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Nova Economics Club 

This club is composed by a group of students from Nova School of Business and 

Economics. The purpose the club is to enable students to actively participate in projects 

outside the university, as a way to apply their academic knowledge to practical and 

valuable situations.  

Two main objectives were set by its members. The first is to develop and participate in 

economics’ research projects with academic or public interest, through the creation of 

partnerships when valuable for all parties. Secondly, members commit to proactively 

participate in forums and debates regarding the area of economics. 

Any contact to our institution is welcome and should be addressed to the following e-

mail: novaeconomicsclub@gmail.com  

 

 

 

 

 

 

 

 

Disclaimer 

Members of the Nova Economics Club prepared this report. The authors are the sole 

responsible for the content of the report. The views expressed reflect only the opinion 

of the authors. NOVA SBE or its faculty accepts no responsibility whatsoever for the 

content of this report nor for any consequences of its use. 

The information contained herein has been compiled from several sources believed to 

be reliable, but NOVA SBE or the students accept no liability whatsoever for any direct 

or indirect loss resulting from the use of this report or its content. 

This report may not be reproduced, distributed or published without the explicit 

previous consent of its authors. At any time, NOVA SBE may decide to suspend this 

report reproduction or distribution without further notice.   
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For the past ten years, “sustainability” and “health” have been crowding all sorts of institutional 

reports, speeches and programs in Portugal. The Ministry of Health has assumed, as one of its 

main priorities, a rationing expenditure policy. Several paths were established, in that sense – 

such as a price reduction policy, the reduction of NHS cost burden and the reduction of the 

quantities consumed.   

Regarding the first perspective, 2010 was a critical year. Two years before that, the Government 

had already decided to cut by 30% the prices of all generics costing more than 5 Euros. But, in 

2010, two main measures appeared as significant: 

1) The reference price for medicines in Portugal should be the average of the five cheapest 

medicines of each homogeneous group, instead of the generic with the highest 

commercial price. The highest level of reimbursement – that was reduced in this year 

from 95% to 90% - is provided for the older and poorer users of the NHS. 

 

2) Two administrative price cuts in the generics took place: first, a 15% reduction and, by 

the end of the year, another 6%. The two most expensive generics for the State coffers 

suffered an additional price cut of 20%. 

It’s important to highlight that the tremendous impact of the first policy was greatly justified by 

the quarterly update of the list with the five cheapest in each homogeneous group, which has 

increased competition and pushed the average price down. 

So, from 2011 on, the price decrease has been more significant, as seen on Graph 1, due to the 

fact that there was a more diverse set of strategies being used – on a first stage, the only 

approach to decrease prices was through administrative cuts; in a latter stage, besides the ones 

above, measures 3.53 and 3.54 on the MoU led to more efficient pricing systems. 

 

 

 

 

  

 

 

 

 

 

 

 

 

A    Medicines Policy 

Measure 3.53. Set the maximum price of the first generic introduced in the market to 50% of the branded 

product with the same active substance. Enact legislation which automatically reduces the prices of medicines 

when their patent expires.  

Measure 3.54. Revise the existing reference-pricing system based on international prices by using as countries of 

reference the three EU countries with the lowest price levels or countries with comparable GDP per capita levels. 

Countries of reference will be revised 

Graph A | Evolution 

on the average 

price of generics 

and all medicines 
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Comparably to half a decade ago, the price of generics has reduced sharply, both in absolute 

and relative terms, which has allowed generics to have a greater slice of the market. According 

to APIFARMA information, a generic medicine was, in 2013, on average, 65% cheaper than in 

2008. This decreasing behavior is seen in the graph above that compiles INFARMED data. 

In respect to the market share of generics, as we can see in the graphs below, it is increasingly 

significantly over the last quarters, achieving market share levels that are fully or partially 

compatible with the goals set on the MoU for 2013 and 2014.  

This increasing trend can be caused by several variables: the number of generics authorized by 

the national pharmaceutical authority, INFARMED, the new prescription system for physicians, 

an increasing number of campaigns to boost the consumer’s confidence on generics and 

budgetary pressure to opt for generics, through a severe income effect.  

 

 

 

 

 

 

 

 

 

 

From 2008 to 2012, the number of generics available for consumers has more than doubled 

(see graph below). With higher supply, lower price and higher diversity, patients feel tempted to 

opt for the cheapest and clinically similar medicine and the manufacturers/institutions are more 

willing to produce and authorize, respectively, more medicines of this kind in the market.  

Nevertheless, there can be a significant increase or decrease on this number if patents that 

pharmaceutical companies expire in the short or long run, respectively. 

 

 

 

 

 

 

 

 

 

Graph B | Market 

Share of 

Generics, in DDDs 

- contains 

comparison 

between real 

values and a 

computed linear 

trend 

Graph C | 

Evolution of the 

number of 

generics 

authorized in the 

market  
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Nowadays, the NHS is equipped with an electronic prescription platform that mandates 

clinicians to mention the International Nonproprietary Name of the active component (in 

Portuguese, it’s called the DCI – Denominação Comum Internacional), the pharmaceutical form, 

dosage, presentation and posology. This differs from the previous tool, as then doctors could 

prescribe medicines through handwritten forms and mention only its commercial name, which 

increased the burden for consumers.  

Today, pharmacies should have always available at least three medicines with the same active 

component, dosage and pharmaceutical form, as well as sell always the lower price 

pharmaceutical, except when the patient asks a more expensive one.  

Also, on the prescription paper is mentioned the lowest expenditure possible on that specific 

active substance, which leads to more consumer and budget-friendly choices; however, the 

commercial name of the drug can be mentioned if the medicine in question doesn’t have a 

generic one that could replace it or the patient has some sort of incompatibility with the generic 

options (but this requires extensive technical and clinical justification). 

Besides this, the Portuguese authorities have developed diverse efforts1 to make consumers 

aware of the alternatives available on the market, appealing to the consumption of those 

through price and quality arguments, and the financial crisis induced the patients to go for the 

cheapest option, without prejudice of the therapeutic benefits. 

Recovering the topic of market share, you can analyze that in two major components: volume or 

value. In this latter scenario, we know that the industry has been approximately around the 

same numbers. But, with respect to volume, we can observe an increasing trend. Why is that? 

How can we sell more units and the relative value of transactions in the entire market remain the 

same? It is due to the price decrease that generics have been suffering - we can sell more units, 

but the transaction value is smaller, individually and as whole. 

If the penetration of generics in the market can be explained by the evolution of prices and the 

growing number of generics in the market, then the slowdown in its price-decreasing behavior 

can explain why the increase in the market share has been lighter over the following periods 

and led the country short in the MoU goal for 2014. 

 

 

  

 

 

 

 

 

 

 

Graph D | Evolution 

of market share in 

value and in volume  

1 i.e, several campaigns to promote generics as source of savings and quality (e.g. INFARMED campaigns in 2009 and 2010 
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For measuring the market share of generics in volume you can use two different basis: number 

of boxes sold or DDDs (Defined Daily Dose) – what, clearly, changes our analysis and goal 

achievements with health policies.  

With the first, Portugal consistently underperforms according to the objectives set in the MoU.  

With the second, the policies were enough to complete the 2013 goal, but, in 2014, data shows 

that the market share was 5 percentage points short to what was established.  

Nowadays, a KPI based on DDDs is more accurate and more frequent as it eliminates the effect 

of other variables such as the composition of each box. So, this standard measure gives us a 

more realistic approximation.  

 

 

 

 

 

 

 

 

 

 

By computing a trend using the available data, we can come to the conclusion that, probably, 

with the current measures we could only achieve the 2014 MoU goal after 2015, which may 

mean that new actions have to be taken or the goals should be revised.  

With the previous KPI (number of units), only three years after the predicted and desired year 

(2014) the 60% share goal would be met. 

 

 

A WHO report from 2010 points out, as main concern for the Portuguese NHS, the increasing 

burden in out-of-pocket payments nowadays. That is why implementing this sort of co-payment 

has to be carefully analyzed. It only makes sense if there is, in fact: 

 a more moderate consumption pattern 

 a group of price-sensitive consumers  

 if the consumption choice is made by the user 

In the health sector, we face a split responsibility between the patient and the doctor. This 

brings an extra issue to the table: asymmetric information. The idea is that the two agents face 

different information and knowledge about the situation that is being diagnosed and its 

treatment.  

Graph E | Market 

Share of Generics, in 

units - contains 

comparison 

between real values 

and a computed 

linear trend 

B    User Charges 
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That is why we can consider that the physician has a quite relevant role on patient’s care and 

choices and, so, the third assumption does not hold entirely (although the patient has the word 

regarding the initial contact with the doctor). 

 

 

 

 

 

 

 

 

 

The efficiency gains from charging these fees are mainly three, according to ERS:  

1) Market price screening: when there’s a price, only users that value the service will 

consume it, but this carries once again the idea of asymmetric information about the 

real value of health care as well as low income individuals are banned in their access to 

some types of health care; 

2) Sunk costs fallacy: the higher the expenditure on a certain good or service, the higher 

the probability of fully use it to avoid the sense of “wasted” resources; in the medical 

sector, this means that patients will have a higher temptation to carry out the complete 

treatment prescribed; 

3) Healthy behavior dissemination: if there are no fees on preventive health care, people 

will gradually try to keep healthy, refraining risk behaviors and, as a consequence, 

reducing the use of the NHS to prevent spending. 

 

 

 

 

 

 

 

 

 

These cost-sharing systems have to be analyzed carefully, because it can lead consumers to 

abstain themselves from consuming health services or goods that are not that essential, but 

also the more relevant ones.  

Graph F | Evolution 

of the % of 

Operational 

Revenues from User 

Charges 

Graph G | 

Percentage of 

Operational 

Revenues from User 

Charges – two-year 

comparison 
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Likewise, their relevance on the global funding of NHS is not that significant – empirical 

evidence suggests that it doesn’t surpass five percentage points (but maybe some is better than 

nothing) – and the administrative costs that this brings (billing and payment systems, enforced 

payment teams, etc) can really diminish the revenue effect. This last point can be even more 

problematic if the system’s contains exemptions, for instance, which increases its complexity. 

 

 

 

 

 

 

 

 

  

Several studies (Canedo et al., 2012) have done some analysis on this matter for several age 

groups. For children, user charges might not reduce consumption in emergency situations as 

their tutors don’t care as much about the economic means – but, probably, to other factors like 

waiting time and distance to the health unit – in order to make their children better, which itself 

can be a consumption-smoothing mechanism or not.  

On primary care, literature doesn’t point in the same direction. As these appointments have 

prevention as the main goal, the increase in the fee led to a negative elasticity of demand which 

proves the existence of moral hazard in Primary Care – the reduction on this slice of health care 

causes an overload in other sectors of the NHS with situations that could be handled in GP. 

For the 65 or older group that benefits from a 50% reduction on these fees, what we see is an 

increase in the ER visits, but no impact on Primary Care and specialist visits (it happens on the 

latter one, because the physician has a preponderant role in demand for these appointments). 

Nevertheless, other benefits are possible, like the plausible health care services’ improvement 

due to a better management of financial resources - thanks to the fees’ revenue and also given 

the reduction that is expected in the NHS inflow of patients due to the cost-sharing system. 

Notice that, with less consumption, revenue will shrink in the proportion of the elasticity (i.e, if 

it is between 0 and 1, revenue decreases less than the proportion of the charged fee), so it is 

important to find a balance between both effects. 

These gains can come from maintaining or renewing infrastructures and equipment as well as 

rewarding physicians and remaining staff in several ways, like through continuous training.  

But this only becomes true if learning-by-doing processes start to be a reality in the health 

system – quality is the same or better, with lower costs. 

In spite of the several advantages, there are still concerns about equity.  

Graph H | Monthly 

Evolution of the 

Percentage of 

Operational 

Revenues from User 

Charges 
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The Portuguese Constitutional Court has stated different ideas, over time, on this topic. It’s 

possible to read, on the no. 731/95 Ruling, that “the gratuitousness of the NHS should be the 

rule and not the exception” and the expression “tendential gratuitousness accurately means 

that health care is not subject to any sort of retribution or payment by those who use it, 

whereby these fees are constitutionally illegal as they may difficult the access to those 

services”. 

Another ruling (no. 330/89) concludes that the legislator has enough margin to include, in the 

fundamental laws of the NHS, the chargeability of these fees as the previous idea of gratuitous 

carries some dubiety. The only thing that the policy maker is forbidden is to enforce fees that do 

not attend to the needs of some groups in the population (economic, physical, etc), creating 

inequalities on the access to health care. That’s why exemptions are created. 

 

 

 

 

 

 

 

 

 

On the graph above, we can observe that the number of exemptions has been increasing since 

2006, being the unemployment-related ones that capture a bigger share of the exempt users. 

The 2011 drop happened due to a new law that changed the criteria from a simple household 

average income of the household to a household average income only taking into account the 

passive subjects of the family, being the latter more restrictive than the first. Highlighted on 

circles are the governmental forecasts for 2012 for each category, clearly far away from what 

happened. 

 

 

 

 

 

 

 

 

 

 

Graph I | User 

Charges’ 

Exemptions – a 

look over the 

three main 

covered groups 

Graph J | Annual 

Evolution of the 

User Charges’ 

Exemptions  
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The judges finally state that “as this new sort of emoluments only serve the purpose of 

rationing, causing no barriers to access to the ones in need, the regulation doesn’t hurt any law 

and, thereby, it is constitutional”. 

One of the judges wrote a statement of vote where he declares that “the legal framework of 

moderating fees (…) is, undoubtedly, a social backlash, contradicting the concept of 

“gratuitousness” as they’re updated and revised every year with an upward trend and no time 

restriction to these adjustments and collections”. This counsellor judge finishes by stating that 

“there’s no such concept of gratuitous that fits with the idea of a fee-based national health 

service” and even compares this situation with the hypothetical scenario of a tuition-based 

primary educational service, raising the question if we could consider that a free service as well. 

Apart of the opposite voices that appear on the public discussion, empirical evidence shows 

that, with a fair exemption scheme attending not only for the economic attributes but also to 

the health condition of the users (which increases the administrative burden), a cost-sharing 

method may be feasible in reality, having in mind what we have said so far. And that is what is 

being tested in Portugal. 

Only on the second review of the MoU (from 9th December 2011) the authorities established 

that the total revenue from moderating fees should grow around 150M€ from 2011 to 2012 

and 50M€ from 2012 to 2013.  

But these goals have not been totally reached. One of the most important entities on the health 

sector, ERS (Entidade Reguladora da Saúde), stated in its study about the impact of moderating 

fees in the NHS that was caused by three main factors: 

a) the NHS users were not properly informed about the existing exemptions and how 

this co-payment system would work, causing delays which had impact on the NHS, 

through revenues (complaints, reimbursements, etc), and on the usage of the NHS 

by patients (due to the misunderstandings); 

b) there were complications in registering and checking user exemptions, which led to 

inaccuracies on charging these fees; 

c) the Tax Authority (AT) has not been able to fully enforce payment from those users 

that did not pay the moderating fees at the proper time, reducing the positive 

revenue effect that this measure could cause; coercive collection came into force on 

January 1st, 2012 by the national authorities, but there is only one health institution 

that has the system running – although it was projected that all units would have it 

working by the end of March 2015. 

 

In this matter, there is no perfect solution. Creating a user charges’ system brings tremendous 

administrative and implementation challenges, but it may also moderate consumption 

(sometimes making it excessively moderate), bring revenue and induce more responsible 

behaviors.  

If both things can be balanced in such a way that this initiative guarantees the NHS’s 

sustainability and the equity amongst citizens, assuring what is needed for the users, it might 

make users more responsible and strengthen the system. An example of that sort of concern is 

the most recent change in exemptions that now include as exempted every children under 18 

years old. 
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One of the best metrics to evaluate the behavior of debt and the managerial performance in the 

health sector focuses on payment deadlines. The fact that hospitals have consistent delays in 

accounts payables – arrears – to suppliers, mostly to the Pharmaceutical Industry, is a recurrent 

situation. Given that a large share of hospital’s debt was due to non-compliance of payment 

deadlines, the MoU included the following measure: 

 

 

 

There is no information that leads to the conclusion that such timetables have been set in a 

long-term perspective, given that the problem remains unsolved, despite Government efforts 

through capital increases – analyzed further along the text. According to Apormed, Portuguese 

public hospitals owed, at the end of the third quarter of 2013, 778.000.000€ to medical devices 

companies, which corresponded to an average payment deadline of 422 days. At the end of 

2012 these values were around 667.000.000€ and 361 days. 

Different sources imply different data and different assumptions. On this matter, ACSS (stands 

for Administração Central do Sistema de Saúde) considers that the sort of debt that should be 

accounted for the payment deadlines data is the matured debt, debt that was not paid until the 

date specified or agreed on the invoice. APIFARMA, on the other hand, uses the definition of 

arrears – debt that is still pending 90 days after the scheduled date with the supplier. This fact is 

the key to justify the difference on the magnitude of the payment deadlines’ series that we can 

compute. 

 

 

 

 

 

 

 

 

 

But, also in the way the information is presented, there are dissimilarities. ACSS shows, for each 

year, what is the range at which the payment deadlines of each hospital and the entire system 

have to fit in order to be sustainable. APIFARMA, in contrast, opts to reveal the monthly average 

payment deadline in the whole NHS.   

It is possible to state that hospitals, in average, have consistently underperformed and failed the 

goals set by the authorities. Only, in 2013, the average of the EPE hospitals were according to 

what was expected and desired.  

Graph K | Arrears 

Evolution on EPE 

Hospitals – average 

arrear in that 

universe and 

comparison with 

established goals 

C     Arrears 

Measure 3.70. Set out a binding and ambitious timetable to clear all arrears (accounts payable to domestic 

suppliers past due date by 90 days) and introduce standardized commitment control procedures for all 

entities to prevent the re-emergence of arrears. 
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ACSS publishes quarterly data of the average payment period 

of public hospitals and, at the end of each year, they evaluate 

whether the hospitals have accomplished the deadline set for 

that year.  

At the end of 2014, 27 E.P.E. hospitals had not accomplished 

the supposed timetable, contrasting with 5 that had in fact met 

the objectives and 7 that had surpassed them. Apifarma 

releases monthly data of the hospitals with highest debt to the 

pharmaceutical industry. The graph below shows the 

percentage of health units, in the whole EPE universe, that had 

an average payment deadline compatible with the range given 

by the ACSS, on its PMP (Pagar a Tempo e Horas) program, to 

each health unit.  

What can be seen is that the hospitals with lowest payment deadlines are the ones that have a 

better and financially healthy performance. It is also possible to observe that the curves of 

underperforming and overperforming hospitals have almost negatively correlated behaviors, 

which may underlie that the results are strongly correlated with the business cycles and so with 

the broader status of the industry and economy – in a case of recession, more people use the 

NHS, which, due to greater expenditures, may cause a poorer performance and aggravation of 

arrears. From 2010 on, we can see a small increment on the percentage of the EPE hospitals 

that reach the fixed aims for that year. 

Looking to the APIFARMA data, which focuses merely on debt related with pharmaceuticals, we 

can identify different trends over the years. But let us focus on the two circled periods in the 

following graph. Those are periods where the gross value of debt and the average payment 

deadlines suffer severe decreases. But why does that happen?  

 

 

 

 

 

 

 

 

Due to Government’s capital injections in order to minimize the burden of these expenditures in 

the health sector and to give higher relief to the hospital administrations, leading those to have 

a more patient-friendly usage of resources and to improve the quality of health care provided.  

