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ABSTRACT - Services of general interest (SGI) contribute to the European Union’s
objectives, being fundamental to territorial cohesion and convergence, with a preeminent
role in rural and peripheral territories. Hence, disparities in access to these services lead to
critical regional disparities, impairing cohesion. It is in economic harsh times that SGI are
preponderant, especially in more rural or peripheral regions and health services are one of
the most impactful SGI, being an iconic representative of the Welfare State. Therefore, an
assessment of regional health services must be developed in relation to Welfare State Regi-
mes performance. This article is developed within this framework, with the objectives of
understanding: how national and local expenditures in health are related to Welfare State
Regimes; and how their expenses impact territorial cohesion through differentiated regional
health service provision and population health status. The work was developed in two pha-
ses: one centred on the assessment of total and health expenditures made by national and
local governments, discussed in the framework of distinct Welfare Regimes; another, that
analyses regional health service provision and population health status, in their relationship
with regional socio-economic characteristics and the framework of Welfare Regimes. Indi-
cators regarding health expenditures countries’ efforts, health status, and services at a regio-
nal scale were retrieved from Eurostat. Results confirm that the provision of services and
health status differ among Welfare Regimes and territorial typologies. Urban regions showed
better results than rural ones, with the Welfare Regime precluding this reality. We conclude
that regional health disparities are a concerning factor that harms territorial cohesion.
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RESUMO - DISPARIDADES REGIONAIS NA PRESTACAO DE SERVICOS DE
SAUDE NA UNIAO EUROPEIA. QUANDO O TERRITORIO IMPORTA. Os servicos de
interesse geral (SIG) contribuem para os objetivos de coesdo e convergéncia territorial da
Unido Europeia, tendo um papel preponderante nos territorios rurais e periféricos. Assim,
as disparidades no acesso a estes servigos levam a disparidades regionais criticas, limitando
o alcance da coesao territorial. Entre estes, os servigos de satde sao um dos SIG mais impac-
tantes, havendo diferengas que decorrem do Regime de Estado Social vigente. Este artigo
desenvolve-se neste quadro, com os objetivos de: verificar se diferentes Regimes de Estado
Social apresentam diferentes perfis de despesa (realizadas pelos niveis central e local) em
fung¢des sociais, destacando em particular o setor da saide; e, em que medida é que estes
perfis de despesas se traduzem em perfis regionais de prestagdo de servigos e de estado de
saide, com impacto na coesdo territorial. O trabalho foi desenvolvido em duas fases: uma
centrada na avaliacdo das despesas totais e de satde das administracdes federais e locais e a
sua relagao com os Regimes de Estado Social dominantes; outra que analisa a oferta regional
de servigos de satide e o estado de satde da populagdo, tendo em conta a tipologia de regides
europeias (urbanas, rurais e intermédias). Conclui-se que o nivel de prestagio de servigos e
os estados de saude dos residentes nas regides da UE diferem entre os Regimes Sociais
vigentes em cada pais, mas também sdo sensiveis ao tipo de territdrio. As regides urbanas
apresentaram melhores resultados do que as rurais, mas dependendo do Regime Social
podemos ter melhores performances em dreas rurais que em dreas urbanas de paises econo-
micamente mais débeis. Concluimos assim que, para além dos regimes sociais vigentes, as
caracteristicas socioeconomicas e territoriais explicam as disparidades regionais na presta-
¢do de servicos de saude, comprometendo a coesdo territorial.

Palavras-chave: Servigos de interesse geral; satde; disparidades regionais; Regimes de
Estado Social.

RESUME - DISPARITES REGIONALES DANS LA PROVISION DE SERVICES DE
SANTE DANS LA UNION EUROPEENNE. QUAND LE TERRITOIRE COMPTE. Les ser-
vices d'intérét général (SIG) contribuent aux objectifs de 'Union européenne, étant fonda-
mentaux pour la cohésion territoriale et la convergence, avec un rdle prééminent dans les
territoires ruraux et périphériques. Par conséquent, les disparités dans acces a ces services
entrainent des disparités régionales critiques, compromettant la cohésion. Cest dans les
périodes économiques difficiles que les SIG sont prépondérants, en particulier dans les
régions plus rurales ou périphériques et les services de santé sont I'un des avec plus d’'impact,
étant un représentant emblématique de I'Etat-providence. Par conséquent, une évaluation
des services de santé régionaux doit étre développée par rapport a la performance des régi-
mes d’Etat-providence. Cette article est développée dans ce cadre, avec les objectifs de com-
prendre: comment les dépenses nationales et locales en santé sont liées aux régimes d’Etat
providence; et dans quelle mesure ces profils de dépenses se traduisent en profils régionaux
de prestation de services et détat de santé, ayant un impact sur la cohésion territoriale. Le
travail a été développé en deux phases: 'une centrée sur lévaluation des dépenses totales et
de santé effectuée par les gouvernements nationaux et locaux, discutées dans le cadre de
régimes sociaux distincts ; une autre, qui analyse loffre régionale de services de santé et Iétat
de santé de la population, dans leur relation avec les caractéristiques socio-économiques
régionales et le cadre des régimes de protection sociale. Les indicateurs concernant les
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efforts des pays en matiere de dépenses de santé, Iétat de santé et les services a Iéchelle régio-
nale ont été extraits d'Eurostat. Les résultats confirment que la prestation de services et Iétat
de santé différent selon les régimes de protection sociale et les typologies territoriales. Les
régions urbaines ont montré de meilleurs résultats que les régions rurales, mais selon le
régime social, il peut avoir de meilleures performances dans les zones rurales notamment
dans des pays économiquement plus faibles. Nous concluons que les disparités régionales en
matiere de santé sont un facteur préoccupant qui nuit a la cohésion territoriale.

Mot clés: Services d’intérét général; santé; disparités régionales; Régimes de I'Etat Pro-
vidence.

