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Abstract Spain’s Transition to Democracy set the stage
for the organization of a national healthcare system. The
adoption of the Spanish Constitution of 1978 was a political
milestone that led to the recognition of every citizen’s right
to healthcare and the right of autonomy of the various
regions that make up the Spanish State. The most distinctive
characteristic of the healthcare model set up in those early
years of political transition was the decentralization of the
healthcare system which transferred political and
administrative power on matters of public health to the 17
autonomous communities. It took more than 20 years to
complete this decentralization process. This evaluative
analysis will examine the pros and cons of decentralization.
Due to the economic crisis and the election of a conservative
government, the National Healthcare System is being
seriously questioned, its very sustainability in doubt as
reform measures are being taken that are considered a threat
by many institutions and organizations to public welfare.
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1. Healthcare Policies in the Face of
Globalization

The acceleration of globalization in the 1990s brought
with it deep economic, political and social changes on a
global level. Healthcare policies were not immune to these
changes, as we began to see arguments for a neoliberal state
model in opposition to the welfare state, spurring a debate
which continues today.

If we carry out a historical review at the global level of
modern healthcare systems, we can see how policy is
paramount in their formation. Alcantara (2002:24) points out
that 'pressure groups, social movements and political parties
have had major influence on the formulation of state

healthcare policies'. Healthcare went from being considered
a private issue, with each individual responsible for taking
care of his or her own needs or depending on charity, to
being considered a social right of all citizens, with healthcare
resources being distributed fairly. The recognition of these
social benefits was the result of a long process of social
conflict. In Europe at the end of the 19t century and the
beginning of the 20w, 'the working class and the labour
movement played an enormous role in the establishment of
the welfare state and national healthcare programmes', as
Navarro has indicated (1998:851).

The origin of state interventionism goes back to Germany
at the end of the 194 century, when Bismarck saw it
necessary to establish compulsory health insurance due to
protests and the rise of the organized working class within
the Social Democratic Party. After the Second World War
this model was implemented in the most developed countries
and above all in Europe (Bleda 2000:11), beginning the
golden age of the welfare state (1945-1975). In Great Britain,
for example, the 1948 Labour Party government established
the National Health Service with universal coverage
provided through general taxes. The welfare state was
consolidated during the 1950s and 1960s; at this stage social
policy, as Rodriguez Cabrero Argues (1992), was conceived
as an autonomous means for social reform within a
framework of regulated capitalism. In the 1970s reformist
policies entered into crisis due to the stagnating economy
and neo-Marxist and neoliberal theories emerged, as the
silver age of the welfare state began (1976-2007)'. The
1980s marked the beginning of the discussion on the crisis in
the welfare state and new alternatives for social protection
were proposed. Neoliberals argue that the welfare state
entered into crisis due to its costs, as it leads to an
unproductive public sector and unlimited spending. They
believe that the privatization of resources is the solution to
maintain and improve the welfare state. For neo-Marxists, in
contrast, the crisis is not in the welfare state, but rather its

! The idea of a “golden age” and a “silver age” of the welfare state comes
from the work of Luis Moreno in his book, La Europa Asocial (2012).
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problems result from the essential nature of capitalism.
While some talked about the involvement and
institutionalization of a broader range of social agents, others
suggested that social protection systems must be developed
within a process of sustainable growth, flexibility,
decentralization and efficiency suitable to neoliberalism.
Against this background, it is useful to analyse how, since
the 1990s, the impact of globalization has led to a series of
changes in healthcare policies at the global level. One of
these changes is the loss of power of the state structures
which had been responsible for the healthcare system and the
arrival of new actors on the scene. For example, beginning at
this time, UN institutions involved in the provision of
healthcare, as Buse and Walt argue (2000:183), began to
increase their activities related to healthcare policies, as did
many private firms. This has resulted in an increase in the
influence of both the private sector and the UN in healthcare
activities on a global level. It was thought that establishing
alliances between the public and private sector would benefit
healthcare, and would be ‘a means to bring together a set of
actors for the common goal of improving the health of
populations based on mutually agreed roles and principles’
(OMS, 1999; cited in Buse and Walt, 2000:184). But recent
experience has shown us that the objectives of corporate
globalization, such as the search for efficiency and the
increase in productivity, are not compatible with objectives
such as human development and the struggle against poverty,
two fundamental issues that are generally considered the
domain of the states. One example of this is in research being
carried out for new medicines, which is more influenced by
commercial interests than by interest in public health,
indicating that the market may be good at achieving
efficiency, but not at creating equality.

