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Health insurance came late to Spain compared mithe advanced countries
and was introduced under the Franco dictatorshii®4?. Both aspects distanced Spain
from the European pattern and conditioned the cleriatics of the Spanish health care
model. From the outset, there was collaborationvéen public and private sectors,
which was necessary during the dictatorship duthéosevere financial and logistical
shortcomings of the state system. During the ttemmsto democracy from 1975 to 1985
the Spanish health care model was yet to be definddvas the subject of debate in the
unstable political climate of the time. The firseli@ral Health Law was not passed in
Spain until 1986, under the first stable governmainthe democracy and after the
democratic Constitution and a tax reform had bggmaved. The tax reform introduced
by the minister Fernandez Ordofiez in 1977 was sacgdo finance the welfare state
that it was intended to implement. While Spaindrie belatedly follow the path of
Western Europe with respect to welfare policiesth®ylate 1980s European countries
were beginning to apply cuts and have doubts ath@uviability of their welfare states.
Spain, which had only recently joined the Europkkmon, faced two challenges that
were not necessarily compatible: to implement tj@siments required by Europe and
to introduce the long-awaited health care systemyoung, unstable democracy. In the
1990s, private health care coverage started toveeground, supported for ideological
reasons and justified by alleged budgetary comdgsaiand it was at the centre of
debates in the 1993 general elections. Despit€8@E government’s continuation of
the public management model, cuts were introducegharmaceutical expenditure,
while in the regionsdomunidades autonomjagoverned by conservative parties (CIU
in Catalonia and PP in Galicia and Valencia) thgiaal governments started to
introduce private management health care modelgaiticular in public hospitals.
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Overall, we can say that the path Spain followetthwegard to health care coverage did
not coincide with general European cycles afterS3keond World War. While Europe
was constructing health insurance models with pubinding, Spain was establishing a
private management system based on workers’ andbgerp’ contributions. In 1986,
when publicly-funded health insurance was approwedSpain, cuts in public
expenditure were being introduced in Europe, andclwhvould reach the Spanish
health care system ten years later.

Studies on the development of a public sicknessirance scheme and a
National Health System in Spain during the twehtietentury, undertaken by
researchers in disciplines such as history, econbistory, the history of medicine, law
and economics, have not been comprehensive, ¢itbpratically and chronologically.
Until recently there had not been any long-terntdnisal analysis, and in the few cases
that something was published, the editors managed\er an extensive chronological
period by compiling work by specialists in diffeteareas and with a short-term
perspective, with different methodologies and ematens that did not correspond to
the same factor analysis the late twentieth century, studies of a techiniand
political nature were published with the intentiohanalysing the health care system
while the model was at the centre of political deBeowever, the Spanish
historiography has dealt with certain chronologipatiods in much greater depth, for
example the Second Republic(1931-1936) due to divarees in social medicine and
the increase in the budget earmarked for healtd daring the period with left-wing
governments.

This paper analyses how the health care systeSp#in belatedly took shape
and with specific features under dictatorship areimodcracy. This analysis is
accompanied by a reconstruction of the main vagmbhat determined the functioning

of public and private health care coverage in Sfam 1942 to 1986. An international

Yn this respect, the works compiled by Alvarez du(ed.) (1990) are worthy of mention. For an attemp
to carry out a long-term analysis on the basisodéd lines of argument, the legislation, manageraedt
funding of the Spanish health care system in thg kerm from 1880 to the present, see Pons and Vila
(2014).

 Barea Tejeiro et al. (1992), Cabares Hita (di2Q0g), Alvarez Dardet and Peiré (eds.) (2000) and
Artazcoz et al. (eds.) (2010)are all worthy of niemt

3n the ample historiography, we highlight the wotkat analyse the development of sickness insurance
before the Civil War, especially Porras on the delya the Ateneo in Madrid (Porras, 1999), Bernabeu

(2000) on Marcelino Pascual's work as head of tlieddorate General for Health Ca(Bireccion
General de Sanidadduring the Second Republicand Rodriguez Ocafi@0(16n collective medical care
in Spain before 1936. For a detailed descriptiontta literature on the development of sickness
insurance, see Vilar and Pons (2013: 271-272) amd Bnd Vilar (2014).



perspective helps us to understand how the Fraiotatarship conditioned the creation
and characteristics of the health care system @mnSim the medium and long term.
With this aim, the paper is divided into three msaéctions. Section 1 analyses the
period from the introduction of the first state hieansurance in 1942 to the passage of
the Basic Law on Social Security in 1963. The sdceaction analyses health care
coverage in the last stage of the Franco reginez Hfe passage of this law, which was
intended to replace the existing social insuraryséesn with a universal social security
model. The third section analyses the debate omdhéh care system in Spain during

the transition to democracy and the passage dfrdtéGeneral Health Law of 1986.

1. Thefirst stage of compulsory sickness insurance (1942-1963)

Spain was one of the last countries in Western fiuto pass compulsory sickness
insurance. It did so, in 1942, under different dbads to the majority of its European
neighbours: under a dictatorship that submitted gbpulation to harsh working and
living conditions, in the context of an autarkicoeomy with serious problems of
shortages and rationing and without state fundiughin a framework of repression,
sickness insurance was sold by the dictatorshi@a &gy piece of the propaganda
machine, far removed from the principles upheld tbg European welfare states
established after the Second World War. In faatkreéss insurance was the only
insurance that remained to be legislated afterGhé War (1936-1939). The main
reasons for this were the financial difficultiesarcountry with an outdated tax system
and with little revenue, a lack of basic infrastuwes for its management and the
resistance of professional doctors(a powerful lol#tythis time).The dictatorship
managed to overcome these obstacles in the post\@ar period with three basic
policies. First, it overcame the resistance of phefessionals by creating well-paid
posts for publicly employed doctors that were cotifpba with their private activities.
The total staff for compulsory sickness insuraniogejuding doctors, anaesthetists,
nurses and other auxiliary personnel, was almogi0®workers in 1962(Martin Lopez,
1963). Second, it implemented the insurance withibatnecessary tax reform on the
basis of two strategies. For its initial implemeiata, it used the surpluses of other
insurances (old age, maternity, accidents and Yaatibwances) as start-up capital for
sickness insurance (50 million pesetas) in a systlere the insurance accounting was
independent, which enabled opaque operations. @nofothis, state contributions

