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ABSTRACT 

 

The need for contemplating the European healthcare systems has never been greater 

since healthcare systems in Europe are facing an uncommon challenge. The extended 

health effects of the worst European recession in living memory are likely to be 

profound especially in European countries that have become subject to financial 

intervention and healthcare system reformation enforced by the European Commission, 

the International Monetary Fund, and the European Central Bank. While social and 

demographic changes - like unemployment and aging - increase demand for healthcare, 

technological and scientific advances do not cease to increase health costs. 

Simultaneously, the financial crisis pressures governments to control health expenditure 

and to undergo fiscal cuts that usually result in exclusion from health services and 

additional private, -out of pocket- spending of the least wealthy individuals.  

All Member States of the European Union provide for their citizens universal 

healthcare. However, the national budgets dedicated for this purpose along with the type 

and quality of health services provided, differ substantially among the countries. The 

thorough analysis that follows examines the provision of healthcare in specific countries 

and relates financial resources - thus expenditure - with quality aspects of health in an 

attempt to understand why differences exist. The relative transition path and the 

coefficient of variation are the main tools that are used in order to detect convergence 

trends in health expenditure and in quality factors among homogenous group of 

European countries.  
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INTRODUCTION 

As Kleinert and Horton (2013) mention, ―Europe is diverse in culture, attitudes and 

historical roots and is perhaps becoming more so with changing national identities and 

increased migration.‖ The vast majority of European countries -including Greece- 

provide universal healthcare which actually means that they offer health coverage and 

financial risk protection care to all their citizens. Most universal healthcare systems in 

Europe were developed after the Second World War, according to Gaffney (2013) as 

―the consequence of the work of labor and left wing-parties‖ and in an effort to establish 

the foundations of a welfare state that was arising from its ashes and was being rebuilt 

on the democratic principles.  

The healthcare systems that were adopted by the European countries present substantial 

differences and are dependent on their financial potentials, their type of governance, 

their political status, their culture, their demographic particularities and the influences 

adapted by other healthcare systems (Lisac et al., 2008). What was common ground for 

all countries was the belief that health is a value which has to be safeguarded, so access 

to healthcare services involved the whole population and was fundamentally a right of 

all citizens. This was confirmed by Van Doorslaer et al. (2000) who concluded that in 

the late 1980s and early 1990s, most western European healthcare systems performed 

reasonably well based on the horizontal equity/income criterion applied in their 

research. Nowadays, as Kringos at al. (2013) claim ―the strong primary health care in 

Europe is associated with a positive impact on improving population health, reducing 

socioeconomic inequalities in health and avoiding potentially unnecessary 

hospitalization‖. 

The adequate financing of a healthcare system partially ensures its viability and quality. 

For many years health spending was growing, in an effort for healthcare systems to 

improve in efficiency and to adopt new health technologies that were flourishing in the 

fields of pharmaceutics, medical treatments and prevention medicine. Better life 

conditions and longer life-expectancy were due to efficient healthcare systems but 

chronic and life threatening diseases demanded the absorption of increasing funds. 

The political background of Europe had a severe impact on population‘s health. The 

failure of the communist system to achieve economic prosperity and high quality health 

for its citizens lead to the transition to a capitalist economy. At first, the transition was 



 

2 

hard, with disastrous financial and health impacts. The countries that orientated towards 

the European Union have gained beneficiary economic and health advantages and have 

improved rapidly in the healthcare provision but closing the gap will take more years 

and great efforts (Mackenbach et al., 2013).    

The global financial and economical crisis that started six years ago, forced most 

governments to health expenditure cuts, as a consequence of their new tighter fiscal 

policies. Limitation or reduction of public health expenditure was mainly achieved with 

lower physicians‘ and nurses‘ wages, control on pharmaceutical prices and budgetary 

cuts on hospitals. In order to lower the public participation on health expenses, patients 

were called to contribute with a greater share on their treatment cost.  

Countries that were hit hardest by the crisis suffered the most. Their citizens witnessed 

their wealth and incomes vanish into thin air and while unemployment picked, the 

health services became expensive, limited or unreachable for the ones that needed them 

the most. Greece -based on the OECD‘s available data- experienced between 2009-2011 

one of the sharpest declines with the per capita healthcare spending falling by 11,1%. 

The social impact of this decline was unbearable. Patients lost their hope, their patience 

and their dignity while the medical workforce felt disappointed and disrespected. The 

resilience of the healthcare system was tested and nearly crushed. Hospital mergers that 

were decided in order to reduce the functional high costs, forced many employees to 

move out of their home cities and left large parts of the country without immediate 

secondary health services. The reform of the primary healthcare program that has been 

endeavored left thousands of patients without medication for long periods and has 

overloaded individuals with greater out-of-pocket costs. 

The burst of the number of uninsured civilians demanded stimulus packages in order for 

the financial and human recourses to be channeled to welfare and social protection 

programs.  

In its annual 2013 report about health ―Health at a glance 2013‖, OECD comments that 

the financial crisis had a mixed impact on the health status of the countries. Certain 

health indicators have worsened while other appeared improved. For example, suicide 

rates rose due to the deadlock of unemployment and the excess financial stress people 

experienced (Stuckler et al., 2011; Economou et al., 2012; Economou et al., 2013). In 

Greece, there are indications that infant mortality rates started to increase since the 



 

3 

crisis, probably due to the limited availability and accessibility to infant healthcare 

centers or to specialized hospitals.  

On the other hand, some non-medical determinants of health saw fortunate decline. 

Alcohol and tobacco consumption ―fell in the immediate aftermath of the crisis‖ due to 

the combined impact of salaries‘ cuts and the increased taxation that was imposed as an 

urgent scheme to boost the central government‘s budgetary income. Mortality rate for 

road traffic accidents has also declined as a result of reduced traffic and the promotion 

of public transportation that were due to a combined impact of taxation in fuel and of 

lower income.  

Following the need for tighter fiscal control, many countries dared to introduce 

structural reforms in their healthcare systems, aiming for lower cost, relocation of their 

human resources, negotiation in pharmaceuticals/medical equipment prices and 

automation of specific procedures with the scope for long term improvement on 

productivity and efficiency. Greece established a new output-based hospital funding 

system, Italy achieved greater competiveness in the pharmaceutical distribution market 

and Portugal invested in advanced healthcare performance management systems. 

DEFINITION OF A HEALTH SYSTEM 

According to the definition of Wikipedia ―A health system, also sometimes referred to 

as health care system or healthcare system, is the organization of people, institutions, 

and resources that deliver health care services to meet the health needs of target 

populations.‖  

Rehfuess et al., (2009) describe health systems in a more complex way: 

―A health system consists of all organizations, people and actions whose primary intent 

is to promote, restore or maintain health. This includes efforts to influence determinants 

of health as well as more direct health-improving activities. A health system is therefore 

more than the pyramid of publicly owned facilities that deliver personal health 

services.‖ 

The World Health Organization (WHO), in its 2007 ―Framework for Action‖ claims 

that there are six basic areas where health care systems need to focus in order to achieve 

effectiveness and improvement.  

http://en.wikipedia.org/wiki/Organization
http://en.wikipedia.org/wiki/Health_care
http://en.wikipedia.org/wiki/Health
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 Good health services. They are by definition of WHO (2007), the ones that 

―deliver effective, safe, quality personal and non-personal health interventions to 

the people that need them, when and where needed, with minimum waste of 

resources.‖  

 Trained and devoted workforce. The second basic element is a well-performing 

health workforce that works ―responsively, fairly and efficiently‖ to achieve the 

best health outcomes possible, given the available supplies and conditions. 

Notara et al. (2010) insist that the focus should be on the continuous education 

and on the patient-oriented guidelines which ensure high devotion and 

performance of the medical stuff. And as McKee et al. (2012) remind us that, 

―throughout history, physicians have had an honorable role in placing their 

fellow citizens on the political agenda and were the natural attorneys of the 

poor‖.   

 Access. A good health system guaranties equal access to essential treatment, 

medication, vaccines and services as long as they are provided in a scientifically 

safe and cost-effective way. The recent outburst of the Ebola virus is a striking 

example of the need of equitable access to health care providers as our health is 

a matter that depends largely on the well-being of the whole population.     

 Efficient funds. Financing the health system is another aspect that raises the 

attention, as adequate funds for health should ensure that patients can enjoy the 

needed services and medication. It provides incentives for organizations of 

health as well as for users to be efficient. It is important that people are protected 

from facing a financial impasse since illnesses hinder people from working and 

they sometimes require continuous, costly treatments and medication that an 

individual would normally not be able to afford. 

 Updated information system. An easy to use health information system is 

extremely important because it ensures the recording and analysis of reliable and 

timely data on patient‘s history, population‘s health determinants, and on the 

overall system‘s performance. As stated by Emmanouilidou and Burke (2013), 

technological innovations and electronic health records are acknowledged as 

―key enablers‖ in diminishing the existing burdens of the systems.  
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 Leadership and governance. Last but not least, leadership and governance 

determine the successful implementation of all strategic policies that private and 

public health providers decide to support. The correct allocation of the human 

and financial recourses as well as the coordination of the individual parts of the 

health system are in need of an inspired, well educated, well informed and moral 

driven administrative team that will ensure all the above. 

One can read a lot more about healthcare systems and the elements that 

constitute their strengthening as well about the role of WHO  in health systems 

in the WHO‘s 2007 edition ―Everybody's business. Strengthening health 

systems to improve health outcomes: WHO's framework for action.” 

HEALTH PROVIDERS AND FINANCIAL RESOURCES OF A HEALTH 

SYSTEM 

According to Liverpool-ha.org.uk (2009, Health care system, ―Provider‖), health care 

providers are well-trained professionals who work either self-employed in private 

practices or as employees in a company, an institution, a governmental or 

nongovernmental organization etc. Entities employing people who provide health care 

services are the so called ―health care providers‖. Professionals that are related with the 

health services are doctors, nurses, physiotherapists, chiropractors, psychologists, 

dentists, microbiology and biopathology laboratory staff, medical therapists and 

pharmacists. 

Liverpool-ha.org.uk (2009, Health care system, ―Financing‖) states that there are 

basically five primary methods of funding a health care system: 

 Direct (out of pocket) payments made by the patients, meaning that the medical 

services are being paid by individuals, at the time they are being provided. 

 Through general taxation. Based on the fiscal and social policy of every country, 

an amount of the overall taxation revenues is allocated to public and private 

health providers in order for the central health policy (national health scheme) to 

be implemented.  National schemes have the advantage that their funding pools 

tend to be very large thus reflective of the national population.  
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 Social health insurance. Health care providers are funded by compulsory 

contributions by employers and employees. A percentage of the salary is given 

to cover medical care if and when it is needed. Health care expenses tend to be 

high at certain stages in life such as during pregnancy, childbirth and in the last 

few years of life or when facing serious and long term illnesses such as cancer or 

diabetes. Contributions to the insurance funds can be paid over one‘s lifetime 

and be higher when earnings capacity is advanced to meet costs incurred at 

times when earnings capacity is low or nonexistent. 

 Voluntary or private health insurance. Individuals choose the health services 

they desire and pay for them in a form of a yearly contract that works either 

independently or supportively with their basic social health insurance. Private 

insurance schemes that operate in some countries tend to determine insurance 

costs year on year according to health risks such as age, family history or 

previous illnesses. The above policy results in having to pay more for health 

insurance when people are ill and probably are least able to afford it.  

 Donations or community health insurance. Government benefit programs, 

private donations and charity funds are used to serve uninsured individuals and 

parts of the populations that face difficulties either to access the health system or 

pay for health services. The advantages are obvious but the existence or viability 

of such organizations is highly dependent either on the individual initiative or 

the financial robustness of the institutions involved.  

The national health systems of most countries‘ combine and consist of all five models. 

But there are great differences in the overall amounts of funds that support their health 

systems as well as the outcomes or the efficiency of those systems.  

As Yasin and Helms (2010) point out, ―without government provided or employer 

sponsored healthcare, few individuals can afford the ever rising costs of doctor visits, 

surgeries or medication‖. Apart from covering direct medical costs, some national 

insurance systems (Wikipedia, 2014, ―National Health Insurance‖) also ensure other 

benefits such as compensation for loss of work due to mental or physical incapability, 

unemployment, financial support for training and further education schemes etc. 

Sometimes the health care system is partially or inextricably linked with the employees‘ 

pension programs and the organizations that provide health care services are also the 

ones that provide pensions. 
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ORGANISATION THAT OBSERVE, ANALYZE AND STUDY THE HEALTH 

SYSTEMS 

 WORLD HEALTH ORGANIZATION (WHO) 

The World Health Organization (WHO) is a specialized agency of the United Nations 

that monitors, studies and consults about international public health. It was established 

on 7 April 1948, headquartered in Geneva, Switzerland. 

The constitution of the World Health Organization had been signed by 61 countries. As 

stated in its official site (WHO, 2014), its current priorities include communicable 

diseases, like AIDS, the Ebola virus, malaria and tuberculosis. WHO is also concerned 

about issues like the effects of non-communicable diseases, sexual and reproductive 

health, aging, nutrition and food security. Its important role focuses on ―providing 

leadership on matters critical to health and engaging in partnerships where joint action 

is needed‖ (WHO, 2014). The information and data retrieved from its research are 

valuable knowledge to set norms and standards and to promote and monitor their 

implementation while safeguarding ethical and universal policies on health. Ministries 

of Health and politicians - while setting healthcare targets - can count on the continued 

technical support from WHO (McCarthy, 1999). 

More than seven thousand people from more than 150 countries work for the 

Organization in the 150 WHO offices in several areas. In addition to medical doctors, 

epidemiologists, and public health specialists, WHO‘s staff include people trained to 

manage administrative, financial, and information systems, as well as experts in the 

fields of health statistics, economics and emergency relief. The organization publishes a 

yearly World Health Report, a leading international publication on health that is an 

informative tool for countries, companies and individuals. 

 ORGANIZATION FOR ECONOMIC CO-OPERATION AND 

DEVELOPMENT (OECD) 

The Organization for Economic Co-operation and Development (OECD) is 

an international economic organization of 34 countries founded in 1961 to promote 

economic prosperity, environmental sustainability and fair, beneficial world trade. The 

country members are supporters of social solidarity, democracy and free market 

economy, and wish through their cooperation to share policy experiences, to find 

http://en.wikipedia.org/wiki/Public_health
http://en.wikipedia.org/wiki/Geneva
http://en.wikipedia.org/wiki/Communicable_diseases
http://en.wikipedia.org/wiki/Communicable_diseases
http://en.wikipedia.org/wiki/Communicable_diseases
http://en.wikipedia.org/wiki/Ebola
http://en.wikipedia.org/wiki/Malaria
http://en.wikipedia.org/wiki/Tuberculosis
http://en.wikipedia.org/wiki/World_Health_Report
http://en.wikipedia.org/wiki/International_organization
http://en.wikipedia.org/wiki/Market_economy
http://en.wikipedia.org/wiki/Market_economy
http://en.wikipedia.org/wiki/Market_economy
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solutions on mutual problems, to establish good practices and to coordinate domestic 

and international social and commercial policies.  

