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To those who have no voice.  
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I used to worry that our patients were homeless,  

came from dysfunctional families, were subject to crime  

and abuse. What was the point of patching them up and  

sending them back to miserable lives? Should we  

not try to do something about the misery outside? 

 

- Marmot, The Status Syndrome (2005) 
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Resumo 

 

A presente investigação centra-se no estudo de uma abordagem baseada nos Cuidados de 

Saúde Primários (CSP) para responder às desigualdades na saúde em Portugal. A análise 

desta problemática abrangeu as várias dimensões sociais e económicas que a influenciam: 

nível de rendimento, envolvente e desenvolvimento na infância, situação familiar, 

condições habitacionais e de trabalho, níveis de educação e participação em 

comportamentos de risco. Verificou-se uma maior exposição das camadas mais pobres da 

população a condições que afetam negativamente a sua saúde. Além disso, estas 

populações enfrentam maiores barreiras no acesso aos cuidados de saúde, provocando 

uma espiral negativa – que parte da doença para o agravamento do acesso a 

oportunidades, levando a ainda mais pobreza e, por sua vez, a menos saúde – que se repete 

sequencialmente, levando a cada vez mais sofrimento.  

As noções acima foram confirmadas pela análise dos dados fornecidos pela Unidade 

Local de Saúde de Loures-Odivelas (ULSLOD) no âmbito da presente investigação. Estes 

dados foram recolhidos através de um método de amostragem aleatória, no fim do mês 

de junho de 2025, incluindo um total de 180,791 pacientes com registos clínicos 

codificados segundo o ICPC-2.  

Concluiu-se que uma abordagem baseada nos CSP pode efetivamente contribuir para 

o combate à gradação social da saúde. Neste sentido, recomenda-se (i) que a 

vulnerabilidade socioeconómica seja incluída como fator de discriminação positiva no 

processo de alocação a uma Equipa de Saúde Familiar e (ii) que sejam criadas equipas 

multidisciplinares de intervenção comunitária com atuação nas regiões mais vulneráveis 

do país. 

 

Códigos JEL: I14; I18 

Palavras-chave: Igualdade de Oportunidades; Sistema Nacional de Saúde; SNS; 

Discriminação Positiva; Gradação Social da Saúde; Justiça Social 
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Abstract 

 

This research examines how an approach grounded in Primary Health Care (PHC) can 

serve as an effective strategy to address health inequalities in Portugal. Health inequalities 

were therefore explored through a multidimensional lens, addressing its key domains, 

beyond the economic conditions of the patient, such as the childhood environment and 

development, family situation, housing and working conditions, education levels, and 

engagement in risk behaviours. Findings suggested that not only were the poorer more 

exposed to harmful settings that led to ill health, but also that these individuals found 

stronger barriers to accessing health services, perpetuating a vicious cycle of limited 

opportunities, deeper poverty, and worsening health conditions.  

A dataset gathered through a random sampling method was provided by the Loures-

Odivelas Local Health Unit (ULSLOD), which encompasses one of Greater Lisbon’s 

poorest municipalities (Loures), to provide further empirical data on the association 

between the variables above. This data was collected at the end of June 2025 and included 

180,791 patients, excluding those with no registrations.  

Overall, the findings supported the PHC as a means of reducing health inequalities, 

thereby validating the research question. Accordingly, the author recommends the 

inclusion of economic vulnerability as a positive discrimination criterion for the 

allocation to a Family Health Team and the creation of community intervention teams that 

address the most vulnerable regions of the country.  

 

JEL Codes: I14; I18 

Key Words: Equality of Opportunity; National Health Systems; Positive Discrimination; 

SNS; Social Gradient in Health; Social Justice 
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1. Introduction 

 
Despite the circumstances and motivations that were behind the creation of the Portuguese 

Sistema Nacional de Saúde (SNS), today the fulfilment of the promise to a universal right to 

health seems to be broken. The rising demand for health care, coupled with the lack of 

organizational capacity to respond to it efficiently, has been increasingly pressuring the national 

health system for years (C. Rodrigues, 2023). This scenario should not be taken as unforeseen 

nor exclusive to the Portuguese case. In fact, by 1978, the British national health system (NHS) 

was already facing limitations to its action, with waiting lists on the rise. At the time, patients 

could wait months – or even a year or two – for minor surgical interventions. Delays were also 

reported in Sweden (Morais, 1979).  

This raises a fundamental question: why is it that the State cannot be expected to provide 

all services universally and at full capacity? The answer lies in something that virtually 

everyone does on a daily basis. In economic terms, when faced with an infinite number of needs 

and, conversely, limited resources, one must make choices by setting priorities. The alternative 

to avoiding such trade-offs would be either to increase income or, alternatively, to incur in more 

debt. From the perspective of the State, this would entail raising taxes, for example, or 

increasing public debt, a burden that would ultimately fall on future generations of taxpayers 

(Emmerson et al., 2024).  

In Portugal, the options are scarce. Public health expenditure is already the second largest 

area of public investment, surpassed only by spending on Social Security and solidarity 

(Appendix A) (República Portuguesa, 2024) – a sector that is also going through a sustainability 

hardship, due to the lack of generational replacement and a declining ratio of active workers to 

pensioners (Martins, 2024). Meanwhile, Portugal’s public debt is projected to reach 92% of its 

national gross domestic product (GDP) in 2025 (Annex A) (Statista, 2025), considerably 

surpassing the European Union (EU)’s recommended ceiling of 60%, which is intended to 

safeguard political and economic stability (Treaty on the Functioning of the European Union, 

2016; European Central Bank, 2020). Beyond the already elevated levels of public debt, and 

from a taxpayer’s perspective, in 2023, Portugal ranked eleventh among the 15 countries with 

the highest personal income tax rates worldwide (Annex B) (World Population Review, 2025), 

while placing ninth among EU member states with the lowest levels of GDP per capita in 2024 
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(Annex C) (Pordata, 2025c), with private sector1 debt amounting to 120% of the Portuguese 

GDP (Annex D) (Eurostat, 2025e), in the context of an economy that has grown an average of 

two percentage points annually, for the past decade (2014-2019) (Appendix B) (The World 

Bank Group, n.d.). While many factors contribute to high household debt levels, the fact that 

consumer loans are more prevalent among lower-income households (André, 2016) reinforces 

the OECD’s recent findings regarding fiscal pressure. In the December 2023 report, OECD 

excludes Portugal from the group of countries that will need to raise taxes between 2024 and 

2060, given the country’s «substantial fiscal consolidation efforts in recent years» (Guillemette 

& Château, 2023, p.22). Nonetheless, Portugal is still faced with the difficult projections set for 

the upcoming decades, as most of the OECD member-states are expected to face fiscal pressures 

in the long-term, driven by «rising financing costs, slowing growth and upward pressure on 

expenditure due to population ageing and the rising relative price of government-provided 

services» (Guillemette & Château, 2023, p.20).  

While as previously portrayed, European governments are expected to face «shrinking 

economies» (Anderson, 2023, p.1), health care expenditure, by contrast, is projected to increase 

significantly in the upcoming years (Balasubramanian, 2023). The progress made in «treatment 

modalities, advanced diagnostics, and in improving overall patient well-being» 

(Balasubramanian, 2023, p.1), the rise in pharmaceutical prices, the high cost of a specialised 

health care workforce, alongside an increasing demand for services due to a rapidly ageing 

population, are all contributing to the increasing cost of health care. Forecasts predict an average 

yearly rise of approximately 2.5% in the prices of health care goods and services from 2018 to 

2027 (Balasubramanian, 2023). The inflation resulting from the war in Ukraine and the health 

challenges driven by climate change further exacerbate this phenomenon. Additionally, another 

key factor contributing to the crisis in Europe’s health systems, often regarded as the most well-

funded and equitable globally, is the growing shortage of health care professionals. Low wages, 

unsafe working conditions, and pressure are driving health workers away, leading to a WHO 

study in 2022 that found 40% of these professionals experience depression or anxiety, while 

70% report feeling burned out. This resulted in a loss of approximately 1.8 million health 

workers in the WHO’s European region by 2023, with projections indicating that this number 

could reach 4 million by 2030 (Anderson, 2023). All these factors have been adding to the 

 
1 For the purposes of this indicator, and according to Eurostat (2025), the term ‘Private Sector’ 

encompasses non-financial businesses, individual households, and non-profit organizations serving 

households.   
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increasing challenge of keeping European «health systems afloat» (Anderson, 2023, p.1) and 

pose a serious threat to their sustainability in the long term, while simultaneously jeopardising 

the protection of a universal health coverage2 (Anderson, 2023). Simultaneously, health 

inequalities remain a pressing challenge, disproportionately affecting the most vulnerable 

populations (CSDH, 2008).  

Not just in Portugal, but worldwide, these inequities in health are manageable and, 

therefore, unfair, making their resolution a matter of social justice (CSDH, 2008). Echoing this 

belief, the current thesis aims to fulfil five main goals, starting with i) recalling the historical 

significance of the SNS as a cornerstone of the Portuguese democracy. Further on, the research 

will focus on ii) understanding and underscoring the extent of Portugal’s social gradient in 

health, along with its key determinant factors, as well as iii) analysing what are the social and 

economic impacts of such inequities in both the society and the national health system. Finally, 

the last two objectives consist of iv) exposing the reinforcement of the intervention of the 

Primary Health Care (PHC) in the lower social classes as part of a sustainable solution to the 

country’s inequalities in health, culminating in the v) presentation and critical assessment of the 

proposals put forward. These points will be divided into four main chapters. The first two – 

Chapter 5 and Chapter 6 – will consist mainly of a narrative review: Chapter 5 focuses on the 

social role of the Portuguese SNS, revisiting its historical context and the moral and ethical 

concerns that were (and still are) at the core of its activity; Chapter 6 explores the dimension, 

causes, and impacts of unequal access to health care in Portugal. Chapter 7 focuses on why the 

social gradient in health should be a major political, social, and individual concern. Lastly, 

Chapter 8 focuses on the development of a PHC-based solution to address the social gradient 

in health in the country. To this end, the chapter not only explains the potential of PHC as a 

response to this issue, but also presents a statistical analysis carried out to confirm the link 

between being assigned to a Family Health Team (FHT) and achieving a better health status, 

regardless of income level. The chapter concludes with a detailed description of the 

recommended measures, including their potential benefits and the challenges of implementing 

them, incorporating insights from various experts (Appendix R).  

 

 

 
2 According to the WHO, UHC means that «all people have access to the full range of quality health 

services they need, when and where they need them, without financial hardship» (WHO, 2025d, p.1). 
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2. Research Question 

 

The challenges faced by the national health systems across Europe have led to limitations that 

are affecting access to health care. In Portugal, clear evidence of these hardships is the 

continuous growth of the private sector of health care, to which the populations turn in response 

to the inefficiencies of the public services (Fragata, 2022). Therefore, besides the growing of 

the family’s financial burden, there’s a part of the population that does not have the means 

necessary to access other complementary forms of assistance. This is the poor population, 

which, besides being more vulnerable to disease, once sick, faces stronger barriers in accessing 

health care. The perpetuation of such conditions would mean the re-establishment of a health 

care service for the rich, and other, much worse, for the poor (Fragata, 2022) - a distinction that 

the Portuguese SNS was meant to abolish since its beginning.  

A key concern regarding the Portuguese SNS is the enduring nature of management models 

that have not evolved significantly over time, despite major shifts in society and health care 

needs. One of the new approaches addressing this weakness is the Value Based Health Care 

(VBHC) model, a health care strategy that emphasizes enhancing patient health outcomes while 

reducing costs (C. Rodrigues, 2023) by recognizing the «common needs of a patient segment» 

(Teisberg et al., 2020, p.1). This allows health care teams to develop cost-efficient, 

interdisciplinary, and patient-centred solutions that address both clinical and nonclinical needs 

of those receiving assistance. As this trend continues to grow, the health care sector is expected 

to undergo significant change over the next decade, shifting its focus from diagnosis and 

treatment to well-being and prevention (Batra et al., 2019). This shift could potentially lead to 

lower health care spending and more equitable access (Teisberg et al., 2020).  

Accordingly, this study aims to explore and propose actions, with effects in the short-term, 

that address the social gradient in health in Portugal, resorting to the PHC, particularly by 

assessing how being attributed to a FHT affects patients’ health outcomes, regardless of their 

income level. By these means, the objective is to analyse whether including patients’ 

socioeconomic vulnerability as an aggravating factor in the prioritization for FHT allocation, 

along with the creation of community-based intervention teams within PHC, could be a viable 

solution to tackling health inequalities.  
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3. Study Background  

 

Addressing the social gradient in health3 requires a holistic approach that encompasses all the 

social determinants of health4 (SDOH) (Figure 3.1). The social and economic circumstances of 

populations remain a significant predictor of their education levels, living and working 

conditions, community environment, and access to goods and services – all of which affect their 

chances of enjoying a dignified and healthy life. These unfair inequities are not inevitable 

outcomes of a natural order, but rather the result of «a toxic combination of poor social policies 

and programmes, unfair economic arrangements, and bad politics» (CSDH, 2008, p.1). In fact, 

the health disparities observed across income groups result from a range of vulnerabilities, 

found in various dimensions, that affect the individuals’ health from early childhood5 onward 

(CSDH, 2008). 

 

Figure 3.1 Social Determinants of Health 

Source: Adapted from Department of Health and Human Services & Office of Disease Prevention and Health 

Promotion, n.d. 

It is now well established that poor Early Child Development6 (ECD) has a strong influence 

on the «subsequent risk of obesity, malnutrition, mental health problems, heart disease, and 

criminality» (CSDH, 2008, p.4). The location where individuals reside also significantly affects 

their health, influencing factors such as access to nutritious food, housing quality, behaviour, 

and safety. In relation to work, lower social positions are often associated with volatile, 

temporary, or non-contractual jobs, which have been linked to higher rates of mortality and 

mental illness, as well as to adverse working conditions, further exposing these individuals to 

physical and mental health risks. All these factors emphasize that health inequalities are not a 

 
3 As explained by Marmot (2004), there is a social gradient in health, meaning that people with higher 

social positions are usually healthier than their lower-status counterparts. 
4 The WHO defines the SDOH as the «conditions in which people are born, grow, work, live, and age, 

and the wider forces that shape the conditions of daily life» (WHO, 2025c, p.1). 
5 «Defined as prenatal development to eight years of age» (CSDH, 2008, p.4) 
6 The CSDH (2008) defines ECD as the development of a child’s «physical, social/emotional, and 

language/cognitive domains» (CSDH, 2008, p.4) during early childhood.  
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consequence of unequal access to health care per se, but are largely influenced by the 

«conditions in which people are born, grow, live, work, and age» (CSDH, 2008, p.1).  

The inequalities outlined above challenge the notion of justice and are thus classified as a 

social injustice by the Commission on Social Determinants of Health (CSDH) (2008). Yet, are 

they, in fact, unjust? According to the concept of justice presented by John Rawls (1999), a 

prominent Professor of Political Philosophy at Harvard University and author of Theory of 

Justice, the answer is unequivocally affirmative. In his seminal work, Rawls defines justice as 

fairness, based on two fundamental principles: 

First: each person is to have an equal right to the most extensive scheme of equal basic 

liberties compatible with a similar scheme of liberties for others. 

Second: social and economic inequalities are to be arranged so that they are both (a) 

reasonably expected to be to everyone’s advantage, and (b) attached to positions and 

offices open to all (Rawls, 1999, p.53). 