2. Liberalization of the Healthcare
System in Opposition to the Welfare
State

As was stated in the previous section, the entrance of the
private sector in the healthcare system in Europe, based on
the model of the neoliberal state, emerged as a response to
the so-called “crisis of the welfare state” beginning in the
1980s.

The welfare state was an attempt to find a socially
responsive model. As the principle of equality gained force,
which was incompatible with a self-regulated market, it led
to the idea that the state bears the burden of eliminating all
obstacles preventing the less affluent from enjoying formally
recognized political and social rights. For this model to be
successful it was necessary for it to generate wealth. In
theory, according to Keynes, wealth would emerge through
the establishment of a consumer economy, which would
generate 'an opulent society with extraordinary productive
capacity, which would make it possible for the state to
allocate a significant share of national revenue for social
ends' (Pellinaci, 1988:112). The fall of the Soviet Union

307

produced significant ideological confusion across the world,
leading to the triumph of a neoliberal model of capitalism.
The main actors in a neoliberal world are the large
multinational corporations that control finances, trade and
the global IT industry and which are penetrating the
increasingly weak borders of the majority of states. In the
area of healthcare and social security specifically, 'free-trade
agreements have strengthened two powerful economic actors,
the insurance industry and the traditional medical-industrial
complex' (Laurell, 2000:74). These economic actors have
benefited greatly from the state's weakness in intervening in
economic matters, thus allowing them to exercise complete
control in this area.

In response to this antagonism between the state as
provider and the state as passive observer of the market,
acknowledging the supremacy of the economic over the
political, it is useful to consider alternatives that are
compromises between these two institutions. In this regard, it
is interesting to consider the search for a better balance and
complementarity, in which an active state regulates and
guides the undeniable advantages of the market in the
production of individual goods, reduces the instability and
uncertainty of financial markets, and guarantees the
provision of public or socially required goods, including
healthcare, which is a basic and vital necessity. This would
be an option based on the provision of necessary social
protection under a democratic political regime.

This is a description of the situation found in Spain,
although it must be taken into account that it was not until the
Spanish transition to democracy that Spain began to enjoy
the benefits of a welfare state. Approaching the end of the
Franco regime, the Social Security Bases Act (1963)
established a Bismarckian type insurance system;
subsequently, under Spain's initial democratic governments
and above all with its integration in the European Economic
Community (1986), social policies were extended to cover
the majority of the population as in the Central-European and
Scandinavian countries; in Spain, however, there was the
added peculiarity that with the transfer of competency for
healthcare to the Autonomous Communities, almost all
Spanish citizens had greater access to and improved
healthcare.

3. Foundations and Goals

A national healthcare system is generally considered one
of the cornerstones of a country’s well-being since a healthy
population is an indication of a nation’s social progress and
economic prosperity. In Spain, the healthcare system — as
well as the educational system — has its roots in the sweeping
social and economic changes that Spanish society underwent
during the last quarter of the 20™ century. The two most
significant legal advances of that era were the adoption of the
Spanish Constitution of 1978 — which guaranteed the right of
healthcare protection to all Spaniards — and the General Law
on Public Health of 1986 — which organized and restructured
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the National Healthcare System and delegated healthcare
policy-making to the Autonomous Communities. These
measures were based on a set of core values including
solidarity, equality, quality and efficiency and have helped
Spaniards enjoy a high standard of public healthcare, as
shown in several satisfaction polls and as has been publicly
stated by various international organizations. However, it is
important to recognize that both of these measures were
taken amidst a political climate of change when
consensus-building was the order of the day. This spirit of
cooperation led to an agreement among political parties,
healthcare professionals, citizens and unions to set up the
legal framework necessary to provide healthcare to the
Spanish citizenry.

