortal ity, but these typic ally become avail able with a 
lag of three years. Data on disease preval ence and incid ence, with the 
excep tion of noti fi able diseases, are less accur ate, less compar able across 
coun tries and often simply not avail able. In some coun tries, budget ary 
cuts have also hit the collec tion of health stat ist ics – for example, Greece 
has with drawn from the fourth wave of the Survey of Health, Ageing  
and Retirement in Europe (Travis 2013). These prob lems mean that 
research ers have only been able to examine the earli est consequences  
of the crisis. Many coun tries in Europe have exper i enced prolonged  
reces sion and large increases in unem ploy ment, with cuts likely to affect 
services and the economic well- being of the popu la tion well into the future. 
Thus, the full scale of effects on health in severely affected coun tries  
will only be reflec ted in stat ist ics published in the years to come.

Mental he alth

Mental health has been the area most sens it ive to economic changes so far. 
Since the onset of the crisis, suicides in people aged under 65 have increased 
across the EU, revers ing a previ ous down ward trend in many coun tries  
(Figure 6.3) (Stuckler et al. 2011a; Karanikolos et al. 2013). The rise has been 
partic u larly high in coun tries that joined the EU after 2004. In the EU as a 
whole, the reces sion has already trans lated into at least 10,000 excess deaths 
from suicide (Reeves et al. 2014). Research from indi vidual coun tries shows 
stat ist ic ally signi fic ant depar tures from histor ical trends in suicide rates during 
the crisis (Box 6.3).
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Box 6.3 Evidence of increases in suicides in Europe since the onset of 
the crisis

Baltic states: A notable but not stat ist ic ally signi fic ant rise in suicides in 
Lithuania in 2008 and 2009 (Kalediene and Sauliune 2013) was mirrored in 
Latvia and Estonia (Reeves et al. 2013; WHO Regional Office for Europe 
2013).

Italy: Between 2008 and 2010 there were an estim ated 290 excess suicides 
and suicide attempts attrib ut able to economic reasons (De Vogli et al. 2012).

Spain: The crisis has been linked to about 21 addi tional suicides a month, 
or 680 suicides up to the end of 2010 (Lopez Bernal et al. 2013), and the 
most recent data on suicides show a further increase in 2012 (INE 2014).

Greece: Suicides among men in 2009 were already above the predicted 
trend, but the situ ation deteri or ated markedly in 2011; suicides among 
men increased further, to a level that is now 45 per cent higher than in 
2007, and suicides among women doubled (Kentikelenis et al. 2013).

Ireland: There was a notable increase in suicides in 2011 compared to 
2010 (Kelly and Doherty 2013).

United Kingdom (England): There were around 1000 excess suicides 
between 2008 and 2010, with the largest increases seen in regions with the 
greatest increases in unem ploy ment (Barr et al. 2012).

Figure 6.3 Suicides in the European Union pre-  and post- 2007

Source: Adapted from Stuckler et al. (2011a) and updated to include the latest avail able data 
from the WHO mortal ity data base and Eurostat for death and popu la tion data for France for 
2010 and popu la tion data for Denmark (2007–2010) and Ireland (2010). Data are adjus ted for 
country popu la tion size.
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United States: An accel er a tion in the exist ing upward trend in suicides 
accoun ted for an addi tional five deaths per million popu la tion per year 
between 2008 and 2010, with a one percent age point rise in unem ploy ment 
asso ci ated with a one per cent increase in suicides (Reeves et al. 2012).

Despite growing evid ence of the impact of the reces sion on suicide,  
some have ques tioned whether appar ent increases in suicides reflect coding 
prac tices (which may be influ enced by cultural factors) or random vari ation 
where numbers are small (Chang et al. 2013; Fountoulakis et al. 2013). 
Comparisons of suicide rates across coun tries must be done with caution. 
Nevertheless, the effect of cultural factors and coding prac tices is often over-
stated and may, in fact, under state the rise. Further, any such bias should be 
non- differ en tial with respect to changes within coun tries and over relat ively 
short periods of time. Thus, it is unlikely that any change in coding rules would 
select ively affect only one sex and partic u lar age groups.

Suicides capture only a small part of the burden of mental illness. Research on 
changes in the preval ence of mental disorders since the crisis began is limited, 
but there is some evid ence of an increase. Nationwide cross- sectional surveys  
in Greece have shown that the one- month preval ence of major depress ive 
disorders rose from 3.3 per cent in 2008 to 8.2 per cent in 2011, with those facing 
serious economic hard ship being most at risk (Economou et al. 2013). During 
this period there was a 120 per cent increase in the use of mental health services 
(Anagnostopoulos and Soumati 2013).

In Spain, a compar ison of surveys conduc ted in primary care in 2006 and 
2010 showed signi fic ant increases in the preval ence of mental health prob lems 
in three ways (Gili et al. 2012). First, there was an increase of 19 percent age 
points in the preval ence of major depres sion, 8 for anxiety, 7 for phys ical mani-
fest a tions of anxiety or stress and 5 for alcohol- related disorders. Second, 
having an unem ployed family member signi fic antly increased the risk of major 
depres sion6 and, after adjust ing for unem ploy ment, mort gage repay ment diffi-
culties and evic tions increased the risk of major depres sion by a factor of 2.1 
and 3.0 respect ively.7 Finally, one- third of the increase in numbers of hospital 
inpa tients with mental health disorders could be attrib uted to the combined risk 
of indi vidual or family unem ploy ment and mort gage payment diffi culties.

A study using data from the Health Survey for England showed a deteri or a tion 
in the mental health of men between 2008 and 2010 compared to the pre- crisis 
period, but this deteri or a tion could not be explained by differ ences in employ ment 
status (Katikireddi et al. 2012). In contrast, analysis of the British Household Panel 
Survey estim ated that in excess of 220,000 cases of mental health prob lems in 
England could be attrib uted to levels of unem ploy ment in the years around 2009, 
with markedly higher rates in north ern than south ern parts of the country – areas 
with higher and lower unem ploy ment rates respect ively (Moller et al. 2013).

These find ings are consist ent with research from outside Europe. A study in 
Michigan in the United States found that a recent housing move for cost reasons, 
home fore clos ure or delays making mort gage payments was asso ci ated with a 
higher like li hood of anxiety attack, while people behind on rent payments and 
those who exper i enced home less ness were more likely to meet criteria for 
depres sion (Burgard et al. 2012).



The health effects of the crisis 149

Self- repor ted health status

Self- repor ted health status has declined in Greece, where more people repor ted 
their health status as ‘bad’ or ‘very bad’ in 2009 than in 20078 (Kentikelenis et al. 
2011), a finding confirmed in other studies (Zavras et al. 2012; Vandoros et al. 
2013). The preval ence of poor self- repor ted health has also increased in the 
United Kingdom among employed and unem ployed people (Astell- Burt and 
Feng 2013), which prior research has attrib uted to accu mu lated finan cial diffi-
culties such as unaf ford able housing and housing evic tions (Taylor et al. 2007; 
Pevalin 2009).

Other health condi tions

Recent research from one state in the United States shows how being uncer tain 
about keeping one’s job adversely affects phys ical health. An analysis of the 
health of 13,000 workers employed in aluminium manu fac tur ing compan ies 
with high and low layoff volumes during the reces sion found that workers 
remain ing in compan ies with high layoffs were at an increased risk of devel op-
ing hyper  tension and diabetes compared to coun ter parts in compan ies with 
low layoffs (Modrek and Cullen 2013).

A study analys ing hospital admis sions in a region of Greece showed an 
increase in the incid ence of acute myocar dial infarc tion between 2008 and 
2012 compared to 2003–79 (Makaris et al. 2013). Another study suggests how 
some of this increase might have come about (Davlouros et al. 2013). It docu-
ments the case of a Greek patient read mit ted to hospital with myocar dial infarc-
tion 43 days after being treated for the same condi tion; the patient’s initial 
treat ment involved drug therapy to prevent clot ting, which the patient had 
inter rup ted due to cost, leading to re- throm bosis requir ing another round of 
hospit al iz a tion, another stent ing and renewal of medic a tion.

