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How is the health system

organized?

The National Health Service is universal and co-exists with special health insurance
schemes serving particular segments of the population

Organization

Portugal has a predominantly tax-based health system
with universal coverage. The National Health Service
(NHS) co-exists with two other systems: the special
health insurance schemes for particular professions
or sectors (such as civil servants, military personnel,
the police and employees at banks and insurance
companies), called the Health Subsystems; and pri-
vate voluntary health insurance (VHI). The Azores and
Madeira, as autonomous regions, have broad powers
for their own health care systems.

A new NHS Statute passed in 2022 established the
NHS Executive Directorate, tasked with management
and coordination across the different elements of
the NHS and overseeing the implementation of the
National Health Plan 2021-2030 with other health
system bodies. It also established intermediate man-
agement structures (Local Health Systems) aimed at
promoting the coordination of health care providers

locally and managing NHS resources.

The Ministry of Health consolidates most planning,
monitoring, guidance and regulatory activities (also
see Box 1). Further reforms to the organization of the
NHS in September 2024 abolished the five Regional
Health Administrations that used to manage and
deliver health care services and transferred a wide
range of functions to the NHS Executive Directorate.
These functions include the regional planning of the
NHS workforce, monitoring infrastructure funding
and the management of primary care, including the
implementation and development of Family Health
Units (FHUs) (see Section on Primary and ambula-
tory care).

Municipalities also hold some health sector respon-
sibilities. These include managing and investing in
primary care infrastructure and overseeing pro-
grammes that promote healthy lifestyles.

Box 1 Capacity for policy development and implementation

The new Health Basic Law (2019), followed by the new statutes of the NHS (2022) initiated a series of reforms in
the health sector that are aligned with the overall reform framework for the country and the national Recovery and
Resilience Plan. The creation of the NHS Executive Directorate (2022) has led to the revision of the role and functions
of several institutions in the health sector. This has created a momentum for innovation that can positively influence
the efficiency of the health system and the pursuit of a more equitable, person-centred and integrated provision of
health services. The new roles of the institutions within the Ministry of Health are being defined. Concurrently, the
expansion of the Local Health Units model (see subsection on Primary and ambulatory care) has also created the
opportunity to upgrade management practices and the integration of primary and hospital care, as well as contrib-

uting to the reform of public health services.
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Planning

Overall planning and regulation take place largely
at the central level by the Ministry of Health and its
institutions. Under the new structural changes, the
operational management of the NHS, along with many
regional planning functions, take place through the
NHS Executive Directorate.

A comprehensive, long-term National Health Plan
for 2021-2030 was approved in 2023 (with delays
due to the COVID-19 pandemic). Its primary goal is
to promote a sustainable health system, with key

Providers

Primary and hospital care are delivered by a mix of
public and private providers, with general practitioners
(GPs) acting as gatekeepers to specialist and second-
ary care. The NHS predominantly provides primary
care and acute general and specialized hospital care.
Dental consultations, diagnostic services, renal dialysis
and rehabilitation are more commonly provided in the
private sector (but with public funding to a considera-
ble extent) under contractual arrangements with the
NHS. The creation of Family Health Units in 2007 and

How much is spent on health

services?

objectives focusing on reducing inequalities in pop-
ulation health, addressing behavioural risk factors
such as smoking and obesity, and effectively man-
aging major communicable and noncommunicable
diseases. It also encompasses emergency prepared-
ness, looking at potential risk scenarios such as those
associated with climate change or epidemiological
threats. A Monitoring and Evaluation Plan as well
as a Strategic Communication Plan will support the
implementation of the National Health Plan.

Primary Healthcare Centre Groups in 2008 restruc-
tured the organization of Portuguese primary care in
order to provide more integrated primary care for the
local population. In the hospital sector, NHS public
hospitals make up just under half (112) of all hospitals
(243). Among the not-for-profit private operators are
charitable institutions known as Misericdrdias, which
have agreements to provide services (through their
24 hospitals and 120 nursing homes) to both the NHS
and the Health Subsystems.

Health spending has gradually increased, although it remains below the EU average. Out-
of-pocket payments currently contribute nearly a third of health financing while Voluntary

Health Insurance also plays a role.

Funding mechanisms

The NHS is predominantly funded through general tax-
ation via a transfer from the state budget. The Health
Subsystems, which provide either comprehensive or
partial health care coverage for approximately 35% of the

population, are financed mainly through employee and
employer contributions, including the national govern-
ment as an employer. Voluntary Health Insurance (VHI)
is funded through the premiums paid by policy holders.

Health system summary: 2024



Health expenditure

Per capita, health spending in Portugal has increased
over the past two decades (Fig. 1). In 2022, current
health expenditure represented 10.6% of GDP, which
amounted to US$ PPP 4464 per capita, below the aver-
age for EU/European Economic Area (EEA) countries
and the United Kingdom (Fig. 2). Health expenditure

from public sources accounted for 62% of the total,
well below the EU average of 81%. Private expendi-
ture on health is mostly driven by out-of-pocket (OOP)
payments by households (see below). Private (volun-
tary) health insurance also plays a role in financing,
representing around 8% of health expenditure in 2022.

