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         RESUMO 

 
Tendo em mente a atual situação económico – financeira de Portugal, este projeto foi 

pensado no sentido de melhorar o conhecimento sobre as representações dos portugueses 

no que diz respeito á área da saúde, dando especial importância às temáticas da 

responsabilização individual e coletiva, assim como aos diferentes níveis de prioridade 

atribuídos a doenças e grupos socais específicos. Isto, porque face á realidade dos cortes 

orçamentais por parte do Estado, se torna ainda mais importante conhecer quais as 

preferências em termos de alocação de recursos em saúde (privado ou público) assim como 

as áreas de intervenção fundamental – isto é, que não devem ser cortadas. Este trabalho 

pretendeu aferir os nexos de preferência no que diz respeito aos consumos em saúde 

(privado/público) assim como lógicas de priorização no acesso ao SNS a partir do 

questionário auto aplicado da Disponibilidade para Pagar Saúde (WIPAHC), algo que foi 

feito através de testes não paramétricos (Mann Whitney e Kruskal Wallis) e análise fatorial.  

Assim, 1054 indivíduos, pais e mães da coorte Geração XXI foram inquiridos, e foi 

feito o cruzamento destes dados com a informação socioeconómica e demográfica dos 

participantes. No que diz respeito a resultados, em primeiro lugar é importante salientar o 

elevado nível de descontentamento dos inquiridos com o nível de taxação atual assim como 

a gestão política dos dinheiros públicos. A preferência dos participantes na dicotomia entre 

serviços privados e públicos não é clara e depende da ligação do individuo ao Estado. Das 

mulheres inquiridas (n=782) aquelas que pertenciam ao sector público estavam mais 

satisfeitas com o SNS, enquanto as que trabalhavam no privado mostraram mais vontade de 

comprar os serviços de privados. Finalmente, comportamentos e estilos de vida não 

saudáveis são os fatores com mais peso na imposição de entraves ao acesso á saúde 

gratuito. Esta tendência é menos forte em indivíduos com menos escolaridade, rendimento 

ou doença crónica.  

Neste sentido, as opiniões na área da saúde dependem sobretudo das condições 

materiais do individuo e da sua ligação ao Estado, que em conjunto se apresentam como 

uma matriz de interpretação para possíveis riscos futuros.  

“O que posso vir a necessitar e como posso consegui-lo?” 
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ABSTRACT  

 

In an age of ever present austerity and budgetary constraints, the notion that the 

State has too much of an influence on individual agency has been used as an argument to 

legitimize the dismantlement of public services. Nevertheless, in a young democracy such as 

Portugal, were the welfare state was never truly operational, two public services have stood 

out as the prime engines for the countries’ modernization: education and education. Even 

though they were never completely free, they have acted has social catalyzers aiding in the 

amelioration of poverty and inequality. So, the retreat of the state from such duties is bound 

to cause some level of commotion, unless reforms are made in a way that doesn’t collide 

with the population’s cultural values – such as solidarity for example. This project then aims 

to point out witch attributes can be cut of the NHS and which ones are identified as priorities, 

as well as addressing the issue of free choice and tax allocation preferences, which was 

done with the application of non parametric tests (Mann Whitney e Kruskal Wallis) and 

factorial analysis  

An so, 1054 individuals, parents from the GXXI cohort, have taken the Willingness to 

pay for health care questionnaire (WIPAHC). After cross referencing the data from the 

questionnaire and the wider database, our results point out that the generality of respondents 

is unhappy with the way taxation and public fund management is being politically handled. 

The preference for public or private health care was unclear, but tied to the individual’s 

relationship with the state. Public servants were happier with the NHS (n=1054) while 

females (n=782) who worked in the private sector agreed more with the idea of dropping out 

of the system and purchase private insurance. As for prioritization, groups with ill behaviors 

had low agreement rates when it came to their free access to public health care. This 

disagreement was ameliorated on individuals with less educational and economic resources 

or a chronic disease. 

In this sense, the individuals’ opinions on health care are based on their own living 

conditions and relationship with the State, which provide them with a matrix for the 

interpretation of future risks. 

“What will I need and how will I get it?” 
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INTRODUCTION 
 

Like all research projects, the Willingness to Pay for Health Care study has started by 

asking a particular question "what are the main factors that influence peoples' dispositions 

when it comes to funding health care?” In economics, the willingness to pay is the maximum 

amount a person would be willing to pay, sacrifice or exchange in order to receive a good or 

to avoid something undesired. In this study we have opted for a more sociological approach, 

based on lay representations and preferences, and so whenever health expenditure was 

concerned participants were asked about choices not monetary values. Olsen and Smith 

(2001) divided Willingness to Pay in three basic values: use value (with regards patients who 

need health services), option value (concerning future patients and their preferences) and 

non-use values (that relate with the welfare of others, whether by altruistic reasons or selfish 

ones – contagion situations, for example). The term paying/pay ramified in to different 

interpretations: a more literal one concerning taxation and a figurative one addressing the 

issues of deservingness, prioritization and individual responsibility (who should get free 

health care and why). This interrogation arisen mostly due to the need to reform the basic 

design of the Portuguese welfare system, especially the sector of public health care 

provision. The recent bailout by financial institutions such as the IMF and the European 

Union itself implied that the high levels of expenditures of the Portuguese government had to 

be tamed in the name of the re organization of public finances and the sustainability of state 

funded public policies. Nevertheless deep cuts in these public services need to be legitimized 

by the opinion of the general public; otherwise, popular uprisings could jeopardize all efforts 

made so far. To prevent that, decision makers must target cuts in heath accordingly to 

people’s perceptions of economic rationality, fairness and moral judgments about the 

concept of the sick role and individual accountability. These attitudes in relation to health 

related behaviors tend to be deeply rooted in other social labeling processes that for the 

most part, shift the blame towards the lower income groups in society who don't possess the 

tools to pursue salutary lifestyles and whose health outcomes are significantly worse. 

Therefore if the trend of "blaming the sick for their own fate" trend catches on it will probably 

end up harming those who need help the most. In that sense it is crucial to pinpoint the main 

perceptions on public health care and the determinants that influence them. 

In order to get to that point, this research begins with the analysis of the emergence 

and diversification of the welfare state across western nations as well as its recent downfall 

due to global capitalism, competition and financial crisis. This has led to the resurfacing of 

liberal ideas that clearly undermine the foundations of socialist/social democrat states, 

especially the assistance during absence from the labor market (unemployment, retirement, 

sickness) and the provision of equalizing services that cater to all segments of the population 
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in a similar fashion - education and health. For the latter, the most common approaches are 

the entrepreneurialization of the health sector as well as its opening for competition and 

service contractualization (in a similar logic to outsourcing) with private institutions. For the 

most part, the restriction of services according to people's behavior is still in its infancy, at 

least in European countries. Notwithstanding the pressure to continue reforming health care 

keeps pushing the limelight in to the patient’s behavior, in a mix between accountability and 

empowerment. While there has been some effort to involve patients in the decision making 

regarding their own care, for the most part they are related with the enforcement of healthy 

lifestyles and self-care in case of chronic illness, and not so much in public policy design. 

Hence the transfer of health outcomes responsibility from state to individual can be seen as a 

mechanism designed to cope with the budgetary crisis rather than a spontaneous awakening 

to the need to focus health care on the patient, primarily for the patient's own benefit. 

Therefore the next section is dedicated to the issue of public responsibility versus individual 

responsibility, and how the latter has been progressively substituting the first one at the 

expense of the demolition of health benefits taken for granted by older generations. It is 

argued that the apprehension of individual responsibility is highly influenced by one's socio 

economic status. Social values imbibed in different population groups determine their 

viewpoint of what solidarity is and what is considered simply as a free lunch for undeserving 

individuals. Afterwards the specific Portuguese context is addressed, considering its frail 

welfare state, familial characteristics and unstable economic features, and sociological 

theories are applied to the topics addressed in the previous chapters. 

With this information in mind it is possible to define the key objectives of the study as 

well as the methods and techniques to achieve the best results. This work measures the 

effect that socio economic characteristics have on the predisposition to pay for health care as 

commonly shared responsibility. In that sense, a descriptive cross sectional study was the 

most practical choice, due to its capability to capture a snapshot of the population at the 

given time, showing the effects of a specific phenomenon at the present time. This was put 

into practice following a quantitative approach, exemplified in the application of a self-

completed questionnaire to a sample of Generation XXI participants1. The Generation XXI 

birth cohort assembled 8647 children from Porto metropolitan area, monitoring their general 

wellness and surveying the possible determinants that affect their health. For this study, data 

from 1054 questionnaires were collected and analyzed.  At this point the children are about 7 

years old, and therefore, accompanied by their parents and legal guardians which are the 

main targets of this study.  

                                                           
1
 Later on, this study was extended to the EPIPorto cohort participants. 
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           BACKGROUND INFORMATION 

THE WELFARE STATE 
 

Most industrialized western economies developed some sort of social security system 

in the past century, due to the acknowledgment of acute inequalities as a factor of 

destabilization of social harmony and hence as hazard to economic growth. European 

nations, as well as others such as the United States, Canada, Australia and New Zeeland 

built a state based protection system meant to shield citizens in case of failure of integration 

in the labor market, especially due to unemployment or disability both by injury or old age. 

”Everyone has the right to a standard of living adequate for the health and well-being 

of himself and his family, including food, clothing housing and medical care and necessary 

social services, and the right to security in the event of unemployment, sickness, disability,  

widowhood, old age or other lack of livelihood in circumstances beyond his control.” 

Universal Declaration of Human Rights, 1948 Article 25.  

Despite country level divergences the truth is that the welfare state has shown to 

have a positive effect in most of social, educational and health outcomes. The latter ones can 

be illustrated by the astounding gains in life expectancy, life quality standards and in the 

decrease of poverty levels. Even though directly linked to GDP and favorable international 

context (the absence of wars in the industrialized world), the welfare state is a fairly good 

predictor of health outcomes (not withstanding domestic protective/destructive behaviors 

such as nutrition and exercise patterns associated with the different cultures of each country 

and the biological limits of life themselves). “To make a long story short, money matters, war 

kills and the welfare state is good for life expectancy” (Kangas 2010).  

Income is a good predictor of health outcomes since it mediates the access to basic 

commodities such as food, electricity and clean water, but its connection to the socio –

economic environments is not negligible (Walsh, Torr et al. 2010). A good approach in this 

matter is the issue of unemployment. Individuals, who saw their connection with the world of 

paid labor cut, are most likely to endure poverty, if not aided by some social protection 

mechanism by the state – that usually comes in form of direct payments, but also in the 

provision of specific services like (almost) universal access to health and education. The 

extent, in which those benefits are given greatly depend on the level of responsibility 

assumed by the state and the individuals themselves, in what could be called as the common 

wellbeing. A  number of different factors can contribute to this consciousness of shared 

responsibility, from the varied historical backgrounds of each country, the commitment of 

their citizens to the political agenda and common values and traditions, just to name a few. 

Politics, economics and society contribute to the joint effort that is the creation of the welfare 

state, a concept with significant variations across nations. One of the most notorious 

theoretical approaches to these differences is the tripartite model suggested by Esping-
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Andersen in his Three worlds of welfare capitalism (1990). The author agglomerates 

countries according to the level of protection they offer to their citizens, creating three 

different groups;  the Nordic group, were such nations as Sweden, Norway, Finland and 

Iceland belong is considered the most generous one when it comes to individual protection 

and income redistribution. (Esping-Andersen 1990). This group is famous for the 

development of egalitarian social policies that lessen the impacts of poverty, exclusion and 

overall national inequalities. In that sense, a review of the studies on the link between welfare 

states and heath (Muntaner, Borrell et al. 2011) show that for the most part there is a positive 

association between egalitarian leftist regimes and welfare regimes with long periods of 

social democratic tenure in health at a population level, and even modest results in the 

amelioration of heath inequalities.  

 In the second group the conservative or Bismarkian one, people are given a fairly 

substantial amount of support, even though it is directly connected to their paid work history. 

One can only take advantage from most of the benefits if a stable connection with the labor 

market has been established somewhere in its life. This model relies heavily in the role of 

work corporations and families, and that is probably why southern European countries 

(Greece, Italy, Spain and Portugal) were first put in this category, before forming one of their 

own  - the Mediterranean group – that took their specificities in consideration. Therefore, 

nowadays Esping - Andersen’s model is no longer based in a tripartite division, but it added 

more groups in order to not over simplify the reality of the different types of welfare provision 

across Europe. The debate around the borders of these groups is still ongoing, with some 

authors claiming the reunion of the Mediterranean states with the conservative ones 

(Jakobsen 2010), but these matters are not the in the core of what is being discussed. Still, in 

the conservative bunch remain countries like Germany, France, Austria and Belgium – 

mostly Central Europe.  

Finally, the liberal group, that traditionally includes Anglophone countries (UK, USA), 

is the one that most values the connection between the individual and paid work, providing a 

very minimalistic safety net when this relationship fails. This goes along the lines of the 

liberal ideology and its praise for individual achievements and opposition towards state 

intervention. The liberal group is the one were the influence of a specific ideological agenda 

is more visible, hampering the implementation of strong welfare politics that may benefit 

those in a less favorable position in the labor market but are discarded because of their 

opposition towards individualistic values. A good way to illustrate this is trough (Marshall 

1950) concept of decomodification. Decomodification can be described as the level of 

independence that individuals can enjoy from the labor market. As Jakobsen (2010) put it 

Decommodification means the rights that diminish people’s status as commodities of the 

market forces, that is, to what extent the individual’s welfare is dependent upon the market. 

Higher levels of independence can only be achieved through State’s help, in the form of 
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subsidies that sustain the individual when inactive for some reason – that can be forced or 

voluntary (egg: education). But, this idea comes with a cost: higher expenditure that usually 

means higher taxation levels. Taxation and income redistribution are seen in very different 

points of view accordingly to the countries’ main political trend; to the left, or to the right. For 

the most part, review studies have found a positive association between left wing ideologies 

and multi partisan democratic regimes with the increase of public welfare policies (Muntaner, 

Borrell et al. 2011). Still when it comes to health – and not just social policies in general – 

these results aren’t confined to these simple correlations. The same authors note that, even 

though Southern Europe Countries were far behind their Northern counterparts when it 

comes to democracy development and social security systems, the first group had better 

health results due healthy  behaviors such as a high consumption of fruits, vegetables and 

fish (Mediterranean diet), and less stressful lifestyles. This has been shown by recent studies 

in elder Europeans (Knoops et al. 2004, Trichopoulo et al. in 2005 in Fernandes (2007)  

which emphasizes the importance of nutritional and behavioral factors in life expectancy. 

Regardless of the different emphasis that the reigning ideologies place onto the role of the 

individual the state plays a strong role in the provision of health care - as services integrated 

in a system. When it comes to the European health care systems the greatest differences 

can be seen in the way services are delivered and the role of the state in the financing of 

such services. As it has been argued before, NHS system types (national health systems) 

based in public funding have their main advantages in the extensive coverage of the services 

provided, as well as in the general tendency for equalizing income difference. And state 

regulated market driven systems take the lead when it comes to competition between 

practitioners and institutions mostly concerned with patient satisfaction and offering a quality 

service. In Central Europe countries (France, Belgium, Germany, the Netherlands) even 

though a compulsory health insurance has been institutionalized, that covers the great 

majority of the population, the services are given in private institutions that are oriented 

towards profit and whose income comes directly from the State (Hassenteufel and Palier 

2007). 

 Nevertheless most European health care systems provide a comprehensive range of 

service that extends to the majority of its citizens despite of the regime of delivery chosen. 

The main similarity between all the health care provision regimes is their evaluation of health 

as the absence of disease, and therefore a greater emphasis is put in treating illness than in 

preventing it. Plus, the origins of such disease are viewed more as a result of genetic 

defaults and poor lifestyle habits, neglecting the role poverty and inequality in accesses to 

heath care services. The way these inequalities are addressed varies accordingly to level of 

responsibility input to the state and its citizens. Politics can have a determining role in 

conditioning citizens opinion and attitudes towards welfare arrangements as well as in the 

levels of satisfaction with these systems (Wendt, Kohl et al. 2009).  
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There is also an engagement towards income distribution in health care systems 

themselves, obtained through the progressivity of taxed earning, meant to peruse social 

equity (Doorslaer, Wagstaff et al. 1999). In countries like Sweden and Canada the political 

path chosen is to improve below average living standards with measures that promote a 

healthy housing and working environment, as well as the universalization of the treatment of 

life threatening situations along with maternity and children protection systems. In contrast, 

the US halted the programs to reduce environmental inequalities in health since the 1980’s, 

renewing the belief in lifestyle choices as the main determinant for people’s health outcomes 

(Olsen 2007). This because in the United States the massive influence of the liberal mindset 

has overpowered all attempts to build a free universal health care system. Instead, the sole 

belief in the benefits of a self-regulated economy and self-reliable citizens has produced  

private agency based health care provisioners, based on profit rather than in need. For the 

most part health care access is restricted to those who own private insurance, which doesn’t 

even guarantee equality between the insured. Instead, the health care coverage an individual 

can receive is linked to the premium paid to the insurance company, and not its medical 

needs, which is a gateway for the mirroring of social inequalities in heath. Not all people can 

afford to pay for insurance, nor all people are allowed to take health insurance, since risk 

groups like the chronically ill or the elderly are rejected by most companies. The state only 

takes some regulation responsibilities, still leaving the health care market functioning almost 

by itself, due to the pressure of interest groups such as pharmaceutical companies and 

physicians themselves. (Quadagno 2004). State regulation in issues like appointment fees 

and prescription drugs’ prices could decrease the profit rates of these health industries. 

Quadagno (2004) also notes the historical framework that drives the American citizens to 

allow these severe inequalities in health care pass by: the red fear; or the old antagonism 

towards USSR and communism in general, that draws the country away from anything that 

resembles the idea of forced collectivism and heavy state intervention. Therefore social and 

health politics meant to ameliorate precarious living standards – such as poverty due to 

unemployment, divorce and/or disease – can be seen as an intrusion of the state in the 

private sphere of its citizens. This is especially true when it comes to health, seen as the 

result of the individual efforts to keep it, both by assuming a healthy lifestyle and by taking 

the necessary precautions like subscribing some form of insurance. In fact, this is such an 

individualized issue that the whole notion of health as a fundamental right - as crucial for the 

development of citizenry as education, for example – is not accepted. There is a widespread 

belief that individuals should bear the primary responsibility when it comes to the 

maintenance of their health and the heath of their family. Levitsky (2008) provides the 

example of long term care, mostly seen as an obligation of family members, which are 

usually reluctant about calling for help, especially from the State.  
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“The belief in family obligation is an archetypal example of a legitimating frame: the 

provision of care for a family member no matter what the cost was understood by most 

caregivers as the natural and normal thing to do. Indeed for many, the idea that anyone else 

and in particular the government should bear responsibility for either the costs or provision of 

care was simply inconceivable.” (pp.152) 

The allocation of supposedly individual responsibilities in the hands of the State 

appears to be perceived both as an intrusion of privacy and an increase in public expenditure 

that derives directly from tax payer money, with obvious bad budgetary outcomes and moral 

issues related to the lack of fairness associated with the idea of free lunches in health care 

provision. These are archetypal ideas connoted with the liberal beliefs that until recently had 

no, or very little, resonance in European countries. The main trend is to extend a range of 

direct payments and services that meant to serve as a safety net in case of need, but at the 

same time a social equalizer that granted a minimum standard of quality of life for the 

majority of citizens. This is expected to ameliorate social inequalities, and give individuals of 

different social backgrounds the opportunity of competing in today’s globalized economy in a 

relatively equalitarian manner. But the recent developments in the word’s economy came to 

destabilize decades of welfare system growth and solidification. In most cases countries are 

faced with the possibility of social security failure and the imminent necessity of rethinking 

the structure of the welfare state. 

CRISIS AND CHANGE 
 

Today’s socio – economic context differs greatly from the one that promoted the dawn 

of the welfare states. The globally competitive and ever changing western contemporary 

societies are driven by the flow of the capitalist cycle of growth and recession at the expense 

of social security policies.  In the 1980’s, at the begging of the intensification of globally 

integrated commerce and finance, the debate concerned the impact that this process could 

have in the self-governance of the nations involved. For the most part, they predicted it would 

have negative effects that would culminate in the disappearance of the nation states as we 

know them. But more recent researches show that most likely state nations will adapt, not 

collapse under the weight of globalization, finding new ways to cope with international 

competition and the need for an outwards oriented economy. Still the true effects of 

globalization on world polices are still unknown and the subject of intense ongoing debate 

(Olsen 2007). But the truth is that, no matter how strong the effects of globalization might be 

on the rearrangement of welfare systems, they will never be as influential as the ones from 

domestic political and economic factors (Jung). The political openness that nations are 

subject nowadays does not critically disrupt their normal economical functioning, even 

though it can cause some pressure to meet the required standards of international 
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competition. Nevertheless it is important to note that high levels of political openness are 

negatively associated with public expenditure by the welfare state (Koster 2008), and at the 

same time, high levels of expenditure aren’t always connected with public service betterment 

or investment, but they often work as a way of coping with increasing public deficits. Besides 

the possible effects of globalized capitalism, most countries with an established welfare 

agenda must now adjust to the new economic scenario. “On top of this far reaching set of 

societal changes, 2008 is witnessing a global economic slowdown, with increased 

competition for scarce resources, including food and energy and continuing turbulence in the 

financial markets.” (Communities 2008) Therefore, while confronted with multiple banking 

and financial crisis, plus the weight of an increasingly more demanding population in terms of 

welfare provision, the states are forced to undergo a series of budgetary cuts that usually 

target the latter. 

Policy-makers have, for years, sought to contain costs using a combination of 

strategies that act on the demand and the supply sides of health systems. Demand-side 

strategies have focused largely on shifting the cost of health care from statutory sources to 

health service users by increasing cost sharing and/or by rationing access to publicly funded 

services. Consequently, in some countries, services have been taken out of the statutory 

benefits package or more often, new, expensive types of care have not been included but 

are payable “out of pocket” or through voluntary health insurance. These measures are often 

highly regressive and tend to undermine social solidarity by decreasing access to those  with 

the greatest need.(Figueras, McKee et al. 2008) 

Furthermore, Roosma, Gelissen et al. (2012) refer the believes that Europeans 

express on the matter as: “the welfare state attains its main goals in preventing poverty and 

promoting equality (outcomes goals), but more than half believe that policy outcomes such 

as benefit levels and the quality of services are insufficient. About 40 % consider the welfare 

state to harm the economy and cause moral hazard, while about the same proportion 

disagrees”. There seems to be a level of ambiguity towards this subject; people value the 

positive impacts of welfare in the amelioration of inequalities, at the same time that they point 

out the perceived injustice of some individuals being able to exploit the system in accordance 

to their own agenda, without contributing to it. There is also the issue of direct state 

intervention in the economy, not only by fostering companies by providing a stable work 

environment and proper laws, but as a creator of goods and services that directly compete 

with the private sector. And, in a time of budgetary restrictions it is expected for the state to 

withdraw from these scenarios and allow the private sector to take its place, with the purpose 

of reducing expenditure, and in theory, leverage economic competiveness and growth. But, 

despite the burden of the current crisis and the varying opinions on the role of social policies, 

the European Union endeavors to maintain some of the welfare states’ main civilizational 

achievements such as the right to heath care regardless of socio–economic status as well as 



9 
 

access to quality health services. The welfare state is still widely supported by Europeans as 

a social stabilizer and diffuser of inequalities (Kuhnle 2000). Worts, Sacker et al. (2010) 

referring the results of the comparative literature of Duncan, Gustafsson et al. 

(1993);E.Goodin, Headey et al. (1999); Fouarge, Didier et al. (2005) found that poverty can 

be broadly associated to predictions drawn from welfare regime theory. Rates and durations 

are lowest in nations where programs are most redistributive and highest where they are 

least so. Hence, social transfers from the welfare state have a positive effect in the 

amelioration of poverty and inequality situations. This is particularly relevant when it comes 

to health inequalities, highly linked to social backgrounds of poverty (low income and low 

educational levels). This link can be weaken with the implementation of welfare policies that 

target the disadvantages of the poorer groups in society, such as universal health care, 

supportive family policies, and efforts to minimize the effects of negative life events 

(Olafsdottir 2007). 