Is that maximizing welfare and reducing, in a continuous, systematic and effective way, the debt 

liabilities? Data shows that probably not. 

 

DF – Dívida a fornecedores de Aquisição 

de Bens e Serviços e Aquisição de Bens 

de Capital no trimestre. 

A - Aquisição de Bens e Serviços e 

Aquisição de Bens de Capital no 

trimestre. 

A média não inclui os serviços que não 

efetuaram o reporte da informação de 

base necessária ao apuramento dos 

PMP. 

Graph I | Average 

Payment Deadline 

Evolution, according 

to APIFARMA 
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Given that ACSS publishes data on payment periods and Apifarma on debt values, it was thought 

interesting to compare the values of payment deadlines and debt between the top five E.P.E. 

hospitals with highest debt - Centro Hospitalar Lisboa Norte, EPE, Centro Hospitalar de Lisboa 

Central, EPE, Centro Hospitalar e Universitário de Coimbra, EPE, Centro Hospitalar de Setúbal, 

EPE, Centro Hospitalar de Lisboa - Zona Ocidental, EPE. The graphs below depict that 

information for the year of 2014. 

 

 

 

 

 

 

 

 

 

 

 

 

 

For the purpose of a simple statistical analysis and given that there seemed to be a linear 

relationship between those two indicators, the correlation between them was computed. 

However, it was also clear to see that Centro Hospitalar de Setúbal, EPE was distorting the 

relationship, by having the 4th highest value of debt among the five hospitals, which contrasted 

with extremely high average payment periods (around 700 and 800 days). 

  

Graph M | Hospitals with the highest debt values - quarterly 

data for 2014, published by Apifarma 

After looking for the health units in the EPE universe that met the goals regarding arrears (established by ACSS), 

the graph above shows the proportion of how many have complied, failed or exceeded the desired metrics.  

Graph L | Arrears 

Performance (EPE 

Hospitals) – health 

units (%) that 

complied with set 

goals  
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When this hospital center was included in the computations, the correlation between the 

indicators was approximately 0.153 – using a total of 40 observations: 2 for each one of the 5 

hospitals along the 4 quarters of the year. When studying the correlation exclusively in the four 

remaining hospitals – thus not considering the 10 observations corresponding to Centro 

Hospitalar de Setúbal - it was approximately 0.94. This last value indicates a strong linear 

relationship between debt and delay in paying the suppliers, which means that higher debt 

values are associated with higher arrears in the case of these four hospitals; yet, it is not 

possible to extract conclusions regarding causality between arrears and debt. 

DGO (Direção-Geral do Orçamento - Directorate-General for Budget) releases monthly data on 

Hospital Debt, which allows studying the behavior of debt throughout the years. According to 

this data, E.P.E. Hospitals have been increasingly responsible for the National Health System’s 

debt (ranging from a weight of 83% in 2011 to 99% in December 2014 – data computed using 

the values published by DGO). The evolution of debt according to the values in the Budget 

Implementation Plans 

can be depicted in a 

graph, as it is done 

below. 

 

 

 

 

 

 

Graph N | Average payment period of hospitals with higher debt values - 

quarterly data for 2014, published by ACSS. 

Graph O – Total NHS debt 

and Fitted Values – trends 

not accounting months of 

debt regularization by the 

Government - as seen in 

the Budgetary Execution 

published by DGO  
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It can be seen that debt has decreased since 2012 until 2014. For the purposes of a more 

profound analysis, the fitted values were computed so that it was possible to study the behavior 

of debt not taking into account periods in which there were capital increases or transfers from 

the Government. Taking a closer look on the past year, on February 2014, after the transfer 

made in January, debt increased, being followed by a decrease in March. However, on April, 

debt returned to its increasing trend, making the average increase in debt reach 31 million euros 

per month – using the statistical regression for the fitted values, which do not take into account 

months during which there were transfers or capital increases, it is possible to compute a 

monthly trend which corresponds to the average growth rate of debt up until that month.  

Through the month of May, the increment in debt persisted, taking the average to a new value 

of 33 million euros per month, as well as during the month of June. During July, despite having 

increased, the growth rate of debt was lower, such that the average growth rate until that 

month lowered to 32 million euros per month. On August, this average corresponded to 28 

million euros per month. September brought a decrease in debt, which translated into a trend 

decrease to 25 million euros per month. October registered another decrease in debt, lowering 

the average growth rate to 22 million euros per month. November displayed another decrease 

in hospital debt and on December 2014, a capital increase was announced. 

On the 1st of January of 2014, the Ministry of Health carried out a capital increase of 425.6 

million euros (M €) in 19 E.P.E. hospitals, by conversion of debt into capital, announced by the 

Minister of Health. This operation led to interest forgiveness of 25 annual million euros. This 

increase in capital aimed to improve the equity of hospitals and contributed to rectify their 

debt. It is part of the hospital reform measures for sustainability of the National Health Service 

(NHS). In this context, the Hospital Centre in Setúbal had a capital increase of 73 million euris 

and hence a reduction of five million euros in interest, which will allowed for the achievement 

of balance in terms of net income - which had not happened for 10 years. Relieving the "weight" 

of debt, some EPE hospitals (public undertakings) would be able to reach situations of 

significant positive development.  

On December 2014, another capital increase was initiated by the Government, in the hospitals 

of the National Health Service (NHS) with major economic and financial imbalances – summing 

up to 500 million euros. These funds added up to more the ones already transferred earlier in 

that year and corresponding to the first phase of extinction of the Fund for Support to the 

Payment System of the National Health Service (FASP). Despite efforts to reduce operating costs 

that had been made in the last two years in all NHS business entities, together with the Debt 

Settlement Program - which provided 1,932 million for payment of debts to the NHS providers 

during 2012 and 2013 – situations of imbalancement persisted, which led to the accumulation of 

negative equity.  

According to “Portal da Saúde”, sustained reduction of payment deadlines of the Ministry of 

Health business entities requires the accountability of each entity for its late payments and the 

creation of rules to prevent the accumulation of new arrears. In order to achieve that goal, it 

became necessary to reduce the stock of arrears, which reached, in some entities, a dimension 

that, in relative terms compared to income, reveals a situation of future unsustainability. Thus, 

the Government undertook capital increases in NHS hospitals with greater economic and 

financial imbalances, worth approximately 500 million euros. These transfers were designed to: 
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 Balance the hospitals’ “financial health” by strengthening equity (thus reverting the 

situation of technical bankruptcy);  

 Improve solvency ratios and financial autonomy;  

 Reater financial liquidity, allowing the reduction of the liability; 

 Reduce liability with significant impact on the reduction of arrears;  

 Prevent the accumulation of interest;  

 Aim for the resolution of cases in litigation;  

 Improve financial situation with greater bargaining power with suppliers and obtain 

discounts on future business;  

 Improve allocation of financial resources to the current management for 

reduction/elimination of liabilities.  

The first capital increase in the amount of 43.3 million euros, was made through the debt relief 

of EPE entities. At this point, interests reaching 1.5 million euros on those loans were forgiven. 

The second capital increase, totaling 455.2 million euros, was intended to allow the whole of 

the NHS EPE entities to have balanced capital in 2015. The amount of the capital increase was 

to be applied to the payment due and debts incurred until September 30, 2014, thus reducing 

the stock of debts to suppliers and increasing the sustainability of the NHS. The Ministry of 

Health reinforced the accountability of entities that benefited of an increase in capital could not 

accumulate new arrears. 

What we see is that, no matter the value injected, the usual debt trend is recovered after less 

than a quarter. A measure like this only leads to short run gains, which is not that good – it’s a 

“band aid policy”. Besides the little impact, the signaling that this sort of policies gives to the 

market is dangerous – it seems like there is no problem in not complying the ‘Commitment 

Agreement’ (in Portuguese, ‘Lei dos Compromissos’), as there is always the solution of 

extraordinary financial boosters. So, it is time to end with a system where those who may have 

adopted to not follow the legal requirements and generate more debt receive money as some 

sort of reward. As it is expected, this gives the wrong type of incentives to the market and 

hospital managers – there’s no relevance in cost control.  

To avoid situations like this and to achieve a path of debt sustainability in the NHS, here are some 

measures that would be important to adopt: 

a) implement a meritocratic system, where best management practices would be 

awarded with greater, but balanced, autonomy;  

I. this comes, of course, as a counterpart of higher levels of accountability – 

mirrored in monthly or semimonthly reports presented to the health 

authorities – and a reasonable KPI-driven management; hospitals with 

better budgetary and operational outlook would not be monitored under 

such a short leash as other units with worse prospects; 

II. hospitals with alarming financial ratios, debt-related or not, would be 

audited and followed by a taskforce strictly connected with the Ministry of 

Health and other institutions that would suggest different approaches to 

control the scenario in several perspectives or to determine if it is feasible 

or not to keep that unit open or even that board of directors; 

 

b) the decrease in the prices of pharmaceuticals isn’t synonym of a decrease in debt;  
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so, it is mandatory to guarantee that, together with more beneficial policies in the 

pharmaceutical sector, other expenditure areas don’t have uncompensated results 

(i.e, expense/revenue ratio greater than 1), cancelling each other and reaching the 

same dangerous financial trajectories; in order to that to happen, it is relevant to 

have more realistic, early-planned hospital budgets or strengthening the 

applicability of strategic plans; 

 

c) be more exacting and rigorous, demanding transparency and credibility from 

hospital boards towards the suppliers, making sure that the ‘Commitment 

Agreement’ is followed; this implies that hospitals that do not include some of the 

debts in the budget can be penalized and those debts may not be recognized by the 

authorities, which is a problem for those institutions; these sort of actions may lead 

all agents in the sector to have a more clear, accurate financial conduct 

(pedagogical effect). 

In conclusion, despite the decreasing trend in hospital debt, there is no evidence to support the 

theory that this behaviour will be persistent, given that the capital increases by the Government 

disguise the possible effectiveness in management that could lead to debt reduction, since they 

allow for the reduction of accounts payables and arrears.  

In addition, the information provided by ACSS and Apifarma seems to indicate that hospitals are 

still on the path to reduction of arrears and yet to comply with the timetable designed in the 

MoU in order to clear arrears and prevent their re-emergence. 
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A. Application and direct results of GTRH report measures 

III. Integration of care to improve access 
1. Definition of signalling criteria between primary care and hospital care 

Measure as suggested under the GTRH Report 

Specific criteria for signalling between Primary and Hospital Care should be established according 

to best clinical practice. To apply the measure, the report suggests local protocols, developed by 

hospital units. 

The impact of the measure should be visible in the reduction of subsequent consultations in 

hospitals. As such, to implement changes, contracts with hospital should associate higher 

financing to first consultations, progressively decreasing in each subsequent consultation. 

Alternatively, the report suggests setting a target for access of 40% of first-consultations, up from 

approximately 30% in 2011. 

Standpoint 

The percentage of first-consultations is part of the contracts with hospitals, as an institutional 

incentive of access, and has been so in the last 4 years (2011 through to 2015). Decreasing 

financing with subsequent consultations was also put in place: in 2014, a new rule based on the 

Index of subsequent consultations was introduced, based on the median of subsequent 

consultations over first consultations in the period from 2009 to 2013.  

Evolution 

Despite contracts strictly following the suggestion of the GTRH, there was no clear improvement 

in the indicator in question: 

 

Source: Own construction, data retrieved from ACSS benchmarking 

Only in the ARS LVT and ARS Algarve is there a statistically significant trend, and actually for a 

decrease of the ratio, showing a negative evolution. In the remainder ARS, there is no clearly 
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discernible trend (See Annex I, Section 1.). The measure thus shows much uninvited results when 

compared with the target of 40%, to which all ARS are suggestively distant. 

According to some of the healthcare professional enquired by the NEC, it is difficult to implement 

the redirecting of patients for primary care after being present for a first consultation. The motive 

signalled is the professional attitude of wanting to follow-up on the patient, at least for one 

subsequent consult, and also on behalf of the patient, who many times would rather return to 

the same doctor.  

If the clinical situation has normalised, it does make sense to redirect the patient to primary care. 

On the other hand, in situations where it has not, another subsequent consultation might be 

required. The NEC, thus, considers a ratio of subsequent to first consultations between 1 and 2 to 

be reasonable. If you do consider such values, the percentage of first consultations of 30% implies 

a ratio of subsequent to first consultations above this threshold, at 2.(3), confirming regions to 

be significantly behind this threshold as well. Moreover, under the contracts, it is visible that 

certain groups of hospitals show ratios in the order of 4, performing definitely subpar.  

2. Promote hospital specialist consultations in primary care units  

Measure as suggested by the GTRH report 

The report simultaneously predicts protocols for signalling of patients between hospitals and 

primary care units, and collaboration protocols to promote specialists’ consultations in primary 

care units. It also mentions general practitioners participating in internships in hospitals as an 

example of a practice that could be generalised. 

Standpoint 

It is currently mandatory for general practicioners to do internships in specialist services in 

hospitals. Likewise, signalling protocols have been put into place. The NEC was not able to find 

information on the number of specialist consultations being done in primary care units, although 

some ACES do participate in said programmes.  

A solution could be to add, under the yearly Reports of Access of the ACES (Relatórios de Acesso) 

the number of specialist consultations done, since there is already a comprehensive description 

of all consultations and their types, from family planning, to diabetes, to domiciliary consultations 

both by doctors and nurses. 

3. Promote action protoclos between ACES and hospital and potential criation of UCFs – 

Functional Care Units 

Measure as suggested by the GTRH report 

The report preconizes the creation of UCFs – Functional Coordinator Units for chronic diseases 

with high prevalence, following the structure of previous UCFs arranged for maternal health. 

Again, the report mentions the possibility of specialist visits to primary care units. 

Standpoint 

The major challenge that newly created UCFs took on was diabetes mellitus. Created in February 

2013, by Despacho n.º 3052/2013, over half of diabetes UCFs already have plans of action, and 

many of those which do not are already discussing future endeavours. 
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Other UCFs might be helpful, growing on the vertical programmes under contracts and taking 

into account public health concerns, namely those related with an ageing population and posing 

a significant burden on society, of note, oncologic diseases. 

 

4. Promote consultations resorting to new technologies in specific situations  

Standpoint 

The Despacho Nº9725/2013 created the CAIC – Comissão de Acompanhamento da 

Informatização Clínica, Commission of Monitoring of Clinical Information. As part of the 

Commision, the GTT (Gupo de Trabalho para a Telemedicina, or Work Group for Telemedicine) 

was created. Since its inception, several pilot programmes using new technology were created. 

Teleconsultations specifically are being addressed through the development of the PDS-LIVE 

software, already field-tested.   

Following the recommendations of the GTT, since 2013, the contracts with hospitals and ULS 

finance consultations performed resorting to new technologies at 110% the price of normal 

consultations.  

5. Provide care to patients sorted as non-urgent outsed emergency care units  

Emergency Care Units Misuse 

Difficult access to care, one of the fundamental problems of the SNS, is well depicted by the 

inappropriate use of emergency care units. Indeed, a significant portion of individuals who resort 

to emergency care would be better handled in primary care units, because of the relatively low 

severity of their clinical situations, and/or because they can await care. This inadequate 

distribution of patients equals an inefficient allocation of resources. Human resources, the 

cornerstone of quality healthcare, (physicians, nurses, technical and auxiliary staff) spend a 

significant amount of time checking-in, doing triage, and diagnosing non-urgent patients, in 

detriment of serious episodes which demand immediate attention. Technical resources – hospital 

equipment – are likewise, poorly used.  

Unfortunately, this is only the most obvious, direct, impact of the issue, as many other 

consequences which further hinder quality arise from it. The excessive workload impacts the 

professional’s ability to do their job to the highest standard, and so does stress, adding to the 

long periods of service. Crowded emergency care units make it harder for staff to provide care, 

adding physical, logistical constraints: attending patients in waiting rooms and hallways is not 

unheard of. Blatant problems associated are lack of privacy, higher possibility of cross-

contamination, and generally, a less-than-ideal service.     

Currently, emergency care units prioritise patients through a triage system named Manchester’s 

Triage System (MST), adopted by the Portuguese Health Ministry in 1997, as part of the 

Restructuring of the Emergency Care Units (Reestruturação dos Serviços de Urgências) 

Programme. The system appoints a colour to each patient, based on the urgency of the clinical 

condition, given away by the symptoms. The system is adopted by the Portuguese SNS as follows:        

COLOUR CLASSIFICATION 

 Red  Immediate 

Orange Very Urgent 
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Yellow Urgent 

Green Standard 

Blue Non-urgent 

White Non-classifiable 

 

The use of the MST has allowed focusing efforts on the most urgent cases, minimizing risk of 

medical error and ensuring attention is devoted to severe patients. This, of course, must be the 

priority for any health system, and constitutes a gain for the SNS. Nonetheless, in terms of cost 

efficiency, improvements were slim, since non-urgent cases which check-in to emergency care 

units are still treated in loco. Primary care is provided, with the difference average waiting time 

for “green-classified” patients has most likely increased. The problems of overuse will thus be 

ever present until there is an actual shift in demand of emergency care from non-urgent patients, 

or there are redirected, upon arrival, to primary care – an option presented by the Group of Triage 

of Manchester (Mackway-Jones et. Al., 2006). 

Several measures to deter patients from resorting to emergency care have been put into place, 

with questionable efficacy. Moderating fees contribute to SNS revenues, but indirectly constitute 

an increase in the price of emergency care, with the intention of reducing misuse. There must be, 

nonetheless, a primary care structure in place, in order to present an alternative to non-urgent 

patients.  

The recognition of the importance of the primary care network triggered, in the past years, public 

investment in the field. Under the Report from the Technical Group on Hospital Reform, the need 

for such developments were noted, namely through the promotion of consultations with 

Specialists at Primary Care Units, but additional measures to reduce emergency care misuse were 

suggested. This included characterizing the patients, promoting the telephone line for health 

support Saúde 24, and setting up a network of basic emergency care units - SUB (Serviços de 

Urgência Básico) - authorized to conduct complementary diagnostic exams and employing 

specialists and general practitioners with emergency experience.  

Evolution 

NEC set out to explore if there has been a reduction of misuse, which would signal positive effect 

from these measures and/or from integration of care. In order to do so, the proportion of non-

urgent patients checked-in Emergency Care units was analysed monthly, from 2013 to October 

2014, at the regional level (ARS) and nationally.        
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                                                      Source: Data retrieved from Benchmarking ACSS 

There is a clear downward trend in the proportion of non-urgent patients, which is a positive sign. 

In January 2013, 43.4% of patients attended for in emergency care would have been better suited 

for primary care. This number was down to 40.8% in September 2014.  

There is apparently a break in March 2014 in this trend. Indeed, when considering observations 

up until this point, the trend is approximately -0.16%, while, after this point, it shows a slightly 

increasing trend of 0.03% (see Annex I, Reg.2.3.1 and 2.3.2).  

Considering the possibility of seasonality in the misuse of emergency care, the homologous 

monthly variation in the proportion of non-urgent patients was computed. The possibility of 

seasonality is not unreasonable, particularly given the major influx of patients during “flu season”, 

in winter months.  

 

                                                                           Source: Data retrieved from Benchmarking ACSS 
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Every month up until October, the proportion of non-urgent patients resorting to emergency care 

was smaller in 2014 than in 2013. Our conclusions about a positive evolution in this indicator are, 

thus, not threatened by the possibility of seasonality. 