 In simpler terms, Rawls argues that justice is a principle that guarantees fair equality of 

opportunity (Daniels, 2017), ensuring that «all social values – liberty, opportunity, income and 

wealth, and the social bases of self-respect – are (…) distributed equally unless an unequal 

distribution of any, or all, of these values is to everyone’s advantage» (Rawls, 1999, p.54). An 

unjust scenario, on the other hand, should therefore be understood as a situation where existing 

inequalities «are not to the benefit of all» (Rawls, 1999, p.54), but are rather the result of a 

moral structure of society that allows for the predetermination of the opportunities in life 

available to individuals of distinct backgrounds since the moment they are born, and 

irrespective of their abilities (Rawls, 1999). Sadly, such inequalities are found across multiple 

sectors of society, with Rawls further describing this gap as evidence that the sense of justice is 

not embedded in the way the major social structures of society7 – which define «men’s rights 

and duties» (Rawls, 1999, p.6) and strongly influence «what they can expect to be and how well 

they can hope to do» (Rawls, 1999, p.6) – are organized.  

In sum, the concept of justice presented above, strongly advocates for universal access to 

health care. Health, as «a state of complete physical, mental, and social well-being and not 

 
7 «By major institutions I understand the political constitution and the principal economic and social 

arrangements. Thus, the legal protection of freedom of thought and liberty of conscience, competitive 

markets, private property in the means of production, and the monogamous family are examples of 

major social institutions» (Rawls, 1999, p.6). 
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merely the absence of disease or infirmity» (WHO, 2020, p.1), constitutes a determining factor 

on the range of opportunities available to an individual, by affecting their capabilities. 

Accordingly, the view of justice as a principle that entails a social responsibility to safeguard 

the full spectrum of opportunities available to all necessarily calls for the protection of the 

capacities of all - a goal that is partly achieved by protecting their health. Public intervention 

should therefore take into account all the social determinants of health, so that it can have a 

wider and more significant impact on the way people live (CSDH, 2008; Daniels, 2017).  

Now that we argued in what terms the social gradient in health is unfair, the next question 

one might ask is: why is it a problem? Considering that we are examining the Portuguese case, 

three main reasons support an affirmative answer: first, the social implications of such a 

phenomenon; second, its economic consequences; and finally, the fact that it is inconsistent 

with the existing legal frameworks.   

From a societal perspective, health inequalities not only result in a higher incidence of 

illness among disadvantaged populations (Annex E) but also contribute to the perpetuation of 

poverty cycles, «deepening the plight of individuals trapped within it» (Fu et al., 2024, p.1). 

This phenomenon, known as ‘Poverty Trap’, cannot be inverted simply through the allocation 

of resources to these individuals. The 2019 Nobel Prize laureates in Economics found that this 

approach often fails to achieve its intended outcomes because beneficiaries do not allocate 

resources towards aspects that foster their «sustained and positive development, such as health 

and nutrition» (Fu et al., 2024, p.1). Health, in turn, can significantly influence a household’s 

income stability and overall living standards, thereby deepening the socio-economic 

vulnerabilities that originally undermined it and potentially leading to a ‘Health Poverty Trap’. 

This causal link between poverty and health (Figure 3.2) highlights that breaking these cycles 

of vulnerability requires relevant actors to understand «the unique psychological and health 
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behavioural preferences» (Fu et al., 2024, p.1), of the poorer segments of society (Fu et al., 

2024). 

 

Such effects do not solely impact the poor but can also have significant repercussions for 

the national economy. In fact, studies show that «poor health reduces global GDP by 15% each 

year (…) from premature deaths and lost productive potential among the working-age 

population» (Remes et al., 2020, p.1). Accordingly, lower-income countries face sustained low 

levels of income, consumption, and health, which they find very hard to contradict, in contrast 

to developed countries, where overall health levels tend to be higher (Fu et al., 2024). Beyond 

negatively impacting a nation’s economic success due to adverse health outcomes, the social 

gradient in health poses a risk to the enduring viability of national health care systems, as it 

incurs considerable extra expenses. Research conducted in 2016 regarding the financial 

implications of health inequalities for the English NHS revealed that individuals from the least 

advantaged backgrounds, experienced higher rates of admission for both elective and 

emergency care than those from wealthier backgrounds. In the case of emergency care alone, 

the most deprived registered nearly twice (1,7%) the admissions rate observed among the 

wealthiest. When converted into financial terms, these disparities were approximated at £4.8 

billion, reflecting the additional lifetime inpatient hospital expenses for the most disadvantaged 

populations compared with those in the wealthiest category (Annex F). The study also revealed 

that the shorter life spans recorded among the most underprivileged communities were 

insufficient «to outweigh the higher average» (Asaria et al., 2016, p.1) costs related to inpatient 

hospital services projected for these populations (Asaria et al., 2016). 

Figure 3.2 Poverty and Health Poverty Trap 

Source: Adapted from Brown (2020) 
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In addition to its economic consequences, the ongoing high levels of health inequality in 

Portugal (as previously exposed in Annex E) contradict the nation’s legal and constitutional 

framework, as well as the very foundational aspects of the Portuguese SNS, which is established 

on the premise of guaranteeing equitable health protection for all (Pereira & Furtado, 2011). 

Under Portuguese law, the protection of health is recognized as a right of all individuals, which 

presupposes «the creation and development of economic, social, cultural, and environmental 

conditions that guarantee sufficient and healthy standards of living, work, and leisure» (Health 

Bases Law, Base 1, n.º1). Another key law is Article 64 of the Portuguese Republic Constitution, 

which states that everyone has the duty to defend and promote health protection. The same 

legislation further stipulates that the State's responsibility is met through the Portuguese SNS, 

which aims to ensure that all citizens have universal, broad, and mostly free access to health 

care, based on their socio-economic status (Portuguese Republic Constitution, Article n.º 64, 

n.º 2). But beyond being a national duty, health protection is acknowledged as a fundamental 

human right (Universal Declaration of Human Rights, Article 25). Disregarding this right, 

therefore, means failing to uphold the dignity and the equal and inalienable rights of all humans, 

which form the foundation of freedom, justice, and peace in the world (Universal Declaration 

of Human Rights).  

While it stands in opposition to the country’s body of laws, tackling health inequalities is 

a pressing issue in Portugal, which is still recognized as one of Europe’s most economically 

unequal nations (Doetsch et al., 2025). In line with this concern, addressing health inequalities 

and supporting the needs of the most vulnerable groups has been a key objective of Portugal’s 

National Health Plan since the dawn of the new millennium (Ministério da Saúde & Direção-

Geral da Saúde, 2004, 2013, 2022). Even so, two reports from the WHO in 2010 assessed the 

Portuguese SNS and underscored the necessity of tackling considerable health inequalities 

through effective and collaborative policies across various sectors (Campos-Matos et al., 2016). 

A year later, in 2011, the gap in the prevalence of chronic health conditions between the highest 

and lowest income groups stood at 18.7 percentage points, with 43% of the poorest and 25% of 

the richest segments of society affected. By 2022, after more than a decade, this gap had 

narrowed by only 5%, while the prevalence of illness had increased by over 8% in both groups 

(Annex E). These figures provide evidence of the need for a «stronger policy coherence, 

political commitment to health equity, better intersectoral collaborations and enhanced data 

integration» (Doetsch et al., 2025, p. 1) in the country, to achieve a more equitable, healthy, and 

just society (Doetsch et al., 2025).  
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The fact that the majority (80-85%) of drivers behind health inequalities arise from sectors 

outside of health care (Doetsch et al., 2025) and that patient health is influenced by multiple 

factors – e.g., social and psychological – that extend beyond the biological domain (Bispo et 

al., 2022), make PHC a potential avenue for addressing the social gradient in health. Although 

various definitions have been proposed for the concept of PHC, the WHO defines it as a «whole-

of-society approach to health that aims at ensuring the highest possible level of health and well-

being and their equitable distribution by focusing on people’s needs and as early as possible 

along the continuum from health promotion and disease prevention to treatment, rehabilitation 

and palliative care, and as close as feasible to people’s everyday environment» (WHO, 2025a, 

p.1). This ideally long-term follow-up is carried out by the FHT8, which can have a significant 

impact on the well-being of households, due to the access these health professionals have to the 

biopsychosocial context of their patients (Santos et al., 2013), added to the fact that they are the 

‘gateway’ to the Portuguese SNS (Guia do Utente, n.d.).  

Building on the aforementioned concepts, and besides aiding in the collection of relevant 

data and insights on health inequalities in Portugal, this study seeks to provide empirical and 

literature support for the potential role of PHC in contradicting the social gradient in health in 

the country, by facilitating access for lower-income9 families10 to a FHT and implementing 

community-based intervention teams. While not entirely unprecedented, these methods reflect 

a contemporary approach to public management that is transforming health care (Porter & Lee, 

2013; C. Rodrigues, 2023). Some call it the ‘value agenda’ (Porter & Lee, 2013). This Value 

Based Health Care (VBHC) model seeks to optimize health results, patient contentment, and 

financial efficiency through an approach ultimately aimed at maximizing added value for the 

patient, with a clear emphasis on prevention, health promotion, and ongoing care, alongside 

greater patient accountability for their health choices (C. Rodrigues, 2023). PHC is therefore 

the care model most consistent with the principles of VBHC, offering a promising direction for 

future advancements.  

 
8 Couchiching Family Health Team (CFHT) explains that «FHTs usually consist of doctors, nurses, nurse 

practitioners and other health care professionals who work collaboratively, each using their 

experience and skills so you receive the best care, when you need it, as close to home as possible» 

(What Are Family Health Teams?, n.d., p.1). 
9 «When a household’s disposable income per adult equivalent falls below the poverty line, all members 

of that household are considered to be living in poverty» (Peralta et al., 2024, p.14). In 2022, the 

poverty line in Portugal was set at €551 per month (€6,608 annually), in nominal prices (Peralta et 

al., 2024). 
10 The term ‘family’ is hereby understood as «a group of two or more persons related by birth, marriage, 

or adoption who live together» (Health Resources & Services Administration, 2023, p.1).  
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4. Methodology 

 

Research Design 

The present study follows a mixed methods approach. This research framework is intended for 

research that benefit from integrating qualitative and quantitative data, as the combination 

provides deeper and more accurate conclusions. Accordingly, and as detailed in Chapter 2, this 

study’s research question requires the analysis of relevant data, informed by existing literature 

that elucidates the underlying causes of identified causal effects or tendencies. This is 

particularly relevant for understanding the link between poverty and lower health levels and, 

further, the effect of assignment to a FHT in mitigating such tendencies, as explored in the 

following chapters.  

To reach such conclusions, this research employed a separate analysis of qualitative and 

quantitative data, followed by an integrative phase in which the results were compared and 

interpreted collectively. This approach aimed to identify areas of convergence, divergence, or 

complementarity between the qualitative and quantitative data. Accordingly, the present study 

combined empirical data collection – from online open data available and provided data – and 

a narrative review of key academic and grey literature, enabling a more robust response to the 

research question by testing and ultimately confirming the main hypotheses: 

H₁ – There is a statistically significant positive correlation between regular follow-up 

by a FHT and improved health outcomes among individuals experiencing socio-economic 

vulnerability.  

The sources referenced in this analysis were selected based on the platforms on which they 

were available, including ResearchGate, PubMed, and Sage. Papers not listed on these 

platforms were considered if issued by reputable entities such as the WHO and its subsidiaries, 

the Portuguese State and its branches, and renowned academic, consulting, and public 

institutions. Besides documents that provided a historical overview of the Portuguese SNS and 

theoretical frameworks on relevant topics, sources that offered insights into the current situation 

in the country were chosen, provided they were published within the past 3 years, to ensure 

they accurately reflect the current reality. 
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Data Collection and Analysis 

Both primary and secondary data sources were employed in this study. 

The collected primary data consists of qualitative insights gathered through interviews with 

key stakeholders, including social workers from the Portuguese SNS, economists specializing 

in health, and members of the SNS boards of directors in both hospital and primary care settings. 

These participants were selected for their ability to offer informed perspectives on the social 

gradient in health in Portugal, as well as to evaluate and provide feedback on the 

recommendations put forward in this thesis. Secondary (quantitative and qualitative) data were 

obtained from two main sources. On one hand, publicly available datasets were accessed 

through established platforms such as Eurostat, Pordata, INE, and Statista. On the other hand, 

specific and relevant data were provided directly by the Loures-Odivelas Local Health Unit 

(ULSLOD) for the purposes of this research.  

The quantitative data provided by the ULSLOD were analysed through the Stata software. 

For this analysis, only the health and social conditions included in the dataset that collected a 

total sample of at least 10,000 patients were considered.  

 Finally, in describing the current state and trends of the concepts under study, only data 

from 2022 onward were considered to ensure the information's currency. Data preceding this 

period were included solely to analyse the evolution of specific indicators.  
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5. Reassessing the Foundations of the Portuguese 

SNS  
 

The first steps towards the Portuguese Health System were taken at the beginning of the 19th 

century, amidst the end of a dictatorship – on April 25, 1974 – that had ruled the country for 40 

years. Portugal’s Estado Novo dictatorship, an authoritarian regime led by António de Oliveira 

Salazar, that lasted from 1933 to 1974, came hand in hand with the industrial revolution of the 

country, as many argue the beginning of it as a way of controlling the working class, which was 

becoming increasingly aware of the rights it was being deprived of. In fact, the escalating 

tensions between the higher social classes and the working class led to the 1926 military coup, 

which paved the way for the Estado Novo regime (Leys et al., 2019).  

The historical context previously described is critical for understanding the conditions and 

interests that underpinned the first forms of health care welfare programs in the country. In 

Portugal, as well as in other capitalist economies, the concerns with the well-being of the people 

began as soon as productivity became a problem (Leys et al., 2019). 

 

5.1. Health Assistance policies of the Estado Novo Regime 

The absence of a welfare state marked the Estado Novo regime. The corporatism ideology 

implemented by Salazar’s government followed the belief that the State should not assume the 

responsibilities traditionally held by the family, private initiative, or charity, but instead should 

play a supplementary part (Pimentel, 2016). Social Protection services were therefore carried 

out by two distinct subsystems – Provident Funds and Assistance –, both under the jurisdiction 

of separate ministries (Pimentel, 2016).  

The so-called Provident Funds System, aimed essentially at addressing the social needs of 

employed people, their employers, and their respective families (Law n.º 2115/1962). In turn 

the Assistance System was primarily focused on providing for the most vulnerable population 

(Pimentel, 2016), including the unemployed and the orphans, by «coordinating, supervising and 

promoting» (Law n.º 1998/1944) the private initiative of social institutions, motivated by the 

«generous impulse of social and Christian solidarity» (Decree-Law n.º 35108/1945). A more 

pronounced participation of the State was expected only should the private initiative be too 

scarce, and according to the “financial means” available to the government (Law n. º 

1998/1944). Nonetheless, as outlined in Law n. º 1:998 (1944), the State remained responsible 
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for ensuring the availability of services of a greater complexity or public interest, such as the 

hospitals, sanatoriums, asylums, psychiatric clinics, and first aid centres made available by the 

Estado Novo regime (Decree-Law n. º 35108/1945). 

At this time, Portugal was grappling with extreme levels of poverty. A study run by Daniel 

Barbosa and Ferreira Dias in the 40’s revealed that most Portuguese workers earned just enough 

to cover 70% of their basic food expenses (Pimentel, 2016). The two decades succeeding the 

1950s were marked by continuous economic growth, driven by industry. While the extent and 

severity of poverty lessened, it remained a difficult reality for many Portuguese individuals. In 

1973, 31.4% of the population still lacked the income necessary to meet their basic needs (M. 

Silva, 1982). In parallel, access to social support was limited. In a country with a significant 

rural population, agricultural workers were only included under a social security scheme, whilst 

in the final years of the regime, in 1972 (Evolução Do Sitema de Segurança Social, 2024). Until 

then, these workers had only access to weak social support from the so-called ‘Casas do Povo’, 

which, by 1959, covered only 19.6% of rural workers. Meanwhile, only 70% of the active 

population in the industry, commerce, and service sectors were being covered by the Provident 

Funds System (Pimentel, 2016).   

 

A Planned Problem  

The establishment of a universal social assistance system focused on human rights only 

found solid ground after the end of the dictatorship, with the April 25th revolution, in 1974 

(Pimentel, 2016). Until then, the initiative of the State was predominantly endorsed by 

economic reasons (Leys et al., 2019), with the improvement of the existing social protection 

systems, as well as the expansion of their coverage, happening in the 60’s (Evolução Do Sitema 

de Segurança Social, 2024), coinciding with the period in which the State strongly invested in 

the country’s industrial development (M. Silva, 1982).  