 As a matter of fact, the EU itself considers heath care spending as an investment - 

not simply an expenditure -  and provides a set of common values and principles that should 

serve as guidelines in the establishment of public health systems such as universality, 

access to good quality care, equity, solidarity, and the more recent additions of patient 

involvement, care based on evidence and ethics, redress and privacy/confidentiality (Council 

2006; communities 2007). Wendt, Kohl et al. (2009) demonstrate said conviction with a 

number of studies that show that welfare institutions, primarily heath care, enjoy a great deal 

of public adherence, alongside significant levels of solidarity that are consistent throughout 

the different social classes. This mindset is the probable cause of European countries’ 

capability to withstand the threats posed on their welfare systems in comparison to the 

paradigmatic example of the United States. Political choices tend to framework public 

policies. For example, poverty-based benefits unify the middle and upper classes against the 

poor, resulting in tax revolts and a backlash against the welfare state. In contrast, universal 

benefits encourage coalition formation across classes (Korpi and Palme 1998 in Quadagno 

(2010). This is kept in mind without forgetting the need to peruse and maintain sustainable 

public financing options. Hence, there is an appraisal for public funded health care systems 

that advocate for the wellbeing of the majority of the population, despite the constraint of 

national deficits (Communities 2008). “The debate over health care reform that has recently 

taken place, not only in the United States but in al Western nations, is fundamentally a 

question of how to balance private needs with public budgets” (Quadagno 2010). Usually 

these constraints mean budgetary cut backs on the funding of the indicated systems. In fact, 

authors such as Farnsworth and Irving (2012) argue that we are currently living in a state of 

permanent austerity, were budgetary restraint is more than a solution for a structural 

problem, but a political strategy in itself. It acquires its legitimacy in the revival and 

reinforcement of the neo liberal agenda, the one of the few ideologies that truly benefited 
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from the recent crisis in the Eurozone - especially in the southern countries, under current 

financial aid by the IMF. In a way, welfare cuts are viewed as the only valid alternative to 

cope with the crisis, besides raising taxes to the already overtaxed middle classes, which in 

turn leads them to resent the state mainly because the services they were being offered 

deteriorated in quality despite the higher price paid. (Rhodes and Schuman, 1996 in (Guy 

2011).  

Still the impact of global capitalism was absorbed in contrasting ways by the different 

countries, according to their political alignment towards the neo liberal ideology. Countries 

that position themselves in the liberal group of Esping Andersen’s typology, for example, are 

steadily reducing income transfers for areas such as health and social programs, in order to 

supposedly benefit the competitive traits of the economy. The tendency to reduce the social 

security systems in quality and quantity, blaming the individuals for their own health as well 

as overlooking the structural determinants of poor outcomes in this area goes against 

evidence that increased public spending on the citizens wellbeing not only benefits their 

quality of life but the overall vigor of the countries’ economy (Bryant 2009). This is not 

acknowledged by mainstream politicians, whose inclination falls into de opposite reasoning: 

the bigger the crisis in the economic system, the less is redistributed in social politics. 

Therefore the major disposition in this matter is the linkage between the world of paid labor 

and the access to public benefits, in what President Clinton (USA) in 1992 called the shift 

from welfare to workfare. This idea has compounded the criticism towards state intervention 

in the normal dynamics of the economic cycles (mainly the regulation of companies operation 

procedures and social protection of its workers), with the regulation of the eligibility for state 

assistance. Poverty is though as the lack of labor, and consequentially addressed through 

market “activation” policies that, closely following liberal tradition, seem to forget about social 

backgrounds that framework the individual’s real material conditions and marketable assets 

(such as educational levels and manual work skills, for example). In the aftermath of this 

conversion towards neo liberal viewpoints is the disturbance of traditional ways of perceiving 

solidarity, now imbibed in economic ideals rather than ethical ones (Ottmann 2010). This also 

advocates the implied idea that unemployment in itself is a hazard for the maintenance of 

one’s heath. In other words, that the loss of the latent functions of work – such as sociability 

and daily routines –  as well as the depletion of the individual’s income and consumption 

opportunities, triggers a series of stress reactions that can start even before the discharge 

(Ferrarini and Sjöberg 2010).  

In addition, social and demographic transformations led to the destabilization of the 

way heath care systems were funded. The model of generational solidarity seems to have 

become outdated since the average life expectancy in Europe, between 1960 and 2002 went 

from 67 to 75 years for men and from 73 to 81 on women. This in addition to the low levels of 

the fertility rate across the continent as led to a staggering raise in the aging levels of the 
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population (INE 2005). More people live to old age and old age itself as expanded almost to 

the limits of biological boundaries of the human body. The synthetic birth-rate index has been 

steadily decreasing in the past decade, reaching the 1,59 children per women in the EU27 

and even less in Portugal (1,32) in 20092 way below the generational renewal standard (2,1 

children per women). In fact this appears to be a long term scenario, with no major turnabout 

in sight. In Portugal, for example contemporary lifestyle as took its tool in women’s birth rate, 

which delay their first pregnancy to their late 20’s (28, 8 years old) and most of them opt for 

the single child alternative (INE 2003; INE 2003b). Like it as being argued, this obviously 

disrupts the traditional means of financing of the welfare state, in which the younger 

generations must support the elder ones. With this balance longer reliable, nations must find 

new ways to support themselves. 

This is aggravated by the special status of heath care as one of the highest 

expenditure areas for nations, after pensions. “Several studies in the CEE and NISS 

(Chakraborty, 2002) show that public expenditure on health care and social assistance is not 

always well targeted. In addition there are marked differences in resources between capital 

cities and other cities, and between rural and urban areas (Figueras, McKee et al. 2004 

pp.64) Such information compels countries to reformulate the provision of these services to 

the population, mainly the criterion for eligibility and the gratuity of the services provided. 

Comparisons between the NHS (national health systems) type countries (Italy and the UK) 

have showed a shift towards the private market way of thought and action, promoting 

entrepreneurial habits in state oriented institutions such as hospitals in a so called New 

Public Management (Frisina Doetter and Götze 2011) and an overall promotion of private 

insurance as a way of coping with the defaults in the public system. This New public 

Management had the implicit goal to open the field of health care to private corporations, 

embedded in ideals of increased efficiency linked to profit driven institutions. The UK was 

one of the countries that adopted these reforms, aiming in some ways to achieve the low 

levels of public coverage offered by the Medicare and Medicaid systems in the United States. 

Still Pollock and Price (2011), point out that the Office For Fair Trading (2010) conceded that 

there wasn’t a clear evidence that competition and market openness would actually have a 

positive effect in health care performance. Regardless, in the UK private health insurance is 

still marketed as form of social responsibility (removing some of the strain of the public 

sector) and a way of avoiding long waiting periods and enjoying hotel –like features in case 

of hospital admission, targeted especially at the elderly (HARLEY, WILLIS et al. 2011). And 

governmental measures in reaction of financial crisis tend to be the same, targeting public 

deficits as an over expenditure problem whose solution is based on the decrease of public 

                                                           
2 From the website http://www.pordata.pt/Europa/Indice+sintetico+de+fecundidade-1251 visited on the 30st of October 

2012 

http://www.pordata.pt/Europa/Indice+sintetico+de+fecundidade-1251
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funded services such as health. Therefore there is nothing new about these reforms, just a 

reapplication of old economic receipts (Frisina Doetter and Götze 2011). 

Another strategy meant to cope with the lack of sustainability of social policies is the 

one showed by Fenger (2009) denominated as the opting out choice which gives individuals 

the capability of avoiding contributing for services that were traditionally mandatory. Hence, 

there is the possibility of allocating the not taxed income in the services of the individual’s 

preference in the free market – which in the case of health care, would take form in signing 

for the insurance plan that fitted the best with the individual’s expectations and income 

availability. The  dilemma in this approach is that the weight taken of the public sector would 

be minimum since the groups that would leave the system would be the ones in less risk, 

ergo the ones who would be better off without public protection anyway and that no longer 

need to contribute to the benefit of others. In a sense this could mean that the solidarity 

between citizens in which the welfare state relies on, could be jeopardized. Still this is a very 

uncommon practice in Europe, being Germany the only country to accept the option of 

exiting the public donation pool. In this case it appears to be a substitutive effect were the 

issue of adverse selection (the retention of groups in higher risk of poverty and disease by 

the State and withdraw of those in less risk and with more economic resources) and the 

issue of the lack of solidarity may be applicable.  

On the other hand Fabbri and Monfardini (2011) show that voluntary health insurance 

can bring benefits to the public sector by drifting away some of the burden of heath care 

provision. They mention the Italian case that has a 21% private insurance coverage 

regardless of a national wide free and public health system (NHS type). Instead of adverse 

selection and the opting out of the system, the Italian model is prone to the opposite 

phenomena – toping up – which means that people aggregate public and private health 

service with positive results for the consumption of these services and contributing at the 

same time for who can’t afford to leave the state’s coverage. Consequentially, the most 

popular option tends to be to allow a certain level of choice, but maintaining a high level of 

state regulation to ensure equity in the access to health care. As Greve (2009) puts it “choice 

without restrictions and rules will have a negative impact on equity, as the market, left to 

itself, will not ensure equality”. Regulation and the maintenance of a basic safety net for all 

seem to be the direction chosen by the majority of European nations so far. Some of them 

actually transfer the responsibility of the allocation and management of heath care money to 

the patients themselves, in a measure called personal budgets. Personal budgets come in 

the form of direct payments or vouchers that allow the individual to opt for the provider of its 

choice (doctors, nurses, social workers, and especially individual home based caregivers), in 

a mix between public funding and market driven competition. Even though some good results 

came of this policy, some problems like the breakdown between the relationship between 

patient and caregiver are still being addressed (Arksey and Baxter 2011).  
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 Like health care access, the illnesses that are covered by the state are also 

rethought. “Given the high levels of inappropriate treatment for certain high cost procedures 

found in some countries, there is a great deal of interest in not paying for treatments that are 

ineffective. This is a far more painless way to control spending than is rationing care” 

(Schieber 1995). But this alternative requires high levels of information by the patients’ part, 

as well as discussion about the borders between treatable and untreatable conditions as well 

as the best option between invasive and non-invasive interventions. However, a more 

informed and critically empowered health clientele will eventually raise its quality standards 

when evaluating heath care institutions, services and practitioners. Therefore the discourse 

of quality has been with widespread across western nations, fostering ideas such as the pay 

for performance system, in which practitioners are rewarded accordingly to their adherence 

to the required excellence patterns: safety, satisfactory management of uncertainty, 

expectations and outcomes, among others (Kazandjian 2009). Change on the provision of 

health care has been thought to accommodate the new patient’s expectations in the sense of 

delivering an integrated holistic care driven by its populations’ needs. For that matter, the 

traditional role of medical professionals and hospitals has changed. 

“The health and social care system will be fit for the future when we have more 

flexible professional roles that allow care to adapt to the changing needs of patients”(Ham, 

Dixon et al. 2012 pp.31) 

 In other words, a more efficient allocation of human resources is necessary, allowing 

other health professionals such as nurses and physiotherapists to perform tasks usually 

delivered by doctors. This has the purpose of freeing doctors to perform specific tasks, that 

only they are qualified to carry out, as well as simultaneously promoting team work. 

Accordingly, Ham, Dixon et al. (2012) point out the necessity of relieving hospitals of the 

burden of taking in the most of heath interventions, promoting instead a closer approach with 

the delivery of care at community level. In addition there is a great valuation of the patients’ 

role in the process of the designing of health care systems, but particularly as agents of their 

own health. Today individuals are urged both to take active measures to maintain a healthy 

lifestyle and to manage their own care in case of necessity (self-care). Self-management and 

self-efficiency have been developed as methods of empowering the patients, providing them 

with the tools to control their condition, by learning a specific behavior. As Coulter, Parsons 

et al. (2008) would put it “Interventions for improving self-care should therefore focus on 

building confidence and equipping patients with the tools (knowledge and skills) to set 

personal goals and develop effective strategies for achieving them”. This endeavor demands 

proper support and information on the part of health practitioners, as well as basic heath 

literacy levels on the part of the individuals themselves. Heath literacy can have positive 

effects in taking preventive health measures for some age groups (White, Chen et al. 2008), 

and on the opposite, shortcomings in the matter lead to the misunderstanding of medical 
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recommendations, medicine prescriptions and of the perception of the disease as a whole 

(Nielsen-Bohlman, Panzer et al. 2004). It also tends to coexist with social disadvantages, 

such as low educational levels and poverty as well as poorer health outcomes, lower 

treatment compliance and longer hospital visits (Liechty 2011). The difficulties associated 

with disadvantaged social groups are mirrored in heath literacy outcomes, constantly 

showing the poorer results of ethnic minorities and individuals with lower income and 

educational levels (Kutner, Greenberg et al. 2006; Zanchetta and Poureslami 2006). This 

goes to show that there is a large possibility of reproducing health and social disparities in 

the attempt to empower individuals to mind their own health, if they aren’t first being 

equipped with the tools to decode the bio medical discourse, particularly due to the link 

between formal literacy skills and heath literacy (Liechty 2011).  

But still there is an ongoing pressure to assign a greater share of health outcomes 

responsibility to the individuals themselves. Giving a choice to individuals can be seen in a 

positive or in a negative perspective. In one angle choice might be the reflection of the shift 

on the attitude of the individual towards its own heath, from passive recipient to active choice 

maker. And on the opposite viewpoint, choice can be an artificial tool to impose lower quality 

services to populations that don’t possess the capabilities to make informed decisions about 

the provision of their health care, which is particularly fallacious in market driven/low 

regulated nations (Greve 2009). The previous is strictly connected with individual notions of 

entrepreneurship and empowerment that render systemic factors irrelevant when addressing 

issues such as poverty and inequalities (Pollack 2008). Furthermore, while the retraction of 

the state from the realms of social protection is deemed as beneficial, liberal governments 

tend to assume a much more active behavior in areas like the military, and emigration 

control. (Bohrman and Murakawa, 2005; Garland, 2001; Morgen and Maskovsky, 2003 in 

Pollack (2008). Ossewaarde (2011) reefers Wacquant (2010) thoughts about the subject  

noting that the poor are being taken care of by penalization, being motivated by the publics’ 

‘new aversion’ of the lower class’s irresponsibility. Furthermore, some political decision 

makers tend to judge the need for welfare policies as an exacerbation of character 

weakness, like American republican presidential candidate Rob Dole would put it “Individual 

accountability must replace collective excuses3 (Keigher 1996)” In this sense, stigmatization 

works as a way of driving the poor away from social security measures and, at the same 

time, gaining public support for their dismantlement. The different perceptions of diseases 

and their consequences on daily life among the social groups can also be interpreted as a 

consequence of this ideology. There are major differences between the different social 

groups, especially in class and work occupations. The idea that unfavorable health outcomes 

are perceived as “bad luck” by the working class, or simply as a result of their lack of care 

                                                           
3
 From Robert Dole’s speech to the national republican convention in August the 15

th
, 1996 
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and unhealthy lifestyles, is a simplest approach that does not account for the structural 

inequalities that promote diseases – such as bad working conditions. Still, these factors tend 

to not be perceived as the main cause of illness by the low income groups, which usually 

blame their fate in external factors of physical existence, such as pollution, rather than others 

like poverty in itself. The main tendency is to portray oneself as healthy for as long as it is 

possible, since illness is often imbued with moral undertones that undermine personal 

identities when challenged. Therefore, the working class respondents assume a “mind over 

matter” attitude when it comes to disease (Blaxter 1997). 

  Regardless, nearly all European nations provide a universal coverage health care 

system, and that settled most of the discussion of choice and cost containments in health 

care around the maintenance of healthy lifestyles and the prevention of disease for the 

generality of the population. For example, findings from the National Health and Nutrition 

Examination Survey III (USA) point out the importance of behavioral risks in mortality. Those 

who had all four of low lifestyle risk behaviors considered in the study (no smoking, healthy 

diet, regular physical exercise) were 63% less likely to die in comparison with those who had 

none (Ford, Zhao et al. 2011). Whereas this idea might seem beneficial and neutral due to its 

link with biomedical knowledge, Ingham (1985) reefers the utilization of the term “lifestyle” to 

legitimate the shift in ideological and political choices in the State, driven by the economic 

crisis. Simply put, lifestyle is used as a proxy for the individualization of responsibilities for 

one’s health and wellbeing, due to the budget  tightening experienced by the first world 

countries. More than serving a higher way of life, it validates the drastic reduction of public 

funds on social expenses, at the same time that the labor – capital dynamics is changed in 

favor of the latter – originating the emergence of a progressively individualistic society based 

on class competition. This whole idea brings new issues to the table, such as the importance 

of individual and social responsibility in the health care domain, as well as the moral subjects 

associated with the fairness and equity related with the providence of high cost procedures to 

risky and “undeserving” populations.  

SOCIAL RESPONSIBILITY AND INDIVIDUAL RESPONSIBILITY 
 

The notions of individual and social responsibility are much more complex than what 

would be expected at first glance. Modern free societies consist in the promotion of the ideals 

of self-realization as well in the promotion of common/public goods and services such as 

education, peace, public order and heath. Besides the troublesome endeavor of thinking 

outside and beyond one’s individual needs, social responsibility means an intricate exercise 

of establishing an emotional connection with unfamiliar situations and realities and to find n 

harmonious balance between the different social roles the individual has to perform in his 

daily life. In the end, social responsibility contemplates the broader concept of citizenship that 
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aims to share certain goals and standards of behavior with other citizens, embracing a life 

common of expectations and values (Thunder 2009). Social and individual responsibilities 

aren’t doomed to be polar opposites, but the emphasis on one or the other stands for the 

dominant political framework at a determined historical time and place. Today’s shift towards 

individual responsibility, like it has been argued before, mirrors the overpowering influence of 

neo liberal ideas and whose consequences are easily seen in European and North American 

Heath care reforms. 

  Even the most progressive states in terms of welfare provision are confronted with 

the need to reform their systems, introducing new limitations to the access to services such 

as health care. “Rationing is the allocation of a good under conditions of scarcity, which 

necessarily implies that some who want and could be benefited by that good will not receive 

it.” (Brock 2007) This idea poses great challenges to the ideal of universality in health care 

access, that are currently being tackled by the discourse of individual responsibility as ethical 

indicator of deservingness to enter the system and receive proper treatment. This, of course, 

depends on perceptions of justice, fairness and culpability that will be discussed shortly. 

There is an increased emphasis on activation and individual responsibility across 

European states at the expense of traditional normative principles such as equality of 

outcomes. Taylor-Gooby and Martin (2010) suggest that there is been a shift in what people 

consider legitimate and fair when it comes to welfare access: from universal access to a 

regimes that benefits determined groups based on how much they might deserve it, from 

State regulation of outcomes to the regulation of the attainment of benefits. Health rationing 

cannot be diverged from public values, hence governments tend to influence behaviors 

rather than enhance services, and cuts can only be legitimized trough public agreement 

(Lenaghan 1999). In that train of thought, Michailakis and Schirmer (2010) refer the Swedish 

example were expert boards4 conditioned the State to deliberately down prioritize treatments 

for those who neglect their health or choose risky lifestyles. “Shouldn't a patient whose liver 

fails from a genetic disease have priority over a patient whose liver failed as a result of 20 

years of alcohol abuse for which he failed to seek treatment?” (Moss and Siegler, 1991 in 

(Brock 2007). In this matter the authors give a specific example of a 73 year old woman who 

was denied surgery on the grounds that she was a regular smoker, and of a Swedish clinic 

were patients were instructed to quit smoking month prior to the surgery; if they failed to 

comply the treatment would be denied. The emerging trend is that an individual gets less 

financial aid, becomes down prioritized or is even denied treatment if he fails to live up to the 

expectations and demands of preventive care (Michailakis and Schirmer 2010). There is 

some evidence that people tend to give higher priority to treatments that address life 

                                                           
4 National Centre for Priority Setting in Health Care [Prioriteringscentrum. Nationell kunskapscentrum for prioritering inom va˚rd 
och omsorg] (2007) 
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threatening situations, which benefit the maximum number of people and the cheapest 

interventions at the expense of cosmetic and life enhancing therapies. 

 People whose lifestyles lead to chronic and expensive illnesses also tend to be down 

prioritized, even though evidence is not completely clear in this matter (Mason, Baker et al. 

2011). In a sense there is a clear delegation of state responsibilities to the individual, now 

considered the main determinant of its own health outcomes, legitimized by people’s own 

conceptions of fairness and equality. Children are mostly perceived as innocent, and their 

treatment distinguished as preponderant. The elderly also present themselves as deserving 

due to their contributions to the common risk pool in their working years. In the opposite 

situation are heavy drinkers, smokers, illegal drug users and people who rarely exercise, and 

to a lesser extent, homosexuals and people with private health insurance are seen as less 

deserving of receiving public funding (Dolan et all, (1999) in    Mortimer 2005; Taylor-Gooby 

and Martin 2010; Mason, Baker et al. 2011) In a review study of this subject Olsen, 

Richardson et al. (2003) present a table of the most influential personal characteristics in 

terms of health prioritization, as analyzed by empirical studies. The main results are 

summarized on Table 1. 

As the author of this synthesis table has put it the classification above head 

mentioned is highly correlated with people’s perceptions of future health gains and 

punishment for past behaviors, morally justifying both ethically based choices and prejudices. 

In other words: social and political backgrounds can also influence one’s attitude towards the 

welfare state. In his study about vocational choice and attitudes towards welfare policy, Guy 

(2011) has argued students from different majors tend to look at the role of the state through 

the eyes of the theories and culture being taught by each one. The author differentiates 

between socially oriented majors – sociology and social work – and economic/scientific 

oriented ones – medicine/economics. As it would be expected, sociology and social work 

students show a more positive evaluation about welfare politics than medicine, and 

especially economics students. 

It can be hypothesized that the dominant position of the latter in the social hierarchy 

leads them to a protective attitude towards the state and it’s potentially equalizing power.  