Fig. 1 Trends in health expenditure, 2000-2022 (selected years)
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Out-of-pocket payments

The share of OOP payments has been stable over the
past decade and accounted for 30% of total health
spending in 2022, which is double the average among
EU countries (15%). In 2022, OOP spending was
related mainly to outpatient medical care (54% of total
OOP payments), pharmaceuticals (22%), and inpatient
hospital care (10%) (Fig. 3). Until 2022 there were two
types of cost-sharing: fixed-rate charges payable for
most services within the NHS, including consulta-
tions (primary care and out-patient visits), emergency
visits, diagnostic tests and therapeutic procedures;
and co-insurance (a varying percentage of the cost)
for pharmaceuticals covered by the NHS and for other
health insurance arrangements (subsystems and VHI).
Moreover, a considerable portion of the population
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opt to purchase outpatient care directly from private
providers, in some cases motivated by long waiting
lists for consultations in certain medical specialties.

In recent years, exemptions from the fixed-rate
user charges had been extended to a number of
groups, including those experiencing economic hard-
ship, unemployed people, pregnant women, children
under 18years of age and for certain patient groups. In
2020, the government removed the flat-rate charges
for primary care and NHS-prescribed services while
in 2022 all flat-rate charges within the NHS were
abolished, except for visits to hospital emergency
departments without a referral (from a health centre
or the NHS 24 hour telephone line) or which do not
require a hospital admission afterwards.

Portugal



Fig. 2 Current health expenditure (US$ PPP) per capita in WHO European Region countries, 2021 or
latest available year
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Fig. 3 Composition of out-of-pocket payments, 2022
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Coverage

Eligibility for care under the NHS is based on residency
and includes asylum seekers and migrants in the
process of regularizing their legal status. Unemployed
people, dependent family members and retirees are
still covered by the health system even though they

— 00P 30% —

Distribution of 00OP
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54% Outpatient medical care

22% Pharmaceuticals

6% Long-term care
8% Other

may not pay taxes or social security contributions.
The benefits package is broad, encompassing most
primary, diagnostic, secondary and emergency care
services; however, there is relatively little coverage
for optical care and adult dental care (Box 2).

Box 2 What are the key gaps in coverage?

The NHS has been able to provide universal and comprehensive health coverage with a broad benefits package.
The exception is dental care, which is mainly based on private providers and funded by individuals. In order to
increase access to publicly-funded dental services within some primary care facilities, a National Programme for
Oral Health Promotion was launched in 2008. |t operates via a voucher system allowing voucher holders to receive
regular check-ups and preventive treatments free of charge. The Programme was expanded in 2021 and eligible
individuals now include all children aged 4 and those aged between 7 and 18 years old, pregnant women, people

with HIV/AIDS and other vulnerable groups.

Although flat-rate user charges have been abolished (since 2022), cost-sharing is still in place for pharmaceuticals,
while long waiting times continue to drive direct 00P payments by households, particularly for privately provided

outpatient services.

Paying providers

Several payment mechanisms are used to reimburse
providers (Box 4). Primary care providers within the
NHS are paid using a combination of salary, fee-for-
service and pay-for-performance depending on the type

of unit; for example Model B and Model C Family Health
Units (FHUs) have payment structures that include
performance and quality-based financial incentives
while Model B FHUs do not. NHS outpatient services

Portugal



are paid according to risk-adjusted capitation and
pay-for-performance components, while risk-adjusted
capitation was introduced in all Local Health Units,

Fig. 4 Provider payment mechanisms in Portugal
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What resources are available for

the health system?

Initiatives for the strategic planning of the health workforce are underway in order to
strengthen forecasting and address capacity needs

Health professionals

The number of doctors in Portugal has grown steadily
over the past two decades and was higher than the
EU average, at 562 physicians per 100 000 population
in 2021 (Fig. 5). However, this is partly because all
doctors who are licensed to practise are recorded in
the data, rather than just those who are profession-
ally active, leading to an overestimation. Compared
to many other European countries, a much larger

proportion of doctors in Portugal (53%) are general
practitioners but there are still shortages recorded for
GPs working in public facilities.

Despite a growth of around 30% in the number
of practising nurses since 2010, Portugal had a lower
number of 728 nurses per 100 000 population in
2021 compared to the EU average of 770. Some of
the reasons contributing to lower nurse numbers

Health system summary: 2024



include relatively low pay, stressful working condi-
tions and limited career prospects, the emigration of
nurses to work in other countries (particularly Spain,
Switzerland and the United Kingdom) and stagnating
numbers of nursing graduates over the past decade.
To address some nurse retention issues, in 2022
the government reinstated the nurses’ salary pro-
gression scheme and began recruitment of approx-
imately 1900 specialist nurses and nurse managers

(OECD/European Observatory on Health Systems
and Policies, 2023).

In 2023 the government established several initi-
atives aimed at strengthening planning and strategic
management of human resources within the NHS,
including an inventory of existing workforce capacity,
studies on human resources gaps and the devel-
opment of the Human Resources in Health (HRH)
Information System.

Fig. 5 Practising nurses and physicians per 100 000 population, 2021
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Health infrastructure

Portugal has 243 hospitals, with 112 of these being
public hospitals run by the NHS and which account
for around two thirds of the country’s inpatient capac-
ity (INE, 2024a). The density of hospital beds has
remained fairly stable over the last two decades and
did not increase during the years of the COVID-19
pandemic, as the existing bed stock was sufficient to
deal with the health emergency. Hospital bed num-
bers are relatively low, registering at 348 beds per
100 000 population in 2022, compared to 485 beds
per 100 000 across the EU (Fig. 6). Of these, the

majority are curative (acute) care beds (330 beds per
100 000 population).