Behavioural risk factors

Some coun tries have seen an improve ment in beha vi oural risk factors. Analysis 
of alcohol consump tion in Estonia suggests that the reduc tion observed since 
2008 is the combined result of the crisis and the strength en ing of alcohol policies 
(tax increases, sales and advert ising restric tions and law enforce ment) since 
2005 (Lai and Habicht 2011). More detailed analysis of the impact of the crisis 
on expos ure to risk factors demon strates the differ en tial impact on partic u lar 
groups. In the United States, alcohol consump tion has increased in people who 
binge- drink (Bor et al. 2013) and among middle- aged people who exper i enced 
job loss (Mulia et al. 2013), and in England it has increased among unem ployed 
men (Harhay et al. 2013). In Greece, a rise in cigar ette taxes raised €558 million 
for the state budget and was followed by a 16 per cent decrease in cigar ette 
consump tion (Alpert et al. 2012). In contrast, the preval ence of smoking during 
the reces sion has increased in Italy, partic u larly among women (Gallus et al. 
2011), and in the United States among unem ployed people (Gallus et al. 2013).
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Road traffic acci dents

Consistent with previ ous exper i ence (Fishback et al. 2007; Stuckler et al. 2009a), 
deaths from road traffic acci dents have declined in many coun tries since the 
crisis began (Stuckler et al. 2011a) as people have switched to cheaper trans-
port options or reduced their travel. The gains have been largest in coun tries 
with high initial levels of road traffic deaths. In some cases, however, reduc-
tions in road traffic deaths may be due to road traffic policies – in Lithuania, for 
example, a 50 per cent decline in road traffic deaths between 2007 and 2010 
coin cided with new safety policies and stricter enforce ment of legis la tion 
(Kalediene and Sauliune 2013).

Infectious diseases

The crisis has had an impact on the dynam ics of infec tious diseases in  
Greece. The most strik ing increase has taken place in HIV infec tions among 
inject ing drug users in Greece, which rose from 10–25 cases annu ally in  
2007–10 to 307 in 2011, and 484 in 2012 (ECDC and WHO 2013). Reduced  
provi sion of prevent ive services has been an import ant contrib utor to increased 
HIV trans mis sion; non- govern mental organ iz a tions repor ted that budget ary 
reduc tions of over 30 per cent for street- work programmes disrup ted needle 
exchange programmes and prevent ive initi at ives in 2009 and 2010 (EKTEPN 
2010). Malaria has re- emerged in Greece, with 69 locally acquired cases  
repor ted between 2009 and 2012. A complex set of factors, includ ing the pres-
ence of malaria vectors, seasonal condi tions favour able to malaria and a high 
turnover of migrant workers from malaria- endemic coun tries has increased  
the country’s vulner ab il ity (ECDC and WHO 2013). At the same time, basic 
malaria preven tion meas ures, includ ing anti- mosquito spray ing, have not  
been carried out to the extent neces sary to ensure effect ive disease control  
due to budget cuts and muni cipal staff short ages, an erosion of social safety 
nets and an under min ing of the health system’s ability to respond quickly  
to tackle infec tious disease outbreaks (Bonovas and Nikolopoulos 2012;  
Kelland 2012).

6.3 Summary and conclu sions

Evidence from previ ous reces sions has shown how economic down turns can 
damage health through reduc tions in house hold finan cial secur ity, partic u larly 
as a result of job loss, and reduc tions in govern ment resources. Although 
research from earlier reces sions iden ti fies bene fits for health in terms of overall 
reduc tions in mortal ity and posit ive changes in beha viour, it is clear that 
improve ments for some people mask adverse effects on more vulner able 
groups in the popu la tion. Research based on more recent reces sions does not 
find a posit ive effect on mortal ity and many indi vidual- level studies from a 
wide range of high- income coun tries find an asso ci ation between becom ing 
unem ployed and increased mortal ity.
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In the current crisis, mental health has been most sens it ive to economic 
changes. There has been a notable increase in suicides in some EU coun tries, 
often revers ing a steady down ward trend, and some evid ence of an increase in 
the preval ence of mental disorders. While the evid ence gener ally suggests that 
unem ploy ment and finan cial insec ur ity increase the risk of mental health prob-
lems, there is a lack of consist ent evid ence on their effects on other health 
outcomes. There is limited evid ence from Greece of decreases in general health 
status and increases in commu nic able diseases such as HIV and malaria. 
Changes in beha vi ourial risk factors show mixed patterns, with evid ence of 
increased alcohol consump tion among people who are already heavy drink ers 
or have exper i enced job loss. Once again, however, it is import ant to bear in 
mind that vulner able people may be more negat ively affected than the popu la-
tion in general and that these people tend to be hidden in aggreg ate data. There 
are some early signs of an increase in barri ers to access ing health services and 
in unmet need in several coun tries, partic u larly but not exclus ively among 
poorer people (see chapter four). There is also evid ence of a widen ing in health 
inequal it ies (Reeves et al. 2013).

Overall, the limited data available suggest that the largest effects on health 
have been concentrated among those experiencing job loss and among some of 
the most vulnerable and least visible groups in society, including migrants, 
homeless people and drug users – people who are the most difficult for 
researchers to reach. Since the crisis began, leading health professionals have 
highlighted the human and economic costs of inadequate support for people 
with mental health problems (Cooper 2011; Knapp 2012; Wahlbeck and McDaid 
2012; Ng et al. 2013). They have called for stronger social safety nets and active 
labour market programmes; action to restrict access to the means of self-harm 
for vulnerable individuals; an expansion of family support programmes; the 
provision of education, information and support programmes targeting 
vulnerable groups; the development of community-based services; and ensuring 
universal access to health services.

One of the major lessons we draw from this over view is that the absence of 
up- to- date morbid ity and mortal ity data at European level has made it very 
diffi cult to assess fully the imme di ate effects of the crisis and related policy 
responses on health. This contrast with the speed with which economic data are 
avail able is a stark indic ator of where polit ical prior it ies lie. Some inter na tional 
organ iz a tions – notably the WHO Regional Office for Europe and the European 
Centre for Disease Prevention and Control – have tried to docu ment the health 
effects of the crisis. However, the monit or ing of effects on health has not played 
a part in EU- IMF economic adjust ment programmes (EAPs). Assessment is 
also complic ated by the inev it able time lag in effects on health.

A second lesson is that it is import ant to go beyond broad national stat ist ics 
when monit or ing health. The evid ence from this crisis and from previ ous reces-
sions clearly shows how negat ive effects on health tend to be concen trated 
among more vulner able groups of people, partic u larly people exper i en cing job 
loss, but also the groups iden ti fied above.

The full extent of the impact of the crisis on popu la tion health is yet to be 
seen. Much of the evid ence reviewed here relates to condi tions for which the 
time lag between expos ure and outcome is relat ively short, such as mental 
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illness, suicide, infec tious diseases and injur ies. However, there are likely to be 
further adverse effects on health due to increases in house hold finan cial insec-
ur ity, inad equate and delayed access to health services and break downs in the 
manage ment of chronic disease. These effects may not mani fest them selves for 
some time. Close monit or ing at national and inter na tional levels is there fore 
essen tial, as is policy action to mitig ate adverse effects. Failure to monitor and 
act will be costly in both human and economic terms.

Notes

1 Risk ratios of between 1.1 and 5.7 for mental and beha vi oural disorders and between 
1.8 and 3.8 for suicide. A risk ratio of more than 1.0 means increased like li hood of an 
event occur ring.

2 Growth is mainly meas ured in terms of unem ploy ment rates or income growth per 
capita.

3 Relative risk of 1.19 (95 per cent confid ence inter val), 1.00–1.42 after adjust ing for 
socioeco nomic and other risk factors.

4 Social protec tion spend ing in this study includes income replace ment for the unem-
ployed, housing support and finan cial support for disabled people, but excludes 
public spend ing on the health sector.

5 For both results p<0.001.
6 Odds ratio of 1.7; p<0.001.
7 For both results p<0.001.
8 Odds ratio of 1.14; 95 per cent confid ence inter val, 1.02–1.28.
9 Odds ratio of 1.40; 95 per cent confid ence inter val, 1.29–1.51
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The crisis in Europe was multi fa ceted, varied in the way it played out across 
coun tries and did not affect all coun tries equally. As a result of the crisis, a 
handful of coun tries exper i enced a sustained decline in GDP, unem ploy ment 
rose rapidly in the EU and many house holds faced growing finan cial pres sure 
and insec ur ity. Public spend ing on health fell or slowed in many coun tries 
between 2007 and 2012, both in abso lute terms and as a share of govern ment 
spend ing. Most changes were relat ively small, but in several coun tries public 
spend ing on health was lower in 2012 than it had been in 2007.

This crisis confirms what we knew from previ ous exper i ence: economic 
shocks pose a threat to health and health system perform ance. They increase 
people’s need for health care, but make it more diffi cult for them to access the 
care they need. They heighten fiscal pres sure, stretch ing govern ment resources 
at the same time as people are relying more heavily on publicly financed health 
services. Negative effects on health tend to be concen trated among specific 
groups of people, espe cially those who exper i ence unem ploy ment, although 
they can be mitig ated by policy action.