As stated on the official site of OECD, ―OECD uses its wealth of information on a 

broad range of topics to help governments foster prosperity and fight poverty through 

economic growth and financial stability. They help ensure the environmental 

implications of economic and social development are taken into account.‖ OECD's 

efforts are focused on continuous monitoring of multiple data of Member Countries or 

other areas. The basic trigger of this monitoring is the socio-political changes and the 

economic developments. OECD collects all relevant information, the committees 

discuss policy regarding this information, the Council makes decisions, and then 

governments implement recommendations. OECD publications are a prime vehicle for 

recording and comparing data in order to suggest suitable policies. OECD‘s statistics 

are mostly open to the public and may be used by individuals or other organizations and 

bodies. The OECD Health Database offers the most comprehensive source of 

comparable statistics on health and health systems across OECD countries. It is an 

essential tool to carry out comparative analyses and acquire knowledge from 

international comparisons of diverse health systems (OECD, Health Statistics 2014). 

 EUROPEAN OBSERVATORY ON HEALTH SYSTEMS AND POLICIES 

‗The European Observatory on Health Systems and Policies supports and promotes 

evidence-based health policy-making through comprehensive and rigorous analysis of 

the dynamics of health care systems in Europe. 

The Observatory is a partnership that includes the Governments of Austria, Belgium, 

Finland, Ireland, Norway, Slovenia, Sweden and the United Kingdom; the Veneto 

Region of Italy; the French National Union of Health Insurance Funds (UNCAM); the 

World Health Organization; the European Commission; the World Bank; the London 

School of Economics and Political Science (LSE; and the London School of Hygiene & 

Tropical Medicine (LSHTM). The partnership is hosted by the WHO Regional Office 

for Europe‘. 

One of its basic tools is the ―The Health Systems and Policy Monitor‖. It is actually an 

innovative platform that provides a detailed description of health systems and has 

available up to date information on reforms and changes of these health systems. One 

can access a page that provides systematic descriptions of a country‘s health system and 
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features up to date information on ongoing health reforms and policies. It is also 

possible to compare the health systems of different countries by selecting a topic or an 

area of interest. Another useful tool is the ―Health Systems in Transition (HiT) series‖ 

reports. They give a detailed description of a country‘s health system but they also 

provide data of reform and policy initiatives in progress or under development. They are 

updated on a regular basis and are available in various languages. 

The Observatory is composed of a Steering Committee, core management team, 

research policy group and staff. Its Secretariat is based in Brussels and has offices in 

London at LSE, LSHTM and the Technical University of Berlin. 

 HEALTH CONSUMER POWER HOUSE (HCP) 

As stated in their introduction website page ―Health Consumer Powerhouse (HCP) is a 

private company funded by unconditional research grants from stakeholders and by co-

operation with the European Commission. In all its work the focus is on consumer 

empowerment and patients' rights. All research material is published on the web and is 

available free of charge. 

The Health Consumer Powerhouse (HCP) monitors and compares healthcare systems of 

35 countries, including all EU Member States as well as Canada. Open benchmarking 

improves performance. Presenting the conclusions through 50 various health consumer 

index editions the company‘s reports provide guidance to patients and citizens, reality 

checks to governments and marketing opportunities to the sponsors.‖ 

In 2005, the HCP launched its first Euro Health Consumer Index (EHCI) which 

included 12 countries. Next year the countries became 26 and the company started 

providing country policy recommendations for improvement and consumers‘ tools for 

empowerment. In 2013 the Index was evaluated for 33 European countries.  

Indexes of performance in specific healthcare needs (diagnoses, illness groups, care 

needs) advice public healthcare policy makers on how to improve performance and 

strengthen their position in healthcare. Today the European Commission regards their 

―flagship‖ – the EHCI – to be the most informative and influential assessment of 

European healthcare. 

The user-friendly index measurement methodology allows evaluation of healthcare 

performance and illness management. There are HCP Indices in areas such as heart 
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disease, diabetes, HIV-AIDS, COPD, breast cancer, renal care, vaccines, smoke 

cessation and patient information.  

ACCESS OF PATIENTS IN THE EUROPEAN HEALTH SYSTEMS 

Healthcare in Europe (Wikipedia, 2014, ―Healthcare in Europe‖) is ―provided by a 

number of different systems run at the national level.‖ The systems are basically 

publicly funded through taxation or social health insurance schemes by compulsory 

contributions by employers and employees (universal health care
1
).  

                       

Wikipedia (2014) ―58 countries with universal health care in 2009‖ [Online Image]. Available from: 

(http://en.wikipedia.org/wiki/Universal_health_care [Accessed on 12/11/14] 

The health systems of the EU are an intrinsic part of Europe‘s high levels of social 

protection. Ensuring equality in health contributes to social cohesion and social justice. 

Equity in healthcare systems has binary meaning. Equity in financing ensures that the 

contributions to the healthcare system are estimated in accordance with the ability to 

make a payment and equity in access ensures that the services are offered in accordance 

with the need for treatment. Healthcare systems in Europe have a redistributive 

character, from the wealthy to the poor and from the healthy to the ill. 

                                                             
1 ―Universal health care, sometimes referred to as universal health coverage, universal coverage, 

or universal care, usually refers to a health care system which provides health care and financial 

protection to all its citizens. It is organized around providing a specified package of benefits to all 

members of a society with the end goal of providing financial risk protection, improved access to health 

services, and improved health outcomes. Universal health care is not a one-size-fits-all concept and does 

not imply coverage for all people for everything. Universal health care can be determined by three critical 

dimensions: who is covered, what services are covered, and how much of the cost is covered.‖ Wikipedia 

(2014) Universal health care [Online] Available from:(http://en.wikipedia.org/wiki/Universal_health _ 

care [Accessed on 12/10/14] 

 

http://en.wikipedia.org/wiki/Healthcare
http://en.wikipedia.org/wiki/Europe
http://en.wikipedia.org/wiki/Healthcare
http://en.wikipedia.org/wiki/Europe
http://en.wikipedia.org/wiki/Nation
http://en.wikipedia.org/wiki/Publicly-funded_health_care
http://en.wikipedia.org/wiki/Universal_health_care
http://en.wikipedia.org/wiki/Health_care
http://en.wikipedia.org/wiki/File:Universal_health_care.svg
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As stated in the official site of European Union Law, EUR-Lex (2014, “Cross-border 

healthcare: patients‘ rights,‖para.1) ―the freedom to receive health services throughout 

the European Union must be accompanied by guarantees of quality and security. In 

order to make an informed choice, patients must be able to access all the information 

they require on the conditions under which they will receive healthcare in another EU 

Member State and the conditions under which they will be reimbursed once they return 

home.‖  

In 2011, the Directive 2011/24/EU of the European Parliament and of the Council 

regulated issues of patients‘ rights in cross-border healthcare. This Directive makes 

provision for the introduction of a general framework in order to identify patients‘ rights 

and their access to cross-border healthcare services, to safeguard the quality and 

efficiency of healthcare one receives in another EU Member State and to promote actual 

cooperation between Member States on healthcare matters. The Directive however does 

not regulate long-term care services, organ transplants and national vaccination 

programs. 

Each Member State is responsible of specifying one or several national contact points 

for cross-border healthcare. These contact points will be providing patients with 

information on their rights when they decide to take advantage of cross-border 

healthcare treatment. 

 The quality and safety of the healthcare provided is ensured through control 

mechanisms. The protection of personal data is also of great importance as well as the 

provision of equal treatment for patients who are not nationals of their country.  

All European Union countries offer their citizens a European Health Insurance Card that 

provides medical treatment in another Member State for free or at a reduced cost, if that 

treatment becomes necessary during their visit. 

 

Wikipedia (2014) ―European Health Insurance Card (French version pictured)‖ [Online Image]. 

Available from http://en.wikipedia.org/wiki/Healthcare_in_Europe [Accessed on 12/11/14] 

http://eur-lex.europa.eu/legal-content/EN/AUTO/?uri=celex:32011L0024
http://eur-lex.europa.eu/legal-content/EN/AUTO/?uri=uriserv:l14012
http://en.wikipedia.org/wiki/European_Health_Insurance_Card
http://en.wikipedia.org/wiki/European_Health_Insurance_Card
http://en.wikipedia.org/wiki/File:Carte_Europ%C3%A9enne_d'Assurance_Maladie_France.jpg
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The European Union has no major administrative responsibility in the field of health 

care, meaning that it cannot interfere in the healthcare policy that a country decides to 

implement. But since there are many ways to promote and sustain health, thus many of 

them lie outside the direct health sector, the efforts focus on the circumstances in which 

people are born and live. Factors like education, nutrition, living conditions and 

employment impact largely on health. That‘s why ‗The European Commission's 

Directorate-General for Health and Consumers‘  tries to align national laws on the 

safety of food and other products, on consumers' rights and on the protection of people's 

health, to form new EU wide laws and thus strengthen its internal markets.
2
 

STRATEGIES FOR EUROPEAN PUBLIC HEALTH 

The founding of the European Economic Community was initially an economic 

cooperation agreement to build a common market that would ensure free movement of 

goods, services, capital and people, through the harmonization of laws, and mutual 

agreements between the participating Member States (Article 100 of the Treaty).  

 

The initial alignment included several regulations that related indirectly but 

substantially to public health. Standards of hygiene and safety in the production and the 

distribution were set, especially for agricultural products like milk, eggs and meat. New 

laws on drugs and medical equipment were implemented in order to improve their 

quality and safety. The European Union has developed a variety of health policies 

related to medical research and the effectiveness of vaccines and medicines, the 

prevention and control of life threatening diseases like cancer and AIDS. An important 

point of convergence was also the recognition of the health diplomas and the 

coordination of the health related educational programs that would reach another 

important fundamental goal of the E.U.: ―Employment without borders‖ thus the 

potential for health professionals to provide their services in any of the Member State 

they wished and chose.  

                                                             
2
 “The Commission is divided into several departments and services. The departments are known as 

Directorates-General (DGs). Each DG is classified according to the policy it deals with. The Commission 

services deal with more general administrative issues or have a specific mandate, for example fighting 

fraud or creating statistics.‖ Europe.eu (2014) ―Departments (Directorates-General) and services‖[Online] 

Available from: http://ec.europa.eu/about/ds_en.htm )  [Accessed on 09/11/14] 

 

http://en.wikipedia.org/wiki/European_Union
http://en.wikipedia.org/wiki/European_Commission
http://en.wikipedia.org/wiki/Directorate-General_for_Health_and_Consumers
http://ec.europa.eu/about/ds_en.htm
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Although there has been a growing involvement of the European Union on direct or 

indirect health issues, there wasn‘t initially a strategic health policy or a commission‘s 

body that would propose and promote health decisions. (Tountas, 2001). An effective 

European health policy was formally introduced in the Maastricht Treaty, which, apart 

from economic integration, sought political and monetary convergence. The Maastricht 

Treaty included an entire article, Article 129, with four specific paragraphs that were 

referring to the protection of public health, thereby establishing the institutional 

framework so that all components of the EU policy take into account health issues. That 

way, European public health policies could be developed further, supporting the 

achievements of the previous period. Yet in the years that followed, it became apparent 

that there was need for further strengthening of the institutional framework. Later, the 

Treaty of Amsterdam (1999), made a more decisive step in building a European health 

policy. Article 152, which replaced Article 129 of the Maastricht Treaty, stated that 

"high level of human health protection shall be ensured in the definition and 

implementation of all Community policies and activities". The main goal now was to 

reduce health risks and to prevent illnesses.  

In 2007 the Commission of the European Communities issued the white paper 

―Together for Health: A Strategic Approach for the EU 2008-2013‖. It is clearly stated 

that public health needs to be supported by effective policies and action. The Member 

States have the main responsibility for health policy and provision of healthcare but, 

there are areas where Member States cannot act alone effectively because cooperative 

action at Community level is needed. ―These include major health threats and issues 

with a cross-border or international impact, such as pandemics and bioterrorism, as well 

as those relating to free movement of goods, services and people.‖ 

The paper acknowledges several growing challenges to the population‘s health which 

require a new strategic approach such as demographic changes (population ageing) and 

new health threats due to climate change.   

The European Union's public health strategy is actually implemented through 

legislation, financial instruments, and EU-wide cooperation. Areas where the EU has 

already legislated include patients' rights in cross-border healthcare , pharmaceuticals 

and medical devices (falsified medicines, clinical trials), serious cross border health 

threats and tobacco restrictions. Financially, the European public health is supported by 

research programs on projects in areas such as biotechnology and medical technologies. 

http://ec.europa.eu/health/cross_border_care/policy/index_en.htm
http://ec.europa.eu/health/human-use/index_en.htm
http://ec.europa.eu/health/medical-devices/index_en.htm
http://ec.europa.eu/health/human-use/falsified_medicines/index_en.htm
http://ec.europa.eu/health/human-use/clinical-trials/index_en.htm
http://ec.europa.eu/health/preparedness_response/policy/index_en.htm
http://ec.europa.eu/health/preparedness_response/policy/index_en.htm
http://ec.europa.eu/health/preparedness_response/policy/index_en.htm
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Additionally, the EU cohesion policy promotes investments in health in EU countries 

and regions. 

Co-operation on health care for EU citizens 

As Greer at al. (2013) specify, European law can arise from three sources: legislation 

(mainly Directives and Regulations), the decisions of the Court of Justice of the E.U. 

and the Treaties that set up the European Union. 

The latest Directory on health, (Directive 2011/24/EU of the European Parliament and 

of the Council) encourages cooperation on healthcare in order for Member States to 

achieve the implementation of the Directive. In particular, they should ―support the 

creation of European reference networks of healthcare providers, which aim to facilitate 

the mobility of expertise and access to highly specialized care through the concentration 

and joining up of available resources and expertise.‖ 

Member States must recognize the validity of medical prescriptions issued in other 

Member States if those medicines are also available and authorized in their country. 

Through specific measures, health professionals must be able to mutually recognize and 

verify the authenticity of prescriptions. 

Member States are also encouraged to cooperate in the treatment of rare diseases 

through the development of diagnostic and treatments methods. The ‗Orphanet‘ 

database and European networks can be used in this respect. 

E-health systems or services are already being developed in many countries (europa.eu, 

2014) and they could enable the provision of cross-border care. The greatest usefulness 

of this tool is the ability to ensure continuity of care and guaranteeing access to high 

quality healthcare when and where is needed. Additionally, it is suggested the creation 

of a network of authorities or bodies who will stand responsible for evaluating health 

technologies and promote them to all Member States. 

KEY ELEMENTS OF THE GREEK HEALTH SYSTEM 

The Greek healthcare system is primarily based on compulsory social insurance 

contributions. Chletsos (n.d.) describes the Greek system as ―mixed‖. That is because 

the greater portion of the system‘s funding comes from social security fees paid by 

employers and employees to public insurance organizations responsible for primary 

http://ec.europa.eu/regional_policy/what/future/proposals_2014_2020_en.cfm
http://eur-lex.europa.eu/legal-content/EN/AUTO/?uri=uriserv:sp0012
http://ec.europa.eu/health/rare_diseases/orphanet/index_en.htm
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health services and pensions. The rest part of the healthcare system funding comes from 

taxation and is mainly spent for secondary health services thus hospital care. There is 

also an increasing involvement of the private sector in both the provision and the 

financing of health services. Private practices are chosen by a great part of the 

population as they consider access to the national healthcare system problematic or 

doubt its efficiency. Private clinics, especially in dense populated urban areas, satisfy 

the demand for quality secondary health services while private insurance companies 

offer health insurance programs that cover health expenses of both primary and 

secondary health services. 