(Sidanius and Pratto 1999; J. Sidanius, Levin et al. 2000; Bates and Heaven 2001; 

Fernandez, R.Castro et al. 2001; Doriez and Hiel 2002). (RyynÌnen, Myllykangas et al. 1998) 

take this analysis to another level, measuring health care prioritizations in various Finnish 

population groups. They found out that the professional affiliation has a higher importance in 

determining attitudes towards welfare prioritizations than cultural frameworks. Politicians and 

health/social care professionals had similar attitudes towards the subject, prioritizing mental 

health and family planning. The general population valuated high technology interventions, 

mostly due to the influence of the positive image portrayed in the media. Plus, the specific 

socio economic and health status of the individual influenced its prioritizations. For example: 
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“Subjects with poor self-perceived health prioritized treatment for dying patients, 

surgery, long-stay care, care at home and medical research, more than did subjects with 

good or moderately good self-perceived health. Persons experiencing a mental disorder in 

the family prioritized rehabilitation, alternative treatments and medical research more often 

than did those without such experience. Divorced persons prioritized home care for the 

elderly, persons with problems in educating children prioritized alternative treatments, 

persons with severe economic problems prioritized disease prevention, infertility treatment 

and hi-tech surgery, and persons who had experienced death of a family member prioritized 

long-stay care.” (pp.325) 

All groups in this study have chosen cosmetic surgeries as the least important 

category, deeming non healing procedures as expendable. People’s backgrounds and ways 

of living as a whole seem to influence their predisposition to prioritize some procedures and 

social groups rather than others, according to their own cultural perception of fairness, 

equality and economic rationality. Therefore, there doesn’t seem to be a neutral and 

universal method to discuss the current heath care reforms, since they are inarguably 

connected to socio specific cultural norms and beliefs that shape political decisions. 
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Table 1: Summary information of empirical studies assessing the relationship between personal characteristics and 
prioritization in health care 

 
A person's relations to others Priority sign A person's relation to (the cause of) the illness Priority sign 

Single vs married(1) Strong for latter ‘Contribute to their own illness’ (9) Lower 
Married (2) No priority ‘Have taken care of their own health’ (4) Higher 
Have children (2, 3, 4, 5) Higher ‘Self-inflicted ill health’ (10) n.a. 
Caring for elderly relatives (4, 5) Higher Smoker vs non smoker (1) Strong for latter 
‘Breadwinner of the household’ (4) Higher Smokers (2, 12) Lower 
Unemployed (2, 6) Higher Non-smokers (3) Higher 
Unemployed vs employed (1) Weak for latter Unhealthy diet (2) Lower 
Unskilled vs director (1) Equal split Diet vs inherited disease (1) Latter 
Lorry driver vs teacher (1) Weak for latter High vs low alcohol (1) Strong for latter 
Important (to the community) (2) Lower High alcohol (2, 6, 11) Lower 
Employed people (5) Higher Illegal drug (2, 6) Lower 
Rich (2) Lower Rarely exercise (2) Lower 
Poor (2) Higher   
‘Lower socio-economic status’ (8) Higher A person's self 
Deprived in other ways (4) Higher Man vs woman (1) Weak for latter 
Contributed a lot to the community (2, 4, 7) Higher Men (2) Higher 
Prisoner with criminal record (6) Lower Women (2) Higher 

  Homosexual (2) Lower 
  Race (2) No priority 
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Nevertheless Michailakis and Schirmer (2010) address the Swedish health reform not 

as a problem of the economic or medical system, but as a re-organization and distribution of 

medical recourses by rearranging the rights and obligations of the individuals, reshaping the 

traditional aspects associated with the sick role. For that matter Wolisnky and Wolinsky 

(1981) present Parson’s (1951) sick role concept, that for the most part, find its original 

formulation difficult to adapt to the modern perception of individual responsibility in health: 

“The first aspect of the sick role is that the sick individual is not to be held responsible 

for his or her condition. The sick individual's incapacity to perform his or her social roles and 

tasks is recognized as being beyond the individual's power to overcome by merely deciding 

to get well. (pp.230)” 

The referred authors also point out the connection between those who seek to 

legitimize their status as ill and those who bracket together socio economic deficits and 

hindrances to their entrance to the labor market. In this sense there is a clear relation 

between the lower income groups with welfare, disease and adverse social labeling. The 

case of welfare mothers is paradigmatic on this topic, because the situation of dependency 

towards the state can be socially perceived by a fault by these women, who fail to perform 

their social obligations, but is also sensed as an act of responsibility by the women 

themselves, who mostly due to financial and time constraints, choose to stay home with their 

children until they reach school age or a decent job offer presents itself (Wolisnky and 

Wolinsky 1981; Joyce, Bauer et al. 2001; Scarbrough 2001). In its traditional conceptual 

framework, the welfare state was associated with the ideal of the nuclear family and the male 

assuming the “bread winner” role. This archetype somehow survived the female entrance in 

to the market, which brought negative consequences for those who are both unmarried and 

unemployed. 

Personal responsibility is not only seen as one’s capability to survive without state 

help, but also as the attachment to socially sustaining institutions such as family or church: 

private realm institutions bound to provide assistance in case of need setting themselves up 

to state intervention (Geva, March et al. 2005). Men also suffer from the strain of the 

imposition of individual responsibility over health. Unlike females they are not socialized to 

acquire the nurturing qualities that distinguish women’s take on heath, instead they are 

driven towards more reckless behaviors that might deem them as irresponsible. For the most 

part, the men’s health discourse focus in the cut back of dangerous activities and addictive 

substances, as well as well as renewed perception of fatherhood. In fact the consumption of 

potentially harmful substances that might negatively influence or passively deteriorate their 

children’s health – especially tobacco – suffers from great stigmatization, from both the 

fathers and the people who surround them (Greaves, Oliffe et al. 2010; Richardson 2010). It 
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seems that, for men the issue is to overcome gender expectations of carelessness, and for 

women to manage the cultural influences that linger on their reproductive health (and other 

specific woman health issues).  

Besides the obvious neo liberal influence that drives citizen’s further away from the 

welfare state, there is a behavioral component that addresses the issue of individual choices 

and lifestyles for the maintenance of a healthy body.  

“The concept of personal responsibility in health care is that if we follow healthy 

lifestyles (exercising, maintaining a healthy weight, and not smoking) and are good patients 

(keeping our appointments, heeding our physicians' advice, and using a hospital emergency 

department only for emergencies), we will be rewarded by feeling better and spending less 

money (Steinbrook 2006).” 

This conception has been so widespread by both the political sphere and the media 

that it has created a social movement on its own. Rather than just a criterion for the 

prevention of illness, the maintenance of a body in accordance to the bio medical standards 

of effectiveness has become a way of life; healthism or the prosecution of a healthy lifestyle. 

The achievement of the perfect body is understood as and entrepreneurship that demands 

active participation by the individual, not only for future health gains but also as a moral 

obligation. This enterprise can only be attained at the expense of individual efforts and it is 

emanated by mainstream media high class normative. Problem is that healthy lifestyle 

behaviors such as proper calorie intake and frequent exercise/sports are perceived by 

impressionable audiences as an obligation related to bodily appearance and weight loss 

rather than as an enjoyment and for its health benefits (Roy 2008; Lee and Macdonald 

2010). 

The West Virginia Medicaid system takes the core of these ideas to action, restricting 

or facilitating the access to prescriptions and other types of medical care accordingly to the 

evaluation of the patients’ compliance to an healthy lifestyle and conformity to doctor’s 

instructions. At first glance, this might seem like a commendable plan that articulates fairness 

– only those who seek proper treatment and avoid disease are worthy of “tax payer money”- 

sustainability – those who refuse the conditions are thrown off the system or offered low cost/ 

basic options – and responsibility – since patients are urged to take an active role in their 

health, bargaining with their physicians and choosing the plans and treatments that most 

adjust to their needs and lifestyle. But the West Virginia Medicaid fails to acknowledge the 

assorted factors that lie in the core of people’s ill health and low compliance to healthy life 

standards: poverty, limited access to information and education, as well as to healthy foods 

and exercise facilities. In the end, this plan demands a determined set of health behaviors 

the needy population of West Virginia has no capability to accomplish. (Bishop and Brodkey 

2006; Roherty 2006; Steinbrook 2006). The extent in which the healthy recommendations 
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from health practitioners might sink in or fall flat is highly determined by the individual’s 

cultural background. Religion, country of origin, ethnicity and even gender can determine 

ones preference for fresh or fatty/highly processed foods and overall relationship with health 

and illness situations. Other factors, such as climate barriers and lack of time to exercise 

pose themselves as difficulties for those trying to break the routine of sedentarism (Shea and 

Beausoleil 2012).  

This approach also fails in acknowledging the power of other influential external 

factors such as the media and the food industry. The latter has special relevance since some 

studies show that obesity is majorly perceived as a moral issue, blaming individuals for their 

condition, as well as accepting some blame for the widespread epidemic that is obesity 

mostly by adjusting semantics and providing nutritional information. In the American case, 

this swing between corporate and individual blame tends to exonerate the state from 

addressing its own “public health crisis” (Herrick 2009; Kwan 2009). Consequentially heath 

care reforms that don’t take to account population’s specific socio demographic and 

economic attributes as well as their cultural values and the external pressures they are 

submitted to, will most likely, create new access inequalities or exacerbate the existing ones. 

Establishing rights and responsibilities between patients and heath care providers is only 

feasible when both parties stand in equal positions. Punishment and humiliation aren’t ideal 

methods to achieve patient cooperation. In fact, the opposite viewpoint shows that patient 

engagement is one of the best ways to achieve better health outcomes and reduce access 

inequalities. In addition to promoting the commitment of the incorporation of patient’s 

opinions and needs regarding their own treatment, it is also important to note their points of 

view about the design of health care delivery systems themselves. It is important to add the 

perspective of common citizens and experts to come up with comprehensive solutions that 

assimilate the best of two worlds: the technical expertise of health professionals and the 

communitarian approach of people (Martin 2008). 

This approach gained importance as cuts in health care lead governments to ration 

their public services, and instead of taking the full weight of this responsibility, they tend to 

share it with health professionals and the general population, using their own social 

representations of wellness and disease to limit or grant access to the system. Some of the 

characteristics that frame this choice have already been discussed, like the perception of 

guilt that rejects social excluded groups such as drug users and prioritizes others like 

children and the elderly. Life threatening situations are also given priority, even though that, 

for the most part, there is a rationalization between type of heath gain and cost (Lenaghan 

1999; Mortimer 2005; Taylor-Gooby and Martin 2010; Mason, Baker et al. 2011). People 

seem to be much more aware of the high costs of health care, and therefore weight the 

potential benefits of such interventions with the expected their expected costs. Lenaghan 
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(1999) refers the experiment of citizen juries in the UK. This experiment comprised of the 

assembly of 16 members of a determined local community to debate issues regarding the 

provision of heath care. A good example of the discussion that took part is the citizen jury of 

Portsmouth in 1997 that was asked to allocate an imaginary budget according to what they 

deemed of utmost importance. 

“(…) they were presented with case studies including: infertility treatment, Coronary 

Artery Bypass Grafting, rehabilitation after brain injury and breast reduction: augmentation. 

After 2 days of deliberation and information, jurors decided that the most important criterion 

should be the necessity of the treatment, followed by value for money and then quality of life. 

They recommended that the mission statement for the health authority should be ‘Quality 

treatment for as many people as possible — the most benefit to the most people’.(pp.54)” 

When it came to non-clinical factors that could affect the distribution of services, the 

Nottingham (1999) jury declared that: 

“After hearing from a number of witnesses on rationing in general and aging as a 

factor in particular, the jurors decided on a range of factors which should always be 

considered (including need and effectiveness), factors which should sometimes be 

considered (including cost and availability), and factors which should never be taken into 

account (including age, whether it was self-inflicted, or the usefulness to society of the 

individual concerned) (pp.54). 

Institutional tools to ration and prioritize the entrance into the health system have also 

been developed, like the Clinical Priority Assessment Criteria5 (CPAC), used to assess the 

patient’s level of need and ability to benefit of the surgery. Even though two patients might 

suffer from the same illness, different socio economic backgrounds can shape their recovery 

rate. Regardless of the CPAC’s benefits and disadvantages, the study of its results showed 

something important: that the final health outcome should not be used for prioritization 

purposes since it greatly varies according to degree of severity of the injury/disease before 

the intervention (Derrett, Paul et al. 2002). Nevertheless, the lion share of the decision 

making in this matter relies in the hands of health professionals. A recent study has shown 

that, regardless of the imposition of more or less strict checklists and rules, practitioners tend 

to put the patient’s needs first whenever possible (Dew, Stubbe et al. 2010). 

The process of reorganizing health is a slippery sloop. Whenever cuts are done, the 

subject of legitimacy is raised which leads to the discussion of the accepted assets of the 

sick role: in short: who deserves access to health care? Which social groups and types of 

disease are citizens willing to help? In order to answer these questions we must 

acknowledge that different societies allocate the common budget accordingly to their 

conceptions of fairness and equality/equity; therefore it is necessary to address their 

                                                           
5
 Used mostly in Australia and New Zealand: http://www.gp.health.wa.gov.au/CPAC/cpac/index.cfm 
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individual cultural background and economic status. In fact, De Swaan (1988) shows that 

there are three main criterions for eligibility to state policies for needy populations: disability, 

proximity and docility; that separate the undeserving poor from the deserving poor. The first 

one basically means the individuals capability of sustaining himself without help and it differs 

between those who are actually dependent from the ones who could live on their own if they 

made an effort. Proximity is related to one’s space of accountability. To whom should we be 

offering solidarity? Area of residence, nationality and community are common references of 

social belonging in this instance. And finally docility, regarding the level in which the poor 

endure their own lack of life chances; those who tolerate their life conditions are seen as 

deserving, whereas those who keep asking for handouts are viewed in the opposite 

manner(Oorschot 2000). Hence, social groups perceived as dangerous or risky might be left 

out of health care provision much due to negative stereotyping rather than medical need.  

The contours of this dialectic relationship between people’s perceptions, politics, economics 

and the health care system is the main objective of this study, anchored on a small sample of 

the from northern Portugal population: So, at this point it is crucial to identify the specificities 

of the Portuguese case. 

THE PORTUGUESE HEALTH CARE SYSTEM 
 

Before creating the Portuguese National Health Service in 1979, the lion share of 

heath care provision was supplied by poor relief institutions (Misericórdias) and by the 

families themselves. Health assistance was based on charity and religious standards; aiding 

the poor whenever they had no one else to turn to. The scope of state intervention was very 

small, basically touching some areas such as the control of some infectious diseases and 

mother/child care health. A limited range of professions secured themselves privately, with 

parallel health plans: the case of public servants and workers of the banking sector. Both 

these characteristics of the Portuguese welfare system endure nowadays: the strong 

influence of family based care and parallel heath schemes to the NHS. To some extent, this 

can be interpreted as a flaw in public services, since they take for granted ever changing 

structures without recognizing that traditional care models (the female caregiver model) is no 

longer viable. (Guibentif 1996; Guillen 2002; Halpern Pereira 2005; Moreno 2006). Even 

though Portugal now enjoys a universalistic public based health system, some challenges 

still remain from the countries’ structural backwardness: the reliance on civil mechanisms of 

poverty amelioration, mainly family and community solidarity that attempt to compensate the 

flaws in state provision, in a so called welfare mix. This type of assistance does not have the 

same impact as state social policies in the reduction of poverty and inequities, in fact serving 

as a mean of reproduction of the status quo. (Ferreira 2008) As Portugal (1999) would put it: 
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“Portugal may be seen as an example of the “social model of the South”, 

characterized by a fragmented and corporatist benefit  system, a universalist National Health 

System, a low degree of state welfare penetration and the persistence of clientelism in 

access to welfare”.(pp.235) 

Thus, the path traced by the Portuguese welfare state is more easily understood 

when analyzed as a product of the socio economic background in force around the time of its 

formation. At the time Portugal struggled with both the establishment of a multipartite political 

system after 48 long years of dictatorship and the economic backlash of the first oil crisis in 

the late 70´s. According to Macedo (2003) the “1973 oil crisis, civil strife followed the attempt 

to introduce soviet-style economic planning in the 1976 constitution. The rigidity inherited 

from the corporatist regime was compounded by the widespread nationalization of heavy 

industry and banking, together with agriculture in the southern part of the country, and by 

successive balance of payments crises (pp.171)”.Economic stagnation prevented the 

creation of added value in the economy, a requirement to inject recourses into public policies 

which lead the newborn welfare state to undergo some financial gymnastics in order to 

collect extra revenue through the taxation of such products as tobacco and oil derivatives, 

with the aim of financing key sectors like education and health. The latter gained special 

status, since health care provision was reinforced in order to promote social cohesion around 

a still fragile democracy. Despite the social convolution of the early democracy times, 

politicians opted to deliver a health system so inclusive and wide ranged with the intention of 

gathering people around the perks of egalitarian policies that were unthinkable during the 

dictatorship period. (Diogo 2005). Despite of its structural handicaps and backlogs, Portugal 

managed to create system in which it became possible to extend the majority of health 

services available to the general population, based on a public-oriented financing model. 

This is due to the establishment of compulsory contributions to the national health system, 

thinning out the risks and uncertainty associated with individual health conditions by sharing 

the burden of the costs of illness across the population, diminishing the effect of one’s 

position in the social hierarchy when it came to health care.  

According to the World Health Organization (2010) the progress towards universal 

coverage depends on raising adequate funds from a sufficiently large pool of individuals, 

supplemented where necessary with donor support and general government revenues, and 

spending these funds on the services a population needs. The more people choose share 

the financial risk in this way, the lower the financial risk to which any one of the individuals is 

exposed. In general, the bigger the pool, the better able it is to cope with financial risks of 

illness. Generally, health expenditure proportion of total government budget in proportion to 

the countries’ economic and financial resources. (World Health Organization; 2010).   
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The Portuguese case has specific features that need to be addressed. In terms of 

percentage of GDP, expenditure on health has grown in a sustained manner, at least since 

the late 80s , from 6% to 10% at the beginning of the this century (Sousa 2099). This effort, 

although praiseworthy is related to some of the country's structural handicaps and is an 

obstacle that currently impedes economic growth: the fact that Portugal has a disadvantaged 

situation, means that the country had to make a much greater effort to reach the same 

results as its European counterparts (Carolo and Pereirinha 2010). In addition, there was a 

great reluctance to impose cost-control measures after the assumption of health care as a 

crucial sector to the population’s wellbeing, mostly due to the lack of politic discussion, 

pluralism and public participation (Oliveira, Magone et al. 2005). However, by mid-2000’s, the 

NHS budget was being financed below the effective spending level, and consequentially  

public funds were never enough to cover all health expenses, which undermined the public 

management system – non-compliance with budgets and poor management procedures led 

to a chronic deficit, which brought consequences that creep up to the present day. In result, 

reforms had to be. 

For the most part, this reform was (and still is) made in conformity with the liberal 

mindset that favors economic performance over social protection, which tends to undermine 

the principle of universality in access to health. Instead of free at the point of delivery, health 

services in Portugal are now fee moderated (taxas moderadoras), a form of co-payment 

instituted6 with the purpose to regulate access to health: to prevent non critical issues to clog 

up emergency rooms and primary care offices. But the truth is that they now serve as a 

contribution to the funding of public health care, something that collides with the 

constitutional principle of gratuity of care (Rodrigues, Samagaio et al. 1999). At the same 

time it generates inequalities in the access to the system since the poor are more pliable to 

reduce or abandon their health consumption behaviors if confronted with the obligation to 

pay (Pauly 2004 in Barbosa (2009). This, points out the importance of imposing 

progressiveness in copayments, and guaranteeing the systems’ sustainability not by forcing 

fees onto consumers, but by persuading better management procedures for the recourses 

available. These measures tend to mirror the general approach of some decision makers 

towards the health system: as a waste of money due to poor management, or as a product of 

the patients high demands – therefore, they are asked to contribute with said fees, in 

proportion to their household income (Campos 2001).  

This shift translates the differentiation between the National Health system and the 

Heath System in general. While the first is dominated by state organization, the second one 

is a much broader concept that includes the NHS and all the new private providers and 

                                                           
6
 After the legislation free access to healthcare as a right (1979), a amendments to this law emerged were it is 

established a constitutional shift from “universal free health” to “tended universal and free”(1989 and 1990 respectively, with 
constitutional revisions and the “lei de bases”)  
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liberal/independent health practitioners (Eira 2010). Furthermore, problems with general 

system inefficiency led to the adoption of new public management style measures, such as 

the assignment of business type management  policies to state hospitals and incentive of 

public and private sector competition. This is the case of the so called EPE hospitals – public 

funded but privately administered – that embody the state’s retraction from the productive 

sphere to the regulative sphere. (Mozzicafreddo 1992; Correia 2009) Ergo, the expansion of 

private hospitals, for example, is highly regularized by the state, that demands strict quality 

standards from private entities. For the most part there isn’t a competition between public 

and private sector, but rather a complementary relationship between both, supported by 

people’s positive viewpoints on the private sector in terms of efficiency (Eira 2010). It also 

has to deal with problems such as waiting lists, increase demand for health services for the 

most vulnerable groups of the population, and the overuse of care put at the service of 

citizens. The World health Organization (2010) has assessed the Portuguese health care 

system and noted a number of issues that still need to be addressed: the Portuguese show 

less satisfaction with these services than their counterparts in EU15, there are sizable 

inequalities in access and health outcomes between sexes and geographic regions, mostly 

benefiting littoral urban areas. Plus obesity levels have been steadily increasing in all age 

groups as the morbidity (such as self-accessed health status and disability free life 

expectancy) rates worsen, and heath information dissemination as yet to reach the stage 

where it can be the basis of proper public participation in decision making.  

Still, there have been some attempts to direct the focus of heath care towards the 

individuals themselves as active parties in the prosecution of favorable health outcomes, as 

well as politic decision makers, involved in the design of the reforms of the NHS. Making 

information about the whole process available, as well as the results of ongoing modifications 

are some examples of good practices in terms of patient engagement in public policy. As of 

now, protesting has been the most popular way for populations to convey their opinions 

about this reform, that for the most part has centered its efforts in reducing services 

especially in low population density impoverished areas (Nicolau and Escoval 2009; Freitas 

and Escolval 2010; Matos 2011). The WHO report (2010) also shows that the budgeting 

problems endure, with a great increase in total heath expenditure across the last decade. 

Nevertheless this growth is highly associated with private expenditure, namely out of pocket 

contributions that place additional burden on disadvantaged households and potentially 

limiting access to health care.  

When it comes to the perception of quality in Portuguese health care (Nascimento 

and Jesuíno 2001) the levels of dissatisfaction are higher in abstract terms then in terms of 

evaluation of the subjects’ specific experience with the Service. The overall evaluation is 

positive, but moderately. There are greater satisfaction levels towards private in detriment of 
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public health schemes, probably due to the latter’s connection with the problems cited on 

WHO’s Portugal health assessment report. Specifying, 24% of patients claims for 

promptness and punctually – medical appointments and surgeries – 23% ask for better 

service and 11% for improvements in health facilities.  

A study Cabral (1995) showed that when questioned about their availability to pay 

more taxes in order to improve the health system, 42% answered positively. The upper and 

more educated classes and citizens from larger cities in the south were more favorable to 

higher contributions to the public health care system. These individuals demonstrated lower 

levels of satisfaction with the NHS, and therefore, were more willing to dispense more funds 

in order to improve it. Nevertheless those who declined the idea of paying more taxes 

declaring that the “system already functioned well enough” were very few. The most common 

plea concerned the perception of taxes being too high at the moment, as well as the potential 

mismanagement of their fiscal contributions. Surprisingly enough, there is no linear trend 

when it comes to the relationship between these perceptions and political affiliations, since 

the lower levels of availability are linked with lower levels of political identification or 

association with smaller political parties. It would be expected that right/liberal political views 

would be against the rise of tax levels and state intervention, while left/socialist ones would 

function in the opposite way. The authors demonstrate that high levels of dissatisfaction with 

public provision lead to disaffiliation with the main political offers. Individuals that identify 

themselves with the two main parties – PS and PSD, center- left and center – right, 

respectively- show greater sympathy in relation to this extra tax effort. Nevertheless, most 

people favor the free delivery of health care by the NHS – 72% - and a significantly smaller 

percentage accepted the hypothesis of copayment– 23%. In fact, a limited part of the 

population declared having bought alternative insurance systems outside the public scope – 

21% (health and retirement insurances) - that, due to economic problems, is mostly taken by 

higher income and education groups.  

Another interesting aspect is that, between a group of public policy priorities (job 

creation, health, education, retirement and pensions, education, safety, business support) 

health ranks in second place, right after job creation, and when it comes to prioritizing 

different social groups, in line with other studies, this sample values the elderly and the 

children. There is also a special valuation of unemployed that ranks almost as high as 

children. The clear losers of the set are people who use drugs.  

The whole imposition of a specific set of criteria (let it be healthy behaviors, legal 

status in the country or even criminal record) to evaluate ones eligibility for state help, is a 

staple of poor, low unemployment countries and were people have less trust in their fellow 

citizens and state institutions (Oorschot 2006).  
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THE SOCIOLOGICAL APPROACH 
 

In this chapter the topic of change of the welfare state in advanced western societies 

in analyzed on the light of contemporary sociological theories. On one hand there is an effort 

to grasp why health care delivery is changing, and at the same time why it is important to 

assess the reasons that make citizens assent to pay for the treatment of some groups, in 

detriment of others. Rather than a bland dissertation of the authors about to be analyzed, 

what is been tried to achieve is the application of their premises to the specific context of this 

project. Firstly: acknowledging that the changes faced by the welfare state brought the 

necessity of reformulating social relationships of solidarity and public services. To address 

this topic the conceptual tools of authors such as Giddens (late modernity and a reflexivity of 

the self), Ingelhart (material and post material values) and Beck (Risk Society) are the central 

point, providing a steady sociological framework to study this subject. Secondly: knowing if 

people are willing or not to pay for health care expenses of marginalized groups is a major 

goal, and in this sense Parsons, Luhmann (Systems Theory) and Becker (concept of 

Deviance) provide some interesting concepts that help to understand this reality.  