In an attempt to capture regional differences, present in the national landscape, it is helpful to 

draw upon the evolution of this indicator in each ARS: 

 

                                                                Source: Data retrieved from Benchmarking ACSS 

There are very significant regional differences in the misuse of urgency care units. The most 

alarming case is the ARS of Lisboa e Vale do Tejo, where more than 50% of check-ins are non-

urgent. The ARS of Alentejo still presents the second highest rate. The large extension of territory 

it comprises and the very low population density explain the difficulties in constructing a 

comprehensive network while keeping with cost efficiency. Nonetheless, noting the trend is most 

accentuated in this ARS, the most significant progresses were apparently made in Alentejo – 

where it is estimated the trend to have an impact of -0.1485% (see Annex I, Reg. 2.4 through 2.9).  

Even so, the trend is not statistically different between each ARS, with the exception of Algarve: 

T-test of differences in trend coefficients between ARS (red – the trends are statistically different 

between ARS) 

 ARS NORTE ARS CENTRO ARS LVT ARS ALENT. ARS ALG*. 

ARS NORTE  1,51120738 0,38971937 -0,77359295 -2,90988931 

ARS CENTRO 1,51120738  -1,7619875 -0,4238981 -2,63926476 

ARS LVT 0,38971937 -1,7619875  0,86084222 -2,97145097 

ARS ALENT. -0,77359295 -0,4238981 0,86084222  1,8627138 
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ARS ALG*. -2,90988931 -2,63926476 -2,97145097 -1,8627138  

*ARS Algarve until break in trend in January 2013 

21 df 

Source: Own computation from data retrieved from benchmarking ACSS 

In every ARS, except for Algarve, there is clearly a trend for decrease of this measure of misuse. 

In the case of Algarve, up until December 2013, the trend was actually more accentuated than in 

any other region. However, that phenomenon is no longer present, being now discernible a slight 

upward path.   

Although the ultimate target for this indicator is near zero, the situation has unquestionably 

improved over the past 2 years, even if slightly. Notwithstanding, there is still a long path to pave, 

and additional measures could be in order to accelerate the process.  

User fees as deterrence of misuse 

Of the greatest importance to fuel further positive evolution in this area is understanding the 

underlying causes for this decrease in non-urgent care in relative terms. One of the possibilities 

is the increase in user fees; this course of actions was taken by the Ministry of Health, which, from 

2011 to 2012, virtually duplicated the values charged.   

It is not clear, however, if user-fees lead to a decrease only in inefficient consumption of ER 

services or in total consumption, or if they lead to a reduction at all. Literature on the Portuguese 

SNS does not provide a unique response. By analysing exempt and non-exempt individuals 

through age-groups (less than 13 years old and more than 13; less than 65 years old and more 

than 65), there is no evidence of increased ER visits when exemptions come to place (old age), 

nor decrease when they no longer apply (infancy) (Maria Ana Canedo, 2012).  

For user fees to be an incentive for deterring misuse, there must exist proper substitutes: in the 

present case, a widespread network of primary care units of excellence and easy access. Without 

such structure, attempts at correcting the problem are deemed to fail. Likewise, redirecting 

patients upon arrival can only help if there are clearly defined pathways and centres to receive 

the patients. 
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6. Agilise the signalling of users to the RNCCI – National Network of Continued, Integrated 

Care  

Measure as suggested under the GTRH Report 

The GTRH Report refers the need to better the access to the RNCCI, namely in terms of 

responsiveness of the system and shorter waiting times, while underlining the importance of fully 

exploring the capacity of the network. 

Standpoint 

In contracts with hospitals, timely signalling to the RNCCI has been one of the institutional 

incentives since 2012. Unfortunately, the Benchmarking website covers all access indicators 

contracted except this specific one.  

As alternative KPIs, it makes sense to begin with the overall use of the programme, which has 

been increasing exponentially. 

Total growth of RNCCI in terms of patients 

2012 2013 2014 TOTAL 

23.8% 32.4% 10.8% 81.6% 

Source: Own construction, data from Reports of monitoring and development of the activity of 

the RNCCI, Cuidados Continuados Saúde e Apoio Social  

The RNCCI bundles together 5 types of system, differing in the service provided and patient 

target. The UC is the Unidade de Convalescença, the UMDR is the Unidade de Média Duração e 

Recuperação, the ULDM is the Unidade de Longa Duração e Manutenção and the UCP is the 

Unidade de Cuidados Paliativos. The ECCI (Equipas de Cuidados Continuados Integrados) is 

different in the sense it consists of domiciliary care, and its growth is not facility-dependent. 

Number of patients in each subsystem of the RNCCI 2011-2014 

 CAGR 2011-2014 2011 2012 2013 2014 

UC 20.2% 27,224 31,942 43,149 47,225 

UMDR 19.8% 25,818 30,780 40,433 44,391 

ULDM 17.8% 22,235 27,422 33,062 36,309 

ECCI 33.8% 17,025 24,693 35,311 40,761 

UCP 18.2% 6,484 7,444 9,889 10,710 

Total 22% 98,786 122,281 161,844 179,396 

Source: Own construction, data from Reports of monitoring and development of the activity of 

the RNCCI, Cuidados Continuados Saúde e Apoio Social  

All subsystem have seen an increase in the number of enrolled, with ECCI standing out with an 

average yearly growth of 33.8%. 

An alternative KPI, possibly even more revealing of positive evolution in the RNCCI, is the median 

time between signalling the patient to the system and actually finding an institution able to 

accommodate him, or a professional to provide said service (for ECCI). Through the “Relatório de 

monitorização do desenvolvimento e da atividade da Rede Nacional de Cuidados Continuados 

Integrados (RNCCI) 1º Semestre de 2014”, it is easy to obtain such data. 
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Source: Own construction, data from Reports of monitoring and development of the activity of the RNCCI, Cuidados Continuados Saúde e Apoio Social  
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A quick glance at the figure is enough to detect regional differences. The ARS LVT, Alentejo, and 

to a lesser degree, Algarve, present much higher waiting times for enrollment in the RNCCI. 

Nevertheless, the three witnessed slight improvement in the ULDM, as did the ARS Norte and 

ARS Centro. The ARS LVT which is particularly innefficient in processing patients has reduced the 

time considerably for the UCP (now below 30 days, against 51,9 in 2012), and for the UMDR (a 

decrease of 16,1 days from 2012, to 42,9).   

Apart from reduction in time in the ULDM, there is no clear sign of uniform improvement. The 

ARS Norte registered slight increases in the median of days of wait, and so did the ARS Centro. 

For the latter, in all typologies apart from ULDM, the time increased from 2012 to 2013, and then 

again to 2014. 
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Occupation rates for all types of unit are above 87% in 2014, in every ARS. The ULDM and the 

UMDR units are slightly closer to full-capacity.  

In the ARS Centro, in 2014, the occupation rate is the highest from the last 3 years, for every type 

of care. The ARS LVT also increased occupation rates from 2013 to 2014 now performing better 

than in 2012 also in every area except the UC.  

The ECCI is a more urgent matter, as it remains largely underused:   

 

Source: Own construction, data from Reports of monitoring and development of the activity of 

the RNCCI, Cuidados Continuados Saúde e Apoio Social  

From 2013 to 2014 the ECCI occupation rate decreased in all ARS, except for LVT, where its level 

was maintained at 67%.  

Relationship between waiting time and occupation rate 

The NEC set out to assess whether the differences in the median waiting time for an opening 

were largely explained by the occupation rates. A higher occupation rate would be associated 

with longer waiting periods.   

However, the effect of the occupation rate on the median days of wait was not statistically 

significant for any of the types of units, nor for the ECCI, at a 10% significance level (see Annex 1 – 

Section 3). 

The fact that occupation rates are not the main determinants of the median waiting time signals 

there is still room for improvement, making transparent dysfunctionalities in the RNCCI.     

Referentiation 

In 2014, 39% of users of the RNCCI were signalled by primary care units, which, according to the 

2014 Annual Report on the Monitoring of the RNCCI is the highest proportion yet, taking one step 

towards the objective of shifting the core of signalling from hospital care to primary.  
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7. Adapt the volume of surgeries and consultations in contracts with units to their demand  

Measure as suggested under the GTRH report 

Under the GTRH report, it is suggested that contracts with hospitals become more specific in 

terms of volume of activities agreed upon, stating different types of procedures to be adapted 

to the demand.   

Standpoint 

In the contract programmes of 2013, which set the standard for the triennium, it was made clear 

this was a priority for years to come. The needs of the population were named as the referential 

for production, while of course considering epidemiological data and constraints of access. The 

timing also complied with the schedule preconized by the GTRH. 

As a whole, there has been obvious progress in adapting contracts of consultations and surgeries 

to their demand, as well as almost all procedures done in hospital context. Contracts went beyond 

their initial scope also in terms of areas of production considered, now including vertical 

programmes regarding public health concerns and developments. In the case of programmes per 

patient, these now (2015) include day hospital care of HIV patients, Multiple Sclerosis, arterial 

pulmonary hypertension, programmes for oncology patients, telemonitoring, and mental health. 

It is a battle on several fronts: national health concerns, technological development and 

efficiency. 

One of the main determinants of financing to hospitals is, thus, now the demand, and 

progressively in a more specific way, as shown by the programmes above described. Additional 

efforts are being done; in 2014 and 2015, one of the main orientations of the contracts with 

hospitals takes into account this line of action, adapted to specific situations where it is 

particularly necessary: 

“Optimise the scale of the emergency units to demand, dimensioning the teams in the days of 

major patient inflow; standardise the system of priorities between hospital units; develop internal 

protocols for situations of excess demand and develop programmes of management of excessive 

users together with primary care units”.  
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IV - More Efficient Hospitals 

1. Increase the rate of ambulatory surgery procedures 

Measure as suggested under the Hospital Reform Report 

This first measure proposed by the GTRH aims to take full advantage of the benefits of ambulatory 

surgery – opposed to the “traditional” surgeries – that, besides the unquestionable reduction in 

costs, allows the patient to spend the shortest time possible in the hospital. Therefore, the GTRH 

proposes an increase in the rate of ambulatory surgery procedures, in order to reach the value of 

70% by 2015. 

It is recognized that not all types of surgery – neither all types of patient – can be performed in 

an ambulatory basis. However, taking the United Kingdom’s example, there is evidence that 

suggests a margin to improve the weight of ambulatory surgery against normal surgery in national 

public hospitals. 

Background 

In 2007, the ambulatory surgery in the SNS had its advantages and requirements thoroughly 

studied by CNDACA (Comissão Nacional para o Desenvolvimento da Cirurgia do Ambulatório). 

From the conclusions of the study, were not only defined the specific rules for ambulatory surgery 

in all the hospitals of the SNS – Despacho 30114/2008 de 21 de Novembro de 2008 – but also 

settled a financing program to support the investment in the development of ambulatory surgery 

units. 

Standpoint 

The increase in the rate of ambulatory surgery procedures is being considered as a primary goal, 

since it was an indicator of Provision Performance in 2011, 2012, 2013, 2014 and 2015, under the 

Contract-Programmes with Hospitals, representing 3% of the total Common Institutional Goals. 

Evolution (numbers) 

ACSS provides data on ambulatory surgery rates from 2013 onwards, through trimestral updates 

(cumulative values). 

Although we don’t know if the measures were implemented exactly as proposed by the GTRH, 

there can be seen progresses in most of the national hospitals (see table). We should focus on 

the Centro Hospitalar Tondela-Viseu that, on December 2014, presents the highest rate of 

ambulatory procedures (91,2%), followed by  CH TM A. Douro (88,1%).  

It can also be seen that only 6 hospitals are below the goal of 70% (compared to the 15 from the 

beginning of 2013): IPO Coimbra (12,1%), IPO Lisboa (26,8%), CH Civa da Beira (46,6%), CH Póvoa 

de Varzim – Vila do Conde (51,7%), Hospital Prof. Doutor Fernando Fonseca (60,6%) and ULS 

Castelo Branco (69,5%). 

The greatest changes are registered in CH TM A. Douro, which evolved from a rate of 2,7% in the 

first trimester of 2013 to the second highest rate in the last trimester of 2014 (88,1%). 

Another interesting case to study is IPO Lisboa. Although it can be seen an improvement in all 

national hospitals, IPO Lisboa presents a negative trend throughout this 2 years.   
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Source: Own construction, data retrieved from benchmarking ACSS  

Grupo Hospital 2013 - T1 2013 - T2 2013 - T3 2013 - T4 2014 - T1 2014 - T2 2014 - T3 2014 - T4

H. V. F. Xira 80,2% 80,3% 82,2% 82,9% 89,6% 87,9% 87,4% 87,1%

ULS Guarda 75,3% 74,5% 72,4% 73,2% 73,5% 77,2% 78,9% 79,2%

ULS Lit Alentejo 73,4% 74,5% 79,1% 78,4% 77,0% 77,1% 79,3% 79,3%

H Stª Mª Maior 73,0% 74,1% 75,2% 74,8% 87,4% 85,3% 83,8% 79,0%

ULS Nordeste 71,7% 72,5% 73,4% 75,5% 84,3% 84,2% 85,0% 86,3%

CH Medio Ave 66,6% 67,0% 67,3% 67,9% 73,0% 72,8% 74,5% 74,3%

ULS C Branco 66,5% 62,4% 63,3% 66,2% 68,5% 70,0% 71,2% 69,5%

HD Fig Foz 66,3% 67,6% 65,1% 65,3% 72,8% 70,1% 71,6% 70,9%

CH P Varzim/VC 55,7% 56,2% 54,5% 53,1% 52,3% 54,2% 52,5% 51,7%

H Cascais 84,0% 82,9% 82,3% 84,6% 87,8% 87,7% 87,9% 87,8%

H Loures 80,5% 82,2% 83,8% 83,8% 86,9% 86,5% 85,7% 86,0%

ULS Alto Minho 82,1% 81,2% 79,8% 79,3% 82,2% 81,9% 81,1% 81,6%

CH Alto Ave 78,9% 77,5% 77,8% 77,9% 77,5% 76,5% 76,5% 76,9%

ULS Baixo Alentejo 74,7% 77,0% 75,3% 76,1% 86,5% 83,5% 81,9% 84,6%

CH Baixo Vouga 75,3% 74,3% 74,2% 75,5% 79,7% 80,0% 80,4% 80,5%

CH E. D. Vouga 75,3% 74,1% 72,1% 74,5% 80,6% 81,7% 80,0% 79,8%

ULS Matosinhos 75,8% 74,4% 72,6% 72,9% 77,4% 76,9% 76,8% 76,8%

H. D. Santarém 71,2% 70,9% 72,5% 72,8% 70,8% 68,6% 73,8% 77,3%

CH Barreiro M. 79,4% 76,9% 72,8% 69,9% 73,7% 75,3% 74,9% 76,2%

CH Médio Tejo 68,0% 67,5% 69,0% 69,7% 68,8% 70,4% 72,3% 73,4%

CH Tâmega Sousa 66,9% 69,3% 67,0% 69,1% 75,4% 74,0% 74,3% 72,7%

CH Leiria 68,7% 68,5% 68,8% 69,0% 76,8% 75,4% 75,8% 77,0%

ULS Norte Alentejo 64,9% 55,6% 58,1% 66,5% 69,4% 73,6% 75,5% 75,5%

CH Setúbal 63,3% 64,7% 63,1% 65,1% 74,8% 78,9% 80,4% 80,6%

CH Cova Beira 36,4% 44,3% 48,3% 47,3% 43,5% 43,7% 45,7% 46,6%

CH T. Viseu 82,7% 83,5% 85,1% 86,3% 90,9% 90,6% 91,1% 91,2%

H Braga 80,1% 82,7% 84,3% 85,3% 85,9% 85,9% 86,1% 85,5%

H. Garcia Orta 80,1% 79,2% 80,6% 81,6% 82,5% 81,9% 82,7% 82,4%

CH VNG/Espinho 79,9% 79,1% 80,0% 80,2% 82,0% 81,2% 81,6% 82,0%

Ch Algarve 79,4% 80,4% 78,7% 77,6% 75,5% 74,7% 73,8% 73,2%

H E. S. Évora 74,7% 74,8% 75,1% 74,7% 78,3% 77,4% 76,5% 76,1%

Ch TM A Douro 2,7% 1,5% 29,6% 71,3% 87,8% 88,4% 88,3% 88,1%

HF Fonseca 62,4% 55,5% 50,4% 53,0% 70,2% 66,2% 62,7% 60,6%

CH Porto 80,1% 81,3% 82,4% 82,4% 83,5% 82,7% 82,7% 80,8%

CH L Central 80,0% 82,0% 81,3% 80,8% 81,6% 81,2% 81,9% 82,0%

CH Uni. Coimbra 73,8% 75,3% 75,2% 75,7% 76,4% 76,4% 75,6% 77,0%

CH L. Ocidental 74,1% 75,4% 74,1% 74,5% 77,3% 75,7% 79,0% 79,5%

CH S. João 76,1% 75,4% 73,3% 73,2% 74,5% 74,5% 73,6% 77,1%

CH Lisboa Norte 60,8% 60,2% 60,0% 61,5% 71,2% 75,2% 75,5% 75,5%

IPO Lisboa 43,7% 44,4% 41,2% 38,6% 25,0% 23,2% 24,4% 26,8%

IPO Porto 74,8% 67,7% 70,8% 70,1% 85,7% 87,0% 85,9% 85,7%

IPO Coimbra 11,5% 11,0% 11,3% 9,4% 15,0% 13,8% 13,9% 12,1%

D

E

F

2013 2014

B

C
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Source: Own construction, data retrieved from benchmarking ACSS 

 

 

 

Source: Own construction, data retrieved from benchmarking ACSS 

 

  



 

19 

Health | Assessment Report on the Adjustment Program 

NOVA Economics Club 

Lisbon, May 2015 

2. Standardized Pre-Operative Protocols 

Measure as suggested under the Hospital Reform Report 

In order to reduce the number of unnecessary pre-operative procedures in healthy patients, the 

GTRH proposed the endorsement of measures followed by countries such as England or the USA 

that promoted the development of standardized pre-operative protocols. 

Background 

According to the GTRH’s Report, more than 200.000 programmed surgeries are annually 

performed in Portugal and, as a consequence, a high number of pre-operative procedures. As 

many studies suggest, in healthy patients, most of the procedures are unnecessary, based on the 

fact that even if the results of the tests come unexpected, it won’t change the doctors’ surgery 

plans. (Clinical Norm Nº029/2013 Aprovada a 31/12/2013 – page 24) 

Standpoint 

Faced with more than 500.000 surgeries in 2012, and consequent high expenditure in 

unnecessary pre-operative procedures, the DGS decided to approve, On December 31, 2013, a 

Clinical Guideline implementing the standardized pre-operative protocols for anesthesia (Norma 

Clínica Nº029/2013 Aprovada a 31/12/2013). It was then updated on April 24, 2015. 

Evolution (numbers) 

Although auditing data would be sufficient to evaluate the impact of this measure, we weren’t 

given the data from DGS in time. 

The most useful data would have been conformity levels from 2014 clinical audits to this norm, 

as well as the total number of audits performed and their regional distribution. Information on 

clinical audits predicted for 2015 would also allow us to confirm monitoring of the measure. This 

information might be released upon the publishing of the Annual Report of Clinical Audits of 2014, 

if it follows the structure of the 2012 report. 
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3. National Utilization Review Program 

Measure as suggested under the Hospital Reform Report 

While trying to diminish the mean length of stay, the GTRH focused on the reduction of the 

inappropriate use of resources as a measure of efficiency and quality. As so, it proposed the re-

adoption of the National Utilization Review Program. 