The Greek National Health System was founded in 1983 by the ambitious first socialist 

government in Greece (Tsalikis, 1988) and aimed at a general health care reform that 

would cover the whole population. Its main objectives were equal provision of health 

services with full coverage for the population, development of primary health care 

providers and improving the quality of health services. The Ministry of Health is 

primarily responsible for the development of health policies in Greece. Healthcare is 

provided by hospitals, healthcare centers and other public organizations. The services of 

hospitals and healthcare centers are funded by the state‘s central budget and the 

employees are paid their salary by the ministry‘s budget.  

 

Chletsos (n.d.) traces the main advantages and disadvantages of the Greek NHS. Among 

the benefits he emphasizes in: 

 The effort to provide equal health services indiscriminately to all citizens; 

 The emphasis on hospital care;  

 The limited financial participation of the citizen in the health costs;  

 The development of health education programs for prevention of illnesses.  

As for the main drawbacks of the system he focuses on: 

 High, usually uncontrollable health costs; 

 Low development of the primary health care; 

 Limited choice of services; 

 Problems because of the special geographical and economical diversification of 

the country and lack of coordination bodies; 

 Informal payments (Liaropoulos et al., 2008); 
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 Lack of doctors in the suburban areas and lack of other health professionals 

generally (nurses, physiotherapists etc); 

 Long patient waiting lists;  

 High private - out of pocket - expenditure on health. 

 

The Greek healthcare system has long been suffering but was given its final blow 

during the years of the present economic recession. The restrictive policies that were 

enforced by the joint supervising committee
3
 of the lenders of Greece (referred to as the 

―Troika‖) due to the financial crisis that burst in 2010 had extended impact on the 

national health system as public health expenditure declined roughly. But the imbalance 

and the deficiency of the system were not only caused by the limitation of health 

budgets. Niakas (2013) reports that the Troika imposed reforms that ―fail to ensure a 

basic level of services to cover the entire population, particularly those suffering the 

most from the crisis.‖ The July 2014 data as given from countryeconomy.com indicates 

that 26,4% of the population is unemployed and the number of uninsured citizens in 

Greece has officially reached 2.5 million (greekreporter.com, 2014) . These people are 

deprived from access to the national healthcare system, deprived from services and 

pharmaceuticals that many need in a periodic basis. 

The on-going reform that was decided by the Troika and the Greek government 

concluded in the merger of seven social insurance organizations into a unified one, 

called EOPYY. The new organization covers the working population from various 

professions, providing their fees are paid and their registration is annually renewed. No 

provisions were made for the unemployed or the uninsured and the reform broke the 

principle of equality, that although partially problematic the previous decades, was 

never doubted. National hospitals have never before refused inpatient or outpatient 

service for all, including the uninsured -the unemployed and the immigrants (Lahana et 

al., 2011). The reform encourages privatization of the system by restricting medical 

services, by imposing participation fees on prescriptions on medication and medical 

tests and by charging every hospital admission. 

Austerity has caused both financial and human harm. The cuts came hard and quick. 

With each negotiation for bailout there were further demands for additional reductions 

in healthcare spending. As Gaffney (2013) states, the IMF requested from the Greek 

                                                             
3 The International Monetary Fund, the European Commission and the European Central Bank. 
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government a cut in public health spending from 10 percent of GDP to less than 6 

percent. Health care spending—from both private and public sources—fell despite the 

rise in public hospital admissions. Greeks who could earlier afford private clinics were 

now turning to hospitals for secondary health services. 

Greece‘s repayments on debt are estimated to be more than the expenses on education 

and healthcare combined. The consequences are noticeable. Doctors are reporting 

shortages of basic hospital supplies, ranging from medical equipment to syringes. 

Nurses and paramedics are complaining about huge increases in their patient loads. 

Waiting times, no matter if it is for a simple examination or a crucial surgery has 

unacceptably increased, exposing patients with life threatening diseases on further 

danger. Despite large increases in the rates of depression, due to the financial insecurity 

and stress that the crisis triggered (Mylona et al., 2014), spending on mental health fell 

as well. Significant shortages in medication drive patients with life long illness like 

diabetes in despair. 

The patients‘ participation in medication has increased and hospitals and pharmacies 

began demanding cash payments for drugs, so as to avoid the risk of non-payment. 

Greeks, although experiencing their income shrink, had to start paying more out of 

pocket costs as many of their benefits were expired or cancelled.  

Reliance on ―street clinics‖ and charitable healthcare by volunteers became more 

common. The places that previously had been used solely by illegal immigrants who 

were afraid to turn to the public system are a comfort for the unemployed. Stories about 

clinics that rely on donated drugs and are being run by volunteer doctors and nurses are 

seen in news every day.  

THE FACTORS WHICH IDENTIFY THE QUALITY OF HEALTH AND THE 

EFFICIENCY OF A HEALTHCARE SYSTEM 

Health is of great importance in people's lives and needs to be supported by effective 

policies and actions taken by the nations, who are, in developed countries, the main 

responsible providers of health services. It is definitely not simple to identify the factors 

that make a healthcare system efficient, since health is ensured by greater agents above 

health services. For that reason, everyone who attempts to evaluate a health system 

takes into consideration demographic, environmental, economical, and social indicators.  

One would argue that a good healthcare system is judged by its outcomes but the 
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latest‘s attempts of healthcare system evaluation point to a different direction. The 

success of a healthcare system lays mainly on the patients‘ satisfaction, the feelings of 

security, trust and dignity they can experience while treated.   

In its seventh edition, the OECD ‗Health at a Glance 2013‘ report provides the latest 

comparable data on different aspects of the performance of health systems in OECD 

countries. OECD admits that health in general is indicated by demographic, economic 

and social factors while the health systems are assessed basically through the resources 

available and the activities they perform. 

According to OECD, basic indicators for the health status of a country are: 

 Life expectancy at birth in general or by sex / education level; 

 Mortality rates in general or by cause of death (cancer, cardiovascular diseases, 

transport accidents or suicide); 

 Infant mortality rates,  infant health;   

 Perceived health status which reflects people‘s overall perception of health 

including physical and psychological status.  

Seen from another perspective, non-medical determinants of health focus on health-

related lifestyles and behaviors among children and adults such as: 

 Tobacco smoking and alcohol consumption; 

 Overweight and obesity; 

 Fruit and vegetable consumption; 

 Physical activity. 

The health workforce is the intrinsic value of a health care system since human 

resources are a basic element of all health providers and are actually the connecting 

bond between the patients and the system. Indicators used by OECD and related to the 

medical workforce, generally accepted in the assessment of a health system are: 

 Practicing medical doctors, sometimes including those training; 

 Nurses and midwifes; 

 Specific specialists such as gynecologists, pediatricians, surgeons etc.; 

 Psychiatrist and mental health nurses; 

 Medical graduates as a key determinant of future supply; 



 

19 

 Remuneration of doctors and nurses, thus the gross annual income payable by 

the employee. 

Healthcare activities are chosen by OECD in order to describe some of the main 

characteristics of health service delivery in different countries. The most important 

activities that are taken into consideration for this purpose are: 

 Consultations with doctors that take place either in doctors‘ offices or clinics, in 

hospital outpatient departments or, in patients‘ own homes; 

 New medical technologies (medical resonance imaging/MRI and computed 

tomography/CT scanners) that are improving diagnosis and treatment, but also 

increase health spending; 

 The availability of hospital beds, since the hospital sector continues to absorb the 

largest share of health spending;   

 Hospital discharge rates that measure the number of patients who leave a hospital 

after receiving at least one night care;   

  The average length of stay in hospitals (ALOS) is often used as an indicator of 

efficiency, since shorter stay reduces the cost per discharge; 

 Variations in the use of high-volume and high-cost procedures, such as caesarean 

sections, hip or knee replacement, cataract surgery and cardiac procedures within 

the framework of the fact that heart diseases are a leading cause of hospitalization 

and death; 

 Growth in pharmaceutical spending and consumption of antibiotics; 

 Pharmaceutical generic market share due to their importance in reducing the 

pharmaceutical expenses while offering equivalent to original medicines health 

outcomes. 

There has been a lot of debate about the factors determining the quality of 

healthcare. OECD perceives quality of healthcare as ―the degree to which care is 

delivered in accordance with established standards and health outcomes.‖ In its 

reports OECD provides comparisons on quality of care for chronic conditions and 

drug prescriptions, care for life-threatening diseases and mental disorders, patient 

safety, the prevention of communicable diseases and some important aspects of 

patient experiences. Indicators that are used for this purpose are: 

 Mortality following stroke; 
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 The total volume of antibiotics prescribed;  

 Surgical complications;  

 Excess mortality for mental disorder like schizophrenia or bipolar disorder;  

 Screening, survival and mortality for breast cancer on the basis that breast 

cancer is the most prevalent form of cancer in women; 

 Childhood vaccination programs based on the interpretation of the risks and 

benefits of each vaccine; 

 Patient experience with the healthcare system, regarding time spent with the 

doctor, participation of the patient in treatment decisions, easy to understand 

information and guidance, opportunity to ask questions etc. 

It is not possible to discuss the effectiveness of a healthcare system without 

evaluating the degree of the patients‘ easiness to access it. OECD presents a set of 

indicators that can be used to assess the extent countries are meeting their policy 

goal of ensuring adequate access to essential health services on the basis of 

individual need. In its most basic essence, good accessibility is determined by the 

proportion of population covered by public or private health insurance. Health 

coverage is analyzed in geographical terms in addition to the out-of-pocket spending 

in household consumption. Most useful indicators in this area are:  

 Coverage for health care which is defined as the share of the population 

receiving a core set of health care goods and services through public healthcare 

programs or private health insurance; 

 Out-of-pocket payments paid directly by the patient because neither public nor 

private insurance cover the full cost of the health good or service; 

 Geographical distribution of doctors and physicians density in urban and rural 

regions; 

 Inequalities in doctors‘ consultations and reported unmet healthcare needs for 

medical examination, drug prescription etc.; 

 Inequalities in cancer screening (mammogram, breast exam, pap smear or pelvic 

exam) since cancer is the second most common cause of death in OECD 

countries; 

 Waiting time for elective (not emergency) surgery a generator of patients‘ 

dissatisfaction. 
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The amounts of money spent on a healthcare system as well as the bodies who are 

financing it determine largely its quality and effectiveness. The indicators for health 

expenditure and financing compare how much OECD countries spend on health, both 

on a per capita basis and in relation to GDP. The indicators analyze different types of 

health services and goods consumed, especially emphasizing on pharmaceuticals, an 

inelastic cost and an expense of great proportion in healthcare spending. 

 Total expenditure on health which includes the final consumption of health 

goods and services plus capital investment in health care infrastructure; 

 Health expenditure in relation (as a share) to GDP; 

 Health expenditure by function, spending on inpatient care and outpatient care, 

spending in medical goods, in long-term care, in prevention, in administration 

etc.; 

 Pharmaceutical expenditure spending on prescription medicines and self-

medication(over the counter products); 

 Expenditure by disease and age because it allocates current health expenditure 

by patient characteristics; 

 The source of funding (households, employers and the state), the financing 

schemes (compulsory or voluntary insurance), and financing agents 

(organizations managing the financing schemes). 

As the demographic trends indicate, developed countries observe the share of their 

population aged over 65 and 80 gradually to rise. Aging of the population requires the 

ability of a healthcare system to provide long term care but also to lay out effective 

prevention healthcare schemes in order to ensure good health to an elderly stage of life. 

OECD‘s way of measuring the efficiency of a healthcare system in an aging world is: 

 Healthy life (disability-free) years at age 65, defined as the number of years 

spent free of activity limitation; 

 Self-reported health which reflects people‘s overall perception of their own 

health, including both physical and psychological dimensions; 

 Dementia prevalence, an indicator that estimates the total number of persons 

aged 60 years and over living with dementia; 

 The number of people receiving long-term care (LTC) services, mainly due to 

population ageing and the growing number of elderly dependent persons; 
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 Informal carers, which are usually relatives or friends that provide daily or 

weekly help to family members, friends and people in their social network living 

in their household or outside of the household; 

 Formal long-term care workers, who are paid professionals, typically nurses and 

personal carers, providing care and/or assistance to people limited in their daily 

activities at home or in institutions; 

 Beds in long-term care institutions and in long-term care departments in 

hospitals; 

 Long-term care spending which includes both health and social support services 

to people with chronic conditions and disabilities that need care on an on-going 

basis. 

The effort to establish health indicators that would evaluate and compare healthcare 

systems was also the concern of the European Union. As presented in the official site of 

the European Commission (2014, Public Health, Indicators) ―The European Core 

Health Indicators (ECHI), formerly known as European Community Health Indicators 

are the result of a long-term cooperation between the EU Member States and the 

European Commission. Three ECHI projects (1998-2001, 2001-2004, 2005-2008) 

funded under the EU Health Programs established the first lists of ECHI indicators, 

aiming to create a comparable health information and knowledge system to monitor 

health at EU level.‖ 

The EU funded the Joint Action (JA) on European Community Health Indicators 

Monitoring (ECHIM) focused towards a sustainable health monitoring system in 

Europe supporting the EU Health Strategy. The work was carried out in close 

collaboration with Member States, the European Commission, Eurostat, WHO, OECD 

and other international organizations. The JA came to an end in June 2012 were the 

main result was a shortlist of 88 health indicators classified by policy areas. 

Definitions and data collection are in place for over 50 of 88 ECHI indicators. 

Indicators under development still need further refinement before being accessible. 

Where considered useful or appropriate, stratification by gender and age is applied. 

Breakdowns by socio-economic or regional level are provided when available. In the 

Appendix of this thesis, the matrix of the 88 indicators is presented, in order for the 

reader to study the extended areas that are under focus in evaluating a healthcare system 

in the E.U. 

http://www.echim.org/
http://www.echim.org/
http://ec.europa.eu/health-eu/doc/whitepaper_en.pdf
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TRIGGER AND SCOPE OF THE THESIS 

Walshe et al. (2013) describe Europe as ―a natural laboratory for learning about health 

policies and health systems.‖ It is obvious that healthcare expenditure does not 

exclusively determine the efficiency and quality of a health system, which nevertheless 

is not simple to be evaluated and compared with other health system. However, for the 

purpose of this thesis, certain determinants will be chosen in order to comprehend 

financial aspects of the health systems and their connection to quality and efficiency.  

The European countries are on focus, since their history, their culture and their common 

fate became the pillars of the European Union‘s conception. Countries that present 

similarities in political, cultural, geographical and financial data with Greece will be 

taken into greater consideration as the comparison seems reasonable, fair and beneficial. 

Along the analysis, it is obvious that extended focus will be given to Greece. Greece is 

the European Member State that suffered substantially from the recent economic crisis 

and the attempts for its fiscal reformation had enormous consequences on the whole 

population. Greece faces demographic, financial, political, social and professional 

changes. Unemployment and wage-cuts force young people to leave the country chasing 

a better future while young couples refuse to bring children into uncertain financial 

conditions and simultaneously medical evolution prolongs life expectancy making 

Greece a land of the elderly. 

The considerable amount of young graduates that immigrates to other European 

countries and the large portion of the active workforce, who chooses pension in order to 

take advantage of its achieved pension rights, shrink the contributions paid to the public 

insurance organizations. In addition, collecting the high taxation is a fruitless effort 

when the average citizen of the country cannot even cover the everyday expenses. 

Utterly important social provisions like education and healthcare are in jeopardy. The 

unstable political status spreads rumors every now and then for bankruptcy and the 

country‘s exit of the euro zone.   