Data for the number of magnetic resonance imaging
(MRI) units and computerized tomography (CT) scanners
in Portugal only covers equipment available in hospi-
tals (Fig. 7). The number of these hospital-based units
has increased over the last 10 years, with MRI units
increasing more substantially from 7.2 units per 1 million
population in 2015 to 12.3 per 1 million in 2022 while
CT scanners rose from 16.0 per 1 million population to
18.2 per 1 million population during the same period.

Portugal



Fig. 6 Hospital beds per 100 000 population in Portugal and selected countries, 2000-2022
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Fig. 7 Magnetic resonance imaging (MRI) and computed tomography (CT) scanners in Portugal, per

100 000 population, 2022
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Distribution of health resources

The majority of both public (NHS) and private hospi-
tals are located in the Northern, Central and Lisbon
Regions, accounting for 80% of all hospitals. The
distribution of primary care centres varies across
regions and districts, with the highest number in
Lisbon and Oporto, but almost all of the population
lives within 30 minutes from a primary care facility.
However, not all facilities are allocated the same level
of human resources and thus a patient may live close

SCAN

-!-I-A

CT scanners per million
population

18.2

t0 a primary care unit but not be registered with a GP.
Health workers in Portugal are concentrated in the
coastal areas and greater Lisbon and Oporto while the
region of Alentejo has the lowest densities of NHS
doctors and nurses as well as dentists. A new medi-
cal training programme known as More Doctors was
launched in 2024, providing salary and housing ben-
efits to attract young doctors to hospitals in sparsely
populated districts.

Health system summary: 2024



How are health services

delivered?

Efforts to promote greater integration of care between primary care and hospital-level
services have been reinvigorated under NHS reform initiatives

Public health

Currently, the organization of public health services,
including the public health surveillance system, is the
responsibility of the Directorate-General of Health
(DGH) of the Ministry of Health. The DGH is in charge
of designing the programmes, defining strategies and
approving national plans. At the regional level, public
health units (based in Local Health Units), as well as
GPs undertake health promotion and prevention activ-
ities as part of their work, including family planning,
antenatal services and screening programmes.

Primary and ambulatory care

Primary health care within the NHS is delivered through
the national network of Primary Healthcare Centre
Groups, which mainly comprise Family Health Units
(FHUs) of autonomous multidisciplinary teams including
GPs, nurses and other health care professionals that
provide primary care services for target populations (see
also Box 3). Personalized Health Care Units (PHCUs)
which are group practices that predated the reform

The NHS is responsible for implementing the
National Immunization Programme which includes
the most important vaccines as defined by the
DGH (according to the epidemiology of disease in
Portugal) for protecting population health. Vaccination
is strongly advised but not mandatory. People can be
vaccinated in local primary care units; vaccines that
are included in the national programme are free for
all NHS users.

that established the FHUs (in 2007) also deliver primary
care services. Additionally, some primary care services
are delivered through community care units, which
provide care to groups with special needs, including
psychosocial support and home care services for older
people. Private clinics outside of the NHS and health-
care organizations under the Health Subsystems are
also providers of primary care to the population.

Box 3 What are the key strengths and weaknesses of primary care?

Portugal has a variety of facilities providing primary care under the NHS. It has expanded its primary care network
slowly and steadily over the last 15 years, mainly through the expansion of Family Health Units (FHUs). In January
2024, the number of Model B FHUs was increased to 212 and they are expected to gradually become the general
model of such units. Model B FHUs are groups of GPs, nurses and administrative personnel that contract a larger
package of care (compared to Model A FHUs) and which have a different payment structure that includes an ele-
ment of pay-for-performance. A new Model C FHU was introduced in September 2024 which will use public funds
to contract private providers that will work in group practices in parallel with the public FHUs.

One of the current weaknesses of primary care, particularly since the COVID-19 pandemic, has been the decline
in the number of people registered with an NHS family doctor. Despite the increase in NHS primary care facilities,
an estimated 1.5 million individuals were without an assigned GP in 2023. The main reason is a shortage of GPs,
with many family doctors retiring in recent years and not enough newly trained GPs joining the NHS system. The
expansion of FHUs (Model B and Model C) aims to improve primary care coverage, and particularly access to GPs.
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Since they were first introduced in 1999, Local Health
Units (Unidades Locais de Satide) have been used as an
organizational tool to steer coordination and service

integration across primary and hospital care services. An
expanded set of Local Health Units is being rolled out
nationwide under the most recent NHS reforms (Box 4).

Box 4 Are efforts to improve integration of care working?

The vertical integration of health care has been operationalized in Portugal via Local Health Units. Their management
model integrates all the services provided by public hospitals and primary health care, as well as providers under
the National Network for Long-Term Care, within defined geographic areas (Goiana-da-Silva et al., 2024). Initial plans
to implement these units slowed down after 2012, with seven being established in the first decade of the 2000s,
serving around 10% of the population. However, a programme to expand the network of Local Health Units has been
reinvigorated under the NHS reform plans launched in 2023. Consistent with the aims of decentralizing governance
within the NHS, as well as improving efficiency and streamlining care pathways for patients, the NHS Executive
Directorate expanded the network of Local Health Units nationwide to 39 operational units in 2024.