4. Legal Measures

In 1976, toward the beginning of the Spanish Transition to
Democracy, the public healthcare system was in disarray.
There were many public assistance networks which were
financed in a variety of ways, and actual healthcare was in no
way connected to a public healthcare system. The Royal
Decree/Law 36/1978 on Institutionalization of Social
Security, Healthcare and Employment Security reorganized
the entire Social Security System and laid the foundation for
healthcare protection under the Social Security system which
would be provided through one entity: the National Health
Institute (INSALUD). Thereafter, INSALUD took charge of
administering healthcare services guaranteed under the
Social Security system — which included the majority of the
public healthcare services available at that time — and acted
in a decentralized fashion delegating authority to territorial
divisions (provinces and regions).

However, the most important political event of 1978 was
the adoption of the Spanish Constitution which
acknowledged healthcare assistance as an essential
contributing factor to public well-being. Article 43 of the
Constitution establishes the right to healthcare protection.
Other Articles of the Constitution touch on healthcare
matters such as Article 41 which charges the government
with maintaining a public system of social security, Article
149.1.7 which gives the State sole authority over general
policy and budgetary matters concerning Social Security,
and Article 137 which designates the Autonomous
Communities as public entities and territorial divisions with
rights to political decentralization and autonomization. This
set of laws formed the basis for the “principle of minimum
expenditure” and made mandatory the allocation of specific
funds. The political framework was then in place to
universalize healthcare and the foundation was laid for a
politically decentralized healthcare system with mandatory
allocation of funds. In addition to the aforementioned
Articles of the Spanish Constitution, there are other Articles
related to public health: Article 45 (environment), Article 49
(handicapped persons), Article 50 (social services), Article
51 (patient and consumer rights) and Article 148 (sanitation
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and hygiene).

In those early days of Spain’s Transition to Democracy, in
an effort to guarantee the rights granted by the Constitution,
one of the most important legal measures regarding public
health was taken to facilitate the organization and
restructuring of healthcare: the General Law on Public
Health (14/1986 of 25 April). The purpose of this law is to
regulate any and all actions taken to ensure the right to
healthcare protection for all Spaniards and foreign citizens
who have been granted formal residency in Spain. Among its
most important general principles are the importance of the
healthcare system’s role in promoting healthy lifestyles and
disease prevention, the need to overcome regional and social
inequalities, and gender equality. This Law includes
provisions on the authorities granted to certain governmental
services, the structure of the public healthcare system, the
private healthcare market, and healthcare education and
research.

In the late 1970s, 20% of Spain’s citizens were not eligible
for public healthcare benefits. However, the aforementioned
Law ensured that healthcare was made available to 99.8% of
the population by the beginning of the 1990s, thereby
achieving universal healthcare financed with public funds.
This adjustment required hiring more healthcare
professionals and building more hospitals as well as shoring
up emergency services — the area that had the most room for
improvement.

Years would pass before the second of the primary
objectives of the General Law on Public Health — delegation
of healthcare administration to Autonomous Communities —
would be achieved (this began in 1981 as will be discussed
further on in this article). This goal was reached in two
phases: (1) “historical communities” were brought into
compliance first, (2) whereafter the remaining communities
were brought into line.

This legal framework for the healthcare system has been
fleshed out in recent years due to numerous laws on the
subject, particularly the Budgetary Law for Autonomous
Communities under Ordinary Tax Regulation 21/2001 of 25
December and the Law on Consistency and Quality of
Healthcare in the National Healthcare System 16/2003 of 29
May. The former provided national financial support for
healthcare services in Autonomous Communities and the
latter provided a legal framework for cooperation among the
various Public Health Departments in order to ensure
fairness, quality and participation in the National Healthcare
System which shall play an active role in reducing
inequalities in public healthcare.