Supporting evidence for the above is the law itself. In 1945, the Decree-Law on the 

organization of the Assistance System stated that the efforts to combat diseases such as 

«smallpox, typhoid fever, diphtheria, malaria, syphilis, trachoma, tuberculosis, and other 

preventable or social diseases, which annually cause(d) tens of thousands of victims» (Decree-

Law n.º 35108/1945), were crucial, as these losses diminished «the nations’ wealth by hundreds 

of thousands of escudos, with human capital being its highest economic value» (Decree-Law 

n.º 35108/1945). Meanwhile, a universal right to health care access was never mentioned.  
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5.2. What the Democracy found: The effects of an absent welfare 

State 
 

Despite the first advances towards universal health coverage during the dictatorship, the 

government of the Third Portuguese Republic found a sorrowful inheritance from fascism 

(Assembleia da República, 1975). In 1979, António Arnaut, the Minister of Social Affairs in 

office at the time, heavily condemned the profound disparities in health care access found across 

the country, stating that, «in Portugal, there (were) still people who (were) born, live(d) and 

die(d) without ever receiving medical care» (Comissão Parlamentar da Saúde, 2023, p.59).   

In a study published in 1978, health was mentioned as Portugal’s most severe ‘illness’, with 

the presented data further confirming a reality that was already in plain sight (Morais, 1979). 

In 1975, Portugal had the poorest health levels in Europe (Morais, 1979) and ranked lowest in 

some of the most defining health status indicators (European Core Health Indicators - ECHI) 

(European Commission, n.d.), such as life expectancy at birth, which was recorded at 68 years 

in Portugal, compared to 75 years in Sweden. Additionally, regarding infant mortality, Portugal 

ranked far above all other EU27 member states, with a rate over four times that of Sweden. 

More precise numbers reveal how, in 1975, the newly established democracy was confronted 

with the needs of 300,000 individuals with mental disabilities, 600,000 with motor disabilities, 

500,000 alcoholics, and the deaths of thousands of people from infectious and contagious 

diseases (Assembleia da República, 1975). Meanwhile, the most remote populations would 

have to travel tens of kilometres to reach the nearest medical facility and hundreds of kilometres 

in search of specialized or emergency care (Comissão Parlamentar da Saúde, 2023, p.58). In 

light of this reality, the only solution would be a universal and unrestricted access to health 

protection services and resources (Assembleia da República, 2023). The only solution was the 

SNS.  

 

5.3. The access to health care as a cornerstone of Portuguese 

Democracy 
 

As in the United Kingdom (UK), the Portuguese national health system was established with 

the primary aim of addressing the health care needs of a deeply economically and socially 

vulnerable population. In the UK, this initiative emerged in the aftermath of the Second World 

War (1948), as part of a broader welfare agenda. In Portugal, it was established in 1979, 
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following the fall of a 40-year dictatorship, marking a foundational moment in the country’s 

democratic and social reconstruction. In both cases, national health systems were designed as 

instruments of social justice, aiming to ensure universal access to health care, mostly at no cost, 

for individuals of all income brackets or social backgrounds (Fragata, 2022; Graça, 2015).  

Despite its universal nature, the establishment of a national health system in both countries 

was primarily driven by the need to address the health care needs of an extremely impoverished 

population. In Portugal, as António Arnaut – often considered the founder of the SNS – stated 

in 1978, this was a project aimed at transforming health from a «privilege of the few into a right 

for all» (Comissão Parlamentar da Saúde, 2023, p.57) while being «fundamentally intended for 

the poorer demographics, for the real country, of underprivileged children, poor workers, and 

impoverished pensioners» (Comissão Parlamentar da Saúde, 2023, p.58). However, growing 

evidence shows that the most socioeconomically disadvantaged groups are now among those 

most at risk of experiencing negative impacts on their access to health care goods and services, 

in light of the increasing challenges faced by the Portuguese SNS (Fragata, 2022). To support 

this claim, the following chapter shifts its focus from the historical and moral foundations of 

the SNS to the contemporary reality of inequality, exploring how poverty and social 

vulnerability are manifested in Portugal today and how they continue to influence the 

population's health outcomes.   

 

6. Health Inequality in Portugal: A persistent reality 
 

Although the most recent poverty indicators (ICOR 2024) show an encouraging improvement 

compared with 2022, the rise in homelessness and in families unable to meet basic needs – such 

as housing and health – poses serious challenges (C. F. Rodrigues, 2025a). These trends hinder 

the country’s democracy and social cohesion, calling for new public policies to reduce such 

inequalities (C. F. Rodrigues, 2025b). Contributing to the development of such policies, the 

present chapter elaborates on the dimensions and social consequences of poverty and health 

inequalities in Portugal.  
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6.1. Understanding Poverty in Portugal: Who, Where, and How 
 

Poverty is usually assessed based on a household’s disposable income, adjusted through an 

equivalence scale that reflects its size and composition. This adjustment of total disposable 

income, which encompasses labour earnings, capital income, and social transfers, allows for 

the calculation of equivalised disposable income (Peralta et al., 2023). In their research entitled 

«Portugal and the Social Elevator: Is Being Born Poor a Fatality?», Peralta et al. (2023) present 

the following example: 

A household composed of two adults with a disposable income of  €1,000 lives in 

better conditions than a household with the same income but also supporting a child 

(Peralta et al., 2023, p.5).   

This is, of course, because identical income levels correspond to different levels of need, 

depending on household composition. Generally, the larger the household, the greater its needs. 

However, this relationship is not strictly linear. For instance, two adults typically sharing an 

income of €1,000 are likely to experience better living conditions than a single adult subsisting 

of €500, due to the shared burden of common household expenses. Hence, the equivalised 

disposable income of a household is calculated by adjusting its total income according to its 

composition: the first adult counts as 1, each additional adult as 0.5, and every child (or minor) 

as 0.3. Dividing total household income by its composition allows for a more accurate 

assessment of its actual wealth level. Consequently, when a household is classified as poor, all 

its members – who share the same pool of resources – are considered to be living in poverty 

(Peralta et al., 2023).  

Measuring poverty by employing metrics that reflect its monetary aspects is, in fact, a 

common approach. This is because households that drop below a particular level of equivalised 

disposable income lose their ability to meet specific essential needs. This ‘level’ is identified as 

the poverty threshold, which, as per Eurostat, should equal 60% of the median equivalised 

disposable income per adult in the country. Accordingly, the estimated poverty threshold for 

Portugal, in 2024, was €632 per month and €7,588 per year, in current prices, meaning that any 

Portuguese household living on amounts below these figures is considered poor. In 2023, these 

values were 591€ and €7,095, respectively (Peralta et al., 2025).  
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Is Poverty a Reality in Portugal? 

The percentage of the resident population in Portugal (2023), living with an equivalised 

disposable income below the poverty threshold – indicated by the at-risk-of-poverty rate – was 

16.6%, which translates to nearly 2 million (1.8 million) people being at risk of poverty (Figure 

6.1).  

Figure 6.1 At-risk-of-poverty rate, before and after social transfers (EU27, 2023) 

Source: Adapted from Pordata (2025); Peralta et al. (2025) 

 

These figures reflect a decrease of only 0.4 percentage points from the 2022 estimate, 

which recorded 17%. In fact, as of 2015, a year still influenced by the aftermath of the sovereign 

debt crisis that affected Portugal from 2010 to 2014, the rate of individuals at risk of poverty 

has shown a consistent downward trend, only disrupted by the impacts of the COVID-19 

pandemic. Still, in 2022 and 2023, these values returned to their pre-pandemic standards (Annex 

G) (Peralta et al., 2025).  

In addition to the indicator noted above, two other metrics are frequently used to assess a 

country’s poverty level. These include the severe material and social deprivation rate, as well 

as the percentage of households living with very low work intensity. Let us go through each of 

them one at a time, beginning with the rate of severe material and social deprivation. For this 

measure, it is necessary to consider the list of deprivations in Annex H, as the classification of 

severe material and social deprivation applies only to individuals who face seven or more of 

the listed conditions. In 2024, Portugal ranked 14th among the EU27 nations on this indicator, 

with a score of 4.3%, indicating that almost half a million residents lived in deficient conditions 

(Annex I) (Peralta et al., 2025; Pordata, 2025g). However, when simply considering a state of 

material and social deprivation – not severe, determined by the confirmation of 5 to 6 of the 

listed deprivations in Annex H – this rate rises to 11% (2024), more than double the previously 

observed figures. Since 2022, both metrics have shown a steady decrease (Figure 6.2) (Peralta 

et al., 2025). Regarding the proportion of households experiencing very low work intensity, the 
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Figure 6.3 Portugal vs. EU27: Three Key Poverty Indicators (2023) 

Source: Adapted from Peralta et al. (2025) 

latest statistics indicate a rate of 4.8% (2024), suggesting that nearly 400,000 national residents 

live in households where less than 20% of potential working time is used (Pordata, 2025). 

 

 

When looking at the latest European averages for the three indicators outlined above, 

Portugal displayed more favourable values than the community average in 2023. Still, regarding 

the at-risk-of-poverty rate, Portugal surpassed the EU27 average (16.2% in 2023) by 0.8 

percentage points. For the rates of severe material and social deprivation, and households living 

with very low work intensity, the national scores were lower by 1.9 and 1.3 percentage points, 

respectively (Figure 6.3) (Peralta et al., 2025). 

 

 

 

 

 

 

 

 

Figure 6.2 Material and Social Deprivation Rates, Portugal (2022 – 2024) 

Source: Adapted from Peralta et al. (2025) 
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It is also worth noting that these three indicators represent distinct dimensions of poverty 

and social exclusion, which, when combined, form a single statistic – the at-risk-of-poverty or 

social-exclusion rate. This metric thus reflects the share of the resident population whose 

households encounter at least one of the conditions previously described – risk of poverty, 

severe material and social deprivation, or low work intensity. For this measure in 2024, Portugal 

was ranked 13th among the EU27 countries, with a percentage of 19.7% – representing 

approximately 2.1 million people affected (Peralta et al., 2025; Pordata, 2025e). Despite this 

value showing a slight decrease of 0.4 percentage points from 20.1% in 2023, the country’s 

result is still in proximity to the EU27’s 2024 average of 21% (Eurostat, 2025c). Additionally, 

unlike other indicators, the at-risk-of-poverty or social-exclusion rate increased by 20 thousand 

people from 2022 to 2023, and this elevation was not entirely reversed despite the recovery in 

2024 (Annex J; Appendix E) (Eurostat, 2025d; Peralta et al., 2025). 

The indicators presented above should not be underestimated. Although Portugal does not 

stand out negatively compared to other EU member nations, and some indicators have even 

shown short improvements, the presented numbers are still high: roughly one-fifth of the 

resident population remains at risk of poverty or social exclusion. At the same time, poverty 

intensity rates (after social transfers) rose by 0.5 percentage points between 2022 (4.5%) and 

2023 (5%), indicating that, in 2023, the population living in poverty had, on average, a 

disposable income 5% below the poverty threshold. The poverty severity rate11, a more precise 

indicator, also registered less favourable outcomes. In 2023, a rate of 2.3% reflected a 0.3 

percentage-point increase in the severity of poverty, indicating that the poorest individuals fell 

further below the poverty line than the previous year (Appendix F) (Peralta et al., 2025).  

Finally, it is important to note that the provided statistics originate from official databases 

compiled from surveys of individuals residing in conventional family settings. These figures, 

therefore, do not account for those experiencing homelessness, incarceration, temporary 

housing, or who belong to nomadic groups. Yet, for the homeless community, data indicated a 

consistent rise in their numbers since 2018, reaching a peak increase of 21.3% in 2023 

(Appendix G) (Alves & Observatório Cáritas, 2025). Additionally, the prevalence of ‘shy 

 
11 Both poverty intensity and poverty severity indicators measure how far below the poverty threshold 

the income of poor individuals falls. However, poverty intensity captures the average shortfall from the 

poverty line, considering all individuals bellow it equally. For the Poverty severity rate, on the other 

hand, the distance between the two values is adjusted for each individual, considering how far they fall 

below the threshold line – the larger the gap, the higher the weight –, thus offering a more accurate 

picture of poverty’s depth (Peralta et al., 2025).  
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poverty’ in Portugal is worth highlighting, as it reflects realities that are notoriously difficult to 

detect and, thus, to study (Clérigo, 2023).  

In light of this last note, all the previously presented data should prompt a deeper reflection 

on these matters, not only due to their magnitude but also because of their inherent meaning 

(Peralta et al., 2025).  

 

Beyond the Numbers: What Poverty Means for Two Million People in Portugal?  

The fact that the proportion of society living in poverty has been around 20% of the total 

population since 2003, despite some fluctuations, calls for a better understanding of this reality 

(Diogo, 2021).  

To begin with, let us delve into the origins of poverty. Although this may not elucidate all 

factors, it is a recognized reality that poverty can be inherited from one generation to another. 

Accordingly, children who are born and raised in households considered to be at risk of poverty, 

are more prone to experiencing economic hardship as adults. The data support this. In fact, a 

study published in 2023, referring to data collected in the Living Conditions and Income Survey 

– in Portuguese, Inquérito às Condições de Vida e Rendimento (ICOR) – of 201912, determined 

that the educational level, employment status, and nationality of the father, as well as the living 

conditions of the household, have determinant effects on the future at-risk-of-poverty rates – 

referred to as poverty rates, in the mentioned study – faced by the children13 (of both masculine 

and feminine gender). The main findings of this research were compiled in Appendix H (Peralta 

et al., 2023). 

Building on the earlier conclusions, the same research further examined the extent to which 

poverty is, in fact, passed down across generations in Portugal. To that end, the responses given 

by individuals born in three distinct generations – 60s, 70s, and 80s – were evaluated, 

considering their past financial situation as teenagers compared to their current reality14. This 

 
12  The 2019 ICOR relied on statistical data drawn from a representative sample of the population living 

in Portugal (Observatório Nacional de Luta Contra a Pobreza, 2019).  
13 The mentioned study gathered responses from individuals aged 25 to 59 regarding their family 

situation at age 14.  
14 Despite gathering responses from individuals born in the 60s, 70s, 80s, and 90s, for this specific 

analysis, the decision was made to only use responses from those born from the sixties to the eighties. 

This choice was driven by the understanding that, when the study was conducted (in 2019), these 

individuals were in a later stage of their professional journeys, providing more reliable and 

comparable insights (Peralta et al., 2023).  
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analysis revealed that the perpetuation of poverty across generations is a strong reality in the 

country and shows no signs of diminishing. Consistently across all decades studied, a 11% 

margin separated the poverty rates of individuals from financially comfortable backgrounds at 

age 14 (11-13%) from those from financially challenging backgrounds at the same age (22-

24%). Still, overall poverty rates declined for those born in the 1980s, of both financial 

backgrounds, even though the influence of those backgrounds on poverty levels remained 

consistent with the trends observed in the other two decades (Figure 6.4) (Peralta et al., 2023). 

These observations provide undeniable proof that, in Portugal, being born into poverty is still a 

life ‘sentence’ (Clérigo, 2023).  However, beyond being an inherited condition, poverty is a 

lived reality – one that carries daily hardships.   

 

While it is known that no or underemployment are major drivers of poverty (Annex K) 

(Peralta et al., 2025), Portugal records an alarming number of working poor. In 2024, the 

country’s in-work at-risk-of-poverty rate hit a record of 9.2%, placing it as the 11th highest 

among the EU27 nations (Annex L) (Eurostat, 2025a). Such poorly paid occupations typically 

require more weekly working hours15 (Alves & Observatório Cáritas, 2025) and frequently 

expose employees to greater health and safety hazards (Annex N) (Peralta et al., 2025). This 

shows how, besides subsisting on sometimes very demanding, precarious or no jobs, poor 

individuals are faced with deprivations that surpass the financial realm. In fact, in a 2024 study, 

results indicated that poor individuals were more likely to do little exercise (59,5%), while 

 
15 Research shows that the quintile of works receiving the shortest amount of salary per hour is the one 

that works the highest value of weekly hours – more than 40,1 hours/week (Annex M) (Peralta et al., 

2025). 