RESUMEN - DISPARIDADES REGIONALES EN LA PRESTACION DE SERVICIOS
DE SALUD EN LA UNION EUROPEA. CUANDO EL TERRITORIO CUENTA. Los servi-
cios de interés general (SIG) contribuyen a los objetivos de la Unién Europea, siendo funda-
mentales para la cohesion y convergencia territorial, con un papel preeminente en los terri-
torios rurales y periféricos. De ahi que, las disparidades en el acceso a estos servicios
conducen a disparidades regionales criticas, lo que perjudica la cohesion. Es en tiempos de
crisis econdmica cuando los SIG son preponderantes, especialmente en las regiones mas
rurales o periféricas, y los servicios de salud son uno de los SIG de mayor impacto, siendo
un representante iconico del Estado del Bienestar. Por tanto, debe desarrollarse una evalua-
cion de los servicios sanitarios autondmicos en relacion con el desemperio de los Regimenes
del Estado del Bienestar. Este articulo se desarrolla en este marco, con los objetivos de com-
prender: como se relacionan los gastos nacionales y locales en salud con los Regimenes del
Estado de Bienestar; y, como sus gastos impactan en la cohesion territorial, a través de la
prestacion diferenciada de servicios regionales de salud y el estado de salud de la poblacion.
El trabajo se desarroll6 en dos fases: una centrada en la evaluacion de los gastos totales y en
salud realizados por los gobiernos nacionales y locales, discutidos en el marco de distintos
Regimenes de Bienestar; otro, que analiza la prestacion regional de servicios de salud y el
estado de salud de la poblacién, en su relacion con las caracteristicas socioecondmicas
regionales y el marco de los Regimenes de Bienestar. Los indicadores sobre los esfuerzos de
los paises en materia de gastos de salud, el estado de salud y los servicios a escala regional se
obtuvieron de Eurostat. Los resultados confirman que la provision de servicios y el estado de
salud difieren entre Regimenes de Bienestar y tipologias territoriales. Las regiones urbanas
mostraron mejores resultados que las rurales, con el Régimen de Bienestar impidiendo esta
realidad. Concluimos que las disparidades regionales en salud son un factor preocupante
que perjudica la cohesion territorial.

Palavras clave: Servicios de interés general; salud; disparidades regionales; Regimenes
del Estado del Bienestar.

I. INTRODUCTION
Services of General Interest (SGI) represent services that fulfil citizens’ daily needs

contributing to their well-being. They include health, education, social care, elder care or
culture, services with strong social nature, energy, post and communications services, water
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and sanitation, among others, representing the economic nature of it. These services foster
economic competitiveness and are crucial to social and territorial cohesion, while also
being a vector for sustainable development (Bjornsen et al., 2015; Commission of the Euro-
pean Communities [CEC], 2004). Although appearing in the European Union (EU) policy
process, the term is still very unclear (Lenaerts, 2012; Szyszczak, 2018; van de Walle, 2008).
This category of services is one of the last Keynesian orientations in the current neoliberal
free-market economy context, being on the side of cohesion (Waterhout, 2007) and marked
as a fundamental piece in the maintenance of the European model of society (CEC, 2003).

SGI provision is conducted by “specific public obligations”, which means the State is
obliged to prosecute their universal access as a fundamental right to citizens. Hence,
these must be provided regardless of the type of territories, metropolitan areas, cities,
towns, and rural areas, even if that is unprofitable as usually occurs in rural or low-den-
sity areas. But, despite the public service obligation determination, there is no more EU
directive for SGI. So, the challenge is to ensure a harmonious combination of market
mechanisms and public service missions (CEC, 2004), with each Member State responsi-
ble for the policies to guarantee the SGI provision, despite each one having its organiza-
tional structure of provision, reflecting different social values, ideologies, and policies
(Humer, 2014; Littke & Rauhut, 2013).

Though being fundamental for territorial cohesion (Rauhut et al., 2013), the SGI
provision process represents a large effort for the states in their financing. In a post-
-financial crisis atmosphere, with an austerity mind set, the prosecuted quality, accessibi-
lity, and affordability could be impaired, as well as future provision and maintenance
(Kolari¢ et al., 2019; Marques da Costa et al., 2015). But it is in economically difficult
times that SGI are more preponderant, as the public service is an essential support for
economically and socially vulnerable regions. Therefore, public service is vital to dimi-
nish disparities among regions, especially by supporting rural settlements and maintai-
ning an urban-rural balance (Marques da Costa et al., 2015).

This study emerges within the SGI and regional disparities themes, specifically in the
health services, which are one of the most impactful SGI and iconic representatives of the
Welfare State. As the SGI and the European Social Model are so connected, the study
takes the Welfare State Regimes into account for assessing and understanding the regio-
nal disparities in health in the European context. In addition, due to SGI major role in
territorial cohesion, special attention is paid to the rural regions. Hence, this study has
two distinct phases, each with its main purpose. The first part scrutinizes the NUTS 0 level
through the Welfare State Regimes, assessing the total and health expenditures made by
the national and local government, trying to understand if there is a typology of spending
in each Regime, but also understanding their behaviour with expenditures through a pre-
-crisis, crisis, and post-crisis period. The second phase, developed at a NUTS 2 level, elabo-
rates on the search for regional disparities in health services across European regions, with
special attention to the territorial typologies and the Welfare Regimes context, unders-
tanding if the urbanicity or rurality have an impact on the regional health service provi-
sion, but also the population health status, hence impacting territorial cohesion.
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II. SERVICES OF GENERAL INTEREST, WELFARE REGIMES, AND TERRITORIAL
COHESION

1. The role of services of general interest in territorial cohesion

The term SGI lacks precision in its definition, there are no succinct criteria capable of
explaining precisely what an SGI is (Lenaerts, 2012; Szyszczak, 2018; van de Walle, 2008).
This terminological question does not arise in vain, SGI emerges as a top-down term, that
was not accompanied by a national policy context, but rather classified by the EU itself
(Bjornsen et al., 2013). These services are fundamental for the EU, reflecting the right of
access to a set of goods and services, the promotion of economic, social, and territorial
cohesion, and contributing to sustainable development (Bjernsen et al., 2015; CEC, 2003;
Copus et al., 2013).

The inexistence or insufficiency of SGI provokes disparities among territories (Maly,
2018; Rosik et al., 2020; S& Marques et al., 2020; Wisniewski et al., 2021) which makes it
fundamental for cohesion. This is noted by the Cohesion Policy, as it has recently shifted
from economic efficiency to a more social binding and focused access to SGI and oppor-
tunities distribution (Weckroth & Moisio, 2020). This contrasts with the macroeconomic
view that had reigned, and where its weaknesses thrived, especially in rural territories,
recommending a homogeneous development path instead of several heterogeneous
development paths adapted to the European Regions singularities (Demeterova et al.,
2020). In fact, the use of macroeconomic and production indicators as a basis for measu-
ring cohesion took well-being out of the equation, damaging the concept of development
and jeopardizing regional convergence, with consequences in the exacerbation of regio-
nal disparities (Atkinson & Pacchi, 2020; Avdikos & Chardas, 2016; Weckroth & Moisio,
2020). In this sense, every region has its own characteristics and conditions but the bot-
tom line, there is no territorial cohesion without SGI (Gruber et al., 2019; Hamez &
Ruffray, 2015).