 

LATE MODERNITY, RISK SOCIETY AND POST-MATERIAL VALUES: CHALLENGES TO THE 

WESTERN WELFARE SOCIETY   

 

All of these authors argue the fact that the contemporary way of life is faced with the 

challenge of an ever-changing context, that despite of its benefits, brings a new set of 

undesired outcomes to which individuals are forced to adapt. This isn’t a new subject tough. 

One of the founders of the discipline, Durkheim (1984), as early as the nineteenth century 

had already professed that social relationships had progressed from a form of mechanical 

solidarity (close family and community; mostly biological bonds such as ethnicity and blood) 

to organic solidarity (large scale interdependence due to the specialization of the economy 

and advance of technology). Later on, the need to reconstruct Europe and erase the scars of 

WW2 brought the demand for a new way to handle social affairs, in an approach that 

relieved the burden of poverty and inequalities from the population. The welfare state 

proposed itself to perform such tasks by providing minimums of service access (health and 

education in most cases) and safety nets in case of labor market malfunctions. In this state of 

affairs, individuals assume the responsibility to contribute to the common risk pool with 

mandatory taxes that are legitimized by the idea of solidarity and social progress. (Ginsburg 

2003; Sullivan 2003) 

As it has been argued in previous chapters, the welfare state had positive impacts in 

various aspects of the individual’s daily lives, but the impact of current events such as the 
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emergence of globalized capitalism, have undermined the bases of the welfare solidarity. 

This begs the question of how people would prefer to allocate their resources when it comes 

to health: the public scheme of national risk pool, or the purchase of private services? In this 

sense the analysis of sociologists that studies the subject of social change in the last few 

decades, and the way relationships and the perception of self are very useful. 

In his Consequences of Modernity, Anthony Giddens (1992) describes the current 

changes in society, not as shift to post modernism, but rather as a transition to a phase of 

late modernity, where the institutions of modernity still endure, but are faced with the 

challenges of technology and globalized capitalism. Modernity deviates from ancients forms 

of thought, were theology and philosophy prevailed against the scientific paradigm based on 

rational reasoning, proof and measurement (Albrigth 2007). Rational thinking, bound with 

evidence and scientific experimentation were the fundamental bases of the great majority of 

technological and social advances of the last centuries. Furthermore, institutions such as the 

nuclear family, nation- state and autocracy have emerged in this historical period.  

These concepts remained and are still of major importance to this day, hence calling 

our time postmodern, as something that has gone beyond and replaced the structures of 

modernity is seen as false, even though some of its concepts (postmodern) have survived 

due to their capability to express the new sensibility of the contemporary life style (such as 

consumer society, simulation, implosion, hyperreality, hyperspace, governmentality, 

panopticon, schizoanalysis, dromology, etc.)(Ryan 2007) Despite these ideas, the present 

time is characterized by a number of changes that are important to address. (Ingelhart 2008) 

maintains some of the concepts of post materialism adapting them to the value change from 

communal attachments and traditionalisms to a more individualistic approach towards life. In 

other words, individuals are now putting a higher value on their autonomy and self-

expression, rather than economic or physical security. For some this can be a worrisome 

scenario, in which social relationships are eroded both by the time spent in manmade 

facilities were social contact is scarce, as well as by the rise of individualism that could 

undermine the very foundations of specific institutions such as the welfare state (Putnma in 

Ingelhart and Welzel (2008) In this sense, post material values could jeopardize people’s 

willingness to pay for public funded health care, and augment their disposition for the 

purchase of private health insurance, or to support out of pocket payments. In fact, one of his 

main projects, the World Values Survey, Ronald Ingelhart asks a couple of specific questions 

on this matter, in a large sample formed by participants from different countries. Portugal is 

not particularly well represented in this study (there were only 2 waves of questionnaire in 

1990 and then in 1999), but still there are some interesting aspects that need to be 

addressed. While most of the respondents show compassion towards needy social groups 

as well as a general disposition to egalitarian points of view, there are still some ambiguities 
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when it comes to the role of the state and the perception of inequalities – as it can be seen 

on Table 2. There is a significant tendency to prefer an balance between state intervention 

and private agency, even though there is a slight inclination to blame individuals for their own 

misfortune, as the 40,9% of respondents that pointed laziness and lack of willpower as the 

main reason as why some people are in need. (This regardless that 64,8% of the same 

respondents answered that the elimination of big income differences was “very important”). 

So, the shift towards the internalization of post material values may not be the main cause of 

social anomy and erosion of interpersonal bonds beyond organic solidarity.  

Nevertheless there are a number of factors that might disrupt the relationship 

between individual and society by changing the way people perceive their own self. Giddens 

(1992) states that there is a decrease in institutional trust, at least when compared with levels 

of pre modern societies. This statement is easily understood once the differences between 

the present and the past are balanced together in many specific life style aspects. Blood ties 

and other kinship relations as well as the sense of community were a permanent and identity 

defining aspect of an individual’s life. People were born in a specific family on given 

community in which they would probably remain for the rest of their lives. Overlooking the 

lack of social mobility factor, this gave people a sense of belonging and security that the 

flexible, mutating and competitive modern society fails to provide. The individual is forced on 

a continuous cycle of self-reinvention in order to adapt to the needs of the labor market and 

the society itself, juggling between many, and sometimes conflicting, social roles. There is 

also a deterioration of other established institutions that also provided a perceived feeling of 

security: religion and tradition that somehow acted, in a larger scale (nation/population), the 

same way family and community worked for the individual. This cultural framework served to 

aggregate social groups in a collective identity that surpassed the frontiers of the community 

on its own. The moral and practical interpretations provided by the church also facilitated the 

individual’s effort in decoding the world around him, providing him with a solid conceptual 

matrix to rely on. A similar logic can be applied to tradition that, instead of depending on 

theological explanations leaned on the past as a form of predicting (and controlling the 

possible risks and hazards) of the future.  

Furthermore, institutional reflexibility also disrupts the self’s identity by continuously 

forcing it to adapt to the possible positive and negative effects of its actions, in a calculative 

attitude that that tries to control risk and uncertainty. Reflexibility is the continuous 

questioning of the surrounding social context. Individuals are constantly building and 

rebuilding significance patterns around other people, relationships and institutions. Thus, 

most aspects of human life are not immutable or secure. Instead they are constantly being 

challenged which prompts them to self-reformulation when the need arises. This is true for 

the macro level of social institutions as well for the micro level of relationships and the 
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individual’s perception of self. The self is confronted by dilemmas that have emerged from 

the furtherance of romantic love and the idea of pure relationship. The pure relationship is a 

fairly new concept dating from the XXI and the dawn of the Romantic Movement that 

intertwined the ode to the meeting of two souls that connected in a spiritual way, with a whole 

branch of literature, music and culture inspired on such event. Even though the romance and 

pure relationships are mostly seen as desired as a self-fulfilling endeavor, the truth is that 

such tasks involves a great deal of choice and potential rejection that might be a source of 

tribulation to the self. The simple aspiration to happiness can bring attrition if one does not 

select he’s objectives properly and fails to learn how to deal with failure (Giddens 1996). Life 

itself presents such dilemmas in a higher scale, constantly facing the individual with the 

multiplicity of choices ahead of him; with can both be seen as liberating or as stressful. 

Besides these symbolical aspects of life there are also material ones, related with the 

imposition of consumerist behaviors and the need to possess determined artifacts to be 

allowed entry in specific social circles or connect to the individual’s reference groups.  
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Table 3: World Values Survey (1999 sample) for Portugal  

 

Full Question Important results 

Importance of eliminating big income inequalities (1-5 scale) Very Important(1): 68,4%; Not at all important(5): 0,9% 

Importance of guaranteeing basic needs for all (1-5 scale) Very Important (1): 79%; Not important(5): 0,2% 

Importance of recognizing people on their merits (1-5 scale) Very Important (1) 62.3%, Not important(5): 0,6% 

Why are people in need? Bad luck: 22,7%, Laziness and lack of willpower 40,9%, Injustice in society:21.1%, Modern Progress: 11.3%, 

none of these: 1.6% 

Concern about the sick and the disabled? (1-5 scale) “Much” and “Very much” with a cumulative percentage of 73.1% 

Preparedness to help the sick and the disabled? (1-5  scale) “Yes” and “absolutely yes” with a cumulative percentage of 64.8%, “Maybe yes/maybe no”:  32% 

 
Table 2: World Values Survey (aggregated samples from 1990 and 1999) for Portugal 
  

Full Question Important results 

Future changes: less emphasis on money and on material possessions? (1-3 scale) Good thing:59%, Don’t mind:15.2% Bad Thing: 23.1% 

Future changes: less emphasis on work (1-3 scale) Good thing: 29.5% Bad Thing: 10% Bad Thing: 59,5% 

People should take more responsibility to provide for themselves vs The government 

should take more responsibility to ensure that everyone is provided for (1-10 scale) 

People should take more responsibility (1)16% 

The state should take responsibility (10): 10% 

The middle options that showed a greater balance between state and personal responsibility were gathered 

the greatest percentages, even though the first 5 choices (the ones who laid more responsibility on individuals) had a 

cumulative percentage of 61%  

Private ownership of business should be increased vs Government ownership of 

business should be increased (1-10 scale) 

Private ownership should be increased (1): 10%, Government ownership should be increased (10): 4% 

Once more the intermediate options displayed greater percentages, shows that the Portuguese prefer a 

balance between a public and private investment, even though the objective should be to boast the private sector. 

People who are unemployed should have to take any job available or lose their 

unemployment benefits vs People who are unemployed should have the right to refuse a job 

they do not want (1-10 scale) 

Unemployed should take any job (1): 18.9%, Unemployed have the right to refuse a job (10): 8.1% 

Regardless of other options, the first one is defiantly the predominant one. 

Competition is good. It stimulates people to work hard and develop new ideas vs 

Competition is harmful. It brings the worst in people 

Competition is good (1): 19.2% Competition is harmful (2): 6,4% 

Self-positioning in the political scale Most respondents were unsure about this question, positioning themselves on the middle options rather than 

on the extremes (left 3,9%, and right 5,6%), which correlates to the fact that 40,3% of respondents said they weren’t 

interest in politics at all. 

Freedom or equality? Freedom over equality: 41.1% Equality over freedom: 46% Neither: 3.7% 



 

There is a general belief that money can buy everything, including non-material 

realities such as leisure and affection. Genuine interpersonal exchanges are somewhat 

substituted by economically functional ones, that can distort the way the self perceives the 

other. The erosion of traditional institutions led to crisis in power and uncertainty. Individuals 

are sometimes unclear on where power lies or should lie. Authority is no longer a clear 

subject, and it vastly depends on the individuals’/ communities’ dispositions and social 

values. In fact there are often many sources of authority each with their own jurisdiction that 

fragments power into different institutions, to which the individuals who are a part of (those 

structures) are subject to. (Giddens 1997). These intrinsically individualistic aspects connect 

with the broader transformations in late modernity society.  

Giddens mention the 4 main arches that compose late modernity as: capitalism, 

industrialism, military power and surveillance/vigilance (by the State, for example, that 

launched various forms of population control such as ID’s and other ways to identify and 

track down individuals). In a sense the last two arches can be interpreted as damage control 

mechanism that attempts to alleviate the possible negative outcomes of life. “The possibility 

of nuclear war, ecological calamity, uncontainable population explosion, the collapse of 

global economic exchange, and other potential global catastrophes provide an unnerving 

horizon of dangers for everyone.” (Giddens 1990)7 This sentence immediately points out to 

Beck’s Risk Society (1986) demonstrating that social theorists are aware of the 

contemporary lack of trust and confidence in the future. 

“The mix of risk and opportunity is so complex in many of the circumstances involved 

that it is extremely difficult for individuals to know how far to vest trust in particular 

prescriptions or systems, and how far to suspend it. How can one manage to eat "healthily," 

for example, when all kinds of food are said  to have toxic qualities of one sort or another and 

when what is held to be "good for you" by nutritional experts varies with the shifting state of 

scientific knowledge? Trust and risk, opportunity and danger-these polar, paradoxical 

features of modernity permeate all aspects of day-to-day life, once more reflecting an 

extraordinary interpolation of the local and the global”(Giddens, 1990,14) 

The perception of health and healthy behaviors are not constant variables; they 

depend on a multiplicity of factors that are often overlooked by policy makers and the 

individuals themselves. A way of coping with risk and uncertainty is to value the role of the 

individual in the containing the situations that can negatively affect his life, even when 

dealing with external manufactured risks (such as prolonged exposition to pollution sources 

or adherence to socially accepted perilous behaviors like binge drinking in parties).  

                                                           
7
 For direct quotations from Gidden’s “Consequences of modernity”, the original title in English was used (rather than 

the 1992 Portuguese translation referred previously), in order to retain the full meaning of the author’s words. 



35 
 

“Given the inherently ambiguous nature of most situations of manufactured risk, and 

the inherent reflexivity of these situations, responsibility can neither easily be attributed nor 

assumed. This applies both where responsibility means limiting risk (as in ecological risks or 

health risks) and where risk is an energizing principle (financial markets).” (Giddens 1999 

pp.8)  

It is important to further develop Beck’s take on today’s society in his Risk 

Society(1992).The author starts off by emphasizing that nowadays we live in the Society of 

Risk which has emerged from the awareness of the ever present risks of the modern world. 

Instead of relying on tradition and community, individuals are forced to expose themselves to 

opportunities and dangers of society, which focuses their attention to possible hazards in the 

future. The author stresses that the newest thing about the way contemporary societies face 

risk is that they choose to institutionally and socially incorporate it, rather than passively 

accept it as unavoidable. People plan, contain and act upon risks in order to control their 

negative influence. The assimilation of risk as an intrinsic part of existence gradually 

colonizes the political and social discourse and gives a renewed encouragement to those 

who devote their time and skills to gather evidence on such events. This, to provide reliable 

scientific evidence for risk management. A good example i is meteorology. Weather forecast 

is daily broadcasted almost everywhere. After weather patterns it is possible to predict if 

people should carry an umbrella to work next day, or in a more extreme scenario, if the city 

should be evacuated and a safe place to hide be found– in case of a severe storm, for 

example. The attempt to predict unstoppable and unavoidable factors of life can save 

countless lives. When it comes to health care, public health and health education are on a 

continuous effort to advertise the possible hazardous effects of determined consumption 

patterns and unhealthy choices in general.  Knowing the effects of smoke on lung cancer, 

individuals are urged to stop and pursue healthier lifestyles. 

Risk management isn’t a socially equitable question. Disasters affect different 

populations in varying ways. Whenever a poor area is struck by some sort of natural 

calamity, the human costs are usually higher. Southeast Asia can be taken as an example; 

deforestation combined with heavy monsoons substantial poverty levels (which translate in to 

precarious housing facilities and in the inadequacy of rescue and evacuations schemes) 

lead, for example, to gigantic floods that leave hundreds homeless8. And developed 

countries have their own set of specific risks, associated with their technological advances, 

being nuclear disasters one of the most paradigmatic ones. Recent events, like the 

malfunctioning of the Fukushima nuclear power plant in Japan are a good example of this. 

                                                           
8
 Bangladeshi floods are a good example of this scenario, as the presented article points out 

http://articles.philly.com/1988-09-11/news/26230884_1_monsoon-bangladesh-official-count (viewed the 7th of March 2013) and 
in Khalequzzaman’s article Recent flood in Bangladesh: Possible causes and solutions, In Natural Hazards, v. 9, p. 65-80, 
1994. Also presented at the International Conference on Natural and Man-made Hazards held in Perugia, Italy, August, 1991 

http://articles.philly.com/1988-09-11/news/26230884_1_monsoon-bangladesh-official-count
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Risk became a business, which translates a new state of mind on the topic. There are 

companies that specialized themselves in managing collective and individual risks, selling 

security services (against a multiplicity of dangers from terrorism to forest fires prevention), 

as well hygiene and public health relates ones (like garbage collection), among others. 

Applying this idea to the subject of this study, private health insurers are a shining example 

of collectivization and internalization of health risks, handled by the voluntary pooling of 

resources by the individuals. In consequence, even for nations were public health schemes 

are well established, individuals are given the choice to attend their selected providers rather 

than just being feed one option – this keeping in mind that the different health care systems 

of Europe have varying relationships between the public and private sector, which makes this 

idea more applicable to contexts of NHS type systems such as Portugal, Spain, Italy and the 

UK. The pliability of today’s societies to change and self-questioning drives individuals to 

think and rethink their choices and behaviors. “Should I stay on the public scheme? What are 

the advantages of private insurance?” The lack of foregone conclusions and aprioris provides 

people with a wide range of possibilities; something that can be framed in the concept of 

Reflexive Modernity.   

Reflexive Modernity is a concept developed by many authors, namely Giddens and 

Beck. The notions of risk society and late modernity associate themselves with this construct 

in showing contemporary societies’ proficiency in adapting to new challenges.  Simply put 

reflexive modernity means the constant self-questioning of the individual towards society. 

Individuals are more willing to reflect upon themselves and the others due to the growth of 

the informal information stream available to them as well as formal knowledge, a result from 

the increase levels of education standards across the western world. By knowing and 

reflecting on society, individuals have the skills to act upon it accordingly to their own set of 

values. Still, it would be naïve to believe that individual choice as completely set itself free 

from the shackles of social constraints. The options available to each individual are framed 

by their social context, which opens a window of opportunities and limitations specific to him. 

Keeping this in mind, some choices are false choices, because while theoretically achievable 

they are unobtainable in practical terms. (Beck in   Beck, Giddens et al. 1995) 

 

INSIGHT ABOUT MARGINALIZED SOCIAL GROUPS AND THEIR PLACE ON SOCIETY – THE 

SOCIAL SYSTEM APPROACH  

 

Both Talcott Parsons and Nicklas Luhmann contributed to the perception of society as 

a system, on a long term effort to explain its complexity. The first one to approach this 

concept was Parsons (1951) that argued there were parallelisms between nature and society 

in terms of their functioning. In that sense there is a clear biological analogy when the author 
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affirms that society is a system because, like in nature, it is composed by institutions that act 

like the organs in an organism; they are interdependent and have a specific function to 

perform in order to thrive. Hence, social integration is the system’s main function and 

deviance is seen as counterproductive and unnatural. There are a number of forms of social 

control in order to put deviant individuals back on track that can go from simple interpersonal 

retaliations to the full force of the law. In most cases it depends on the attribution of a 

stigmatizing role that is attached to new expectations and sanctions. Parsons refers the case 

of the pure criminal and the sick person that to a certain extent, go through a similar process: 

“The sic role is also an institutionalized role, which shares certain characteristics with 

that of criminality but also involves certain very important differences. Instead of an almost 

absolute illegitimacy, the sick role involves a relative legitimacy, that is so long as there is an 

implied “agreement” to “pay the price” in accepting certain disabilities and the obligation to 

get well. (…) The criminal, being extruded from the company of “decent” citizens, can only by 

coercion be prevents from joining up with his fellow criminals” (pp. 312) 

Those who abuse illegal substances and/or consume them over the permitted 

quantities are seen as criminals by the scope of the law, but they can also be perceived as ill 

if dependency is taken as a disease and not as a personality flaw or lack of moral judgment 

(Luke, Ribisl et al. 2002; Gomes 2006). Substance users see themselves in an unexpected 

position in were they might see they behaviors legitimized if they follow along the path of the 

sick role and seek treatment – to once more become in tune with the system and not just an 

outlier. In this aspect Parsons is very clear: being true to his structure-functionalism he points 

out that the main goal of a community is integration, the avoidance of conflict so that every 

component of the machine works properly; so that every social institution and individual 

assumes their role and acts accordingly in order to maintain balance.  

Luhmann takes this theory a step forward in his Social Systems (1995). For starters 

the author rejects some aspects of Parsons conceptual framework by defending that systems 

are self-reflexive; in other words, they rethink themselves and are capable of change 

whenever historical context requires it. For Parsons, systems are a lot more static since self-

reflection could be a source of problems for social cohesion. Systems are also contingent; 

their adaptation capabilities mean that is can accommodate an infinity of different solutions 

for an equal number of contexts. In other words: there isn’t a specific and universal path for 

the transformation and continuous adaptation of the systems; there is never an only answer. 

Hence, a system’s response to an unexpected/unpredicted element of society may vary from 

community to community. But the question remains: what is a social system in Luhmann’s 

perspective? If for Parsons it meant a way to illustrate the similarities between the functioning 

of society and the natural world, where both mean to seek balance and harmony, for 

Luhmann it is mostly a way for individuals to grasp the immense complexity of the communal 
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way of life. That is because, for the author, the social world is infinitely complex and 

impossible to understand as a whole. In that sense systems should be understood as a tool 

to so: in order to gain some control over the situation, individuals build a number of structures 

– or systems – such as politics, religion, family and even economics with regard to 

apprehend the social world around them. Keeping in mind though, that this knowledge is 

made looking through the eyes of the system we are dealing with. For instance, the 

economic system and the social science system have a different response when dealing with 

the phenomenon of social exclusion and poverty, both when it comes to responses to 

ameliorate this problems and theories that comment their origin. A good example of this is 

the dichotomy between the liberal and socialist explanation of poverty. For the case of 

liberalism it is important to note the context of its emergence as a radical opposition to 

absolute monarchies and advocate of free agency for individuals as well as for the economy 

– the lessez faire lessez passer attitude. In this background poverty is seen as a natural 

outcome of the market’s supply and demand system, but also as something that should be 

dealt by society itself (private solidarity) and not by state interference (who only the 

maintenance of peace and law should concern) (Smith 1827; Green 2003). on the other 

hand, socialism argues that poverty should be a public affair, and dealt directly by the state 

that should possess the means to ameliorate inequalities, poverty and exclusion (Ginsburg, 

2003; Sullivan, 2003). Equal reasoning can be applied to the defense of public health care 

versus private based on, as well as to the issue of free access to health care by addicts 

using the same political arguments. 

An individual can be a part of a multiplicity of systems in accordance to the roles he 

plays on society, which means that besides the range of possible explanations for any given 

phenomenon (provided by the systems) they can compete and complete each other if 

necessary. Sometimes systems may ignore one another in moments of particular crisis. For 

example, if faith on the political system collapses, the economic one might still remain 

leaving people with some conceptual framework  So, in order to understand the differences 

between people’s willingness to pay for the health care of stigmatized groups it is 

fundamental to assess which social systems they belong to, and then their viewpoints may 

become easier to understand. By studying the manner in which individuals imprint 

significance to their daily life, reaching out to specific systems that decode the world around 

them it is possible to collect the socio economic and demographic factors that influence their 

willingness to pay for health care. Nevertheless, in this theoretical formulation, the individual 

is still constrained by idea of consensus and attachments to social norms in such a way that 

is difficult to understand how Luhmann deals with marginalized groups. With time the author 

modified his system theory, contemplating alternatives that didn’t pose such heavy 

constraints on human behavior. In Abrahamson’s words, “he conceptually moved people out 
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of the social environment that he described both as more complex and less restrictive than 

the social system. It accords people more freedom, especially freedom for irrational and 

random behavior.” (Abrahamson 2001  pp 148) In other words, Luhmann (unlike Parsons) 

gives deviance some space to thrive outside of the sphere of functionality, and accepts it as 

part of the complexity that is social life.  

Nevertheless, there is an author that gives special emphasis to the phenomenon of 

deviance and marginalization: Howard S. Becker. In one his most famous works, “The 

Outsiders”, (Becker 1963) explains both how social stigmatization works, and at the same 

time provides insight about a diversified spectrum of forms of deviance.  

Social groups formulate rules that determine which behaviors are and aren’t 

acceptable, and therefore the notion of deviance mostly results from the attribution of a label 

that is related with those negatively perceived attitudes. Once labeled the individuals suffer 

from a broader process of generalization of their personality traits that, to an extent, 

overshadow society’s understanding of their individuality. In other words, deviance is a 

creation of society itself in a process of attribution that greatly varies in accordance to the 

values of different societies. For instance, while a mobster might be perceived as an outsider 

in most countries, in specific places were this type of activities is commonplace – like in 

Sicily, traditionally – and they might be accepted as functional members of the community. 