The Greek national healthcare system has been in continuous crisis (Emmanouilidou 

and Burke, 2013) due to uncountable reasons that were not explicitly relevant with the 

tightness of budgets. ―The primary health care was highly fragmented, since there were 

several different public and private providers involved with no coordination between 

them and no gate keeping system‖ which resulted in high costs mainly due to poor 
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information transfer between providers and therefore through the repetition of tests and 

prescriptions (Oikonomou and Tountas, 2011). 

Professionals in the medical and pharmaceutical sector along with patients were asking 

for a fundamental system transformation that would make good use of the available 

personnel, find a way to confront organizational problems, get rid of mismanagement 

practices and upgrade health services to patients. Where innovative healthcare system 

scheme with long-term principles and goals was necessary, the short-sighted political 

involvement was unfortunately the hindrance to any progress. The enforced 

constraining fiscal policy made sure that the already restricted health budgets were 

further limited. Reductions in the wage levels concluded in a massive wave of 

resignations in the public sector in order for the employees to ensure their retirement 

rights. New recruitments were strictly prohibited by the Troika, so the system suffered 

immediately by staff shortages in a time when more citizens were turning to public 

health services by cause of their income drainage.   

For all the above reasons, it is an important and interesting challenge to explore the 

advantages and the flaws of the national healthcare system and to ascertain the 

connection between the expenses that burden the national budget and the outcomes, 

especially how these are perceived from the patients‘ point of view. 

The assessment needs to be in reference to other European systems that are 

implemented in the E.U, since the core of European policy is an integrated effort to 

achieve convergence in common-interest fields, on an effort to ensure homogeneity and 

to strengthen the bonds between the European citizens. Matters that involve our good 

health in general, food safety and environmental sustainability, prevention of life 

threatening diseases, healthcare services safeguarding our integrity and dignity should 

be confronted collectively by all Member States. 

I will try to develop evidence that can provide answers to the following questions and 

concerns: 

 How health expenses have developed over the years? 

 Have European countries - while trying to converge in multiple areas- managed 

to converge - at least proportionally- in health expenses?  

 How did the financial crisis reflected on the health expenses and on the 

effectiveness of the health systems? 



 

25 

 Do the amounts spent on health mirror the quality of the health systems? 

 

METHODOLOGY AND ANALYSIS 

Country selection 

It would probably be ideal to select all 27 countries of the E.U. and run a comparable 

model for all of them but the analysis will get extremely complicated. Additionally, 

continuality and reliance of data is problematic for some of the countries especially for 

the new Member States. That is why analysis will be based on indicators of country data 

that have a sequence and information is available.  

Methodology 

My main tool for the analysis is the relative transition path, which demonstrates the 

position of each country relative to the panel average. By construction, the panel mean 

is 1. Thus, values above unity suggest that the specific country is above the panel 

average while values below unity suggest that the country is below the panel average. 

The formula of the relative transition path is given in equation below: 
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X = the variable of interest in equation  

i = country and  t = time (year)                               

 

I will also examine for sigma-convergence which measures whether there is evidence 

for disparity reduction among countries over time. As Monfort (2008) states, the most 

frequently used measure of sigma-convergence is the coefficient of variation (CV).  

The coefficient of variation is a normalized measure of dispersion of a probability 

distribution. The CV is defined as the ratio of the standard deviation over the mean. It is 

easily understood when expressed as a percentage. The CV actually indicates a high or 

low degree of variability in relation to the mean value. High values indicate high 

variability. 
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Economic status through GDP 

Before analyzing health indicators, it seemed necessary to examine a general measure of 

the economies on focus. I have chosen to use Gross domestic product (GDP): GDP per 

capita, US $, current prices, current PPPs. The measure is the most common yet the 

most acknowledged measure describing in general the economic prosperity of a country 

or region. As commented by the World Bank (2014) ―PPP GDP is gross domestic 

product converted to international dollars using purchasing power parity rates. An 

international dollar has the same purchasing power over GDP as the U.S. dollar has in 

the United States. GDP at purchaser's prices is the sum of gross value added by all 

resident producers in the economy plus any product taxes and minus any subsidies not 

included in the value of the products. It is calculated without making deductions for 

depreciation of fabricated assets or for depletion and degradation of natural resources. 

Data are in current international dollars based on the 2011 ICP round.‖ 

The selected countries are all today‘s Member States of the E.U. plus Norway and 

Switzerland, countries that in every sense belong and express economically and socially 

the region of developed Europe. Data – retrieved from the World Bank database 2014 - 

includes years from 1995 to 2013 (figure 1). The starting year 1995 was chosen because 

of the limitation of Croatia‘s data, which starts on that particular year. Figure 1 shows 

the relative transition path and reveals emphatically how group of countries develop 

economically over the years and how individual countries like Luxembourg, Norway 

and Switzerland seem to follow their well above the panel average path.  

http://stats.oecd.org/index.aspx?queryid=558
http://stats.oecd.org/index.aspx?queryid=558
http://stats.oecd.org/index.aspx?queryid=558
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      Figure 1. Relative transition path of PPP GDP of 30 Eur. Countries 1995- 2013 
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It is obvious that as years go by, the great differences that the lower group of countries 

(Bulgaria, Croatia, Estonia, Hungary, Latvia, Lithuania, Poland, Romania and Slovak 

Republic) encounter with the upper group countries (Austria, Belgium, Denmark, 

Finland, France, Germany, Ireland, Italy, Netherlands, Sweden and UK) are being 

smoothed (figure 1). Towards the end of the sample, all countries seem to converge. 

Luxembourg, Norway and Switzerland are the only exceptions. 

Figure 2 plots the CV and clearly provides strong evidence of convergence. The value 

starts in 1995 at the level of 0,488 and after 2000 there are indications of convergence 

since after some fluctuations, CV gradually descents to the level of 0,42. This level 

actually is being kept stable from 2010 to 2013.  

 

Figure 2. Coefficient of Variation- PPP GDP of 30 European Countries 1995-2013 

Lago-Penas et al. (2013) already tested the response of healthcare expenditure when 

changes in per capita GDP occur and observed that countries with a higher private share 

in total healthcare expenditure adjust faster to changes in GDP. 

However, Keegan et al. (2013) state that the GDP and its changes is not the only metric 

to assess the impact of economic crisis on health expenditure. Nevertheless, the 

differences in economic status and prosperity make the differences in healthcare 

expenses highly expected.  

In order to monitor the development of healthcare expenses over the years, three 

indicators will be analyzed. 
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 Public healthcare expenditure as a percentage of total healthcare expenditure and  

 Pharmaceutical expenditure. 

 

Health expenditure (per capita) per inhabitant, US $ current prices, current PPPs 

Definition: Total health expenditure is the sum of public and private health expenditures 

as a ratio of total population. It covers the provision of health services (preventive and 

curative), family planning activities, nutrition activities, and emergency aid designated 

for health but does not include provision of water and sanitation. Data are in current 

U.S. dollars and are part of the database of the World Bank.  

By observing the data, the gap between health expenses in the starting year 1995 is 

inconceivable. Romania on one end spends in 1995, 53 US$ per capita while 

Switzerland on the other end spends 4.308 US$. Over the years, Switzerland doubles its 

expenses and reaches the level of 8.980 US$ in 2012 while Romania at the same year 

still stays low at 419 US$, although in relative terms Romania spends eight times more 

as it used to in 1995. In the relative transition path graph (figure 3), while the tendency 

of individual countries fluctuates over the years, the aggregated image remains 

relatively stable. There seems to be no evidence of convergence in this time series and 

the graph of the CV (figure 4) proves it. 

 

 

http://www.huffingtonpost.com/leeann-hall/lets-put-some-muscle-on-t_b_5673275.html 

(12/12/2014) 

http://www.huffingtonpost.com/leeann-hall/lets-put-some-muscle-on-t_b_5673275.html
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Figure 3. Relative transition path of health expenses (per capita) of 30 European 

Countries 1995-2013  
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Values in CV graph (figure 4) begin with high variability at the level of 0,85 and 

gradually fall until 2008 at 0,68. At that point, the immediate effects of the crisis hit the 

public expenses, thus the health expenses as well, and the values increase again. In four 

years time the value reaches the level of 0,75 which indicates that the ratio of the 

standard deviation over the mean is once again high. Obviously, the diversity in 

healthcare expenses was and continues to remain high. 

 

Figure 4. Coefficient of Variation- health expenses (per capita) of 30 European 

Countries 1995-2013 

 

Given the aforementioned findings, I decided to select two groups of countries and to 

monitor the changes in health expenses within these two groups, in order to observe 

how the recent economic crisis affected the funding of the healthcare systems and their 

efficiency. The first group consists of countries that were hit severely by the crisis and 

had to undergo fiscal changes in order to confront the consequences of this sudden 

recession: Cyprus, Greece, Ireland, Italy, Portugal and Spain. 

The second group consists of north European countries with high GDP and economic 

power that managed to endure the aftermath of the recession: Germany, France 

Netherlands, Sweden, Switzerland and UK. Germany, France and UK were chosen 

because of their high GDP and their large population. Sweden was chosen as the 

representative of the Scandinavian countries and Netherlands and Switzerland for their 

high quality health services they grant to their citizens.  
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As expected, results are completely different when countries with financial similarities 

are analyzed as a group. Countries in group 1 will be denoted as ―Crisis hit countries‖ 

while countries in group 2 will be denoted as ―North European countries‖. 

 

Figure 5. Health expenses (per capita) in US$ - Group 1 

 

Health expenses in both groups have an upward trend. In ―Crisis hit countries‖ (figure 

5), health expenses range from 700$ (Cyprus) in 1995 to 1.400$ (Ireland). In year 2009 

the difference between the two countries peaks. Ireland spends 5.390$, actually more 

than Germany, France and Sweden while Cyprus spends 2.115$.  

In all countries of group 1, the effect of the crisis is evident. Health expenses from 2009 

to 2012 start decreasing, with Ireland and Greece demonstrating the most dramatic 

changes. Ireland falls from 5.390$ to 3.700$ (31,3%) while Greece falls from 3.084$ to 

2.044$ (33,7%). 
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Figure 6. Health expenses (per capita) in US$ - Group 2 

 

In ―North European countries‖ (figure 6), the gap between health expenses is already 

3.000$ in 1995. U.K. is on the bottom of the graph spending 1.364$ while Switzerland 

is on the top spending 4.308$. Amazingly the gap is almost double in 2012 (5.333$). 

Switzerland spends for health services way and above of the countries. The expenses for 

every British and Swiss citizen are 3.647$ and 8.980$ respectively while the panel 

average is 5.500$.  

 
 

Figure 7. Coefficient of Variation of Health expenditure (per capita) Group 1 
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That actually signifies that countries within the groups have indeed similarities in health 

spending.

 

Figure 8. Coefficient of Variation of Health expenditure (per capita) Group 2 

 

We now turn to the calculation of the relative transition paths (figures 9 & 10). In group 

1 (figure 9), there is no evidence of convergence. Until 2009, Greece and Spain are both 
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while the relative transition path of Spain has an upward trend. Portuagal fluctuate 
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Figure 9. Relative transition path of health expenses (per capita) Group 1 
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In group 2 (figure 10), the image is different. Apart from Switzerland, that is always an 

―outlier‖, the rest of the countries show convergence trends during period 1995-2007. 

Especially in years 2003 and 2004 Germany, France, Netherlands and Sweden, spend 

almost the same amount of money for health services for their citizens. Worth 

mentioning is the British path. U.K.‘s expenses are throughout the period under scrutiny 

considerably lower than those of the other countries. The famous N.H.S. health system 

is definitely cheaper, an extra reason to make the British proud of it. 

 

 
 

Figure 10. Relative transition path of health expenses (per capita) Group 1 

 

Public health expenditure as a percentage of total health expenditure 

Definition: Public health expenditure consists of recurrent and capital spending from 

government (central and local) budgets, external borrowings and grants (including 

donations from international agencies and nongovernmental organizations), and social 

(or compulsory) health insurance funds. Total health expenditure is the sum of public 

and private health expenditure. It covers the provision of health services (preventive and 

curative), family planning activities, nutrition activities, and emergency aid designated 

for health but does not include provision of water and sanitation. Data are in current 

U.S. dollars from the database of World Bank. World Bank (2014) Data, Indicators, 

Health Expenditure, public (% of total health expenditure).  
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This data was chosen because the state‘s participation (strategic and financial) in the 

healthcare system is regarded – together with education- as the most important pillar of 

public policy. Health is intrinsic to social development and economic prosperity. A 

universal health program that is designed for the whole of the population and can be 

supported and run by the state is a measure of social progress and the outcome of a 

responsible state‘s policy that values human rights and fairness among its citizens. 

 

Figure 11. Public health expenditure as a percentage of total health expenditure -

Group 1 

 
Figure 12. Public health expenditure as a percentage of total health expenditure -

Group 2 
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The participation of the state in healthcare expenses is significantly different in the two 

groups. Average public participation in group 1 (figure 11) varies from 61% to 68%, 

while in group 2 (figure 12) average is between 72,5% and 77%. Cyprus has the lowest 

public participation throughout the period under examination, lower than 50%, while 

Sweden and the U.K. are placed in the higher rank (over 80%). 

―North European countries‖ have a higher involvement in public healthcare expenses, 

probably due to their advanced social policies. The higher this indicator is, the lower its 

counter indicator – private health expenditure as a percentage of total health expenditure 

– stays which means that provision of health is less independent of private prosperity 

that companies and individuals enjoy during certain periods. 

Public health expenditure is part of a long-term policy and a sequence of health 

operation strategies with the scope to a continuous provision of health services to all 

citizens.    

When calculating the coefficient of variation for the two groups, it is evident that 

members of group 2 show high level of convergence along the years (figure 14). Graphs 

are placed one after the other in order to emphasize the difference. North European 

countries seem to acknowledge the importance of an integrated, nationally supported 

health system and devote public financial sources to uphold it. 

  

 

Figure 13. Coefficient of Variation of public health expenditure as a percentage of 

total health expenditure -Group 1 
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Figure 14. Coefficient of Variation of public health expenditure as a percentage of 

total health expenditure -Group 2 

 

 

In group 2, all countries apart from Switzerland, have a common path (figure 16) and 

observations after 2005 are located in a very narrow area, very close to unity which 

indicates high level of convergence.   

The ―Crisis hit countries‖, show signs of convergence during the crisis years, after 2008 

(figure 15). It seems that fiscal policies and system changes that were enforced by the 

lenders resulted in the same level of public participation in health expenses.  

In Greece‘s case, the increase of the percentage of public expenditure can be explained 

by the fact that individuals, due to unemployment and salary cuts, turned to the public 

health system for services that in previous years were provided privately.  
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 Figure 15. Relative transition path of public health expenditure as a percentage of 

total health expenditure -Group 1 

 

 

 

Figure 16. Relative transition path of public health expenditure as a percentage of 

total health expenditure -Group 2 
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Total expenditure on pharmaceuticals and other medical non-durables, per capita, 

US$ purchasing power parity 

Pharmaceutical spending is defined as expenditures on prescriptions medicines and 

over-the-counter products. In some countries, the data also include other medical non-

durable goods (adding approximately 5% to the expenditure). The spending also 

includes pharmacists' remuneration when the latter is separate from the price of 

medicines. Pharmaceuticals consumed in hospitals are excluded. Final expenditure on 

pharmaceuticals includes wholesale and retail margins and value-added tax.  

This indicator was chosen mainly due to the ongoing debate that continues in my 

country about the outrageously high expenditure in medicines and the recent policy 

decision of the Ministry of Health to control the cost of pharmaceuticals through the 

prescription of generic drugs and other limitation in the amount and the selection of 

medicines. As Vandoros and Stargardt (2013) state, ―pharmaceutical markets in Greece 

have been inefficient for a long time and the waste involved in public health expenditure 

has greatly contributed to the Greek debt crisis‖.  