Hospital care

Secondary and tertiary care is mainly provided in hospi-
tals, which are grouped into Hospital Centres covering a
given geographical area. At the start of the 2000s, one
of the government’s objectives was to increase capacity
and value for money in the NHS by increasing private

Pharmaceutical care

There is a maximum number of pharmacies allowed in
each community and the location of these pharmacies
is highly regulated. Pharmaceuticals that require pre-
scription can only be sold in a pharmacy. Until 2007,
pharmacies had to be owned by a qualified pharma-
cist. However, the Ministry of Health passed a law

Mental health care

Since the publication of the National Plan for Mental
Health Services 2007-2016, Portugal has focused on
delivering family-oriented mental health care in the
community through locally based services wherever
possible. Regional-level services are used whenever
local ones are not available. Ambulatory mental health
services are based within the network of primary
care centres, and GPs are typically the first point of
contact for such services. More specialized mental
health services are delivered in mental health units
by multidisciplinary teams. Inpatient admissions and
emergencies are treated in hospitals. Psychiatric hospi-
tals support the local health teams, provide specialized

sector involvement in the building, maintaining and
operating of health facilities under public—private part-
nerships, drawing on the British model. However, evi-
dence of their value has been mixed and currently there
is only one hospital being run under this framework.

(Decree-Law No. 307/2007 of 31 August 2007) allow-
ing ownership of a pharmacy to have no constraints
other than a maximum number of four pharmacies
per owner. It is still mandatory to have a technical
director with a degree in pharmaceutical sciences in
each pharmacy.

and inpatient care, and provide residential services for
patients without any family or social support system.
Care for children and adolescents is given by specific
teams at the local level.

A renewed framework for mental health services
was launched in 2021 in conjunction with the new
National Mental Health Plan (Xavier et al., 2024). It
continues to stress community-based services and
deinstitutionalization. Policies include the greater inte-
gration of patients within general hospitals and dedi-
cated units within long-term care facilities as well as
measures to address the shortages of mental health
professionals across the country.

Health system summary: 2024
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Dental care

Dental care services are not part of the NHS stand-
ard benefits package and are mainly provided by pri-
vate sector clinics and paid for directly out of pocket.
However, under reforms to increase accessibility, public
funding has been made available to deliver certain ser-
vices, such as regular check-ups and preventative oral

What reforms are being

pursued?

care for eligible groups under the National Programme
for Oral Health Promotion (see Box 2). These are typ-
ically delivered in the dentist’s office under a voucher
system. Some dentists contract with one or more
health subsystems or VHI, with each plan defining its
own list of eligible treatments and fees.

op
3

The organization and governance of the NHS has been a key target of reforms, along with
enhanced accessibility and the targeted strengthening of primary and integrated care

Following the global financial crisis in 2009 and
Portugal’s Economic and Financial Adjustment
Programme some key objectives during the period
2011-2015 were to reduce prices in the NHS through
workforce salary decreases (which were later reversed
in line with the economic recovery), lowering pharma-
ceutical prices and reduced contracting with private
providers. Measures were particularly focused on
the pharmaceutical market, given the high level of
public pharmaceutical expenditure. From 2016 priori-
ties included continuing the reform of primary health
care, for example, to expand the network of primary
care centres and increase the number of NHS users
enrolled in GP patient lists. Other areas of focus were
to facilitate the reorganization of the hospital sector
into Hospital Centres, expand the national network
of long-term care providers and to set up a national
network for palliative care to improve access and
delivery of end-of-life services.

Accessibility and financial protection have
also been key areas of reform action (Box 5).
Acknowledging an important gap in the provision of
dental health services, the expansion of the voucher
system under the National Programme for Oral
Health Promotion in 2021 has targeted children and

adults belonging to vulnerable groups to improve
access to regular check-ups and free preventive
dental care (see Box 2). The staged abolition of
flat-rate charges on a wide range of health services
between 2020 and 2022 contributed somewhat to
alleviating health-related cost pressures on house-
holds although the impact is not yet visible in the
available OOP payment data.

Another area of reform activity has been in the
governance of the NHS. With the establishment of
the new NHS Executive Directorate in 2022, the aim
is to strengthen the coordination and management of
NHS providers. Ongoing implementation in this area
has seen the transfer of key competencies from the
Regional Health Administrations (RHAs) to the NHS
Executive Directorate in September 2024.

Finally, both the network of primary care providers
and the implementation of integrated care are being
strengthened. Since 2024, Family Health Units have
been augmented both in number and scope while the
nationwide rollout of Local Health Units throughout
2023 and 2024 has seen a significant expansion of the
tool that aggregates primary care services, hospital
and continued care services under the same manage-
ment at the local level.

12
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Box 5 Key health system reforms over the past 15 years

Pharmaceutical policies 2010-2015: changes to reference pricing (2010) revision of reimbursement rules in the NHS
(2010-2015), and use of clinical guidelines for prescription (since 2010).

National Health Plan 2012-2020: with a focus on equity and access to healthcare, health citizenship, quality of health
services and promoting good health.

Strategic Plan for Primary Healthcare Reform (2016): reprioritized the 2005 primary care reform.

Abolition of flat-rate charges for NHS services (2020 and 2022): primary care flat-rate charges removed in 2020,
followed by removal of charges for all NHS prescribed services in 2022.

Expansion of National Programme for Oral Health Promotion (2021): voucher scheme expanded to include a wider
number of eligible people.

NHS Statute (2022): broad set of arrangements for the NHs including new governance model for hospitals and for
the organization of the NHS.

Establishment of Executive Directorate for the NHS (2022): the new management body, located in Porto, will coor-
dinate the management and operations of NHS healthcare providers.

National Health Plan, 2021-2030 (implemented from 2023): with a focus on reducing population health inequalities,
behavioural risk factors, management of major communicable and noncommunicable diseases and emergency
preparedness

Nationwide expansion of Local Health Units (2023-4): implementation of plan to integrate all NHS hospitals and
primary care centres into Local Health Units covering designated geographical areas throughout the country.