Background 

The concern about the mean length of stay started long before the development of the GTRH’s 

report. It was an indicator of Provision Performance in 2011, 2012, 2013, 2014 and 2015, under 

the Contract-Programmes with Hospitals, representing 4% of the total Common Institutional 

Goals in 2015. 

According to the Report, this method was already used by the Unidade de Missão dos Hospitais 

SA. 

Evolution 

Up to now, the data about the inappropriate use of resources is not available. 
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4. Rationalize the requests for MCDT 

Measure as suggested under the Hospital Reform Report 

The development of MCDTs (Diagnosis Tests) plays a very important role in today’s medical care: 

not only does it allow for faster diagnosis, but also more accurate. However, according to the 

GTRH, there is an excessive request for unnecessary MCDTs that, not only represent a higher 

expenditure, but can also be harmful for the patient. Therefore, the GTRH’s Report proposes, as 

a first measure, the implementation of guidelines for MCDT’s consumption. 

Background 

Faced with an excess of (unnecessary) MCDT requests, hospitals would either enlarge the waiting 

lists and/or outsource such procedures. 

Standpoint 

On December, 21, 2011, were released guidelines for MCDT usage, based on the implementation 

of a monitoring process per hospital (Diário da República, Despacho nº17069/2011). According 

to those guidelines, each hospital had the obligation to collect a trimestral report with indicators 

on the prescription of MCDTs per doctor – giving feedback to each doctor via e-mail – and to 

institute regular mechanisms to establish goals and correction measures. 

From 2011 onwards were released 25 Clinical Norms concerning the MCDT usage (18 General 

and 7 Condition-Specific). (Anexo) 

Evolution (numbers) 

In the ARS Lisboa, from 2009 to 2012, the average cost with MCDT per user has decreased, 

reaching a value of 55€ in 2012, 10€ lower than in the previous year. Unfortunately, the report 

concerning the year of 2013 isn’t available, yet.  

In the ARS Centro, the contracted average value for 2013 was 45,24€. However, it was violated 

by all the hospitals. 

Throughout the year of 2014, the average cost of MCDT per user strictly increased in almost all 

the ACES/ULS. 
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5. Adjustment of the Hospitals’ HR as a function of the Healthcare demand 

Measure as suggested under the Hospital Reform Report 

The SNS is faced with a problem of excess labour in some hospitals against lack of labour in other 

hospitals. The GTRH proposes the improvement of the diagnosis report published by ACSS on this 

matter, through the participation of hospitals in the elaboration of such document. The document 

should present an optimal number of Doctors for each Service/Hospital. To find this value, it was 

needed to characterize the distribution of medical human resources; evaluate the characteristics 

of the permanent staff; detect areas/services with lack and excess of workers; prediction of the 

needs of HR for the next 10 years. 

Evolution (numbers) 

As indicators of the adjustment of Human Resources, we will consider the outsourced services 

per patient and the percentage cost of overtime work and supplements. 

By the second indicator, it can be seen that the percentage cost in overtime work is decreasing 

in most of the hospitals. However, it is not always the case (H. Garcia de Orta or CH Cova da Beira 

are some examples of an opposite behavior).  

H. V.F. Xira, H. Stª Mª Maior, H. Braga and IPO Coimbra are the hospitals that remain on the top 

of the lower overtime relative cost throughout 2014. 

On the negative side are the CH Póvoa de Varzim – Vila do Conde, H E. S. Évora and CH S. João, 

presenting the highest relative costs.  
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Source: Own constrcuction, data retrieved from ACSS Benchmarking (15-5-2015) 

  

 

  

Grupo Hospital 2014 - T1 2014 - T2 2014 - T3 2014 - T4

H. V. F. Xira 9,0% 7,8% 7,8% 7,1%

H Stª Mª Maior 8,7% 9,0% 8,3% 7,4%

CH Medio Ave 12,5% 13,5% 12,2% 11,2%

HD Fig Foz 11,5% 11,7% 10,8% 10,4%

CH P Varzim/VC 14,8% 15,2% 14,8% 14,0%

H Loures 4,0% 4,3%

CH Alto Ave 10,7% 11,3% 11,7% 11,6%

CH Baixo Vouga 10,5% 10,8% 10,2% 9,5%

CH E. D. Vouga 13,2% 15,7% 15,4% 15,0%

H. D. Santarém 12,7% 14,7% 13,7% 13,2%

CH Barreiro M. 12,0% 11,8% 10,7% 10,3%

CH Médio Tejo 11,1% 11,9% 11,2% 10,4%

CH Tâmega Sousa 10,6% 10,5% 10,0% 10,4%

CH Leiria 13,0% 12,0% 12,4% 12,5%

CH Setúbal 11,8% 12,9% 11,6% 11,3%

CH Cova Beira 10,4% 11,9% 11,1% 11,2%

CH T. Viseu 14,2% 14,4% 13,2% 12,3%

H Braga 6,8% 6,1% 6,3% 6,3%

H. Garcia Orta 9,5% 11,6% 10,9% 11,5%

CH VNG/Espinho 14,6% 13,4% 12,8% 11,5%

CH Algarve 11,5% 12,3% 11,1% 10,7%

H E. S. Évora 17,0% 18,4% 17,1% 17,3%

CH TM A Douro 12,5% 12,9% 12,0% 11,3%

HF Fonseca 10,9% 10,1% 9,8% 9,5%

CH Porto 11,8% 11,8% 11,6% 10,9%

CH L Central 10,4% 11,6% 11,1% 10,7%

CH Uni. Coimbra 16,8% 14,7% 13,5% 11,8%

CH L. Ocidental 9,1% 9,5% 9,0% 8,8%

CH S. João 15,0% 15,3% 14,4% 13,2%

CH Lisboa Norte 11,6% 11,0% 10,8% 10,6%

IPO Lisboa 12,2% 12,4% 11,3% 10,4%

IPO Porto 12,1% 12,3% 10,5% 10,0%

IPO Coimbra 9,0% 7,1% 7,1% 6,4%

2014

C

B

D

E

F
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Source: Own constrcuction, data retrieved from benchmarking ACSS  

The second indicator shows a big disparity among the Portuguese hospitals. In the groups E and 

F lie the greatest hospitals in terms of outsourced services control. On the other hand, HF 

Fonseca (Group D), CH Médio Tejo (Group C), H. Loures (Group C), CH P. Varzim-VC  and H Stª 

Mª Mario (Group B) present the highest values for outsourced services percentage. 

One case that deserves attention is H. Loures, which presents, at the same time, low values for 

overtime work expenditure and high values for outsourced services percentage.  

0,0%

2,0%

4,0%

6,0%

8,0%

10,0%

12,0%

14,0%

16,0%

18,0%

20,0%

H
. V

. F
. X

ir
a

H
 S

tª
 M

ª 
M

ai
o

r

C
H

 M
ed

io
 A

ve

H
D

 F
ig

 F
o

z

C
H

 P
 V

ar
zi

m
/V

C

H
 L

o
u

re
s

C
H

 A
lt

o
 A

ve

C
H

 B
ai

xo
 V

o
u

ga

C
H

 E
. D

. V
o

u
ga

H
. D

. S
an

ta
ré

m

C
H

 B
ar

re
ir

o
 M

.

C
H

 M
éd

io
 T

ej
o

C
H

 T
âm

eg
a 

So
u

sa

C
H

 L
e

ir
ia

C
H

 S
et

ú
b

al

C
H

 C
o

va
 B

ei
ra

C
H

 T
. V

is
e

u

H
 B

ra
ga

H
. G

ar
ci

a 
O

rt
a

C
H

 V
N

G
/E

sp
in

h
o

C
H

 A
lg

ar
ve

H
 E

. S
. É

vo
ra

C
H

 T
M

 A
 D

o
u

ro

H
F 

Fo
n

se
ca

C
H

 P
o

rt
o

C
H

 L
 C

e
n

tr
al

C
H

 U
n

i. 
C

o
im

b
ra

C
H

 L
. O

ci
d

en
ta

l

C
H

 S
. J

o
ão

C
H

 L
is

b
o

a 
N

o
rt

e

IP
O

 L
is

b
o

a

IP
O

 P
o

rt
o

IP
O

 C
o

im
b

ra

% Cost in Overtime Work
2014 - T1

2014 - T2

2014 - T3

2014 - T4

0,0%

5,0%

10,0%

15,0%

20,0%

25,0%

30,0%

35,0%

40,0%

H
. V

. F
. X

ir
a

H
 S

tª
 M

ª 
M

ai
o

r

C
H

 M
ed

io
 A

ve

H
D

 F
ig

 F
o

z

C
H

 P
 V

ar
zi

m
/V

C

H
 L

o
u

re
s

C
H

 A
lt

o
 A

ve

C
H

 B
ai

xo
 V

o
u

ga

C
H

 E
. D

. V
o

u
ga

H
. D

. S
an

ta
ré

m

C
H

 B
ar

re
ir

o
 M

.

C
H

 M
éd

io
 T

ej
o

C
H

 T
âm

eg
a 

So
u

sa

C
H

 L
e

ir
ia

C
H

 S
et

ú
b

al

C
H

 C
o

va
 B

ei
ra

C
H

 T
. V

is
e

u

H
 B

ra
ga

H
. G

ar
ci

a 
O

rt
a

C
H

 V
N

G
/E

sp
in

h
o

C
H

 A
lg

ar
ve

H
 E

. S
. É

vo
ra

C
H

 T
M

 A
 D

o
u

ro

H
F 

Fo
n

se
ca

C
H

 P
o

rt
o

C
H

 L
 C

e
n

tr
al

C
H

 U
n

i. 
C

o
im

b
ra

C
H

 L
. O

ci
d

en
ta

l

C
H

 S
. J

o
ão

C
H

 L
is

b
o

a 
N

o
rt

e

IP
O

 L
is

b
o

a

IP
O

 P
o

rt
o

IP
O

 C
o

im
b

ra

% Outsourced Services
2014 - T1

2014 - T2

2014 - T3

2014 - T4



 

27 

Health | Assessment Report on the Adjustment Program 

NOVA Economics Club 

Lisbon, May 2015 

Source: Own construction, data retrieved from ACSS Benchmarking (15-5-2015) 

  

Grupo Hospital 2014 - T1 2014 - T2 2014 - T3 2014 - T4

H. V. F. Xira

H Stª Mª Maior 7,2% 8,3% 8,2% 8,0%

CH Medio Ave 6,5% 7,1% 6,4% 6,1%

HD Fig Foz 5,2% 6,2% 6,3% 7,0%

CH P Varzim/VC 7,3% 8,7% 7,7% 8,2%

H Loures 31,6% 34,5%

CH Alto Ave 5,0% 4,9% 4,6% 4,3%

CH Baixo Vouga 3,8% 4,5% 4,4% 4,4%

CH E. D. Vouga 6,0% 6,8% 6,4% 6,5%

H. D. Santarém 8,0% 5,4% 5,7% 5,3%

CH Barreiro M. 2,5% 2,9% 2,4% 2,1%

CH Médio Tejo 9,7% 11,2% 11,6% 11,5%

CH Tâmega Sousa 4,9% 7,7% 7,5% 8,6%

CH Leiria 7,0% 7,0% 7,2% 8,0%

CH Setúbal 4,1% 5,8% 5,2% 5,5%

CH Cova Beira 1,7% 2,0% 1,9% 2,0%

CH T. Viseu 2,3% 2,6% 2,4% 2,2%

H Braga 4,2% 3,7% 3,6% 5,9%

H. Garcia Orta 3,4% 3,8% 3,6% 3,7%

CH VNG/Espinho 2,5% 2,5% 2,5% 2,9%

CH Algarve 3,9% 5,7% 4,9% 5,7%

H E. S. Évora 2,7% 3,2% 2,6% 3,2%

CH TM A Douro 3,5% 4,5% 4,4% 4,7%

HF Fonseca 19,3% 18,8% 18,2% 18,0%

CH Porto 2,0% 2,0% 2,0% 2,2%

CH L Central 1,4% 1,0% 1,3% 0,4%

CH Uni. Coimbra 0,4% 0,5% 0,4% 0,5%

CH L. Ocidental 2,2% 2,8% 2,6% 2,5%

CH S. João 0,4% 0,6% 0,6% 0,8%

CH Lisboa Norte 0,6% 0,6% 0,6% 0,7%

IPO Lisboa 1,3% 2,5% 2,0% 2,7%

IPO Porto 0,7% 1,3% 1,0% 1,0%

IPO Coimbra 1,6% 1,4% 1,4% 1,5%

2014

B

C

D

E
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6. Energy Efficiency Program 

Measure as suggested under the Hospital Reform Report 

Understanding that the Hospitals are huge energy consumers was the crucial point below the 

suggested measure. The management of energy resources is very important and has a huge 

potential of cost reduction. 

Standpoint 

The program is currently being implemented 

Evolution (numbers) 

According to the ACSS’s reports on the ranking of energy consumption across national hospitals 

(2012 and 2013), there has been a reduction in energy consumption per useful floor area in the 

hospitals from Região de Saúde do Norte, Região de Saúde do Centro and Institutos de Oncologia. 

However, it has increased in the other regions: Região de Saúde de Lisboa e Vale do Tejo, Regiões 

de Saúde do Alentejo e Algarve and Entidades Hospitalares com Centros de Cogeração. 

The same report presents a complementary measure – the energy consumption per standard 

patient. It has increased in all the regions, with the exception of Regiões de Saúde do Alentejo e 

Algarve.  
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Source: Own constrcuction, data and origin present in Annex II  

 

 

 

Source: Own constrcuction, data and origin present in Annex II   
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V. The Quality as the foundation 
1.  Improve the quality and safety of the patients 

In terms of patient safety, there has been an obvious effort on behalf of healthcare agencies. In 

terms of the organisational norms elaborated by the DGS, in a total of 19, 5 are clearly targeted 

to safety and minimisation of error. These are: 

Organisational Norms 

Norma nº 003/2015 de 11/03/2015  

Avaliação da Cultura de Segurança do Doente nos Cuidados de Saúde Primários – Evaluation 

of the Culture of Patient Safety in Primary Care 

Norma nº 020/2014 de 30/12/2014 

Medicamentos com nome ortográfico, fonético ou aspeto semelhantes – Medicinal products 

with similar spelling, phonetics, or aspect 

Norma nº 025/2013 de 24/12/2013 atualizada a 20/01/2014 

Avaliação da Cultura de Segurança do Doente nos Hospitais – Evaluation of the Culture of 

Patient Safety in Hospitals 

Norma nº 008/2013 de 15/05/2013 

Sistema Nacional de Notificação de Incidentes e Eventos – National System of Notification of 

Inccidents and Adverse Events 

Norma nº 002/2013 de 12/02/2013 atualizada a 25/06/2013 

Cirurgia Segura, Salva Vidas – Safe Surgery  

 

The outcome of the Safe Surgery Protocol has been considered by the ACSS, under the contracts, 

as an indicator of Provision Performance, since 2013.  

Although hospitals fill out the form of Safe Surgery before each surgery electronically, there is no 

system to collect and sort the data at a national nor even regional level. This means that, as of 

May 2015, the actual information generated is not used for any purpose. Despite being an 

indicator necessary for the contracts, the value of conformity with this norm has been reported 

by the Hospitals themselves, without any assurance of correspondence with actual compliance. 

Gladly, according to the DGS, a system is underway to correct the issue.  

The NEC is not aware of other attempts at monitoring the effect of other norms. 

ERS – SINAS@HOSPITAIS 

The ERS, under the SINAS@HOSPITAIS, has initiated an analysis including a parameter of patient 

safety. The checklist used is well designed and in-line with international best practice, being based 

on the procedures of Joint Commission International (JCI), of the Agency for Healthcare Research 

and Quality (AHRQ) and of the National Quality Forum (NQF). 

Notwithstanding, it is odd that, considering the DQS of the DGS has put significant effort into 

developing patient safety criteria, considering these international standards yet adapted to 

Portuguese reality, those are not used at all by the ERS. Although the entity is independent of the 

Ministry, unlike the DGS, there should be a coordinated effort in this theme. 

By using the DGS procedures as well, it would increase credibility to the accreditation programme 

and simultaneously provide results relevant for the Portuguese national health system. It could 

https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0032015-de-11032015-pdf.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0202014-de-30122014-pdf.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0252013-de-24122013-pdf.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0082013-de-15052013-jpg.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0022013-de-12022013-atualizada-a-25062013-jpg.aspx
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also compel units to undergo the accreditation programme, after having an overview of what axis 

must be approached.   
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2.  Decrease the rate of nosocomial infection 

Antimicrobial resistant and Hospital Acquired Infection 

Antimicrobial resistant infections and hospital acquired infections have been a long-standing 

problem in Portugal. The incorrect use of antibiotics, in terms of non-compliance with 

prescription rules or outside their indicated use, is part of the problematic of antimicrobial 

resistance, attributed to the patient. Notwithstanding, the overprescribing of large spectrum 

antibiotics and of antibiotics in general at the hospital level, but also in ambulatory and primary 

care, have a vastly more significant effect on prevalence of antimicrobial resistant infections. 

Inadequate hygiene and disinfection of equipment and facilities are also at fault in hospital 

acquired infections. 

Hospital acquired infections, and particularly antimicrobial resistant infections, can be life-

threatening, especially in elderly patients. In general, they hinder treatment, and lead to immense 

waste of resources, requiring patients to be hospitalised for longer periods, and submitted to 

several therapeutics.  

The DGS itself admits that “at least one third of hospital acquired infections is certainly 

avoidable”1. To confirm these suspicions, the Prevalence of Hospital Acquired Infection in 

Portugal is suggestively above what would be expected solely by the type and severity of 

conditions (based on case-mix): 

 

                                                                                        Source: ECDC Surveillance Report 2011-2012 

Portugal also presents higher prevalence of antimicrobial resistant infections than the EU average 

in all infections. Our country is one of the worst performers in the resistance of infections by 

Staphylococcus aureus, Enterococcus faecalis, Enterococcus faecium, and Acinetobacter spp: 

Percentage of resistance in isolated cases – 2012 

Infection by: PT EU  Worse Performers (number) Country  

1.Staphylococcus aureus 53.8% 17.8% (1) Romania (53.9%) 

                                                           
1 Prevenção e Controlo de Infeções e de Resistência aos Antimicrobianos em números – 2014 
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2.Enterococcus faecalis 42.9% 26.5% 
(4) Hungary (56.2%); Italy (51%); Lithuania 

(50.8%); Slovakia (50.3%) 

3.Enterococcus faecium 23.3% 8.1% (1) Ireland (44%) 

4.Acinetobacter spp 64.3% - 
(2) Italy (78%);  

Greece (74.5%) 

5. Klebsiella pneumoniae 25.1% 18.5% (10) Greece (59.9%) 

6. Escherichia coli 9.2% 4.4% (7) Bulgaria (16.1%) 

7. Pseudomonas aeruginosa 18.1% 13.8% (7) Romania (46.3%) 

1 – to methicillin; 2 – to aminoglycosides; 3 – to vancomycin; 4 – combined resistance to fluoroquinolones, 

aminoglycosides and carbapenems; 5-combined resistance to cephalosporines of 3rd generation, 

aminoglycosides and fluoroquinolones); 6- combined resistance to cephalosporines of 3rd generation, 

aminoglycosides and fluoroquinolones)7- combined resistance; to 3 or more classes of antimicrobials, 

between piperacillin ± tazobactam, ceftazidime, fluoroquinolones, aminoglycosides and carbapenems. 