Figure 6.4 Link between an individual’s household finances at 14 and their 2018 at-risk-of -poverty rate, across 

different birth cohorts 

Source: Retrieved from Peralta et al. (2023) 
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having a low consumption of healthy foods, such as fruits (5,9%) and vegetables (7,2%) – in 

the non-poor population, these rates fell to 48,6%, 3,5% and 4,4%, respectively. Besides this, 

poor individuals also reported experiencing greater day-to-day difficulties, such as in seeing 

even when wearing eyeglasses (29%), walking or going up the stairs (15%), and in 

remembering or maintaining focus (24%). These figures drop to nearly half when considering 

the non-poor population. Along with encountering greater difficulties, poor individuals often 

feel lonelier and more socially isolated than their wealthier peers, with nearly 16% indicating 

they seldom or never feel happy (Annex O) (Peralta et al., 2024).  

More recent figures reveal that, in terms of accommodation, almost 40% (38.5%) of the 

poor population in Portugal lives in homes with roofs that are permeable to water or rotten, 

while nearly 30% (27.7%) live in overcrowded homes. In financial terms, over 42% of the poor 

population (2 out of every 5 poor families in Portugal) experienced difficulties reaching the end 

of the month with their expenses, while 26.4% were over-indebted. For the non-poor 

population, these rates fell to 19% and 16%, respectively. The poor population has also been 

shown to be more prone to live in noisy neighbourhoods or towns, in more polluted 

environments, and in places with a higher rate of criminality or violence (Annex P) (Peralta et 

al., 2025).  

The rising prices aggravate this reality. Although poverty rates have registered a major 

positive evolution in 2023 and beyond, inflation is affecting the purchasing power of 

households. Despite inflation reaching 7.83% in 2022, its highest point this millennium, and 

then 4.31% in 2023 (Pordata, 2025f), the average income for impoverished workers increased 

by just 2.1% compared to 2022, whereas non-poor workers saw an 8.1% increase, contributing 

to an overall average rise of 7.4% (Appendix I) (Instituto Nacional de Estatística, 2025c). 

Accordingly, recent research suggests that the great majority of the population – regardless of 

the income level – has perceived a decline in their purchasing power (96.7% of the respondents 

of an 838-participant sample16), as well as rising food prices. Consequently, the same study 

found that there was an overall adaptation of the families’ consumption habits (93%), with a 

significant part of them quitting the acquisition of certain food items (64.2%) (Marques et al., 

2025). In parallel, in 2023, there was a rise in the amount of resident population in the country 

incapable of affording complete and healthy meals (Appendix J) (Peralta et al., 2025) 

 
16 The mentioned study is based on a data base collected between December 2022 and May 2023, through 

an online survey that targeted people aged 18 years old or more, residing in Portugal (Marques et al., 

2025). 
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Poverty Profiles in Portugal 

Portugal faces an inherent, intergenerational poverty that disproportionately impacts 

identified groups and localities more prone to conditions of poverty or social exclusion. A recent 

study published by the Observatório Nacional de Luta contra a Pobreza (National Observatory 

for the Fight against Poverty) found that the following groups, listed in increasing order, face 

an at-risk-of-poverty or social exclusion rate significantly higher than the national average 

(Observatório Nacional de Luta contra a Pobreza, 2024):  

1. Unemployed people (59.2% at-risk-of-poverty or social exclusion); 

2. Renters with subsidized or free rent (40.5%); 

3. People outside the labour Market, excluding the unemployed and retired (36.6%); 

4. Single-parent families consisting of one adult and at least one dependent child (35.5%); 

5. One-person households, especially those headed by women (31%); 

6. Men and women aged 65 and over (30.6%); 

7. Foreign population of non-EU nationality (28.6%). 

Regarding place of residence, the Azores were deemed Portugal’s poorest region in 2023, 

with 31.4% of its inhabitants at risk of poverty or social exclusion. While the North (22%) and 

Algarve (22.6%) were the most impoverished areas on the Portuguese mainland, it was the 

metropolitan region of Lisbon that exhibited the highest rates of material and social deprivation 

in 2023 (Observatório Nacional de Luta contra a Pobreza, 2024).  Within Greater Lisbon, 

Amadora (€11 755) and Odivelas (€11 972) were the municipalities with the lowest median 

gross declared income per taxpayer, after personal income tax, with their amounts being merely 

€100-€200 higher than that of Azores (€11 660) (Annex Q) (Instituto Nacional de Estatística, 

2025d).  

 

Migration 

The continuously growing immigrant population in Portugal constitutes a particularly 

vulnerable group (Lopes et al., 2024; Pordata, 2023), with serious consequences across various 

areas, including national health, as detailed below. 

In 2022, Portugal recorded its highest-ever number of migration entries, reaching 118,000 

(Pordata, 2023). The foreign population with legal residency tripled between 2015 and 2023 

(Lopes et al., 2024), totalling 1,044,238 immigrants (Pordata, 2024) and currently constituting 
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approximately 10% of the Portuguese population (Lopes et al., 2024). In 2024, about 36% of 

this demographic lived at risk of poverty or social exclusion, with this rate affecting mainly 

those coming from non-EU27 countries (38.4%, versus 14.3% for immigrants from EU27 

countries) (Pordata, 2025a). A 2023 report by Pordata revealed that the immigrants coming 

from non-EU27 countries made up 76% of the total foreign population, with the main non-

European origins including Brazil (29.3%), the United Kingdom (6%), Cape Verde (4.9%), and 

India (4.3%) (Pordata, 2023). Likewise, according to the latest figures on the homelands of 

resident immigrants who acquired Portuguese nationality, the majority of individuals originate 

from (South) America, Africa, and Asia, in that specific order (Appendix K) (Pordata, 2025d).  

About 30% of immigrants in Portugal occupy non-qualified jobs (Randstad Research, 

2025) and are significantly exposed to precarious employment (35%) (Pordata, 2023), thus 

being affected by the ongoing crisis on housing access motivated by a shortage of supply in the 

main cities, where the migrant population is mainly focused, with particular emphasis in the 

metropolitan region of Lisbon (see Appendix L for the distribution of ethnic focus groups across 

municipalities) and Porto city (Azevedo et al., 2024; Pordata, 2024).  In fact, data shared by the 

OECD revealed that, in the 3rd trimester of 2023, Portugal ranked first in the rate of countries 

with the highest effort rate, as measured by the ratio of housing expenditure/salary (Azevedo et 

al., 2024). This is partly why 22.4% (2024) of Portugal’s foreign population lives in 

overcrowded homes, with those coming from non-EU27 countries being especially affected 

(24%, versus 10% for immigrants from EU27 countries) (Eurostat, 2025b). Such conditions, 

along with poverty, inappropriate work conditions, and social exclusion, lead to the common 

fact that, after an initial healthy period, immigrants tend to develop into an unhealthy state, 

leading to reinforced health necessities (D. Silva et al., 2022). A recent report from the national 

Entidade Reguladora da Saúde (Health Regulatory Authority) found that for about half of PHC 

units, most foreign patients sought medical assistance for acute illness (51.9%) and maternal-

child care (49.2%), in that order (ERS, 2025).  

The growing foreign population not only increases demand for health services but also 

poses particular challenges for the Portuguese SNS. Their accessibility is hindered by language 

barriers and a lack of knowledge of legal and administrative frameworks, and, simultaneously, 

the health services’ capacity to act is diminished by linguistic challenges and human resource 

deficiencies (ERS, 2025). But not only. Immigrants from developing countries have a higher 

risk of carrying infectious diseases that are preventable through vaccines included in Portugal’s 

national vaccination program. Some ethnicities present a greater incidence of determinate 
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chronic diseases, in addition to those linked to the tendentially stressful process of migration – 

obesity, diabetes, and cardiovascular disease. Other tendencies include the cultural acceptance 

of adolescent pregnancy and the reluctance to address sexual or reproductive health matters, 

leading to disinformation and consequential traumatic experiences (D. Silva et al., 2022). To 

close, it is also noteworthy that, regarding more specifically the PHC, the disregard for 

preventive/continuous care (Estrela, 2009), as well as the fact that these groups are more mobile 

than the majority of the population, with this tendency being stronger for younger migrants 

(Wachter & Hornstra, 2024), can hinder the national health system’s capacity to intervene.  

All these points shed light on how migration poses a challenge that may deepen health 

inequalities (D. Silva et al., 2022).  

 

6.2. Social Gradient in Health in Portugal  

 
A nation’s social imbalances are often reflected in its health disparities (Cortez, 2010). This 

challenge, in fact, was not entirely overcome with the establishment of a national health system, 

as socioeconomic status and geographical area continue to predict an individual’s well-being or 

their access to care (Estêvão, 2024).  

Portugal exhibits marked differences in health care accessibility between its rural and urban 

areas. Rural regions face an inadequate number of medical personnel, limited services, and 

heightened poverty risks. At the same time, urban hubs like Lisbon and Porto enjoy notably 

superior access, with greater infrastructure and a higher number of health care professionals. 

However, even within these major cities, inequities persist, determined by a patient’s address 

and their socio-economic status (Estêvão, 2024). Evidence for this is further strengthened by a 

2025 study regarding the Portuguese population, which shows that, in 2023, individuals with 

lower incomes remained less healthy than their more affluent counterparts. This report defined 

health based on three aspects – personal health evaluation, occurrence of chronic diseases, and 

restrictions on routine activities because of illness –, with care access difficulties linked to 

poverty being defined by absences in medical appointments due to financial inability, prolonged 

waiting periods, or the geographical distance to the appointment venues. Results demonstrated 

a roughly 10% disparity in poor health outcomes, with the poorer population experiencing a 

higher burden than the wealthier population. In terms of access to care, the share of the poor 



27 
 

population unable to obtain appointments was more than twice that of the non-poor, with the 

gap being even greater for dental appointments (Table 6.1) (Peralta et al., 2025).  

 

Table 6.1 Health Deprivation in Portugal, by socio-economic condition (in %) 

  Poor Population Non-poor Population 

 2022 2023 2022 2023 

Health Status 

Personal Evaluation 21.3% 24% 11.6% 11.5% 

Restrictions on Routine 

Activities due to Illness 
42.3% 43.3% 32.4% 31.5% 

Chronic or Long-Term Disease 50.6% 51.7% 43.5% 43.1% 

Access to Health Care 

Medical Appointment or 

Treatment (Non-dental) 
12.5% 10.2% 3.9% 3.8% 

Medical Appointment or 

Treatment (Dental) 
39.3% 43.2% 13.7% 14.9% 

Source: Adapted from Peralta et al., (2025)  

 

Additional information released by the Portuguese Health Ministry in its National Plan for 

Health (2021-2030) indicates that previous research has found a connection between increased 

poverty and elevated mortality rates across all causes. A link has also been established between 

low educational attainment and a higher occurrence of diabetes mellitus, hypertension, high 

total cholesterol, being overweight or obese, and reduced physical activity (Ministério da Saúde 

& Direção-Geral da Saúde, 2022). In another report, from the Portuguese Health Systems 

Observatory (Observatório Português dos Sistemas de Saúde) (2022), further data regarding 

health illiteracy among the poorest should raise additional concern. The study states that data 

from 2022 indicate that approximately 30% of the Portuguese population has a problematic or 

inadequate level of health literacy. This value reflects a substantial issue, not merely owing to 

its scale but also because of its consequences, as lower health literacy levels negatively impact 

one’s:  

1. Access to and knowledge regarding the use of available health services; 

2. Personal management of one’s health condition; 

3. Health determinants; 

4. The degree of patient engagement in their health journey. 
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Levels of Health Literacy are also essential for health maintenance and treatment success, 

and they significantly indicate social disparities in health, particularly affecting those in poverty, 

individuals with lower socioeconomic status, those with limited education, and older adults.  

The high levels of health illiteracy in Portugal are not an isolated problem; instead, they 

reflect an inherent structural element that calls for the formulation of integrated solutions 

(Observatório Nacional de Luta contra a Pobreza, 2024). Therefore, as developed across the 

previous chapters, the disparities in health literacy, alongside other health domains, emerge 

from a sequence of deprivations to which poorer populations are exposed. Such weaknesses 

also further undermine these individuals’ socioeconomic status, since ill health hinders their 

educational pursuits and employment opportunities (Peralta et al., 2025). In turn, lower 

educational levels not only affect one’s health literacy (as noted above) but also undermine an 

individual’s life expectancy. In fact, by 2018, a «25-year-old university-educated man (could) 

expect to live almost eight years longer than his lower-educated peer on average across OECD 

countries» (OECD, 2018, p.3), with this gap amounting to 4.5 years for women. The fact that – 

consistent with the tendencies described in Appendix H – children whose parents lacked 

secondary school completion have only a 15% chance of pursuing higher education, whereas 

children with at least one parent holding a degree had a 60% chance (OECD, 2018), 

demonstrates how education can serve as a key factor in intergenerational poverty and poor 

health. This occurs because children living in impoverished households not only experience 

poorer health but also, on average, exhibit lower cognitive development and are less prepared 

for school, leading to diminished educational outcomes. Furthermore, these children are more 

prone to developing behavioural and mental problems stemming from the stress induced by 

their financial circumstances (Hamilton et al., 2023).  

Adding to the previous numbers, current data (2021-2023) regarding life expectancy in 

Portugal’s various regions demonstrated that the most economically deprived areas (as 

described in Subchapter 6.1) recorded the lowest life expectancy at birth – Algarve (80.21 years) 

and Azores (78.19 years) –, when compared to the national average of 81.17 years (Annex R) 

(Instituto Nacional de Estatística, 2024). Shifting our focus to Greater Lisbon, a look at the 

perinatal and infant mortality data (2024) in Appendix M reveals that, even without substantial 

disparities, the three most deprived municipalities of the region – Sintra, Odivelas and Amadora 

– showed a greater number of overall deaths across all four life stages, when put beside the 

three wealthiest – Oeiras, Lisbon and Cascais. To be precise, about half of the regional deaths 

occurred in the top three poorest municipalities, while in the three richest municipalities this 



29 
 

figure remained consistently around 30%, marking a 20% divergence. It is also noteworthy that 

Lisbon and Cascais, which registered fatality counts similar to Sintra and Odivelas, were the 

only localities to exhibit a Gini Coefficient by taxable household (2023) substantially exceeding 

the regional average of 44.6% (Instituto Nacional de Estatística, 2025a, 2025b, 2025d). 

Socioeconomic disparities in mortality could explain such figures (Ho et al., 2024). Besides the 

increased well-being disadvantages encountered by a child born into poverty, it is well-known 

that maternal poverty during pregnancy is associated with «higher risks of low birthweight, 

pregnancy and birth complications, and maternal mortality» (Kramer et al., 2000; Singh, 2021, 

as cited in Hamilton et al., 2023, p.1). A recent UK investigation into the matter further 

confirmed that the most deprived mother-child dyads have a higher overall risk of infant 

mortality, stemming from four critical factors that accounted for 30% of the social inequality in 

infant mortality, collectively: preterm birth; smoking during pregnancy; maternal age (<20 

years at childbirth); and maternal depression (Ho et al., 2024).  

These findings reinforce the established understanding that an individual’s income or 

education level is a strong predictor of their health. While low income and education levels are 

closely linked, in both cases, people tend to face a double disadvantage – not only do they 

become ill more quickly and at a younger age than their wealthier and more educated peers, but 

they also experience poorer health outcomes when receiving treatment (OECD, 2025). Lastly, 

it is worth mentioning that a 2025 OECD study on patients’ self-reported health outcomes and 

experiences, published in February, found that Portugal exhibited significant gaps in the 

perceived quality of care (8%) and trust in the health care system (11%) between individuals of 

high and low income levels (OECD, 2025).  