The following are the principles behind this Law: a)
Providing a high standard of healthcare impartially to all
beneficiaries of the National Healthcare System, specifically
avoiding favouritism to either sex. b) Universal public
healthcare provided by the State. ¢) Cooperation among the
various Public Health Departments in order to reduce
inequalities in public health. d) A complete commitment to
public health including promoting healthy lifestyles, disease
prevention, hospital care and rehabilitation, all at a high
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standard of care. e) Public financing of the National
Healthcare System in accordance with the then-current
system of Autonomous Community financing. f) Equal
opportunities and free movement for healthcare
professionals throughout the National Healthcare System’s
network. g) Cooperation between public and private
healthcare providers in their services to beneficiaries of the
National Healthcare System. h) Cooperation of pharmacies
with the National Healthcare System in providing
pharmaceutical services. The following are two other laws
meant to unify and shore up the Spanish healthcare model:
Law 44/2003 on Certification of Healthcare Professionals
and Law 55/2003, Statute on Approved Healthcare Service
Personnel.

The Autonomous Communities have also been passing
new laws to provide a political framework for public
healthcare — primarily by way of their Charters of Autonomy
— and to bring order and structure to their regional healthcare
networks.

The most novel and most important advent in financing
the healthcare system was the move from financial backing
based solely on workers’ contributions to the new model
based on the State budget, i.e. general taxation of all citizens.
There was a change from the German model (social security)
to the British model (national healthcare system).

5. The Process of Decentralization

Founded in the General Law on Public Health of 1986, the
National Healthcare System encompasses all health systems
and services and, in accordance with the provisions of said
Law, includes all health services provided by the State and
the Autonomous Communities.
® The following are the primary characteristics of the
National Healthcare System:

®  Universal healthcare for the entire population.

® An organizational framework capable of giving
thorough attention to public health, including
promoting healthy lifestyles, disease prevention,
medical attention and rehabilitation.

® Smooth coordination or unification of all public

healthcare resources under one entity.

®  The commitments arising from the aforesaid Law are

financed using public funds, contributions and fees
for certain services.

® Thorough attention to public health at a high

standard of care that is subject to appropriate
evaluation and monitoring.

To paraphrase Francisco Sevilla, the Councillor of Labour
and Social Issues in France (Sevilla, 2006: 17-18), the
mission of the National Healthcare System is to guarantee
the right to a healthy life and said mission must therefore
entail the following responsibilities: 1) Playing an active role
in public policy-making in order to ensure the right to
healthcare protection, to improve public health and reduce
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inequalities in healthcare. 2) Ensuring the same standard of
healthcare service to all Spanish citizens regardless of where
they may live. 3) Ensuring harmonious and consistent
cooperation among the various elements of the healthcare
system. 4) Providing an effective system for financing public
healthcare with the goal of maintaining and improving social
cohesion. 5) Making available any improvements in
healthcare service or efficiency to the Autonomous
Communities.

The National Healthcare System is decentralized and
organized in each of the 17 Autonomous Communities.
Healthcare is being provided at two levels: primary care and
specialized care. Primary care physicians deal with common
ailments whereas specialists work with health problems that
are more complex and expensive.

The Autonomous Communities have a great deal of
independence in their power to pass laws regarding new
services — though always within the framework of National
law. These Communities are free to allocate part of the
public funds granted by the State to hire private healthcare
providers, set up new organizational structures, build new
healthcare centres, etc. The communities possess a level of
self-government that some investigators (Rico et al., 2007: 4)
say is greater than any regional government in the world —
with the exception of the Canadian provinces — and which in
practice is quasi-federal. Their responsibilities are
administrative and political. This situation makes each
community responsible for the standard of healthcare
provided therein. As a result, each Autonomous Community
bases its Public Health Services on the basic principles the
General Law on Public Health (1986). The Regional
Healthcare Service includes all healthcare centres, services
and public clinics in a particular community. Regional
healthcare is organized based on resource allocation factors
in accordance with the healthcare needs of the population of
the region in question. These regions have their own
administrative and monitoring mechanisms, ensure equal
participation among the elements of the process of health
promotion and health care, and make a Health Plan available
to fulfil all of the regional healthcare requirements.