According to the various EU guidelines and its institutions, the provision of SGI must
be governed by a set of principles, ordered by their greatest preponderance: guaranteed
availability, accessibility, affordability, quality and variety of choice (CEC, 2003, 2004,
2007, 2011a). In fact, these principles are shared in the analysis of the provision of health
services (Gulzar, 1999; Marques da Costa et al., 2020; Pechansky & Thomas, 1981), with
accessibility being further dissected in subcategories (Ferreira et al., 2021; Freitas & Mar-
ques da Costa, 2021; Geurs & van Wee, 2004; Joseph & Phillips, 1984).

The supply of SGI is not regulated at the EU level; the organizational provision poli-
cies are Member States exclusive definition. Supply thresholds result from the interaction
between providers and consumers and their ideologies and moral values, resulting from
social policy and territorial planning and the current spatiotemporal contexts (Bjornsen
et al., 2015; Humer, 2014; Humer et al., 2013; Littke & Rauhut, 2013). Also, a great factor
is the territorial occupation structure, where a concentrated typology is conducive to
better access to services, creating a dichotomy between urban and peripheral or rural
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areas (Clifton et al., 2016; Copus et al., 2013; Gloersen et al., 2012; Humer & Palma, 2013;
Milbert et al., 2013; Swiqtek et al., 2013). Moreover, rural and intermediate areas (gene-
rally) present inferior quality and levels of access to SGI than urban areas (Constantin et
al., 2019; Rauhut, 2018; Stepniak & Rosik, 2013; Wisniewski et al., 2021). And due to the
EU directives on competition (Single Market Directive) and state subsidies (State Aid
Directive), the difficulty in combating regional asymmetries is factual, being an obstacle
to territorial cohesion (Milstein, 2015; Slot, 2013).

Another perspective to identify these territories comes from the lagging region’s classi-
fication provided by the EU (CEC, 2017). There are two types of lagging regions: regions
with low-income and regions with low growth. Low-income regions owe their structural
problems to the recent historical conjuncture and are mainly located in states that came out
of the influence of the Soviet block at the time of its fall and recently joined the Union. These
regions (and countries) have been showing important advances in convergence with the
European average (CEC, 2017). The second group, the low-growth regions, includes regions
further south or geographically more isolated from the European core, corresponding in a
large sense to rural and peripheral regions. All of them are part of Eurozone countries,
making adjustments to competitiveness more difficult and time-consuming to achieve than
those in low-income regions (CEC, 2017). Unlike the latter, these have not seen improve-
ments in their indicators, and are not converging with the national or EU average (CEC,
2017), despite being regions that had greater access to European funds, both in terms of
time and amount of funding (Rodriguez-Pose & Ketterer, 2020). Nevertheless, many
dimensions have been underrepresented in Cohesion Policy (CP) and its funding, and
some of those are extremely important for these regions, as are the questions of aging and
healthcare (Santana et al., 2020). Ultimately, and as Santana et al. (2020) demonstrate, based
on an intersectoral and integrated approach, there is still room for improvement in CP to
promote population health and health systems. However, the reality is that with or without
CP, the responses to the crisis — an increase in the tax burden and a cut in public spending
- turned the problems of low-growth regions denser, and they have effectively paid the
costs of the crisis (CEC, 2017), with a particular incidence in rural and peripheral regions
and large limitations in public investment efforts.

2. The relation of health services with Welfare State Regimes

Asymmetries in the health of populations, to an extent, are due to economic (Hill &
Jorgenson, 2018), social (Clouston et al, 2021), cultural (Subica & Link, 2022) and beha-
vioural (Franco & Marques da Costa, 2021) disparities — among other health determi-
nants —, but also because of territorial inequity (different levels of service provision,
accessibility problems, etc.). The State has a role in this with its policies for income redis-
tribution and provision of goods and services — healthcare, education, conditions of exis-
ting work and leisure, housing conditions, among others —, managing regional disparities
and the difficulty for populations to lead a healthy life (Marmot et al., 2008). Because
health is dependent not only on the health sector but also on a conjunction of many
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health determinants (Carrapato et al., 2017; Gatrell & Elliott, 2015), policies and actions
must be developed and conducted in a broad scope through holistic and integrated plan-
ning, in an intersectoral and multilevel way (Marmot et al., 2012) at regional and local
scale applied not only to the health sector (Marques da Costa et al., 2020; Ferreira et al.,
2021; Freitas & Marques da Costa, 2021) but also to other sectors, such as transport and
mobility (da Costa et al., 2013; Louro et al., 2019, 2021; Louro & Marques da Costa,
2019). These aspects are more evident in the more peripheral and rural territories, where
service deserts are more likely to emerge (Rosik et al., 2020).

Thus, the actions of countries have a strong role in the health status of the population
as they are responsible for the allocation and distribution of resources on health (or other
sectors) and manage the interactions within health and between health and the other health
determinants while trying to close regional health disparities (Bambra, 2011; Beckfield et
al., 2015; Muntaner et al., 2011, 2017; Pfortner et al., 2019; Thomson et al., 2016). The diffe-
rent country policies have been aligned by several authors in Welfare Regimes typologies
(e.g., Boeri, 2002; Esping-Andersen, 1989, 2013; Nadin & Stead, 2008; Sapir, 2006). A fusion
of these perspectives results in five Welfare Regimes and a country classification can be
observed in table I. These Regimes have dissimilar approaches to the economy and society,
the Nordic has strong State intervention in the labour market and a wider fiscal policy; the
Anglo-Saxon regime observes an important role of the State in benefit schemes and regular
employment policies; the Continental regime shows the least labor market intrusive poli-
cies, but with a great power to the unions and their bargaining capacity; the Mediterranean
has a very strict and protective legislation regarding employment, with pensions having a
greater role in the dynamization of the economy (Sapir, 2006). From the point of view of
public social spending, there are also relevant differences between Regimes; the Nordic
registered the highest levels of social protection expenditures and universal welfare provi-
sion; the Continental has high investment rates with a large attention to pensions systems;
the Mediterranean registered a low level of expenditures per capita, despite the national
effort; the Liberal systems also present a lower level of public expenses; and the New Mem-
ber States present low levels of expenses, despite having grown (Marques da Costa et al.,
2015; Sapir, 2006). It must be stated that the New Member States Regime does not follow a
clear path, it is very heterogeneous, with countries showing characteristics linked to multi-
ple Regimes (Ferreira & Figueiredo, 2005).

Table I - Welfare Regimes and its composition.