                                                                                        Source: ECDC Surveillance Report 2011-2012 

Background 

The subject of Hospital Infection, in Portugal, was first approached in 1930 by the DGS, and then 

in 1979 by the Direcção-Geral dos Hospitais, through the Circular Informativa Nº6/79, de 

09/02/79, which took hold of the Resolution (72) 31 of the European Council and divulged it to 

all services and healthcare units.  

Infection control was recommended by the same entity to all healthcare units through the 

Circular Informativa Nº8/86 de 25/03/86, which again revelead a recommendation from the 

European Council, in this case, Reccommendation n.º R (84) 20 of 25 of October, which concerned 

the prevention of hospital infections. In 1993, the Circular Normativa of the Direcção-Geral dos 

Hospitais N.º4/93 of 10/2/93, instated the need to institucionalise commission of infection 

control, already preconised in the Resolution (72) 31.  

Several innovative initiatives began, to minimise risk and control infections in Portugal. It was 

determined by Despacho of the Director-General of Health, of 23/10/96, the criation of a 

Commision of Infection Control in private and public healthcare units, integrated in the National 

Network of Healthcare provision. The Despacho of the Director.Generall of Health, on 14th May 

1999, created the PNCI – Programa Nacional de Controlo de Infeção, exploited by the Circular 

Informativa da DGS N.º 20/GAB/DG of 30/7/99, with the goal of informing the public and the 

professionals of the true dimension of the problem and promote all necessary measures for 

infection prevention through identification and modification of risk behaviours. The PNCI is 

considered the first Portuguese organised attempt at a comprehensive programme of infection 

control. 

Standpoint 

Since 2012, a number of measures were implemented trying to control the issue on all its fronts, 

some more successful than others. A new programme, the PPCIRA, is now in charge of this issue: 

PPCIRA 

The most comprehensive measure to tackle antimicrobial resistance is the PPCIRA – Program of 

Prevention and Control of Infection and Antimicrobial Resistance which works in the framework 

of the DQS (Departamento da Qualidade na Saúde) of the DGS (Direção-Geral da Saúde). 
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The Despacho of the Secretary of State of the Minister of Health nº2902/2013 of 8th of February 

2013 created the programme as a priority health programme. In 26th November of the same year, 

the mission and structure of the programme was defined in the Despacho of the Secretary of 

State of the Minister of Health nº15423/2013 in the following manner: 

 

 

 

 

 

 

 

 

 

 

 

Regional Group of Coordination (RGC) 

The Regional Group of Coordination (RGC-PPCIRA) is constituted by, at least, three elements, and 

is of multidisciplinary character, including, mandatorily, doctors and nurses, representatives of 

hospital care, primary care and continued care. It should include elements with experience on 

infection prevention and control and antimicrobial use, e be coordinated by a doctor which 

allocates, at least, 12 weekly hours to this function, with a total of weekly hours dedicated by the 

group exceeding 40. One of its members is part of the Commission of Pharmacy and Therapeutics 

of the corresponding ARS. Its functions are:  

(a) Coordinate and support the activities of infection prevention and control, the adequate use 

of antimicrobial, and the prevention of antimicrobial resistance in the health units of each region, 

concerning the PPCIRA;  

(b) Assure mandatory compliance of the national surveillance programmes of epidemiology and 

healthcare acquired infection and resistance to antimicrobials;  

(c) Promote and monitor the investigation of outbreaks and the performance of epidemiological 

surveys, cooperating with audits; 

(d) Plan and organise training and communication sessions in each region; 

(e) Elaborate a plan and an annual activity report as well as a triannual activity plan.  

Local Group of Coordination (LGC) 

The Local Group of Coordination of the Programme (LGC-PPCIRA) must involve:   

(a) a minimum of 40 weekly hours of medical activity, for hospitals as well as for local health units 

or ACES, and, when the hospitals or local health units have more than 250 beds, and when local 
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health units serve more than 250 000 people, a doctor should allocate at least 28 weekly hours 

to this function;  

(b) a minimum of 80 weekly hours of medical activities, for hospitals and local health units with 

more than 750 beds, as well as for local health units which serve more than 500 000 people, as 

well as a doctor who allocates at least 28 weekly hours to this function;  

(c) at least, one nurse fully dedicated to this function, in hospital units, regardless of their 

integration in hospital centres, and also in ACES or local health units, with the addition of a fully 

dedicated nurse for each extra 250 hospital beds.   

The LGC-PPCIRA should ensure the implementation and operability of a local programme of 

assistance to antimicrobial prescription, covering profilactics and therapeutics, capable of 

reviewing and validating prescription of, at least, carbapenmes and fluoroquinolones, in the first 

96 hours of therapeutics, with the goal of preventing the use of antimicrobials outside their 

indication or for longer periods than necessary.  

Initiatives of Epidemiological Vigilance within the PPCIRA 

HELICS-UCI – Incidence of Nosocomial Infections in ICUs (Intensive Care Units) 

HELICS-Cirurgia – Incidence of Nosocomial Infections in Surgery Services 

Infeções Nosocomiais da Corrente Sanguínea (INCS) – Incidence of Nosocomial Infections of the 

bloodstream  

Infeções nas UCI-Recém-Nascidos – Incidence of Infections in Neonatal ICUs 

Estudo Nacional de Prevalência de Infecção nos Cuidados Continuados – Prevalence of Infections 

in Continued Care Units 

Clinical and Organisational Norms 

More recently, organisational and clinical norms on the issue are being published by the DGS in 

cooperation with the Ordem dos Médicos: 

Hospital Infection and Antimicrobial resistance Control 

Organisational Norms 

Norma nº 024/2013 de 23/12/2013 

Prevenção da Infeção do Local Cirúrgico - Prevention of infection of surgical site 

Norma nº 004/2013 de 21/02/2013 atualizada a 08/08/2013 

Vigilância Epidemiológica das Resistências aos Antimicrobianos - Epidemological Surveillance 

of Antimicrobian Resistance 

Norma nº 029/2012 de 28/12/2012 atualizada a 31/10/2013 

Precauções Básicas do Controlo da Infeção (PBCI) – Basic Precautions for Control of Infection 

Clinical Norms 

Norma nº 019/2014 de 19/12/2014 atualizada a 24/03/2015  

Diagnóstico da Infeção por Clostridium difficile nos Hospitais, Unidades de Internamento de 

Cuidados Continuados Integrados e na Comunidade – Diagnostic of Infection by Clostridium 

difficile in Hospitals, Inpatient Units, Continued Care and the Community 

Norma nº 018/2014 de 09/12/2014 atualizada a 27/04/2015  

Prevenção e Controlo de Colonização e Infeção por Staphylococcus aureus Resistente à 

Meticilina (MRSA) nos hospitais e unidades de internamento de cuidados continuados 

javascript:PerformNode('000200770083AAAAAAAAAAAA')
javascript:PerformNode('000200770084AAAAAAAAAAAA')
javascript:PerformNode('000200770085AAAAAAAAAAAA')
javascript:PerformNode('000200770086AAAAAAAAAAAA')
javascript:PerformNode('000200770092AAAAAAAAAAAA')
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0242013-de-23122013-pdf.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0042013-de-21022013-atualizada-a-08082013-jpg.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0292012-de-28122012-png.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0192014-de-31122014-pdf.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0182014-de-09122014-pdf.aspx
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integrados – Prevention and Control of Colonisation and Infection by Straphylococcus aureus 

Resistant to Methicillin (MRSA) in hospitals and inpatient continued care units 

Norma nº 013/2014 de 25/08/2014  

Uso e Gestão de Luvas nas Unidades de Saúde – Use and Management of gloves in 

healthcare units 

Norma nº 006/2014 de 08/05/2014  

Duração de Terapêutica Antibiótica – Duration of Antimicrobial therapeutics 

Norma nº 031/2013 de 31/12/2013 atualizada a 18/12/2014 

Profilaxia antibiótica cirúrgica – Surgical antimicrobial profilactics  

 

Evolution of Hospital Acquired Infections 

There seems to be a decrease in the incidence of Nosocomial Infections since 2010, according to 

the reports of the DGS. The great reduction from 2010 to 2011 can be partially attributed to 

reductions in infections related with central venous catheter and others measures related to the 

PNCI, but can also reflect differences in the characteristics of the sample, considering in 2010 only 

19 hospitals participated, against 41 in 2011 (or 118 thousand cases against 266 thousand). 

 

                                                     Source: DGS – yearly reports of the VE-INCS 

It is also possible to compare the outcomes of patients suffering from such infections over the 

course of time 
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https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0132014-de-25082014-pdf.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0062014-de-08052014-pdf.aspx
https://www.dgs.pt/directrizes-da-dgs/normas-e-circulares-normativas/norma-n-0312013-de-31122013-em-discussao-publica-pdf.aspx
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                                                    Source: Own construction, data from yearly reports of the VE-INCS (DGS) 

Unfortunately, mortality amongst patients with nosocomial infections has been increasing. One 

must note, however, the values presented are absolute mortality, which means this growth can 

be associated with a number of factors outside the control of the healthcare providers, for 

instance, increasing age of the patients. Other possibility worth exploring is a change in the 

typology of infections: 
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                                                    Source: Own construction, data from yearly reports of the VE-INCS (DGS) 

 

 

There were no particularly relevant changes in the proportion of each main type of infection. Age 

is apparently partially responsible for the increase in mortality, as the proportion of nosocomial 

infected patients above 60 years old, where mortality is higher, is increasing:  

 

 
                                                   Source: Own construction, data from yearly reports of the VE-INCS (DGS) 
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On a positive note, mortality for those above 60 shows a decreasing trend. For individuals aged 

61 to 70, however, mortality increase from 2012 to 2013, offering also a possible explanation for 

the overall increase in mortality, taking into account this group represents more than 25% of total 

nosocomial infections:   

 

 
                                                    Source: Own construction, data from yearly reports of the VE-INCS (DGS) 

 

Evolution in antimicrobial resistance 

 

Since 2012, the resistance to antimicrobials of Staphylococcus aureus, the most common type of 

nosocomial infection in Portugal, has fallen: 

 

On the flip side, there has been an increase in resistance for Escherichia coli infections: 
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                                                              Source: ECDPC (EARS-Net) 

 

The prevalence of resistant Klebsiella pneumonia has also been steadily increasing: 

 
       Source: ECDPC (EARS-Net) 

 

Evolution of Participation 

The VE-INCS, one of the most important programmes currently in place, has witnessed increasing 

participation in terms of hospitals and cases reported. The ARS Centro, nonetheless, remains with 

a very low enrolment rate in the programme, an issue that ought to be addressed: 

Population in the VE-INCS programme 

2010 2011 2012 2013 

118,037 266,425 301,604 329,253 

% Public Hospitals participating in the VE-INCS 
 2011 2012 2013 

ARS Norte 34,40% 62,50% 62,50% 

ARS Centro 16,70% 13,60% 18,20% 

ARS LVT 46,20% 50% 50% 

ARS Alentejo 100% 100% 100% 

ARS Algarve 66,70% 25% 66,70% 

R.A. Madeira 100% 100% 100% 

R.A. Açores 66,70% 66,50% 33,30% 

TOTAL 38,70% 50,5% 51,0% 

                                                    Source: DGS – yearly reports of the VE-INCS 

Potential Pitfalls and Improvements to the system 

 Participation in surveillance programmes: optional and possibly artificially improving the 

results 

The participation in surveillance programmes should be mandatory for all healthcare units. 

Although it has progressively been extended to more patients and centres, by enforcing its 

application it would be possible to evolve faster. 

The limited participation in the programme jeopardises the unbiasedness of the data retrieved. 

It is not unreasonable that we are in the presence of a phenomenon similar to what is usually 

defined as adverse selection. In this case, the healthcare units which register higher incidence of 

nosocomial infection, most likely, feel compelled to remain outside of the surveillance 
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programme. As a consequence, it is possible that the real panorama of the problem is worse than 

what the information currently shows. 

The orientation to enforce the programme is actually already stated under the Despacho Nº 

15423/2013. A new protocol and IT programme are predicted to be put in place in July 2015, to 

facilitate the work of the LGC-PPCIRA. 

 

 Lack of communication of the results 

Only for the surveillance programme of Nosocomial Infections are there Published Annual 

Reports available to the public. The remaining surveillance programmes are lacking information. 

It would also be interesting to have access to the Conformity levels of the new clinical norms 

audited. 

There is significant work being done in all axis of hospital infection, from minimising the risk of 

acquiring such infections, to reducing antimicrobial resistance through pedagogical programmes 

directed at hospitals, MDs, nurses, ACES, as well as clinical norms being established and audited.  

There have already been positive results in terms of the most incident type of nosocomial 

infection, but results are still far from ideal. Antimicrobial resistance could benefit from further 

measures to educate the patient.  
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3. Associate the financing of providers to quality indicators 

Measure as suggest under the GTRH report 

Under the GTRH report, it is stated that pay per performance ought to be progressively 

introduced, in an attempt to associate the financing of providers with quality indicators. The goal 

was to have, in 2014, quality indicators affecting the budget of healthcare units in at least 10%.  

Also under the report, it was recommended a shift between yearly approaches to tri-annual 

strategic plans.  

Standpoint 

In the Contracts between the ACSS and the hospitals and ULS (integrated healthcare units, 

combining hospital and primary care) and in the contracts between each ARS and the 

corresponding ACES, a number of criteria of performance are defined. These impact the 

distribution of financial resources amongst the centres.  

The choice of indicators in, per se, very relevant, and the changes applied reflect differences in 

perspective throughout the last years. 

Evolution 

Incentives related to performance in the case of hospitals have been almost absolutely 

standardised throughout the triennium 2013-2015. In total, they are yet to represent 10% of the 

budget, being, so far, limited to 5%. 

Institutional Incentives for Hospitals 

 2011 2012 2013 2014 2015 

Total impact, of which: 3% 4% 5% 5% 5% 

a) Common inst. goals 30%   50% 60% 60% 60% 

b) Regional inst. goals 50% 50% 40% 40% 40% 

c) Regional goals (2011) 20%  Standardised triennium 

  

Indicators used as a) Common institutional goals, for Hospitals 

 2011 2012 2013 2014 2015 

Access 9%  15%   15% 15%  15% 

External consultations over Emergency visits 3%     

First consultations registered (%)  3%    

A.1.First-time medical consultations (%overall) 3% 3% 3% 3% 3% 

A.2.References for ext. cons. timely attended (%)  3% 3% 3% 3% 

A.3.External consultations with registered discharge (%)   3% 3% 3% 

A.4.Surgical patients treated in adequate time (%)  3% 3%   

A.4.Oncological surgeries in adequate time (%)    3% 3% 

Median days between signalling and entry in RNCCI 3%     

A.5.Signalling for RNCCI in adequate time (% / %o)  3% 3% 3% 3% 

Provision Performance 15%* 20% 25% 25% 25% 

B.1.Average length 3% 5% 4% 4% 4% 

Re-hospitalisation rate in the first 5 days (qual.11) 3%     
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B.2.Re-hospitalisation rate in the first 30 days  3% 4% 4% 4% 

B.3.Hospital stay above max. (%)  3% 4% 4% 4% 

B.4.Hip surgery in the first 48hrs (%)    4% 4% 

B.4.Percentage of C-section deliveries(qual. 11) 3% 3% 4%   

B.5.Day surgeries in total programmed surgeries (%) 3% 3% 3% 3% 3% 

B.6.Percentage of generics in overall drug consumption 3% 3% 3% 3% 3% 

B.7.Safe surgery checklist (%)   3% 3% 3% 

Economic / Financial Performance 6% 15% 20% 20% 20% 

Personnel costs over operational result 3% 3%    

Operational Result 3%     

C.1.Extra HR expenses (outside sched. or staff) % HR  3% 5% 5% 5% 

C.2.EBITDA  3% 5% 5% 5% 

C.3.Increase in overdue debt  3% 5% 5% 5% 

C.4.Op. earnings outside contract in op. earnings (%)  3% 5% 5% 5% 

 

 

 

In the case of ULS, these incentives already have an impact of 10%, as preconized. There is a clear 

division between quality objectives, themselves divided in primary and second care, and 

efficiency objectives. 

Institutional Incentives for ULS 2011-2015 

Total impact, composed of: 10% 

1. Quality Objectives, composed of: 6% 

a) Primary Care 3% 

b) Secondary Care 3% 

2. Efficiency/Financial sustainability objectives 4% 

 

Primary Care Breakdown 

National Axis >= 60% 

Regional Axis <=20% 

Local Axis <=20% 

Secondary Care Breakdown 

National Objectives >=50% 

Regional Objectives <=50% 

Efficiency/Financial sustainability Breakdown 

National Objectives 50% 

Regional Objectives 50% 

 

In terms of total impact, there were no changes in institutional incentives for ULS between 2011 

and 2015, except in the last year and only in terms of the actual indicators used: 

 

Incentive in use 

Incentive discontinued 
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Quality Objectives as Institutional Incentives for ULS 2011-2015 – Primary Care 

 2011-2014 2015 

Primary Care 3%  3% 

National Axis >=60% 75% 

Global utilisation rate of medical consultations 4.8% 5% 

Percentage of generics in overall drug consumption 4.8% 6% 

Average cost of medicinal products per user  4.8% 16% 

Utilisation rate of family planning consultations 4.8%  

Average cost per user of prescribed MCDT  4.8% 8% 

Up to date National Vaccination Plan at 13 years old (%) 4.8%  

1st consultations performed before 28 days of age (%) 4.8%  

Colorectal cancer screening in 50-74year olds (%) 4.2%  

Underweight  newborns (% of born in normal time) 4.2% 1.5% 

Proportion of acute episodes coded with ICPC-2 3.6%  

Incidence of major amputations in diabetics in resident 

population 
3.6% 3% 

Consumption of anxiolytics, hypnotics, sedatives and 

antidepressants in ambulatory (DDD/1000 residents/day)  
3.6%  

Proportion of >=65 years-old without anxiolytics, hypnotics, 

sedatives or antidepressants prescribed 
 4% 

Percentage of satisfied and very satisfied users 3.6% 6%* 

Incidence of strokes in population under 65years-old 3.6%  

Home nursing consultations per 1000 enrolled  4% 

Tobacco consumption (% of Enrolled >=14years-old)  4% 

Proportion of medical consultations in person with ICPC-2  6% 

Hospitalisation rate for cardiovascular disease for <=65-years 

old 
 3% 

Proportion women in fertile age (MIF) accompanied by Family 

Planning (PF) 
 6% 

Proportion of pop <=14-years old with updated consultation 

and National Vaccination Plan 
 2,5% 

Regional Axis <=20% 18% 

Maximum 4 indicators 5%  

Local Axis <=20% 7% 

Maximum 2 indicators 10%  

*in 2015, replaced by “indicator of user satisfaction" 

 

 

In the case of ULS, impact of primary care indicators is flexible to some extent. The impact of 

National Axis’ objectives is of at least 60%, making it possible for each ARS to slightly adjust the 

importance of the indicators. In general, within the National Axis, each indicator can be reduced 

or increased in importance by 0.2, that is, 0.96 p.p. in the case of indicators valued in 4.8%, 0.84 

Incentive in use 

Incentive discontinued 
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for those at 4.2%, and 0.72 p.p. for those at 3.6%. In the regional axis, each indicator can be 

adjusted by 1.25 p.p. and in the local axis, by 5 p.p..  