To further support the previous data, the next subchapter will present a regional analysis 

regarding access to PHC in the three most affluent and the three poorest municipalities within 

Greater Lisbon.  

 

6.2.1. Access Disparities to PHC in Lisbon   

 
The data used in the present analysis17 were retrieved from the Ministry of Health’s BI-CSP 

website, an official platform providing information on PHC across the country. The data was 

 
17 Access here: Access to PHC_Thesis.xlsx 

javascript:;
javascript:;
https://1drv.ms/x/c/f332772ad686dbe3/EQA1E2ps34hLun7UFdXifz0Blow_iuIAiNr2xuimin-rrw?e=M7nC9o
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collected in December 2024. As the purpose of retrieving this data was to analyse social 

disparities in the access to a FHT, only the typologies of PHC institutions meeting both of the 

following conditions were included: (1) being common to all municipalities, and (2) including 

General Practitioners (GP) among their human resources. Accordingly, for each of the 

municipalities seen in Appendix H, the following values regarding USF and UCSP units were 

collected: 

• Nº of GP; 

• Nº Patients allocated to a FHT; 

• Nº Patients not allocated to a FHT; 

• Nº Patients not allocated to a FHT, by their own option; 

• Nº Patients registered in PHC. 

For the analysis of the collected dataset, the six municipalities were divided into two 

categories: Sintra (SI), Amadora (AM), and Odivelas (OD) in one, the poorest, and Cascais 

(CS), Lisbon (LI), and Oeiras (OR) in the other, the richest. A significant disparity in the 

proportion of residents registered in the PHC units under consideration was observed between 

the two groups. In the poorest group, 89% of the population had registered in PHC, while only 

48% of the wealthier group had done so. At the same time, the proportion of patients without a 

FHT who had required one was 27% higher in poorer municipalities (33%) than in the richer 

municipalities (6%). Regarding the percentage of the population assigned to a FHT, the poorer 

group remained at a disadvantage, with 67% compared to 94% in the richer group. 

 An inferential analysis of the dataset, conducted in Stata, reinforced these findings by 

showing a statistically significant (p = 0.000) and positive (β = 0.227) association between 

residing in the three poorest municipalities and not being assigned to a FHT (see Appendix N).  

These results confirm the persistence of the issues described in Cortez (2010), whose analysis 

15 years earlier attributed them to rapid demographic growth in Amadora and Sintra – largely 

driven by immigration – and to an inefficient human resources management, leading to a drain 

of vital resources in health care that was already evident then, and persists until today with no 

signs of deceleration (Anderson, 2023). 
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6.3. Are Health Inequalities a Strategic Error? 

 
The realities detailed earlier are profoundly misaligned with the right to health protection 

established by the Portuguese legislation, which includes not only the universal access to SNS’s 

services, but also the safeguarding of economic, social, cultural, and environmental conditions 

that ensure the protection of individuals from childhood to old age (Portuguese Republic 

Constitution, Article n.º 64, n.º 2). The values and principles guiding the national health 

system’s operations, through the enforcement of this right, are established in the Health Bases 

Law, which serves as the reference legal framework for national health affairs in Portugal 

(CNECV, 2019). As such, Base n.º 20 describes the nine principles that must direct the 

Portuguese SNS (Conselho Nacional de Ética para as Ciências da Vida (CNECV), 2019). Two 

principles, Universality and Equality, are particularly significant for this study. Universality 

reinforces the obligation to support everyone without bias, while Equality allows for the 

correction of prevalent health inequalities, focusing specifically on at-risk populations (Health 

Bases Law, Base n.º 20). However, notwithstanding such directives, evidence suggests that, 

over the years, there has been no consolidated strategy or dedicated drive to tackle the 

considerable health inequalities in Portugal.  

In 2011, Pereira and Furtado warned that these concerns, although widely acknowledged, 

were largely excluded from the strategic approach of the Portuguese national health system and 

remained absent from the country’s political agenda. In 2010 and 2011, two WHO reports 

evaluating the Portuguese National Health Plan further confirmed this gap, highlighting the 

need to address significant health inequalities through efficient and cross-sectoral policies 

(Campos-Matos et al., 2016). A decade later, and despite being a primary strategic goal in the 

National Health Plan since 2004 (Ministério da Saúde & Direção-Geral da Saúde, 2004, 2013, 

2022), health inequalities persist in Portugal. Indeed, in 2015, the prevalence of long-term 

diseases or health problems showed an 18.7 percentage-point gap between the poorest (43.2%) 

and the richest (24.8%) income quintiles of society. As of 2022, this gap had shortened by 5 

percentage points, while the occurrence of illness among the most underprivileged and 

privileged cohorts had increased by over 8% (8.2%) and 13% (13.6%), respectively (Annex E) 

(Eurostat, 2024). These figures serve as proof of an unfit strategy, marked by the absence of 

cross-sector collaboration, transparency, accountability, and political coherence, hindering 

Portugal’s ability to tackle health inequalities effectively (Doetsch et al., 2025).  
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7. Why is the Social Gradient in Health something to 

worry about? 
 

In the closing chapter of his book The Status Syndrome (2005), Michael Marmot, director of 

the UCL18 Institute of Health Equity reflects on a rather unexpected scene. It all happened back 

in 1987, amidst the press launch of Margaret Whitehead’s The Health Divide, a report that 

collected evidence of the health inequalities in Britain at the time. The event was about to start 

when everyone suddenly received the news that the launch could not take place at the Health 

Education Council (HEC), where they had gathered, while the director general of that same 

institution was forbidden to appear. By the next day, the newspapers’ headline explained it all: 

«Government attempts cover-up of report that shows widening health gap!» (Marmot, 2005, p. 

240). But why should health inequalities raise such a concern? The answer lies in the fact that 

this phenomenon defies the very concepts of social justice and fairness – as detailed in Chapter 

3 –, as it exposes the «heart of the way we live as individuals and of how we organize our affairs 

as societies» (Marmot, 2005, p. 240). Put simply, health inequalities derive from the opportunity 

and autonomy gap between social groups, while, by contrast, fairness refers exactly to a state 

of equality in terms of opportunity across the society (Marmot, 2005; Rawls, 1999).   

In fact, the consequences of health inequalities extend beyond the poorer health and well-

being of those directly affected. Their impact is not confined to the individual sphere of the 

poor or to social justice affairs, as mentioned above; they can also influence national economic 

performance, from a macro perspective. On a micro level, though, there are personal and moral 

reasons to worry about this phenomenon. Let us go through each of them.  

It is noteworthy that the essence of the social gradient in health is not to explain the opposite 

realities lived by contrasting socioeconomic status, but rather to shine a light on how slight 

differences in economic standing can impact one’s health. That means that anyone below the 

higher-income classes is affected by it (Marmot, 2005). For EU member states, that includes 

the vast majority of the population, with only 7.5% on average belonging to the higher-income 

classes. The middle class, in turn, accounts for an average of 64% of the population in EU 

member states (Eurofound, 2024). This is the personal reason. For the moral reason, on the 

other hand, Marmot (2004) invokes a simple logic: if, considering the case of the Titanic, we 

 
18 University College London 
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think it is wrong that those in the 3rd class had a higher rate of death, why should we then be 

careless about the fact that people below us in the social hierarchy have higher rates of death, 

for all causes (Ministério da Saúde & Direção-Geral da Saúde, 2022)? 

But it does not end here. Health has value; in other words, health is wealth, and it is also 

one of the three pillars of human development, along with education and income (Alleyne & 

Cohen, 2002). That explains why «countries with educated, healthy populations, are in a better 

position to prosper, especially in favourable policy environments» (Bloom & Canning, 2000, 

as cited in Alleyne & Cohen, 2002). Health is, therefore, a valuable capital asset, one capable 

of promoting economic growth. In fact, while illness and disability among the population are 

estimated to considerably reduce hourly wages and productivity, better health – physical and 

mental – on the contrary, increases productivity levels. This tendency is even more evident for 

children. The evidence establishes a strong correlation between children’s and adults’ health. 

Investments during pregnancy and early childhood have been shown to be determinant on better 

health, education, and income in adult life (Alleyne & Cohen, 2002). Accordingly, a recent 

study run in Cameroon and Kenya found a positive correlation between better health and the 

significant decrease in poverty among those at the bottom of the income distribution (Epo et 

al., 2023). The part health has to play in poverty becomes even more evident when considering 

the definition of poverty by Amartya Sen (1999) (as cited in Alleyne & Cohen, 2002) as:  

A «capability deprivation» where a person lacks «substantive freedoms» he or she needs 

to lead the «kind of life he or she has reason to value» (Alleyne & Cohen, 2002). 

These arguments justify why the intervention on the social gradient in health in Portugal is 

not just an ethical urge, but also a national weakness that, if overcome, can reflect in actual 

returns. In fact, policies aimed at reducing poverty can promote economic growth, even if 

inequalities remain constant. At the same time, it is well known that the higher the poverty 

levels, the greater and more significant are the negative impacts of inequality on economic 

growth (Breunig & Majeed, 2020). The following and final chapter will then focus on a policy 

recommendation based on two actions that aim at alleviating the social gradient in health in 

Portugal, as a way of not only improving the social justice and economy of the country, but also 

of meeting the rights and duties established by the Portuguese law – see Subchapter 6.3. 
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8. PHC: A Hidden Gem  

 
Typically, health challenges are addressed through biological and technological approaches. 

However, extensive research over many years has revealed that, apart from material well-being, 

the capacity for self-governance (autonomy) and the openings (opportunities) to partake in 

society fully are crucial for robust health and longevity. These two elements, in fact, are 

established as key contributors to health disparities. Such a finding should lead to redirecting 

attention towards people’s living and working conditions (Marmot, 2005). To address this, the 

subsequent proposal endeavours to diminish the social gradient in health and halt cycles of 

poverty across generations through two strategic measures within the Portuguese SNS, at the 

PHC level – specifically in General Practice, where the patient’s social and family 

circumstances are inseparable from their clinical care (Santos et al., 2013). Still, there is more 

to be considered.   

 

8.1. The New Models of Health Care 

National health systems today face growing challenges, including escalating health care costs 

driven by technological and clinical advances, an increase in chronic illnesses, and a shortage 

of health professionals, as outlined in Chapter 1. The urgent need for more streamlined systems 

that can make the most of limited resources has spurred the creation of innovative public health 

governance models, which are becoming progressively more accepted (European Commission: 

Directorate General for Health and Food Safety, 2019). 

Despite the Portuguese SNS maintaining a conventional governance structure – defined by 

high centralization, bureaucratic processes, political influence, and an inward-looking 

perspective – evolving governance models have adopted opposing strategies. However, two of 

these have achieved widespread approval among OECD member state administrations and in 

academic discourse: the New Public Management (NPM) and the Public Value Management 

(PVM) models (C. Rodrigues, 2023).  

Created in the 80s, the NPM is based on the premise of integrating private-sector 

management models into public management through three main principles. First, the 

decentralization of authority through its dispersion, encouraging managers to take more 

responsibility for the goals set. Second, the deregulation, through a higher autonomy of 
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managers in the allocation of resources with no major impediments from higher functional 

entities – applying to the health sector in Portugal, the Ministry of Health and its branches – 

further contributing to their accountability for the organizational results. And lastly, the 

delegation of command through the division between politics and management, with the 

government intervening through the setting of public policies, and the management being 

responsible for implementing them independently and delivering results. Another cornerstone 

of the NPM is maximizing production outputs and efficiency through the integration of 

performance-based rewards, measurable performance indicators, and discipline in the use of 

organizational resources. But these guidelines were largely criticized for going too far from the 

principles of the health public sector, which is fundamentally solidary (European Commission: 

Directorate General for Health and Food Safety, 2019; C. Rodrigues, 2023). 

The lacuna left by the NPM was later fulfilled by the PVM, a public management model 

which recognizes that fundamental differences in the values shared between public and private 

services call for necessarily different approaches. Moreover, it emphasizes their duty to meet 

society's collective needs as the very core of their existence. In other words, the continuity of 

public services must be anchored in the delivery of Public Value, defined as the added value of 

public services as measured by the user-taxpayer, in exchange for the resources allocated 

(taxes). The PVM model, therefore, is founded on two principles: the production of outcomes 

(valuable social and economic impacts aligned with the priorities and preferences of citizens) 

and cost efficiency (C. Rodrigues, 2023). For the implementation of the PVM, one 

modernization movement inside this approach, the Value-Based Health Care (VBHC) model, 

introduced in 2006 by Michael Porter and Elizabeth Teisberg, sets out a strategy that combines 

outcomes, user satisfaction, and low costs (Porter & Lee, 2013; C. Rodrigues, 2023). 

Accordingly, this strategy is marked by six essential steps: the measurement and follow up of 

health outcomes and costs (to improve innovation, the quality of care, and efficiency, as well 

as the development of condition-based bundle payment models); focus on prevention and 

promotion of health; organize services according to health condition (overcome lack of 

integrated services, by gathering all the specialities involved in one condition can enhance 

health outcomes, and patient orientation through the system, decrease costs, and tackle burnout 

environments); implement bundle payments (payment for a complete package of services 

included throughout the treatment cycle, promoting efficiency); complete and long-term 

electronic registration of the patient’s clinical data; strengthened accountability of the patient 

for their health and treatment adherence (C. Rodrigues, 2023; Teisberg et al., 2020).  
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In conclusion, the VBHC model reflects a patient-centred approach with one focus: 

improving the population’s health, which can only be achieved through the positive health 

outcomes of many. For that end, the shift from treatment to prevention and health promotion 

entails addressing patients’ non-clinical needs – psychological and others – that may lead to 

poorer health outcomes (Teisberg et al., 2020). 

 

8.2. PHC as a Pathway to Reducing the Social Gradient in 

Health 
 

Although some critics dismissed it as a utopian strategy, the implementation of the VBHC 

model by care providers worldwide – through large-scale reforms – has demonstrated 

substantial improvements in outcomes, efficiency, and financial performance (Porter & Lee, 

2013; Teisberg et al., 2020). In contrast, many initiatives implemented by managers and 

policymakers, such as combating fraud, reducing errors, enforcing practice guidelines, 

encouraging patients to be better consumers, and deploying electronic medical records, have 

not successfully addressed the current challenges faced by national health systems. The solution 

requires a fundamentally distinct strategy (Porter & Lee, 2013). 

The trajectory of health care’s future is deeply linked to the VBHC directives. Accordingly, 

by the year 2040, it is expected that prevention and early diagnosis will finally assume a central 

role. Strategic planning in the sector is also expected to prioritize patients over institutions, with 

the establishment of a holistic framework encompassing all aspects of mental, social, emotional, 

and physical wellness. Technology will play a decisive part. Always-on data and wearable 

devices are expected to be incorporated into medical routines, supported by AI-powered 

software, allowing for enhanced precision and real-time micro-interventions. The incorporation 

of these advancements is predicted to encourage new collaborations and players within the 

health care field. All these changes will promote «more precise, less complex, less invasive and 

cheaper» (Batra et al., 2019, p.1) interventions and treatments, capable of preventing illness and 

addressing critical clinical conditions. At the same time, forecasts indicate that the adoption of 

new technologies, coupled with the ability to detect and prevent disease in its early stages, and 

greater patient responsibility, will contribute to a shortage in health care spending (Gebreyes et 

al., 2021). In light of these points, the VBHC model should be seen not just as a theory but as 

a strategy aligned with the future of health care and a solution to its long-term sustainability.  
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PHC: A Step Ahead 

Although frequently portrayed (erroneously) as being «less modern and of less value than 

specialist hospital care» (Rajan et al., 2024, p.21), and as inferior, PHC is, in reality, highly 

consistent with many fundamental concepts of VBHC and, consequently, with the forthcoming 

direction of health care. Indeed, PHC represents a pivotal component of strong and resilient 

health care systems, and is a cost-effective approach to meeting people's needs (Rajan et al., 

2024).  