Family Health Units (FHUs), 2024: expansion of Model B FHUs and introduction of Model C FHUs.

How is the health system

performing?

il

Portugal aims to improve quality of care while also enhancing health system efficiency

Health system performance monitoring and

information systems

Since 2013, the Central Administration of the Health
System has been responsible for benchmarking anal-
ysis within the NHS. Both NHS hospitals and primary
care units are currently included in this benchmarking
analysis, whose methodology covers performance and
activity-based indicators on access, quality, produc-
tivity and financing. Additionally, several reports are
produced analysing the performance of the NHS, for
example the Council of Public Finances report in 2024,

containing international comparisons and historical
data on a number of indicators (CFP, 2024).

The Ministry of Health has a dedicated service
responsible for the assessment and implementation
of information technology systems and platforms
employed within the health system. The NHS web-
site and app MySNS gives individuals access to their
patient record as well as to a range of information on
NHS facilities and services, including waiting lists for

Health system summary: 2024
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registered surgeries and waiting times for emergency
visits at NHS hospitals and outpatient consultations in
both hospitals and primary care units. Developments
in the digitalization of the health system include the
Medical Electronic Prescription system which allows
paperless prescription of health care products, med-
icines and exams to be issued electronically and the

clinical registration software (SClinico) that collects
standardized clinical records across NHS primary care
units and hospitals. Additionally, the Live Health Data
Platform (PDS Live) not only enables real-time video
teleconsultations (see below) but also allows for the
sharing of related clinical information, such as diag-
nostic images and the transmission of medical results.

Accessibility and financial protection

In 2023, 2.8% of the Portuguese population reported
that they had unmet needs for medical care due to
cost, travel distance or waiting times, a rate that is
slightly higher than the EU average (2.4%). Those
from the poorest households report higher unmet
needs than those from the richest income group,
around six times greater (Fig. 8). Unmet needs for
dental care are higher, with 8.7% of the population
experiencing difficulties in obtaining care in 2023,
one of the highest rates among EU countries, and
with a significantly higher rate (19.3%) among those
in the poorest households compared to high income

Health care quality

Portugal’s National Strategy for Health Quality 2015-
2020, which is still in place, focuses on a number of
targets to improve clinical and organizational quality
within the NHS and highlights the need to scale up the
accreditation of health care institutions and providers.
The monitoring of patient satisfaction with specific
services within the NHS is captured by various reports
as, for example, this is one of the indicators used for
benchmarking primary care units. The last nation-
al-level survey into patient satisfaction was conducted
in 2015 but more recently, the annual Stada Report
(Ordem farmaceuticos, 2024) provides an insight into
the population’s attitudes on health in general and on
health services (Box 6).

Meanwhile, the adoption of the National Plan for
Patient Safety 2015-2020 (renewed for the period
2021-2026) is compulsory for health care institutions,
and provides support for NHS managers and clinicians
to apply methods for improving the management of
risks associated with health care provision.

households (1.4%). Unmet needs for dental care in
particular are driven mainly by cost.

Spurred by the need to ensure accessibility of
primary care during the COVID-19 pandemic, the
enabling of digital solutions, via remote consulta-
tions, was able to substitute for a fall in face-to-face
physician visits in Portugal. Take up of these types of
consultations was particularly strong during pandemic
surge times in 2020 and 2021. The Live Health Data
Platform (PDS Live) continues to provide the possibility
of video teleconsultations with physicians for patients
who are unable to attend a visit in person.

Key indicators of the quality of primary care, such as
avoidable hospital admissions for ambulatory-sensitive
chronic conditions, show relatively good results for
Portugal, with the combined rates for chronic obstruc-
tive pulmonary disease (COPD) and asthma being
60% lower than the EU average (OECD/European
Observatory on Health Systems and Policies, 2023),
coupled with relatively low rates for hypertension
and diabetes. However, Portugal has a high avoidable
hospital admissions rate for congestive heart failure
relative to the other countries featured in Fig. 9. These
are defined as admissions for medical problems that
are potentially avoidable if effectively managed in
outpatient settings.

Regarding the effectiveness of secondary care, the
rate of 30-day mortality after admission from acute
myocardial infarction is higher than in many other EU
countries and has improved only marginally since
2011 (Fig. 10).
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Fig. 8 Unmet needs for a medical examination (due to cost, waiting time, or travel distance), by income
quintile, EU/EEA countries, 2023
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Box 6 What do patients think of the care they receive?

In 2024, the Stada Report revealed that 49% of the Portuguese people surveyed were satisfied with their health
service, the NHS (compared to an EU average of 56%). Dissatisfaction was mainly due to difficulties in obtaining an
appointment (46%), perceived inadequate care (55%) or lack of trust in decision makers (43%) (Ordem farmaceuti-
cos, 2024). Additionally, only 32% of those surveyed said that they trust conventional medicine (compared to an EU
average of 69%) and 43% stated that they trust that their doctor knows what is best for them. Some 46% of people
affirmed that they would like a more holistic approach to their health.