As previously considered, the Spanish Constitution
provided for public health administration to be transferred
from the State to the Autonomous Communities. This
process began in 1981and came to its completion in 2002.
Catalonia was the first community to create an independent
governmental department entrusted with caring for public
health, the Catalonian Institute of Health. This served as a
model for transferring healthcare protection and public
health services for the other Autonomous Communities
mentioned in Article 151 of the Constitution (call “historic
nationalities”): Andalusia in 1984, Basque Country and
Valencia in 1987, Navarra in 1990 and the Canary Islands in
1994. The first phase of the transfer process took 13 years
and another eight years would pass for public health
administration to be transferred to the remaining
Autonomous Communities. So, the decentralization of the
public healthcare system required a total of 21 years to come
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to fruition.

Since the Constitution was approved and the first transfers
of administration from the National Institute of Healthcare to
the historic communities and from other institutes (AISNA,
local clinics, etc.) to all regions, the National Healthcare
System has ostensibly improved. The primary care reform
was carried out. Healthcare was universalized. New
healthcare facilities were built (primary care offices and
hospitals). More new diagnostic technologies were acquired
and training of healthcare professionals improved. In the
beginning, the Autonomous Communities that took on
public healthcare administration improved services and
increased spending more than the Autonomous Communities
that depended on INSALUD. It was thought that the new
transferring process, as outlined in the Constitution and the
General Law on Public Health, would be compatible with —
or would even promote — fair distribution of healthcare
(Lamata, 2002). The decentralization model was based on
the supposition that regional administration would offer
intrinsic benefits such as greater awareness of the needs of
the citizens in that region, closer and more thorough
monitoring, and improved access to health services and
healthcare for the citizens in that region (more facilities,
more services, closer access, and improved healthcare
transport services). However, one of the primary goals of
decentralization was to reduce healthcare inequalities in
communities that are economically less-developed, more
isolated and less populated. Some writers (Rico et al., 2007:
26) believe that this process has been successful and that the
National Healthcare System is exemplary on an international
level since it “presents low spending levels for a developed
country, yet has average or above-average results for public
health and citizen satisfaction”. These writers feel that this
model could be used successfully in developing countries.
They base this view primarily on the primary care reform and
the decentralization of healthcare administration to a
regional level, thereby improving equality and reducing
former inequalities.

However, public health administrators were very sceptical
of decentralization due to the fact that the latest transferences
of administration were quite improvised and unclear in its
description of which materials, processes, records and
methodologies to transfer. They were not sure what to
transfer and how. One of the primary reservations was
policies regarding spending and personnel, especially given
the inequality among the regions: “the inequalities relative to
other regions are going to increase as the communities to
which public health administration is transferred are going to
receive more money... than the communities still depending
on INSALUD. The regions with more money and better
healthcare systems will have more economic resources
which will therefore create, in the beginning, a more marked
difference among Spanish regions” (Bleda, 2002: 65). A
study conducted by two Spanish universities (Gonzalez et al.,
2004: 87-88) agreed with this point of view. This study
underscored regional differences in healthcare reform and
the distribution of health services and pointed out

The Healthcare System in Spain: From Decentralization to Economic Current Crisis

inequalities in regional coverage and availability of certain
services and programs. This study placed specific emphasis
on the unequal number of beds available (especially for
geriatric and psychiatric patients) and uneven distribution of
cutting-edge medical technology. Furthermore, this study
draws attention to the fact that these inequalities are not only
regional, but also affect more vulnerable population
segments such as children, women and the elderly.

Javier Rey, in his evaluative analysis of the
decentralization process (Rey, 1998: 17), postulated that two
factors influenced the new decentralized healthcare model:
absence of an adequate base model and the lack of
“technostructure”. When Spain chose its new healthcare
model — as described in the General Law on Public Health —
other countries’ National Healthcare Services were used as
models, especially those of the United Kingdom and Sweden.
However, at that time, those countries were proposing new
organizational frameworks to deal with new problems such
as spending efficiency and monitoring and new population
dynamics. Furthermore, there was a lack of cooperation
among healthcare administrators which manifested itself,
according to Rey, as a lack of “technostructure”
(administrators cooperating collectively): “The lack -
absence or weakness — of these groups... has generally been
filled... by healthcare personnel which due to their specific
training and education lack an overall vision of the
healthcare system”. This weakness is compounded by the
instability of the teams of administrators, as administrators
are appointed or removed for political reasons when a new
party comes to power.