virtually disappeared, except in particular timéserious financial difficulties for the
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insurance, such as in 1956, when the regime wageoblto cover the deficit of the
insurance with funds of unknown origin (Pons anth/i2014: 142-143).Under these
conditions, the financing of the insurance was tasethe contributions of employers
and workers, more burdensome for the latter bectheie wages were very low and
because employers often failed to meet their obitigd Third, given the lack of state
health care infrastructures and the state’s veryitdd management capacity,
collaboration agreements were signed with mutuadsather forms of private insurance
in order to implement the health care coveragethin late 1950s the state tried to
initiate a National Health Care Facilities PlRtn Nacional de Instalaciones
Sanitariag, but from its inception it had serious financiaoblems and did not
overcome the shortcomings in this area (Vilar ants? 2016). For this reason, the
signing of agreements with the private hospitateys- the Church, the Red Cross,
mutuals and insurance companies - was indispensable

As a consequence of these limitations, in the fypesars of operation of the
insurance it covered a very limited proportion lué population (1959: less than 40% of
the population was a beneficiary of compulsory séds insurance, Pons and Vilar,
2012: 257), there were imbalances in the coveragerural and urban populations
(agricultural workers were excluded from the ins@e until the late 1950s), and the
provisions offered were very limited (basic generadicine). Furthermore, more than
70% of these benefits were provided by the privatelies that had signed a
collaboration agreement. Despite the limited opegatconditions, the sickness
insurance was on the verge of bankruptcy in th/E260s(1962: the deficit exceeded
373 million pesetas) (Table 1).

Table 1. Economic results of compulsory health insurance, old age pensions and family
allowances

(in current pesetas) (in constant 1958 pesetas)

Sickness . Family Sickness . Family

. Old age pensions . Old age pensions

insurance allowances | insurance allowances

Deficit* Surplus Deficit Surplus Deficit* Surplus dicit Surplus

1950 53,717,848 157,886,076 124,743,593 81,974,436 240,937,090 190,361,04p
1951 31,914,967 217,803,168 160,245,790 44 505,60 303,727,741  223,463,65P
1952 78,741,524 246,306,83% 226,062,35p 112,023,798 350,415,186 321,613,821
1953 71,907,904 136,307,626 312,467,595 100,683,148 190,853,579 437,507,134
1954 50,047,032 6,990,862 508,559,450 69,221,344 9,669,24 703,401,72P

* See Fernandez Asperilla and Lomas Lara (2000)auiBabiano and Fernandez Asperilla (2009).
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1955 105,546,603 17,546,306 559,918,238 140,335,864 23,329,750 744,473,12
1956 94,184,548 486,076,90p 377,935,36p 118,292,57p 610,495,98/ 474,673,90
1957 56,719,331 814,886,086 798,656,323 64,307,620 923,907,127  905,506,03
1958 181,354,548 989,348,852 977,208,906 181,354,548 989,348,852  977,208,90
1959 160,070,705 1,011,565,253 964,217,750 151,410,050 956,834,320 912,048,57
1960 256,971,402 1,205,056,96(7 1,052,216,451 241,855,43) 1,134,171,263 990,321,36
1961 384,122,735 777,483,92p 1,632,012,466 355,044,584 718,628,270 1,508,468,86
1962 373,094,506 495,940,354 2,218,791,143 326,217,108 1,940,011,49

* Only that managed by the INP (National Welfarstitute).
Source:Estudio sociologico sobre el seguro de enfermedaBspafia(1964). The deflator of Maluquer
(2009) has been used to calculate the constantasese

The shortage of medical staff and hospital bedtlsattime the 1942 law was
passed obliged Franco’s governments to reach aoléibn agreements with
collaborating bodies known asntidades colaboradora@mployers’ industrial accident
mutuals, insurance companies, medicglalatorios and company funds that already
offered employees sickness insurance). These hadsclwith staff and beds as the
result of a long historical process. The employensituals and insurance companies
that had been operating in the branch of industi@idents since 1900 had created
hospitals to attend to sick or injured workerso$ured employers. Meanwhile, a
considerable number of doctors and surgeons haddésl medicaligualatorios
(doctors' associations)or surgery centres withiadirand staff. These infrastructures
were put at the service of public sickness inswramc exchange for part of the
premiums collected to cover administration costd947 this percentage was set at
20% of workers’ premiums for those collaboratinglies operating on a national scale,
16% for interprovincial, 12% for provincial and 2% for company fundscgjas de
empresq These percentages proved to be very high, espedn view of the
increasing deficit, and they were gradually reduicethe following years. Up to 1953,
the private bodies managed more than 50% of a#diacompanies and covered more
than 70% of the insured and the beneficiaries @d@)jl The collaborating bodies
provided 75% of the benefits (Table>3).

*The fact that the collaborating bodies collectederfees was due to various factors: a) the colktiag
bodies adopted a risk selection policy which erdlilem to reject certain companies (the National
Sickness Insurance Fund was obliged to acceppplicants) and choose to insure workers with higher
wages; b) employers preferred their own associati@mployers’ mutuals) where they had more
influence on the board of directors and on doctors.
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Table2.Internal structure of the management of compulsory sickness insurance (1945-1962)