In the words of Dr. Hans Kluge, WHO Regional Director for Europe, member states are 

being advised to «go ‘back to the future’» (WHO, 2023a, p.1), through PHC, in order to achieve 

the fulfilment of the promise of health for all. Likewise, earlier this year, following its 78th 

Assembly, the WHO advised all member states to increase their investment in PHC, by 1% or 

more of the GDP as a means to work towards universal health coverage and a better future, with 

more health, equity, and positive changes in both society and economy. But not only. The WHO 

is calling for an urgent reinforcement of PHC, given the current global health financing crisis. 

Ongoing armed conflicts worldwide, combined with cuts in international aid budgets from key 

contributors – projected to result in a 40% reduction in external assistance in health by 2025 –, 

leave less room to address the rising health care costs, and call for solutions capable of 

«improving public financial management systems to generate the greatest positive impact on 

population health» (WHO, 2025b, p.1) (The Lancet Primary Care, 2025). In light of these 

challenges, a PHC approach was identified as the «fastest and most effective, equitable and 

inclusive» (WHO, 2024, p.2) way of achieving universal health coverage. But how? 

The potential of PHC as a ‘step ahead’ for achieving the goal of equitable and sustainable 

health for all becomes clear when confronting its guidelines with those of a value-based care 

model. Similarly to these, PHC is based on an integrated and continuous care, the address of 

the broader determinants of health, and in increasing the patient’s accountability by 

empowering «individuals, families and communities to take charge of their own health» (WHO, 

2025a, p.1). Accordingly, reinforcing PHC contributes to better health outcomes while 

simultaneously supporting the financial sustainability of health systems.  

Evidence shows that PHC improves population health, as the density of PHC physicians in 

a given area is positively associated with population health, and individuals followed by a PHC 

physician tend to be healthier (Starfield et al., 2005). As stated by the WHO (2024), 

strengthening PHC-oriented health care systems worldwide could save 60 million lives and 
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«increase global life expectancy by 3.7 years by 2030» (p. 2), as well as achieve 75% of the 

health gains linked to the Sustainable Development Goals. Access to PHC has also been shown 

to have substantial financial impacts, leading to fewer emergency department visits, 

hospitalizations, and health expenditures (Gao et al., 2022; The Lancet Primary Care, 2025). In 

turn, research based on data from the United States Veterans Health Administration (VHA) 

system found that the cost per patient per year reduced by $721, on average, for each additional 

in-person PHC visit. The return was even greater when considering the effects of the first PHC 

visit, which registered a $3976 annual saving per patient (on average). When considering the 

top 10% of high-risk patients (by severity of illness), this value reached $16,406 (Gao et al., 

2022).  

Beyond its resemblance to VBHC models in driving health care system cost-effectiveness, 

through improving health outcomes and reducing overall costs (Gao et al., 2022), PHC has also 

been found to promote a more equitable distribution of health among populations, both across 

and within nations (Starfield et al., 2005). These equity benefits set the stage for examining how 

PHC can help reduce the social gradient in health. 

 

Can PHC mitigate the Social Gradient in Health? 

PHC poses as a solution to health inequalities for two main reasons: enhancing universal 

health coverage and addressing the social determinants of health.  

As developed previously, the very nature of PHC enables health systems that invest in it to 

guarantee the «access to high-quality, people-centred health services without financial 

hardship» (Rajan et al., 2024, p.xiii). In fact, evidence shows that strengthening PHC enhances 

access to essential health care services, medicines, and vaccines for all, thereby improving 

population health (Rai et al., 2024). These gains are further reinforced by PHC’s holistic 

approach and its capacity to empower communities in health matters.  

A twenty year (2000 to 2019) study ran in Latin America aiming to find the effect of high 

PHC coverage in a context of economic crisis, found that it led to a substantial decrease in the 

overall mortality rates of children bellow 5 years old, as well as in the mortality rates for the 

same age range from nutritional deficiencies, anaemia, vaccine-preventable and vaccine-

sensitive conditions, and infectious gastroenteritis (Moncayo et al., 2024). Another example of 

how PHC can mitigate the effects of adverse economic conditions is given by reports on the 

effects of Community Health Centres (CHSs) implemented in the United States, by President 



39 
 

Lyndon Johnson, who in 1964 declared an ‘unconditional war on poverty’. These centres were 

located in disadvantaged areas and offered primary care to «poor and underserved populations» 

(Bailey & Goodman-Bacon, 2015, p.1), as well as home visits and transportation to medical 

appointments, while charging patients on a ‘pay as you can’ model for services and medications 

provided – still, many of the prescribed drugs were free of charge or subsidized by the CHCs. 

Data from 1965 to 1974, revealed that this program led to a 7-13% drop in mortality rates among 

patients more than 50 years old, this being attributed to two main factors: the increase in 23% 

of poor adults reporting regular care visits among the recipient population (with regular care 

having a more significant impact in positive health outcomes than insurance coverage); the 

percentage of older poor supporting out-of-pocket expenditures on prescribed drugs fell by 

around 30%, in locations with CHCs (Bailey & Goodman-Bacon, 2015). However, the purpose 

of this measure exceeded its impact on health outcomes. It was drawn to prevent health 

inequalities from hindering the program’s effectiveness as a whole, as poor health was 

accurately identified as a driver of persistent poverty:  

The poor get sick more than anyone else in society. That is because they (…) have 

inadequate diets, and cannot get decent medical care. When they become sick, they are sick 

longer than any other group in the society. Because they are sick more often and longer 

than anyone else, they lose wages and work, and find it difficult to hold a steady job. And 

because of this, they cannot pay for good housing, for a nutritious diet, for doctors. At any 

given point in the circle, particularly when there is a major illness, their prospect is to move 

to an even lower level and to begin the cycle, round and round, toward even more suffering. 

(Harrington, 1962, as cited in Bailey & Goodman-Bacon, 2015, p.1).  

The War on Poverty successfully reduced poverty levels and improved overall well-being 

(Bailey, 2025), although the specific contribution of CHCs to this progress remains unclear. 

Nevertheless, a holistic approach to health can play a decisive role in addressing poverty by 

acting on the social determinants of health (Atun et al., 2025; Committee on Community-Based 

Solutions to Promote Health Equity in the United States et al., 2017). 

Health inequalities stem from systematic disparities in the opportunities and autonomy 

enjoyed by groups and communities across social classes. In fact, they are majorly based on 

community-wide problems that include not only poverty but also «unemployment, poor 

education, inadequate housing, poor public transportation, exposure to violence, and 

neighbourhood deterioration (social and physical)» (Committee on Community-Based 
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Solutions to Promote Health Equity in the United States et al., 2017, p.32), with only some of 

people’s individual choices and behaviours having an impact. While these determinants are 

complexly intertwined, community-based interventions on turning health equity into a shared 

value and vision, increasing community capacity to shape health outcomes, and creating multi-

sectoral collaborations, can enhance equal health opportunities – the very foundation of health 

inequalities (Annex S) (Committee on Community-Based Solutions to Promote Health Equity 

in the United States et al., 2017). At the same time, by overcoming poor health in disadvantaged 

settings, it is possible to stop perpetual and intergenerational cycles of poverty and illness 

(Annex T) (Atun et al., 2025).  

The following analysis will therefore focus on how PHC can intervene in five of the six 

policy objectives defined in the 2010 Fair Society Healthy Lives: the Marmot Review (as cited 

in Marmot et al., 2020), originally developed for Britain to address the social determinants of 

health and mitigate health inequalities – see Table 8.1 (refer to Appendix O for a more detailed 

analysis). 

 

Table 8.1 How can PHC address the Social Gradient in Health 

Priority Objectives from The Marmot Review 2010: Potential PHC Impact 

Priority 1: Give every child the best start in life. 

• General Practitioner with access to the biopsychosocial context of the patients (Santos et 

al., 2013). 

 

• In General Practice, when signs of familiar dysfunction emerge – such as excessive 

scheduled appointments by various family members with no organic disease, or 

behavioural and emotional problems, where the traditional biomedical model proves 

insufficient – a family assessment becomes mandatory (Santos et al., 2013). 

 

• The application of family assessment scales (1) and methods (e.g., family interview) allows 

for a detailed identification of problems and the development of an appropriate assistance 

plan to address family health dysfunction (Santos et al., 2013). 

 

• General Practitioner as manager and connector to appropriate community/social and 

medical resources (Santos et al., 2013). 
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Priority 2: Enable all children, young people, and adults to maximize their 

capabilities and have control over their lives. 

• Access to PHC in early life, particularly during the prenatal phase and the first three 

years, «significantly increases children’s completed years of education in later life» (Sun 

et al., 2025, p.1). 

 

• Refer to Behaviour Therapy: Research on behaviour therapy has shown it to be efficient 

in decreasing inappropriate behaviour among autistic children, accompanied by an 

improvement in their IQ (Lovaas et al., 1973). 

 

• Social Prescription: Health Education initiatives within the scope of PHC, intended to 

strengthen the ability of low-income parents in promoting their children’s health, have 

shown limited effectiveness unless the wider socioeconomic determinants of health are 

simultaneously addressed (Williamson & Drummond, 2000). 

Priorities 3 & 4: Ensure a healthy standard of living for all; Create and develop 

healthy and sustainable places and communities. 

• Universal Health Coverage hinders the existing link between illness and poverty 

(O’Donnell, 2024).  

 

• PHC promotes universal health coverage and lowers health inequalities, if successfully 

delivered, leading to healthier and safer societies and to the building of well-being 

economies (WHO Regional Office for Europe, 2023). 

 

• Social determinants of health can be addressed through Social Prescription (Robalo, 2025). 

 

• Guidelines for growing anxiety disorders in the context of non-specialized care have been 

set by the WHO, and include: reference to cognitive behavioural therapy, endorsement of 

stress management techniques, and the prescription of Serotonin Reuptake Inhibitor 

(WHO, 2023b).  
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Priority 5: Strengthen the role and impact of ill health prevention. 

• PHC integrates care, prevention, promotion, and education of health (Van Weel & Kidd, 

2018).  

 

• Strengthening PHC allows for the improvement of the population’s health and access to 

care, while at the same time promoting the national health system’s performance and lower 

health care expenditure (Van Weel & Kidd, 2018).  

 

• 20% of our health is defined by health care and 80% by social determinants: prevention 

must have a holistic approach (NHS Confederation, 2024) 

 

• Investing in aspects of the population's life, from living conditions to exercise initiatives, 

has been shown to have returns of £6.90 to £34.75 (per £1 spent) (NHS Confederation, 

2024). 

Notes: 

(1) Smilkstein’s Family APGAR (measures level of family disfunction); García González Family Risk Scale (measures 

family exposure to risk factors); Holmes-Rahe Stress Scale (measures family exposure to stress-induced illness); Graffar 

Social Classification (measures family socioeconomic status) (Santos et al., 2013).  

Despite this, PHC is not protected from the outdated nature of its conventional approaches. 

The implementation of a «data-driven, people-centred, and proactive approach» (WHO 

Regional Office for Europe, 2023, p. 4) is also required to enhance their efforts. Social 

prescription represents progress in this regard, as it establishes a connection between health 

care services and community support, allowing medical practitioners to address the social, 

emotional, and practical needs of their patients (Robalo, 2025).  

 

8.2.1. Can the attribution to a FHT hinder the Social Gradient in Health? – 

An Empirical Analysis 

 

To provide further evidence on the social gradient in health in Portugal and the impact that PHC 

can have on it, a dataset from the Loures-Odivelas Local Health Unit (ULSLOD) was 

employed. It should be noted that this local health unit was deliberately selected for covering 

one of the poorest municipalities in the metropolitan region of Lisbon – Odivelas (Annex Q). 

The dataset mentioned was provided as part of a collaborative agreement established for the 

present research, with the primary objective of assessing whether the allocation to a FHT can, 



43 
 

in fact, reduce disease incidence among the most vulnerable, thereby hindering the social 

gradient in health. It includes the following information per patient: 

• Exemption from co-payments for SNS’s services, based on a declared situation of 

economic insufficiency19 (yes or no);  

• Attribution to FHT (yes or no); 

• Number of clinical references per ICPC-2 code (integer). 

 

Data Description 

The mentioned sample was gathered through a simple random sampling method and 

generated from the informatics program used by the PHC units within ULSLOD. It is therefore 

organized in the codes established by the second edition of the International Classification of 

Primary Care (ICPC-2), widely used by PHC units across the country (C. Silva et al., 2024), 

containing all medical registrations for each included patient. This information was, thus, 

originally organized in its pristine form, with each row corresponding to each patient and each 

column indicating the number of registrations made by the health professional for the 

corresponding case. Each column indicated a specific process or relevant medical information 

about the patient, with each number, of each letter – or ‘chapter’ –, corresponding to a specific 

case, within a specific dimension of health (e.g., B04, B indicates it is an issue involving the 

patient’s blood, 04 indicates that the patient presents signs of disease). Refer to Annex U for 

further details on the structure of the ICPC-2 chapters and components.  

Based on these codes, the dataset was subsequently structured into two main variables: 

‘Symptom_Check’ and ‘Diagnosis_Check’. The ‘Symptom_Check’ variable consolidates all 

symptom records across physical health dimensions, therefore excluding those classified under 

ICPC-2 chapters P, W and Z. This variable encompasses all codes ranging from 01 to 29 – 

designated as Component 1 in ICPC-2 – which denote symptoms of disease. Conversely, the 

‘Diagnosis_Check’ aggregates data from the same chapters but is distinguished by its inclusion 

of all codes from 70 to 99 – Component 7 – which correspond to confirmed disease diagnoses. 

This distinction aligns with ICPC-2 guidelines, which state that a condition is initially recorded 

 
19 In 2025, a household is considered to be in a situation of economic insufficiency if the total monthly 

income, divided by the number of household members responsible for it (e.g., the mother and father), is 

less than 783.75€ (ACSS, 2025).  
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as a symptom until diagnostic techniques confirm it, at which point it is reclassified as a disease 

(WONKA, 2011). 

In turn, Chapter P was excluded from both variables, as it concerned psychological 

conditions, which were therefore analysed individually. Chapter W, which covers aspects 

related to pregnancy and family planning, was also discounted, given that it does not exclusively 

contain diseases per se – for example, Component 1 features birth control medication. Still, 

Component 7 of chapter W included data on childbirth, with or without complications, as well 

as on neonatal mortality. It is worth noting that, due to the absence of standard control variables 

– such as age and sex –, the observations concerning all patients with entries in Chapter X 

(which concerns the female reproductive system, and the breast) were used to identify the 

females within the overall sample. However, it was understood that, because the sample was 

not representative, the data did not show a significant link between social disparities and child 

mortality, as detailed in Subchapter 6.2. 

Finally, Chapter Z was excluded for simplicity. This chapter concerns social issues, which, 

within the scope of the present study, were represented by co-payment exemptions used as a 

proxy for poverty. Moreover, the number of observations in this category was limited, 

preventing a statistically meaningful analysis.  

To better understand the previous sections and the following analysis, refer to Appendix P. 

In the inferential analysis (Appendix Q), hypotheses were tested using p-values, with p < 0.05 

indicating statistical significance, while standardized coefficients (β) were used to assess 

economic relevance and real impact.  

 

Descriptive and Inferential Statistics  

The analysis in Stata aimed to assess the correlation between the dependent variables 

shown in Appendix P and the selected independent variables – FHT (ESF) and Exemption 

(Isenção). 