The healthcare decentralization process, in harmony with
the General Law on Public Health, required the creation of a
National Healthcare System Interregional Council the
primary function of which is to coordinate and reconcile the
various regional healthcare systems. Subsequently, Article
71 of the Law on Consistency and Quality of Healthcare
required the aforementioned Council to adopt a body of
regulations which was approved in 2003. These regulations
deal with advisory functions, planning, evaluation and
coordination within the System. The Interregional Council
was created in 1987 was made up of representatives of the
National Administration and the Autonomous Communities.
After the publication of the Law on Consistency and Quality
of Healthcare, the Council was composed of the Minister of
Public Health and Consumer Services and qualified
healthcare Councillors from the Autonomous Communities
and Cities with Autonomous Charters. Furthermore, Article
76 of said Law provided that the State would exercise the
faculty of Higher Inspection (“Alta Inspeccion”) as a means
of guaranteeing and verifying compliance with national
standards and autonomous community standards on public
health and healthcare for the National Healthcare System.

This coordinating role has been questioned by some
writers (Rey, 1998; Sevilla, 2006), firstly, because
coordination has not been fully achieved and, secondly, as
public health administration has been transferred, these
coordinating services do not have the executive authority
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necessary to do anything other than make recommendations.
These services cannot adequately monitor healthcare
spending (which the State finances and the Autonomous
Communities manage). Their information systems and
planning indicators are inadequate and the National
Healthcare System is not a force for solidarity and social
cohesion.

6. New Times, Old Debates (2008-2013)

Twenty years after the implementation of the General Law
on Public Health in 1986, a debate was initiated in Spain
regarding the success of this legislation and raising the need
to revise regulations, correct problems in their application
and adapt them to the current times. As a result of this debate,
a Health Pact emerged under the progressive government of
Rodriguez Zapatero, the aim of which was to agree on
common proposals for the reform of the National Healthcare
System. The structure of the pact was presented in
September 2008 by then Minister of Health, Bernat Soria;
whose goal was to uphold the role of the National Healthcare
System as a central pillar of the welfare state and as part of
the common heritage of the country, which should not only
guarantee quality healthcare, but should also be a factor in
generating wealth and innovation in the Spanish economy.

From that time until 2011, the Health Pact went through
various versions, passed through several commissions within
the Congress and the Senate, and was debated in the
Interregional Council with numerous professional
organizations participating in the discussions regarding its
development. Every time there is a change in the government
or Ministry of Health (whether progressive or conservative),
one of the first things said is how important the Health Pact is
and that it is time to get to work, but even now, a number of
years after its passage, the debate continues over what to do.
Where there is agreement is that the healthcare system is
fragile and that all stakeholders in the system must be
involved to achieve a consensus on healthcare.

In addition, the need for a new healthcare law is being
raised. From a progressive position (see Rey del Castillo)?
the desired reform has focused on the following issues: the
conditions for healthcare coverage, regional organization,
financing, the personnel system, the relationship with the
providers of healthcare technology and medication; the aim
is to guarantee that the National Healthcare System will be
an instrument for social cohesion and will provide universal
and equal healthcare to all Spaniards.

However, since the election of the conservative Partido
Popular at the end of 2011, the discussion and the actions
being taken are posing a challenge to the healthcare system.
Since their election, citing the economic crisis, the