Quadro I - Regimes Sociais e sua composigao.

Welfare Regime States
Scandinavian/Nordic DK, FI, SE, NL, NO
Anglo-Saxon IE, UK
Continental AT, BE, FR, DE, LU, IS+CH
Mediterranean/Southern GR, PT, ES, IT
Catching up/New Member States CZ, HU, CY, EE, LV, LT, MT, PL, SK, SI, BG+CR, RO

Source: adapted from Aiginger and Guger (2006); Boeri (2002); Marques da Costa et al. (2015); Nadin and Stead (2008) and Sapir (2006)
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The Welfare State, through its policies, also impacts the effects that socioeconomic
conditions produce on health, but not always in the same way, as different Welfare State
Regimes show dissimilar ways to interact and influence how health determinants are
translated to the population’s health status (Alvarez-Gélvez, 2016; Alvarez-Gélvez et al.,
2014). There is an association between government spending and poverty, as higher
expenditures are linked to lower poverty levels (Fritzell et al., 2013). Overall, expenditu-
res are higher in the Welfare States with greater connections to poverty reduction, there-
fore, there is an association between poverty reduction and welfare policies, which in
turn also affects health, since poverty is a fundamental health determinant (Marques da
Costa, 2021).

The relationship between the Welfare State Regimes and one of its scopes of action
can be assessed by its expenditures. By looking at health expenditures, one can evaluate
their relationship with health. It is a fact that the universality of health services, brought
by Welfare State policies, impacts the coverage of health services and the population’s
health status (Kangas, 2010; Moreno-Serra & Smith, 2015). Likewise, the level of expen-
diture of public administrations on health has a positive impact on the population’s health
status: higher health expenditures are correlated to superior health results (Bokhari et al.,
2007; Farag et al., 2013; Vallejo-Torres et al., 2018).

Another relevant aspect in the increase in expenses in EU regions is the aging popu-
lation effect. This linkage is perhaps more relevant than the purely economic view
(Lopreite & Mauro, 2017) as it induces larger demand for services in the territories with
a larger share of aged people, as the rural and low-density ones, exactly where service
provision is scarce.

In the last two decades, the Welfare State Regimes reformulation brought lower
investments to the States where it was most needed. The crisis and the austerity that
ensued, bolstered by the International Monetary Fund (IMF) gave way to the commodi-
fication of health systems (Greer & Mitzke, 2015), following a process of liberalizations,
deregulations, and privatizations supported by the doing more with less paradigm
(Hemerijck, 2015; Stubbs & Kentikelenis, 2017). Unfortunately, this was mostly felt in the
countries most impacted by the crisis, which were the ones that already had several dis-
parity problems and a great number of lagging regions. These States, like the Mediterra-
nean countries, saw large expenditure cuts on social sectors, as happened with the health
sector, resulting in a greater propensity to have weakened health care systems, lower
health access, and higher regional disparities (Forster et al., 2020; Labonté & Stuckler,
2016; Ruckert & Labonté, 2017; Stuckler & Basu, 2009).

III. DATA, METHODS, AND AREA OF STUDY

The analysis of regional asymmetries in access to health services does not follow the
general path of associating the Health Systems with access, as is the case of Ferreira et al.
(2018). Instead, it is based on an appreciation of different Welfare State Regimes, linking
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the government expenditures made at the national and local level with the existence of
health services in EU regions (NUTS 2). To this end, three distinct situations correspon-
ding to the 2006-2016 period were analysed, one pertaining to a pre-crisis year (2006),
another to a year of crisis (2012), and the last one to a post-crisis period (2016).

There are two scopes of analysis in this article:

i)

ii)

analyse the investment, that is, the way the State deals with health and the level of
the investment (national and local), observing the results aggregated by the Regi-
mes behaviours in each of the three periods. That phase is developed at NUTS 0,
assessing public expenditures by groups of countries corresponding to Welfare
State Regimes. The groups of countries come from the 27 EU countries with the
addition of Iceland, Norway, Switzerland, and the United Kingdom (indexes are
created with the average of the 28 EU states because in the studied period the UK
was still a Member State), focusing on:

a. the economic performance based on Gross Domestic Product (GDP) per
capita and Public debt in percentage of GDP;

b. the correlation between total and health expenditures at the national and
local level with the economic performance (public debt) and demographic
characteristics (population with 65 years or more);

c. thelevel of effort of the countries in public investment at both levels (natio-
nal governments and local governments) analysed by the total public
expenditures and, in specific, the health expenditures spent at the national
and local government levels;

d. the influence of demographic structure on the needs of investments (% of
population with 65 years or more).

after establishing the previous typology of expenditures profile in the function of
Welfare State Regimes, there is a transference to the regional scale (NUTS 2),
where European regional disparities concerning the health services provision
(four indicators) and the health status of populations (nine indicators) are analy-
sed considering two important frameworks: the socioeconomic territorial cha-
racteristics of the regions and the Welfare State Regime context coming from part
1, represented by the GDP per capita and the urban classification of regions, of
Eurostat (urban, intermediate and rural) (fig. 1).

The selection of indicators was based on the WHO indicators list, considering three
types of indicators (World Health Organization [WHO], 2018):

for the national level, health financing indicators that represent input/efforts in the
system;

for the regional level, health provision (service access as output indicators) and
health status (considered impact indicators). Health provision and health status
indicators are complemented with a third group of determinants: socio-economic
and territorial specificities.
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Fig. 1 - Territorial typologies at the NUTS 2 scale.

Fig. 1 - Tipologias territoriais a escala das NUTS 2.
Source: Eurostat (2022)

It is important to stress that the NUTS 2 level was chosen for the regional analysis due
to being the last territorial level with information regarding the studied matters. This
scale is not the preferable, but what is possible, as the NUTS 3 level would be the desirable
one in this type of analysis. This does not compromise the results, only makes it difficult
to go even deeper in the conclusions. Nevertheless, even at NUTS 2 level, some important
indicators do not exist, and the available ones sometimes show great levels of missing
data (years/regions), impairing analysis from a territorial and temporal viewpoint.

For the development of this study, only statistical indicators available to the public
were used, enhancing its transparency, and allowing its replication for other years. As
such, Eurostat was the main database used. The variables used are the best considering
the availability and quality of the data, nonetheless, because in certain indicators data
quantity and/or quality was poor, it was necessary to use the national statistical institutes
for some countries. Table IT shows the used indicators.
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Table II - Indicators used in the analysis.

Quadro II - Indicadores utilizados na andlise.