In the preced ing chapters we outlined the implic a tions of the crisis in  
Europe for house hold finan cial secur ity, govern ment resources and health 
expendit ure; showed how health systems respon ded to the chal lenges they 
faced as a result of the crisis in three areas of policy (public funding for  
the health system; health cover age; and health service plan ning, purchas ing  
and deliv ery); and reviewed the impact of the crisis on popu la tion health.  
This conclud ing chapter brings together the book’s main find ings and  
policy implic a tions. We begin with a brief summary of health system responses 
to the crisis. We then discuss how the crisis has affected import ant aspects  
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of health system perform ance (stabil ity, adequacy and equity in funding the 
health system; finan cial protec tion and equit able access to care; and effi ciency 
and quality of care), as well as its effects on popu la tion health, drawing on the 
analysis contained in chapters three to six. The chapter closes by high light ing 
the book’s key lessons for policy.

7.1 Health system responses to the crisis

When the crisis began, some health systems were better prepared than others 
to cope with severe fiscal pres sure. Factors that helped to build resi li ence 
included:

• coun ter cyc lical fiscal policies, espe cially coun ter cyc lical public spend ing on 
health and other forms of social protec tion

• adequate levels of public spend ing on health
• no major gaps in health cover age; relat ively low levels of out- of- pocket 

payments
• a good under stand ing of areas in need of reform
• inform a tion about the cost- effect ive ness of differ ent services and 

inter ven tions
• clear prior it ies, and
• polit ical will to tackle inef fi cien cies and to mobil ize revenue for the health 

sector.

These factors made it easier for coun tries to respond effect ively to the crisis. In 
contrast, weak governance and poor health system perform ance under mined 
resi li ence.

In respond ing to the crisis, most coun tries intro duced posit ive changes.  
Many were resource ful in mobil iz ing public revenue for the health sector, some-
times in ways that brought addi tional bene fits – intro du cing taxes with public 
health bene fits, for example, or meas ures to make health finan cing fairer. The 
crisis promp ted action to enhance finan cial protec tion, includ ing extend ing 
health cover age to new groups of people and redu cing or abol ish ing user 
charges. Faced with growing fiscal pres sure, coun tries also took steps to get 
more out of avail able resources. Efforts to strengthen phar ma ceut ical policy 
were espe cially common.

But coun tries did not always take needed action, were not always able to 
achieve desired results and some times intro duced changes likely to damage 
perform ance. As a result, a handful of coun tries exper i enced a sharp and 
sustained reduc tion in public spend ing on health and there is some limited evid-
ence of increases in mental health disorders, the incid ence of cata strophic out- 
of- pocket spend ing and unmet need. Evidence of these negat ive effects may 
grow as the crisis persists (partic u larly in coun tries where unem ploy ment is 
still high) and as the longer- term consequences of blanket spend ing cuts and 
cover age restric tions begin to be seen.

Half of the coun tries in our survey repor ted making changes to public 
funding for the health system in direct response to the crisis (Table 3.2 in 
chapter three). Although several intro duced expli cit cuts to the health budget 
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(19 coun tries), many of these same coun tries (12), and others (12), tried to 
mobil ize public revenue using a range of strategies. A few coun tries adopted 
targeted policies to protect poorer people or to prevent adverse effects on 
employ ment.

Almost all of the coun tries repor ted making changes to health cover age 
in response to the crisis (Table 4.1 in chapter four). Many intro duced a mix  
of policies inten ded to expand and restrict cover age. The most common  
direct responses were to reduce bene fits (18 coun tries, mainly on an ad hoc 
basis), increase user charges (13) and reduce user charges or improve  
protec tion from user charges (14). A smaller number of coun tries expan ded  
(8) or restric ted (6) popu la tion enti tle ment or added items to the bene fits 
package (4). The coun tries that intro duced two or more meas ures inten ded  
to restrict cover age tended to be among those that were relat ively heavily 
affected by the crisis, all in the European Union. Policies were occa sion ally 
intro duced, but subsequently over turned or not fully imple men ted. A few  
coun tries post poned planned cover age expan sions.

Most coun tries repor ted changes to health service plan ning, purchas ing and 
deliv ery (Table 5.1 in chapter five). Measures to reduce spend ing on the hospital 
sector were most frequently repor ted as a direct response to the crisis, followed 
by meas ures to lower system admin is trat ive costs, drug prices and health 
worker numbers and pay.

This short over view shows how European health systems did not simply 
resort to spend ing cuts and cover age restric tions when respond ing to fiscal 
pres sure, but also tried to get more out of avail able resources and to mobil ize 
public revenue. EU- IMF- determ ined economic adjust ment programmes (EAPs) 
in Cyprus, Greece and Portugal required cover age restric tions and, in Greece, 
spend ing cuts (Baeten and Thomson 2012). These coun tries there fore had less 
oppor tun ity than others to see if fiscal pres sure could be addressed in other 
ways.

A look at the balance of direct and partial or possible responses repor ted 
across coun tries (see Tables 3.2, 4.1 and 5.1 in chapters three, four and five) 
suggests that, without the crisis, coun tries would not have restric ted popu la-
tion enti tle ment to publicly financed health services and many spend ing  
cuts would not have taken place, espe cially those affect ing minis tries of  
health, public health services, primary care and health worker numbers  
and pay. It also suggests that, in general, the crisis gave coun tries the impetus 
to intro duce more complex changes likely to improve effi ciency in the  
longer term, did not derail ongoing reforms to provider payment methods  
and stim u lated a wide range of efforts to mobil ize public revenue for the  
health sector.

However, health system responses to the crisis varied across coun tries, 
reflect ing differ ences in context but also differ ences in policy choices: changes 
in public spend ing on health and cover age were not consist ently commen sur ate 
with the magnitude of the crisis. For example, Lithuania did not increase user 
charges and even tried to strengthen protec tion against exist ing charges,  
in spite of exper i en cing sustained reduc tions in per capita public spend ing on 
health, whereas user charges rose in coun tries in which public spend ing on 
health contin ued to increase, such as Finland and France.
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7.2 Implications for health system perform ance

Stability, adequacy and equity in funding the health system

Ensuring that levels of public funding for the health system are adequate, public 
revenue flows are predict able, and revenue is raised in a way that does not 
unfairly burden house holds is essen tial to promot ing finan cial protec tion, equit-
able access to care, and equity in finan cing (Kutzin 2008; WHO 2010). It is also 
desir able for public funding to be raised and alloc ated as effi ciently and trans-
par ently as possible.

Stability

Many coun tries exper i enced signi fic ant volat il ity in per capita levels of public 
spend ing on health in the years follow ing the onset of the crisis (Table 3.2 in 
chapter three). Health budget cuts were evenly divided between systems mainly 
financed through govern ment budget alloc a tions and systems mainly financed 
through earmarked contri bu tions managed by one or more health insur ance 
funds. The largest annual cuts occurred as a result of govern ment decisions 
(Greece, Ireland, Latvia and Portugal), as opposed to due to reduc tions in 
employ ment- based revenue, but this largely reflec ted the magnitude of the 
economic shock, includ ing external inter ven tion through EU- IMF EAPs. It  
also reflec ted the absence of auto matic stabil izers: Greece had no reserves or 
coun ter cyc lical formu las to compensate the health insur ance system for  
falling revenue from payroll taxes, and Ireland had no coun ter cyc lical  
formula to cover a huge increase in the share of the popu la tion entitled to 
means- tested bene fits.

Revenue- mobil iz ing efforts tended to be concen trated in contri bu tion- based 
systems, perhaps reflect ing a greater imme di ate need to compensate for falling 
employ ment- based revenue, the avail ab il ity of policy levers not present in other 
systems (contri bu tion rates, for example) or a stronger polit ical imper at ive to 
main tain the provi sion of bene fits to contrib ut ing popu la tions.

Reserves and coun ter cyc lical formu las provided a much- needed buffer in 
several coun tries. With the excep tion of Estonia, however, which had accu mu-
lated substan tial health insur ance reserves prior to the crisis,1 auto matic stabil-
izers alone were not enough to main tain levels of public funding for the health 
system where the crisis was severe or sustained. Policy responses played a crit-
ical role in ensur ing stabil ity; without policy action, levels of public spend ing on 
health would have been lower.

The study high lights three lessons for the future regard ing stabil ity:

• Automatic stabil izers make a differ ence in helping to main tain public revenue 
for the health system in an economic crisis.

• Although reserves and coun ter cyc lical formu las were origin ally designed to 
prevent fluc tu ation in employ ment- based reven ues, there is no reason why 
systems predom in antly financed through govern ment budget alloc a tions 
should not intro duce similar mech an isms to adjust for changes in popu la tion 
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health needs or to finance cover age increases linked to means- tested 
enti tle ment.

• Policy responses as the crisis devel ops are import ant. Automatic stabil izers 
are not a substi tute for action: because they are likely, at some point, to 
require deficit finan cing, they may not be suffi ciently protect ive in a severe 
or prolonged crisis or where polit ical economy factors over ride health 
system prior it ies.