Member companies Insured Beneficiaries*
Direct Insurance| CBs Total Direct Insuranc| CBs Total Direct Insuranc{ CBs Total
Year (%) (%) (%) (%) (%) (%)
1944 45 556 279,809 P3 77 2,518F 26 74 3,397,08
1946 46 54 319,829 P3 77 2,708f 26 74 4,948,97
1947 48 5P 364,277 P3 77 3,030f 26 74 5,285,85
194§ 48 5p 373,953 P3 77 3,186¢ 26 74 5,380,15
1944 46 54 383,468 p2 78 3,130] 26 74 5,248,35
195( 46 54 367,674 p2 78 3,064] 28 72 5,115,99
1951 47 58 369,015 P3 77 3,149/ 28 72 5,385,08
1957 49 51 379,037 P4 76 3,298 28 72 5,469,24
1953 52 48 399,365 P6 74 3,492 28 72 4,945,03
1954 60 40 408,516 B3 67 3,7657 36 64 5,480,90
1954 63 37 422,499 B6 64 3,883( 3¢9 61 5,688,47
1956 63 3 432,877 B7 63 4,0949 4Q 60 5,943,78
1957 63 3 450,453 B6 64 4,220( 39 61 6,193,66
1954 64 36 473,738 B7 63 4,362/ 3¢9 61 6,608,93
1954 65 35 498,648 B8 62 4,382( 41 59 6,980,45
196( 64 36 484,145 B8 62 44,3684 41 59 7,180,26
1961* 62 38 403,689 38 62 4,278%( 4] 59 6,895,82
1967 62 38 407,616 40 60 4,488f 43 57 7,189,27

O = FF & W O N O O v &5 O 0O v Or W = O

Note: Percentages calculated according to thefdal December of each year.
*Excluding insured. CBs = Collaborating bodies *¢in 1961 onwards the series only includes workers
in industry and services, while permanent agricaltworkers started to be recorded by the agricailtu

mutual MNPA.
Source:Anuarios Estadisticos de Espafif950) (1955) (1960) and (1963oletin Informacion del
Instituto Nacional de Previsi§h944-1945);Revista espafiola de Seguridad SodiE947-1951), INP
(1961),Memoria 1963Estudio Estadistico del Seguro de Enfermedad (1%&4)drawn up by Alberto
Rull Sabaté (1959), INGESA archive manuscript.

Table3.Compulsory sicknessinsurance provisions 1946-1957(in current pesetas)

'Year |Direct Insurance % Collaborating Bodies % Total

1946 50,714,106 25.52 147,973,078 74.47 198,687,184
1947 88,506,497 25.67 256,241,657 74.32 344,748,154
1948 138,705,290 25.90 396,668,748 74.09 535,374,038
1949 178,760,208 25.48 522,724,123 74.51 701,484,331
1950 213,384,023 22.32 742,565,832 7V7.67 955,949,855
1951 313,971,258 22.[r2 1,067,852 135 77.27 1,381,823,39
1952 365,794,798 24.02 1,156,655,808 75.97 1,522,460,60
1954 603,029,146 30.06 1,403,015,962 60.94  2,006,085,10
1955 745,234,342 33.10 1,506,090,528 66.90 2,251,304,87
1956 856,948,007 34.44 1,631,124 787 65.56 2,488,042,79
1957 1,118,001,095 3274 2,296,337/758 67.26 3,4148838,

SourceRevista Iberoamericana de Seguridad So¢i&54), 3, p. 441 andstudio Estadistico del Seguro
de Enfermedad (1954-195djawn up by Alberto Rull Sabaté (1959), INGESA arelmanuscript.



An analysis of the benefits provided under compyisickness insurance show
that during this first stage, as the coverage of thsurance increased, the cost of
medical provisions rose, along with pharmaceugsalenses that went from 35% of the
total cost in 1946 to almost 50% in 1952. Cash fisnemained more or less constant,
as did hospital expenses (Table 4). The differebetween the income from
contributions and the increasing costs gave risent@annual deficit in the system. By
1953, the negative balance was 71,907,904 pesetas.

Table 4. Direct insurance provisions

(in current pesetas)

Year Economic % Medical % Pharmaceutical Hospital % Tota
1946 5,091,376 10.03| 26,245,030 51.75 17,891,892 35.27 1,485,808 2.92 50,714,106
1947 13,725,851 15.50| 36,316,354 41.03 34,008,487 38.42 4,455,805 5.03 88,506,497

1948 23,991,688 17.29| 57,860,239 41.71 48,821,889 35.19 8,031,480 5.79 138,705,290
1949 32,965,217 18.44| 71,530,815 40.01 65,763,600 36.78 8,500,576 4.75 178,760,208
1950 32,495,051 15.22| 82,978,860 38.88 87,649,215 41.07 10,260,897 4.80 213,384,023
1951 38,749,818 12.34| 102,431,494 32.62 159,962,804 50.94 12,827,142 4.08 313,971,258

1952 46,542,000 12.72| 126,838,800 34.67| 178,248,000 48.72 14,165,999 3.87| 365,794,794
SourceRevista Iberoamericana de Seguridad Sofi854), 3, p. 441.

In view of this situation, the Ministry of Labourupan end to the original
agreements between the National Welfare Institistiluto Nacional de Previsioar
INP), the National Sickness Insurance Fu@dja Nacional del Seguro de Enfermeglad
and the collaborating bodies. The first agreemesi® terminated in 1954. In the new
agreements, the National Welfare Institute steppethe requirements for renewing the
agreements, and in particular the required depua#t increased to the equivalent of
10% of the annual amount of premiums collectedfrém 1958,the deposit was linked
to the amount of premiums collected regardlesseftype of collaborating body and
whether it operated on a national or regional st@a 18 February 1955, the rules
were established for those entities that decidedtetoninate their activities as
collaborating bodies of compulsory sickness inscearThe National Welfare Institute
took charge of creating a settlement commissionpaythg off all debts, many of them
for pharmaceutical servic8sAfter several agreements had been terminated54, e

number of managing bodies fell from 121 in 1958%0in 1957. Preference was given

® BOE Boletin Oficial del Estadmr Official State Gazette), 29/8/1954, no. 2415042 and BOE,
20/8/1958, no. 199, p. 1475.

" BOE, 07/03/1955.

8For the case of Mapfre, see Hernando de Larran{@06il: 235).



to disassociating mutuals and insurance compani@gelonging the relationship with

the funds, or saving institutions, of large pulalid private companies.