% Rey del Castillo, J. (2006), La universalizacion de la atencién sanitaria.
Sistema Nacional de Salud y Seguridad Social, Report No. 86/2006 of the
Laboratorio Alternativas, Madrid.
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conservatives have taken action to reform the General Law
on Public Health, the decentralization of healthcare in the
Autonomous Communities and the sustainability of the
system; in short, they are attempting to modify the healthcare
model developed up to this point in time, bringing to the
table the old debate between the public and the private. Their
most significant action to date was in April 2012, when the
government approved a Royal Decree’ (in other words,
without discussion in the Spanish parliament), Law 16/2012,
which, among other things, considered it necessary to carry
out an urgent intervention due to: The absence of common
rules regarding coverage among all the regions, the uneven
growth in the basic portfolio of services, the failure to adapt
services to the current socio-economic reality and the lack of
rigor and emphasis on the efficiency of the system has led the
National Healthcare System into a situation of serious
economic difficulty without precedent since its establishment.
It is inefficient in the management of available resources,
resulting in arrears in payments and an unsustainable deficit
in public health accounts. It is therefore essential to adopt
urgent measures that guarantee its future and will contribute
to preventing the persistence of these problems®. The law
specifically addresses eligibility, the portfolio of services,
pharmaceutical benefits, the financing of the healthcare
system, human resources and public health. It is fair to say
that this is a “new healthcare law”, as it affects nearly all the
fundamental aspects of the National Healthcare System.

The new law essentially establishes a new model of
healthcare service, which in the opinion of many
organizations (professional, civic, trade unions, political)
represents an attempt to privatize the healthcare system. In
fact, the autonomous communities governed by the Partido
Popular had already launched this new model; for example,
the Valencian Community, in August 2012, initiated a
process to award non-healthcare related logistical
management of the Health Department to private firms, with
the aim of strengthening a system of public-private
collaboration, which, according to the healthcare councillor
of this community, will not affect the provision of healthcare,
or labour relations for healthcare professionals. However, the
autonomous communities governed by the socialists (the
Basque Country and Andalusia) are taking steps, either to
denounce actions that are weakening the healthcare system,
or to protect regional healthcare systems, even challenging
the constitutionality of some of these measures, as they
modify regulations, rights and competencies.

Since the approval of this law there have been many
demonstrations against it, as many fear the dismantling of the
public healthcare system, until now based on universality,
equality and quality of care and free for users. Many

* Royal Decree-Law 16/2012, de medidas urgentes para garantizar la
sostenibilidad del Sistema Nacional de Salud y mejorar la calidad y la
seguridad de sus prestaciones [on urgent measures to guarantee the
sustainability of the National Healthcare System and improve the quality
and security of its services].

Royal Decree-Law 16/2012, BOE [Official State Bulletin] n0.98, 24 April
2012, page 31278.
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healthcare organizations (Organizacion Médica Colegial, la
Sociedad Espaiiola de Atencion Primaria y Comunitaria,
Sociedad Espaiiola de Medicina Familiar y Comunitaria),
trade unions and professional, citizen and consumer
organizations have taken actions against the dismantling of
the system. They believe that the measures contemplated in
the Royal Decree will reverse the advances achieved in the
past three decades, setting the country's healthcare system
back fifty years, and that these measures will not resolve the
problems the system has, but rather will increase costs and
lead to greater social inequality. In short, there will be a
reverse of and loss of citizens' rights as a neoliberal
ideological model places economics before health®. Before
the crisis of the welfare state in 2007, Spain's public
healthcare system provided virtually universal coverage,
although the extension of the private management of select
healthcare services had begun some time before. The most
significant case was the privatization of the management of
public healthcare services in the municipality of Alzira in the
Valencian Community in 1999. This experience was recently
copied by the Community of Madrid in 2012 with the
privatization of the management of seven public hospitals,
leading to widespread protests by healthcare professions and
the public (the so-called “white tide” — because of the white
coats healthcare professions often wear). The concerns were
that it would worsen healthcare services and increase social
inequalities as privatization would not guarantee the
sustainability of the system, would reduce its performance
and would not provide significant savings. The movement
contended that it was not merely the healthcare system that
was in danger, but the welfare state itself.