Territorial level Indicators

GDP per capita PPS index (EU28=100)

Public debt in GDP %

General government health expenditure per capita and GDP %

National Health financin,
& Local government health expenditure per capita and GDP %

Health expenditure in total expenditure (%)
Population with 65 years or more (%)

Physicians or doctors per 100 000 inhabitants

. Nurses and midwives per 100 000 inhabitants
Health services

provision Long-term care beds in nursing and residential care facilities per 100 000

inhabitants

Hospital discharges per 100 000 inhabitants

All causes of death per 100 000 inhabitants

Death by HIV disease per 100 000 inhabitants

Death by drug dependence/toxicomania per 100 000 inhabitants

Regional

Death by neoplasms per 100 000 inhabitants

Health status Death by diabetes mellitus per 100 000 inhabitants
Death by ischemic heart disease per 100 000 inhabitants
Death by transport accidents per 100 000 inhabitants
Mortality rate under five years
Life expectancy at birth (years)

Socioeconomic and GDP per capita PPS index (EU28=100)

Territorial specificities  Classification of regions in urban, intermediate, and rural*

* The urban, intermediate, and rural territorial classifications at NUTS 2 scale were defined according to the share of regional
population living in each type of typology, where a higher percentage of urban corresponds to an urban region and so forth.

IV. GOVERNMENT EXPENDITURES BY WELFARE REGIMES OF THE EUROPEAN
COUNTRIES

The socioeconomic context underwent major changes between 2006 and 2016, but
the most extreme situation was the public debt crisis. In general, there was a decline in
GDP per capita and an increase in the share of public debt in GDP from 2006 to 2012 and
the reverse from 2012 to 2016. In terms of the Welfare Regimes, there was not one that
clearly improved. However, the opposite is possible to demonstrate: from 2006 to 2016
the countries included in the Mediterranean Regime showed a strong negative trend, and
it was here that the crisis left most metastases. Also, table III presents the data by Regimes
types for the analysed years in terms of GDP and population with 65 years or more,
demonstrating the perilous evolution of the Mediterranean Regime.
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Table IIT - GDP per capita (Index EU28=100) and share of the population with 65 or more years by
Welfare State Regime (2006, 2012, 2016).

Quadro III - PIB per capita (Indice UE28=100) e percentagem da populagdo com 65 ou mais anos por
Regime de Estado Social (2006, 2012, 2016).

Nordic Anglo-Saxon Continental Mediterranean ~ New Member States

GDP %Pop. GDP %Pop. GDP %Pop. GDP % Pop. GDPper % Pop
0 .

per 65+ per 65+ per 65+ per 65+ .
. . . . capita 65+ years
capita years capita years capita years capita years
2006 136.8 17.2 132.0 16.0 144.6 17.6 97.5 18.8 63.4 15.1
2012 137.8 18.0 119.5 17.0 146.7 18.6 84.8 19.6 70.0 16.0
2016 126.0 19.0 142.0 18.3 149.5 19.6 83.3 20.8 72.7 17.6

Source: Eurostat

The evolution between public debt and government expenditure shows that the
increase in public debt, a consequence of battling the crisis, resulted in a change in SGI
spending patterns, contributing to a deepening of regional disparities. It is also confir-
med that the increase in spending, especially that related to health, as stated by Lopreite
and Mauro (2017), is associated with an aging population.

Looking at table IV, there is a noticeable increase in the intensity of correlations and
expenses as a percentage of GDP from year to year (regardless of scale or type), this occurs
in evermore senior Europe. This correlation is particularly relevant in health expenditure by
local governments, demonstrating its importance in this matter and in national govern-
ment expenditure as a percentage of GDP, where a correlation coefficient with some expres-
sion is registered. This suggests that, not only in health expenditures but also in the total
social state expenses, an aging population requires ever-increasing expenditures. The fin-
dings explain, for example, the Southern States national and regional reality, where an older
population leads to the existence of a reduced GDP per capita — indeed, many regions are
going through the brain drain phenomenon and its socioeconomic effects (CEC, 2017) -,
but increases spending needs with the dire necessity to supply SGI, all while presenting
worrying levels of national indebtedness. This service provision necessity must be seen
along with the growing difficulties to justify public investments due to depopulation in
most of these (lagging low growth) regions (Perucca et al., 2019).

For the first period of analysis (2006-2012), the first evidence is that all Welfare State
Regimes presented an increment in the share of public expenditure in GDP at the natio-
nal government level and a drop from the 2012 to 2016 period. This resulted is an increase
in the total average, but it was accompanied by the standard deviation, showing that the
dispersion followed the growth tendency, both on total and local expenditures. In fact, as
table V shows, despite the decrease in the average values, in the second period of analysis
the dispersion kept on rising. It is important to notice that with the exceptions of Anglo-
-Saxon and New Member States Regimes, all other Regimes sustained a share in GDP
expenditure levels higher than the initial year (between 5,6% to 7,9% variation). The
second evidence comes from the relation with the demographic structure. The Regimes
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whose countries have an older population structure show an increase in social public
expenditure share in GDP, as suggested above. Further proving the change in relations,
namely, the expenditure reduction related to public debt in favour of an augmentation
induced by aging. Looking at per capita public investment values it becomes evident that
the Mediterranean and the Anglo-Saxon Regimes are the only ones with a clear reduction
tendency, retreating the crisis impacts on economies.

Table IV - Correlation between public debt and percentage of population with 65 years or more
with government expenditures (2006, 2012 e 2016).

Quadro IV - Correlagio entre a divida publica e a percentagem de populagio com 65 anos ou mais,
com as despesas da administragdo puiblica (2006, 2012 e 2016).

Expenditure

National Local
Total Health Total Health
% GDP per capita % GDP per capita % GDP per capita % GDP per capita
2006  0.638” 0.158 0.426 0.193 -0.088 0.001 0.098 0.098
2012 05097  -0.075 0.340°  -0.001 -0.237 -0.224 -0.162 -0.177
2016  0.376° -0.167 0.131 -0.118 -0.252 -0.257 -0.116 -0.152
2006 0.249 -0.063 0.072 -0.106 0.097 -0.580 0.302° 0.208
2012 0.220 -0.162 0.080 -0.173 0.187 0.041 0.352° 0.252
2016 0317 -0.304 0.136 -0.308 0.217 0.004 0.356' 0.256

Indicator Year

Public Debt
(% GDP)

Pop. 65+ years
(% total)

Note: “Significant correlation at 0.05 level (bilateral). “Significant correlation at 0.01 level (bilateral)

Table V - Share of national and local public expenditures in GDP (%) and public expenditures per
capita (index 100=EU28) for each Welfare Regime (2006, 2012, 2016).