These rules of inclusion and exclusion are not only covered by written law, but often are also 

enforced by implicit informal regulations that sometimes have greater influence than 

institutionalized justice – especially in small isolated societies. Still deviance is only valid if 

exposed by the group – if the individual finds a way to commit a crime and get away with it; 

the better, no labeling involved. This can occur in those so called “perfect crime” scenarios in 

which the individual is not caught, or in the case of social concealment, where society itself 

covers up the mess in order to avoid future problems. It all comes down to the way in which 

social groups condemn and appraise behaviors and the way these different categories are 

handled.  

Drug use is a good example: in Portugal – and in some other European countries –

drug consumption is legal if the amount of the product doesn’t exceed a specific set amount 

(0,5 grams in Portugal; a measure to discourage its commercialization and distribution). So, if 

an individual is caught with a small amount of marijuana for personal recreational use, there 

probably won’t be any legal backlash. But, if that same individual gets caught by, for 

example, his parents, and he is still under aged, there might be a chance of sanctions 

depending on the parent’s perception of legal drug use. The norm against drug use is 

present, but not as strongly as it once was. For this study the addict category was added in 

order to assess if the perception of deviance influenced the level of deservingness socially 

attributed to these individuals in terms of health care access. Assuming that substance 
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abuse is still a source of social exclusion in Portugal it is important to assess which of the 

values prevails: solidarity or accountability. 

Furthermore, the author doesn’t perceive deviation as a sign of dysfunction in the 

social fabric, but rather a form of moral judgment done upon those with less power from 

those who rule the community. In this sense Becker directs a clear criticism to traditional 

functionalism where every institution is seen as corresponding to a specific necessity, 

working in cohesion with each other to achieve a sort of social harmony. Becker accepts 

deviance as a structural part of society. That doesn’t mean that deviants are not subject to 

sanction; individuals who fail to comply with the rules and norms given are negatively labeled 

and treated accordingly. Wrongdoers can only be classified as such by powerful individuals 

in the community, which demonstrates that deviance is created by society itself and not by 

the individuals on their own.  These social elite individuals are coined, in the author’s terms, 

as moral entrepreneurs, whose objective is to try to control deviance, making sure the rules 

are well understood and properly enforced - since they (the rules) are only valid as long as 

they are shared as a common value. In southern Europe countries, where traditional societal 

frameworks are still an important part of daily life – like, for instance the high levels of self-

regulation and self-vigilance in communities - the acceptance of groups that fail to follow the 

norms is a difficult subject.  Despite its catholic approach to work as a peasant related 

activity, and therefore, not a particularly empowering one, with a theological connotation of 

punishment – Portuguese society is nowadays very supportive of paid labor activities, 

especially in times of economic crisis in which personal effort and sacrifice is highly valued. 

According to the most recent accessible data in the World Values Survey, in 1999, 57.8% of 

respondents deemed work as a very important category in life. Consequentially, all social 

groups that abstain from the world of paid labor might find themselves in a position of social 

marginalization. To recap: in this project a varied coalition of social groups is analyzed: from 

stigmatized ones (related with addiction, non-working status and illegality) and others 

deemed as deserving of help. The groups in the first category goes through a process called 

the “deviant’s career”. The notion of career by itself indicates that deviance is not an 

immediate labeling, but a process that comes from the socialization of an individual into a 

stigmatized group. He gradually learns how to act the part; the outsider label is branded latter 

on. In other words, social stigma is increasingly embraced by the individual as part of its self. 

Even then the process is not over: in fact it is subject to a number of redefinitions: steps back 

and forward accordingly to the individuals’ adaptation capabilities and needs. (Scarscelli 

2006) gives the example of drug users, that despite the level of stigmatization they are object 

to, can still manage and control their experiences, and should be seen as active individuals 

capable of changing their career. In that sense users are able to chance their life trajectory if 

persuaded in that direction. This is where the role of public health services becomes relevant 
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in order to promote treatment philosophies that go above and beyond prohibitionism and that 

respect the individuals’ choices and lifestyles.  

This reasoning can be easily applied to marginalized social groups due to addicting 

behaviors like heavy drinking, consuming drugs, and even to a certain extent, smoking 

tobacco. By ignoring the paradigms of healthism, and social responsibility (the consequences 

of their addiction often weigh on society as much as on themselves), in a more or less 

deliberate way, they are positioning themselves as targets for substantial amounts of 

negative sanctioning, and might even be deemed liable for their own health care  expenses if 

they fall ill. For the most part, social perceptions on drug users are still widely associated with 

pathological aspects and delinquency (Valentim, 1997). But, interestingly enough, 86, 3% of 

the inquires in Gomes (2006) study responded that people who use drugs suffer from a 

disease, and that they should get treatment in order to rehabilitate themselves (52, 9%)   But 

there are other groups in which this separation between right and wrong may not be so easy 

to draw.  

That is the case of illegal immigrants and the unemployed. Illegal immigrants are 

somewhat perceived as free loaders, taking advantage of their status on the country to 

obtain public services with no cost – health care, for example. Nevertheless few studies 

seem to show that illegal immigrants refrain from abusing the system and sometimes even 

downplay their conditions and refuse handouts in order to avoid further stigmatization. 

Opinions on this group vary from those who see illegal immigrants as leeching off the 

system, and those who have a more positive viewpoint, seeing them as people who simply 

are trying to improve their lives. (Horta and Carvalho 2007; Leão 2007; Goldale and Okuyemi 

2012; Sargent 2012; Viladrich 2012; Willen 2012) The unemployed on the other hand are 

often marginalized in societies were work is highly valued. Portugal is now one of those 

societies but people seem to assume a more compassionate attitude towards this group, 

especially with the high unemployment rates observed today. While there is a concern, there 

is also a level of blame and negative labeling, like it was pointed out in the table 2 from the 

World Values Survey. The differentiation between the good poor and the bad poor is once 

more related with proper development of social roles. Unemployed people that act the part – 

looking for a job and regularly visiting social security facilities – are perceived as deserving, 

while others who fail to comply with such tasks are, to society, those who accepted defeat 

and rather live of the system than fight to get back on the labor market. These ideas, of 

course overlook the issues of long term unemployment and the difficulty to return to work 

after a certain age. Still, the unemployed are exempt from paying any type of fees when they 

access public health care in Portugal, which can be seen as a sign of solidarity from to this 

group of people. (Lin, Shah et al. 1995; Oorschot 2006) 
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OBJECTIVES 

 

To answer the projects’ question: which are the main factors that influence peoples’ 

willingness to pay for health care”, the study defined two specific objectives: 

 To determine if socio economic/behavioral attributes influence the individual’s 

predisposition towards tax payer money investment in a common risk pool to manage health 

care 

 To determine if socio economic/behavioral attributes influence the individual’s 

predisposition towards tax payer money investment to deal with health conditions in 

stigmatized social groups. 

PARTICIPANTS AND METHODS 
 
The “Willingness to pay for Health Care” (WIPAHC) study is a cross sectional study 

based on 1054 self-completed questionnaires that were proposed to the parents of children 

of Generation XXI cohort. Data collection occurred during a four month period. This survey 

comprised a 41 items questionnaire using a 5 point Likert scale. Answers ranged from 

Completely Agree to Completely Disagree. 

INDEPENDENT VARIABLES 
 
Table 3 describes the set of independent variables. It consists of socio economic and 

demographic characteristics previously obtained for Generation XXI participants.  

 

Table 3: Independent Variables 

Variable Measurement Categories 

Marital status Nominal (categorical) Married, Divorced or Separated, Civil Union, single or widower 

Education Level Ordinal Seven levels according to years of school attendance 

Labor market status Nominal (categorical) Full time, part time, unemployed, other situations 

Work sector Nominal (categorical) 
State employee, public enterprise, private sector employee, self-

employed, other situations 

Smoking patterns Nominal (categorical) Never smoked, ex-smoker and current smoker 

Total monthly income Ordinal 
Seven income classes ranging from less than 500 euros to more 

than 3000 euros per month 

Family allowance Ordinal 
Seven allowance classes ranging from less than 30 euros to 

more than 200 euros per month 

Family allowance Nominal Yes/No 

Private insurance Nominal Yes/No 

Health subsystem Nominal Yes/No 
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DEPENDENT VARIABLES 

 
This study measures the effect of socio economic variables on the following items, 

regarding the respondent agreement levels according to  

- Perception of quality of the NHS and the politicians’ management of public funds 

- Perception of fairness of the taxation system 

- Preference for private or public health care options 

Also the respondents were asked if they agreed or disagreed with the free delivery of 

health care to: 

- Socially valued groups and guilt free medical interventions 

- Socially excluded groups and unhealthy lifestyle driven medical interventions 

And if they agreed or disagreed with: 

- Controversial health interventions (rooms for the safe consumption of drugs and 

abortions 

And participants were asked about their opinion on the influence of socio economic 

factors’ on health outcomes  

DATA COLLECTION INSTRUMENT 

 
The WIPAHC questionnaire was designed to be self-explanatory and self-completed 

but respondents were free to ask questions to a trained investigator who had prior knowledge 

of the questionnaire. It went through a process of pre testing. In a final stage – in which most 

of the survey’s structure was already defined – 26 questionnaires were completed at the 

Institute of Public Health of Porto’s University. From this exercise many beneficial changes 

have emerged, especially when it comes to the determining pertinence of certain topics, 

phrasing and grammar among other tips that helped improve the experience for the 

participants.   

QUESTIONNAIRE DESIGN 

 
This questionnaire was based on the final two: 13 items regarded expenditure 

preferences and 28 related with the prioritization levels given to different social groups and 

types of diseases or health related problems when it came to health care public investments. 

The issue of social responsibility was also taken into account.  

The questions regarding the willingness to pay for health care address the following 

topics: 

1) Public and private expenditure on health care and resource allocation 

preferences: to public or private health care? 
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2) Who should benefit from free public health care? (social groups) 

3) Social context or the individual: who is to blame for illness? 

4) Medical interventions prioritization 

5) Controversial health interventions (abortion and rooms for the safe consumption of 

drugs)  

Besides the WIPAHC questionnaire, information was obtained concerning the individual 

utilization of health care namely, public care subsystem, and private insurance. 

SAMPLE  
 
The study sample was based on the Generation XXI’s birth cohort a project launched 

with the objective of following children from birth to adulthood in order to survey their health 

was well as search for illness predictors in the course of their lives. The cohort was on its 

third evaluation.  

From the 19th of March 2013 to the 28th of July of the same year (2013), 1054 parents 

were asked to complete the WIPAHC, on a first come first served basis. They were 70.2% 

and 66,1% of the 1127 females and 416 males that were eligible during the survey period. 

Usually it was the mother who escorted the child that filled in the WIPAHC questionnaire, but 

when the father also accompanied them he was asked to do this task. So, 782 females and 

272 males answered the questionnaire proposed by this project. The respondents mainly 

lived in Oporto Porto metropolitan area or its surrounding municipalities.  

As a first question the respondent was asked to state the family relationship with 

Generation XXI child. Parents and grandparents, by far, were the most frequent subjects. 

Nevertheless, grandparents were excluded from the final analysis because of obvious lack of 

statistical power. Beside grandparents (n=14), and other subjects with diverse types of 

relationship with the children (n=13) those who presented missing information on family 

relationship were also excluded (n=14). 

Table 4 illustrates the distributions of socio economic characteristics for Generation 

XXI participants who were surveyed for this project, and those who weren’t. Statistically 

significant differences were not found except for the educational level of females. 
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Table 4: Comparison between family members of Generation XXI children who 

have completed the questionnaire and those who didn’t 

 % Females (n=1127) % Males (n=416) 

 
Not surveyed 

n=345 

Sample 

n=782 

Not surveyed 

n= 144 

Sample 

n=272 

Age     

<29 years 10.3 10.4 3.7 1.7 

39-39 57.7 58.4 50.5 55.8 

>40 32.0 31.1 45.8 42.4 

Marital status     

Married 78.4 67.4 80.6 82.0 

Separated or divorced 15.7 12.1 2.1 2.2 

Civil Union 27.5 19.9 16.7 14.2 

Widow/Single 0.0 0.5 0.7 1.5 

Education level     

<4 years    20.3 ** 12.4 23.2 20.2 

5-6 26.9 22.2 26.8 29.3 

7-9 30.9 30.1 35.2 35.0 

10-12 4.0 4.8 3.5 4.2 

13-17 16.0 23.5 8.5 9.1 

>17 1.7 7.0 23.2 20.2 

Labor Market Status     

Full time 71.3 72.2             81.5 82.1 

Part time 25.4 74.6 2.1 1.9 

Unemployed 17.8 17.3 12.3 14.6 

Others 6.0 4.0 4.1 1.5 

Work sector     

Public servant 13.2 19.5 12.7 13.9 

State enterprise 3.9 2.8 0.7 2.2 

Private sector employee 70.1 62.4 73.9 71.5 

Self employed 10.5 12.0 12.0 12.4 

Stay-at home and others 2.4 3.3 0.7 0.0 

Smoke habits     

Never smoked 62.8 58.6 37.7 42.1 

Ex-smoker 13.6 15.2 17.1 19.9 

Current smoker 23.6 26.2 45.2 38.0 

Total monthly income (Euros)     

<500  4.3 4.1 1.4 1.5 

501-1000 21.4 24.6 17.9 21.2 

1001-1500 30.3 27.5 35.9 33.0 

1501-2000 21.1 19.1 22.1 22.3 

2001-2500 12.4 11.4 11.0 12.9 

2501-3000 4.9 6.8 5.5 4.9 

>3000 5.5 6.5 6.2 4.2 

Family allowance     

No 41.6 47.1 51.0 43.0 

Yes 58.4 52.9 49.0 57.0 

Chronic diseases     
No 53.3 51.1 56.8 56.1 
Yes 45.6 48.9 41.8 43.9 

*p<0.05 **p<0.01 
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There were an obviously unbalanced number of males and females in the sample but 

also the sex-related socio economic distribution showed significant differences on most 

attributes. This has led us to present the results separately according to sex. 

 

Table 5: Socio demographic characteristics of the WIPAHC sample (by sex) 

 % Females (n=782) % Males (n=272) 

Age   

<29 years 10.4 1.1 

39-39 58.4 35.4 

>40 31.1 26.9 

Marital status**   

Married 65.5 88.8 

Separated or divorced 11.7 2.2 

Civil Union 19.3 14.8 

Widow/Single 3.5 2.2 

Education level**   

<4 years 12.4 20.4 

5-6 22.2 29.4 

7-9 30.2 34.7 

10-12 4.8 4.2 

13-17 23.4 9.1 

>17 7.0 2.3 

Labor Market Status**   

Full time 72.3 81.9 

Part time 6.5 1.9 

Unemployed 17.2 14.8 

Others 4.0 1.5 

Work sector   

Public servant 19.5 13.8 

State enterprise 2.8 2.2 

Private sector employee 62.5 71.7 

Self employed 11.9 12.3 

Stay-at home and others 3.3 0.0 

Smoking **   

Never smoker 58.4 41.7 

Ex-smoker 15.3 19.6 

Current smoker 26.3 37.6 

Total monthly income   

<500 euros 4.0 1.5 

501-1000 24.5 21.4 

1001-1500 27.5 33.1 

1501-2000 19.1 22.2 

2001-2500 11.4 12.8 

2501-3000 6.8 4.9 

>3000 6.7 4.1 

Family allowance   
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Yes 47.2 
 

43.1 
No 52.8 56.9 

Health subsystem*   

No 70.7 
 

78.0 
Yes 29.3 22.0 

Health insurance   

No 72.0 77.6 

Yes 28.0 22.4 

Chronic diseases   
Yes 48.9 43.9 
No 51.1 56.1 

*p<0.05  ** p<0.01 

STUDY SITE  
 
Interviews took place at the Department of Epidemiology and Public Health of 

University of Porto Medical School. Participants were granted with a properly floodlit, virtually 

noise free and comfortable environment where they were given the time to answer each form 

at their own pace. Our questionnaire was presented as a final task during the two hours 

duration of the entire interview and evaluation process. 

STATISTICAL ANALYSIS 
 

To measure the psychometric characteristics of the WIPAHC (41 items) reliability 

analysis was used in the calculation of internal consistency with Cronbach’s alpha  along with 

the and item-total correlation for each component. The alpha values considered acceptable 

were those exceeding 0.70 (Nunnaly 1978), and with item-total correlation higher than 0.3. 

The Kaiser-Meyer-Olkin (KMO) value (Kaiser 1970; Kaiser 1974) and Bartlett’s test of 

sphericity (Bartlett 1950) were used to evaluated the factorability of the correlation matrix. 

High values of the KMO statistics, higher than 0.5, indicated that factor analysis was 

appropriate and rejection of the hypothesis that the correlation matrix is an identity matrix by 

Bartlett test of sphericity suggested an appropriate factor structure. 

A sensitivity test was designed by testing fifteen randomly obtained subsamples (40% 

from original sample, n=417) of the original sample in order to see if the Exploratory Factorial 

Analysis (EFA) were similar. 

EFA was used to evaluate the dimensionality of the items, and Varimax rotation was 

performed to simplify the interpretation of the factor’s loading structure. The scree plot 

criterion (Cattel 1996; Reis 2001) and interpretation were used to determine the number of 

dimensions. Items with an absolute factor loading higher than 0.40 were recognized as a 

meaningful part on the whole component. 

Descriptive measures (frequencies, mean, median and standard deviations) were 

used to present the basic distribution of the questionnaire findings. 
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Non parametric tests were chosen to compare ordinal and nominal variables. Thus, 

Mann Whitney tests were calculated for two independent variables (dichotomies) and Kruskal 

Wallis for two or more variables. In tables, statistical differences were flagged for p<0.01 with 

(*) and p<0.05 (**). 

Descriptive and Exploratory factorial analysis were performed using IMB’s SPSS 

version 20.0 

          RESULTS 

PSYCHOMETRIC CHARACTERISTICS OF THE QUESTIONNAIRE  
 
The internal consistency of the WIPAHC questionnaire, considering all 41 items, 

according to the calculation of Cronbach alpha, was 0.694. The value of alpha if the first 13 

items were removed from the scale increased to 0.763. 

This questionnaire measure two different issues:(the first 13 items regard financial 

allocation preferences and the remaining 28 are associated with the prioritization levels given 

to different social groups and types of diseases or health related problems when it came to 

health care public investments. The first 13 questions were very heterogeneous among 

themselves and couldn’t be properly aggregated into factors (alpa=0.286). For this research 

they were studied on their own. Considering these reasons we decided to perform 

exploratory factorial analysis (EFA) for the remaining 28 items. The KMO and Bartlett’s tests 

sphericity showed a result of 0.782 and 4820.710 (p<0.001), respectively, indicating an 

appropriate factor structure. The scree plot criterion pointed out a solution of 4 dimensions9 

explaining 44% of total variance. These dimensions were translated into categories, such as: 

1- Socially valued groups and guilt free medical interventions (mean score -0.005, 

SD 1.004, alpha = 0.865). 

2- Socially excluded groups and unhealthy lifestyle driven medical interventions 

(mean score -0.002, SD 0.992, alpha = 0.793). 

3- Controversial health interventions (rooms for the safe consumption of drugs and 

abortions), (mean score -0.001, SD 1.003, alpha = 0.752). 

4- Socio economic factors’ influence on health outcomes (mean score -0.006, SD 

0.997, alpha = 0.714). 

Sensitivity tests were used and provided similar results for the 15 randomly 

subsamples chosen. 

As shown in Table 15, all of 28 items had high communalities (range from 0.464 to 

0.857). From these items, 3 questions (“People with unhealthy lifestyles, that because of 

                                                           
9
 The full component matrix can be seen on page 71 
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that, fall ill should pay the full price of their medical bills”, “Lifestyles determine health 

outcomes” and “People are responsible for the maintenance of their health”) did not load 

satisfactory on any of the dimensions. 

The Cronbach’s alpha for all 25 items was 0.796. The calculation of Cronbach’s alpha 

first for all 25 items and then for each dimension (range from 0.714 to 0.865) indicated that 

was evidence to affirm their internal consistency. All dimensions present item-total 

correlations higher than 0.30 (inter-total correlations ranging from 0.391 to 0.650). 

And so, the items in analysis from this point forward will include the first 13 questions 

(A) of the WIPAHC and the 4 components (B,C,D,E)  that have already been explained, as it 

can be seen on Table 6: 

 

Table 6:  Variables used in the results section 

A1 The state spends too much money in the health care sector 

A2 I’m happy with the services provided by the NHS 

A3 The services provided by private health care providers are better than public ones 

A4 I believe I pay too many taxes 

A5 My money is being well invested by politicians 

A6 My money is well invested if used to improve the NHS 

A7 I’m willing to pay more taxes to improve the NHS 

A8 I would rather pay less taxes and support the full value of my health care expenses 

A9 I would pay and extra 1,5% income tax to help improve the NHS 

A10 It is possible to improve the NHS with the volume of taxes paid today – hence, without raising them 

A11 I would rather pay less taxes and purchase private health insurance 

A12 The NSH should be supported by the state and citizens with more economic resources 

A13 Everyone should contribute equally to the NHS 

B Socially valued groups and guilt free medical interventions 

C  Socially excluded groups and unhealthy lifestyle driven medical interventions 

D Controversial health interventions (rooms for the safe consumption of drugs and abortions) 

E Socio economic factors’ influence on health outcomes 

      

      As for construct validity, Table 7 shows the expected relation between the individuals’ link 

with the state or the private sector and their preferences when it comes to health care. For 

instance, the median for satisfaction with the NHS, for males with no health insurance was 

higher than for those who didn’t. Furthermore females who have access to a health 

subsystem and family allowance had lower median values when it comes to their 

acknowledgment of the taxation levels, in comparison with those who didn’t. 

As for the missing data analysis, a total of 545 individuals had incomplete 

questionnaires. Missing data were present on all items and its percentage per item is 

shown in Table 9: it is relatively small, except the item “I’m in favor of free health care for: 

the unemployed” (39.6%). 
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Table 7: Private sector or NHS preference 

 Females Males 

 
Private 

insurance 
Health subsystem Family allowance Private insurance 

Health 
subsystem 

Family 
allowance 

 Yes No Yes No Yes No Yes No  Yes No Yes No 

A1 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.50 2.00 2.00 2.00 2.00 

A2 3.00 3.00 3.00 
3.00 

** 
3.00 3.00 3.00 3.50* 4.00 3.00* 3.00 3.00 

A3 3.00 3.00* 3.00 
3.00 

* 
3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A4 
5.00 

 
4.00 

** 
5.00 

4.00 
* 

4.00 
 

5.00 
** 

5.00 4.00 5.00 5.00 4.00 
5.00 

** 

A5 1.00 2.00 1.00 2.00 
2.00 

 
1.00 

** 
1.00 2.00 1.00 1.00 1.00 1.00 

A6 4.00 4.00 4.00
 4.00 

* 
4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 

A7 3.00 3.00 3.00 3.00 3.00 3.00* 3.00 2.50 3.00 3.00* 3.00 3.00 

A8 
3.00 

 
2.00 

** 
2.00 

2.00 
** 

2.00 2.00 2.00 3.00 2.00 2.00 2.00 
3.00 

** 

A9 3.00 3.00 3.00 3.00 3.00 3.00 3.00 2.50 3.00 3.00* 3.00 3.00 

A10 4.00 4.00 4.00 
4.00 

* 
4.00 

 
4.00 

** 
4.00 4.00 4.00 4.00 4.00 4.00 

A11 
4.00 

 
3.00 

** 
3.00 

3.00 
** 

3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A12 
3.00 

 
4.00 

 
4.00 4.00 

4.00 
 

3.00 
** 

4.00 3.00 4.00 4.00 4.00 4.00 

A13 2.00 2.00 2.00 
2.00 

** 
3.00 

 
2.00 

** 
2.00 4.00 2.00 2.00 2.00 2.00 

B -0.15 -0.22 -0.31 -0.13 -0.20 -0.20 0.10 0.10 -0.06 0.16 0.14 0.09 

C 
-0.17 

 
0.08 

* 
-0.16 0.07 

0.26 
 

-0.18 
* 

-0.37 -0.04 0.15 -0.26 -0.07 -0.38 

D -0.05 0.02 -0.09 0.02 0.08 -0.05 0.12 0.17 0.42 0.10 0.14 0.10 

E -0.02 0.01 -0.03 0.04 0.05 -0.06 -0.43 -0.18 -0.28 -0.28 -0.19 -0.28 

 

*p<0.05  ** p<0.01  

GENERAL CHARACTERISTICS OF THE WIPAHC QUESTIONNAIRE 
 

On Table 9, we present the frequencies of each questionnaire item. One of most 

visible results are that the respondents are disappointed with the current political elite and 

are generally not in tune with the way the issue of taxation is handled by the state. 