Table 5.Staff of the compulsory sickness insurance

Doctors Anaesthetists| Doctors’ assistants,

— - - and theatre nurses and other| Total
Year GPs Specialists| Assistants and resd&n&l doctors nurses auxiliary staff Staff
1953 12,208 5,459 1667 1,30d 8,391 27,36p
1954 12,574 5,744 1B8]¢€ 1,339 12,559 32,215
1955 12,578 5,762 134( 1,156 12,94] 32,437
1956 12,663 5,712 183¢ 1,084 12,341 31,866
1957 12,931 5712 1807 1,084 14,254 34,0417
1958 14,729 7,297 1,2B5 281 1,177 14,739 39,192
1959 13,54p 7,432 1,360 334 1,343 14,944 38,621
1960 13,579 7,512 1,40 BA] 1,384 14,23 38,131
1961 13,451 7,630 2,2B3 32( 1,471 14,861 39,652
1962 13,998 8,275 2,376 BAC 4,465 14,871 43,991

Source: Ministry of Labour, (Enrique Martin Lopelrector) (1963)Estudio socioldgico sobre el seguro
de enfermedad en Espafisladrid, Ministerio de trabajo, Gabinete de Saomysh, Secretaria General
Técnica, Volume I, INGESA archive manuscript.

As well as the increase in health care personregepaiarmaceutical expenditure,
a substantial part of the deficit generated inftist decade of the implementation of
compulsory sickness insurance was due to the gofalhose responsible for the
development of a health care facilities plan airaeduilding hospitals and outpatient
clinics throughout Spain. The first plans were drawp in 1943,with the creation of a
committee that at the end of 1944 announced aralirptoject intended to provide
34,000 beds. These initial predictions were grdgustduced over the following
months and years in order to adapt to the pregpdinarky and lack of public funding.
In 1945 the National Welfare Institute transfereedbatered down National Health Care
Facilities Plan to the Ministry of Labour, whichwcset a target of 16,000 betihe
ratified project envisaged the construction of 8&é& hospitals (known assidencias
sanitaria9 with between 100 and 500 beds, 149 large outptatienics and 110 smaller
ones, and 73 maternity institutions, for a totatazf 1,000 million pesetd§ Finally, an
Order of 26 February 1947 set the number of largspitals at 68,with 62 large
outpatient clinics and 144smaller ones (with lowests). The maternity homes of the
initial projects disappeared completely. Work ore tfirst outpatient clinics and

hospitals was not started until 1948.

*The plan was approved by a Ministerial Order ofauary 1945. INP (19448eguro de enfermedad.
Estudio para un plan general de instalaciones dstescia médicaMadrid, INP.
Y BOE 27/01/1945, no. 27, p. 793 and BOE 21/03/184780, p. 1821.



The financial difficulties to make the substaniralestment these infrastructures
required soon became evident. As well as usingeabkerves of other social insurances,
the authorities once again resorted to taking @gmtage of the premiums paid by
employers and workers. After an Order of 9 Jand&¥7, managers of compulsory
sickness insurance had to allocate 1.5748% per aemremiums collected to the
construction of hospitals, a percentage that hsehrito 3% by December 1948. This
figure, along with the growth of benefits, includimabour costs and pharmaceutical
expenditure, which also came from premiums withemy state funding, had the effect
of aggravating the deficit and delaying the corgtom of hospitals and outpatient
clinics. By 1953, almost 10 years later and atehd of the first agreements, only 9
large hospitals and 18 outpatient clinics had lmeenpleted:!

From 1954 onwards, after the basis of the agremmeith the collaborating
bodies had been made more demanding, the membetheoNational Sickness
Insurance Fund progressively increased. This wastduhe pressure put on workers
registered with other insurances managed by theh&tWelfare Institute, the National
Fund’s radio propaganda and the coercion of compgapgrvisors who appeared in the
workplace to pressure employees into signing optianourable to the National Fund.
The collaborating bodies reported these coercigetimes. In some government offices
workers could not receive the family allowance ltitey registered with the National
Fund. In order to increase direct insurance, théoNal Welfare Institute used its
extensive network of contacts, and meanwhile theadled jurados (comprising the
company owner, an executive and nominal worker esgntation) of the vertical
“union” Organizacion Sindicgbenalised the commercial network of private instsr
prohibiting their agents from receiving a commissior the contracting of compulsory
sickness insurancéThe fact is that those responsible for compulsoigkness
insurance tried to lay the blame of the budgetaigis of the insurance with the
collaborating bodies, pointing to their profit seek and the high percentage they

charged as administration costs.

Ynstituto Nacional de Previsién, no. 62. In spifetlie slowness in the execution of the Health Care
Facilities Plan, each completion and inaugurati@s wsed by the regime as a motive for propagarada vi
the regime’sofficial documentaries (NODO). For thedle, see Medina-Doménech and Menéndez-
Navarro (2005), pp. 393-408.

2These practices were reported to the local inseramion in Almeria by members of the union who
contacted the head of the National Insurance SwteliSindicato Nacional del Segyrcand the
Directorate General for Insurand@ifeccién General de Previsidnreporting these events in their city.
Archivo General de la Administracién (AGA), Sindios, Caja 13/R-349.



However, it seems clear that the extension of @me to include surgical
treatment, specialities and hospital treatment,expebnditure on an expanding medical
staff and pharmaceutical costs, which continuedoimprise 50 per cent of the cost of
benefits, all without any state funding for the teys, made it unviable. Furthermore,
there was the increase in expenditure on buildiogphals and outpatient clinics. The
growth of this deficit, which was just over 105 loih pesetas in 1955 and reached 373
million in 1962, can be seen in Table 1.