Quadro V - Proporgao dos gastos puiblicos nacionais e locais no PIB (%) e gastos puiblicos per capita
(indice 100=EU28) por Regime de Estado Social (2006, 2012, 2016).

New Member Total Total Standard

Indicator/Year Nordic Anglo-Saxon Continental Mediterr. L.
States Average Deviation

Total national government expenditure

2006 466 37.3 44.1 44.1 40.1 424 3.7
%GDP 2012 510 43.8 47.1 50.7 417 46.9 4.1

2016 505 343 46.4 46.5 39.7 435 6.4
, 2006 1700 1312 145.0 84.0 36.5 113.3 53.1
ercapita o015 1875 118.9 160.7 79.9 41.0 117.6 59.2
(index)

2016 180.5 114.3 173.8 73.7 424 116.9 60.6

Total local government expenditure

2006 202 9.1 8.3 7.8 8.5 10.8 5.3
%GDP 2012 227 8.4 8.6 7.6 8.4 11.1 6.5

2016 225 6.0 8.5 7.3 7.7 10.4 6.8
, 2006 2974 128.3 120.7 65.4 28.4 128.0 103.2
ereapita o012 3462 93.4 118.5 56.3 31.8 129.2 125.8
(index)

2016 343.4 77.2 134.0 55.1 32,0 128.3 126.0

Source: Eurostat
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Looking at the starting year, countries of the Nordic Regime show a significant pro-
minence in general government health expenditure in terms of GDP percentage and its
expenditure in euros per capita in the health sector. These marks follow the economic
power rule observed in national expenses, richer countries spend more in the health
sector than poorer countries, varying amongst themselves in terms of socioeconomic
characteristics and leading political, economic, and market ideologies. In 2012, the Nor-
dic Regime continues to enhance its differences regarding health expenditures, as now
there are roughly two groups besides it, one constituted by the Anglo-Saxon and Conti-
nental Regimes, and the other with the Mediterranean and the New Member States Regi-
mes. As for 2016, the ranking on general government health expenditure per capita keeps
its standing, but with a strong approximation between the Mediterranean and New Mem-
ber States Regimes. However, there seems to be an ever-increasing gap rising between the
top three expenders and the bottom two (fig. 2), fueling more regional discrepancies in
health services provision. This year also marks the end of the correlation between public
debt and general government health expenditure (table IV), noting that the correlation
coeflicient had been decreasing since the beginning of the analysis.

From figure 2 is also possible to understand that heterogeneity exists amongst the
Regimes, but also inside them. The dispersion is a factor, particularly in the Nordic and
Continental Regimes in the post-crisis year. This shows that, although each regime dis-
plays a certain preponderance of behavior regarding national government health expen-
diture, some discrepancies and outliers still occur.
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Fig. 2 - National government health expenditure per capita by Welfare Regime, in euros (2006, 2012, 2016).
Fig. 2 - Despesa publica per capita em satide por Regime de Estado Social, em euros (2006, 2012, 2016).

Source: Eurostat
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Complementarily to the national efforts, there are expenses related to the local gover-
nment level, namely by municipal entities with different decentralized competencies.
Considering the local government expenditure, there are two distinct groups: the Nordic
Regime, and the others, with a huge difference between them (table V). This dichotomy
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reflects a greater responsibility for budget allocation in local governments in the Nordic
Regime, as well as a larger dependence on these administrations for the provision of SGI
(atleast budget-wise), specifically, those greatly related to the local level. Another distinc-
tive feature of local government expenditure is the values recorded for the crisis year,
with expenditure not growing as a percentage of GDP. In addition, the others reduced
spending and kept reducing it in the post-crisis period, disclosing a decrease in the
importance of local government expenditure.

In particular, for local government health expenditure, there are two distinct typolo-
gies in terms of GDP percentage: the expenders, Nordic, Mediterranean, and New Mem-
ber States; and the non-expenders, the Anglo-Saxon and Continental. Nevertheless,
when analyzing the indicator of expenses per capita, the New Member States Regime
turns almost into a non-expender. The tendencies for 2006, 2012, and 2016 are very simi-
lar, with some variability in each year but with no major changes. Also, in the local gover-
nment health expenditure, the conjecture factor does not play a significant role, as in the
crisis year there was no propensity for modification (to the contrary to what happened in
the general expenditures). The Nordic Regime is the biggest spender, followed at a consi-
derable distance by (some countries of) the Mediterranean, with this associated with the
political and administrative structures.

Disparities between Welfare State Regimes bring to the top the variances in the organi-
zational administration structures. This means that there is no clear system in terms of local
government and health responsibilities, perhaps apart from the Nordic and Mediterranean
States, groups where only one and two States (respectively) have a reduced expenditure on
this matter (fig. 3). In some cases, health services and their actions and financing processes
are executed by the local government, in compliance with bigger and broader national or
regional programs, making it a more horizontal provision method. In other cases, the bulk
of health responsibilities lies within a larger scale government, relating to a more top-down
approach, revealing a limited local government expenditure (sometimes inexistent).
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Fig. 3 - Local government health expenditure per capita by Welfare Regime, in euros (2006, 2012, 2016).
Fig. 3 - Despesas per capita das administragoes locais em savide por Regime Social, em euros (2006, 2012, 2016).

Source: Eurostat
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There were multiple performances regarding the variation rate of general govern-
ment expenditure on health. In the Nordic Regime, the annual rate was positive on every
occasion and just one State (Finland) was a little beneath the mean value. Meanwhile, the
biggest per capita spenders kept on rising. In the Anglo-Saxon, the United Kingdom had
a positive rate and Ireland had a negative rate, in which the effects of the financial crisis
can be a reason. For the Continental Regime, there was some dispersion, counting with
values below average, but the only negative rate was related to Iceland (another country
greatly affected by the crisis). The Mediterranean Regime had a disappointing perfor-
mance with various very negative values, maintaining a poor overall path. The Mediter-
ranean Regime seems to be the more profoundly affected by the crisis and rise of the
national debt. The huge national debts allied with a declining economy and the external
intervention through the IMF adjustment programs, ruled by an austerity paradigm - as
already discussed - paved the road to decreased health expenditure (both in general and
local government). Finally, the New Member States presented mixed behaviours, con-
trasting some of the best rates with roughly some of the worst.

Opverall, there is one clear rule, higher GDP per capita and stronger economies lead
to higher general government expenditures, either total or in health. Also, expenditures
tend to be organized by Welfare State Regimes, that is, being part of a Regime is connoted
with a certain behaviour expenditure-wise. Also, it was observed that the local govern-
ment expenditure plays a big role mainly in the Nordic Regime.