In 2013, healthcare budgets in the Autonomous
Communities have been reduced for the third year in a row,
leading to considerable social unrest. This is reflected in
several studies and reports. A study by the firm, Metroscopia,
carried out in January 2013, shows that 73 percent of the
Spanish population is on the brink of a social uprising
because of the current level of unemployment and poverty. A
survey carried out by the Sociedad Espariola de Medicina
Familiar y Comunitaria (SEMFYC) [Spanish Society for
Family and Community Medicine] shows that healthcare
professionals overwhelmingly reject the privatizing reforms;
96.7 percent prefer solutions that avoid the privatization of
healthcare services. In a Social Barometer carried out by the
Centre for Sociological Research (CIS)® in 2012, healthcare
had risen from being considered the country's twelfth most
serious problem in 2011 to its third. Finally, another
indicator of the deep discontent felt by the public is the
increase in complaints made to Spain's Ombudsman
regarding the decline in healthcare services, exclusion from

* The president of the World Trade Organization has proposed the creation
of a common organization of medical care in Europe to stop the
commercialization of medical practices and the excessive medicalization of
ociety.

: The CIS is a public research centre dependent on the Spanish
Government. This Barometer, Study no. 2951, measures the public
perception of the main problems in Spain and was carried out in June 2012.
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healthcare protections, payments for medicines, the closing
of primary care centres and the lack of sufficient healthcare
personnel. In addition to the discontent over these issues, the
regulations being established by the current conservative
government are also being challenged: all of the
Autonomous Communities without conservative led
governments are challenging the current reform in Spain's
Constitutional Court.

However, this social, professional and political opposition
has had no effect on the actions of the central government
and conservative regional governments, so the process of
healthcare cuts continues and is extending to other
communities, such as Catalonia, Castilla-La Mancha, Galicia
and Valencia. The unrest felt in Spanish society, which has
quickly gone from a so-called golden age of the welfare state
to a bronze age, or, in other words, from a period of security
to one of uncertainty, is one more example of the Beckian
risk society and global insecurity.

7. Conclusions

The primary conclusion of this analysis is that Spain
enjoys a National Healthcare System that is exemplary and is
recognized as such by its citizenry and by international
organizations. The System provides universal coverage with
the financial backing of the State’s general budget that is
administered in a decentralized fashion, which should ensure
closer, more unified and better informed administration and
improved access to health services and healthcare for the
citizens of each region. However, clarification is warranted
on a few points:

® Healthcare services are in an ever more precarious

situation, as in recent years the population has grown
10% while healthcare resources have not grown at a
similar pace.

® Regional differences are being seen in healthcare

services in primary health care, specialized care, and
in the availability of certain diagnostic technologies
and treatment options. This has caused certain social
groups to seek these services from private clinics.
This could lead to greater inequality and — even more
serious — regional differences in service offerings.
This would in no way contributed to fairly
distributed healthcare throughout the entire State for
all its citizens.

® The “technostructure” must be made up of

professionals of the highest calibre possible and
should not be chosen based on political
considerations. Changes must be made in the
economic administration of healthcare centres and

services.
® The Ministry of Public Health and Consumer
Services, the National Healthcare System

Interregional Council, and the Higher Inspection do
not adequately perform their functions as
coordinating and regulating bodies for the new
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managing  methodologies adopted by the
Autonomous Communities. These governmental
bodies must exercise greater control over healthcare
spending in order to successfully ensure greater
effectiveness, efficiency and fairness, thus
contributing to a higher level of democracy and
greater sustainability for the System as a whole.

Finally, as indicated by certain sociologists (Bleda, 2008:
45; Irigoyen, 2007: 20-25), we maintain that due to social
and cultural changes in modern society as well as changes in
government, healthcare policies, and among healthcare
professionals, we must take into account the limitations of
our resources in order to generate sustainable growth, and we
must put more emphasis on promoting healthy lifestyles as
opposed to focusing on healthcare alone. This will require a
greater participation in the decision-making process on the
part of citizens and healthcare professionals and will require
a new, more deliberative and participatory model, flexible
enough to adjust to a dynamically changing world. With the
changing times in Spain, primarily brought on by the current
economic and social crisis and the election of the
conservative Partido Popular, a new scenario is developing
in which old debates over the role of the public and the
private sectors are reappearing. All the institutions and
organizations involved in healthcare agree that change in the
National Healthcare System is necessary, but these changes
must be carried out in a manner agreed upon by all
stakeholders in the healthcare system and not simply based
on the ideology of the governing party.
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