While they were willing to pay for the health care of specific groups (like children, the 

elderly, the homeless, among others) this wasn’t as valid for others who had an history of 

addiction or lacked in their contributions to welfare state 

In general respondents had positive viewpoints on the NHS, but given the chance of 

having their taxes reduced and being able to allocate that money in the purchase of health 

insurance, 31% would. 

Individuals were also willing to fund treatments and medicine for illnesses with a high 

level of morbidity and that are not directly associated with a specific unhealthy behavior. 

Paradoxically participants seem to disagree with the idea of forcing individuals with unhealthy 

habits to take full responsibilities (financially speaking) for their possibly negative health 

outcomes. And as the topic got more controversial, the neutrality frequencies rose. Some 
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aspects of the duality between the favor of public or private health providers also suffer from 

this.  

In addition, the questionnaire also presented further information on the respondent’s 

health consumption patterns: 25% participants had access to private insurance, 12.1% do so 

because they benefit from of work related insurance, and 12.4% due to their own initiative. 

The most common areas of insurance coverage were hospitalization (20.9%), dentistry 

(14.5%) and maternity (11.8%).  

The greatest advantage, according to the respondents, of private insurance was the 

avoidance of NHS waiting lists (7.8%), being independent/not relying integrally on the NHS 

(3.5%), and having specialized care for their family and children (4.5%). 2.4% affirmed doing 

so due to their disenchantment with the services presented by the public sector. 
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Table 9: Frequencies for the WIPAHC questionnaire 

 Completly 
Disagree % 

Disagree 
% 

Neutral 
% 

Agree 
% 

Completly agree  
% 

Missing 
% 

1- The state spends too much money in the health care sector 33.6 37.0 15.4 7.5 2.9 3.3 
2- I’m happy with the services provided by the NHS 9.2 25.7 20.9 34.6 5.5 4.1 
3- The services provided by private health care providers are better than public ones 6.7 27.9 28.9 23.4 7.5 5.2 
4- I believe I pay too many taxes 1.5 1.8 8.0 38.4 44.8 5.2 
5- My money is being well invested by politicians 49.6 32.8 8.4 1.5 1.8 5.1 
6- My money is well invested if used to improve the NHS 15.2 14.9 9.3 31.9 23.8 4.6 
7- I’m willing to pay more taxes to improve the NHS 13.0 26.5 21.6 27.0 6.8 4.7 
8- I would rather pay less taxes and support the full value of my health care expenses 16.0 35.4 22.4 15.4 5.9 4.6 
9- I would pay and extra 1,5% income tax to help improve the NHS 13.0 24.3 26.1 25.9 4.4 5.7 
10- It is possible to improve the NHS with the volume of taxes paid today – hence, without raising them 1.3 2.7 13.7 48.9 29.6 3.7 
11- I would rather pay less taxes and purchase private health insurance 7.2 20.6 23.8 31.1 12.0 5.1 
12- The NSH should be supported by the state and citizens with more economic resources 3.4 16.5 23.9 38.3 15.3 2.6 
13- Everyone should contribute equally to the NHS 14.3 38.5 16.6 20.6 8.2 1.7 
14- I’m in favor of free health care for: the unemployed 1.3 1.8 13.7 49.4 20.1 39.6 
15- low income individuals; 1.3 4.7 9.0 55.7 23.5 5.9 
16- Children 0.7 2.8 2.2 49.4 39.7 5.2 
17- Elderly persons 0.9 7.2 7.9 46.4 32.3 5.4 
18- Children and elderly with low income 0.8 1.2 2.6 48.3 40.8 6.2 
19- Undocumented immigrants 22.6 27.8 29.1 10.3 3.1 7,0 
20- People with mental/physical disabilities 0.6 3.2 7.5 45.1 36.8 6.8 
21- Alcohol. Tobacco and people who use drugs 18.0 31.3 25.9 14.2 4.8 6.0 
22- Ex alcohol, tobacco and people who use drugs 15.3 29.1 28.4 15.4 5.5 6.2 
23- Homeless 1.4 3.6 12.4 46.2 30.1 6.3 
24- People who have never contributed to social security funds 28.4 29.6 25.4 8.3 2.9 5.4 
25- People with unhealthy lifestyles, that because of that, fall ill should pay the full price of their medical bills 15.7 37.6 28.3 11.2 2.1 5.2 
26- Lifestyles determine health outcomes 3.7 11.4 15.5 48.9 14.4 5.9 
27- People are responsible for the maintenance of their health 2.1 6.6 12.4 55.9 17.5 5.4 
28- Economic conditions don’t influence health outcomes 11.3 38.2 15.3 23.5 6.7 5.2 
29- The place of residence doesn’t influence health outcomes 7.0 40.3 21.7 21.0 4.9 5.2 
30- Professional occupations don’t influence health outcomes 12.2 50.4 15.3 14.1 2.9 5.1 
31- I favor free: anti-tobacco drugs and treatments 11.7 32.2 21.8 24.1 5.0 5.2 
32- Bariatric surgery 3.3 15.4 25.2 42.0 9.1 5.1 
33- Home based care for chronic and low mobility patients 0.4 2.1 5.6 59.8 27.0 5.2 
34- Weight loss drugs 12.8 37.8 29.7 12.5 2.2 5.0 
35- Drugs/treatments for chronic patients 0.2 2.7 7.4 52.8 31.8 5.2 
36- Drugs/treatments for oncology patients 0.3 0.4 4.5 40.2 49.5 5.1 
37 - Plastic surgery (with cosmetic intents) 35.0 33.2 21.4 4.9 0.9 4.7 
38- I favors the existence of: rooms for the safe consumption of drugs (safe places for the use of drugs) 17.3 15.3 24.4 30.6 7.4 5.1 
39- Rooms for the safe consumption of drugs funded by the NHS 26.1 24.3 23.9 17.5 3.0 5.2 
40- Abortions 9.5 11.3 33.6 33.6 6.5 5.5 
41- Abortions funded by the NHS 12.9 13.9 31.8 30.5 5.8 5.1 

* Social security is the contribution to the common public risk pool where income taxes are redistributed both in pensions and public services in Portugal 
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In Tables 10 to 14 we present, separately for males and females, the median values 

of the 13 A questions and the B, C, D and E groups according to levels of multiple exposure 

variables 

 

           Younger females had higher median values for the agreement with free health care 

for socially excluded social groups and unhealthy lifestyle driven diseases and controversial 

medical interventions. The same was also true for young males and controversial medical 

interventions. 

Being single or a widow had a negative impact on the median for questions 10 and 11 

that regard the state’s ability to improve the NHS without further taxation and the choice to 

drop out of the system and purchase insurance. For males being single or a widow, as well 

as separated or divorced (hence, not being in a relationship) positively influenced the 

agreement median with controversial medical interventions. 

Unemployed males and females were happier with the services provided by the NHS. 

Females working full time were less satisfied with the politician’s management of public funds 

and agreed less with free health care for socially excluded social groups and unhealthy 

lifestyle driven diseases. 

Females working in the public sector had lower median responses when it came to 

their willingness to drop out of the NHs and go for private solutions, when compared with 

their private sector worker counterparts. 

Females who were current smokers agreed more with free health care for socially 

values groups and diseases perceived as guiltless. Both males and females with a chronic 

disease were more in favor free health care for socially excluded social groups and 

unhealthy lifestyle driven diseases. There is also visible difference between females who had 

lower years of school attendance with their more educated counterparts. Those with higher 

education levels showed more satisfaction with the NHS but at the same time greater 

acknowledgment of the taxation burden they are subject to. They were also more sensitive to 

the effects of social influences to individual health outcomes. On the other hand those with 

less years of formal education had more visible support rates for the free access of socially 

excluded groups to health care as well as the costless treatment of diseases connoted with ill 

behaviors. Females who have 12 years of school attendance or less were more prone to 

prefer private health insurance in comparison with ones with more education time. 
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Table 10: Socio demographic characteristics for females (n=782) with mean values and significant differences for Mann Whitney and Kruskal  
Wallis tests 
 

 
Age Marital Status Labor market status Work sector Smoke Habits 

Chronic 
disease 

 
<29 30-39 >40 Married 

Divorced 
or 

separated 
Civil Union 

Widow/ 
single 

Full 
time 

Part 
time 

Unemployed Other State 
State 

enterprise 
Self 

employed 
Private 

employee 
Other 

(s) 
Never Ex 

Current 
smoker 

Yes No 

A1 2.00 2.00 2.00 2.00 2.00 2.00 1.50 2.00 2.00 2.00 2.00* 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 

A2 3.00 3.00 3.00 3.00 3.00 3.00 2.00 3.00 3.50 4.00 3.00* 4.00 4.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A3 3.00 3.00 3.00 3.00 3.00 3.00 2.50 3.00 3.00 3.00 3.00 3.00 2.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A4 4.00 4.00 4.00 4.00 4.00 4.00 4.50 
4.00 

 
4.00 

 
4.00 

 
4.00 

** 
5.00 4.50 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00* 

A5 2.00 2.00 1.00 1.00 2.00 2.00 2.00 
1.00 

 
2.00 

 
2.00 

 
2.00 

** 
1.00 2.00 2.00 2.00 2.00 1.00 2.00 2.00 1.00 2.00* 

A6 3.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 

A7 3.00 3.00 3.00 3.00 3.00 3.00 2.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 2.50 3.00 3.00 3.00 3.00 3.00 

A8 3.00 2.00 2.00** 2.00 3.00 3.00 2.00 2.00 2.50 3.00 2.00 2.00 3.00 2.00 3.00 
2.00 

** 
2.00 2.00 2.00 2.00 2.00 

A9 3.00 3.00 3.00* 3.00 3.00 3.00 2.50 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A10 4.00 4.00 4.00** 4.00* 4.00* 4.00* 3.50* 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00* 

A11 4.00 3.00 3.00 3.00* 3.00* 3.00* 2.50* 3.00 3.00 3.00 3.00 3.00 3.00 4.00 4.00 
3.00 

** 
3.00 3.00 3.00 3.00 3.00 

A12 4.00 3.00 4.00 3.00* 4.00* 4.00* 4.00* 4.00 3.00 4.00 4.00* 4.00 4.00 4.00 4.00 4.00 4.00 4.00 3.00* 4.00 3.00 

A13 3.00 2.00 2.00** 2.00 2.00 3.00 2.50 2.00 2.00 2.00 3.00 2.00 2.00 2.00 3.00 2.00 2.00 2.00 2.00 2.00 2.00 

B -0.25 -0.12 -0.22 -0.21 -0.40 -0.04 0.41 -0.21 -0.31 -0.18 0.64 -0.31 -0.38 -0.11 -0.07 -0.47 -0.27 -0.19 0.32** -0.22 -0.15 

C 0.49 -0.07 0.08** 0.01 -0.26 0.13 0.23 
-0.14 

 
0.46 

 
0.22 

 
0.60 

** 
-0.15 -0.52 -0.02 0.07 0.39 

-0.07 
 

0.16 
 

0.05 
 

0.05 0.00* 

D 0.27 0.10 -0.19* -0.04 0.18 0.12 1.29 -0.04 0.23 0.08 0.19 -0.04 -0.45 0.02 0.06 -0.32 -0.06* 0.12* 0.30* 0.02 
-

0.01* 

E 0.34 0.02 -0.08 -0.05 0.29 -0.03 -0.62 -0.02 0.15 -0.01 0.42 -0.07 -0.23 0.16 0.04 -0.16 0.03 0.00 -0.04 -0.12 0.05 

 

*p<0.05  ** p<0.01 
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Table 11: Socio demographic characteristics for males (n=272) with mean values and significant differences for Mann Whitney and Kruskal 
Wallis tests 
 

 

 Age Marital Status Labor market status Work sector 
Smoking habits Chronic 

disease 

 

<29 30-39 >40 

Married 

Divorced 
or 

separate
d 

Civil 
Union 

Widow/ 
single 

Full 
time 

Part time unemployed 
Other 

(s) 
State 

State 
enterprise 

Self 
employed 

Private 
employee 

Never  Ex  
Current 
smoker 

Yes No 

A1 1.00 2.00 2.00 2.00 1.50 2.00 1.50 2.00 2.00 2.00 1.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 

A2 3.00 3.00 3.00 3.00 2.50 4.00 2.00 3.00 2.00 4.00 2.00* 4.00 2.50 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A3 3.00 3.00 3.00 3.00 3.00 4.00 3.50 3.00 2.00 3.00 3.50 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A4 4.00 5.00 5.00 5.00 4.00 5.00 4.50 5.00 5.00 5.00 4.00 5.00 5.00 5.00 5.00 5.00 5.00 5.00 5.00 5.00 

A5 1.00 1.00 1.00 1.00 2.00 1.00 1.00 1.00 1.00 1.00 1.50 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 

A6 1.00 4.00 4.00 4.00 2.50 4.00 5.00 4.00 2.00 4.00 4.50 4.00 4.00 4.00 4.00 4.00 4.00 4.00** 4.00 4.00 

A7 4.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 2.00 3.00 4.00 3.00 3.50 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A8 3.00 2.00 2.00 2.00 3.00 2.00 3.00 2.00 4.00 2.00 2.00 2.00 2.00 2.50 2.00 2.00 2.00 2.00 2.00 2.00 

A9 4.00 3.00 3.00 3.00 3.00 3.00 3.50 3.00 4.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A10 4.00 4.00 5.00* 4.00 4.00 4.00 4.00 4.00 5.00 4.00 4.00 4.00 4.50 5.00 4.00 4.00 4.00 4.00 4.00 4.00 

A11 4.00 3.00 3.00 3.00 4.00 3.00 4.00 3.00 3.00 3.00 4.50 3.00 4.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 

A12 4.00 4.00 4.00 4.00 3.50 4.00 3.00 4.00 5.00 4.00 3.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 

A13 3.00 2.00 2.00 2.00 3.00 2.00 3.00 2.00 2.00 2.00 3.00 2.00 2.00 2.00 2.00 2.00 2.00 3.00 2.00 2.00 

B 0.59 0.10 -0.11 -0.05 -0.29 0.62 0.07 -0.09 0.07 0.12 0.18 0.09 1.23 - 0.41 0.23 0.10 0.07 0.03 0.19 

C 0.88 -0.07 -0.17 -0.25 0.42 -0.07 0.61 0.13 0.30 -0.31 -0.17 -0.32 0.55 - 0.24 -0.34 0.17 -0.02 0.12 -0.34* 

D 
 

0.45 
 

0.42 
 

0.04* 
 

0.04 
 

0.89 
 

0.64 
 

0.96** 
0.42 -0.02 0.20 0.00 0.15 1.25 - 0.03 0.27 0.04 0.31 0.31 0.04* 

E 0.26 -0.52 -0.04 -0.28 -0.26 -0.10 -0.21 -0.56 -0.81 -0.21 -0.23 -0.27 -0.48 - -0.22 -0.14 -0.10 -0.37 -0.18 -0.31 

 

*p<0.05  ** p<0.01 
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Table 12: total monthly income and education level with mean values and significant differences for Mann Whitney and Kruskal Wallis tests for 
males (n=272) and females (n=782) 
 

 Females Males 

 Total monthly income Education level Total monthly income Education level 

 <500 
501-
1000 

1001-
1500 

1501-
2000 

2001-
2500 

2501-
3000 

>3000 <4 5-6 7-9 10-12 13-17 >17 <500 
501-
1000 

1001-
1501 

1501-
2000 

2001-
2500 

2501-
3000 

>3000 <4 5-6 7-9 10-12 13-17 >17 

A1 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 2.00 1.50 2.00 2.00 2.00 2.00 3.00 2.00 2.00 2.00 2.00 1.50 2.00 2.00 

A2 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00* 3.00* 3.00* 4.00* 3.00* 4.00* 3.50 3.00 3.00 3.00 3.00 4.00 3.50 3.00 3.00 3.00 4.00 4.00 3.50 

A3 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.50 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 2.00 3.00 2.50 

A4 4.00 4.00 4.00 4.00 5.00 5.00 
5.00 

** 
4.00 

 
4.00 

 
4.00 

 
4.00 

 
5.00 

 
5.00 

** 
4.00 4.00 5.00 5.00 5.00 5.00 5.00 4.00 5.00 5.00 5.00 5.00 5.00 

A5 
2.00 

 
2.00 1.00 2.00 1.00 1.00 

1.00 
** 

2.00 
 

2.00 
 

2.00 
 

1.00 
 

1.00 
 

1.00 
** 

1.50 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.50 

A6 4.00 4.00 4.00 4.00 4.00 4.00 4.00 
3.00 

 
4.00 

 
4.00 

 
4.00 

 
4.00 

 
4.00 

** 
4.00 4.00 4.00 4.00 4.00 4.00 5.00 4.00 4.00 4.00 4.00 4.00 3.00 

A7 3.00 3.00 3.00 3.00 2.00 3.00 2.00 3.00 3.00 3.00 3.00 3.00 3.00 3.50 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.50 3.00 2.50 

A8 2.50 3.00 2.00 2.00 2.00 2.00 3.00 3.00 3.00 2.00 2.00 2.00 2.00 2.50 2.00 2.00 2.00 2.00 2.50 2.00 3.00 2.00 2.00 2.00 2.00 2.50 

A9 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00 3.00* 3.50 3.00 3.00 3.00 3.00 2.00 3.00 3.00 3.00 3.00 3.00 2.00 4.00 

A10 
4.00 

 
4.00 

 
4.00 

 
4.00 

 
4.00 

 
4.00 

 
4.00 

** 
4.00 4.00 4.00 4.00 4.00 

4.00 
** 

4.00 4.00 4.00 4.00 4.00 5.00 5.00 4.00 4.00 4.00 4.00 5.00 5.00* 

A11 3.00 3.00 4.00 3.00 4.00 3.00 3.00 3.00 4.00 3.50 4.00 3.00 
3.00 

** 
3.00 3.00 3.00 3.00 3.00 3.00 2.50 4.00 3.00 3.00 2.00 3.00 2.00 

A12 4.00 4.00 3.00 3.00 3.00 4.00 4.00 4.00 3.00 4.00 4.00 3.00 4.00* 2.50 4.00 4.00 4.00 4.00 4.00 4.00* 4.00 4.00 4.00 4.00 4.00 4.00 

A13 2.00 3.00 3.00 2.00 2.00 2.00 2.00 3.00 3.00 2.00 2.00 2.00 
2.00 

** 
2.50 2.50 2.00 2.00 2.00 2.00 2.00 3.00 3.00 2.00 2.00 2.00 2.50 

B -0.01 -0.20 -0.25 -0.04 -0.45 -0.07 -0.34 -0.24 -0.20 -0.08 -0.14 -0.06 -0.58 0.07 0.11 0.39 -0.39 0.12 -0.56 0.06 0.16 0.16 0.13 0.84 -0.44 1.36 

C 
0.39 

 
0.46 

 
0.15 

 
-0.18 

 
-0.27 

 
-0.30 

 
-0.23 

** 
0.46 0.22 0.12 -0.14 -0.27 

-0.07 
** 

0.61 0.17 -0.25 -0.02 -0.49 -0.42 -0.65 0.00 0.11 -0.34 -0.20 -0.16 0.89 

D 0.30 0.10 -0.04 0.09 -0.10 -0.27 -0.12 -0.06 0.02 0.10 -0.29 0.02 -0.14 
0.96 

 
0.27 

 
0.08 

 
-0.07 

 
0.26 

 
-0.54 

 
0.95 

* 
0.07 0.23 0.09 0.48 0.48 -0.23 

E 0.50 0.06 0.03 0.05 -0.41 -0.24 -0.06 0.39 0.24 0.03 -0.01 -0.52 
-0.41 

** 
-0.21 -0.10 -0.31 0.03 -0.49 -0.75 -0.08 

0.18 
 

-0.39 
 

0.00 
 

-0.50 
 

-0.71 
 

-0.40 
** 

 

*p<0.05  ** p<0.01 
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Males with higher education were also more sensitive to the issue of the issue of the 

influence of external social factors on health outcomes and agreed more with the idea that 

the NHS can be improved with the taxes already paid. 

Females with higher income values, according to their median responses, were more 

conscious of the tax levels they had to pay, while those on the opposite situation (smaller 

monthly income) were less unsatisfied with the politician’s management skills and agreed 

more with the free delivery of health care for socially excluded social groups and unhealthy 

lifestyle driven diseases. Males with higher total monthly income were also more thoughtful 

to the issue of the issue of the influence of social factors on health outcome. 