The crisis had an impact on all States and regions, there is no discussion on that, but
some felt it more than others. The Mediterranean Regime and its States clearly had the
bitter end and could not resurface to the pre-crisis expenditure levels.

V. REGIONAL HEALTH DISPARITIES IN EUROPE

From the previous analysis, differences between countries emerged linked to the
political and administrative social model organization and expenditures profiles. Subse-
quently, how are national Welfare Social Regimes patterns translated into health provi-
sion of services? Are there any differences in health status on a regional scale? The analy-
sis of the indicators of provision of services and health status at a regional scale in the EU
context gives contributions to this analysis. This article relates the national data about
expenses and socioeconomic support of the countries and the regional performances in
terms of health services provision and status. The analysis considers three types of EU
regions, representing three types of territorial characteristics: urban, rural, and interme-
diate regions.

As initially postulated, SGI gaps characterize rural areas. These territories are spar-
sely populated which impacts the organizational minimal standards necessary for the
existence of provision structures. Also, these areas tend to have a more vulnerable
population, as the degree of aging is far greater than in urban areas. But not only, it is
preponderant to relate SGI provision with GDP, as richer regions have a greater capa-
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city to provide them than poorer regions. Furthermore, predominantly urban regions
tend to have a superior GDP per capita.

Indicators of healthcare services provision (physicians or doctors, nurses, or long-
-term care beds per 100 000 inhabitants) tend to accompany the regional socioeconomic
and territorial characteristics. So, higher GDP capita regions correspond to urban areas
with more health services. Besides, it seems that regions integrating Welfare State Regi-
mes with stronger public service and higher expenditure levels, although presenting
worse socioeconomic conditions or greater rurality (figs. 4 and 5), show more positive
health services than other more developed regions that integrate weaker public provider
Regimes. Not only do more urban regions in weaker Regimes have good results - and
better ones than the regions that encircle them - as in the example of Prague -, but also,
sparsely populated regions in stronger Welfare Regimes, mostly in the Nordic Regime
(for instance the Upper Norrland region) have good results in these indicators. This situa-
tion is particularly evident in long-term care beds in nursing and residential care facili-
ties. Also, in the studied period, we found some countries, mainly from the Mediterra-
nean Regime, that registered a decrease in health expenditures and synchronously in the
observed indicators, deepening regional disparities, especially as most of those regions
are low-growth regions and were already lagging behind.
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Fig. 4 - Regional GDP per capita (PPS), in euros (2016).
Fig. 4 - PIB regional per capita (PPC), em euros (2016).

Source: Eurostat
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Fig. 5 - Share of population aged 65 and over (2016).
Fig. 5 - Percentagem de populagdo com 65 ou mais anos de idade (2016).

Source: Eurostat

Although having some of the lowest investment levels, the Mediterranean Regime
presents a favorable performance in the provision of services, shown by the larger num-
ber of doctors or physicians per 100 000 inhabitants in all territory types — which in part
is due to its general health model approach, that is “intensive” in doctors and “extensive”
in nurses —, while the New Member States Regime counts with a great number of it in
urban areas but not in other areas (table VI). Nevertheless, these regimes have a low per
capita number of nurses and midwives and long-term care beds. When analysing hospi-
tal discharges, the biggest values are in the New Member States and the lowest in the
Mediterranean Regime. Showing that, although having a smaller offer, the latter also has
a potentially minor necessity, on the contrary, the New Member States present a dimini-
shed offer with a theoretically greater necessity.

Looking at the territorial aspect, in general, there is a tendency to have a better offer
in the urban areas than in the rural ones (table VI), which confirms the urban and rural
disparities in Europe. Nonetheless, in the Nordic and Anglo-Saxon Regimes — but mainly
in the first - there are situations in which the reverse occurs, that is, the rural areas pre-
sent a larger offer, mainly, in the care services. This is in line with the necessity of such
services, as the rural areas have a more vulnerable population due to their greater propor-
tion of senior individuals. Hence, it is alarming that the Mediterranean Regime does not
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follow this trend, as it comprises the bulk of low-growth regions and its low-density,
economic stress, and (major problem) aged population.

Table VI - Health services per 100 000 inhabitants by Welfare Regime and territorial typology (2016).
Quadro VI - Servigos de satide por 100 000 habitantes por Regime de Estado Social e tipologia territorial (2016).

Nordic | Anglo-Saxon | Continental | Mediterranean | New Member States
Territorial typology
U1 R | U 1 R | U I R | U I R | U 1 R

Physicians or doctors

385 359 374 | 271 273 304 | 389 331 348 | 508 420 411 | 431 321 290
Nurses and midwives

1219 1415 1574 | 1018 1049 1106 | 1238 1151 1058 | 618 565 494 | 826 644 620

Long-term care beds

449 797 1076 | 831 831 781 | 998 1107 1098 | 459 561 351 | 487 452 411
Hospital discharges

13671 15146 16566]12770 12770 13256 | 21535 21771 22424] 9733 11187 10591 | 20891 20554 20040

U=Urban; I=Intermediate; R=Rural

Thus, less financing capabilities will keep on widening the disparities that plague
European regions, and due to the States that constitute the Mediterranean and the New
Member States Regimes, is fair to assume that the gap will widen further.

The analysis of the standardized death rate by causes gives the possibility to assess on
one side the primary health care and on the other the hospital care. Primary health care
is observed via the standardized death rates due to HIV, diabetes, and drugs. These varia-
bles, excluding drugs, have been decreasing their impact on deaths, but still, there are
some particularities per Welfare Regime. So, at the local level, only three Welfare Regimes
made some positive evolution in the studied period: Nordic (notably this one), Anglo-
-Saxon, and Continental; the other Regimes have increased their rates. This result shows
an interesting duality, both Nordic and Mediterranean Regimes have an important local
government expenditure on health, however only one has witnessed benefits. The same
applies to the remaining Regimes, although no extensive expenditure, some achieve bet-
ter results than others. This may have a connection with implemented policies and prac-
tical outcomes derived, besides ideological, political and governance frameworks have
perceptible traits of dissimilarity, for instance, the relation between market forces and the
Third Sector. Also, it is important to note that in some cases, the local government has the
right and duty to operate and control parts of the health service system, however, the
means for it are not there due to governance problems and administrative complications.