Moreover, pharmaceuticals is a very prosperous yet very competitive market, with 

international giant firms with outstanding research and development teams combating 

for innovation and recognition which eventually result in high profits. While drugs for 

chronic or incurable illness like diabetes, Alzheimer‘s or cancer are being tested and 

introduced, a new science, ―bioethics‖ studies and tries to control the progresses in 

pharmaceuticals and medicine tactics that raise and affect issues of ethics . ―Since 

further reforms are under way, changes in pharmaceutical policies will continue to be 

monitored (Vogler et al. 2011)‖ 

Information was available though the database of OECD, unfortunately for a shorter 

period, 1999-2012. Because of the discontinuance of some of the data, a couple of 

changes were needed. In Group 1, data for Cyprus were not available since the country 

is not a member of the organization and consequently Cyprus is not included in the 

analysis. In Group 2, U.K.‘s data after 2008 were missing so the country is out the 

analysis as well.  

There are some more missing observations for specific years and countries. It was also 

inevitable to take the risk and to fill the gaps with what seemed the most reasonable 

method: the simple mean (in cases of one year gaps- Portugal 1999, Greece 2008) the 
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geometrical mean (in cases of two year gaps- Netherlands 2003-2004) and the two years 

moving mean (in cases of Portugal 2012 and Spain 2012). This is the reason that Ι 

attach the final data table that I used (marked with red data that was initially missing): 

Data for pharmaceutical spending per capita 

Crisis group 1 
 

  1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 

Greece 198 209 219 192 211 275 316 370 413 460 

Ireland 135 153 162 183 207 248 294 340 380 431 

Italy 305 326 354 383 404 441 489 489 482 494 

Portugal 239 260 276 282 303 327 352 374 393 422 

Spain 229 247 270 291 311 328 346 380 425 438 

Average 221 239 256 266 287 324 359 391 419 449 

North European Group 2 

  1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 

France 313 320 335 357 383 420 461 490 496 519 

Germany 291 311 316 336 348 363 397 422 445 438 

Netherlands 197 205 210 231 249 274 299 325 348 373 

Sweden 214 252 234 271 295 316 350 379 385 400 

Switzerland 258 277 297 309 326 349 368 382 401 415 

Average 255 273 278 301 320 344 375 399 415 429 
 

Crisis group 1 
 

  2005 2006 2007 2008 2009 2010 2011 2012 

Greece 506 593 677 761 844 762 711 599 

Ireland 479 545 596 638 670 679 655 666 

Italy 498 535 530 547 545 533 531 514 

Portugal 461 493 511 521 529 515 473 449 

Spain 454 485 505 537 559 553 523 506 

Average 480 530 564 601 629 608 579 547 

North European Group 2 

  2005 2006 2007 2008 2009 2010 2011 2012 

France 545 570 595 613 640 645 655 651 

Germany 505 527 559 596 628 651 649 668 

Netherlands 401 423 458 468 475 476 485 450 

Sweden 396 428 448 472 476 468 477 478 

Switzerland 427 443 470 500 527 513 531 562 

Average 455 478 506 530 549 550 559 562 
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Obviously, pharmaceutical spending has been increasing throughout the years. A former 

study of Portela and Thomas (2013) has associated this boost with an increase in the 

number of medical consultations that patients seek for in recent years (the so-called 

second opinions) but also with the aging of the population as the elderly tend to present 

a larger period of recovery. They have also associated pharmaceutical expenditure with 

unemployment increase, thus unsecured population is forced to choose and pay for self-

medication.  

   My first observation is that group‘s 1 average (figure 17) is after 2004 higher than 

group‘s 2 average (figure 18). Considering that group 2 are prosperous countries that 

have higher health expenditure per capita, I can only speculate that although North 

European countries increase their total health spending, they manage to control 

pharmaceutical expenditure through fruitful strategies.  

On the other hand, ―crisis hit countries‖ let pharmaceutical expenditure out of hand. 

Amazingly, Greece‘s pharmaceutical expenditure (figure 17) is after 2004 way above 

the average of both groups, traveling in a lonely orbit. Greece is - especially after 2005 - 

the champion in pharmaceutical spending.  

Year‘s 2009 spending looks outrageous. The Greeks need an amount of 844$ per capita 

while the Swish (figure 18) need only 527$. In 2012, Greece is still above both averages 

but comparatively with the extreme spending of 2009 the cost is reduced by 29%. These 

worth-mentioning reductions in drug spending have come as the outcome of 

government measures and restrictions in the price of pharmaceuticals. Reductions in 

volumes were also imposed and simultaneously part of the pharmaceutical cost has been 

shifted to individuals. 
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Figure 17. Pharmaceutical spending per capita in US$ - Group 1 

 

Figure 18. Pharmaceutical spending per capita in US$ - Group 2 

Pharmaceutical spending in ―North European countries‖ follows an increasing path 

(figure 18) and there are no convergence trends (figure 22) over the selected period. In 

the relative‘s transition path graph (figure 20) the lines move in parallel, in a narrow 

range close to the mean (unity). There are no great expenditure differences and the 

situation is rather stable since there is no field for further convergence. 
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The crisis countries on the other hand show an intense trend for convergence after 1998 

(figure 21). Their differences in pharmaceutical spending are almost eliminated in 2005 

(figure 17). Almost all countries (figure 19) are on point 1 (absolute convergence when 

all participants equal the mean). From that year after, the gap grows again until 2009. 

As the recession period begins and pharmaceutical cost is constrained, signs of 

convergence are once again evident. 

 

 Figure 19. Relative transition path of pharmaceutical spending per capita in US$ - 

Group 1 

 

 Figure 20. Relative transition path of pharmaceutical spending per capita in US$ - 

Group 2 
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 Figure 21. Coefficient of Variation of pharmaceutical spending per capita in US$ - 

Group 1 

 

 

 Figure 22. Coefficient of Variation of pharmaceutical spending per capita in US$ - 

Group 2 

 

It is worth mentioning that Spain‘s health system –much similar to Greece‘s- had a 

rather lax attitude towards drug prescription and therefore pharmaceutical cost control 

was one of the first fiscal targets that were imposed. The measures that were taken 

proved quickly fruitful. As Arie (2013) states, the measures have ended unnecessary 

waste of €409m. That was the estimated amount Spain was losing each year by 

prescribing standard volumes of medicines rather than the precise quantities required for 

a patient‘s course of treatment.  
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THE QUALITY OF THE HEALTHCARE SYSTEM IN SELECTED 

EUROPEAN COUNTRIES 

Effectiveness and quality of a healthcare system are surely two meanings strongly 

connected, yet quite subjective since their measuring could be extremely complicated 

and factors that determine effectiveness and quality are surely complex. According to 

Avgerinos et al. (2004), ―an effective health system depends on sufficiency, quality and 

rationalistic distribution of health professionals, funds and consumables.‖ So 

effectiveness presupposes quality and vice versa.  

While reviewing bibliography, I considered one of the most crucial factors dictating the 

quality, the impression and satisfaction the patients receive from the health system. 

While in various counties self-rated health (SRH) is one of the most frequently used 

indicators for health status, Zavras et al. (2012) were the first academics that 

endeavored to conduct a SRH study in Greece,   using a large representative sample and 

provide evidence about the impact of the financial crisis on the health status of the 

population.     

 Nevertheless, from an economic point of view, health care provision belongs basically 

to the service sector and ‗consumers‘ seek contentment when receiving it, so measuring 

this satisfaction would actually show us a picture of the efficiency and quality of a 

healthcare system. 

As measuring the quality cannot be simple nor objective, I chose to use the ―Euro 

Health Consumer Index‖ that the private company ―Health Consumer Powerhouse‖ has 

been issuing for some years now, in an effort to assess the healthcare performance of 

most of the European countries.  

The first attempt to create and calculate the index was in 2005 and the evaluation 

involved 12 countries: Belgium, Estonia, France, Germany, Hungary, Italy, 

Netherlands, Poland, Spain, Switzerland, Sweden and U.K. The basic scope was to 

―introduce a different perspective and to measure how user-friendly the national 

healthcare systems are‖ (Health Consumer Powerhouse 2005).    

In 2006, 26 national health systems were evaluated by analyzing 26 indicators that were 

chosen because they were considered relevant for describing a healthcare system 

viewed from the consumer/patient‘s angle. Since healthcare is basically a service, its 
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efficiency and its excellence are confirmed by the users of these services, thus the 

patients.  

All indicators were grouped in five sub- disciplines: Patient rights and information, 

waiting time for treatment, outcomes, provision levels and pharmaceuticals. Every sub 

discipline was given a relative weight. A three grade scale was used to evaluate each 

indicator: good (3), so-so (2) and not-so-good (1).  

The maximum theoretical score attainable for a national healthcare system was 750. The 

lowest possible was 250. From the next year on (2007), the maximum theoretical score 

became 1000 and the minimum 333, so data from 2006 were adjusted to the scale of 

1.000  

Health Consumer Index reports are available for the years 2005, 2006, 2007, 2008, 

2009, 2010, 2012 & 2013. In each report the number of countries involved is increasing 

as more data becomes available. The selected indicators are also added or removed and 

there are available tables with indicator definitions since indicators are picked each year 

depending on the available data, the criticism that the indexes received the previous 

year, the opinion of health experts, etc.  

For 2011, no report was published so no data was available to use and this year is 

omitted. The company used various information sources before grading each indicator: 

OECD and WHO databases and reports, surveys that were run either by the company or 

other bodies, Eurostat data, countries‘ official sites, personal interviews with healthcare 

officials as well as information from the European Federation of Pharmaceutical 

Industries and Associations.  

Each year‘s report contains an analytical table with the main information source and the 

determinant factors that were taken into consideration when evaluating an indicator. The 

Euro Health Consumer Index reports are available from the official site of the company: 

http://www.healthpowerhouse.com/  

Additionally, in the appendix, all tables of index outcomes are attached, in case 

someone is interested in the analyzed grading of each country and of each indicator. 
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Analyzing Group 1 

Countries of Group 1 were financially vulnerable and the instability that the economic 

crisis forced had a major economic impact on their fiscal policies and therefore on the 

financial status of the whole population. Public budgetary cuts were necessary and 

health systems suffered from the austerity that was imposed by the lenders. Since 

financial recourses are in the core of a health system, it would only be expected that 

once economic restrictions were applied in the systems, their services would be 

restricted or diminished as well.   

In group 1, although Ireland starts low on quality ranking (479 points out of 1000, in 

2006), it starts performing better than the rest of the group after 2008 (figure 23). 

Ireland‘s health spending has increased rapidly during that period (figure 24), it actually 

reached levels above many of the group‘s 2 countries (figure 26). 

Ireland underwent a health reform after 2004. Based on the Health Act 2004, the 

public health care system is under responsibility of the Health Service Executive, the 

body which is accountable for providing health and personal social services to everyone 

living in Ireland. The Act was initiated by the media outcry and the passionate political 

debate that kept pressuring for reform the previous years.  

The new national healthcare program began officially on 1 January 2005 and for setting 

up its basis, a great amount of financial resources was required. This extensive spending 

has seemed to pay off and the impact of the changes that were introduced during the 

years of prosperity (in period 2002-2007 Ireland‘s GDP per capita is greater than 

Austria‘s, Denmark‘s, Germany‘s, Netherland‘s and Sweden‘s) continues to sustain the 

quality of the Irish health system. As the EHCI 2008 Report states the severe waiting 

list problems started improving, and so did the outcomes. 

 

http://en.wikipedia.org/wiki/Health_care_system
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 Figure 23. Health quality - Group 1 

 

Figure 24.  Health expenditure (per capita) in US$ - Group 1 

 

In Greece, as spending is reduced (figure 24), its quality ranking is fended off the mean. 

In 2013, Greece has the lower ranking with 568 points (figure 23).  Portugal on the 

other hand, although spending even less than Greece in 2012 manages to climb up the 

quality ladder with 671 points, second on the group, quite close to Ireland. When 
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in public spending. A large increase in the rate of patients‘ co-payment for basic health 

services was charged for the first time (Mc Kee et al., 2012). However, it appears that 

important but not at all costly amendments like transparent monitoring of healthcare 

quality, online booking appointment overcoming the long waiting lists and the absence 

of informal payments to doctors were capable of improving the perceived quality of the 

health system. 

Spain‘s healthcare expenditure in 2012 (2.807$) is reduced by 8% compared to the 

expenditure levels of 2008 (3.145$). Consequently, quality is compromised as well by 

5%. A new health care law that was imposed in 2011 changed the principles that were 

established in Spain since the 1980s. Co-payments of patients were increased and the 

access of Spain‘s numerous illegal immigrants to the public health system was 

eliminated. Today, one can have access to the health services only if one has contributed 

to the social security system. As Gaffney (2013) comments, ―in fairness, the system 

remained by and large a universal one‖ but there was a clear shift from universal 

coverage provision that was funded through general taxation to a system of social 

security contributions. 

Cyprus has the lowest expenditure per capita of the group (figure 24). That is partly 

explained of the particularities of the cypriotic healthcare system which consists of two 

―parallel delivery systems: a public one and a separate private one‖ of similar size. 

(Theodorou et al., 2012). The public system suffers from long waiting lists for many 

services while the private sector - which is mainly financed out of pocket- has an 

overcapacity of expensive medical technology that is underutilized.  

Actually, only 43% of the health expenditure is public so it would be safer to say that 

private physicians and clinics prevail in health services. So despite the low financial 

sources dedicated to public health care, the citizens enjoy good health services when 

they can afford them. The quality index of Cyprus (figure 23) is relatively close to the 

average of the group while expenditure is sustained low, with the exception of 2013, 

when quality indexes fall as the bank crisis in Cyprus seems to drift like an avalanche 

the health system as well.  

A new national health insurance scheme, designed to be funded by taxes and social 

insurance contributions aims at universal coverage and has ambitions to introduce 

competition but also cooperation between the public and private sectors. However, the 

scheme has not yet been implemented due to high cost and fiscal austerity.  
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The Greek case 

Since its inception the Greek national health system has been endeavoring to set 

priorities and goals, distribute tight financial resources, perform feasibility assessments, 

confront mismanagement and overcome the political interference that kept 

disorientating the structural and organizational attempts.  

In the beginning of 2010, the country in order to ensure financial help has signed a 

memorandum with the strict commitment of the state for fiscal restructuring. The 

enforcement of new taxation and the first budgetary cuts that targeted the salaries of the 

numerous public servants (Kannelopoulos, 2012) and basic social beneficiary fields like 

education and health created an unbearable financial burden for the majority of the 

population. Loss of income led to bad or pure nutrition and charity meals tried to fulfill 

the absence of a state that was failing to correspond to basic social need. In fact, as 

Kentikelenis et al. (2011) state ―ordinary people are paying the ultimate price: losing 

access to care and preventive services, facing higher risks of HIV and sexually 

transmitted diseases, and in the worst cases losing their lives‖. 

The impact in healthcare provision was immediately apparent. Private health services 

have become unaffordable for most of the citizens who now turned to the public health 

system for primary and secondary health care, which increased by 21.9% and 6,2% 

respectively between 2010 and 2011 (Aloumanis and Papanas, 2014).  