Health system summary: 2024 15



Fig. 9 Avoidable hospital admission rates for asthma and chronic obstructive pulmonary disease,
congestive heart failure, hypertension and diabetes, 2021
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Fig. 10 In-hospital mortality rates (deaths within 30 days of admission) for admissions following acute
myocardial infarction, Portugal and selected countries, 2011 and 2021
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Health system outcomes

In Portugal the rate of premature deaths from pre-
ventable causes remained below the EU average in
2021 (156 compared to 201 per 100 000 population)
but it is still higher than the best performing Member
States (Fig. 11). The preventable mortality rate had
been declining incrementally since 2012 but registered
increases in both 2020 and 2021 due to the fact that
COVID-19 deaths are classified as preventable deaths.
In 2021, the leading causes of deaths that could be
avoided through public health and primary preven-
tion interventions included COVID-19, lung cancer,
ischaemic heart disease and cerebrovascular diseases

(Eurostat, 2024). Robust prevention policies targeting
health risk factors such as smoking and obesity could
help to reduce preventable mortality (Box 7).

Mortality due to treatable causes in Portugal has
reduced by 20% since 2012, and in 2021 was 75 per
100 000 population, below the EU average of 93
(Fig. 11). Colorectal cancer, ischaemic heart disease,
cerebrovascular diseases and breast cancer (women
only) are among the leading treatable causes of pre-
mature mortality in Portugal (Eurostat, 2024), which
could be reduced through earlier diagnosis and timely
and effective treatment.

Fig. 11 Mortality from preventable and treatable causes 2012 and 2021
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Box 7 Are public health interventions making a difference?

Portugal has seen a reduction in smoking prevalence in recent years: for example, daily smoking rates among adults
declined from nearly 17% in 2014 to 14% in 2019 while among adolescents, there was a reduction in reported ciga-
rette smoking from 11% in 2018 to 9% in 2022. However, among teenagers the use of e-cigarettes increased slightly
(from 12.4% to 13.4%) in the period 2015-2019. While evidence on the effectiveness of interventions addressing risk
factors such as tobacco consumption is limited, the reductions in smoking prevalence rates can be attributed, at
leastin part, to the measures implemented under the National Programme for the Prevention and Control of Tobacco
Use, including smoking bans in public places, prohibiting the sale of cigarettes to minors and stricter controls over
the sale and marketing of tobacco products.

In contrast to smoking rates, levels of overweight and obesity have been slowly rising in Portugal, with self-reported
data classifying 17.1% of adults as obese in 2019 (up from 16.1% in 2014) and 20% of Portuguese 15-year olds being
either overweight or obese in 2022 (compared to 17% in 2010). Some of the actions taken to date include measures
to improve dietary habits under the National Programme for the Promotion of Healthy Eating, such as restrictions
on advertising unhealthy foods to children, introducing nutrition standards in schools, no value-added sales tax
on healthy foods and a tax on sugar-sweetened beverages and high-salt/high-fat foods. Additionally, the National
Physical Activity Promotion Programme contains awareness-raising initiatives and pilot projects to encourage

physical activity prescriptions in primary care, with the support of digital tools.

Source: OECD/European Observatory on Health Systems and Policies, 2023

Health system efficiency

A cursory illustration of the health system'’s perfor-
mance in terms of input costs and outcomes can
be obtained by plotting current health expenditure
against the treatable mortality rate (Fig. 11). Given its
expenditure level in 2021, which is similar to a cluster
of countries such as Cyprus, Italy, Slovenia and Spain,
Portugal registers a treatable mortality rate that is
comparable. Moreover, its treatable mortality rate is
in line with several other countries, such as Austria,
Finland and Ireland, which have significantly higher
per capita health expenditure. These basic results
suggest that given its expenditure levels, Portugal
has been able to secure comparatively good health
system outcomes.

In terms of allocative and technical efficiency, some
instructive indicators show that hospital expenditure
in Portugal accounts for 42 % of total health spending,
slightly above the EU average of 40% while outpatient
care represents 26% of the total health expenditure,
just below the EU average of 28%. Over the past two
decades, hospital expenditure has been increasing,
with a significant contributor being public funding for
private hospitals (Braz et al., 2024). Between 2014

and 2022, hospitals in Portugal accrued a cumulative
deficit amounting to 2.5% of GDP primarily due to
underfunding. Additionally, a national assessment of
hospital efficiency shows that it declined from approx-
imately 85% in 2012 to 80% in 2022. This drop in
efficiency is linked to a reduction in the overall quality
of care (INE, 2024b).

Following the severe impact of the COVID-19 pan-
demic, the healthcare sector is rebounding. In 2022,
the number of outpatient consultations and medical
exams exceeded pre-pandemic levels, with a total
of 825 000 hospitalizations and 7.4 million days of
hospitalization in NHS hospitals. The average length
of stay was 9.2 days, a slight increase from 2021.
Similarly, emergency department visits grew by 24%
compared to 2021, reaching approximately 8 million
visits, with 6.6 million in NHS hospitals. The number
of emergency department visits to private hospitals
in 2022 was the highest since 1999, rising by over
43.7% compared to 2021, totaling 1.5 million visits
(INE, 2024b). Surgical procedures and medical out-
patient appointments have generally increased since
the early 2000s, although there were notable drops
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in 2019 and 2020 due to the pandemic. This trend of
growth in both public and private hospitals has largely
continued (INE, 2024b).

Portugal has implemented cost-containment
measures for pharmaceuticals since 1996, with
a significant increase in the number and variety

of such measures starting in 2010, particularly
following its Economic and Financial Adjustment
Programme. The most frequent measures have
focused on reimbursement, pricing, prescription
guidelines, and regulations within community phar-
macies (Box 8).

Fig. 12 Treatable mortality per 100 000 population versus health expenditure per capita, Portugal and

selected countries, 2021
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Box 8 Is there waste in pharmaceutical spending?