In the hospital care theme, there is a clear trend of reduction in occurrences (table
VII), all Welfare State Regimes were prolific in decreasing death rates. Although all are
very close, the most effective in this reduction is the New Member States Regime, followed
by the Mediterranean Regime. Here, those who spend less show benefits as those who
spend considerably more. However, this is in part explained due to a worse starting point
and, thus, a bigger impact from improvements.
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Table VII - Health status indicators per 100 000 inhabitants by Welfare Regime and territorial
typology (2016).
Quadro VII - Indicadores de estado de satide por 100 000 habitantes por Regime Social e tipologia
territorial (2016).

Nordic Anglo-Saxon | Continental | Mediterranean | New Member States

Territorial typology
U I R | U I R | U I R | U 1 R | U I R

All causes of death

946 975 978 | 979 963 1046 | 974 973 958 | 961 894 928 | 1224 1357 1408

Death by Neoplasms

278 274 260 | 283 275 300 | 260 253 255 | 251 252 245 | 303 293 302

Death by diabetes mellitus
18.7 19.7 17.9 | 10.1 10.7 15.1 | 23.2 25.4 26.7 | 33.8 26.4 24.1 | 29.9 333 23.3

Death by HIV disease
0.23 0.24 0.19 | 0.37 0.23 0.21 | 0.72 0.50 0.73 | 2.35 1.07 1.11 | 0.59 0.26 0.49

Death by drug dependence, toxicomania

0.24 0.28 0.41 | 0.28 0.35 0.46 | 0.87 0.66 0.87 | 0.18 0.22 0.38 | 0.11 0.11 0.07

Death by ischemic heart diseases

70.7  100.3  131.6 | 117.6 1193 1408 | 1045 117.2 111.2| 83.7 87.5 87.6 |271.1 246.7 2732

Death by transport accidents

3.3 4.4 5.2 | 2.3 3.7 3.8 | 4.0 5.4 6.3 | 4.3 6.2 7.9 | 7.1 8.1 10.0

Mortality rate under 5 years old
3.6 3.3 2.2 | 4.6 4.0 3.6 | 4.4 4.0 39 | 3.8 3.3 4.1 | 4.3 53 57

Life expectancy at birth

82.1 81.7 81.7 | 81.5 81.4 80.7 | 81.7 81.7 81.8 | 82.2 83.1 82.5 | 79.1 77.8 76.8

U=Urban; I=Intermediate; R=Rural

Nevertheless, despite the values in hospital care for the Mediterranean and the New
Member States Regimes, the Nordic, Anglo-Saxon, and Continental Regimes are the ones
that have been improving the most in healthcare, making it difficult to converge. There-
fore, territorial cohesion is not a reality, it is a fact that these underdeveloped regions are
doing better in general, but so are the more developed ones. Thus, regional disparities
perdure as always.

Combining these results with the previous analysis (profiles of expenditures made by
the national and local administrations) comes one possible evidence; the regimes where
national government expenditure on health is a major investment can achieve more solid
results. However, the local government expenditure on health is not a clear-cut winner,
being more intricate and problematic than it would seem at first sight: the local investment
in health improves the primary care support, and that could be relevant for rural territories.

Territorially wise, the urban-rural distinction is real. The results in health status
showed by the Life expectancy at birth and general mortality rates are usually better in
urban areas, fall in the intermediate and finally reach the bottom in the rural areas. In
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fact, some rural regions in the Regimes with the best results, present better results than
richer and more developed regions in the Mediterranean and the New Member States
Regimes, showing that Welfare Regime and its characteristics can circumvent the rurality
trait and its healthcare impacts.

VI. CONCLUSION

The results showed relevant differences in terms of policy efforts and population
results in health status, between Welfare Regimes. Nordic, Anglo-Saxon, and Continental
Regimes are the biggest national government health spenders, and this accompanies the
general expenditure; more spending in the latter means bigger expenses in the first. This
leads to a growing gap between the economically sturdy Regimes and the less sturdy ones.

In complementarity to the national government expenditures, the local government
plays a major role in Nordic and, to an extent, in the Mediterranean Regimes, although it
barely exists in the remaining regimes. However, the results show that service provision
and health status results simply do not accompany the investments in the Southern Sta-
tes, being possibly related to socioeconomic fragilities and the low-income of the popu-
lation, demonstrating the importance of national and local public investment to cohesion
and regional development. It was also concluded that, contrary to what was established
with primary healthcare, on the hospital care level, all Regimes demonstrate capabilities
to achieve results.

A second conclusion is the confirmation of cleavage between health services in
urban, intermediate, and rural territories, a hindrance to territorial cohesion. Also, terri-
torial characteristics constitute a robust health determinant. Nevertheless, it was conclu-
ded that Welfare State Regime practices are linked to the countries socioeconomic profi-
les and its characteristics seem to have the power to minimize the territorial impacts on
health. As pointed out, some of the rural less developed regions within some Welfare
Regimes, have better results than urban prosperous/developed ones located in the Medi-
terranean or the New Member States Regimes (mainly the last).

So, disparities in healthcare between European regions have two major obstacles,
GDP per capita and territoriality (rurality). Higher GDP per capita and higher urbaniza-
tion result in better services. This follows the logic that greater density allows reaching
demand thresholds more easily and, therefore, there is a greater number of services in
urban areas, while in other territorial typologies, the viability of the service implies an
extension of its coverage area, making the service more distant and, thus, less accessible
(Palma et al., 2017). But service availability is not the only factor that defines the health
status, socioeconomic factors, and the model of access to health services (near or far, free
or paid) play an important role. So, the biggest barrier to equity in health is wealth (con-
sumer) and scale economies (producer).

Across the studied period, the asymmetries in health among Welfare Regimes increa-
sed. Convergence was observed at the top and bottom, but the pit between widened. The
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Mediterranean Regime emerges as the most concerning situation, suffering with the
public debt crisis and showing a downgrading in investment and yet still encompassing
most of the low-growth regions. Hence, the gap, between these territories and more deve-
loped ones, keeps widening, either national or international. Ultimately putting territo-
rial cohesion at stake and the healthcare structure in a challenging situation as the socioe-
conomic development condition of the countries organized in different Welfare Regimes
accounts for intra and inter-regional disparities at the EU level.

This article returns to the theme of regional Europe and services, but much more is
needed. Future research should consider these findings and explore the associations
found in this work. Further investigations need to look for the quantification of said rela-
tionships, the development of models to verify and test even deeper regional disparities
are a need for regional science and European territorial cohesion. Also, future studies
should follow two different scopes, focusing each time on the NUTS 0 or on the NUTS 2
level, this will expand the range of possible methodologies and potentially enhance the
quality of obtained results.
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