2. TheBasic Law on Social Security(1963): a universal social security model?

On top of the problem of the management of sickmessrance, there was a problem
with old age pensions, also with a negative balamtech compelled a reform of the
social insurance system. The Basic Law on Sociaui®g of 1963was intended to
replace the existing social insurance system withigersal social security model, in an
environment where the economy and Spanish societg Wwoth undergoing significant
change after the Stabilisation Plan and the sfahieodevelopment stage. However, the
successes achieved by this reform were severeljetinby two basic problems: the
meagre public funding, hampered by the continuari@n obsolete tax system, and the
predominance of political interests over the popoiés general interests, under a
dictatorship whose upper echelons became a homestswhere the regime’s different
political families fought for power. The need totaddish agreements between the
different factions led to a social security systiethof contradictions, where unity was
advocated but in fact there were a multitude ofceperegimes (agricultural, civil
servants, the military, etc.)with very differenppisions and coverage (agricultural and
industrial labourers). Moreover, the system, whicbntinued to be funded by
employers’ and workers’ contributions and withoat dinancial commitment by the
state, had serious financial problems and provideg limited benefits compared with
other European countries. Suffice it to say that972 health care provision received
59,500 million pesetas through social contributjomsile costs exceeded 76,000
million pesetas in the same year. The mechanism tesbalance the accounts was the
same as in previous decades: the system of contmendaetween the different
insurance items. By the mid-1970s, health care ipi@mv within the General Regime
had reached approximately 62% of the Spanish pbpn|ebut coverage remained very
inadequate. The low ratio of hospital beds avadgiér capita compared with other

countries is proof of this (Table 6).
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Table 6. Ratio of hospital bedsto population(1968)

Country Per thousand inhabitants
Sweden-Ireland 14.28
East Germany- Northern Ireland- Luxembourg 12.50
Austria-France-Iceland- West Germany -Finland-Italy 11.10
Russia 9.30
Denmark-Norway 9.09
Belgium-Wales-England 8.33
Hungary-Poland-Netherlands-Romania 7.69
Bulgaria 7.14
Faroe Islands-Malta 6.66
Albania-Portugal 5.83
Greece-Yugoslavia 5.55
Spain 4.34
European average 9
Optimum average according to the WHO 10

SourceWorld Health Organisation Statistic&eneva 1968, published in Baltar (1971: 23).

What were the novelties of the 1963 law? Oveth#, basic law maintained the
preceding system without major changes, althougkrethwere some small
modifications. First, health care provision wasfied, regardless of the cause of the
contingency (workplace accident, occupational diseanaternity or common illness).
Second, freedom of choice of doctor was establistiéiiin the health care provision.
Third, health care services were divided into tamyé categories: a) by their nature:
general and specialised medicine, with an increasige number of specialties offered,;
and b) by the type of provision: outpatient, at lkepramergency and hospitalisation.
This last provision was only fully recognised iretbase of admission to hospital to
undergo surgery. The system excluded the rightsyehuatric or geriatric care, among
other things. Basically, the law only provided ampmrary solution for a system
hindered by the state’s financial shortcomings, ardch afforded a very deficient
system of health care provisions compared withrdfweopean countries. By the end of
the dictatorship, health care provisions contintedoe one of the main elements
creating an imbalance in the Social Security actuhis curious to observe how the
main health care expenses were concentrated implegtrand personnel.

However, one of the effects of the new situati@s\the progressive winding-up
of the profit-seeking collaborating bodies that len so important in the first stage,
despite the protests of some of them, especialthencase of the historical mutualism
in Catalonia. Those running the National Welfarstitnte argued that the regime of
collaboration had not solved the problem of heeadtre in Spain, but had only improved

the provision to the high-wage sector, and to tlweemhighly developed provinces as
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opposed to other more depressed areas that onlthkadfrastructures created by the
National Welfare Institute itself (Pons and Vil&014: 227). The Franco regime
defended the basic law of 1963 as distributive abdying the principle of national
solidarity. With respect to the personnel of thevate collaborating bodies, some of
them were indemnified and a few were incorporatéo the National Welfare Institute.

At first glance, the basic law was going to deé@hvone of the major problems
of public health and the social insurances in ganéunding. Despite the continuance
of the principle of workers' and employers' conitibns, it was acknowledged that “no
social security is possible without state contiidmg”. In line with this philosophy, it
was decided to establish “the permanent allocaif@ubsidies to this end in the general
state budget, with a view to achieving the redsiion of the national income”.
However, the data show us how state contributiorieé Social Security remained very
low until the end of the dictatorship. In 1970,992 of Social Security income came
from workers' and employers' contributions. By #el of the dictatorship in 1975,
these still accounted for 88.62% of income (Tablealbeit in a process of growth of
the population covered, which led to an inadegsateice and a shortage of beds per
inhabitant (Table 8).The number of insured grewaltoost 10 million and beneficiaries
to 12 million (excluding the insured). The ratiotadspital beds to population was 4.34
per 1,000 inhabitants in Spain in 1968, compareith i#.28 in Sweden and Ireland
and12.50 in East Germany, Northern Ireland and imbaurg, and below the 5.83 of
Albania and Portugal and the 5.55 beds per 1,088hitants in Greece and Yugoslavia
(Baltar, 1971: 23). Social Security provisions gseacentage of national income were
among the lowest in Europe (Table 10).

Table7. Social Security System. Evolution of income and expenditure(in millions of current
pesetas)

Income 1970 % 1972 % 1975 %
Employers’ fees 137,558 209,567 451,960,80
\Workers’ fees 27,769 47,092 95,511,10

[Total fees 165,327 | 90.26 256,659 89.48 547,471,908.628
Subsidies 11,126 6.07 16,335 5.69 25,713,50 4.16
Patrimonial Resources 4,640 2.53 5,187 1.81 5,986,00/0.97
Other 2,068 1.13 8,648 3.02 15,002,80 2.43
IApplication of reserves 23,598,30 3.82
Total income 183,161 | 100 286,829 100 617,773
Expenditure 1970 % 1972 % 1975 %
Health care provisions 47,196 81,530 178,410
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Cash benefits 105,203 175,401 355,651

Total benefits 152,399 | 83.21 256,931 89.58 534,061 86.45
IAllocation to reserves 21,650 11.82 16,612 5.79 944, 6.79
IAdministration cos 7,194 11,429 22,898

Patrimonial costs 146 832 617

Miscellaneous expenses 1,773 1,025 1,826

[Total administration costs 9,112 4,97 13,286 4.63 | 5,321 4.10
Construction health care centres 16,424 2.66
Total expenditure 183,161| 100 286,829 100 617,773 [100

Note: The item “Other” included yields from capitasets and other income not included in the pusvio

sections.
Source: Ministerio de trabajo, Subsecretaria dédguridad Social (1977)jbro blanco de la Seguridad
social Madrid, pp. 98 and 109.