Kondilis et al. (2013) presented empirical evidence from Greece‘s experience that 

connected the economic recession and its side-effects (unemployment, poverty, 

homelessness, social exclusion) with the aggravation of the population‘s health and the 

devaluation of the public health services. The European media dedicate extended reports 

on the harsh healthcare issues that Greek citizens are forced to confront. However, 

Karanikolos et al. (2013) state that the EU‘s official response is limited to commentaries 

and advice about how health ministries can limit their budgets instead of evaluating the 

consequences of the Troika‘s enforcements in health. 

 Hospitals and national health insurance services entered the crisis owing to various 

suppliers and private pharmacists billions of Euros which resulted in discontinuance of 

the distribution of basic drugs and medical consumables (Karamanoli, 2011). Costly 

interventions, particularly in surgical practices were limited due to the dysfunction of 

the public health system and the lack of surgical equipment (Karidis et al., 2011). 
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However, Fragkoulis (2012) wonders if the crisis could be offering Greece with ―a 

‗questionable‘ advantage, an opportunity to redesign the whole approach to healthcare‖. 

Right after the Troika set foot on the headquarters of the Ministry of Health a radical 

change occurred. The merging of numerous health insurance funds into a sole 

organization (EOPPY) created a monopolistic purchaser of services and consumables 

with strong negotiating power. Additionally, an electronic prescribing system began 

scrutinizing doctors‘ behavior and controlling pharmaceutical expenditure. Clinical 

practice protocols were developed in order to provide a common package of benefits 

and practices to all patients and therefore diminish social inequalities. In 2011, the first 

DRG (Diagnosis Related Groups) payment system was pilot tested in 20 NHS hospitals 

and in January 2012, it was a readily available management cost controlling tool for all 

Greek hospitals (Polyzos et al., 2013). Additionally, the introduction of a new 

centralized procurement system rationalized supply quantities and cost by conveying all 

hospital demands to the Health Procurement Committee (Kastanioti et al., 2013). The 

new procurement practices ensure an acceptable level of quality of products and 

services, control and reduce excessive costs, improve payment time and prevent loss of 

expired products by transferring redundant medical materials between hospitals.   

The EHCI reports have the strong opinion that the Greek healthcare system was mainly 

―doctor-centered‖. The comment on the 2006 report is quite shocking: In Greece, 

―doctors rule‖. The absence of conformity with clinical guidelines in common diseases, 

an expert-driven attitude to healthcare where the patients access healthcare information 

with healthcare professionals as intermediaries and the extended ―under the table 

payments‖ to public health physicians makes this comment rather fair. 

As health expenses fall radically (33,7%) during the crisis period, from 3.084$ in 2008 

to 2.044$ in 2012, quality in health is undermined as well. This is mainly due to the 

―waiting time territory‖, the difficulties occurring in access to healthcare services 

(increase of the unsecured citizens, stuff reductions and mergers of medical facilities 

and hospitals) and the new pharmaceutical policy by which Greece has changed its 

previous generous attitude to the introduction of novel, expensive drugs. Fortunately, 

the indicators on Outcomes (treatment results) do not show a worsening of results 

although prevention policies are still at a low level. In 2012 the country‘s ranking is in 

accordance with the average of all crisis countries but in 2013 the low grading creates a 

remarkable distance from the mean (figure 23).    
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Analyzing Group 2 

All northern European countries that are included in this group have a high GDP and 

their health quality index (figure 25) follows in general an upward path. Although 

policies of austerity were chosen more as a precaution measure than as a necessity, 

healthcare expenses remained almost at the levels of the previous years (figure 26). 

However, the quality of some of the systems oscillates, obviously depending on other 

non financial factors.  

 

Figure 25. Health quality - Group 2 

 

 

Figure 26.  Health expenditure (per capita) in US$ - Group 2 
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The first impression when looking at the above graphs (figures 25 & 26) is that 

Switzerland‘s high quality health system comes with an extremely high price. 

Netherland‘s healthcare system on the other hand performs outstandingly at a cost quite 

close to the average. Germany has continuous fluctuations and U.K. remains 

comparably low, while France and Sweden stay close to the mean. 

Healthcare in Switzerland is universal and health insurance is compulsory for all 

persons residing in the country.  It covers the costs of medical treatment and 

hospitalization. However, compulsory insurance can be supplemented by 

private insurance policies that allow for treatments not covered by the basic insurance. 

In fact additionally private insurance is chosen by a great number of citizens and that is 

the reason why in Switzerland the proportion of public health expenses to the total 

expense is considerably low, below 65% and the total expense per capita so high. One 

has excellent accessibility to healthcare services and Switzerland has enjoyed a solid 

reputation for excellence in healthcare for a long time. Most patients have complete 

freedom to choose their doctor, and appointment waiting times are almost as low as 

those in the U.S., the world leader (Roy, 2011). Therefore it is not surprising that the 

country scores high throughout the period under scrutiny.   

The excellent standard of Dutch healthcare is a result of openness, a reach number of 

financing options and outcomes quality. The system‘s reforms that started taking place 

in 2008 resulted in a high range of services and universal reach for all patients. The 

Dutch healthcare system does not seem to have any really weak spots, except possibly 

some scope for improvement regarding the waiting times situation, where some central 

European countries excel. The system also managed to combine consumer influence 

with excellent outcomes and patients‘ access to their own medical information. The 

striking superiority of the Netherland‘s healthcare system to deal with new conditions 

and deliver top results has turned as the paradigm to adopt. The Dutch have established 

a European model to copy and are the only ones who consistently appear among the 3 

top countries in healthcare performance, regardless what aspects of healthcare are 

studied. The fact that they value health and the system that supports and ensures it 

reflects on the total health expenditure rate. Netherlands spends more than 12 percent of 

GDP on health (Data from the World Bank, 2012), second only to the United States.   

 

http://en.wikipedia.org/wiki/Universal_health_care
http://en.wikipedia.org/wiki/Health_insurance#Private_health_insurance
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France was according to WHO, the world‘s #1 healthcare system performer in 2000, 

and also a top scorer in the 2006 EHCI. The system was technically efficient, quite 

generous, with good outcomes quality at that time. In 2008‘s EHCI report, the country 

drops to the 10
th

 place. This is partly explained by the weakness in the implementation 

of e-Health solutions. Additionally, the French ministry of health has informed the HCP 

research team in 2006 that France was starting to make access to healthcare specialist 

services less liberal. This was reflected in the French 2008 scores on Waiting Times, 

where the survey commissioned to patient organizations seemed to confirm that access 

was in 2008 noticeably more restricted. In 2012, France‘s score has increased and is 

close to the average. Patients and doctors having learned to handle the restrictions on 

direct access to specialists introduced in 2007, achieved to reduce waiting times and 

therefore to ensure easy, no time consuming access to the system. A persisting problem 

though is the cases of informal payments to doctors, which on some situations occur.  

The British healthcare system, NHS (National Health System) is quite famous and has a 

high level of popular public support within the country. The system is primarily funded 

through central taxation. NHS underwent a major reorganization in the years after 2010. 

The 2012 EHCI survey confirms that the large financial resources invested in reducing 

waiting list problems in British healthcare have paid off, even though the U.K. is still 

definitely a part of European ―waiting list territory‖ The NHS shares some fundamental 

problems with other centrally planned healthcare systems such as Sweden. It is the 

judgment of the report that it ―would require some really top class management for that 

giant system‖ to serve more than 64 million people (U.K.‘s population in 2013 based on 

World Bank stats). 

When observing the health expenditure per capita graph (figure 26) next to the quality 

graph (figure 25), we comprehend at first glance that the lower the cost the lower the 

quality. In 2006 U.K. spends 3.422$ per capita thus only 18% less than the average 

(4.1873$) of that year and scores 581 points, 20% less than the average 730. In 2012, 

U.K. spends 3.647,50$ per capita thus 34% less than the average expenditure. In quality 

though, U.K. lucks only 9,7% having achieved a score of 718 points. It is obviously a 

successful policy to maintain the expenses low, in fact lower than all West European 

countries and to gradually improve the health services. Remarkably in 2012, UK ranks 

higher than Germany. 

http://en.wikipedia.org/wiki/Tax
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Germany has developed a customer centered healthcare system with its accessibility to 

services being the highlight of its concept. Although differences in regions are 

distinctive, the country has the most restriction-free and consumer oriented healthcare 

system in Europe, with patients allowed to seek almost any type of care they wish 

whenever they want it. When the EHC Index was evaluating the sub-disciplines, 

Germany had mediocre outcomes and range of services probably due to the fact that a 

large number of rather small general hospitals -not specializing- fail to achieve the 

outcomes of Sweden or the Netherlands (EHCI‘s report of 2012 p.6.). It is mentioned 

that the system has not got an organized, convincing methodology for prevention 

medicine; for example to actively invite women to mammography screening, and has a 

poor coverage in spite of the unlimited access. Another drawback that is mentioned is 

―the expert-driven attitude to healthcare, where the patients access healthcare 

information with healthcare professionals as intermediaries rather than directly‖ 

(EHCI‘s report of 2007 p.23.) On the other hand, the superiority of the system lies on  

the controlled expenditures and the hard working profile of the German doctors who 

engage themselves for long hours and many appointments/operations per year.   

Do similarities lead to convergence?   

The selection of the countries of the two groups was made using criteria that expressed 

similarities of their financial – and most importantly their fiscal – status. In group 1, 

quality of healthcare systems varies and there is no evidence of convergence (figure 27 

& 28). Systems are mostly dependent on their fundamental principles that health 

policies try to implement rather on the financial resources available along the years. 

That is the case of Ireland and the effects of the 2004 Health Act that evidently 

meliorated the health services of the Irish System. Cyprus, Greece and Spain have been 

around the group‘s quality 2006 average. Cyprus manages to stay close to the average 

most of the time while the rest of the countries fluctuate up and down. The quality - at 

least the way this is measured by the Consumer Power House – shows deviation 

throughout the years and between countries with no common path visible in the near 

future. In year 2012, all countries except Ireland show an instant trend towards the 

average (figure 27) but the evaluation of 2013 changes the scenery once again. Greece 

and Cyprus, most probably still suffering the negative effects of fiscal cuts, impose 

more restrictions and therefore drop the quality of the health services provided. Italy, 

Portugal and Spain show an increase and return to previous stages of quality. 
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 Figure 27.  Relative transition path in health quality – Group 1 

 

 

Figure 28.  Coefficient of variation in health quality – Group 1 
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public health care schemes. That makes the comparison rather challenging since the 

rank among the champions depends merely on details. 

Regardless of the year by year changes though, both groups have relative low values of 

coefficient of variation (figures 28 & 30) - both around 7% - with the lowest of 4% 

appearing in group 1 (figure 28) and the highest of 10% appearing in group 2 (figure 

30). The results confirm that the grouping of countries was rather successful since they 

proved to show homogeneity in quality results and demonstrated similar trends to 

financial changes.  

 
 

Figure 29.  Relative transition path in health quality – Group 2 

 

 
 

Figure 30.  Coefficient of variation in health quality – Group 2 
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CONCLUSIONS AND SUGGESTIONS 

 

Equity and universality in healthcare has traditionally been high on the agenda in 

European countries. Although European healthcare systems present substantial 

differences, their basic structure is designed and governed at national level and their 

funds emanate from taxation and social insurance schemes by compulsory 

contributions. Member States of the E.U. are free to decide upon the health policy they 

wish to promote and implement. However, the European Union institutions include in 

their regulations issues that relate generally to the public health like the quality of the 

agricultural products, the safety of drugs and medical equipments, the prevention and 

control of life threatening diseases etc. 

The factors that identify the quality and the efficiency of a healthcare system are 

countless and relate directly or indirectly with the provision of health services. OECD 

provides important comparable data on different aspects of the performance of the 

countries‘ health systems and issues an annual report that demonstrates and analyzes 

numerous health factors. 

Obviously the financial status of a country determines healthcare expenditure which in 

turn affects largely the efficiency and quality of the health system. One of the main 

purposes of the thesis was to analyze how health expenditure in specific European 

countries developed along the years and whether there was evidence of convergence in 

health expenditure. In a second level convergence in quality was under scrutiny. 

Initially, the first results showed that there was a convergence trend when the GDP of 

the 30 European countries was analyzed. Although specific countries (Luxembourg, 

Norway and Switzerland) were away above the panel average, 

differences in GDP among the countries under scrutiny were smoothed during the 

period under examination.  

However, there seemed to be no evidence of convergence when data on per capita 

health expenditure was analyzed. Health expenditure of the various countries was 

fluctuating showing no trend. Given the above findings, two groups of countries with 

common characteristics were selected. The first group consisted of the ―crisis hit 

countries‖ that suffered from the recent recession. The second group was consisted by 

―North European countries‖ that showed robust resistance to the financial crisis. 
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As expected, results were completely different when countries with financial similarities 

were analyzed. The negative effect of the crisis was evident in health expenditure of the 

―crisis hit countries‖ but hardly affected the ―North European countries‖ group. 

Differences between groups were also apparent when ―public health expenditure as a 

percentage of total health expenditure‖ and ―pharmaceutical expenditure‖ were 

analyzed. In ―crisis hit countries‖ public expenditure was noticeably lower with an 

average mostly close to 65% while in the ―North European countries‖ average was 

mostly close to 75%, indicating that in the latter countries high public participation in 

health expenses is supported and implemented in the national health schemes. 

Moreover, considerably high pharmaceutical spending was evident in ―crisis hit 

countries‖ probably due to lack of generic drug adaptation and lax attitude to drug 

prescriptions that resulted in overpriced drugs and irrational use of medicines. 

In order to examine the quality and efficiency of the European health systems the ―Euro 

Health Consumer Index‖ was used. The index measures the satisfaction of patients 

when receiving health services using a variety of indexes in basic fields like patient 

rights, outcomes, range and reach of services, pharmaceuticals, waiting times and 

prevention.  

The ―crisis hit countries‖ suffered from the austerity that was imposed and economic 

restrictions affected the provision of their health services since some became 

unavailable or demanded individual spending. Following the need for tighter fiscal 

control, the countries dared to introduce structural reforms in their healthcare systems, 

aiming for lower cost, relocation of their human resources, negotiation with 

pharmaceuticals companies and automation of specific procedures with the scope for 

long term improvement on productivity and efficiency. In Ireland, Italy, Portugal and 

Spain changes managed to sustain the quality and efficiency of the health systems. In 

Cyprus and Greece, the quality index fell noticeably. In the first case, the bank crisis - 

which bereaved citizens of their deposits – burdened the public health system with long 

waiting lists and jam-packed the very few hospitals of the country. In Greece, the health 

budgetary cuts were so extensive that provision of services was inevitably 

compromised. 

The ―North European countries‖ showed an upward path in quality. Most of them held 

health expenditure in high levels and the stable pillars of their health systems continued 
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to support the quality and efficiency in healthcare provision. Healthcare reforms that 

underwent a few years ago continued to bring fruitful results. The excellent standard of 

Dutch healthcare combines a high range of services and outstanding outcomes with 

universal reach for all patients, an enviable model to copy. 

The fundamental principles that each country chooses to build its healthcare system and 

the policies that are implemented to support it, differ substantially. However, the unity, 

the openness, the connection and the collaboration that the European Union struggles to 

ensure among the Member States, has partially been successful in the health field as 

well. 

An indirect, but steadily growing convergence evolves rapidly among several public 

health issues. For example, policies are implemented for harmonizing the education of 

health professionals, for the validity of medical prescriptions in all Member States and 

for consistency in social security within the E.U.‘s Member Countries.  