In 2023, the NHS spent €1593.8 million on pharmaceuticals, a 3.5% increase compared to 2015. Despite cost-control
measures, this steady rise in pharmaceutical expenditure highlights the ongoing pressure on the healthcare system.
Patients contributed €859.8 million to this total, reflecting their share of the cost burden. The proportion of generic
drugs dispensed in the competitive market has steadily increased, now representing 64% of units dispensed (infarmed,
2024). While this shows progress in promoting cost-effective alternatives, the growth has been gradual, suggesting
that further efforts are needed to boost generic drug uptake.

Since 2010, several policies have been implemented to control expenses and costs. These have included cost
containment (2011-2015), changes to reference pricing (2010), revision of reimbursement rules in the NHS (2010-2015),
use of clinical guidelines for prescription (since 2010), electronic prescription (since 2015) and incentives for patients
and community pharmacies to use generic drugs (2011-2015).

Health system summary: 2024
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Summing up

Portugal’s NHS is a universal health system cover-
ing all residents, regardless of their socioeconomic,
employment or legal status. The NHS also coexists
with health subsystems that provide services to spe-
cific segments of the population. A comprehensive
range of health services are delivered through a mix
of public and private contracted providers. Over the
past decade and half, there has been a sustained
focus on improving equity of access to health care,
with enhanced coverage of dental care, the abolition

Population health context

of fixed user-charges for NHS services and expanding
the network of primary care centres to better serve
population needs and increase the number of people
that are registered with a GP. In parallel, the roll out
of Local Health Units is a major tool to implement
integrated primary and hospital care services under
coordinated management. The NHS itself has also
undergone significant governance changes, designed
to increase its capacity for effective management,
monitoring and coordination of health system services.

Key mortality and health indicators

2023

Life expectancy (years)

Life expectancy at birth, total
Life expectancy at birth, male

Life expectancy at birth, female

82.4

79.5

85.2

Mortality 2021

All causes (SDR per 100 000 population) 1000.3
Circulatory diseases (SDR per 100 000 population) 2479
Malignant neoplasms (SDR per 100 000 population) 226.1
Communicable diseases (SDR per 100 000 population) 18.4
External causes (SDR per 100 000 population) 44.9
Infant mortality rate (per 1 000 live births) 24
Maternal mortality per 100 000 live births (modelled estimates)* 12.0

Note: *Maternal mortality data is for 2020

Sources: Eurostat, 2024; WHO Regional Office for Europe, 2024

20

Portugal



Braz C, Cabral S, Cunha L (2024). Uma andlise da éficiencia hospitalar
em Portugal [An analysis of hospital efficiency in Portugal]. Lisbon:
Forum de Economia; 24 September (https://www.bportugal.pt/
sites/default/files/documents/2024-09/Apresentacao_Forum_
Economia_24set2024_1.pdf) (in Portuguese).

CFP (Conselho das Financas Publicas) (2024). Evolugao do
desempenho do servigo national de salide em 2023 sumario
executive [Evolution of the performance of the National Health
Service in 2023 executive summary]. Lisbon: Conselho das Financas
Publicas. (Report no. 07/2024). Lisbon (https://www.cfp.pt/
uploads/publicacoes_ficheiros/sumario-executivo-07-2024.pdf) (in
Portuguese).

Eurostat (2024). Eurostat Database [online databse]. Luxembourg:
European Commission.

Goiana-da-Silva F, Sa J, Cabral M, Guedes R, Vasconcelos R,
Sarmento J, Morais Nunes A, Moreira R, Miraldo M, Ashrafian
H, Darzi A, Aratjo F (2024). The Portuguese NHS 2024 reform:
transformation through vertical integration. Front. Public Health
12:1389057 (https://doi.org/10.3389/fpubh.2024.1389057).

INE (Instituto Nacional de Estatistica) (2024a). Estatisticas da Satde:
2022 [Health Statistics: 2022]. Lishon: Instituto Nacional de
Estatistica (https://www.ine.pt/xurl/pub/439489924).

INE (Instituto Nacional de Estatistica) (2024hb). Recovery

of hospital activity in 2022. Lisbon: Instituto Nacional

de Estatistica; 5 April (https://www.ine.pt/xportal/
xmain?xpid=INE&xpgid=ine_destaques&DESTAQUESdest_
boui=643911142&DESTAQUESmodo=2).

Infarmed (2024). Utilizacao e despesa. Ambulatdrio: monitorizagao do
consumo de medicamentos [Usage and expenses. Outpatient setting:
monitoring medicine consumption] [website] ( https://www.infarmed.
pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/
relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/
view/88651107_110_INSTANCE_6pNaRnfhVAxZ_
redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%?2
Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-des
pesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_
INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_
state%3Dnormal%26p_p_mode%3Dview%26p_p_col_
id%3Dcolumn-1%26p_p_col_p0s%3D1%26p_p_col_count%3D2) (in
Portuguese).

OECD (2024). OECD Health Statistics. Paris: OECD Publishing.

OECD/European Observatory on Health Systems and Policies (2023).
Portugal: Country Health Profile 2023, State of Health in the EU.
Paris: OECD Publishing/Brussels: European Observatory on Health
Systems and Policies.

Ordem farmaceuticos (2024). News: Stada Health
Report 2024 Portugal. Lisbon: Order of Pharmacists
(https://www.ordemfarmaceuticos.pt/pt/noticias/
bastonario-na-apresentacao-do-stada-health-report/)

WHO (2024). Global health expenditure database [online database].
Geneva: World Health Organization.