Starting by the analysis on physical health, the variable Symptom_Check showed a 

significant (p = 0.000) positive correlation (β = 0.045) between poverty – hereby measured by 

the exemption of co-payments – and disease symptoms, proving that more poverty leads to 

higher ill-health symptoms. This correlation was slightly hindered (by 0.002) by the attribution 

to a FHT, which was found to have a strong (p = 0.000) and negative (β = -0.097) effect on 
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Symptom_Check. For Diagnosis_Check, a sample of 20,796 patients living in poverty 

(Exemption = 1) – 4,448 not allocated to a FHT and 16,348 allocated – revealed that the 

incidence of disease was 2.75 percentage points higher among those without a FHT. Still, a 

statistically significant positive correlation was found between the two variables (p = 0.000; β 

= 0.0096). Poverty, in its turn, was found to have a significant (p = 0.000) and positive (β = 

0.020) impact on the incidence of illness. A robust statistical correlation (p = 0.000) was also 

found linking exemption to no FHT assignment, with poverty inversely affecting the ability to 

obtain one (β = -0.021).  

Regarding the data on pregnancy and family planning, the analysis found no statistically 

significant impact of poverty or of the attribution to a FHT on live births, with or without 

complications (variables W92 and W90, respectively). Still, the allocation to a FHT showed a 

statistically significant negative association (p = 0.000; β = - 0.012) with W82, indicating that 

being assigned to a FHT was associated with fewer miscarriages. Exemption was also found to 

have no significant impact (p = 0.902) on this variable (W82).  

Turning to the incidence of psychological conditions, the statistical analysis found that the 

allocation to a FHT had no significant impact on the levels of depression (P03) (p = 0.005), nor 

drug abuse (P19) (p = 0.101). Conversely, exemption/poverty was found to have a statistically 

significant positive association with P19 (p = 0.001; β = 0.002), while showing no correlation 

with P03 (p = 0.128).  

In addition to supporting the conclusions from Chapter 6, the results from this analysis 

confirm the positive impact of FHT attribution on disease symptoms and miscarriage, while 

also mitigating the influence of poverty on signs of illness, thereby supporting H₁ and the 

following policy recommendations.  

 

8.2.2. Policy Recommendations  

 

Recommendation 1: Add Socioeconomic Vulnerability as a Criterion for Double 

Prioritization in the Process of Allocation to a FHT 

As aforementioned, the social gradient in health is fundamentally unjust and stands against 

the very foundations of the Portuguese SNS (Chapter 3 and Chapter 5). However, it is a growing 

reality in the country. The financial and staffing challenges that hinder the capacity for response 
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of national health systems (Anderson, 2023) are pushing Portuguese families into an 

asymmetrical and unfair effort in accessing health care, encouraging the very disparities SNS 

was meant to abolish, and making way for a flourishing private sector in the process (Fragata, 

2022). About 30% of the Portuguese population has private health insurance, and from 2023 to 

2024, the number of total appointments and emergency attendances in this sector increased by 

10% and 3%, respectively (APHP, 2025). Those who cannot afford a private alternative are 

therefore lagging behind, with one of the few clear measures directly influencing more equitable 

access being the SNS co-payment exemption, available only to eligible patients who request it. 

Besides the risk of not covering all those in need, for lack of knowledge or even out of shame 

(Clérigo, 2023), this measure has been proven insufficient. Studies show that other care-related 

expenses (such as transportation) are keeping the most vulnerable from accessing health care, 

even in the case of illness (Pita Barros & García-Ramírez, 2025), and are also preventing them 

from addressing prevention. It is still worth noting that such a measure is subject to cases of 

fiscal corruption (Diário de Notícias, 2017).  

In the light of the Portuguese Law, it is established that equity, as a fundamental part of 

health policies, can be achieved through positive discrimination among the most vulnerable 

(Health Bases Law, Base nº 4, al. d)). In line with this, and with the main goal of promoting the 

achievement of equality of opportunity in health and throughout life, the present study proposes 

the inclusion of a new prioritization criterion in Decree n.º 1668/2023: socioeconomic 

vulnerability. This condition is proposed to be included as an additional criterion for prioritizing 

patients in the process of allocation to a FHT, not in its own, but as an aggravator of a priority 

status already entitled by the established priority groups: households with patients having 

multimorbidity, chronic disease, children under 2 years old, or pregnant patients. This way, 

those in priority groups who face socioeconomic hardships would face a double prioritization. 

Let us take an example. In the hypothetical case of two pregnant patients competing for a single 

vacancy, the one registered as socioeconomically vulnerable would get the spot.  

Additionally, to mitigate the risk of fiscal corruption, it is suggested that Social Security 

services notify of the condition of socioeconomic hardship through a holistic approach 

involving both institutions/ministries. It is also crucial to note that, as developed in chapter 

6.2.2, immigrants, who constitute a growing vulnerable group in Portugal, are more prone to 

move residency within the main cities, which would therefore mean the underutilization of a 

hypothetical vacancy attributed to the previous local health centres. Also, by the same logic, the 

human resource limitations in health care call for a more mindful allocation that takes into 
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account the patients’ long-term intentions to remain in the country. Thus, the author understands 

that, to benefit from the proposed priority aggravator associated with socioeconomic status, 

immigrants – like any other Portuguese – should already possess Portuguese nationality.  

 

Recommendation 2: Creation of Community-based Intervention Teams within PHC 

Based again on the socioeconomic factors that affect the health of the most vulnerable 

communities, as well as their access to health care and health outcomes, it is understood that 

these communities would benefit from the intervention of multidisciplinary teams, focused 

primarily on continuous and preventive care, dedicated to the process of knowing and best 

addressing the needs of each community.  

Both policy proposals above are supported by the Brazilian Family Health Strategy (FHS), 

the main PHC model and equity policy of the Brazilian national health system – Sistema Único 

de Saúde (SUS) (Hone et al., 2020). Studies show that Family Health clinics in Brazil focus on 

the most vulnerable populations, with enrolment associated with greater access to a usual source 

of care (Giovanella et al., 2021) and more frequent home visits (Malta et al., 2016). The 

presence of PHC in these contexts has, thus, been shown to reduce mortality risk among 

vulnerable groups (Hone et al., 2020). It should be noted that such proposals do not simply 

align with the legal and moral foundations of the Portuguese SNS but are also able to fulfil an 

important gap in the strategy of the institution. In fact, whilst hindering the social inequalities 

in health has been defined as a strategic point, no clear actions to achieve that goal have been 

presented by the National Health Plan (Lusa, 2022).   

The solutions proposed are not expected to reverse the social gradient in Health in Portugal 

completely, but instead aim at contributing to the fulfilment of the very foundations that 

founded the SNS – a project that was primarily created to, precisely, close the deep gap in health 

that the democracy found after the fall of the Estado Novo regime, in 1974 (Chapter 5). There 

is no doubt about the civil advancements enabled by the national health system; still, times have 

changed, and the SNS has retained a structure and governance model that are no longer fit for 

the challenges of the present (C. Rodrigues, 2023). Change is crucial, and answers are needed. 

The recommendations above aimed to contribute to both. Prioritizing the most vulnerable in 

the allocation to a FHT and directly intervening through the PHC in the most vulnerable 

landscapes of the country would not only be in line with the ethical essence of the national 

health system but would also contribute to its long-term economic sustainability. 
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Of course, that, and as made clear throughout the previous chapters, an approach in health 

would not be enough to invert the social gradient in health, as this phenomenon is fundamentally 

linked to poverty. Poverty, in its turn, can be overcome. As Professor Dr. Carlos Farinha stated 

in the documentary Pobreza Zero – O Futuro a Construir (Clérigo, 2023), poverty can be 

overcome if there is political will to do so. Health can play a part in reversing this reality; still, 

other vital areas – such as education – are crucial for a turning point (Appendix R).  In fact, ill 

health is not merely a consequence of poverty but can also lead to it. An example of how it can 

do so occurred in 1812, during the French invasion of Russia. The story goes that, caught by a 

cold, Napoleon’s judgment was impaired, leaving the French army at a strategic disadvantage 

and leading to its defeat (Marmot, 2005). The key takeaway is that health can change the course 

of history and, equally, shift the course of a life and a country. Also, this story has a culprit. It 

is said that had Napoleon’s valet not forgotten to pack his master’s waterproof boots a few days 

before the battle, the narrative might have been different. Yet, we struggle to examine the causes 

of illness. Often, the data shows which diseases led to specific conditions, rather than the causes 

that led to illness in the first place (Marmot, 2005). The social gradient in health cannot be 

overcome if this approach is kept. In Portugal, as described in Chapter 6, if social transfers were 

not allocated, about 42% of the resident population (2023) would be living at risk of poverty. 

With these contributions, this rate falls to 16.7%. In 2024, 11% faced material and social 

deprivation. These conditions were linked to more intense weekly work, greater exposure to 

hazardous work environments, social exclusion, hardship, and lower levels of education. While 

the narrative review of this study uncovered a link between these contexts and ill health, the 

only clear empirical evidence available in Portugal on this relationship concerned poverty and 

access to health care. In contrast, in Brazil, the evolution of key health indicators (e.g., mortality 

rate) in low-income regions was analysed between different time scopes. In the UK, the Institute 

for Health Equity is dedicated exclusively to the study of this phenomenon and has designated 

a series of relevant indicators20, which were monitored over 10 years. 

Health inequalities represent a serious shortfall not only in individual and national 

outcomes but also in national justice, impacting not only poorer groups but the entire populace. 

Indeed, a society’s commitment to its members’ well-being is reflected in its health, which is 

directly tied to national economic and social progress (Marmot, 2005; Rawls, 1999). Addressing 

the social gradient in health would therefore help establish a more just societal structure.  

 
20 Access here: https://www.instituteofhealthequity.org/file-manager/FSHLrelateddocs/fair-society-

healthy-lives-framework-of-indicators.pdf 
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9. Limitations and Recommendations 

Limitations and Future Work 

Throughout the present study, it was made clear that the literature and knowledge about 

poverty in Portugal are limited. As highlighted by Dr. Fernando Diogo four years ago, «the 

problem is complex, the number of researchers working on it systematically is small, and 

statistics and studies are few and relatively recent» (Diogo, 2021, p.1). Accordingly, the author 

felt that, although recent studies contribute to the current state of the art on poverty and health 

inequalities in the country, the complexity of the subject would benefit from more intensive 

research. Because of this lacuna, much of the literature accessed focused on contexts external 

to Portugal. Given the complex nature of the social gradient in health and of poverty, it would 

also be beneficial for future research on either theme to aggregate the knowledge, contributions, 

and involvement of those most dedicated to the study of these phenomena or whose experience 

can be a valuable contribution to its conclusions. Regarding this observation, it is noteworthy 

that of the 25 contacts made for the present study, only 6 responded. Regarding the data used 

for this research, some important limitations cannot be ignored: the dataset lacked control 

variables, such as age, sex, place of residence, and patient nationality, which were crucial for a 

more detailed, robust, and representative analysis. Another gap was the fact that the dataset did 

not indicate the frequency or continuity of the visits to FHT of those to whom it was attributed, 

further hindering the representativeness of the sample, as the allocation to a FHT per se does 

not mean that the patients in the cohort are active users of the PHC services. Additionally, the 

dataset was collected via random sampling at a single point in time, further limiting its 

representativeness. Given the time and resources, the best approach would be non-random, 

intentional sampling that follows patients over the long term and accounts for the evolution of 

their health status and economic situation.  

 

Recommendations for Policy Makers and Academics  

To further enrich and sustain future research on health inequalities in Portugal, 

incorporating the perspectives of individuals experiencing socioeconomic vulnerability, as well 

as those who are not, would offer valuable insight into this reality. Furthermore, a survey 

assessing public views on the fairness and applicability of the present proposals is relevant if 

their advantages are found to be promising. 
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10. Conclusion 

 

As established in the opening chapters, the present research addressed the social gradient in 

health as a persistent feature of the Portuguese reality and a challenge for the national health 

system, while underscoring the role of PHC as an effective and modern solution.  

The main findings of the study can be put in four brief points. First, the social gradient in 

health is a major problem in Portugal. Second, it is closely linked to broader social determinants 

of health, stemming from the lifelong conditions in which people are born, live, work, and age. 

Third, a holistic approach that encompasses how people live from childhood onward is key to 

addressing health disparities. This last idea leads us to the final and most disruptive point of 

this research: that PHC, as a dimension of health that cannot be dissociated from the 

biopsychological model of the patient and their family situation, represents a potential solution 

for reducing health disparities in the country. Not only are these professionals – namely the 

General Practitioners or the FHT – capable of addressing the social determinants of health 

relevant to patients’ health status, but they also play a pivotal role in ensuring enhanced access 

to health services, as they are the ‘entrance door’ to the national health system. This statement 

is supported by the fact that PHC played a crucial role in Lyndon Johnson’s War on Poverty as 

a major strategy to address people’s opportunities and autonomy. Also, in Brazil, the strong 

presence of PHC among the most vulnerable has been key to reducing the mortality rates among 

this demographic, while, in Portugal, official reports – namely the Plano Nacional de Saúde 

2021-2030 - highlight the fact that the poorest population shows higher mortality rates for all 

causes.  

These conclusions were further supported by the data analysis of the present research. The 

poor were found to be sicker and have less access to care, both curative and preventive (PHC). 

The exemption of co-payments in the SNS, hereby interpreted as poverty, was associated with 

more symptoms and diagnosis of physical disease, as well as risk behaviours, such as drug 

abuse. And, finally, the attribution to a FHT was proven essential for lowering symptoms of 

disease as well as miscarriages, with recent figures showing that child and neonatal deaths in 

Greater Lisbon are higher among its poorest municipalities.  

Although challenging, the recommendations proposed aim to strengthen the equality 

policies of the Portuguese SNS, which remains a vital cornerstone of the Portuguese democracy. 

As a wise person once remarked, a revolution cannot be accomplished in one day. 
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Annexes 

ANNEX A | Ratio of national debt to GDP in Portugal (1990 to 2030)  

Source: Statista, 2025 

 

ANNEX B | Highest Taxed Countries Worldwide (2025) 

 

 

 

 

 

 

 

 

 

Source: World Population Review, 2025 
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ANNEX C | GDP per Capita in UE-27 (2024) 

 

Source: Pordata, 2025 

 

ANNEX D | Private sector debt, consolidated - % of GDP (2024) 

 

Source: Eurostat, 2025 
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ANNEX E | Health Inequalities between Economic Status Groups, in Portugal (2008 to 

2022) 

Source: Eurostat, 2024 

 

 

ANNEX F | Data on the Cost of Health Inequalities, in England (2011/2012)  

Source: Asaria et al, 2016 
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ANNEX G | Evolution of poverty and social exclusion in Portugal 

 

Source: Peralta et al, 2025 

 

 

ANNEX H | Criteria for the confirmation of severe or not severe material and social 

deprivation  

 

 

Source: Adapted from Peralta et al., 2025 
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ANNEX I | Rate of Severe Material and Social Deprivation in Portugal (2024), with EU27 

comparison and evolution since 2019 

Source: Pordata, 2025f  

 

ANNEX J | At-risk-of- Poverty or Social Exclusion Rate  

 

Source: Pordata, 2025d 
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ANNEX K | At-Risk-of-Poverty Rate according to the working situation (in %)  

 

 

Source: Peralta et al., 2025 
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ANNEX L | In-work At-Risk-of-Poverty Rate, EU27 (2024) 

 

Source: Eurostat, 2025a 
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ANNEX M | Hours Worked per Week in 2024 

 

Source: Peralta et al., 2025 

 

 

ANNEX N | Exposure to hazardous conditions at work, in 2024 (in %, per quintile) 

 

 

 

Source: Peralta et al., 2025 
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ANNEX O | Daily Hardships between the Poor and the Non-Poor (Portugal, 2024) 

 

Source: Peralta et al., 2024 
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ANNEX P | Habitational Deprivation in Portugal (in %) 

 

Source: Peralta et al., 2025 
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ANNEX Q | Median gross declared income per taxpayer, after personal income tax, 

within Greater Lisbon (in €, per municipality) 

 

Source: INE, 2024 

 

 

ANNEX R | Years of Life-Expectancy at birth, per region (Portugal, 2020 – 2023) 

 

Source: INE, 2024 
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ANNEX S | Conceptual Model for Community-based Solutions to Promote Health Equity 

 

Source: Committee on Community-Based Solutions to Promote Health Equity in the United States et 

al., 2017 

 

ANNEX T | Health as a Driver of Poverty Alleviation 

 

 

 

 

 

 

 

 

 

Source: Atun et al., 2025 
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ANNEX U | ICPC-2 Structure: 17 Chapters and 7 Components (in Portuguese) 

 

Source: WONKA, 2011 
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Appendices 

 

APPENDIX A | Allocations for Major State Functions in the Budget for Fiscal Year 2025 

 

 

Source: República Portuguesa, 2024 

 

 

APPENDIX B | Assessment of Portugal’s average annual growth in GDP (2010 to 2019) 

 

 

Source: The World Bank Group, n.d. 
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APPENDIX C | Life Expectancy at birth, Total (years), EU-27, 1975 

 

Source: World Bank 

 

 

 

APPENDIX D | Infant Mortality Rate (per 1000 live births), EU-27, 1975 

 

 

Source: Pordata, World Bank 
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APPENDIX E | At-risk-of- Poverty or Social Exclusion Rate (Portugal, 2020-2024) 

 

At-risk-of poverty or social exclusion rate (Portugal) 

Year Thousand Persons Percentage 

2020 2,056 20% 
2021 2,312 22.4% 
2022 2,084 20.1% 
2023 2,104 20.1% 
2024 2,095 19.7% 

 

Source: Eurostat, 2025d 

 

 

APPENDIX F | Poverty Intensity and Severity in Portugal (2008, 2022 and 2023) 

 

  2008 2022 2023 

Poverty Intensity 5% 4.5% 5% 

Poverty Severity 2.1% 2% 2.3% 
 

Source: Peralta et al., 2025 

 

 

APPENDIX G | Homeless Population (in thousands) 

 2018 2019 2020 2021 2022 2023 

People Living in 

Homeless Conditions 

(Thousands) 

6.0 7.1 8.2 9.6 10.8 13.1 

 

Source: Alves & Observatório Cáritas, 2025 
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APPENDIX H | The impact of childhood socioeconomic circumstances on the risk of adult 

poverty 

 

Socioeconomic 

Determinants 
Description Effect on Poverty Rates of 

Children in their Adulthood 

Education 

Level 

 

A father’s level of education – whether basic, 

high school or post-secondary (non-

university), university or higher education – 

has a notable influence on the poverty rates 

experienced by his children once they reach 

adulthood. 