Health policy is inextricably connected to economic and financial policy, employment, 

social policy, and regional policy of the E.U. In order to maintain a healthy population, 

countries must follow national and regional policies that promote financial growth and 

increase of income along with social policies that reduce poverty, enhance job 

recruitment and promote active aging by life-long education and training.  

Today, the European health strategy aims to expand to other contentious issues such as 

the need for more resources, since the financing of many national health programs is not 

considered adequate. The enlargement of the EU and specific public health problems 

that many of the candidate countries face, the lack of transparency in the health systems, 

the lack of infrastructure are only some of the issues that are yet to be dealt. There is 

also an ongoing debate on the controversial issue of harmonization of the health systems 

of the Member States. Until today the planning and the management of the health 

systems remains in the sole responsibility of the national governments.  

It is therefore very likely that in the foreseeable future, the issues of convergence and 

harmonization of health systems in the European Union are set more directly. This 

should not be seen as a threat to national rights or the vested interests, but as a challenge 

to further improvement of health systems in Europe. The development of European 

standards and objectives for the operation of health services can contribute decisively to 
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protect the health of the Europeans while enhancing the effort of economic, political and 

social integration of the European Union. 

The austerity measures that followed the crisis ―wounded‖ seriously some of the 

European healthcare systems. Although individuals and professional bodies have 

spoken out about the threats and the effects of the crisis and the decisions that were 

imposed due to the fiscal adjustments, a central opposition voice is needed to point out 

that recession actually poses great risk to universal European health. 

No one argues that there is always ground for improvements and upgrading in a 

healthcare system. As science and technology continue to improve and manage to 

impress us, the key to sustainable healthcare expenditure might lie under the prevention 

practices. The price of a vaccine is only a fragment of the cost that would occur if a 

healthy person were to be infected by a communicable disease. Regular blood test could 

predict illnesses before they become serious and costly. A mammogram and an early 

diagnosis might prevent painful and expensive chemotherapy. And the list goes on. 

As the healthcare sector is labor intense, the labor productivity should be re-examined 

and traditional functions of general practitioners, specialists, nurses and health 

professionals can be evaluated and redesigned. Simple new practices often result in 

surprisingly positive outcomes. 

The value of health is undeniable and the right to healthcare provision should be the 

core of every healthcare system. Arising from our political right to human equality, 

equality in health is praise on the man, on civilization, on solidarity, on fairness. As 

long as a health system focuses on the man cannot go astray. Provision of healthcare is 

simultaneously provision of relief, hope and dignity. Medical knowledge should be 

universal and in service of all people, thus discrimination in health is a direct conviction 

of the life itself. 
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Matrix 2.The Euro Health Consumer Index (2006) (Source: Health Consumer House) 
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Matrix 3.The Euro Health Consumer Index (2007) (Source: Health Consumer House) 
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Matrix 3.The Euro Health Consumer Index (2008) (Source: Health Consumer House) 
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Matrix 4.The Euro Health Consumer Index (2009) (Source: Health Consumer House) 
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Matrix 5.The Euro-Canada Health Consumer Index (2010) (Source: Health Consumer 

House)  http://healthpowerhouse.com /international indexes/Euro Health Consumer Index 2010)
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Matrix 6.The Euro Health Consumer Index (2012) (Source: Health Consumer House) 

http://healthpowerhouse.com /international indexes/Euro Health Consumer Index 2012)
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Matrix 7.The Euro Health Consumer Index (2013) (Source: Health Consumer House) 
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GDP PPP $ Data Source WORLD BANK 1993-2013 
Country Name 1993 1994 1995 1996 1997 1998 1999 

Austria 21.555,62 22.456,71 23.500,78 24.373,92 25.021,64 26.223,93 27.186,28 

Belgium 20.484,51 21.529,23 22.455,38 22.824,76 23.850,87 24.382,96 25.355,06 

Bulgaria 5.027,32 5.245,47 5.532,63 4.641,50 4.859,19 5.469,40 5.664,72 

Croatia     7.979,08 9.002,44 9.593,79 10.088,63 9.968,64 

Cyprus 13.675,41 14.487,79 15.410,26 15.799,89 16.271,90 17.180,53 17.984,20 

Czech Republic 11.745,75 12.340,33 13.389,71 14.279,11 14.388,68 14.419,79 14.780,24 

Denmark 20.416,31 21.928,85 22.952,58 24.048,14 25.253,99 26.136,71 26.921,74 

Estonia 5.671,56 5.820,32 6.319,76 6.938,11 7.988,28 8.460,62 8.743,26 

Finland 16.854,10 17.765,06 18.782,43 19.259,38 20.943,79 22.568,29 23.613,38 

France 18.691,50 19.445,80 20.184,74 20.752,78 21.650,05 22.700,87 23.541,48 

Germany 20.812,55 21.705,57 22.463,83 23.037,82 23.542,44 24.177,58 24.990,18 

Greece 13.597,74 14.047,49 14.529,63 15.040,18 15.893,53 16.358,35 16.877,26 

Hungary 8.219,65 8.653,87 8.978,47 9.291,32 9.932,22 10.635,83 11.059,38 

Ireland 15.087,38 16.231,34 18.073,44 19.593,73 21.705,84 24.014,32 25.965,03 

Italy 19.347,81 20.180,61 21.195,97 21.920,21 22.697,73 23.874,78 24.344,71 

Latvia 4.951,42 5.254,79 5.390,03 5.770,95 6.431,13 6.928,68 7.414,16 

Lithuania 6.290,01 5.836,91 6.202,27 6.669,43 7.317,36 8.009,52 8.015,73 

Luxembourg 36.420,33 38.094,52 38.895,90 40.225,72 40.848,79 43.255,11 49.069,72 

Malta 13.333,18 14.259,96 15.376,58 14.653,70 15.569,57 16.279,70 17.029,19 

Netherlands 19.664,84 20.553,85 21.529,81 22.636,28 24.084,80 25.475,39 26.927,63 

Poland 6.335,61 6.798,59 7.412,83 8.050,39 8.787,01 9.375,71 9.895,41 

Portugal 12.352,83 12.703,29 13.476,94 14.019,10 14.887,44 15.679,26 16.668,74 

Romania 4.606,91 4.898,89 5.370,01 5.726,61 5.504,62 5.340,32 5.340,56 

Slovak Republic 7.135,47 7.709,15 8.305,50 9.031,39 9.743,62 10.325,29 10.406,27 

Slovenia 11.081,92 11.934,59 13.010,05 13.826,09 14.842,06 15.695,35 16.713,02 

Spain 14.621,26 15.247,32 15.957,21 16.695,98 17.687,66 18.887,80 19.815,30 

Sweden 19.618,54 20.692,56 21.841,29 22.655,59 23.486,08 24.421,58 25.976,71 

United Kingdom 17.832,29 19.065,42 20.097,59 21.321,85 22.830,11 23.651,99 24.501,64 

Norway 20.876,63 22.270,90 23.564,60 26.041,46 27.955,26 27.420,88 29.800,74 

Switzerland 26.232,14 26.915,32 27.425,02 28.106,25 29.409,05 30.276,37 30.723,27 

AVERAGE 14.915,19 15.657,74 16.186,81 16.874,47 17.765,95 18.590,52 19.509,79 
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GDP PPP $ Data Source WORLD BANK 1993-2013 

Country Name 2000 2001 2002 2003 2004 2005 2006 

Austria 28.938,74 29.060,75 30.463,99 31.325,22 32.830,87 33.626,39 36.615,34 

Belgium 27.682,61 28.544,26 30.046,38 30.301,39 31.163,33 32.189,35 34.268,03 

Bulgaria 6.232,34 6.766,12 7.579,58 8.214,32 8.865,91 9.809,40 11.087,76 

Croatia 10.934,52 11.674,35 12.572,58 13.424,74 14.434,01 15.331,91 16.831,66 

Cyprus 19.461,92 20.949,93 21.375,46 21.809,57 23.197,34 24.408,10 26.349,70 

Czech Republic 15.590,83 16.866,48 17.584,81 18.793,62 20.091,53 21.315,67 23.351,21 

Denmark 28.851,64 29.458,98 30.756,73 30.444,81 32.265,94 33.193,24 36.078,54 

Estonia 9.698,92 10.541,57 11.809,21 13.235,48 14.622,48 16.441,96 19.133,33 

Finland 25.700,37 26.563,58 27.531,35 27.632,59 29.849,23 30.707,95 33.169,69 

France 25.197,54 26.560,38 27.586,73 27.209,54 28.077,18 29.452,53 31.342,88 

Germany 25.786,99 26.737,18 27.443,66 28.365,96 29.665,41 31.114,53 33.577,03 

Greece 18.267,09 19.765,41 21.408,95 22.521,45 23.863,00 24.372,66 26.841,36 

Hungary 11.895,70 13.410,37 14.669,37 15.352,84 16.180,37 16.974,56 18.314,96 

Ireland 28.897,26 30.638,70 33.115,78 34.707,45 36.621,53 38.762,02 42.257,62 

Italy 25.783,81 27.311,92 26.987,99 27.426,76 27.749,50 28.590,90 30.843,26 

Latvia 8.066,67 8.994,37 9.988,92 10.799,03 11.983,38 13.399,90 15.476,70 

Lithuania 8.624,36 9.591,78 10.646,76 12.172,97 13.249,51 14.658,61 16.764,75 

Luxembourg 53.711,20 53.956,73 57.523,87 60.718,80 64.899,94 68.290,31 78.555,21 

Malta 19.063,81 18.267,07 19.328,92 19.698,46 19.931,71 21.018,72 22.302,01 

Netherlands 29.437,89 30.814,84 31.939,68 31.719,48 33.170,03 35.104,49 38.109,35 

Poland 10.580,23 10.962,94 11.563,12 11.990,09 13.003,24 13.784,16 15.086,56 

Portugal 17.704,45 18.405,74 19.051,89 19.434,40 19.878,91 21.462,74 23.123,15 

Romania 5.711,22 6.489,24 7.061,81 7.737,03 8.857,40 9.524,46 11.354,98 

Slovak Republic 11.019,10 12.085,07 12.970,08 13.622,54 14.674,69 16.217,56 18.460,35 

Slovenia 17.576,18 18.459,66 19.763,49 20.533,84 22.260,37 23.475,57 25.478,79 

Spain 21.336,69 22.586,85 23.999,93 24.662,36 25.805,65 27.232,03 30.207,23 

Sweden 27.985,04 28.261,51 29.277,91 30.437,80 32.480,87 32.702,98 35.736,09 

United Kingdom 26.386,35 27.872,01 29.022,85 30.053,22 31.953,71 33.226,34 35.426,57 

Norway 36.173,71 37.124,93 37.058,81 38.286,86 42.451,45 47.626,28 53.896,89 

Switzerland 32.547,60 33.356,15 34.628,75 34.573,68 35.887,14 36.963,59 40.971,84 

AVERAGE 21.161,49 22.069,30 23.158,65 23.906,88 25.332,19 26.699,30 29.367,09 
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GDP PPP $ Data Source WORLD BANK 1993-2013 
Country 
Name 2007 2008 2009 2010 2011 2012 2013 

Austria 38.022,55 39.782,92 39.263,42 40.396,53 42.887,69 43.253,82 44.149,21 

Belgium 35.606,97 37.024,83 36.904,31 38.148,22 39.839,51 39.764,30 40.338,15 

Bulgaria 12.521,03 14.158,49 14.004,50 14.407,61 15.521,82 15.827,92 15.940,54 

Croatia 18.671,79 20.213,03 19.337,28 18.726,11 20.208,57 20.444,40 20.904,09 

Cyprus 28.462,40 31.815,75 31.798,29 31.093,30 31.227,30 30.488,94 29.450,09 

Czech 
Republic 25.481,72 25.984,41 25.993,00 25.940,18 27.047,02 26.981,43 27.344,27 

Denmark 37.662,15 39.829,58 38.627,10 40.914,35 41.830,94 41.933,50 42.763,76 

Estonia 21.581,21 22.124,33 20.036,12 20.602,93 23.310,42 24.046,07 25.048,69 

Finland 36.118,69 38.080,47 35.874,24 36.586,16 38.617,93 38.389,38 38.250,66 

France 32.980,04 34.040,70 33.982,10 34.764,35 36.263,53 36.071,90 36.907,27 

Germany 35.509,54 37.119,22 35.960,60 38.310,48 40.980,37 41.859,88 43.331,70 

Greece 27.794,49 29.737,75 29.726,96 28.385,51 27.045,58 25.475,39 25.650,96 

Hungary 18.908,06 20.431,74 20.438,54 21.134,84 22.413,07 22.189,78 22.877,51 

Ireland 44.945,07 42.193,82 40.263,89 41.127,64 42.945,91 42.971,33 43.304,25 

Italy 32.526,67 33.942,48 33.122,58 33.556,46 34.626,21 34.236,61 34.302,63 

Latvia 17.723,35 18.827,99 16.926,63 17.594,11 19.972,47 21.380,60 23.028,05 

Lithuania 19.061,54 20.617,47 18.161,38 19.845,58 22.523,50 23.876,29 25.416,70 

Luxembourg 84.425,25 84.392,60 79.093,23 84.064,14 88.848,15 87.749,01 90.789,65 

Malta 23.599,68 25.462,15 25.933,98 26.674,41 28.789,05 28.844,56 30.213,07 

Netherlands 40.671,85 42.914,81 41.370,24 41.578,97 43.148,10 42.486,16 43.403,72 

Poland 16.734,14 18.020,53 18.972,88 20.384,24 21.748,20 22.349,89 23.274,80 

Portugal 24.318,37 25.090,69 25.278,06 25.869,32 25.827,75 25.447,65 25.899,53 

Romania 13.160,21 15.694,33 15.587,94 16.254,04 17.115,53 17.707,87 18.634,80 

Slovak 
Republic 20.933,43 23.328,41 22.893,85 23.903,90 25.128,43 25.333,23 26.114,49 

Slovenia 27.216,00 29.046,92 27.048,92 27.007,35 28.155,90 27.915,91 28.298,41 

Spain 31.938,81 32.870,74 31.949,72 31.297,73 31.731,67 31.510,51 32.103,48 

Sweden 38.426,12 39.614,97 37.606,68 39.568,62 41.762,71 42.022,34 43.533,48 

United 
Kingdom 36.049,77 36.345,81 34.830,28 34.246,95 34.800,46 34.778,40 36.196,72 

Norway 55.762,09 61.342,10 55.297,23 57.739,04 61.896,36 64.839,22 65.461,17 

Switzerland 44.698,82 47.945,62 47.316,93 48.492,13 51.301,92 52.144,56 53.671,86 

AVERAGE 31.383,73 32.933,16 31.786,70 32.620,51 34.250,54 34.410,70 35.220,12 
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Health 
expenditure 
per capita Data Source WORLD BANK 1995-2013 
  1995 1996 1997 1998 1999 2000 2001 