Adequacy

Modest reduc tions in public spend ing on health need not, in them selves, under-
mine perform ance, espe cially if they are the result of meas ures to enhance  
effi ciency. However, reduc tions are likely to be damaging if:

• they are sustained
• they occur in under fun ded health systems – those that began the crisis in a 

relat ively weak posi tion due to alloc at ing a below- average share of public 
spend ing to the health sector and having above- average levels of out- of- 
pocket spend ing on health, and

• the crisis is severe.

The study’s assess ment of coun tries at risk of having inad equate levels of public 
funding follow ing the crisis (see chapter three for details) iden ti fies Greece and 
Latvia as being at highest risk, followed by Croatia, Ireland, Lithuania and 
Portugal, then Armenia, Hungary, Malta, Montenegro, the Russian Federation, 
Turkmenistan and Ukraine. The coun tries iden ti fied as being at moder ate risk 
are Albania, Azerbaijan, Bulgaria, Cyprus, Estonia, Luxembourg, Slovenia and 
the former Yugoslav Republic of Macedonia. It is notable that so many of the 
highest- risk coun tries are in the European Union.

Countries with the highest levels of out- of- pocket spend ing on health and 
signi fic ant gaps in cover age at the onset of the crisis2 had the least poten tial for 
cutting public spend ing without further damaging finan cial protec tion and 
access to health services. It is likely that substan tial cuts in public spend ing on 
health have negat ively affected these import ant dimen sions of health system 
perform ance in Greece and Latvia. Cyprus may exper i ence the same problem if 
further cuts take place.

In contrast, Croatia and Ireland benefited from alloc at ing a relat ively high 
share of govern ment spend ing to the health sector and having low levels of out- 
of- pocket spend ing before the crisis.3 Lithuania and Portugal had some (more 
limited) leeway also. Nevertheless, cuts have taken their toll in Croatia and 
Ireland, with both coun tries exper i en cing sharp drops in the public share of 
total spend ing on health between 2007 and 2012 (by 7 and 11 percent age points, 
respect ively), causing Ireland’s share to fall to 64 per cent in 2012, well below 
the EU average of 72 per cent.

Overall, it is worry ing that so many coun tries demon strated pro- cyclical 
patterns of public spend ing on health during the crisis, partic u larly in the 
European Union. It is espe cially worry ing that pro- cyclical spend ing has been 
concen trated in the coun tries hit hardest by the crisis, includ ing those with 
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EAPs. This suggests that the import ant economic and social bene fits of public 
spend ing on health have not been suffi ciently acknow ledged in EU- IMF EAPs 
and national fiscal policy decisions.

Equity in finan cing

Some coun tries took the oppor tun ity the crisis offered to address long stand ing 
sources of inequity in finan cing. Examples of equity- enhan cing meas ures include:

• abol ish ing or limit ing tax subsidies for out- of- pocket payments and VHI 
(Denmark, Ireland, Portugal)

• raising or abol ish ing ceil ings on health insur ance contri bu tions (Bulgaria, 
the Czech Republic, the Netherlands, Slovakia)

• care fully target ing changes in contri bu tion rates to avoid increas ing 
the finan cial burden on poorer people (Croatia, Ireland, Montenegro, the 
Republic of Moldova), and

• extend ing the contri bu tion levy base to non- wage income (Slovakia).

However, the out- of- pocket share of total spend ing on health increased in  
21 coun tries between 2007 and 2012, indic at ing cost- shift ing to house holds  
that is likely to have made health finan cing more regress ive. A couple of coun-
tries intro duced contri bu tions for pension ers, which might under mine equity in 
finan cing in coun tries where pension ers are gener ally poor, unless poorer 
pension ers are shiel ded from having to pay.

Financial protec tion and equit able access to care

Securing finan cial protec tion ensures people do not face finan cial hard ship 
when access ing health services and promotes equit able access to care. The 
crisis may have under mined finan cial protec tion4 and equit able access5 through 
various path ways:

• growing unem ploy ment and poverty, which may have increased people’s 
need for health care and induced a shift away from privately financed use, 
partic u larly in coun tries where levels of out- of- pocket payments for health 
care were high before the crisis began

• the absence of timely and effect ive policy action to address exist ing gaps in 
cover age, espe cially where these gaps affected people at risk of poverty, 
unem ploy ment, social exclu sion and ill health, and

• spend ing cuts and cover age restric tions intro duced in response to the crisis, 
espe cially if they were large or sustained or if they were not select ive in  
any way.

Failure to address import ant gaps in cover age

Unemployed people are highly vulner able in coun tries where enti tle ment to  
a compre hens ive package of publicly funded health care does not extend 
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beyond a fixed period of unem ploy ment. They are even more vulner able in 
coun tries facing an unem ploy ment crisis (see Figure 2.2 in chapter two). The 
policy response to this issue varied across coun tries. For example, very early 
on in the crisis (2009) Estonia exten ded health cover age to people registered  
as unem ployed for more than nine months, on the condi tion that they were 
actively seeking work. As a result, a high share of the long- term unem ployed 
now benefit from improved finan cial protec tion, although they still do not  
have publicly financed access to non- emer gency second ary care (Habicht  
and Evetovits 2015). In contrast, in Greece action to protect unem ployed people 
was initially limited, slow and inef fect ive (Economou et al. 2015). Estimates 
suggest that, since the onset of the crisis in Greece, between 1.5 and 2.5 million 
people have lost their enti tle ment to health cover age due to unem ploy ment  
or inab il ity to pay contri bu tions (Economou 2014), while the share of  
active people unem ployed for more than a year has risen five- fold from  
3.6 per cent in 2008 to 18.4 per cent in 2013 (Eurostat 2014).6 In spite of the 
magnitude of the gap in cover age created by the crisis, however, Greece only 
exten ded cover age of prescrip tion drugs and inpa tient care to the unin sured  
in 2014.

Restricting entitlement for more vulnerable groups of people

Almost all of the repor ted reduc tions in popu la tion enti tle ment affected poorer 
house holds (Cyprus, Ireland, Slovenia) and non- citizens (Czech Republic, 
Spain). In Cyprus, Ireland and Slovenia the target ing of poorer house holds was 
the result of an increase in the means- test threshold. This suggests that while 
means- testing gives poli cy makers a degree of flex ib il ity in a crisis situ ation, 
and may protect the poorest people, it cannot be relied upon as a safety net by 
those who are not in the poorest category.

Linking enti tle ment to payment of contri bu tions

Two coun tries took steps that will have the effect of a shift away from resid-
ence- based enti tle ment. Latvia intro duced a proposal to link enti tle ment to 
contri bu tions and Bulgaria limited enti tle ment to immun iz a tion and treat ment 
of sexu ally trans mit ted infec tions to those covered by social insur ance.  
Both changes will require careful monit or ing to identify and address adverse 
effects.

Excluding cost- effect ive items or whole areas of care from the 
bene fits package

Targeted disin vest ment from non- cost- effect ive services or patterns of use was 
uncom mon in Europe. Only EU coun tries and Switzerland repor ted system atic, 
HTA- based de- listing. Instead, reduc tions in bene fits tended to be ad hoc. This 
is a cause for concern, notably in the case of repor ted limits to primary care, 
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such as Romania’s new cap on the number of covered visits to a GP for the 
same condi tion (set at five per year in 2010 and cut to three in 2011), and cuts in 
tempor ary sick ness leave bene fits.

Disproportionate reduc tions in invest ment and cuts to already  
low input costs

Cuts in budgets, infra struc ture and human resources may have an imme di ate 
effect on access if they are large enough. For example, substan tial cuts to 
hospital budgets in Greece and Latvia are repor ted to have pushed up waiting 
times. In Latvia very long waiting times for elect ive surgical proced ures effect-
ively removed these services from publicly financed cover age and forced those 
who needed them to pay out of pocket (Taube et al. 2015). Conversely, the 
consequences of under in vest ment in infra struc ture and the health work force 
may only become evident in the longer term.

Higher user charges without protect ive meas ures

Changes to user charges were the most commonly repor ted cover age response, 
suggest ing this was a relat ively easy policy lever for many coun tries, but only 
a few coun tries simul tan eously increased charges and strengthened protec tion. 
EAPs in Cyprus, Greece and Portugal required an increase in user charges, but 
did not systematically promote protec tion from user charges. In this respect, 
they were not in line with inter na tional evid ence or best prac tice.

Protective meas ures

Some coun tries demon strated aware ness of the import ance of secur ing finan-
cial protec tion and strength en ing protec tion against user charges. Some also 
tried to address fiscal pres sure through effi ciency gains rather than cover age 
restric tions. For example, reduc tions in drug prices in coun tries where user 
charges are set as a share of drug costs have lowered the finan cial burden on 
patients or enabled a wider range of drugs to be publicly financed.