Table 8. Basic data of health care coverage before and after the entry into force of the

1963 law
Number of affiliated companiesAﬁ'“"’It'On.Of '“Sur.ed to compulson Beneficiaries (excluding insured)
sickness insurance

neurancp B | Towl | n i cBs | Tow | 0l | cBs | Tow
1963 256,967| 161,684 | 418,651| 1,912,563 2,786,83699493 |3,205,093 | 4,248,421 7,453,514
1964 271,167| 164,856 | 436,023| 2,079,203 2,844,78%23484 |3,465,124 | 4,263,392 7,728,516
1965 343,442| 122,150 | 465,592| 3,240,149 1,938,827783H76 |5,407,441 | 2,755,738 8,163,179
1966* |501,691| 1,946 5,179,324 315,975 5,49529®14386 |515,993 | 8,730,379
1967 545,402 1,862 5,356,785 295,269 5,652,06660%669 |461,755 | 9,022,424
1968 581,805 1,889 5,452,990 286,295 5,739,2B¥783313 |449,035 | 9,227,348
1969 614,323| 888 6,067,374 195,011 6,262,385 4983 301,292 | 9,675,385
1970 635,472| 971 6,722,559 222,134 6,944,693 5I0791 |362,078 | 11,319,849
1971 656,808| 977 7,249,508 236,469 7,485,9y7 792¥3 397,267 | 12,576,440
1972 688,696 7,873,729 248,933| 8,122,662 10823 |400,035 | 13,053,117
1973 718,098 8,566,150 243,223| 8,809,313 13984 |396,210 | 14,350,468
1974 640,813 9,008,093 226,304| 9,234,397 1493270 |345,845 | 14,656,772
1975 634,703 9,755,717 235,837| 9,991,5%4 115761 |280,330 | 12,041,900

Source:Memorias estadisticas de la Social Secyud§67, 1972, 1976 and 1979.

CBs = Collaborating bodies

The data contained in this table only includes ¢hiosured for health care coverage — not workplace
accidents or occupational diseases - within thee@drRegime. (*) As from 1966, the data refers to

workers in active employment for the contingency tefalth care provision. Protected family
members(beneficiaries) were also included, anaddnepanies registered for the same contingency.

Table 9.Staff of different professionsin the Social Security

Gen(.er.al Specialists Doctors’ Nurse: Midwives [Clinic assistan;TOtal auxiliary

medicine (%) Total doctors assistant®6) (%) %) %) health car
Year (%) personnel
1965 55 45 25,595 38 44 8 1Q 19,533
1966 55 45 26,034 35 4b 9 11 21,26
1967 55 45 26,927 35 4\ 7 12 21,99(
1968 53 4y 27,93( 31 ) 6 14 25,734
1969 51 49 28,929 29 49 6 14 27,747
1970 50 50 30,197 26 51 2 19 31,127
1971 46 54 32,104 21 5p 1 24 37,594
1972 44 56 34,554 25 46 4 24 40,399
1973 4% 58 35,70( 21 3P 4 36 50,867
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1974

338

62

41,812

18 40

4 36

57,43(

1975

37

638

43,794

1y 44

4 34

62,384

}

Source: Ministerio de Trabajo, Subsecretaria d&elguridad Social (1977: 544-547).

Overall, the percentage of public spending dedt@bd health care by the state
went from 0.87% of total expenditure in 1945 toW4&/in 1950 and 1.32% in 1970
(Comin and Diaz, 2005: 946). By the end of theatiixthip, health care continued to

create an imbalance in the Social Security accoumt$972, for example, the sickness

insurance deficit and the temporary inability torkvavere compensated with the surplus

from other benefits such as temporary disabiligynity protection and unemployment,

bolstered by state subsidies, patrimonial resouacesother less significant resources

(INP, 1973: 136). Contribution fees continued tatee main form of financing.

Table 10. Compar ative indicator s of Social Security provisionsin Europe

Note:

) %Cash % Benefits in kind / % Total
Countries Years | penefits/Household Household benefits/National
disposable income consumption Income
Belgium 1965 15.0 4.3 17.5
1970 16.6 4.8 194
Germany 1965 17.0 4.9 18.3
1970 18.2 6.2 19.9
France 1965 15.7 5.5 18.8
1970 16.0 6.8 19.5
Italy 1965 12.0 4.5 17.3
1970 14.8 55 18.8
1965 18.8 5.5 18.9
Netherlands 7979 22.2 6.7 23.2
1965 55 2.1 6.5
Spain 1970 6.4 3.1 8.2
1973 6.7 4.4 10.7
The household disposable income also incltitsof private non-profit institutions.

Source: EEC,L’evolution Financiére de la Securité Sociales ddes Etats membres de la
Communauté Brussels, November 1971; INE: “Contabilidad naelode Espafia” and “Espafia
Panorama Social 1974”, OECD, National Accounts.aDedmpiled by the Ministerio de trabajo,

Subsecretaria de la Seguridad Social (1977: 105).

In late 1976, there were a total of 11,522,345kes affiliated to the Social
Security, which accounted for 32.02% of the Spapigpulation (35,981,002). Most of
them belonged to the General Regime, although osipercial regimes persisted

(Agricultural, Domestic Workers, Student Insuran®¥prkers at Sea and Railway

Workers)**The beneficiaries of Social Security made up 80%hef population. The

General Regime covered 22 million people(includbeneficiaries) and the special

regimes covered another 7 million. Neverthelesseak structure persisted due to the

13 Memoria Estadistica de la Seguridad Social, 1976.



funding problem, the multiplicity of regimes and magement, and the low quantity and
quality of the health care provisions. However,versal health care coverage was a
target to achieve in Spain during the transitionléonocracy. Moreover, the end of the
dictatorship demanded a profound reform of theesysthat had inherited a fraudulent
management of infrastructures and health care ressuy a reviled National Welfare
Institute, the central body controlling social irmuces during the almost forty years of
the Franco regime.