Austria 2.876,08 2.811,08 2.559,31 2.666,71 2.698,30 2.403,25 2.405,68 

Belgium 2.137,69 2.150,82 1.907,07 1.977,71 2.012,54 1.845,32 1.878,29 

Bulgaria 81,62 55,28 63,87 82,73 96,31 97,68 129,23 

Croatia 323,37 369,13 301,81 372,18 371,99 377,06 375,71 

Cyprus 706,38 755,00 716,40 764,37 781,10 744,00 776,31 

Czech 
Republic 374,35 403,11 369,22 397,97 383,58 361,22 402,70 

Denmark 2.835,04 2.884,20 2.633,52 2.674,92 2.931,04 2.612,68 2.730,04 

Estonia 165,72 219,32 222,73 222,93 233,75 213,48 217,51 

Finland 2.013,79 2.014,42 1.848,65 1.852,91 1.862,29 1.700,22 1.786,22 

France 2.744,52 2.741,65 2.439,57 2.486,64 2.458,11 2.209,24 2.241,04 

Germany 3.129,03 3.103,79 2.700,53 2.732,49 2.691,63 2.386,64 2.401,81 

Greece 1.067,86 1.116,30 1.067,11 1.057,18 1.115,83 918,37 1.055,28 

Hungary 322,99 315,01 308,50 334,74 344,62 325,69 374,26 

Ireland 1.238,93 1.330,33 1.404,31 1.467,79 1.567,82 1.572,37 1.848,40 

Italy 1.405,22 1.594,05 1.566,37 1.612,23 1.607,43 1.527,22 1.590,39 

Latvia 115,34 140,71 160,09 175,75 196,20 196,75 215,24 

Lithuania 99,68 130,64 162,58 192,71 193,09 212,24 219,75 

Luxembourg 2.837,05 2.825,94 2.484,67 2.598,58 2.888,65 3.495,16 3.405,29 

Malta 591,41 638,78 635,50 663,17 657,07 642,75 674,76 

Netherlands 2.261,87 2.215,14 1.973,72 2.073,65 2.111,54 1.931,68 2.079,40 

Poland 197,38 238,47 227,99 264,14 248,86 247,14 291,65 

Portugal 874,92 940,30 893,44 935,16 988,53 1.069,60 1.086,56 

Romania 53,46 52,85 66,26 69,98 67,64 72,21 79,17 

Slovak 
Republic 221,75 253,72 230,01 234,89 218,41 207,82 216,02 

Slovenia 784,76 811,71 797,12 855,67 879,50 830,75 882,66 

Spain 1.129,19 1.178,12 1.062,56 1.109,45 1.135,71 1.045,46 1.089,28 

Sweden 2291,707 2565,25 2297,586 2336,42 2396,171 2282,346 2267,631 

United 
Kingdom 1.364,11 1.436,85 1.540,86 1.658,78 1.767,08 1.761,38 1.819,12 

Norway 2935,036 3335,203 3395,596 3471,639 3597,936 3431,517 3705,056 

Switzerland 4308,477 4292,361 3717,92 3869,846 3841,315 3540,856 3748,495 

AVERAGE 1.382,96 1.430,65 1.325,16 1.373,78 1.411,47 1.342,07 1.399,77 

 

 

 

 



 

92 

Health 
expenditure 
per capita Data Source WORLD BANK 1995-2013 
  2002 2003 2004 2005 2006 2007 2008 

Austria 2.599,39 3.222,93 3.720,13 3.863,12 4.015,86 4.636,26 5.211,41 

Belgium 2.074,93 2.999,96 3.481,78 3.606,40 3.607,63 4.136,29 4.715,10 

Bulgaria 153,98 200,85 238,25 273,53 297,36 374,62 474,10 

Croatia 374,70 495,38 613,94 704,87 789,84 1.008,13 1.224,04 

Cyprus 881,67 1.234,76 1.353,43 1.434,11 1.494,40 1.690,66 2.182,16 

Czech 
Republic 522,31 666,07 770,54 882,41 968,85 1.144,28 1.480,72 

Denmark 3.022,92 3.755,76 4.386,57 4.652,17 5.017,09 5.709,88 6.394,97 

Estonia 256,36 351,95 450,00 512,51 620,19 835,43 1.059,77 

Finland 2.031,88 2.571,57 2.973,58 3.151,47 3.301,83 3.751,42 4.262,29 

France 2.496,52 3.137,38 3.619,99 3.749,89 3.906,96 4.412,70 4.876,86 

Germany 2.610,41 3.206,44 3.524,34 3.624,24 3.745,57 4.230,56 4.717,78 

Greece 1.222,67 1.579,26 1.808,75 2.092,94 2.293,33 2.682,14 3.084,81 

Hungary 495,34 705,80 828,08 922,73 922,27 1.037,56 1.145,76 

Ireland 2.220,52 2.918,23 3.486,61 3.733,81 3.981,52 4.733,26 5.393,25 

Italy 1.760,90 2.157,44 2.548,76 2.671,58 2.818,18 3.058,29 3.441,08 

Latvia 248,10 294,96 386,79 441,62 590,13 882,91 978,77 

Lithuania 262,50 351,09 374,14 445,99 552,03 724,95 934,41 

Luxembourg 4.201,72 4.984,42 6.145,32 6.484,84 7.028,54 7.326,39 8.305,14 

Malta 838,74 1.074,04 1.247,32 1.393,86 1.445,29 1.579,66 1.596,22 

Netherlands 2.411,31 3.248,80 3.739,43 4.261,03 4.458,77 5.149,60 5.834,04 

Poland 328,38 353,97 410,40 494,20 554,44 705,84 955,82 

Portugal 1.190,42 1.514,42 1.778,59 1.886,42 1.915,39 2.185,15 2.424,65 

Romania 96,87 145,96 190,11 251,10 289,08 414,35 516,47 

Slovak 
Republic 256,02 359,89 565,32 626,61 760,72 1.077,91 1.399,94 

Slovenia 1.000,15 1.263,45 1.414,51 1.494,02 1.609,76 1.850,32 2.264,93 

Spain 1.214,76 1.730,30 2.027,50 2.177,69 2.370,51 2.751,88 3.145,85 

Sweden 2599,469 3277,108 3666,2 3726,404 3946,757 4525,638 4885,636 

United 
Kingdom 2.064,96 2.444,39 2.954,89 3.161,17 3.422,57 3.953,24 3.875,28 

Norway 4417,989 5219,797 5733,012 6293,297 6778,456 7977,838 8626,247 

Switzerland 4190,446 5001,945 5570,159 5636,55 5642,667 6125,965 7103,957 

AVERAGE 1.601,54 2.015,61 2.333,61 2.488,35 2.638,20 3.022,44 3.417,05 
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Health 
expenditure 
per capita Data Source WORLD BANK 1995-2013 
  2009 2010 2011 2012       

Austria 5.125,24 5.272,03 5.643,01 5.407,46   
 

  

Belgium 4.663,90 4.570,03 4.913,75 4.710,63   
 

  

Bulgaria 462,75 480,19 521,53 515,53   
 

  

Croatia 1.095,20 1.050,69 991,82 908,31   
 

  

Cyprus 2.115,35 2.011,79 2.123,19 1.949,03   
 

  

Czech 
Republic 1.497,88 1.404,02 1.545,47 1.431,77   

 
  

Denmark 6.464,05 6.265,97 6.521,40 6.303,73   
 

  

Estonia 968,29 894,39 927,85 1.010,15   
 

  

Finland 4.121,32 3.977,58 4.411,36 4.231,91   
 

  

France 4.775,85 4.633,60 4.968,25 4.689,99   
 

  

Germany 4.727,20 4.667,72 4.995,90 4.683,18   
 

  

Greece 2.861,11 2.442,04 2.304,03 2.044,29   
 

  

Hungary 976,68 1.026,03 1.095,60 986,79   
 

  

Ireland 5.040,39 4.319,64 4.305,69 3.708,50   
 

  

Italy 3.306,27 3.204,59 3.339,13 3.032,49   
 

  

Latvia 784,09 742,39 826,31 792,50   
 

  

Lithuania 835,72 782,02 887,28 859,18   
 

  

Luxembourg 8.126,84 7.592,02 7.751,33 7.452,09   
 

  

Malta 1.668,67 1.706,79 1.900,15 1.834,68   
 

  

Netherlands 5.739,67 5.676,30 5.997,35 5.736,98   
 

  

Poland 813,04 859,91 915,37 854,06   
 

  

Portugal 2.382,26 2.323,68 2.302,09 1.904,78   
 

  

Romania 431,42 457,23 479,65 419,73   
 

  

Slovak 
Republic 1.475,10 1.446,49 1.414,85 1.325,81   

 
  

Slovenia 2.234,66 2.043,91 2.170,60 1.941,96   
 

  

Spain 3.057,75 2.902,05 2.977,67 2.807,66   
 

  

Sweden 4357,073 4694,121 5418,792 5319,427   
 

  

United 
Kingdom 3.512,06 3.489,16 3.658,94 3.647,47   

 
  

Norway 7943,529 8694,291 9908,21 9055,351   
 

  

Switzerland 7276,705 7696,518 9247,824 8979,966   
 

  

AVERAGE 3.294,67 3.244,24 3.482,15 3.284,85       
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Health 
expenditure, 
public (% of total 
health 
expenditure) Data Source WORLD BANK 1995-2013   

Country Name  1995 1996 1997 1998 1999 2000 

Austria 73,505 73,187 75,166 75,269 75,713 75,637 

Belgium 76,798 78,177 75,378 74,804 74,578 74,605 

Bulgaria 73,960 69,600 71,663 69,879 66,327 60,932 

Croatia 86,458 87,578 84,477 87,038 87,341 86,139 

Cyprus 35,836 34,095 35,229 41,876 42,664 41,652 

Czech Republic 90,888 90,668 90,286 90,430 90,482 90,319 

Denmark 82,524 82,415 82,277 82,081 83,955 83,861 

Estonia 89,765 88,374 89,167 86,350 80,329 77,411 

Finland 71,685 71,623 72,109 72,470 71,458 71,262 

France 79,685 79,563 79,644 79,518 79,449 79,385 

Germany 81,410 81,972 80,647 79,897 79,824 79,539 

Greece 50,988 52,204 51,774 51,039 52,350 60,011 

Hungary 83,961 81,604 81,284 74,781 72,374 70,736 

Ireland 72,521 71,533 74,948 74,679 75,255 75,074 

Italy 72,824 72,713 72,859 72,327 72,736 74,222 

Latvia 66,274 57,766 55,772 59,240 58,352 54,385 

Lithuania 74,153 70,404 72,516 75,950 74,908 69,707 

Luxembourg 92,437 92,805 92,483 92,419 89,790 85,072 

Malta 67,506 68,417 69,533 70,296 69,829 72,467 

Netherlands 71,043 66,178 67,816 64,146 62,713 63,080 

Poland 72,891 73,389 71,957 65,384 71,130 70,030 

Portugal 62,618 65,254 65,685 67,113 67,564 66,577 

Romania 74,544 73,218 79,376 75,583 79,662 81,196 

Slovak Republic 88,519 88,677 91,678 91,586 89,643 89,386 

Slovenia 77,700 76,179 75,025 75,517 75,656 74,010 

Spain 72,180 72,361 72,465 72,198 72,027 71,623 

Sweden 86,650 86,928 85,820 85,794 85,727 84,890 

United Kingdom 83,862 82,943 80,358 80,354 80,626 79,124 

Average 75,471 74,637 74,907 74,572 74,374 73,655 
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Health 
expenditure, 
public (% of total 
health 
expenditure) Data Source WORLD BANK 1995-2013   

Country Name  2001 2002 2003 2004 2005 2006 

Austria 75,066 74,767 74,490 74,692 75,315 75,657 

Belgium 75,407 73,797 75,191 76,013 76,116 73,827 

Bulgaria 58,393 61,258 62,113 60,756 60,920 56,954 

Croatia 83,277 80,047 82,608 81,060 86,025 86,071 

Cyprus 42,355 44,982 45,131 43,837 41,806 42,430 

Czech Republic 89,765 90,474 89,801 89,151 87,310 86,729 

Denmark 84,180 84,487 84,547 84,268 84,476 84,636 

Estonia 78,648 77,119 76,795 75,892 76,925 73,697 

Finland 71,968 72,455 72,777 73,296 73,811 74,846 

France 79,384 79,662 77,808 77,685 77,715 77,211 

Germany 79,318 79,048 78,482 76,766 76,621 76,410 

Greece 59,607 57,102 58,788 58,186 59,291 61,201 

Hungary 68,978 70,212 71,086 69,600 70,030 69,768 

Ireland 75,622 76,405 76,839 77,256 75,958 75,374 

Italy 75,878 75,889 76,164 77,372 77,943 78,154 

Latvia 51,205 52,138 52,816 56,582 57,061 64,094 

Lithuania 72,647 74,924 76,009 67,551 67,766 69,509 

Luxembourg 84,255 85,535 84,223 84,810 84,923 85,133 

Malta 69,369 69,601 70,006 68,527 68,655 69,340 

Netherlands 62,808 62,459 61,171 59,830 64,663 78,268 

Poland 71,899 71,159 69,940 68,616 69,366 69,984 

Portugal 66,982 68,553 68,693 68,083 67,962 67,000 

Romania 81,118 82,186 84,800 74,955 80,768 79,804 

Slovak Republic 89,286 89,064 88,320 73,773 74,396 68,324 

Slovenia 73,292 73,373 71,633 73,128 72,686 72,291 

Spain 71,196 71,292 70,243 70,528 70,895 71,571 

Sweden 81,136 81,424 82,007 81,373 81,158 81,130 

United Kingdom 79,122 79,432 79,482 81,041 80,949 81,319 

Average 73,292 73,530 73,642 72,308 72,911 73,240 
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Health 
expenditure, 
public (% of total 
health 
expenditure) Data Source WORLD BANK 1995-2013   

Country Name  2007 2008 2009 2010 2011 2012 

Austria 75,812 76,317 76,216 74,679 75,335 75,546 

Belgium 73,353 74,896 76,048 75,092 75,912 75,912 

Bulgaria 58,198 58,539 55,352 55,686 55,312 56,290 

Croatia 87,026 84,869 84,890 84,799 82,486 82,321 

Cyprus 42,594 41,363 44,736 43,277 43,266 43,144 

Czech Republic 85,194 82,547 83,956 83,760 84,185 84,807 

Denmark 84,397 84,663 85,041 85,129 85,305 85,542 

Estonia 76,449 79,030 78,295 79,565 80,484 79,908 

Finland 74,378 74,501 75,189 74,760 75,426 75,417 

France 77,257 76,815 76,986 76,944 76,751 76,945 

Germany 76,379 76,443 76,794 76,743 76,452 76,280 

Greece 59,572 64,733 69,482 67,851 66,070 67,506 

Hungary 67,259 67,052 65,683 64,793 65,039 63,641 

Ireland 75,694 75,372 72,575 69,558 66,963 64,446 

Italy 78,254 78,939 78,873 78,521 77,838 78,172 

Latvia 60,694 62,205 59,505 59,547 57,105 56,728 

Lithuania 72,980 72,396 72,824 72,899 71,430 70,805 

Luxembourg 85,616 88,462 86,574 85,534 84,067 84,464 

Malta 66,924 64,888 64,808 64,253 63,941 65,604 

Netherlands 78,242 78,894 79,570 79,638 79,525 79,818 

Poland 70,428 71,822 71,753 71,591 70,615 70,069 

Portugal 66,676 65,303 66,527 65,942 65,014 62,641 

Romania 82,249 81,992 78,933 80,349 79,214 77,728 

Slovak Republic 66,849 67,765 65,691 64,476 70,930 70,511 

Slovenia 71,898 73,969 73,720 73,987 73,706 73,292 

Spain 71,853 73,036 74,726 74,201 73,050 73,558 

Sweden 81,357 81,505 81,503 81,513 81,624 81,696 

United Kingdom 80,152 81,050 82,597 83,545 82,840 82,505 

Average 73,133 73,549 73,530 73,165 72,853 72,689 
 

 

 

 

 

 

 