 

As for the results without the sex division, total monthly income as shown similar 

effects as those who have already been pointed out (questions 14 and 17), and so did the 

smoking patterns (question 14) and education level (questions 4, 6, 14 and 17). Differences 

for males and female as groups showed that males are more aware of the taxation rates and 

less even less satisfied with the policeman’s management than females. The results form 

family allowance, private insurance and health subsystem are also similar to those who have 

been presented on Table 7. 
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Table 13: Socio demographic characteristics for the general sample (n=1054) 
 

 Sex Age Marital status Work sector Labor Market status Educational Level 

 F M <29 30-39 >40 Married 
Divorced 
separated 

Civil 
Union 

State 
State 

enterprise 
Self 

employed 
Private 

employee 
Full 
time 

Part 
time 

unemployed Other <4 5-6 7-9 
10-
12 

13-
17 

>17 

A1 2,00 2,00 2.00 2.00 2.00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 
2,00

* 
2,00 2,00 2,00 2,00 2,00 2,00 

A2 3,00 3,00 3.00 3.00 3.00 3,00 3,00 3,00 4,00 3,50 3,00 
3,00 

** 
3,00 3,00 4,00 

3,00
* 

3,00 3,00 3,00 4,00 3,00 
4,00

** 

A3 3,00 
3,00 

* 
3.00 3.00 3.00 3,00 3,00 3,00 3,00 3,00 3,00 3,00* 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 

2,50
* 

A4 4,00 
5,00 

** 
4.00 4.00 

5.00 
** 

5,00 4,00 4,00* 5,00 5,00 4,00 4,00 5,00 4,00 4,00 
4,00

** 
4,00 4,00 4,00 4,00 5,00 

5,00
* 

A5 2,00 
1,00 

** 
2.00 1.00 1.00 1,00 2,00 1,00 1,00 1,00 1,00 1,00 1,00 2,00 1,00 

2,00
** 

2,00 1,00 1,00 1,00 1,00 1,00 

A6 4,00 4,00 3.00 4.00 4.00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 
4,00

* 

A7 3,00 3,00 3.00 3.00 3.00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 

A8 2,00 2,00 3.00 2.00 
2.00*

* 
2,00 3,00 3,00 2,00 2,00 2,00 2,00 2,00 3,00 2,00 2,00 3,00 2,00 2,00 2,00 2,00 2,00 

A9 3,00 3,00 3.00 3.00 3.00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 

A10 4,00 
4,00 

** 
4.00 4.00 4.00 4,00 4,00 4,00** 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 

4,00
* 

A11 3,00 3,00 4.00 3.00 3.00* 3,00 3,00 3,00 3,00 3,00 3,00 3,00** 3,00 3,00 3,00 3,00 4,00 3,00 3,00 3,00 3,00 
2,00

* 

A12 4,00 
4,00 

** 
4.00 4.00 4.00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 3,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 4,00 

A13 2,00 2,00 3.00 2.00 
2.00*

* 
2,00 2,00 3,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 3,00 3,00 3,00 2,00 2,00 2,00 

2,00
* 

B -0,21 0,11 
-
0.20 

-0.08 -0.21 -0,14 -0,40 0,36* 
-

0,22 
-0,36 0,00 0,07 -0,09 

-
0,26 

0,12 0,64 
-

0,22 
-

0,02 
0,05 

-
0,11 

-
0,08 

-
0,31 

C 0,03 -0,08 0.51 -0.07 0.03 -0,02 -0,22 0,04 
-

0,05 
-0,42 -0,02 -0,04 -0,17 0,46 0,23 

0,69
** 

0,36 0,21 
-

0,05 
-

0,14 
-

0,29 
0,10

** 

D 0,01 0,12 0.29 0.12 
-
0.13
** 

0,01 0,29 0,30* 0,01 -0,45 0,13 0,01 0,04 0,43 0,05 0,04 0,01 0,07 0,10 
-

0,03 
0,07 

-
0,14 

E 0,01 -0,23 0.26 -0.09 -0.02 -0,15 0,21 -0,07 
-

0,07 
-0,62 -0,05 0,00 -0,09 0,15 -0,13 

0,38
** 

0,39 0,02 0,03 
-

0,03 
-

0,55 

-
0,41

** 
 

*p<0.05  ** p<0.01 
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Table 14: Income and health related characteristics for the general sample (n=1054) 
 

 Total monthly income 
Family 

Allowance 
Private 

insurance 
Health ystem Smoking habits Chronic disease 

 <500 
501-
1000 

1001-
1501 

1501-
2000 

2001-
2500 

2501-
3000 

>3000 No Yes No Yes No Yes Never Ex Current No Yes 

A1 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2,00 2.00 2.00 2.00* 3.00 3.00 

A2 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00** 3,00 3,00 3,00 3,00** 3.00 3.00 3.00 5.00 4.00 

A3 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00** 3,00 3,00** 3.00 3.00 3.00 1.00 2.00 

A4 4,00 4,00 4,00 5,00 5,00 5,00 5,00** 4,00 5,00** 4,00 5,00** 4,00 5,00** 4.00 5.00 4.00 4.00 4.00* 

A5 2,00 2,00 1,00 1,00 1,00 1,00 1,00** 1,00 1,00** 1,00 1,00 1,00 1,00 1.00 1.00 1.00** 3.00 3.00* 

A6 4,00 4,00 4,00 4,00 4,00 4,00 4,00** 4,00 4,00* 4,00 4,00 4,00 4,00** 4.00 4.00 4.00 2.00 2.00 

A7 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00* 3,00 3,00 3,00 3,00 3.00 3.00 3.00 3.00 3.00 

A8 2,50 3,00 2,00 2,00 2,00 2,00 3,00 2,00 3,00 2,00 2,00** 2,00 3,00 2.00 2.00 2.00 4.00 4.00 

A9 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3.00 3.00 3.00 3.00 3.00 

A10 4,00 4,00 4,00 4,00 4,00 4,00 4,00** 4,00 4,00** 4,00 4,00 4,00 4,00** 4.00 4.00 4.00 4.00 4.00** 

A11 3,00 3,00 3,00 3,00 3,00 3,00 3,00 3,00 4,00 3,00 3,00* 3,00 4,00** 3.00 3.00 3.00 2.00 2.00 

A12 4,00 4,00 4,00 3,00 4,00 4,00 4,00 4,00 4,00** 4,00 4,00 4,00 4,00 4.00 4.00 4.00 -0.18 -0.01 

A13 2,00 3,00 3,00 2,00 2,00 2,00 2,00** 2,00 2,00 2,00 2,00 2,00 2,00 2.00 2.00 2.00 0.06 -0.07 

B -0,01 -0,07 -0,02 -0,12 -0,06 -0,07 -0,34 -0,08 -0,08** 
-

0,01 
-0,22 -0,08 -0,08 -0.22 -0.08 0.11 0.07 0.01 

C 0,43 0,36 0,11 -0,13 -0,37 -0,42 -0,41** 0,05 -0,26 0,03 -0,15** 0,05 -0,26 -0.09 0.16 0.02** -0.13 0.03 

D 0,30 0,10 0,03 0,02 0,06 -0,18 0,33 0,07 0,03 0,05 0,01 0,07 0,03* 0.01 0.05 0.30 3.00 3.00 

E 0,50 0,04 -0,04 0,01 -0,41 -0,31 0,01** -0,05 -0,17 
-

0,05 
-0,04 -0,05 -0,17 0.01 -0.04 -0.28 5.00 4.00 

 

*p<0.05  ** p<0.01 
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Components B,C, D and E were are the part of questionnaire which intended to 

assess prioritization levels and blame attributions, and their factor loadings present 

interesting information on that topic. Looking at Table 15 especially on question C it is 

important to note that substance (alcohol, tobacco or drugs) consumers have the most 

weight in this category. 

Table 15: Factorial analysis: principal components  

 Item B C D E Communalities 

The unemployed 0,459 0,267 0,091 -0,143 0,661 

Low income individuals 0,532 0,245 0,032 -0,068 0,723 

Children 0,715 -0,023 0,063 0,105 0,752 

Elderly persons 0,658 0,124 -0,006 0,169 0,649 

Children and elderly with low income 0,703 0,009 -0,01 -0,022 0,650 

Undocumented immigrants -0,01 0,645 0,075 -0,017 0,535 

People with mental/physical disabilities 0,724 0,011 -0,037 0,083 0,626 

Alcohol. Tobacco and people who use drugs 0,1 0,705 0,059 0,054 0,764 

Ex alcohol, tobacco and people who use drugs 0,14 0,722 -0,01 0,047 0,734 

Homeless 0,499 0,275 0,039 -0,191 0,522 

People who have never contributed to social 
security*funds 

-0,03 0,534 0,007 0,003 0,572 

People with unhealthy lifestyles, that because of that, 
fall ill should pay the full price of their medical bills 

-0,125 -0,149 -0,131 0,111 0,464 

Lifestyles determine health outcomes 0,124 -0,148 -0,196 -0,176 0,597 

People are responsible for the maintenance of their 
health 

0,131 -0,097 -0,118 0,016 0,564 

Economic conditions don’t influence health outcomes 0,028 -0,035 -0,074 0,773 0,618 

The place of residence doesn’t influence health 
outcomes 

0,129 -0,034 -0,038 0,82 0,719 

Professional occupations don’t influence health 
outcomes 

-0,04 0,083 0,041 0,764 0,599 

I favor free: anti-tobacco drugs and treatments 0,152 0,639 0,102 -0,007 0,563 

Bariatric surgery 0,365 0,459 0,123 0,044 0,545 

Home based care for chronic and low mobility patients 0,706 0,076 0,045 0,029 0,634 

Weight loss drugs 0,12 0,585 0,018 -0,084 0,681 

Drugs/treatments for chronic patients 0,756 0,058 -0,026 -0,002 0,758 

Drugs/treatments for oncology patients 0,713 -0,046 0,028 -0,074 0,725 

Plastic surgery (with cosmetic intents) -0,018 0,59 0,062 0,057 0,626 

I favor the existence of: rooms for the safe 
consumption of drugs  

0,04 0,048 0,689 -0,047 0,797 

Rooms for the safe consumption of drugs funded by 
the NHS 

0,005 0,29 0,688 -0,011 0,825 

Abortions 0,05 -0,103 0,793 -0,009 0,857 

Abortions funded by the NHS 0,091 0,027 0,802 0 0,844 

% of variance explained 16.316 12.200 8.548 7.254 - 

Cronbach alpha 0.865 0.793 0.752 0.714 - 

 

These groups had the lowest agreement rates when asked about their free access to 

the NHS (31.1% disagreed). On the other hand Children and elderly with low income, chronic 

and oncologic patients, people with disabilities and children got opposite valuations (46.6%, 

59.8%, 31.85 and 36.6% respectively, completely agreed) and had a higher weight in 

question 14, pointing out need and low income as pre requisites for free health care access 

eligibility, and unhealthy behaviors as hindrances for the matter. 
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           DISCUSSION 

DATA COLLECTION INSTRUMENT 
 

The WIPAHC questionnaire attempts to determine if subjects are willing to pay for 

health care, based in a five item concordance Likert scale that ranges from “Completely 

disagree” to “Completely agree”. As Gob, McCollin et al. (2007) put it: 

“The value judgments may concern the individual’s reflections of reality or the 

individual’s psychic dispositions as feelings, wants, desires and conative dispositions. The 

individual is invited to define his attitude towards each statement by choosing among a 

number of r grades (scores, degrees) on the r-grade Likert scale. Most popular are five-grade 

and seven-grade Likert scales. The grades (scores, degrees) 1 ,... ,r are ordered in 

ascending order of agreement or approval of the individual with respect to the value 

statement.” (pp.605) 

This project follows this traditional input of item scale, organized in ascending order 

and providing a neutral standpoint. The odd number of options was purposely chosen in 

order to give individuals a neutral response, for the questions they might find more sensitive, 

or have no opinion on. Nevertheless there is an ongoing debate about the number of items 

and the placement of those items in Likert scales. A good number of studies seem to suggest 

that the optimal number of point for a Likert scale ranges from 7 to 11 points (0 to 10 ratings) 

(Rasmussen 1989; Green, Akey et al. 1997; Cummins 2000; Leung 2011), implying that 

there are greater advantages in higher response options.  

“If the number of responses were to be established democratically, seven would 

probably be selected; seven is the modal number of response alternatives (…) however, 

others suggest that as few as two or three alternatives may be appropriate for some 

circumstances. (…) the optimal number can be as high as 25, and one information theorist 

(Garner, 1960, p.352) found that information transmission increased up to 20 response 

alternatives (the largest number tested)” (Cox, 1980, p. 407)  

The number of points used in the scale has some degree in influencing response, 

since the increase in options tends to decrease the levels of extreme choices and 

augmenting the variance for the item’s total answer rate. This can be an advantage to those 

who want to perform complex statistical analysis on the data, mainly correlations and 

regressions. Still, the difference between 7 and 5 point scales can be quite similar and 

produce somewhat equal results in terms of comparability. (Dawes 2002; Dawes 2008; 

Leung 2011) Hence there are some obvious advantages in higher scale option items when it 

comes to data variability, tough there they might not be advantageous to a research like the 

one presented in this study, mainly due to the objectives it proposed itself to reach as well as 

the sample characteristics. While variability is a very important attribute for statistical 
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analysis, it can be confusing when applied to the context of decision making. In other words, 

what is trying to be answered is if people are willing or not to pay for public funded health 

care, for themselves as well as for risk groups. So, while respondents were not coerced 

towards extreme choices, they were still compelled to take a stand and pin point their 

opinions more clearly. More items would probably disperse the answers, especially in 

controversial topics. Notwithstanding they were given middle points and neutral options as it 

has been pointed before. There is a level of choice given to the investigator since this topic 

isn’t yet fully unanimous; the instrument design must ponder between the objectives of the 

project and the population it aims to study. (Bernstein 2005) Even tough at this phase the 

survey was only applied to the parents of the Generation XXI cohort it would be applied, 

latter on to the EpiPorto cohort. The EpiPorto project has specific characteristics that need to 

be addressed: it is composed by and an older cohort that ranged from very educated 

individuals to others with poor literacy levels – implied that the survey had to be designed in 

order to be of simple comprehension and simple filling. In that sense, extended scales could 

undermine the response capability of individuals with lower literacy skills. The reduction of 

options as well as the simplification of the scale as a whole is very useful for this type of 

respondents (Chachamovich, Fleck et al. 2009). The questionnaire applied to both samples 

should be similar in order to be comparable in future studies.  

Furthermore there is the time issue. Individuals weren’t forced to answer in a specific 

time window, but that they themselves have gone through a long process of evaluation that 

usually culminates in the filling of self-applied surveys which brings up the question of 

tiredness and interference of the study with the daily routine of the individual.  

“Different scales may be best suited to different purposes. Circumstances may, for 

example, require respondents to use a rating scale under conditions of time pressure, and in 

such cases it may be necessary, in order to prevent the respondents from becoming 

frustrated and demotivated, to use five-point or even three-point scales, because our findings 

show that these scales are likely to be perceived by the respondents as relatively quick and 

easy to use” (Prestona and Colman 2000 pp.15).  

The usage of a middle point/neutral point is also a debatable question. Those who 

stand an even number of options in a scale, do so because there respondents are forced to 

express an opinion, whether they have one or not (Garland 1991) The middle point is often 

seen as a sign of hesitation, especially when it comes to political opinion, which reflects the 

respondent’s view on the subject. As it has been addressed in previous chapters, the 

Portuguese have a week relationship with their political institutions and representatives, 

something that could translate in higher middle point answers.(Raaijmakers, Hoof et al. 

2000) Nevertheless, the current context of social reaction to the economic crisis and its 

protagonists might fuel the respondent’s desire to choose a more decisive standpoint when it 
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comes to their willingness to pay for health care. Furthermore, the 5 point Likert scale used in 

this study followed the typical design: from negative to positive ratings, from 1 to 5; 

increasing rank meaning equally increasing agreement. People seem to respond more 

positively to this arrangement than to the reversed option (Weijters, Cabooter et al. 2010).  

The designation used in the middle point also needs to be addressed. There is a 

different between “don’t know” and “don’t care”, as well as “neutral” and “indecisive” as some 

authors like to point out. The psycho linguistic differences might lead to different connotations 

of the middle point label, that don’t always match the researcher’s expectations. (Linacre 

2002) Still, for Armstrong (1897) the semantic differences in these labels originate negligible 

differences when their results are compared. Maybe more interesting that this is the issue of 

middle points as pivots for more extreme opinions, as Linacre (2002) puts it: “A 

consideration, when combining or omitting categories, is that the rating scale may have a 

substantive pivot-point, the point at which the substantive meaning of the ratings is 

dichotomized. The scale in this project has a highly political subtract, and so, this type of 

reasoning was considered before making any assumptions. This is especially true due to the 

Portuguese’s general detachment from political issues and civil movements. The main 

features of the survey can be seen below; groups 1 and 2 are introduction questions, while 

group 3 is the scale itself – were the attempt to measure willingness to pay for health care is 

made. 

The questions presented were based on theoretical assumptions collected from other 

empirical studies which worked as guidelines for their design. Throwing back to the methods 

chapter, the scale was divided in 5 different, but interconnected, subjects that go as follows: 

 1) Public and private expenditure on health care and resource allocation 

preferences: public or private health care? The NHS is complemented (and sometimes 

overlapped) by a number of subsystems that cater to specific groups of the populations, 

mainly public servants. 25% of the population is covered by this scheme that offers the 

option to resort to private health providers at the expense of the state. And, even though 

these workers pay an extra fee directly from their salary to support this (1.5% in the case of 

public servants), subsystems are seen as a form of inequality in health care access, clearly 

benefiting those who are within its scope. (OPSS 2003; Oliveira and Pinto 2005) And Private 

health insurance in Portugal is still a fairly new reality, but an ever-growing one. The number 

of individuals covered by this type of health system as risen steadily in the past decades, but 

it is still mostly connected with a work contract or with young, healthy and literate individuals 

– those with less risk of falling ill, and therefore, benefit the least. Access to medical 

specialties not covered by the NHS, as well as a general dissatisfaction with the public 

system are among the reasons that make people choose to opt out (or top up/complement) 

what they already get from the state. (Ramos and Silva ; Cullis and Jones 1985; Besley, Hall 
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et al. 1999; Giraldes 2003; Price, Boswell et al. 2006; Thomson and Dixon 2006; APS 2009; 

Eira 2010) 

This adds up to further dissatisfaction, but now regarding state’s management of 

public funds, and distrust their political representatives, but at the same time show high 

levels of compliance with the intervention of the state when it comes to ameliorate 

inequalities and provide free and quality services for all. The vast majority of the population 

relies on the NHS and only a small proportion takes on voluntary private health insurance. 

NHS contributions are mandatory, but how would the individuals react to the possibility of 

opting out the NHS and deciding how to address the risks of illness by themselves? (Cabral 

1995; Besley, Hall et al. 1999; Price, Boswell et al. 2006; Deloitte 2011) 

 2) Who should benefit from free public health care (social groups)? Children, the 

elderly and the disabled are usually perceived as guiltless for their condition and therefore, 

seen as the most deserving of free health care. funding (Dolan et all, (1999) in    Mortimer 

2005; Taylor-Gooby and Martin 2010; Mason, Baker et al. 2011)  Other groups who might be 

considered responsible for their own illness – due to a life of excess and unhealthy/addictive 

behaviors – like people who use drugs, tobacco smokers and heavy drinkers are given the 

exact opposite treatment, The question is whether or not these individuals deserve medical 

aid relates more with stereotyping processes rather than with medical need.  (Hinze, Webster 

et al. ; Valentim 1997; Room 2001; Feijão and Lavado 2003; Gomes 2006; Bayer 2008; Bell, 

Salmon et al. 2010; Berry 2013).  Marginalized groups such as low income individuals, illegal 

immigrants, the homeless and those who never contributed to social security schemes are 

usually down prioritized due to their lack of previous/regular tax payments, and might be 

perceived as free loaders in consequence. (Horta and Carvalho 2007; Leão 2007; Goldale 

and Okuyemi 2012; Sargent 2012; Viladrich 2012; Willen 2012)Finally the unemployed have 

a particular context: in most of Europe they can be aggregated in the previous group, but in 

Portugal, due to the high levels of unemployment, they are seen with more complacency – 

most are in that situation involuntarily. (Lin, Shah et al. 1995; Oorschot 2006) 

 3)  Social context or the individual: who is to blame for illness? According to the 

neo liberal agenda individual behavior is the main determinant in its own life and by 

extension its own health.  The shift from social responsibility to individual responsibility 

acquits the State from a large share of the burden of keeping the population healthy by 

transferring blame from social contexts to personal flaws. It’s up to the individual to assume 

an healthy lifestyle and avoid disease, an idea which taken to extremes fails to see 

inequalities in access to both health literally and the means to prosecute healthy lifestyles 

(Marmot and Wilkinson 1999) 

 4) Medical interventions prioritization: Literature points out that, individuals 

prioritize interventions that are urgent and lifesaving, as well as those who can be offered 
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with the least costs and to the largest amount of patients possible. But often this criterion is 

overpowered by moral assumptions regarding the origin of determined diseases, especially 

when they are connected with addictive behaviors and unhealthy lifestyles. There is a down 

prioritization of diseases whose patients are seen as undeserving (egg: lung cancer and 

smokers), in favor to those whose patients are perceived as guiltless (egg: women and 

breast cancer)  (RyynÌnen, Myllykangas et al. 1998; Best 2010) 

 5) Controversial health interventions: Modern day Portugal offers medical aid to 

people who use drugs and to women who wish to terminate their pregnancies. In both cases 

these are funded with tax payer money, and even though they are supported by a large 

sector of the public opinion (abortion was recently institutionalized after a referendum) these 

interventions are still subject to high levels of stigmatization due to the stereotypes attached 

to the groups who benefit from them. Abortion struggles between the moral dilemmas of the 

mother’s control over her own body and the acknowledgement of the unborn baby as a 

human being. As it would be expected there is a high influence of traditionalist and religious 

spheres, which clash head to head with newer ways of thought that put the women’s 

decision-making as the top priority. The state plays a decisive role in this subject, moderating 

what society believes should be enforced by law, as well as providing the tools to achieve 

such goals.(Kaur 1974; Faúndes and Hardy 1997; Manuel and Tollefsen 2008; Hussey 2010; 

Prata 2010). On the other hand, when we speak of medical aid to people who use drugs, we 

are explicitly referring risk reduction measures, specifically shooter rooms or rooms for the 

safe consumption of drugs, were individuals are provided with a safe environment to 

consume psychotropic substances. While in some European countries like Switzerland and 

Finland this is already a reality, the Portuguese cultural context still poses some hindrances 

to the application of such programs. Ideological point of views that regard rooms for the safe 

consumption of drugs as a permissive approach to drug addiction - as a form of giving up by 

the part of society and its institutions - is one of them. Furthermore these interventions are 

justified mainly as a public health demands as well as by being an attempt to control the 

adverse influence of drug addiction in social harmony, rather than a form of respect for the 

user’s integrity and humanity. Regardless, there some political have been done in order to 

turn shooting rooms in to a reality – in 2008 the parliament as allowed such equipments to 

exist under the scope of the law; but in reality they still haven’t been put to practice because 

the different districts still argue about their utility and feasibility. On top of this situation is the 

current economic crisis that clearly undermines most projects that heavily rely on public 

funds. Hence, this discussion depends both on the moral implications of drug abuse and the 

lack of recourses to fund health care in general, let alone health care specifically directed 

towards stigmatized groups.(Fernandes, Pinto et al. 2006; Barbosa 2009; Fernandes 2009)  

In a sense, this question is an extreme case of testing if whether or not individuals are willing 
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to pay for everybody’s health, as well as assessing if they are truly on board with this 

seemingly progressive attitude towards health care. 

DATA COLLECTION: FINAL CONSIDERATIONS 
 

As it has been stated before, this study is majorly based on the information collected 

among the participants on the Generation XXI project, through self-applied questionnaires. 

While the issue of privacy and researcher constraint on the answers is negligible, there is 

also loss of information when it comes to the individuals’ inner social representations and 

symbolic matrixes when it comes to the subject. By funneling the answers in molded rigid 

categories, some interesting opinions go unheard, but some wider conclusions can be taken 

due to the sheer power of numbers and statistical analysis applied to a sizable (1133 

individuals) sample. This was a methodological choice made at the beginning of this study, 

and that shaped most of the decision making latter on in terms of the techniques and 

instruments applied to collect and analyze data. 

That being said, the participants were continuously followed by an interviewer or 

fellow researcher during the whole process of evaluation, including during the self-applied 

survey phase. This monitoring was translated on doubt solving on the objectives and 

meaning of the questions, as well as the gathering of opinions of the topic presented – as 

well as on the survey itself. Through the four months of the data gathering phase, some 

informal qualitative information was compiled in order to get a more comprehensive picture 

about the survey and those who were in contact with it. For the most part there seemed to be 

no doubts about its contents, with the exemption of some older respondents who needed 

some clarification on specific questions. Still it is important to keep in mind that this is a topic 

highly connoted with political affiliations, and because of that, very prone to debate. 

Interestingly enough, some participants took the time to vocally express their disenchantment 

with the reigning political elite with the most prominent expressions being “thieves” and 

“liars”. This was an occurrence common enough to deserve a mention on this section. 

The most common complaint about the survey structure – while there weren’t many, 

the ones that arisen mostly focused on this topic – regarded the issue of income. In other 

words, some respondents were not influenced by social category, type of disease or 

stereotype to be more or less favorable to free health care, but on the income level of 

individuals. Some participants wrote down small comments in the margins of the survey, 

while others were expressed their disagreement with the subject directly with the researcher: 

“I don’t care if it’s a kid, an old person or even a handicapped one! If you are rich you 

should pay yourself” (Female respondent, age 40) 

“I’m not sure how to respond to this…I don’t agree with neither one. You should focus 

on income. I’m leaving it blank” (Female respondent, age 64)  
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This is a good possible explanation for the number of missing values and neutral 

responses in the final results. While in some cases there was simply an oversight by the part 

of the respondent, in others it can be interpreted as an act of disagreement with the 

formulation of the questions on the survey. And for others it was a simple case of not having 

an opinion, due to the social detachment from that specific reality. This was visible in the 

cases of abortions and free health care for individuals with addictive behaviors. 

“Well, it’s not by business is it? (…) They know what they are doing” – referring to 

abortion (Female respondent) 

Although no formal analysis was made on these qualitative notes, they are very 

important when interpreting the results of this study: lack of political (politicians and the State 

itself) trust and general unwillingness to pay more taxes, as it will be addressed in following 

chapters. 

On a side note, on the questionnaire participants were also given a space if they 

wanted to specify the reason for choosing private health care (that wasn’t stated on the list). 

A few of them did, and the most common answers were, as expected, the perceived agility of 

the private sector over the public one: “quick attention in case of emergency”, “quick 

attention”, “quickness when it’s necessary to do something”. There was also the case of 

individuals stating the importance of having freedom of choice and the right to a second 

opinion 

RESULTS DISCUSSION  
 

In synthesis, there are two major trends showed by the empirical data from the 

Willingness to pay for Health care Questionnaire: 

1) Poverty indicators have a positive influence on the agreement rates on the 

notion of free universal health care (for all groups and all diseases in 

analysis). 

2) Individuals who live outside the direct scope of action of the State (no 

direct transfers, having other options outside the NHS and not being public 

servants) have a higher preference for private health care services. For 

respondents with stronger bonds with the state the opposite is true. 