Overall, both for ULS and Hospitals, contracts have been progressively more tied to quality and 

efficiency, in the terms required by the GTRH report. Initial problems on lack of consistency have 

in its majority been corrected, with little changes on fundamental incentives since 2013, marking 

a successful performance of the triannual programme 2013-2015. 

4. Reduce C-section proportion of deliveries 

The proportion on the number of C-sections was, in 2011, 2012 and 2013, present in the contracts 

between hospital and ULS and the ACSS (see section 4.). Its use, in the Contracts, was 

discontinued in 2014, and replaced by the indicator of percentage of hip surgeries conducted in 

the first 48 hours. 

Additional actions to solve this problematic were put into place in the Contracts. Of note, in 2012 

and 2013, whenever C-sections are performed outside indication and beyond the numbers 

agreed upon, the reimbursement received by the units is the corresponding to a normal delivery. 

In 2014, as a line of hospital performance, a programme for the reduction of C-section 

proportions was introduced, which defines financing in the following manner:  

Financing associated with C-section Proportion 

Perinatal support hospitais Differentiated perinatal support hospitals 

<25% = x <27% 

25-26.4% = 0.75x 27-28.4% = 0.75x 

26.5-27.9% = 0.5x 28.5-29.9% = 0.5x 

28-29.4% = 0.25x 30-31.4% = 0.25x 

>29.5% = no financing >31.5% = no financing 

 

Financing associated with percentual reduction in proportion (color-code = figure below) 

Reduction <5% No financing 

5-7.4% 0,25x 

7.5-9.9% 0,5x 

10%-12.4% 0,75x 

>12.5% x 

 

Evolution 

Regardless of this change, the Benchmarking database developed by the ACSS provides us with 

the evolution of this indicator in 2013 and 2014. Between March 2013 and December 2014, 

expect for 6 providers, all healthcare units decrease the proportion of C-sections. On average, the 

reduction was of 3.2 percentage points, which is, in percentage, 9.5%. In December 2014, the 

average proportion of C-sections was 28.6%, down from 31.8% in March 2013.  

Except for one of the centres, the units where this quality measure worsened are all performing 

relatively more C-sections than the average.  The healthcare unit which registers higher growth 

in the proportion of C-sections is also the second worst performer. The worst performer also 

registers an increase.  
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It is thus easy to detect what units need further action. However, the difficulty in improving this 

indicator might not be only related to performance of the healthcare unit, but also potentially 

clinical justifications, for instance, older age in pregnancy in these regions.  

On a positive note, some of the worst performers have been making impressive progress, 

demonstrating it is possible to improve. Several units with relatively high C-section proportions, 

according to ACSS standards, would qualify for financing based on progress (see shaded areas in 

graph below); some, as the CH Médio Ave, qualify for maximum financing based on evolution, 

despite having a proportion of 33.3%.   
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5. Promote the use of a uniform panel of indicators of quality 

Measure as suggested under the GTRH report 

The GTRH recommended that a panel of quality indicators was elaborated, based on international 

references, and applied to contracts, having an impact on hospital financing. The indicators were 

to be followed by the DQS of the DGS, each trimester, with support from the ACSS.  

Standpoint 

The measure was fully adopted. The indicators chosen can be seen on section 3. Associate the 

financing of providers to quality indicators. Data is being published on the benchmarking website 

of the ACSS on most of the indicators chosen, each trimester. Although attractive from a design 

point of view, the website could be more user-friendly in terms of analysis of data, namely by 

allowing direct exportation of data to Excel, for instance. 

The DQS of the DGS, involved in the process, was open to the NEC’s suggestion of creating an 

index which combined all indicators from the panel, or other relevant indicators collected. 

It is also worth mentioning the ERS’s initiative, the SINAS@Hospitais, which tries to provide an 

index of quality considering Clinical Excellence, Safety, Adequacy and Comfort of Facilities, User 

focus and User satisfaction, which uses a broader spectrum to evaluate quality. Although in its 

early days, the initiative is welcomed.  

The NEC, however, emphasises the astonishing quantity of data being generated by hospitals and 

primary care units, which if properly interlinked regionally and nationally would allow for very 

interesting, consistent, indicators. The ERS takes another route by asking providers to fill out 

check-lists in some of the criteria, which is potentially biased, both in terms of responders 

(voluntary participation) and answers per responder. 

6. Regularly performing external clinical audits 

External Clinical Audits 

Under the initial report from the Technical Group for the Hospital Reform, external clinical audits 

are suggested only for hospital care. Despite advising on External audits, the supervising entities 

indicated consists only of the Board of Directors of the Hospitals and “intermediary deciders”. It 

was not entirely clear who was to be responsible for performing the audits. 

Under public discussion, it was held by Universidade Nova that dissemination of the information 

collected was fundamental for the role of the audits.  

Standpoint 

External Clinical Audits are currently being performed by the DQS of the DGS. They are not limited 

to hospital care, going beyond their initial intended scope. Clinical audits are closely related to 

clinical norms, composed by the DGS in cooperation with the Ordem dos Médicos. The audits 

assess the level of compliance with a given norm.  

The development and publication of the clinical norms is based upon a Protocol of Cooperation 

between the Ordem dos Médicos and the DGS, of September 5, 2011, which establishes under 

article 2 f) the collaborative performance of Clinical audits. 
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The actions from auditor doctors within the collaborative programme come from the Despacho 

No. 5 of 2011 of the Minister of Health, of July 22. The regulation sets out that: 

 

1. All organisms that are part of the direct and indirect public administration under the Ministry 

of Health, as well as the institutions and services part of the National Health Service should 

collaborate with the DGS in the writing of clinical and organizational norms and guidance 

documents (…) 

 

4. Following the clinical norms and guidance documents approved by the DGS, the health 

professionals defined in article 1 can be called to audit the compliance with the clinical and 

organisational norms (…). 

 
Organisation of the process 

 

Clinical audits begin with the selection of the units which will undergo evaluation. The entity 

responsible for the healthcare unit is informed that such assessment is going to take place. Upon 

arrival, the audit team meets with the clinical director (in the case of hospitals) or with the 

president of the clinical board (in the case of primary care units).  

 

Through random selection, several clinical processes are withdrawn from the database. The 

definition of compliance varies with the type of norm considered. Some relate solely with clinical 

practice, but many also assess whether the register of observations is accurate and complete. 

Debatable decisions are discussed with the clinical director, and clinical decisions apparently 

outside the norm are only rendered so if, after studying the clinical history, there is no motive to 

sustain the decision. The DQS ensured the NEC that dubious cases are decided in favour of the 

practitioner.      

 

A preliminary report is elaborated by the audit team of the DGS and sent to the clinical 

responsible of the unit, which verifies its content. Any inconsistencies, mistakes, or disagreements 

in assessing the results are transmitted through the Contradiction Exercise. Those notes are then 

studied by the DGS, which either accepts them, and modifies its stand accordingly, or maintains 

its take. A final report is issued, with recommendations on corrections to the processes. 

 

If conformity to the norm is below the minimum threshold, set, usually, at 50 or 70%, a follow-up 

audit is scheduled.  

 

 
 

 

 

 

 

 

 

 

 

 

 

Preliminary 

Report 

Contradiction 

Exercise 

Final Report Recommendations issued 

Below conformity threshold 

Follow-up Audit 
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Consequences to healthcare units 

The DQS of the DGS presents its mission as being to audit good clinical practice of a norm, and 

never health professionals. The identity of doctors is overlooked when selecting the clinical 

processes to evaluate.  

As they stand today, audits are purely pedagogical. There are no consequences to 

underperforming.  

Evolution 

In 2012, 5 norms were audited, in a total of 52 audits.  

 
001/2010 - Prescrição de Osteodensitometria na Osteoporose do Adulto;  

001/2011 - Terapêutica da Diabetes Mellitus Tipo 2: Metformina;  

002/2011 - Diagnóstico e Classificação da Diabetes Mellitus;  

016/2011 - Abordagem e Controlo da asma;  

017/2011 - Tratamento Conservador Médico da Insuficiência Renal Crónica Estadio 5.  

 

Norm in question Programmed Performed 

001/2010 8 16 

001/2011 6 10 

002/2011 6 10 

016/2011 2 2 

017/2011 8 14 

TOTAL 30 52 

 

Unfortunately, the 2013 and 2014 reports have not been, until this day, released by the DGS. 

Although the NEC tried to have access to said documents, the DGS did not make them available 

so far.  

We were, however, informed that a much higher number of clinical audits were being performed, 

and on many more Clinical Norms. It is, regardless, impossible to make an analysis of such 

evolution using only publicly available data.  

Possible pitfalls and potential improvements to the system 

As dully noted by the Universidade Nova de Lisboa, communication of the information reunited 

by Clinical Audits is an important topic. Yet, it is also one that must be carefully approached.  
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The DGS is particularly focused on not revealing individual numbers, that is, per healthcare unit, 

because of the possible misinterpretation of the results by the general public. However, even 

with said concerns, some controversy has sprouted. 

In the beginning of 2014, the Ordem dos Médicos revealed worries about the adequacy of the 

indicators used, and, particularly, about the relevance they have in terms of quality of care and 

the possibility of further hampering the public image of the service through exposing high non-

conformity levels which, nonetheless, could say very little about the quality of clinical practice.   

The indicators in question, according to the OM, at times, are not clinically relevant, not 

mentioned in the Clinical Norms, poorly defined, and not possible to register in the clinical 

processes.   
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7. Promote the control of clinical risk  

Measure as suggested under the Hospital Reform Report 

The Final Report from the Technical Group for the Hospital Reform suggests Hospitals ought to 

have internal structures of control of clinical risk, under the responsibility of the Board of 

Directors. The application of the measure was to be accompanied also by the ACSS and respective 

ARS. 

Standpoint 

The monitoring of this measure has not been done systematically. It ought to be created a better 

defined mechanism to control clinical risk.  

Giving total autonomy to the Boards of the Hospitals hinders development, especially under the 

present system, where they lack orientation. A template of internal audits, and suggestions on 

how to organise a structure of control – tasks assigned, allocation of hours, review processes, 

individuals within the hospital structure to eventually nominate for this department (number of 

doctors, nurses, etc.) – would be extremely useful.  

An example of where this was successfully done is the PPCIRA within the structuring of local 

commissions, thoroughly described under the law.  

The accreditation programme of the DGS, below described, provides a basis for hospitals to ensure 

control of clinical risk, and can, thus, replace this mechanism of clinical risk control. 

8. Accreditation Programme 

Programme of Accreditation 

Measure as suggested under the Hospital Reform Report 

The Final Report from the Technical Group for the Hospital Reform preconized, as a measure to 

pursue the objective of improving quality of care and safety for the patients, the launch of a 

programme of hospital accreditation. 

In its description, there was no entity clearly appointed as the responsible for its overview and 

evolution. Although the description of how the programme should be developed was somewhat 

limited, it stated hospitals yet to be certified should be enrolled in the programme, and the 

remaining institutions, which had already gone through similar accreditation processes, should 

be periodically reviewed in order to maintain the standards met.  

Background 

The process of accreditation of healthcare units in Portugal had already been taking place in 

selected institutions, through several separate, uncoordinated initiatives.  

Indeed, the Ministry of Health in 1999, under the umbrella of the Quality in Health Institute – 

Instituto da Qualidade em Saúde (IQS) – implemented a model known as King’s Fund, the modern 

day CHKS, which was to be applied to the National HealthCare Service (SNS). Later on, the Unit of 

Mission of Hospitals S.A. adopted a disparate model, from American origin, called Joint 

Commission International (JCI).  

Despite their similarities in terms of focus on quality and safety and their relevant evolution 

propelled by the availability of EU funds to support this type of initiative, they fell short of their 
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scope, both in terms of number of institutions reached and type of units. The majority of 

accredited institutions were large hospitals, overlooking both primary care and continued care 

units, and the need to accredit institutions as a whole hindered centers with structural difficulties 

from undergoing such certifications. 

The first major breakthrough in terms of a truly coordinated initiative, adapted to the needs of 

the Portuguese system, came before the need to strive for quality was pointed out by the 

Technical Group. In 2009, the Department of Quality in Health (Departamento de Qualidade na 

Saúde – DQS) was created as a branch of the Direcção Geral de Saúde (DGS), taking on the 

functions of the IQS, through the Portaria Nº155/2009 de 10 de Fevereiro. In June 2009, it was 

preconized by the National Strategy for Quality in Health that the DGS ought to “create a national 

programme of accreditation in healthcare based on a model of sustainable accreditation and 

adaptable to the characteristics of the Portuguese Health System.”. 

In 2012, the Decree nº14/2012 confirmed the function of the DGS of “analyzing, certifying, and 

communicating the quality of primary, hospital, continued, and palliative care”                 

Standpoint 

Confronted with the limited success of previously implemented accreditation programmes, the 

answer would need to come from a new model, with transversal application across the type of 

care and dimension of the units. A National Programme of Accreditation in Health (PNAS – 

Programa Nacional de Acreditação em Saúde), guided by the DGS, allows for its full alignment 

with the National Strategy for Quality in Health, and for an easier dissemination of the 

programme. The model chosen, and in practice until this day, was based on the protocol 

developed by ACSA – Agencia de Calidad Sanitaria de Andalucía, which focused on the provision 

of healthcare as a service, and had been developed by physicians, for physicians, on the Spanish 

province of Andalucía, with clear historical, cultural, and demographic similarities to Portugal. The 

system itself was certified by the ENAC – Entidad Nacional de Acreditación, the Spanish National 

Entity of Accreditation, and was based on its fundamental rules and standards.  

Considering said model had already been in practice for over 10 years, successfully certifying 

more than 500 healthcare units, it became clear that its replication in Portugal could be 

conducted seamlessly. Moreover, cross-border cooperation would allow for an acceleration of 

the programme, with the DGS feeding of the Spanish experience. 

Confirming this possibility, several agreements were signed between the two countries, making 

the DGS, today, entitled to controlling the accreditation processes in Portuguese territory, 

exclusively and autonomously. Portuguese auditors were adequately trained as members of the 

PNAS – Programa Nacional de Acreditações em Saúde. 

Another important cornerstone to the programme are the Technical Commissions, responsible 

for constructing specialised Manuals of Accreditation. The documents are based on the 

experience of their Spanish counterparts, yet they are specifically tailored to specificities of the 

Portuguese healthcare providers and legislation, while taking into account the views of the 

Portuguese scientific and clinical community. These serve to establish the standards necessary 

for accreditation and also the criteria for subsequent external evaluations. 

Model Structure 

The model ACSA depends on three crucial principles, ranging from purely organizational to 

specific of healthcare. These are: 
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 Continual improvement in search of organizational excellence, as pertained by the EFQM 

– European Foundation for Quality Management; 

 Quality Management as sustained by ISO 9000; 

 Healthcare quality assurance, inferred from differing models of accreditation applied 

internationally. 

The main axis of intervention, across all Manuals of Accreditation, reproduce, in great extent, the 

areas deemed fundamental by the Technical Group itself. The DGS highlights 5 central aspects to 

the PNAS: 

 The citizen at the center of the Healthcare System; 

 Organisation of activity centered on the person; 

 Healthcare professionals; 

 Supporting Processes; 

 Results. 

Integration of Care is also vital in the present accreditation model, which, in its clinical aspects, is 

built upon the PAI – Processos Assistenciais Integrados -, Integrated Processes of Assistance.  

Mimicking the traditional management processes, they, nonetheless, are to be much more than 

a simple sequence of steps. They must involve professionals at every level of care, in an attempt 

to achieve human, timely, care, with respect for the patient. The PAI are designed to provide the 

patient with all the necessary information, before, during, and after any procedure, and to guide 

clinical decisions through scientific evidence, while minimizing human error by instating 

processes related with equipment use, therapeutics, diagnostics, and treatment overall. The 

processes also clearly appoint and distribute responsibilities across healthcare professionals.    

The final outcome is an accreditation of the unit in the clinical services it provides, which is 

ultimately the assurance of quality which most directly impacts the patient, unlike the structure 

and organization, regarded mostly as a platform for development. This is why the DGS considers 

its priority to certify major clinical departments with in-patient services, in the hope this will 

trigger a multiplier effects, fueled by the many interactions between these and other services in 

the hospital. The same case can be made for virtually all services that rely on transversal 

procedures. Requirements in terms of exams, patient history, fall on the shoulders of several 

professionals across care. 

Organisation of the Accreditation Process 

The accreditation process is sustained by an online platform, @Qredita, to which both the 

department of Quality in Health of the DGS and the units under accreditation have access. The 

platform was developed by the ACSA, and counts with 25 IT employees full time to ensure 

operability of the system.   

Schematically, the process can be summarized as follows: 

 

 

Phase I 

Preparation 

Application 

Designation of 

Evaluation Team 

Phase II  

Internal Focus 

Auto evaluation 

Internal 

Improvement Plan 

Phase III  

External Focus 

External evaluation 

Evaluation  

Report 

Phase IV  

Monitoring 

Monitoring auto evaluation 

Information from 

evaluation 

1 – 12 months <= 12 months 1 month 5 years 
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An evaluation team is only designated after the application and payment have been finalized. On 

average, phase I takes less than 12 months, and can be as fast as one month. The @Qredita 

platform automatically closes the auto evaluation process (phase II) after 12 months. The external 

evaluation implies a visit from the accreditation team to the unit seeking certification. The 

evaluation itself can take from 8 hours to 3 days. The evaluation report is usually finalized within 

1 month of the start of the visit. 

Phase IV lasts for 5 years, and consists in monitoring that the changes made are sustained through 

time, and that the policy of continual improvement is not abandoned. After 2 years and again 

after 4 years there is a midterm evaluation. If there are any serious offenses to mandatory 

requirements, a recommendation to correct them is issued, and must be implemented within 1 

month of the notice. If not, the accreditation can be immediately revoked.  

Evolution  

Although up to a slow start, 2014 has been a turning point for the Accreditation Process. 32 

processes initiated in 2014, and, in 2015, in the end of April, 31 applications have already been 

approved. The DGS expects, at least, 100 processes to be approved by the end of the year:  

 

                                                                                                 Source: Data provided by DQS (DGS) 

Considering the long timeline of each process, registered applications have only given the first 

step to be certified. As of May 2015, there are 18 accredited healthcare units, from which 8 are 

hospital care units and 9 primary care units.  
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Typology of Units under Accreditation Process 

 

                                                                                       Source: Data provided by the DQS (DGS) 

Possible pitfalls and potential improvements to the system 

 Communication 

The Accreditation process has had a considerably slow acceptance, and there is still a long way to 

pave. As a term of comparison, the Joint Commission International has certified 19 units in 

Portugal so far, but many more institutions have received certification by ISO: 9001, both through 

SGP and CHKS.  

Communication is made mainly though presentations by the DGS. To ensure better penetration 

among public units, a possibility, further explored below, is to make certification of at least 

minimum requirements mandatory. 

 Priority: Public Institutions; Strategy: mandatory with financial incentives. 

According to the Department of Quality in Health of the DGS, the National Health System (SNS) is 

the priority for the Accreditation System. Yet, this is only observed through the existence of 

priority in acceptance of applications from the National Health System, and only if there are time 

constraints. The price for accreditation is established by the Ministry of Health and Ministry of 

Finance, not falling under the control of the entity which performs the accreditation (DGS). There 

is no differential between the price charged to a private and a public institution.   