The effect ive ness of protect ive meas ures

The ques tion is whether protect ive strategies have been effect ive, espe cially for 
more vulner able groups of people. To answer this involves drawing on data 
(disag greg ated by income and health status) on use, the incid ence of cata-
strophic or impov er ish ing out- of- pocket spend ing on health care, and unmet 
need. In Europe, only the last of these is routinely avail able.7

Data on the use of health services are only avail able for a small number  
of coun tries and are not disag greg ated by income. Aggregate data do not  
show signi fic ant changes in use. However, a handful of coun tries repor ted 
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changes that suggest patterns of use have been affected by the crisis. For 
example, many people stopped buying VHI in Ireland, and in Cyprus and Greece 
people switched from private to public providers. In Greece this shift was 
accom pan ied by a large drop in the out- of- pocket share of total spend ing on 
health.

Figure 4.6 in chapter four shows how unmet need due to cost rose for the 
whole popu la tion in 17 coun tries and among the poorest fifth in 20 coun tries 
(Eurostat 2014). The highest rises across the whole popu la tion – a doub ling  
or more – were seen in Belgium, Iceland, Ireland, the Netherlands, Norway, 
Portugal, Slovakia, Spain and the United Kingdom, albeit from a low start ing 
point in all except Portugal. In Greece and Latvia the increases were smaller, 
but from a much higher start ing point. It is not possible to tell from these  
data whether increases in unmet need for cost reasons are due to changes  
in house holds’ finan cial circum stances or health system responses to the crisis 
(or both).

Recent analysis of the incid ence of cata strophic or impov er ish ing spend ing 
on health is only avail able for a handful of coun tries. Research in Portugal 
suggests that the incid ence of cata strophic out- of- pocket payments has risen 
since new user charges were intro duced in 2012, revers ing the trend of the 
previ ous decade (Galrinho Borges 2013; Kronenberg and Pita Barros 2013). 
Analysis from Hungary also indic ates the reversal of a down ward trend (Gaál 
2009). Neither exemp tions nor lower drug prices have stopped the rise in 
Portugal, but lower drug prices have had some protect ive effect in Portugal and 
Estonia (Galrinho Borges 2013; Võrk et al. 2014).

To under stand fully the effects of the crisis on finan cial protec tion and equit-
able access to care we need:

• better data on the use of health services
• more compar able data on unmet need
• more system atic analysis of cata strophic and impov er ish ing out- of- pocket 

payments, and
• each of these indic at ors to be broken down by income and, ideally, health 

status.

Efficiency and quality of care

Countries repor ted a wide range of strategies inten ded to gener ate savings and, 
in some cases, to enhance effi ciency or quality. The absence of eval u ation 
makes it diffi cult to assess effects on effi ciency and quality. Although coun tries 
some times repor ted savings it is not clear if national analysis is based on calcu-
la tion of savings net of trans ac tion costs or accounts for unin ten ded 
consequences, such as savings in one area trig ger ing higher costs in another 
area. Assessment is further complic ated by contex tual differ ences in start ing 
point and policy design and by the fact that some effects may not be imme di-
ately evident. In the follow ing para graphs we comment on health system costs 
and then focus mainly on savings and effi ciency, distin guish ing between the 
two where possible (see Figure 7.1).
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Health system costs

Comparative data on public spend ing on health by func tion are only  
avail able for some (mainly EU) coun tries, do not go back further than 2003, 
and only go up to 2011. It is there fore diffi cult to estab lish a robust baseline  
for the aggreg ate spend ing changes shown in Figure 5.1 in chapter five, or to 
know how spend ing has developed since 2011. Nevertheless, there is a clear 
pattern of slower spend ing growth across all areas of care between 2007 and 
2011, and actual reduc tions in spend ing in all except outpa tient care. The reduc-
tions are most marked for preven tion and public health, inpa tient care and 
phar ma ceut ic als. Initial reduc tions in spend ing on admin is tra tion in 2009 were 
followed by growth in subsequent years. We do not have data on health worker 
costs.

The largest reduc tions in spend ing have tended to be concen trated in coun-
tries heavily affected by the crisis (Greece, Latvia, Lithuania, Portugal and 
Spain), although there are consist ent reduc tions in coun tries such as Poland, 
which did not exper i ence an economic shock. International data were not 
gener ally avail able for Croatia and Ireland. Cyprus exper i enced slower rates of 
growth between 2007 and 2011, but the largest spend ing cuts have prob ably 
taken place since then.

Figure 7.1 Distinguishing between savings and effi ciency gains

Source: Authors.
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Doing the same or more with fewer resources: savings and  
effi ciency gains

Some policies may have gener ated savings and enhanced (or at least not 
adversely affected) effi ciency. Examples include the merging of health insur-
ance funds to address frag men ted pooling and purchas ing; better procure ment, 
lower drug prices and greater use of generic altern at ives, a wide spread response 
with evid ence of slower growth in spend ing on drugs in some coun tries; and 
targeted cuts to tackle excess capa city, includ ing reduc tions in over head costs 
and health worker salar ies where these were considered to be high by national 
and inter na tional stand ards.

Doing less with fewer resources: savings without effi ciency gains

Other policies may have achieved savings, but under mined effi ciency through 
dispro por tion ate reduc tions in productiv ity or quality. Examples include  
cuts to budgets for public health services; large or sustained cuts to hospital 
budgets, leading to longer waiting times for effect ive services or lower quality 
(a partic u lar issue in Greece and Latvia); and large or sustained cuts to health 
worker salar ies where these were already low, leading to unin ten ded 
consequences such as the out- migra tion or early retire ment of skilled workers 
and adding to health system pres sures via increased staff work load and  
lower morale.

These types of response reflect a tend ency to put the short- term need for 
quick savings above the need for effi ciency and longer- term expendit ure control. 
For some coun tries, salary cuts were a comprom ise to keep staff in employ ment. 
A handful of coun tries also tried to protect the incomes of lower- paid health 
workers by making larger cuts to the salar ies of higher- paid staff. However, the 
unin ten ded consequences could have been fore seen in some instances and may 
prove to be both diffi cult and expens ive to address in future.

Doing more with the same or more resources: effi ciency gains 
without (imme di ate) savings

Examples of policies likely to enhance effi ciency without imme di ate savings 
and requir ing upfront invest ment include: strength en ing policies to promote 
health or prevent disease (a relat ively wide spread occur rence, although usually 
planned before the crisis); greater use of HTA to inform cover age decisions and 
service deliv ery; devel op ing eHealth; restruc tur ing to shift care out of hospit als 
and boost primary care; and reform of provider payment methods, includ ing 
efforts to link payment to evid ence of perform ance.

The number of attempts to strengthen the role of HTA and eHealth in response 
to the crisis is notable. Such reforms require invest ment and capa city and are 
not an obvious choice in a crisis. In many cases they were the result of pre- crisis 
plans or EAP require ments (for example, in Cyprus, Portugal and Greece). In 
this respect EAPs showed some balance between short-  and long- term needs, 
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even if expect a tions of what it is possible to achieve in the context of severe 
fiscal and time constraints may have been unreal istic.

Doing less with the same or more resources: neither savings nor 
effi ciency gains

Some policies may have under mined effi ciency and failed to gener ate net 
savings once trans ac tion costs or the costs of unin ten ded consequences were 
accoun ted for. Examples include increases in user charges, without adequate 
protec tion mech an isms, which encour age people to forgo needed care or push 
them to use more resource- intens ive services (for example, emer gency depart-
ments instead of primary care).

A better under stand ing of the effects of the crisis on effi ciency and quality 
will only be possible with further analysis and careful monit or ing in and across 
coun tries, espe cially of the longer- term effects of large cuts in staff numbers, 
staff pay and spend ing on hospit als, cuts to spend ing on public health services 
and primary care, and delayed or reduced invest ment in infra struc ture.

7.3 Implications for popu la tion health

Evidence from earlier reces sions indic ates that down turns can damage health 
through reduc tions in house hold finan cial secur ity, partic u larly as a result of 
job loss, and reduc tions in govern ment resources. Although earlier reces sions 
have benefited health in terms of posit ive changes in beha viour and overall 
reduc tions in mortal ity, it is clear that improve ments for some people masked 
adverse effects on more vulner able groups in the popu la tion. Research based 
on more recent reces sions, includ ing the crisis, does not find a posit ive effect on 
mortal ity. Many indi vidual- level studies from a wide range of high- income 
coun tries find an asso ci ation between becom ing unem ployed and increased 
mortal ity.