These conclusions alone are a good indicator that people’s health care preferences 

and opinions are mostly related to their sphere of action: those who cannot afford to go 

outside public health services believe in their costless delivery, those who can widen their 

range of choice and go for private health care providers.      

 And while the association between the variables presented and the questions on the 

Willingness to Pay for Health care survey aren’t completely linear they show clear signs of 

rational decision making and economic related choices. Different locations on the socio 
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economic hierarchy lead to a different set of perks and responsibilities that are among the 

factors that influence welfare viewpoints.  

              RATIONAL DECISION MAKING 
 

In a literal approach to the subject, it is very difficult to pin point whether the 

respondents were inclined to pay for health care or not. Generally, the increase in taxation 

was frowned upon, but the betterment and the quality of the services provided by the NHS 

was valued. Tracing back to 1999’s World Values Survey results were similar: an ambiguous 

position that encompasses the adherence to solidarity but inconclusive positioning when it 

came to the role of the state in the amelioration of poverty, as well as on the causes of 

poverty themselves. These mixed results, plus the acknowledgment of the high number of 

neutral responses and the ever growing role of the private sector, suggest that while 

individuals agree with the existence of free health care, they are not particularly enticed by 

the idea of paying for it. As Weber (1947) puts it, when addressing the issue of rationality in 

social and economic exchanges: “The presence of a ‘technical question’ always means that 

there is some doubt over the choice of the most efficient means to an end. Among others, 

the standard of efficiency for a technique may be the famous principle of ‘least action’, the 

achievement of the optimum result with the least expenditure of resources, not the 

achievement of a result regardless of its quality, with the absolute minimum of expenditure” 

(pp.161) In that sense, respondents are only trying to maximize their potential gains in health 

care, while tending their own finances.  

One’s budgetary restraints or freedoms deeply influence it’s perception of public 

services, especially if it is are given the chance to opt out of it. By chance it is meant having 

the cultural and economic resources to practice its consumer’s basic right: choice. But, as it 

was already discussed in the Crisis and Change chapter, the issue of choice isn’t always as 

neutral as it seems, often being linked with both health literacy inequalities that translate 

broader social injustice – hindering poor individuals in the interpretation of medical and 

economical (understating the real pros and cons in the purchase of private insurance, for 

example) discourse – as well as with an glossed over individual accountability attempt with 

the retreat of the state from such affairs.  

“The postmodern consumer is expected to be a sophisticated interpreter of codes so 

as to able to discriminate between alternatives, while at the same time identifying with 

chosen commodities in order to articulate with a particular persona. In postmodern cultures 

consumption is conceptualized as a form of role – playing, as consumers seek to project 

conceptions of identity that are  continually evolving” (Crane 2000) 

In that sense, there was reason to argue that individual’s with lower education and 

income levels should be unwilling to leave public based due to a very simple reason:  they 
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couldn’t afford it – it is the NHS or nothing at all. But interestingly enough, respondents with 

more positive socio economic indicators, in this case, high education levels were happier and 

more willing to contribute to public health care schemes. Cabral (1995) argued that the 

reason behind this behavior is that they are less satisfied with the services provided and 

wanted to improve them.  

Furthermore, these results have inarguably significant political connotations – both in 

its formal (of institutionalized parties and politicians) and informal term (of each individual’s 

ideal society project).  This is very visible on a certain socialist way of perceiving health care 

– high levels of agreement for its existence and gratuity, with some exceptions – and in the 

levels of neutrality seen is most questions. Respondents seemed to be fairly undecided both 

on NHS related topics (contributions, quality, etc) and other, more controversial ones. 

Accepting that the majority of neutrality answers are in fact due to a neutral positioning (and 

not the factors noted on the Data recollection: Final Considerations chapter) the hypothesis 

of a broader neutral political attitude must not be discarded. This, in addition to a widespread 

socialist approach that can be seen in the defense of free public services. In that sense a 

short exposition on the evolution of the Portuguese’s place in the decision making for their 

own country needs to be undertaken in order to give a historical perspective on the results of 

this project. 

POLITICAL PARTICIPATION 
 

The theme of the high rates of neutral responses and low levels of trust in the political 

system are one of the most sticking features to come out of the Willingness to pay for Health 

Care survey, which can’t be properly explained without addressing the issue of political 

participation. 

 Democracy inaugurated the broader concept of citizenry, expanding it to the general 

population. As soon as an individual reaches 18 years old, as it is in most of the western 

world, he is  granted with an array of political rights, that go from voting ability, as well as 

petition signing and the right to public association, among others. After a certain age he/she 

can also be elected for public office.  The right to go on strike as to publicly object 

government decisions is also recognized and valued in the Constitutions written in the 

democratic period. Individuals are free to have an opinion, despite how detrimental towards 

the ruling power. Political and opinion crimes were abolished. Nevertheless, while the scope 

of intervention of the individual on the State was widened, its participation in local and 

traditional settings diminished visibly. Especially after the period of democratic normalization, 

the level of political engagement in effective terms decreased: less local associations, less 

syndical participation, less strikes (Barreto 2002). One could argue that this decrease shows 

the population’s lack of interest in democracy and politics, supported by high abstention 
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numbers, for example, and by pointing out the vote as the main method of participation. 

Voter abstention in Portugal, is not particularly striking in the context of its geographic and 

cultural partners (like Spain, for example, who has the highest rates), with 24% average 

(between 1976 and 1995). But these are somewhat old pieces of data. Nowadays, according 

to statistical organizations such as Pordata and INE (National Statistics Institute) in the latest 

2009 local elections this percentage soared to 41.1% and 63% for the European Parliament. 

Nevertheless these results cannot be analyzed straightforwardly, without leaning on 

its possible causes. For starters it’s important to state that abstention can have a number of 

different interpretations. According to Memmi (1985, p.349) there are 4 categories of 

meaning in this matter: passive or sociological abstention (when socio cultural and 

geographic barriers like age and distance from voting areas, keep individuals from political 

decision making), active participation (when the individual takes on an active position 

towards politics, by voting and participating in other public governance affairs), passive 

participation (where citizens vote mostly because it’s an “obligation” but have no interest in 

politics whatsoever) and active or ideological abstention (were the act of not voting means 

that there is no alignment with none of the political parties at the moment; it acts as a form of 

admonishment towards the ruling elite). The changes in Portuguese society referred above - 

normalization of the democratic regime, decrease in political confrontation - joined by 

urbanization when it comes to lifestyles, increased levels of literacy and demographic aging 

are among the factors that actively influence voting patterns.  

Still a major part of voting behaviors can be explained by the socialization process 

and educational levels. The latter because it provides the individuals with the tools to decode 

and act upon the system, rendering them capable of active political participation. And the first 

one because the membership on a specific professional group or trade union may even 

counteract on the effect of low levels of education by shaping the individual’s actions towards 

a more assertive attitude in the defense of their rights. This proved to be true in Portugal, 

were people with less socio economic and educational resources still had higher levels of 

participation: areas with the predominance of “blue collar” occupations and even rural 

demographically aged locations. Hence, the integration in union trade organizations, and 

most importantly, in the world of paid labor have a positive influence in the decrease of 

abstentions behavior. The phenomena of increasing rates of unemployment, on the other 

hand has a negative action on the topic (Freire 2000). This brings to attention the importance 

of the inclusion in the world of paid labor and its recognition as a major shaping force of 

attitudes and opinions.  

As it has already been addressed, state employees are generally happier with the 

services provided by the NHS, while private sector workers are more prone to affirm that 

private health providers have batter quality than public ones. Hence job related 
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characteristics influence willingness to pay for health care in the sense that they impact the 

individuals’ perception on state action. Public servants have been, until very recently, granted 

with a number of benefits regarding job security, income bonuses and access to a health 

subsystem based on private health services financed by the state. These workers have 

access to private health assistance with NHS prices, which is deemed by some as a form of 

inequality (Giraldes 2002; Furtado and Pereira 2010) that needs to be addressed. In that 

sense inequality can be seen as a cause for the depreciation showed by private workers 

towards the NHS and state monetary management.  

On another topic, politics and especially politicians, as it has been stated, have mostly 

negative perception ratings, pointing out a great level of disappointment towards this social 

group. Individuals with high income and high education, according to the data from this 

project, were especially displeased. The taxation issue is also fairly consensual: increasing 

the levels of taxation is an unwanted scenario. But this attitude in nothing but natural when 

put in context of the current events of the country. Austerity policies wage and pension cuts 

have been added to rise in the amount of taxes paid by workers and consumers.  

Still the respondents point out that public investment in the betterment of health 

services is a good thing. It is interesting to note that liberal and socialist positions are mostly 

balanced. Extreme differences in results appear in the “I pay too many taxes” question and 

the “My money is being well invested by politicians” were 9.9% of individuals disagree. These 

results must always be read in the light of the current financial crisis and austerity policies 

that reduce both the purchasing power and services provided to individuals and families, as 

well as severely increasing the levels of mandatory contributions to the common risk pool. In 

a sense these results translate a discrepancy between what individuals are willing to 

contribute and the expectations they have for the services provided by the state. This being 

said 94% of respondents argued that they believe improvements can be made in the 

Portuguese NHS using the funds already available, in other words, without raising taxes. 

One plausible interpretation is that there is a general perception that while money is 

available, it is not being put to good use by the political elite. Let’s call a spade, a spade: the 

issue here is corruption. This seems to be an especially prominent problem in southern 

democracies, and even more so in those like Portugal that besides being very young - in 

comparison with their western European counterparts - also take on a peripheral role in 

today’s globalized economy. Lower educational levels along with other development 

indicators should also be taken into account in this matter. While some aspects like the low 

levels of violence, the existence of a state of Law, and a fairly stable democracy, Portugal 

still has one of the highest perceived corruption indicators, underlying the particular 

relevance of the subject on public administration affairs(Castro 2008). Maia (2008) refers the 

results from the Transparency International (a project whose aim is to research and educate 
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governments and populations on the topic of corruption) that in, in short, bring the numbers 

on an empirical reality that provides nothing new to those who are part of it: the Portuguese 

don’t trust their leaders and decision- makers. This study, with data from 1998 and 2007, 

show that individuals believe that corruption is most pronounced among politicians and 

political parties, and that that negatively affects the majority of social spheres10.  As Silva 

(2013) points out, financial corruption as we see today can be seen as a byproduct of the 

blow the 1974 military coup gave on the industrial bourgeoisie - highly connected with the old 

regime - that was slowly replaced by a financial and speculative one; a fact worsened by the 

following governments’ inability to properly manage the aid funds from Europe. Instead of re- 

launching key productive sectors of the economy - such as agriculture and the industry in 

general - these were allocated in road infrastructures and wasted in nonproductive public 

expenditure, corruption and fiscal evasion.  

Furthermore there is also a sense of political convergence when it came to the ruling 

parties. Ever since the installment of democracy, power was shared between two parties: PS 

(socialist; center left) and PSD (center right). Guedes (2012) demystifies the topic by 

comparing the electoral programs of both parties ranging from 1991 to 2009. While the 

author notices that both seem to rely on subjects with less ideological connotations, and that 

they are somewhat more similar when compared with their European counterparts, the 

hypothesis of convergence or ideological neutrality is infirmed. The center right party focused 

their program in the ideals of civic responsibility and economic competitiveness and the 

center lefts in the improvement in public services and aids to the population. The take these 

two parties have on the role of the state is significantly different, and even more so with the 

current budgetary crisis (Guedes 2012). The fact that none of the main political forces is 

capable of effectively solve the country's many structural handicaps and the sense that this 

social sphere is riddled with corruption are among the factors that drive individuals away from 

active participation patterns. Villaverde Cabral also points out cultural factors (that add up to 

socio demographic and educational ones) in a so called amoral familism:  family based social 

groups, living in a quasi-self-sufficient manner, usually with very low levels of economic and 

symbolic resources. In this context people develop asymmetric relationships with the state, 

built on the idea of dependence. This research as pointed out that respondents with stronger 

dependence relationships with the state (subsidies like family allowance or a pay check, for 

public servants) are happier with the services provided by the NHS and the politician’s 

management capabilities (low income, low education individuals).  

                                                           
10

 Especially political parties, the business sector (private), tax services, legal and judicial system, the Parliament, the 

police and media. Medical services/ health care came afterwards with a rating of 3 in a scale ranging from 5(very corrupt) to 
1(not corrupt) 
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This nullifies any attempt to improve the power balance between state/politicians and 

society in general, and gives the first the opportunity to govern in an almost authoritarian way 

even if grounded in a democracy. People are pushed out of the scope of political decision 

because they fell out of touch with such reality (Cabral 2006). The same author in a 2002 

study on the Portuguese’s behaviors when it came to NHS, 20% of the participants claimed 

that they didn’t file any complaint because they thought it would be useless, and that from the 

5% who actually did that, two thirds declared that the results from these actions were 

unsatisfactory(Cabral 2002). 

As it can be perceived, the Portuguese don't have the closest of relationships with 

their political system, despite the existence of democracy, freedom of speech and 

association. In a way this can help explain why questions targeting politicians and the state 

had such negative results, as well as the neutrality tendency. One can hypothesize that 

tendencies shown here - high levels of abstention, low levels of participation, the feeling of 

detachment from the political word, the proneness to vote in the same (two) moderate parties 

- can be linked with the difficulty in choosing a specific standpoint when provided with a 

neutrality option. This was the case in the 5 point Likert scale used for this study.  Plus, the 

notion that socio demographic characteristics may not be sufficient to address patterns of 

political participation. Educational level, status in the marketplace among others may only 

provide one side of the issue, leaving room for a completely new set of socio - cultural and 

subjective variables to emerge - possibly aided by a more qualitative point of view 

EGALITARIANISM AND SOLIDARITY 
 

When assessing the results regarding the participants perception of prioritization and 

social versus private accountability when it comes to health care and health care access, a 

broader picture, including cultural the cultural undertones of Portuguese society on the topic: 

very accepting of the ideals of solidarity, but also influenced by negative stereotypes such as 

laziness and irresponsibility that could justify the exclusion of certain social groups 

(associated with such characteristics) from the scope of intervention of the NHS.  

According to Caetano, Galego et al. (2005) Portugal has one of the highest scores 

when it comes to inequality and poverty in Europe. Data from 2005 (EUROSTAT) turns this 

reality into numbers: the income disparity between the richest 20% of the population and the 

20% poorest is of 6.5 points; higher than the EU-15 and even the new members. One of the 

explanations presented relies on the predominance of low paid low productivity economic 

sectors. Furthermore the percentage of individuals living below poverty lines was 24% at the 

time. Accounting with social transfers this rate drops to 21%, which in itself mirrors the vital 

importance of the state in the amelioration of poverty and income redistribution. Recent 

developments concerning the ever present topic of austerity has had a negative impact in 
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this matter. While unemployment rates rose to 17.5% (2013) social transfers suffered no 

further increase - in fact some were reduced and the eligibility criteria for social welfare were 

reduced. Also, as income redistribution policies along the poorest sectors of the population 

are widely ineffective: they are limited, lack proper targeting, have structural and institutional 

handicaps that lower their performance, as well as clientelistic and ideological approaches 

and insufficient funding along with the underdevelopment of social policies in general 

(Ferreira 2007) 

On top of this scenario are the high taxation levels topic already addressed in the 

section above.  Taking this into account, the hypothesis of intra class wars, were middle 

class gangs up on the poorest population groups (due to their connection with welfare 

policies) could be summoned.  

“For example, the majority might be open to supporting social policy in principle, but 

constant reports on cheating, fraud, bureaucratic abuse of power, waste inefficiency, and 

other irregularities lead to their taking the view that the policy's implementation is so deficient 

as to make the whole affair a waste of time and money.”  (Rothstein 2001 pp.227)  

In addition derogative character aspects like laziness and free loading are attributed to 

welfare recipients lowering the levels of public acceptance of such policies, while allowing 

political decision makers to reduce both benefits and public services at the expense of these 

stereotypes. The moral undertone, that has been widely discussed in previous chapters - 

workfare instead of welfare; those who cut themselves willingly from the world of paid labor 

should not receive any transfers from the state - as well as the undeniable need to rethink 

the management and allocation of public funds also undermine the process of providing 

extensive quality welfare. In extremis the poor are blamed by their personal failures(Gamson 

and Lash 1981); which doesn't seem to be the case in Portugal. The results from this project 

show that agreement rates with the free access of populations such as low income 

individuals, the homeless and the unemployed are high (49,4%, 55,7% and 46,2 

respectively) and respondents informally confirmed the importance of low income as the 

main eligibility characteristic for costless health care.  

 As it was stated above there is a fatalistic take on poverty, added to traditional 

Portuguese communal/catholic values such as compassion, solidarity and support. These 

ideals have been rooted for long in Portuguese society. The debate around the culpability of 

the poor accompanied by the general disregard of their welfare soon turned into a moral 

undertaking; helping the poor became not only a religious obligation, straight out of the ideals 

of Christian charity, but also a proof of good character. Public figures and high rulers were 

expected, by some authors, to perform these acts of solidarity as a confirmation of their 

engagement towards the common wellbeing of the population. these viewpoints were the 

legitimizing factor on the advent of one of the most iconic and long lasting institutions of 
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social aid: the Misericórdias (meaning Mercy, roughly translated to English) whose functions 

go from direct support of the poor and sick/disabled, to elderly and children day care centers 

and even hospitals and other healthcare facilities - all embedded in the ethics and values of 

solidarity and charity (Xavier 1999)11. In addition, according to Ferreira (2007): 

“These characteristics coexist, however, with strong public support for redistribution 

and state support of the most needy, which may be seen as a political paradox. In fact, 

southern European countries also share some common positions in the group of the EU 15 

countries with regard to social perceptions and social attitudes towards poverty and 

inequality. According to the 1999/2000 wave of European Values Study and the 

Eurobarometer survey of 2002, people in the south of Europe perceive inequality and poverty 

in their countries to be high (Van Oorschot 2003; Gallie and Paugam 2002), and poverty is 

perceived as mainly an inherited condition (53% in Portugal and Greece, and 46% in Italy 

and Spain). Working with Portugal and Spain as representatives of the southern regime, 

Taylor-Gooby (2004) also relates a strong perception of an unequal society in opposition with 

more egalitarian aspirations and a clear enthusiasm (shared with eastern ex-socialist 

countries) for welfare state values. Concerning the endorsement of market inequalities, 

however, both countries rate clearly above average. It seems that the perception of high 

levels of inequality goes hand-in-hand with feelings of acceptance and inevitability strongly 

rooted in social attitudes.” (pp.61)  

Plus, at the end of the last decade, most Portuguese hailed the eradication of poverty 

- closely followed by child protection measures - as the most important issue global 

development cooperation should address, showing a concern about poverty not only on an 

internal point of view, but a worldwide one (Silva and Wegimont 2003). State welfare in its 

inefficiency drives individuals to seek alternative means of survival, mainly relying of family, 

and in some cases neighborhood relationships. Two sets of arguments have been presented 

in this case: that economic hardships increase the levels of anomie and individualism, or, in 

opposition, it brings communities together in an effort to pool in resources and decrease the 

negative impacts in times of crisis. Often these relationships are drawn based on 

characteristics like race, religious affiliation or even place of residence, but nevertheless, the 

main focus is mostly put on family (Gama 1992; Gusmão 2004; Olagnero, Meo et al. 2005).  

These contextual notes are critical to understand the viewpoints of the respondents in 

relation to the existence of free health care/treatments/drugs for different social groups and 

diseases. Data analysis showed a clear link between the response rates attributed to the free 

access to guiltless needy populations to the NHS, and the costless provision of treatments 

for diseases unrelated with unhealthy habits; the opposite was also true with the link between 

risky populations and devalued social groups and diseases linked with hazardous behaviors. 

                                                           
11 cf: Portuguese Health Care System 
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The factor analysis employed (cf: results chapter) showed that the two groups in which social 

belonging and disease types were aggregated were divided according to these 

characteristics: Children, elderly, low income individuals and chronic/oncologic diseases on 

one side; addicts, illegal immigrants, non-contributors (taxes) and selective/life improving 

procedures (cosmetic surgery and tobacco cessation treatments) on the other. When it 

comes to the perception of deservingness, individuals are influences both by the severity of 

behavior’s the outcome (disease) and its possible controllability/avoidance (Kanekar and 

Pinto 1991). A guiltless condition would be the one who the individual had no control over, 

while illnesses linked with harmful consumption patterns – such as alcohol and lung cancer – 

get the opposite connotation. As Finnerman and Bennet (1995) put it: “enhanced public and 

professional awareness of links between lifestyle and disease. While many behavior-disease 

links remain more statistical correlation than demonstrated causal agent, health impairment 

is commonly seen as a consequence of indulgence in risky or 'unsafe' behavior, be it unsafe 

drinking, unsafe diet, unsafe exercise, unsafe sex or a host of other risk-taking 

activities”(Finerman and Bennett 1995). Hence, when participants were asked to point out 

their priorities in the allocation of health care resources, their preference for individuals 

whose behaviors are consistent with the general notion of healthism and disease prevention 

was expectable (Berkanovic 1972). In that sense, the good patient/bad patient duality gains 

further relevancy: for those who can’t avoid illness (disregarding the origin of the condition) 

the sick individual suffers from further labeling according to its compliance to bio medical 

recommendations. Not only should he attempt to regain his health as soon as possible, but 

also avoid falling ill in the future, focusing on the prevention and pursue of healthier lifestyles. 

“Studies which have examined preferences for treatment for people with liver disease 

results have found that there is a preference for giving lower priority to patients whose illness 

was as a result of their lifestyle.” (Mason, Baker et all 2011) 

A pattern of blame and responsibility attribution is also clear in this project, were a 

clear distinction between self-harmers and those who pursue healthy habits, in an analogy to 

the differentiation between good and bad citizens is drawn. “Evidence from psychology also 

suggests that emotional responses are based on procedural judgements particularly when 

unfavourable outcomes occur” (Wailoo and Anand 2005) So, when allocating resources for 

two individuals with similar conditions and future treatment/cure outcomes, the imputation of 

personal responsibility as a mean to prioritize health care access could be publicly 

legitimized. (Cappelen and Norheim, 2006) 

Still it is very important to note that the majority of responses when it came to free 

health care access by needy populations were generally positive, as well as the 

acknowledgment of living conditions as an intervening factor on health. In that sense what 

was exposed were the differences that made certain groups agree more or less – or disagree 
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more or less – according to their social position.  In that sense the idea of solidarity and 

egalitarianism in Portuguese society checks, the nuances that have already been addressed. 

Finally, the socio demographic and economic characteristics with most positive 

influence the individual’s willingness to accept free access to NHS by these groups are: work 

in the private sector, low total monthly income and low education (measured in school years). 

Even without careful examination it’s easy to see that individuals with these features may 

perceive themselves as being more socially close to the idea of poverty, and hence more 

likely to be in tune with the notion of positive differentiation for these groups. In a sense this 

is an act of self-preservation against future threats. In a world in constant change, the 

likelihood of falling in to one (or more) of these disadvantaged groups is higher, even for 

those who had a more favorable startup in life. At the same time, these underprivileged 

individuals also seem to have less sensitivity to the association between health outcomes 

and living condition - in comparison with their more socially and economically stable 

counterparts. 

CONCLUDING REMARKS 
 

This research has shed some light in the issue of priority setting and consumption 

preferences in health care of the Portuguese by studying a sample of 782 females and 272 

males from the Oporto metropolitan area who were part of the Generation XXI cohort. And 

while the results should be interpreted carefully, minding overgeneralizations, they stand on 

their own as a product of the shared viewpoints from all the respondents who answered the 

Willingness to Pay for Health care questionnaire. From all the data collected and analyzed 

two main ideas stand as the corollary for this study: 

First, health care choices and prioritizations care are shaped both by the individuals’ 

material conditions, relationship with the State and perception of future risks. Second, 

respondents showed that income and guilt are the main eligibility factors to receive free 

health care, in a legitimized manner.  

Rather than justifying or predicting future expenditure cuts on the NHS, this points out 

the likely losers in current readjustment between social and individual responsibilities, 

between State and private initiative. In this scenario the liability for negative health outcomes 

may fall on those who lack the resources to fend for themselves and they could be left to the 

whims of the free market. 
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