In our view, it is not the responsibility of the DGS to certify private units. Although, to help the 

project take off, it might be useful to certify every type of institution, private or public, it would 

make sense, in the future, to charge higher prices to private units.  

Exploring the subject further, it is our take that the certification process should not be paid by 

public institutions at all, particularly when we are speaking of complying with mandatory 

requirements. The Ministry of Health should ensure every institution follows, at least, the 

minimum standards of quality. The notion that there must be a system, developed by a public 

entity, to certify there is minimal quality in national health system institutions seems 

counterintuitive to say the least.  

38; 49%
33; 43%

6; 8%

Typology of DGS Accreditation Processes
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The accreditation process, in terms of minimum requirements, should be mandatory and free of 

costs. Considering there might be more motivation on the behalf of units while the initiative is on 

their side, as in the present day, an alternative system could be institutionalized to maintain such 

advantages.  

A possibility could be to base financing on quality through said certifications, in the yearly 

Program Contracts. Higher qualifications could be associated with higher financing, and failing to 

comply with minimum standards could result in budget reductions. Taking into account 

accreditation would be made separately by service, health professionals would feel directly the 

impact and thus the importance of ensuring the department they belong to is successful in the 

process.  The natural evolution of the process is, as we see it, to become mandatory, in a parallel 

to Andalucía’s case.  

Summary 

 A new accreditation process was developed by the DGS, meeting the suggestion of the 

Health Reform Group; 

 The system is, in general, well-designed and adapted to Portuguese reality: 

o All healthcare professionals are central to change – auto-evaluation is the 

fundamental stage of the application; 

o There is a strong support system and online platform. 

 Penetration has been slow but shows signs of improvement; 

 Costs should reflect priority of public institutions (higher prices for private units); 

 The system ought to evolve to mandatory compliance with, at least, minimum 

requirements; 

 This option would be free of costs for public institutions, but have implications on 

financing of healthcare units. 
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B. The impact of the changes implemented since 2011 
1. Baseline Comparison WHO 

A baseline for comparison 

To draw a comparison to previous years, it is useful to have a baseline analysis of quality. A well-

known study on National Health Systems is the 2000 Health Report by the World Health 

Organisation. Although target of fierce criticism in terms of assumptions, the study is frequently 

cited to compare the quality of health systems across the globe. While it considers objective 

criteria, namely in terms of disease prevalence and life expectancy, it also takes into account 

other factors involving Performance and Responsiveness.  

In terms of performance, four aspects are central: the level of prepayment, the degree of risk 

spreading, the extent to which the poor are subsidised and strategic purchasing. The Portuguese 

National Health System is almost entirely financed through taxation, with little out-of-pock 

expenses, which in itself is the best strategy to maximise the level of prepayment, spread risk, 

and subsidise the poor. Strategic purchasing is of course, more difficult to define and evaluate. 

In terms of Responsiveness, Portugal ranks considerably below its overall score of 12th, achieving 

only 6 points in 10, which renders the national health system 38th internationally. Several 

measures have been applied trying to achieve improvements in this area:   

Aspect of Responsiveness Attention to topic / Measures Implemented 

Confidentiality ERS collection of data; SIM@CIDADÃO. 

Respect for Dignity ERS collection of data; SIM@CIDADÃO. 

Autonomy of the Patient Norm on Informed consent.  

Prompt Attention DGS collection of data; organisational changes. 

Amenities of adequate quality ERS collection of data; accreditation process. 

Access to social support networks No direct measure. 

Choice of Provider GTRH suggested such measure. 

 

The SINAS, developed by the ERS, in 5 indicators, uses 3 which can be seen as proxies of the WHO 

parameters. Those are Adequacy and Comfort of Facilities, Focus on the patient, and Patient 

Satisfaction.  

Generally speaking, putting the patient at the centre of the system has long been publicised as 

essential in terms of strategy. The NEC set out to see whether there have been improvements in 

the field. In order to do so, we decided to follow the methodology used by the World Health 

Organisation (WHO). In the present study, in doing so, the NEC does not intend to deny the 

underlying flaws of the methods used but rather establish a benchmark for comparison. 

Responsiveness index by the WHO 

The formula of the WHO composite index of responsiveness is as follows: 

16.7 × (𝐶𝑜𝑛𝑓 + 𝑅𝑒𝑠𝑝 + 𝐴𝑢𝑡𝑜) + 20% × 𝐴𝑡 + 15% × 𝐴𝑚𝑒 + 10% × 𝐴𝑐 + 5% × 𝐶ℎ𝑜  

Where 𝐶𝑜𝑛𝑓 is Confidentiality, 𝑅𝑒𝑠𝑝 is Respect for the dignity of the patient, 𝐴𝑢𝑡𝑜 is Autonomy 

of the patient - in terms of deciding whether to undergo a procedure, for instance -, 𝐴𝑡 is Prompt 

Attention, 𝐴𝑚𝑒 classifies the Amenities of Adequate Quality, 𝐴𝑐 the access to social support 

networks as an in-patient, and 𝐶ℎ𝑜 the ability to choose a provider. All 7 variables range from 0 
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to 10, consisting of the average score from 0 to 10 given through national surveys. The weights 

were given based on a different survey, through a request to rank the same 7 variables in terms 

of importance for quality of health care service.  

Comparison between NEC and WHO results 

The NEC decided to analyse if there would be any differences in terms of priority in healthcare 

service amongst the Portuguese and the participants in the WHO survey. In order to do so, the 

NEC enquired 236 individuals, 193 through an online survey and the remainder in person, in 

Lisbon in a major transport interface platform (subway/long and short distance trains and buses). 

1. Relative Importance of aspects of responsiveness 

 WHO survey NEC survey 

Respect for persons 50% 44,07% 

1.Respect for dignity 16,7% 19,83% 

2.Confidentiality 16,7% 12,02% 

3.Autonomy 16,7% 12,22% 

Patient Orientation 50% 55,93% 

4.Prompt Attention 20% 18,23% 

5.Amenities 15% 16,78% 

6.Access to support 10% 10,39% 

7.Choice of provider 5% 10,53% 

2.  

3. Aspects of responsiveness in order of importance 

WHO Survey NEC survey 

Prompt Attention (20%) Respect for dignity (19.8%) 

Respect for dignity (16.7%) Prompt Attention (18.2%) 

Confidentiality (16.7%) Amenities (16,7%) 

Autonomy (16.7%) Autonomy (12.2%) 

Amenities (15%) Confidentiality (12%) 

Access to support (10%) Choice of provider (10.5%) 

Choice of provider (5%) Access to support (10.4%) 

 

The participants in the NEC survey showed to value Patient Orientation as a whole slightly more 

than Respect for persons. Prompt Attention remains a very important factor, although surpassed 

by Respect for dignity, more important for Portuguese respondents. Confidentiality and 

Autonomy are comparatively less important for the enquired by NEC, while Choice of Provider is 

more relevant. 

Results of the survey 

In 2015, the Portuguese national health system is rated, according to the weights of the WHO, in 

only 5.03, below the 6.00 from 2000. This value is obtained through the same methodology, 

assuming women and men constitute 50% of the population and excluding answer from public 

administrators. As with the WHO survey, women systematically gave lower scores, but public 

administrators actually gave lower scores also, contrary to the observed by the WHO.  
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In our analysis, we defined an additional group – workers of National Health System – due to 

possible differing perspectives. These individuals indeed gave, on average, significantly lower 

scores, showing a distinction between the perspective of the client and the provider. 

By computing the same index, but using the weights given by the NEC survey, the rating of 

responsiveness plummets to only 4.93. This is due to the fact that the components which receive 

higher scores are also the ones less valued by the responders. To illustrate this point, let us 

observe the difference in the rating of Respect for Persons and Patient Orientation, knowing 

already the latter is more valued in our survey: 

Weighted Average of factors pending in Respect for persons and Patient Orientation, by 

gender, and total (50% women and 50% men without Public administrators) 

 Men Women Total 

Respect for persons 5,90 5,54 5,72 

Patient Orientation 4,80 3,81 4,30 

 

Respect for dignity, confidentiality and autonomy all received scores above 5, with confidentiality 

receiving an average of 6.6 in 10.  

Apparently, the major pitfall of the system is in terms of Patient Orientation, where Prompt 

Attention receives the lowest score, at only 3.1. The respondents also perceive difficulties in the 

choice of provider, which yields a weighted average of 4.3. This last fact points to one of the 

orientations of the GTRH report, advising on the possibility of choosing units and caretakers. 

Other surveys on responsiveness 

The interest in these aspects of quality of care is confirmed by a recently published survey 

conducted by the DQS of the DGS2 (May 2015). 

By quickly going through the report of the DGS, the overall picture of patient perception of quality 

is significantly more positive. Although based on a larger sample, of more than 2000 individuals, 

we can find several reasons to justify the discrepancy, without, in reality, directly refuting the 

results.  

The first negative sign that stands out from the DQS report is that responders, in all questions 

asked, rate private above public healthcare. Our survey was target at public healthcare, explaining 

part of the differing results. But there is more to it; In terms of the elements of responsiveness, 

there were 8 questions directly related with the questions we posed: 

 PUBLIC PRIVATE 

5. Did you wait more than 4 weeks for a consultation? (NO) 39.1% 68% 

6. Did you wait more than 1 hour to be examined on the day of your 

consultation? (NO) 
48.9% 70.9% 

12. Did the doctor give you opportunity to pose questions and clear your 

doubts? (YES) 
90% 92.1% 

13. Were you answered in a clear, understandable way by the doctor? 

(YES)   
94.4% 97.1% 

                                                           
2 Estudo de Satisfação dos Utentes do Sistema de Saúde Português, Departamento da Qualidade na 
Saúde (DQS), Rela´torio Técnico, DGS, Maio 2015. 
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14. Did the doctor involve you in the decision about healthcare and 

treatments? (YES) 
88.1% 89% 

16. Did you feel comfortable? (YES) 81.6% 91.1% 

17. Did you feel a lack of privacy? (YES) 6.8% 3.4% 

18. Were you well served by the professionals you came in contact with? 

(YES) 
91.4% 93.4% 

 

In terms of coherence, prompt attention (questions 5 and 6) received the most negative 

responses, just as in our own analysis. Although the DQS defined time frames, not allowing for 

the participants to bring to the table their own concept of prompt care (contrary to what 

happened in our and the WHO survey) the windows are reasonable and relevant for an objective 

analysis.  

Yet, beyond this first indicator, the overall picture of the system seems brighter. Unfortunately, 

some issues mandate cautious interpretation of the results. All questions are Yes or No questions, 

making it much harder to attribute a number to the valuation made by patients. For instance, the 

user was involved in the decisions about care, but at what extent? A positive answer can range 

from the minimal the responders consider necessary to being highly involved. Also, there is no 

way of telling which factor weights more on the opinion of users. 

Moreover, the questions seem constructed in a less-than-ideal manner. For instance, the 

question regarding privacy enquires about “feeling lack of privacy”, which can influence answers. 

Lack of privacy is a stronger statement than, for instance, “Were you given privacy?”.  

The remaining questions were all written in an affirmative stance, which has been suggested to 

favour YES answers, particularly when asked in person, and as such, eventually also over the 

phone, as conducted. 

Finally, only 18.3% of responders considers the system to be functioning well, while 53% state 

the system needs complete or very significant changes, which does seem to reflect a more 

negative opinion on the system overall than previous answers would lead us to believe. 
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2. The  perceived impact by health professionals 

Criticism is a common sub product of any major reform implemented. A lot has been said about 

the changes implemented, including inflammatory remarks of an “intentional destruction of the 

National Health System”. In July 2014, doctors organised a protest with considerable 

involvement, and, in May 15th, 2015, there was a strike by all health professionals, in which it is 

estimated 80% of workers participated. The complaints did not change significantly: long hours 

partially resultant of a lack of human resources, cuts in salaries and particularly in extra time, an 

overwhelming quantity of bureaucracy caused by having to fill out computerised forms, and, in 

general, a deterioration in the quality of care.  

It is undeniable that a lot of effort has been put in by different entities related with public health 

management in Portugal. Many of them were clearly guided by the GTRH report, with some going 

well beyond initial suggestions. Other recommendations of the GTRH, either rendered not 

significant or still to be tackled, were overlooked. Yet, and despite transparent improvements, 

results are very differing according to the area of intervention.  

Unfortunately, the indicators selected in our analysis ignore many aspects of the reform. Through 

interviews with selected health professionals, the NEC tried to fill in these flaws. The complaints 

are not unfounded, considering there are indications of problems in the areas mentioned. 

Salary cuts and Lack of human resources 

Since the crisis struck in Portugal, doctors were the professional group who suffered the most 

severe compensation cuts. The health professionals interviewed revealed this had been a major 

issue in the last years, harming work environment.  

The Director of Service of Anaesthesiology on a non-central hospital commented that these 

changes were responsible for a great number of colleagues opting for forfeiting exclusivity with 

the SNS or terminating their contracts completely, given the higher differential in payment 

between public and private healthcare. The doctor also commented on how despite the opening 

of new admission contests in 2014, no anaesthesiologists applied, confirming a low capability of 

attraction and retention of personnel. 

A MD of General Surgery in a major central hospital, despite recognising such changes to be an 

issue in some other centres, did not observe any tendency to leave the service, which himself 

attributes to both a difficulty in making it in the private healthcare sector as a general surgeon 

and to the good conditions offered in the hospital, where no restrictions were felt in the last 

years. 

Regarding the issue of scarcity of medical professionals, in 2014, several contests for admission 

of doctors in the SNS were open, and many more are predicted for 2015, revealing a true need 

to expand human resources. 

In the Despacho Nº4827-A/2015, published by the Ministry of Finance and the Ministry of Health, 

it is established that “the scarcity of medical resources is still noticeable, particularly in certain 

specialties and in health units located in regions which, as a result of their peripheral character, 

are less attractive”.  

The same documents predicts for 2015 1100 new work contracts with medical doctors to cover 

such gaps.   
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3. Changes in the pattern of consumption of private and public healthcare 

The NEC set out to analyse whether there had been major changes in the consumption of 

healthcare services provided by private entities and public entities from 2010 through 2014. 

Potential differences could be attributed to effects of the crisis at a macroeconomic level - being, 

for instance, the reduction of income and subsequently of disposable income - or at the SNS level.  

In the latter, we wondered about improvements made by reforms, and alterations to the previous 

functioning of the SNS, possibly altering the demand of the Portuguese for healthcare services of 

the SNS. The opinions of healthcare professionals, for instance, which signal recent lack of human 

resources in selected areas, could persuade some individuals to choose other types of service.  

In order to perform such analysis, our starting point were billing values of private healthcare 

providers in Portugal, accepting ADSE and other public subsystems, as well as privately insured 

individuals, organised regionally, by municipality and freguesia (division of municipality). The data 

set contains more than 20,000 individual observations. The analysis was done on 3 different sets: 

all private insurance; entirely out-of-pock payments; and finally, ADSE. 

Private Insurance 

As a whole, the consumption of private insurance shrunk, as expected: 

Index of billing of Private Insurers as a whole (100=billing value 2010) 

2010 2011 2012 2013 

100 85,05 83,57 76,85 

 

The decrease in billing value from 2010 to 2013 can be observed for the 4 major insurance 

companies studied: 

Index of billing of the 4 major insurance providers (100=billing value 2010 for each insurer) 

 2010 2011 2012 2013 

Ins.1 100 91,28 96,20 92,98 

Ins.2 100 88,29 83,67 74,49 

Ins.3 100 82,64 81,61 71,35 

Ins.4 100 84,73 83,51 80,80 

 

To assess changes in consumption of private insurance, we computed the percent change 

between the average billing values of 2010 and 2011 and 2012 and 2013. 

This confirmed regionals differences in variation of consumption. 67 of the 227 freguesias for 

which it was possible to have complete data actually saw an increase in average value of billing 

from 2010/2011 to 2012/2013. There were regional variations ranging from -97% to +5500%. 

To confirm plausibility and reliability, we regressed total billing on the variables to be used in 

regresions of the variation of consumption, which were purchasing power index (EPPC, by the 

INE) or average salary of the municipalities, as a measure of disposable income, and ageing index 

of the municipalities, as a determinant of health risk. The goal was to see whether they yielded 

the expected coefficients. That confirmed to be true: 
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We found the EPPC to be indisputably statistically significant, with a positive coefficient, meaning 

the regions with highest purchasing power are also the ones spending more on private insurance.  

The ageing index was only significant at a 6% level, although also expected to be positive, again, 

a plausible result.  

Proceeding to the variables affecting the variation, we obtained very interesting results. It is for 

the regions with higher purchasing power that drops in consumption of private healthcare 

through insurance were higher: 

   

Several interpretations are reasonable. One would be that the highest earning regions were also 

the ones which witnessed bigger reductions in income, decreasing private healthcare 

consumption. But actually, although expected in terms of individuals, in terms of municipalities 

that has not been the case – it was actually where the average salary was higher that it grew the 

most. (See Annex I Section 4.1). There are also indications that actually, where the average salary 

dropped, the variation in consumption of healthcare insurance was higher. 
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We are thus inclined to say that it was in regions with lower purchasing power that consumption 

of private health insurance grew the most – or decreased the less – potentially revealing lower 

income groups to be less willing to shift their consumption from private health insurance. 

Out-of-pocket payments 

The decrease in entirely out-of-pocket payments was even more significant than for private 

insurance in the period analysed, reducing more than 50% between 2010 and 2013: 

Index of billing of out-of-pocket payments (100=billing value 2010) 

2010 2011 2012 2013 

100,00 54,83 53,88 48,05 

 

This is a clear signal of a change in consumption patterns, most likely motivated by decreases in 

income. Again, we confirm the plausibility of the data: 

 

Once again, the EPPC is statistically significant and the coefficient is positive. The ageing index is, 

for this group of consumption, significant as well, possibly indicating particular focus on prompt 

attention in non-insured, more advanced age groups. 

In an attempt to detect the causes of variation in consumption, we tried to determine the effect 

of the EPPC and the ageing index on the variation of consumption, but none of the factors was 

significant (see Annex I). 

ADSE analysis 

The ADSE group represents public servants, one of the groups most severely targeted by salary 

cuts in the last 4 years.  

Index of billing of out-of-pocket payments as a whole (100=billing value 2010) 

2011 2012 2013 
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100,00 226,56 209,82 

 

The increase from 2011 and 2012 is not only of external changes, but also of the commercial 

policy of the healthcare provider, since, in 2011, ADSE acceptance was fairly new. This means the 

leap from 2011 to 2012 can be partially attributed to fulfilling market penetration potential. Even 

so, the added resort to private healthcare institutions is revealing of a substitution effect from 

public healthcare to these other providers.   

Resorting to panel data analysis, we tried to assess differences in each year (2011, 2012, and 

2013) and how these differed according to purchasing power levels. To do so, we created 4 

additional dummy variables, corresponding to 5 groups of EPPC (50-65; 65-80; 80-100; 100-115; 

>115). 

We began by regressing the total billing (FATURAO) on the average salary (salriomdio), the ageing 

index(ndiceenv), and tdum2 and tdum3, dummy variables for 2012 and 2013 respectively, using 

a Random Effects model (after not rejecting the null under a Hausman test): 

 

The results show billing to be higher where the average salary is higher as well, and show an 

increase from 2011 to 2012, and an increase from 2011 to 2013, although smaller. 