In the current crisis, mental health has been most sens it ive to economic 
changes so far. There has been a notable increase in suicides in some EU coun-
tries, often revers ing a steady down ward trend, and some evid ence of an 
increase in the preval ence of mental disorders. The evid ence gener ally suggests 
that unem ploy ment and finan cial insec ur ity increase the risk of mental health 
prob lems.

Where other health outcomes are concerned, the evid ence is not consist ent. 
There is limited evid ence (from Greece) of a decrease in general health status 
and increases in commu nic able diseases such as HIV and malaria. Changes in 
beha vi oural risk factors show mixed patterns, with limited evid ence of 
increased alcohol consump tion among people who are already heavy drink ers 
or who have exper i enced job loss.

Once again, however, it is import ant to bear in mind that vulner able people 
may be more negat ively affected than the popu la tion in general, and that these 
people tend to be hidden in aggreg ate data. Negative effects are likely to be 
concen trated among some of the most vulner able and least visible groups in 
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society, includ ing migrants, home less people and drug users – people who are 
the most diffi cult for research ers to reach.

The full scale of the effects of the crisis on health may not be appar ent for 
years. Much of the evid ence reviewed in this study relates to condi tions for 
which the time lag between expos ure and outcome is relat ively short, such as 
mental illness, suicide, infec tious diseases and injur ies. However, there are 
likely to be further adverse effects on health due to increases in house hold 
finan cial insec ur ity, inad equate and delayed access to health services and 
break downs in the manage ment of chronic disease. These effects may not 
mani fest them selves for some time. Close monit or ing at national and inter na-
tional levels is there fore essen tial, as is policy action to mitig ate adverse effects. 
Failure to monitor and act will be costly in both human and economic terms.

7.4 Lessons for policy

Policy content

Policymakers have choices, even in auster ity. Fiscal and health policy 
responses to the crisis varied across coun tries, reflect ing policy choices, not 
just differ ences in context. The wide range of responses (and their effects) 
analysed in this study shows how coun tries exper i en cing severe fiscal pres sure 
can intro duce changes that strengthen health system perform ance and build 
resi li ence.

Before cutting public spend ing on health, poli cy makers need to consider the 
trade- offs involved and weigh short- term needs against longer term prior it ies. 
A strong case needs to be made to justify cutting public spend ing on health and 
other social sectors in response to an economic shock. Such cuts are likely to 
under mine funda mental soci etal goals, increase hard ship among already 
vulner able groups of people, weaken health system perform ance and add to 
fiscal pres sure in the future. Severe and sustained cuts are partic u larly risky. 
Countries should desist from basing policy decisions on short- term economic 
fluc tu ations and account for popu la tion health needs and other goals when 
consid er ing fiscal sustain ab il ity.

In this and other crises, the health sector has been a target for cuts on  
account of its gener ally large share of public spend ing. Determining what and 
how much to cut, based on spend ing volume alone, is crude – if expedi ent – 
because it fails to consider the value obtained from that spend ing. We  
acknow ledge the prac tical and polit ical advant ages of making cuts ‘across  
the board’. We also recog nize that, under some condi tions, freez ing or redu cing 
the health budget may be an appro pri ate response, espe cially if the choice  
is between spend ing on health and spend ing on other social sectors. Our conten-
tion is not to promote spend ing on the health system at all costs. Rather, it is 
that decisions about public resource alloc a tion should be informed, where 
possible, by an under stand ing of the trade- offs involved. Identifying areas in 
which public spend ing does not produce signi fic ant benefit (value), and select-
ively cutting in those areas, will not just avoid damage but also enhance 
effi ciency.
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Where spend ing cuts and cover age restric tions are the chosen course of 
action, they must be as select ive as possible and informed by evid ence of value. 
Within the health sector, arbit rary cuts to cover age, budgets, infra struc ture, 
staff numbers and pay or service prices are likely to under mine effi ciency, 
quality and access and unlikely to address under ly ing perform ance issues. As a 
result, they may cost the health system more in the longer term. In contrast, 
select ive reduc tions informed by evid ence and prior ity- setting processes can 
enhance effi ciency. Not all spend ing achieves the same degree of benefit. It 
there fore makes economic sense to identify and limit spend ing on low- value 
(less cost- effect ive) areas and to protect spend ing on high- value (more cost- 
effect ive) areas, includ ing public health services and primary care. Targeting 
excess capa city, inflated prices and low- value services, combined with a real-
loc a tion of resources to high- value services, will increase health gain as well as 
improv ing effi ciency.

Secure finan cial protec tion and access to health services as a prior ity, espe-
cially for people at risk of poverty, unem ploy ment, social exclu sion and ill 
health. Economic shocks increase people’s need for health care and make it 
more diffi cult for them to access the care they need. They also affect some 
people more than others. Ensuring finan cial protec tion and access to health 
services is central to prevent ing deteri or a tion in health outcomes and should 
there fore be a policy prior ity. A targeted approach may be needed to promote 
access for high- risk groups of people, partic u larly those who exper i ence job 
loss. Effective health policy responses include address ing import ant gaps in 
cover age, strength en ing protec tion from user charges and target ing richer 
house holds for cuts in tax subsidies or increases in contri bu tion rates.

Focus on promot ing effi ciency and cost- effect ive invest ment in the health 
system. Strategies likely to gener ate both savings and effi ciency gains in the 
context of an economic shock include strength en ing phar ma ceut ical procure-
ment, pricing and substi tu tion policies to achieve the same outcomes at lower 
cost; redu cing inflated service prices and salar ies; restrict ing the cover age of 
health services already known to be of low value; step ping up the imple ment a-
tion of planned hospital restruc tur ing; and merging health insur ance funds to 
minim ize duplic a tion of tasks and redress frag men ted pooling and purchas ing.

During the crisis, efforts to promote effi ciency tended to focus on drugs 
rather than services and skills, reflect ing pres sure to make short- term savings 
at the expense of longer- term expendit ure control, lack of inform a tion, analysis 
and capa city for effect ive decision- making, and resist ance from stake hold ers. 
Underlying weak nesses in the health system, and in health system governance, 
make it harder for coun tries to respond effect ively to fiscal pres sure.

If an economic shock is severe and prolonged – or if polit ical will to address 
waste in the health system is limited – effi ciency gains may not be able to bridge 
the gap between revenue and expendit ure. In such instances, poli cy makers will 
need to make the case for mobil iz ing addi tional public resources.

Health finan cing policy can exacer bate or mitig ate the threat presen ted by 
an economic shock and is crit ical to build ing health system resi li ence. The 
crisis has clearly demon strated the import ance of health finan cing policy 
design. When the crisis began, many health systems suffered from weak nesses 
that under mined perform ance and resi li ence – for example, heavy reli ance on 
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out- of- pocket payments, basing popu la tion enti tle ment on factors other than 
resid ence, and the absence of auto matic stabil izers to smooth revenue across 
the economic cycle.

Employment- based enti tle ment has been tested to destruc tion in the crisis, 
leaving highly vulner able people unable to access health care just when they 
needed it most. Countries that base enti tle ment on income (through a means 
 test) found that demand for publicly financed health care rose at the same time 
as health sector reven ues were declin ing because falling incomes pushed up the 
number of people entitled, some times by a substan tial amount. None of these 
coun tries had coun ter cyc lical formu las in place to link levels of public spend ing 
on health to popu la tion health needs.

Basing enti tle ment on factors other than resid ence makes it diffi cult to ensure 
univer sal access to health services. It also raises ques tions about justice. 
Countries are increas ingly using general tax reven ues to supple ment contri bu-
tion- based health finan cing and it may be regarded as unfair that the unin sured 
contrib ute to these reven ues through consump tion taxes – effect ively subsid iz-
ing the health care costs of the insured – but are still excluded from cover age.

During the crisis, auto matic stabil izers such as reserves or coun ter cyc lical 
formu las for govern ment budget trans fers to the health sector helped to alle vi-
ate fiscal pres sure. Policy responses have also been import ant in determ in ing 
coun tries’ ability to main tain an adequate and stable flow of funds to the health 
sector. Positive devel op ments include better enforce ment of tax and contri bu-
tion collec tion; lifting or abol ish ing ceil ings on social insur ance contri bu tions; 
broad en ing the contri bu tion base to include non- wage sources of income; abol-
ish ing inef fi cient and inequit able tax subsidies for volun tary health insur ance; 
and intro du cing or extend ing public health taxes.

Mitigating the negat ive effects of an economic shock on health and health 
systems requires an inter- sectoral response. Some health and health system 
outcomes are affected by factors beyond the health system’s imme di ate control. 
The two most relev ant public policy areas in this regard are social policy, which 
promotes house hold finan cial secur ity, and fiscal policy, which enables govern-
ment to main tain adequate levels of social spend ing, includ ing spend ing on the 
health system. Health poli cy makers need to engage with poli cy makers in these 
areas. Engaging with fiscal poli cy makers is para mount because it is clear that 
health systems gener ally require more, not fewer, resources at a time of 
economic crisis, to address a greater need for health care and a greater reli ance 
on publicly financed services. Fiscal policy should expli citly account for this 
prob ab il ity. Social policies can limit periods of unem ploy ment, provide safety 
nets for people without work and mitig ate the negat ive health effects of job 
loss.