 

Adults with fathers who only 

finished basic education are twice as 

likely to experience poverty compared 

to those whose fathers finished high 

school.  

A father’s level of education influences the 

intergenerational transmission of poverty, by 

predicting the educational attainment of his 

children. 

Just one out of five adults, whose 

fathers have only completed basic 

education, proceed to higher education. 

In contrast, having a father with a higher 

education increases the chances of 

reaching that educational achievement 

by nearly four times.   

Employment 

Status 

 

Whether the father is employed (full or 

partial time, self-employed, or not) or 

inactive (unemployed, retired, other), 

significantly affects the likelihood of their 

children experiencing poverty in adulthood.  

 

In comparison to the general 

results of the inquiry, adults who lived 

with inactive fathers at age 14 were 

twice as likely to experience poverty in 

adulthood.   

The type of job the father holds (whether 

intellectual or low-skilled) also affects his 

children’s likelihood of experiencing poverty 

in adulthood. 

 

More than 20% of the respondents 

whose fathers were agricultural, fishery 

or forestry workers, or held non-

qualified jobs, when the respondents 

were 14, are currently living in poverty. 

This proportion decreases to 7% for 

those whose fathers were in intellectual 

positions.  
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Nationality 

Should the father not be Portuguese, his 

children face a greater likelihood of 

experiencing poverty.  

 

Among the 4.1% of surveyed 

individuals whose fathers are 

immigrants, roughly a quarter (25%) 

are poor, meaning that one in four adults 

with an immigrant father lives in 

poverty. Notably, among the 95.9% of 

respondents with Portuguese fathers, 

only 14.8% are found to be in poverty. 

  

Household 

Composition 

The presence or absence of adults and the 

number of children in a household can 

impact the children’s future financial 

situation.  

 

Adults who grew up in households 

with over two children face a 23% 

chance of experiencing poverty. 

Whereas those from single-parent 

homes face a 20% risk.  

 

The absence of a father greatly influences the 

likelihood of his children experiencing 

poverty. 

 

In the investigation at hand, only 

3% to 4% of respondents reported no 

contact with their father, yet over 20% 

of those individuals were impoverished. 

In contrast, of the 88% of respondents 

who were raised by both parents, just 

15% experienced poverty.  

 

Household 

Conditions 

The financial situation of the household can 

predetermine the future financial condition 

of the children living in it.  

 

Children raised in households 

facing significant or extreme financial 

difficulties have approximately a 30% 

chance of being poor themselves upon 

reaching adulthood. If the household’s 

financial state is moderately poor, this 

chance reduces to 20%. For households 

with stable or sound financial health, 

this proportion is cut by half.  

 

Experiencing material deprivation during 

adolescence is associated with higher rates of 

 

Individuals who were brought up 

in households with limited access to 
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poverty and material deprivation in 

adulthood. 

educational essentials (books and 

school materials) and regular nutritious 

meals (a daily meal including meat, 

fish, or a vegetarian option) are twice as 

prone to fall into poverty.  

 

Source: Peralta et al., 2023 

 

APPENDIX I | Inflation and Median Salary Evolution (by Poverty Condition) in Portugal 

(in % and €) 

 

Source: Pordata, 2025f & INE, 2025c 

 

 

Inflation 

Variation of Annual 

Median Sallary 

(Population in Poverty) 

Variation of 

Annual Median 

Sallary (Non-poor 

Population) 

Variation of 

Annual Median Sallary 

(Total) 

2000 2,85% - - - 

2001 4,37% - - - 

2002 3,60% - - - 

2003 3,22% - - - 

2004 2,37% - - - 

2005 2,28% - - - 

2006 3,11% - - - 

2007 2,45% - - - 

2008 2,59% - - - 

2009 -0,84% - - - 

2010 1,40% - - - 

2011 3,65% - - - 

2012 2,77% - - - 

2013 0,27% - - - 

2014 -0,28% - - - 

2015 0,49% - - - 

2016 0,61% - - - 

2017 1,37% - - - 

2018 0,99% - - - 

2019 0,34% - - - 

2020 -0,01% - - - 

2021 1,27% - - - 

2022 7,83% 6,6% -2,3% -0,7% 

2023 4,31% 2,1% 8,1% 7,4% 

2024 2,42% 6,8% 7,2% 7,0% 
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In Poverty Not In Poverty Total 
 

Annual 

Median Salary 

Annual 

Variation (in %) 

Annual 

Median Salary 

Annual 

Variation (in %) 

Annual 

Median Salary 

Annual 

Variation (in 

%) 

2024 5641 6,8% 14 113 7,2% 12646 7,0% 

2023 5280 2,1% 13 169 8,1% 11824 7,4% 

2022 5171 6,6% 12 180 -2,3% 11014 -0,7% 

2021 4853 - 12 466 - 11089 - 

 

Source: INE, 2025c 

 

 

APPENDIX J | Inability to Afford Complete, Healthy Meals by Age Group (in %) 

 

Source: Peralta et al., 2025 
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APPENDIX K | Immigrants who were granted Portuguese nationality in 2022 

Number of Immigrants who were granted Portuguese nationality in 2022 

Origin Value (people) 

Countries Outside UE27 20,316 

Countries within EU27 528 

1. Africa 6,240 

1.1.  Cabo Verde 2,225 

1.2.  Angola 1,598 

1.3.  Guinea-Bissau 1,095 

1.4.  São Tomé and Príncipe 640 

1.5.  Mozambique 174 

2. America  7,233 

2.1.  Brazil 6,404 

2.2. Venezuela 427 

3. Asia 4,398 

3.1. Nepal 1,215 

3.2.  India 1,104 

3.3.  Israel 668 

3.4. Bangladesh 528 

3.5.  Pakistan 422 

4. Europe 2,969 

4.1.  Ukraine 1,797 

4.2.  Romania 260 

4.3.  Russia 216 

5. Republic of Moldova 156 

 

Source: Pordata, 2025d 
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APPENDIX L | Distribution of immigrant nationalities among top 3 richest and poorest 

municipalities of greater Lisbon  

 

Source: Pordata, 2024 
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APPENDIX M | Annual Perinatal and Infant Mortality (in total deaths) in 2024: A 

comparison between the Poorest and Richest Municipalities in Greater Lisbon 

 

Municipality 

Median 

Income 

(Net of personal 

income tax) 

Gini 

Coefficient 

(2023) 

Fetal Deaths 
Neonatal 

Deaths 

Post-neonatal 

Deaths 

7 days – 1 

year 

Greater Lisbon 12 943 44.6% 106 43 30 41 

3
 P

o
o

re
st

 Sintra 12 081 40.3% 32 10 8 10 

Odivelas 11 972 42.4% 9 5 3 4 

Amadora 11 755 41.1% 12 7 5 7 

Subtotal (% of Region Total) 53 50% 22 51% 16 53% 21 51% 

3
 R

ic
h

es
t Oeiras 15 862 44.3% 4 3 1 2 

Lisboa 14 282 48.5% 25 7 3 5 

Cascais 13 406 46.1% 9 5 4 6 

Subtotal (% of Region Total) 38 36% 15 35% 8 27% 
1

3 
32% 

 

Source: Instituto Nacional de Estatística, 2025a; Instituto Nacional de Estatística, 2025b; Instituto 

Nacional de Estatística, 2025d 
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APPENDIX N | Statistical inferential analysis regarding social disparities in access to 

PHC: a comparison between the top 3 richest and poorest municipalities in Greater 

Lisbon 
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Source: Stata 
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APPENDIX O | Priority Objectives from The Marmot Review 2010: Potential PHC 

Impact: Full Analysis 

 

Priority Objectives 

from The Marmot 

Review 2010 

Relevant Information Potential PHC impact 

Give every child the 

best start in life 

• Risk Groups among 

children, more prone to 

experiencing poverty in 

adulthood and lower 

educational attainment, 

identified in Appendix H 

(1). 

 

• Adverse Childhood 

Circumstances linked to 

higher: smoking behaviour 

in response to associated 

stress; obesity in response 

to negative affect and 

disordered eating; chronic 

disease incidence; damage 

on immune and nervous 

system in response to 

physical and emotional 

abuse, with repercussions 

in cardiovascular and 

mental health (Marmot et 

al., 2020). 

 

• General Practitioner with 

access to biopsychosocial 

context of the patients 

(Santos et al., 2013). 

 

• In General Practice, 

when signs of familiar 

disfunction emerge – 

such as excessive 

scheduled appointments 

by various family 

members with no organic 

disease, or behavioural 

and emotional problems, 

where the traditional 

biomedical model proves 

insufficient – a family 

assessment becomes 

mandatory (Santos et al., 

2013). 

 

• The application of family 

assessment scales (2) and 

methods (e.g., family 

interview) allow for a 

detailed identification of 
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problems and the 

development of an 

appropriate assistance 

plan to address family 

health dysfunction 

(Santos et al., 2013).  

 

• General Practitioner as 

manager and connector to 

appropriate 

community/social and 

medical resources 

(Santos et al., 2013).   

Enable all children, 

young people and 

adults to maximize 

their capabilities and 

have control over their 

lives 

• Poor students register 

lower levels of educational 

attainment in secondary 

school and higher levels of 

school exclusions (Marmot 

et al., 2020). 

 

• Excluded children 

experience poorer 

educational outcomes, 

diminished health and life 

prospects throughout their 

lives, and face a greater 

likelihood of becoming 

either perpetrators or 

victims of crime (Marmot 

et al., 2020). 

 

• Access to PHC in early-

life, – particularly during 

the prenatal phase and 

the first three years – 

«significantly increases 

children’s completed 

years of education in 

later life» (Sun et al., 

2025). 

 

• Refer to Behaviour 

Therapy: Research on 

behaviour therapy has 

shown it to be efficient in 

decreasing inappropriate 

behaviour among autistic 

children, accompanied by 
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• Educational attainment has 

lasting effects on income, 

job quality, and both 

physical and mental health 

(Marmot et al., 2020). 

 

an improvement in their 

IQ (Lovaas et al., 1973). 

 

• Social Prescription: 

Health Education 

initiatives within the 

scope of PHC, intended 

to strengthen the ability 

of low-income parents in 

promoting their 

children’s health, have 

shown limited 

effectiveness unless the 

wider socioeconomic 

determinants of health 

are simultaneously 

addressed (Williamson & 

Drummond, 2000). 

Ensure a healthy 

standard of living for 

all 

• Poverty leads to poor 

environmental conditions 

and limited access to 

nutritious food (Marmot et 

al., 2020).  

 

• Poverty-induced stress 

harms both physical and 

mental health (Marmot et 

al., 2020).  

• Universal Health 

Coverage promotes the 

existing link between 

illness and poverty 

(O’Donnell, 2024).

  

 

• PHC promotes universal 

health coverage and 

lowers health 

inequalities, if 

successfully delivered, 

leading to healthier and 

safer societies and to the 

building of well-being 

Create and develop 

healthy and sustainable 

places and communities 

• «Poor quality housing, 

particularly damp and cold 

homes, directly harm 

physical and mental health» 

(Marmot et al., 2020). 
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economies (WHO 

Regional Office for 

Europe, 2023). 

 

• Social determinants of 

health can be addressed 

through Social 

Prescription (Robalo, 

2025). 

 

• Guidelines for growing 

anxiety disorders in the 

context of non-

specialized care have 

been set by the WHO, 

and include: reference to 

Cognitive behavioural 

therapy; endorsement of 

stress management 

techniques; prescription 

of Serotonin Reuptake 

Inhibitor (WHO, 2023b).  
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Strengthen the role and 

impact of ill health 

prevention 

• The English NHS has set a 

10-year plan aiming to 

implement a prevention and 

community centred care 

embodied by a 

Neighbourhood Health 

System (NHS) . Actions 

regarding this plan include: 

investment in the expansion 

of neighbourhood health 

services; training thousands 

more GPs (Department of 

Health & Social Care & 

Prime Minister’s Office, 

2025).  

 

• «While the NHS will need 

investment in the future, it 

is now self-evident that 

more money alone has not 

always led to better care» 

(Department of Health & 

Social Care & Prime 

Minister’s Office, 2025). 

• PHC integrates care, 

prevention, promotion 

and education of health 

(Van Weel & Kidd, 2018).  

 

• Strengthening PHC 

allows for the 

improvement of 

population’s health and 

access to care, while at the 

same time promoting the 

national health system’s 

performance and lower 

health care expenditure 

(Van Weel & Kidd, 2018).  

 

• 20% of our health is 

defined by health care and 

80% by social 

determinants: Prevention 

must have a holistic 

approach (NHS 

Confederation, 2024) 

 

• Investing in aspects of the 

populations life, from 

living conditions to 

exercise initiatives, has 

been shown to have 

returns of £6.90 to £34.75 

(per £1 spent) (NHS 

Confederation, 2024). 

Source: Author’s own elaboration 
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APPENDIX P | Variables created/used for Inferential Analysis on the impact of PHC in 

the Social Gradient in Health  

 

Dependent Variable Description 

Symptom_Check Aggregates A1, B1, D1, F1, H1, K1, L1, N1, R1, S1, T1, UI, X1, Y1 

Diagnosis_Check Aggregates A2, B2, D2, F2, H2, K2, L2, N2, R2, S2, T2, U2, X2, Y2 

W82 Miscarriage 

W90 Live birth without complications 

W92 Live birth with complications 

T91 Malnutrition 

P03 Depression 

P15&P16 Alcohol abuse 

P19 Drug abuse 

Source: Author’s own elaboration 
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APPENDIX Q | Inferential Analysis on the impact of PHC in the Social Gradient in Health 
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Source: Stata 
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APPENDIX R | Interviews: Questions and Answers 
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Source: Author’s own elaboration 