3. Health care coverage under democracy: legacies and refor ms, 1976-1985

From the point of view of health insurance, the A9t Spain was a decade of two

long-awaited events: the arrival of democracy, artt this a real welfare state, and the
creation of a Ministry of HealtHThese were two necessary, though insufficient,
requisites for establishing a health care modeh@l&uropean lines. However, the

context was not at all straightforward. The prefsthe time offered a chaotic image of

Spanish health care, aggravated by the negatieetefbf the 1970s crisis(Pons and
Vilar, 2014: 295).

The first governments of the transition createel élagerly-awaited Ministry of
Health(1977) and proposed two main objectives:rédfierm of the Social Security and
the preparation of a law on health care. Meanwtltie country still had the approval of
a constitution, and the democratisation of sevarstitutions and bodies, pending. A
fundamental element in this process was Fernandgafi®z’s tax reform (1977), which
modernised tax administration made it compatiblehvei modern welfare state. From
this point on, the percentage of state contribsticised through taxation used to fund
public health care expenditure increased, while percentage from workers’
contributions fell(Table 11). Later, in 1978, thatiee Social Security system was
reorganised, and the old National Welfare Instjtidekey element in the Franco
regime’s social policy and tainted by all kinds adrruption scandals, disappeared.
Simultaneously, three major Social Security managgragencies were created, subject
to principles of financial solidarity and a commfumd: the National Social Security
Institute, managing cash benefits; the Nationalltdelastitute, for the administration

and management of health care services; and thendainstitute of Social Services,

% Francia (1997: 107). Until then the Directoratenél for Health Care had been under the auspices o
the Ministry of the Interior, while the Social Seity had remained under the Ministry of Labour. §hi
duality hindered changes and management stratiegils field of health care.
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responsible for the provision of supplementary ises(the elderly, the disabled, etc.).
While these changes were being implemented, there @ number of scandals as a
result of irregularities in the Social Security agnts and in the management of
hospitals, legacies of the dictatorship. Innumeratyaft bills were drawn up for a law
on health care, but all these proposals fell by wag/side while being debated in
parliament for two reasons: the political weaknssskthe first governments of the
transition and the political division between twealtth care models. The centre parties
in power but without an overall majority, supporteglthe political right, opted for the
private management of public health care, justifigdhe failure of the Spanish Social
Security, inundated by scandals and the squandefiresources (Pons and Vilar, 2014:
307). On the other hand, the left-wing parties,dgdhe PSOE and from the opposition,
defended a National Health Service type of headite csystem founded on three basic
principles: universal coverage for all citizens,imhafunded through taxes and with
public management (Sevilla, 2006: 14). The balatited in favour of this second
model when the PSOE won the general elections B2 Mith an overall majority;
although the law on health care had to wait uhélénd of the legislature in 1986, as an
attempt was made to achieve the greatest possilisensus (the resistance of the
conservative party Alianza Popular and the moreseorative medical associations was
extremely tenacious). In the end, the General Hebh#w of 1986 did not satisfy
anybody, since its content was more a set of iesiand long-term objectives than a
roadmap for immediate action. Its greatest suceess to modernise Spanish health
care, achieving universal coverage of the populatiod progressive financing through
taxes(Table 12).

Table 11. Financing of public health car e expenditure
(in percentages)

1080] 1981 1982 1083 1084 1085] 1986 1987 1088
0 -
% Workers 75.2 70.5 68.4 66.2 60.0 623 61.3 57.9 58.0
contributions

% State contributions 24.8 29/5 32.0 38.8 30.1 37.7 38.7 42.1 42.(

1989 1990 1991 1992 1993 1994 1995 1996 1997

% Workers’

oo 27.2 27.2 27.2 27.2 28.0 27|11 20.4 14.9 3
contributions

% State contributions 72.8 728 72.8 72.8 72.0 729 79.6 85.1 91.7

Source: Aracil et al (1996).
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Table 12. Social protection in health care. Eur opel960-1990
(% population covered)

1960 1965 1970 1975 1980 1985 1990
Germany 85.0 85.8 88.0 90.3 91.0 92.7 92.2
Austria 78.0 92.0 91.0 96.0 99.0 99.0 99.C
Belgium 58.0 68.5 85.0 99.0 99.0 99.0 98.C
Denmark 95.0 95.0 100 100 100 100 100
Spain 54.0 55.0 61.0 81.0 83.0 90.0 99.(
France 76.3 85.0 95.7 96.0 99.3 99.C 99.5
Greece 30.0 44.0 55.0 75.0 88.0 100 100
Netherlands 71.0 71.0 86.0 75.0 74.9 73.2 69.0
United Kingdom 100 100 100 100 100 100 100
Ireland 85.0 85.0 85.0 85.0 100 100 100
Iceland 100 100 100 100 100 100 100
Italy 87.0 91.0 93.0 95.0 100 100 100
Luxembourg 90.0 100 100 100 100 100 100
Norway 100 100 100 100 100 100 100
Portugal 18.0 32 40.0 60.0 100 100 100
Sweden 100 100 100 100 100 100 100
Switzerland 74 82.0 89.0 94.0 96.5 98.0 99.%

Source: OECD Health Data 2012tp://stats.oecd.org/Index.aspx?DataSetCode=SHA

However, Spain developed its welfare state in gdreerd its health law in particular

against the tide of other European countries, wkiegg were debating the viability of

welfare states and cuts were being proposed fomthim items of social spending.

Consequently, the Spanish deficit in health exgenelias a percentage of GDP and in

per capita terms remained constant, as the shatlttve cuts loomed before Spain was

able to achieve similar patterns to Europe (Tale Yet this was in spite of the fact
that between 1976 and 1986 public health care @ipga in Spain almost quadrupled;
while the debt of the health system kept risingmpared by a budget that was

chronically insufficient from the outset.
Table 13. Total health expenditurein Europe