WHO Regional Office for Europe (2024). European Health for All
database (HFA-DB) [online database]. Copenhagen: WHO Regional
Office for Europe.

Xavier M, Barreto H, Cruz MC, Domingos P, Gago J, Maia Correia T,
et al. (2024). A Reforma da Satde Mental em Portugal: trés anos de
transformagao [The reform of mental health in Portugal: three years
of transformation]. Lisbon: National Coordination of mental health
policies, Ministry of Health (https://doi.org/10.34619/1n9a-ybh44) (in
Portuguese).


https://www.bportugal.pt/sites/default/files/documents/2024-09/Apresentacao_Forum_Economia_24set2024_1.pdf
https://www.bportugal.pt/sites/default/files/documents/2024-09/Apresentacao_Forum_Economia_24set2024_1.pdf
https://www.bportugal.pt/sites/default/files/documents/2024-09/Apresentacao_Forum_Economia_24set2024_1.pdf
https://www.cfp.pt/uploads/publicacoes_ficheiros/sumario-executivo-07-2024.pdf
https://www.cfp.pt/uploads/publicacoes_ficheiros/sumario-executivo-07-2024.pdf
https://doi.org/10.3389/fpubh.2024.1389057
https://www.ine.pt/xurl/pub/439489924
https://www.ine.pt/xportal/xmain?xpid=INE&xpgid=ine_destaques&DESTAQUESdest_boui=643911142&DESTAQUESmodo=2
https://www.ine.pt/xportal/xmain?xpid=INE&xpgid=ine_destaques&DESTAQUESdest_boui=643911142&DESTAQUESmodo=2
https://www.ine.pt/xportal/xmain?xpid=INE&xpgid=ine_destaques&DESTAQUESdest_boui=643911142&DESTAQUESmodo=2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.infarmed.pt/web/infarmed/profissionais-de-saude/utilizacao-e-despesa/relatorios/ambulatorio/-/document_library_display/6pNaRnfhVAxZ/view/8865110?_110_INSTANCE_6pNaRnfhVAxZ_redirect=https%3A%2F%2Fwww.infarmed.pt%2Fweb%2Finfarmed%2Fprofissionais-de-saude%2Futilizacao-e-despesa%2Frelatorios%2Fambulatorio%3Fp_p_id%3D110_INSTANCE_6pNaRnfhVAxZ%26p_p_lifecycle%3D0%26p_p_state%3Dnormal%26p_p_mode%3Dview%26p_p_col_id%3Dcolumn-1%26p_p_col_pos%3D1%26p_p_col_count%3D2
https://www.ordemfarmaceuticos.pt/pt/noticias/bastonario-na-apresentacao-do-stada-health-report/
https://www.ordemfarmaceuticos.pt/pt/noticias/bastonario-na-apresentacao-do-stada-health-report/
https://doi.org/10.34619/1n9a-yb44

Keywords:

DELIVERY OF HEALTH CARE

EVALUATION STUDIES

FINANCING, HEALTH

HEALTH CARE REFORM

HEALTH SYSTEM PLANS - organization and administration
PORTUGAL

© World Health Organization, 2025 (acting as the host
organization for, and secretariat of, the European Observatory
on Health Systems and Policies)

Some rights reserved. This work is available under the Creative Commons
Attribution-NonCommercial-ShareAlike 3.0 IGO licence (CC BY-NC-SA 3.0 IGO;
https://creativecommons.org/licenses/by-nc-sa/3.0/igo).

The designations employed and the presentation of the material in this publication do
not imply the expression of any opinion whatsoever on the part of the WHO and the
European Observatory on Health Systems and Policies or any of its Partners concerning
the legal status of any country, territory, city or area or of its authorities, or concerning
the delimitation of its frontiers or boundaries. Dotted lines on maps represent
approximate border lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not imply
that they are endorsed or recommended by the WHO or the European Observatory on
Health Systems and Policies or any of its Partners in preference to others of a similar
nature that are not mentioned. Errors and omissions excepted, the names of proprietary
products are distinguished by initial capital letters. All reasonable precautions have been
taken by the European Observatory on Health Systems and Policies to verify the
information contained in this publication. However, the published material is being
distributed without warranty of any kind, either expressed or implied.

The responsibility for the interpretation and use of the material lies with the reader.

In no event shall the WHO, the European Observatory on Health Systems and Policies
or any of its Partners be liable for damages arising from its use. The named authors
alone are responsible for the views expressed in this publication. The views and opinions
expressed in Observatory publications do not necessarily represent the official policy of
the Participating Organizations.

The European Observatory on Health Systems and Policies is a partnership that supports
and promotes evidence-based health policy-making through comprehensive and rigorous
analysis of health systems in the European Region. It brings together a wide range of
policy-makers, academics and practitioners to analyse trends in health reform, drawing on
experience from across Europe to illuminate policy issues. The Observatory's products are
available on its web site (http://www.healthobservatory.eu).

i,
B World Health = suuimsos S
@} Organization Ex 3,
European Region . -.—‘-

0 !{ﬁ"lﬁ‘ll'auds,surance Th
Frey aladie e
HM Government % & m . s Pt tion

&
AT

JIENE
STROPICAL
MEDICINE




	Contents
	Authors
	How is the health system organized?
	How much is spent on health services?
	What resources are available for the health system?
	How are health services delivered?
	What reforms are being pursued?
	How is the health system performing?
	Summing up
	References