Policy imple ment a tion

Build on the crisis as an oppor tun ity to intro duce needed changes, but avoid 
the rushed imple ment a tion of complex reforms. An economic shock can be 
both a threat to, and an oppor tun ity for, the health sector. The oppor tun ity 
arises when there is a power ful force for change and policy responses 
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system at ic ally address under ly ing weak nesses in perform ance. However, a 
country’s ability to respond effect ively and achieve genu inely trans form at ory 
change in a crisis may be constrained by lack of resources, time, inform a tion, 
capa city and polit ical support, and by uncer tainty about the economic outlook.

EU- IMF EAPs exerted strong pres sure for quick savings, and at the same 
time asked coun tries to set up elec tronic health records, estab lish HTA- based 
prior ity- setting processes, develop clin ical guidelines, intro duce DRGs and 
move care out of hospit als, usually within a two- year window. Imposing such 
complex reforms – which many coun tries struggle to imple ment even in normal 
circum stances – in unreal istic time frames is risky, and may under mine future 
ability to imple ment needed changes.

Rushed or partial imple ment a tion without adequate capa city, dedic ated 
resources or suffi cient atten tion to commu nic a tion has been prob lem atic in 
several coun tries. As a result, reforms some times failed to address inef fi cien-
cies, created gaps in respons ib il ity for key areas like public health, led to unin-
ten ded consequences and added to health system costs.

Ensure reforms are under pinned by capa city, invest ment and real istic 
time frames. Severe fiscal pres sure, combined with pres sure to gener ate savings 
very quickly, encour ages coun tries to post pone planned cover age expan sions 
and adopt policies that are relat ively easy to imple ment, but are likely to under-
mine effi ciency and access goals – for example, blanket cuts to budgets and 
staff, the closure of public health insti tu tions, the raising of means- test 
thresholds and increases in user charges.

More complex changes that are unlikely to result in imme di ate savings and 
may require upfront invest ment – but will enhance effi ciency in the longer  
term – include strength en ing policies to promote health and prevent disease; 
greater use of HTA to inform cover age decisions and service deliv ery; restruc-
tur ing to shift care out of hospit als and prior it ize primary care; reform of 
provider payment methods, includ ing efforts to link payment to evid ence of 
perform ance; pursu ing skill mix policies; and devel op ing eHealth.

Sustained fiscal pres sure is equally chal len ging for two reasons. First, there 
is a limit to what coun tries can achieve through strategies such as cutting input 
costs. Eventually, they will need to consider more funda mental changes and 
attempt to mobil ize addi tional resources. Such changes are usually diffi cult to 
achieve in a short space of time and often require capital invest ment – a very 
common target for cuts in the current crisis. Second, sustained pres sure can 
erode polit ical will to change, exhaust the will ing ness of health workers to 
toler ate further deteri or a tion in pay and working condi tions, and under mine 
public confid ence in the health system.

Ensure reforms are in line with national policy goals, values and prior it ies. 
During the crisis, many health systems exper i enced force ful external pres sure 
to intro duce changes. Pressure was exerted at inter na tional level through 
EU-IMF EAPs and, more commonly, at national level by minis tries of finance. 
The European exper i ence suggests that changes are more likely to be assim il-
ated if they fit with exist ing goals, values and prior it ies, reflect a degree of 
consensus about the need for change and are suppor ted by evid ence. Some 
EAP require ments for the health sector were tech nic ally sound and in line with 
national goals, even if they were unreal istic given the fiscal context. However, 
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some of them were known (or should have been known) to have poten tially 
detri mental effects on health system perform ance – for example, increased 
user charges without accom pa ny ing protec tion mech an isms and pro- cyclical 
public spend ing on health.

Ensure trans par ency in commu nic at ing the rationale for reform and  
anti cip ate resist ance to changes that chal lenge vested interests. Changes 
intro duced in response to the crisis often encountered oppos i tion from  
inter ested parties. This is to be expec ted, partic u larly where cuts and other 
responses directly threaten the incomes of patients, health workers, provider 
organ iz a tions and the suppli ers of drugs, devices and equip ment. Some coun-
tries anti cip ated and managed resist ance more effect ively than others, in part 
through nego ti ation and efforts to commu nic ate with the public and other 
stake hold ers.

Improve inform a tion systems to enable timely monit or ing, eval u ation and 
the sharing of best prac tice. Policymakers in Europe need much better access 
to health and health systems inform a tion and analysis. Assessing the effects of 
the crisis has been diffi cult, reflect ing the relat ively low prior ity inter na tional 
and national poli cy makers have placed on collect ing data on health status, 
mortal ity, the use of health services, the incid ence and distri bu tion of cata-
strophic and impov er ish ing out- of- pocket payments, the health work force, 
health service and health system outcomes. The absence of timely and relev ant 
data makes it diffi cult to monitor and eval u ate policy effects, which in turn 
limits the scope for improv ing perform ance.

Mitigating negat ive effects on health and health systems requires strong 
governance and lead er ship at national and inter na tional levels. Governance 
and lead er ship play a major role in enabling an effect ive response. In  
addi tion to ensur ing timely data collec tion, relev ant factors include setting 
clear prior it ies for action in line with health system goals; estab lish ing  
and using inform a tion systems for monit or ing and analysis; basing changes  
on evid ence and best prac tice; exer cising judge ment about the sequence of 
reforms; and minim iz ing oppos i tion and confu sion through good commu-
nication. Not all of the health system policies called for in EAPs reflec ted  
inter na tional best prac tice and evid ence; the balance of prior it ies some times 
weighed heavily in favour of cost contain ment as opposed to effi ciency, and 
expect a tions about what could be achieved in a crisis context were often 
unreal istic. 

The future

To be better equipped to address fiscal pres sure in future, inter na tional and 
national poli cy makers should aim to:

• Develop better inform a tion systems. The absence of timely and relev ant 
data collec tion makes it more diffi cult to address an economic shock and 
monitor its effects.

• Address import ant gaps in cover age. Countries with signi fic ant pre- exist ing 
gaps in cover age have fewer policy levers with which to address 
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fiscal pres sure. The crisis has demon strated the serious limit a tions of basing 
enti tle ment to publicly financed health services on employ ment or income, 
and the merits of basing enti tle ment on resid ence.

• Strengthen health finan cing policy design, so that in future: the health 
system is less prone to, and better able to cope with, pro- cyclical fluc tu ation; 
levels of public spend ing on health are more expli citly linked to popu la tion 
health needs; the public revenue base is not overly reliant on employ ment; 
and tax subsidies do not foster inequal it ies in paying for and access ing 
health services.

• Invest in meas ures to promote effi ciency. The risk is that as fiscal pres sure 
eases, the momentum for effi ciency will be lost, but promot ing effi ciency 
should be a constant endeav our.

• Foster governance and lead er ship at inter na tional and national levels. 
Whether or not coun tries are able to focus on the areas listed above will depend 
to a large extent on the quality of governance and polit ical lead er ship.

Notes

1 The Estonian health insur ance fund learned from the severe reces sion the country 
faced in the early 1990s and accrued addi tional reserves in the 2000s, in anti cip a tion 
of an economic down turn.

2 For example, in 2007 out- of- pocket payments accoun ted for over a third of total 
spend ing on health in Albania, Armenia, Azerbaijan, Bulgaria, Cyprus, Greece, Latvia, 
TFYR of Macedonia and Turkmenistan (WHO 2014).

3 Public spend ing on health was above 16 per cent of govern ment spend ing in both 
coun tries in 2007, while out- of- pocket payments accoun ted for less than 15 per cent of 
total spend ing on health (WHO 2014).

4 Measured in terms of the incid ence of cata strophic out- of- pocket spend ing (repres-
ents an unduly high share of an indi vidual’s capa city to pay) or impov er ish ing out- of- 
pocket spend ing (pushes people into poverty).

5 Measured in terms of equity in the use of health services.
6 These figures include every one aged over 15 who has been unem ployed for 12 months 

or more.
7 Through the EU Survey on Income and Living Conditions (SILC) cover ing the EU28 

coun tries, Iceland, the former Yugoslav Republic of Macedonia, Norway, Switzerland 
and Turkey.
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Appendix: Study methods and  
limit a tions

Sources of inform a tion

The study draws on three main sources of inform a tion:

• A survey of coun tries in WHO’s European Region carried out in two waves. 
The first wave involved 45 key inform ants in 45 coun tries and covered health 
system responses up to the end of March 2011 (Mladovsky et al. 2012). The 
second wave involved 92 key inform ants in 47 coun tries and covered health 
system responses up to the end of January 2013.