Total health expenditure as % GDP Public healffeaditure per capita PPP $U$

1960 [1965| 1970 1975 1980 1985 1990 1960 1965 199@5 11980 | 1985 1990
Germany 60 84 84 88 83 195.6 454.p 768(61,096.0 1,370/2
Austria 43 46 52 69 74 64 84 534 74323.7 303.p 540[0 713.9 1,195]3
Belgium 39 56 68 7p 72
Denmark 817 89 85 83 462.3 783.4 1,070.4 1,275/4
Spain 13 2% 3b 4 53 54 65 9B 28 62.0 164.4 290/]1 401.1 685.0
Finland 3§ 48 55 62 63 71 7.7 342 70H33.7 266.0 446(6 721.5 1,102/6
France 3§ 48 54 64 70 80 84 48.0 83B46.4 288.p 534|2 810.0 1,105.6
Greece 5.5 5.9 6.7 68.7 272.2 454.2
Iceland 3 3% 4y 5 63 72 7.8 381 5pH4158 325.1l 664 01,025.8[3 1,441]2
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Ireland 3.1 4. 50 78 82 74 .0 325 46.04.7 215.8 418(2 497.( 565.p
Luxembourg 3.1 . 2 5p 5|4

Netherland 79 74 78 8 298.6 508.4 680.7 948.0
Norway 29 34 44 59 70 66 7.6 384 681D31.1 309./ 566(9 805.8 1,1321
Portugal 2.4 . 51 5pb 7 28.1 93.2 1781 215.4 411.6
Sweden 68§ 7% 89 8pH 82 267.¢ 478.p 872{81,146.3 1,432(2
Switzerland 49 46 55 70 74 78 2 739.4 1,0632
E;::;ed%m 39 41 45 54 56 58 59 72.0 94438.2 265./ 416|5 590.9 802.1

Source: OECD Health Data 2012tp://stats.oecd.org/Index.aspx?DataSetCode=SHA

With regard to hospital care, in 1993 Spain haé oh the lowest ratios of
hospital beds per thousand inhabitants in Europe@.Spain, compared with 9.4 in
France and 10.1 in Germany, Temes and Gil, 1995:{Idble 14). Overall, the
General Health Law of 1986 was another step forwaedessary but insufficient, in the
progress of the Spanish health care model.

Table 14. Catalogue of hospitalsin Spain on 31 December 1994

Hospitals Beds
National Health System 108 86,005
Ministry of Justice P 506
Autonomous Communities 31 7,704
Provincial, City or Town Council 44 8,683
Municipality 21 5,824
Accident mutual 24 1,784
Private charity (Red Cross) 19 1,874
Private charity(Church) 57 12,03(
Other private charity 59 7,169
Private non-charity 308 29,97%
Ministry of Defence 20 6,90(
Total 783 168,464

Source: Ministerio de Sanidad y Consumo (1995Catalogo Nacional de Hospitales

http://www.msc.es/ciudadanos/prestaciones/centregses SNS/hospitales/home.htm

The inconclusive nature of the health care refoemame apparent in 1991 with the
publication of the so-called “April Report” on tistate of health care in Spain, drawn up
by experts in the field who were supposedly indéeleen of political parties. The study
strongly criticised the public health care systemd aecommended the private
management of public health care operating on kssirtriteria. The report dropped
like a bomb on the political scene, where the PS@IS in government, a party that
defended a publicly managed National Health Systerd,where the financial situation

of the Social Security in general and health carparticular was critical. In 1996 the
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conservative party PP won the elections and oneenggoposed private management
models for public health care. At the same timés au public health care resulted in a
deterioration of both provisions and coverage. Afen years of application, the two

main successes of the general health law of 1986 e increase in public funding

and universal coverage. However, cuts in publiccexiture, neoliberal policies and the
new models of private management of public hospiprbvided an early challenge to
the recently formed Spanish public health careesyst

Conclusions
This study has enabled us to analyse how a heatbra belatedly took shape, and with
special characteristics, in Spain under dictatprsdmd democracy. The analysis has
been accompanied by a wealth of statistical supggradtan international perspective that
enables us to better understand Spain’s relatigéipo in this area. Overall, the study
makes it clear that the main problem of the Spahisalth care system during the
dictatorship lay in the system of financing. Tharko regime maintained an obsolete
tax system, mainly based on indirect taxes, raikagrevenue and with a high level of
fraud and corruption. In this respect, during altriogy years of dictatorship there was
little political will to promote a tax reform thatas indispensable in order to implement
a welfare state along the lines of other Westemoji@an countries. From the outset, the
lack of public resources impeded the introductidra @ublic sickness insurance that
required substantial investment in health careastfuctures, human and material
resources and also needed a complex managemectustrin a country with a large,
dispersed and low-income rural population. Theseuaoistances conditioned the
financing, management and provisions of sicknessrance from the very beginning.
With regard to funding, the insurance relied ontdbations from employers
and above all workers in a context of low wages laah working conditions. These
contributions were eventually supplemented by srstate subsidies or completed by
the transfer of money from other insurances runrangurplus. With respect to the
management, the state needed collaboration agréenvéh private bodies in order to
implement the insurance; without these agreemeéntgould have been impossible.
Finally, in practice the lack of money obliged asurance scheme limited to part of the
population (not universal), and with very modesaltte care provisions (initially just
general medicine, without specialities or the righthospitalisation). Consequently,

sickness insurance became a key element of theneégipropaganda, but without
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financial support from the state it accumulatediaitetuntil it was on the verge of
bankruptcy in the 1960s.

The Basic Law on Social Security in 1963 was aenapt to find solutions, but
without a prior tax reform the system's basic peabdid not disappear. It was not until
the end of the 1970s that two fundamental, althoinghfficient, changes occurred.
These changes, intended to establish a welfare sitailar to other Western European
countries, were the democratisation of the couatrgt the guarantee of fundamental
rights (1978 Constitution) and a tax reform comatiwith a welfare state (Fernandez
Ordofiez, 1977). The need to define which healte oaodel the country was to have
continued to be an open question, and not a simpliter, due to the lack of political
agreement and the fact that the governments ifirdteyears of the democracy lacked
stability, as well as the economic crisis that toeintry was going through. The first
General Health Law was passed in 1986, at the sameas Spain joined the European
common market and when countries in Western Euvegre starting to question the
viability of the welfare state. The national heafiystem established in 1986, with
universal coverage and progressively funded thrdaghs, started up in very difficult
circumstances. This was the great drama of Spdm@ahlih care, going against the tide
of other European countries. In this area, as imymathers, almost forty years of
dictatorship took a heavy toll.
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