The billing was also found to be well defined across different purchasing power levels: 

 

 

The eppcdum4 represents the second highest level of purchasing power parity (after 5, omitted), 

eppcdum3 the third highest level, and so forward. It is interesting to see that as purchasing power 

decreases, so does the use of private healthcare by ADSE beneficiaries of the municipality.  

Although we ran multiple models trying to detect the origin of variations in ADSE consumption of 

private healthcare amongst different income levels, no variable was found to be statistically 

significant (Annex I, section 4.2). We advise on further research on this topic, also possible 
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through the same dataset, in an attempt to understand the transformations behind healthcare 

consumption patterns as a whole. 

Summary 

The crisis seems to have had an effect on healthcare consumption patterns of the Portuguese. As 

a whole, expenses through private insurance decreased significantly, and out-of-pocket expenses 

even more so, reducing by half in only 4 years (from 2010 to 2014). As expected, consumption of 

health insurance and resort to out-of-pocket spending is highly positively correlated with the level 

of income and purchasing power of a municipality. Regarding health risk, only in complete out-

of-pocket expenses is it discernible a significant increase of use with advanced age. 

It is also interesting to note that actually, the biggest percent decreases in consumption were 

found in the highest income groups, although those were not the most affected in terms of 

income. Apparently, the lower purchasing power groups of those resorting to health insurance 

are less willing to shift or refrain from consuming private health care.  

The use of private providers by ADSE beneficiaries has been on the rise, with the highest income 

groups being responsible for more of these expenses. This effect can come from a perceived 

higher quality of private providers when compared to the SNS (as seen in the Report of the DQS 

of the DGS of May 20152). It is also possible that public servants previously insured through 

private companies are choosing to use the ADSE to access the same private providers, given 

recent income cuts. The choice is not indifferent, knowing that private providers prioritise entire 

out-of-pocket consumers, followed by the privately-insured, putting time costs on ADSE 

beneficiaries and actually, in several specialities and procedures, limiting or not providing care at 

all to these users.  
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Annex I – Regression Analysis 
1. Percentage of first consultations in overall consultations 

Reg. 1.1 

 

Reg. 1.2 

 

 

Reg. 1.3 
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Reg. 1.4 

 

 

Reg. 1.5 
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2. Emergency Care Units use 

Reg.2.1  

 

Reg.2.2 
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3. RNCCI – Regression Analysis 

Reg. 3.1 

UC         

SUMMARY OF RESULTS         

         

Regression statistics        

R multiple 0,407998555        

R-squared 0,166462821        

Adjusted r-squared 0,102344576        

Standard-error 5,316647613        

Observations 15        

         

         

  gl SQ MQ F F significance    

Regression 1 73,38569 73,38569 2,596185 0,131123513    

Residuals 13 367,4676 28,26674      

Total 14 440,8533          

         

  Coefficients Std-error Stat t p-value 95% inferior 95% superior 

Inferior 

95,0% 

Superior 

95,0% 

Intercept 79,4565445 43,21132 1,83879 0,088894 -13,89583467 172,8089237 

-

13,89583467 172,8089237 

Variable X 1 

-

0,759162304 0,471158 -1,61127 0,131124 -1,777037871 0,258713264 

-

1,777037871 0,258713264 
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Reg. 3.2 

UCP         

SUMMARY OF RESULTS         

         

Regression statistics        

R multiple 0,080251377        

R-squared 0,006440284        

Adjusted r-squared 

-

0,069987387        

Standard-error 15,18152318        

Observations 15        

         

         

  gl SQ MQ F 

F 

significance    

Regression 1 19,4216 19,4216 0,084266 0,776175741    

Residuals 13 2996,222 230,4786      

Total 14 3015,644          

         

  Coefficients Std-error Stat t p-value 95% inferior 95% superior 

Inferior 

95,0% 

Superior 

95,0% 

Intercept 29,75223353 52,96281 0,561757 0,583837 

-

84,66695059 144,1714177 

-

84,66695059 144,1714177 

Variable X 1 

-

0,173966341 0,599291 -0,29029 0,776176 

-

1,468656705 1,120724022 

-

1,468656705 1,120724022 
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Reg.3.3 

UMDR         

SUMMARY OF RESULTS         

         

Regression statistics        

R multiple 0,376518639        

R-squared 0,141766285        

Adjusted r-squared 0,075748307        

Standard-error 12,7687816        

Observations 15        

         

         

  gl SQ MQ F 

F 

significance    

Regression 1 350,1141 350,1141 2,147389 0,166577328    

Residuals 13 2119,543 163,0418      

Total 14 2469,657          

         

  Coefficients Std-error Stat t p-value 95% inferior 95% superior 

Inferior 

95,0% 

Superior 

95,0% 

Intercept 263,4981524 158,2246 1,665343 0,119745 

-

78,32521407 605,3215189 

-

78,32521407 605,3215189 

Variable X 1 -2,462586605 1,680491 -1,4654 0,166577 

-

6,093066283 1,167893073 

-

6,093066283 1,167893073 
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Reg. 3.4 

ULDM         

SUMMARY OF RESULTS         

         

Regression statistics        

R multiple 0,303257694        

R-squared 0,091965229        

Adjusted r-squared 0,0221164        

Standard-error 21,20987661        

Observations 15        

         

         

  gl SQ MQ F F significance    

Regression 1 592,2987 592,2987 1,316632 0,271876364    

Residuals 13 5848,165 449,8589      

Total 14 6440,464          

         

  Coefficients Std-error Stat t p-value 95% inferior 95% superior 

Inferior 

95,0% 

Superior 

95,0% 

Intercept 

-

278,8282767 274,5845 -1,01546 0,328416 -872,0321257 314,3755723 

-

872,0321257 314,3755723 

Variable X 1 3,283616505 2,861674 1,147446 0,271876 -2,898654423 9,465887432 

-

2,898654423 9,465887432 
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Reg.3.5  

ECCI         

SUMMARY OF RESULTS         

         

Regression statistics        

R multiple 0,074882087        

R-squared 0,005607327        

Adjusted r-squared 

-

0,070884417        

Standard-error 1,742824192        

Observations 15        

         

         

  gl SQ MQ F 

F 

significance    

Regression 1 0,222663 0,222663 0,073306 0,790833405    

Residuals 13 39,48667 3,037436      

Total 14 39,70933          

         

  Coefficients Std-error Stat t p-value 95% inferior 95% superior 

Inferior 

95,0% 

Superior 

95,0% 

Intercept 3,14853052 2,109978 1,49221 0,15951 

-

1,409799754 7,706860793 

-

1,409799754 7,706860793 

Variable X 1 0,008868689 0,032756 0,270751 0,790833 

-

0,061896004 0,079633382 

-

0,061896004 0,079633382 
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4. Consumption Pattern regressions 

All choices of panel data models were based on consistency and efficiency.   

4.1. Private Insurance  

Reg. 4.1.1  

 

Reg. 4.1.2 
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4.2. ADSE beneficiaries consumption of private healthcare 

Reg. 4.2.1 

 

Reg.4.2.2 
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Reg.4.2.3 
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Annex II – Support charts 
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Regarding the trend of increasing costs, due to an increase in the life expectancy, in the 

technological evolution and in expectations; and also overseeing the macroeconomic outlook, it 

was needed to elaborate contingency plans in every hospitals, and to take certain measures 

regarding health policy in order to restrain public health sector expenditure. 

 

 

Graph 1: Total SNS Expenditure 

Source: DGO, Budgetary Execution 

From the figure, we can conclude that the Total SNS Expenditure has decreased by 8,2% over the 
5-year period. 

 Difference between 2010 and 2011 expenditure reflects austerity measures: 
o Staff Costs decreased  salary cuts + higher number of retirements 
o New policies regarding medication  savings through promotion of generics and 

uni-dose sales; Decrease of 6% in the price of all pharmaceuticals; Promotion of 
ease of entry in the generics market (patent linkage). Decrease of the 
comparticipação of medicines. Extinction of the gratuity of the “Special Regime”  

o Cost containment policies in EPE hospitals (p.e. reduction of the number of 
administrators) 

o Decrease of the price of MCDT ( accounting for 8.6% of SNS expenditure in 2010) 
o Centralized contracting  synergy savings + more cost-efficient negotiations on 

medication and auxiliary treatment and diagnostic measures. 
o Centralized billing  savings through more control over the payment of 

expenditures + avoidance of fraud, by detecting unusual patterns of 
prescription/consumption 
 

 In 2012 
o Savings through measures taken in 2011. 
o Suspension of holiday and Christmas subsidies. 
o Reduction of salaries and supplements. 
o Reduction of all barriers of entry of the generics market and reduction of the 

generics price 
o Reduction of extra-hours cost, due to HR Program concerning personnel mobility 
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 Positive pressure from 2012 onwards: 
o Caused by increasing staff costs as salary levels, including subsidies, are being 

restored. 
o Increased spending with Public-Private Partnership. 
o Increased Spending with Primary Health Care Services related to the opening of 

new USCP and USF. 
o Investment in IT software as to enhance the efficiency in charging debts to the 

SNS users. 
 

 

 

 

 

 

 

 

 

 

 

 

 

Graph 2: Total Yearly SNS  

Expenditure as a % of GDP at market prices 

Source: DGO, Budgetary Execution; Eurostat 

 

Graph 3: Total Yearly SNS Expenditure and GDP 
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2     SNS Expenditure as a percentage of GDP 
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 The evolution of SNS spending tracks Portuguese GDP fluctuations closely. 

 The relative of weight of SNS spending as a % of GDP has therefore remained fairly 
constant throughout the analysed period. 

 
 

 

 

 

Graph 4: SNS Staff Costs  

Source: DGO, Budgetary Execution 

 

Graph 5: SNS Staff Costs; % of SNS Expenditure  

Source: DGO, Budgetary Execution 
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 Staff costs decreased steadily until 2012 
o SNS staff included in overall salary cuts 
o Improved management of supplements and overtime costs 

 

 In 2012: lowest level 
o Result of the suspension of holiday and Christmas subsidies 

 

 From 2012 onwards: positive pressure on staff costs 
o Gradual reintroduction of subsidies 
o Salary level gradually restored 
o Increased contributions for CGA 

 

 2015: change in accounting rules  45 EPEs were included under the SNS staff costs; they 
were previously under transfers to EPEs. 

 
 
 

 

 

 

 

Graph 6: Acquisitions of Goods and Services 

Source: DGO, Budgetary Execution 

 Decreased over time as result of cost-containment programmes, namely: 
 

o Savings in pharmaceutical expenditure due to new medication policies. 
(decrease of comparticipação, promotion of generics..etc) 
 

o Centralized acquisition platform for the SNS  Savings on synergies- estimate of 

160m€ in savings in a year. Created in 2010, the SPMS is responsible for providing 
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shared services in the health sector, namely in purchasing and logistics, financial 

and human resources, to the SNS establishments and services. 

 

o Management guidelines for EPEs focusing on cost-saving, and reduction of 
transfers to EPE over time. 

 
o Increase of monitoring efficiency of expenditure. Use of electronic platforms for 

the prescription and billing of medicines and MCDT. (Became mandatory in 
2014). 

 

 

 Its share as a % of SNS Expenditure has increased until 2014, which shows that most 
savings have come from cutting staff costs. 

 

 

Graph 7: Acquistion of Goods and Services  

Source: DGO, Budgetary Execution 
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Graph 8: Public Private Partnerships 

Source: DGO, Budgetary Execution 

 

In the Health sector, the PPP program has been one of the foundations of the health policy of the 

government, in the prosecution of improvement in the offer of health care services in Portugal.  

The synergies from the relationship between the public sector capacity and the private initiative, 

the increase in quality of the public health services, and the creation of savings in the usage of 

public resources, arise as the main reasons for the increasingly predominance of PPP´s. 

Regarding the structure of the PPP:  

1st Model: Hospitals of Cascais, Braga, Vila Franca de Xira e Loures – Privatization of the 

Infrastructure component and of the management of health care services 

2nd Model: Hospitals of Lisboa Oriental e Algarve - Privatization solely of the Infrastructure 

component  

 

 

 

 

 Spending on public private parternships has increased by roughly 6 p.p. over the last 5 
years. 

 Increased due to contests to new hospitals (since 2010) 

 In 2011, related to health sector PPP´s – there was a deferral in the deadlines of the 
contract of “Hospital de Vila Franca de Xira” and an adjustment in the expenditure plan 
for “Hospital Lisboa Oriental”, which may be accountable for an increase in the value of 
PPP´s. 
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Current PPP´s in the health sector: 

 Centro de Atendimento SNS 

 Centro de MFR do Sul 

 Hospital de Cascais 
o EG Estabelecimento 
o EG Edifício 

 Hospital de Braga 
o EG Estabelecimento 
o EG Edifício 

 Hospital de Loures 
o EG Estabelecimento 
o EG Edifício 

 Hospital de Vila Franca de Xira  
o EG Estabelecimento 
o EG Edifício 

 

 

 

 

“Pricing and reimbursement of pharmaceuticals  

3.28. The Government will monitor monthly pharmaceutical expenditures and ensure that the 

overall public pharmaceutical expenditure does not exceed the target of 1.25 percent of GDP in 

2012 and 1 percent of GDP in 2013 and 2014 [ongoing].”MoU 

In order to attain these objectives, there have been a set of measures being implemented 

regarding: tougher pricing rules; promotion of a framework more conducive to competition from 

generics; reduction of retail and distribution margins and more rational prescription patterns by 

doctors.  

In order to assess the evolution of the public expenditure on pharmaceuticals, we decided to 

continue to monitor an indicator called Public expenditure on pharmaceuticals as percentage of 

GDP (PEPh%GDP).  

The main objective of this indicator is to understand whether the reforms proposed for the health 

sector were able to significantly reduce expenditure or not. 

Regarding the methodology in the building of this KPI, it is important to clarify certain issues:  
1) Public expenditure on pharmaceuticals includes both retail pharmacy sales (ambulatory) and 
hospital consumption. 2) Since April 2013, the ambulatory expenditure also includes 
pharmaceutical expenses of beneficiaries from health subsystems: ADSE, subsystem for GNR 
and subsystem for PSP. Structuring this indicator, we used solely data relative to “Public retail 
expenditure without subsystems” as to better assess the evolution towards the target, 
maintaining the initial conditions. 
3) Past and prospective GDP values are not available on a monthly basis, solely on a quarterly or 
annual basis. For our analysis, we used “Gross Domestic Products at market prices” – Quarterly 

6     Expenditure in Pharmaceuticals 
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values. Hence, a weighted mean of values for current and past years is used, being the weight 
the number of months in the current quarter that have elapsed. 
 

 
 
The figure shows that the total public expenditure had a decrease of 0.17 percentage points 
from 2010-2012, and has been stable since 2013. Breaking into components, public retail 
expenditure had a decrease of 0.28 percentage points from 2010 to 2012 and has been stable 
since 2013, while the hospital expenditure had been fluctuating since 2010 around 0.60%.  
  
The decrease in total public expenditure from 2010-2012 was achieved through a range of 
measures, included in the “Pacote do Medicamento” and “Medidas Complementares ao Pacote 
do Medicamento”. These measures had the main objective of reducing the bill with the SNS 
“comparticipações” and  decreasing the price of medicines for the citizens, by promoting generics 
and seeking more efficient monitoring of prescriptions.  
Measures taken:  Sales of Unidose medicines. Decrease of 6% in the price of all pharmaceuticals. 
Promote ease of entry in the generics market (patent linkage). Decrease of the comparticipação 
of medicines. Extinction of the gratuity of the “Special Regime”. The reference price for medicines 
being the average of the five cheapest in each homogeneous group, with quarterly updates which 
increased competition and pushed the average price down.  
 
In the last quarter of 2014, the total public pharmaceutical expenditure was 1,23% of GDP, while 

in its highest period –September 2012- it was 1,56%. However, from March 2014 onwards, the 

public expenditure in pharmaceuticals has become stable around 1,21% of GDP. 

The target of 1.25% for total public expenditure in overall 2012 was not achieved, being 1.32% 
instead. However, in certain months (June, September and December) level of expenditure was 
below the 1.25% ceiling.  
 In our opinion, even with the target missed, the decrease in PEPh%GDP was significant, 
therefore the reforms were successful in the purpose of reducing total public expenditure. In 
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2013 and 2014, the target was settled at 1% of GDP, but the minimum value of PEPh%GDP 
during these years was 1.19%.  Thus, we conclude that more reforms are needed in order to 
achieve the targets proposed. 
In the first quarter of 2013, the hospital expenditure monthly figures approached the public 
retail expenditure ones, with an average difference of 4 Million Euros.  
 
There has been an effort devoted to cost containment in both components: ambulatory + hospital 

– since the beginning of 2010, the ambulatory expenditure on pharmaceuticals has already 

decreased 0.28 percentage points and hospital expenditure has been fluctuating between 0,53% 

and 0,64%. Still, public retail expenditure increased 0,05 percentage points during the last quarter 

of 2014. There is still an important reduction to be achieved…. 

 

 

As to better understand the trend of public expenditure on pharmaceuticals, it is relevant to also 

look at the absolute values. This graph plots the evolution of the monthly expenditure on 

pharmaceuticals (and its components) over the last years. 

 

In the second quarter of 2014 the sales of pharmaceuticals in the retail sector implied a 
cost for the NHS of 286.4 Million Euros. This represented a decrease of 3.53% if compared to 
the value registered for the same period last year. Moreover, if we look only at the first month 
of the second quarter in each year the decrease in the public retail expenditure is even greater. 
In April 2014 the cost for the NHS was almost 89.7 Million Euros. A decrease of 10.27% if 
compared to the same month of 2013. 
However, in the last quarter of 2014 there was an average increase of 5,30% of the public retail 

expenditure, compared to the first 9 months of 2014. 
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Agreggating the monthly public retail expenditure on pharmaceuticals, we observe that in 2014 

the cost for the NHS was 1.17 Billion Euros, a 30.08% decrease when compared with the value 

achieved in 2010. Relative to this decrease, 20.63% was in 2010-2011, and the remaining 9.44% 

account for the period 2011-2014. 

The observed decrease trend can be mainly explained by policy measures implemented since 
mid-2010 (reduction of the reimbursement levels and price cuts).  
The hospital expenditure reached 257.5 Million Euros in the first three months of 
2012. It represents a decrease of 2.4% if compared with the same period of last year. 
Moreover, if we look only at the last month of the first quarter in each year the decrease in the 
hospital expenditure is even greater. In March it was almost 87.5 Million Euros, a decrease of 
3.13% if compared to the same month of 2011. Nevertheless, if we consider the annual level of 
expenditure, we find out that in 2011 the hospital expenditure on pharmaceuticals was 1.012 
Billion Euros, a 1.3% increase when compared with the value achieved in 2010. However, 
although the hospital expenditure on medicines is still rising, the annual growth rate is lower. 
 
 

 

 

 

 

Graph 9: Net Result of EPE Hospitals 

Source: ACSS 

 

 EPE Hospitals have improved their net results, although they are still losing money, this 
year’s achievements are very significant. 
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Graph 10: Total Costs of EPE Hospitals 

 

 Savings on cost cutting measures have increased 

 The reduction of roughly €70M is composed mainly of a €29M reduction in the cost of 
acquisition of goods and services, and a €39M reduction in staff costs. The staff cost 
reduction is mainly because of the reduction of the number of administrators in EPE´s. 

 

 

 

 

 

 

 

 

 

 

-3 320,40 

-3 249,83 

2013 2014
M

ill
io

n
s 

€

-2.13%

Total Costs