• Detailed case studies of health system responses to the crisis in Estonia, 
Greece, Ireland, Latvia, Lithuania and Portugal, published in full else where 
(Maresso et al. 2014). These coun tries were selec ted from a group of coun-
tries iden ti fied as being heavily affected by the crisis in differ ent ways. Each 
case study was written by national experts and academic research ers based 
on a stand ard template.

• Analysis of stat ist ical data from inter na tional data bases, includ ing those 
provided by Eurostat, the OECD and WHO.

Survey

Sampling

To map health policy responses to the crisis, we surveyed health policy experts 
in the 53 coun tries in the WHO European Region in two waves. Experts were 
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iden ti fied through a purpos ive snow ball sampling approach. The start ing point 
for this was an estab lished network of inter na tional health systems experts: the 
Health Systems and Policy Monitor (HSPM) network, a group of high- profile 
insti tu tions with a pres ti gi ous repu ta tion and academic stand ing in health 
systems and policy analysis.1

The first wave of the survey covered health system responses from late 2008 
to the end of March 2011 and involved 45 experts in 45 coun tries. Its results are 
summar ised in Mladovsky et al. (2012). The second wave gathered inform a tion 
from 2011 to the begin ning of 2013. It involved 95 experts in 47 coun tries.

For the second wave, we aimed to select two experts from separ ate non- 
govern mental insti tu tions per country, to ensure robust data collec tion and an 
inde pend ent perspect ive on govern ment reforms. If an expert declined, we 
asked them (or the inter na tional health policy experts) to suggest an altern at-
ive expert. Where non- govern mental experts were unavail able, govern mental 
experts were approached instead. This process was repeated until either two 
experts were commis sioned or no further experts could be iden ti fied.

Across the two waves, no inform a tion was avail able for Andorra, Luxembourg, 
Monaco, San Marino and Turkmenistan. In the second wave, we were able to 
commis sion only one expert in twelve coun tries (Azerbaijan, Bosnia and 
Herzegovina, Croatia, the former Yugoslav Republic of Macedonia, Georgia, 
Iceland, Kyrgyzstan, Malta, the Republic of Moldova, the Russian Federation, 
Serbia and Tajikistan), while in five coun tries the two selec ted experts came 
from the same insti tu tion.

The largest propor tion (43 per cent) of the experts in the second wave was affil-
i ated to univer sit ies, 13 per cent to stat utory national health insti tutes and 11 per 
cent to inde pend ent research insti tutes. The remainder were affil i ated to think 
tanks, health service providers, inter na tional organ iz a tions, stat utory health insur-
ance agen cies, govern ment and consult ing firms or were self- employed. In seven 
coun tries, one or both experts came from the govern ment or a stat utory agency.

Data collec tion

Information was collec ted in differ ent ways across the two waves. In the first 
wave, we used a ques tion naire to gather data. In the second wave, the results of 
the first wave – in the form of summary tables – were updated and amended by 
the national experts. Each expert was sent the tables from wave one and asked 
to update and amend the inform a tion in them. In coun tries where two experts 
were commis sioned, the follow ing trian gu la tion process took place. An 
academic researcher merged the two versions of the updated and amended 
tables. Where points of disagree ment or incon sist en cies were iden ti fied, the 
experts were asked to provide altern at ive inform a tion or to substan ti ate  
the inform a tion they had provided. The academic researcher then recon ciled 
the new inform a tion. This process was repeated until experts and research ers 
were satis fied with the quality of the inform a tion.

In both waves, because it was not always clear whether a policy was a 
response to the crisis, as opposed to being part of an ongoing reform process, 
we asked respond ents to divide policies into two groups based on whether they 
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were (a) defined by the relev ant author it ies in the country as a response to the 
crisis or (b) either partially a response to the crisis (planned before the crisis 
but imple men ted with greater or less speed or intens ity than planned) or 
possibly a response to the crisis (planned and imple men ted follow ing the start 
of the crisis, but not defined by the relev ant author it ies as a response to the 
crisis). We report both types of policies. In the summary tables in this book, 
coun tries that intro duced policies that were partially or possibly a response to 
the crisis are presen ted in italics.

Data valid a tion

All of the data collec ted in wave one were analysed separ ately by two academic 
research ers. These research ers extrac ted the same data to ensure accur acy and 
summar ised the inform a tion in them atic tables (Mladovsky et al. 2012). The 
tables were subsequently veri fied by the experts and by tech nical staff from the 
WHO Regional Office for Europe.

Validation of the survey results in wave two took place in four steps. First, the 
summary tables were veri fied by the experts and by tech nical staff from the 
WHO Regional Office for Europe. Second, the study’s prelim in ary results, 
includ ing the summary tables, were presen ted to govern ment repres ent at ives 
attend ing a high- level WHO tech nical meeting held in Oslo in April 2013 
(Thomson et al. 2013; WHO 2013). Following the meeting, govern ment offi cials 
were given a month to provide comments. Third, after any amend ments arising 
from the consulta tion process were made, the summary tables were care fully 
edited by a small team of academic research ers to ensure all the inform a tion 
was clearly and consist ently presen ted. Finally, the inform a tion for each 
country was sent back to the experts for a final check. The full inform a tion by 
country is published in Maresso et al. (2014).

Case studies

Six coun tries were selec ted for more in- depth analysis because they were relat-
ively heavily affected by the crisis and faced intense policy chal lenges (Estonia, 
Greece, Ireland, Latvia, Lithuania and Portugal). Greece, Ireland and Portugal 
sought inter na tional finan cial assist ance, intro duced signi fic ant cuts to public 
spend ing, includ ing in the health sector, and have exper i enced negat ive 
economic growth since 2008 (sustained in the case of Greece and Portugal). 
Estonia, Latvia and Lithuania exper i enced sharp declines in GDP at the start of 
the crisis and returned to growth relat ively quickly, but continue to suffer from 
high levels of unem ploy ment.

Each case study was written by national experts and academic research ers 
using a stand ard template, with the aim of giving readers a good under stand ing 
of how the health system has been affected by the crisis and by policy responses 
to the crisis.

The case studies under went a number of internal and external peer review 
processes to ensure analyt ical rigour and to strengthen their evid ence base. 
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First, prelim in ary drafts were discussed at a work shop for case study authors 
and study editors hosted by the WHO Barcelona Office for Health Systems 
Strengthening in 2013. Workshop parti cipants presen ted the key evid ence they 
had amassed on the impact of the crisis and health system responses and also 
iden ti fied poten tial gaps in evid ence and chal lenges asso ci ated with prepar ing 
their case studies.

A second ‘rapid review’ process was carried out on the amended versions of 
the case studies follow ing the work shop in Barcelona. As the key find ings of the 
case studies, and of the study overall, were to form the basis of a synthesis 
docu ment presen ted at the high- level WHO meeting held in Oslo in 2013, each 
case study was sent to a national academic expert for feedback on accuracy, 
balance and any major gaps in the data.

Following an internal review of the case studies (by the study editors), two or 
more academic experts per country carried out a formal external peer review. 
Like the peer review process under taken by many academic journ als, the aim 
of the formal review was to assist the authors in produ cing an author it at ive and 
robust account of what had happened in their country and a balanced discus-
sion of the implic a tions for policy. The case study authors used the detailed 
comments they received to revise and write the final versions of their case 
studies.

Finally, Ministries of Health from each of the respect ive coun tries parti cip-
ated in the review process by going through drafts and provid ing feed back on 
the compre hens ive ness and accur acy of the case studies, partic u larly the data 
used, as well as helping to ensure that any unin ten ded errors were correc ted. 
This feed back was considered by the author teams in produ cing their final 
versions. As with all of the other review stages, final decisions on the content of 
the case studies rested solely with the authors. The full case studies are 
published in Maresso et al. (2014).

Limitations

The study’s approach faces a number of largely unavoid able chal lenges, includ-
ing diffi culties in attrib ut ing health policies to the crisis; diffi culties in meas ur-
ing the impact of the crisis on health systems and health due to the absence of 
national analysis and eval u ation, time lags in inter na tional data avail ab il ity and 
time lags in effects; diffi culties in disen tangling the impact of the crisis itself 
from the impact of health system responses to the crisis; and diffi culties in 
system at ic ally provid ing inform a tion on each health system’s read i ness to  
face a crisis – for example, some coun tries may have intro duced meas ures  
to improve effi ciency or control health spend ing before the crisis began,  
limit ing the scope for further reform. It was possible to address many of these 
chal lenges in the case studies, but not in the survey.

Note

1 For more inform a tion, see www.hspm.org
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