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ABSTRACT
Objectives  The aim of the study was to answer whether 
the central government has been more efficient than the 
regional governments or vice versa. Likewise, through 
the analysis of the data, the aim was to shed light on 
whether decentralisation has had a positive impact on the 
efficiency of the hospital sector or not.
Design  In this paper, we have used data envelopment 
analysis to analyse the evolution of efficiency in the last 10 
Autonomous Regions to receive healthcare competences 
at the end of 2001.
Participants  For this study, we have taken into account 
the number of beds and full-time workers as inputs and 
the calculation of basic care units as outputs to measure 
the efficiency of the Spanish public sector, private sector 
and jointly in the years 2002, 2007, 2012 and 2017 
for the last Autonomous Regions receiving healthcare 
competences.
Results  Of the Autonomous Regions that received the 
transfers at the end of 2001, the following stand out 
for their higher efficiency growth: the Balearic Islands 
(81.44% improvement), the Madrid Autonomous Region, 
which practically reached absolute efficiency levels (having 
increased by 63.77%), and La Rioja which, together with 
the Balearic Islands which started from very low values, 
improved notably (46.13%).
Conclusion  In general, it can be observed that the 
transfer of responsibilities in the health sector has 
improved efficiency in the National Health Service.
JEL classification  C14; I18; H21.

INTRODUCTION
Spain is a decentralised country in which the 
Autonomous Communities have the powers 
to administer and manage certain public 
services, including health. However, this has 
not always been the case. To understand 
the current situation, it is necessary to go 
back to 1977, the year in which the Ministry 
of Health and Social Security was created. 
Months later, by Royal Decree-Law 36/1978, 
a Social Security Management Entity was 
created, the National Health Institute, abbre-
viated as INSALUD, in charge of providing 
healthcare.1

During the process of political and 
economic change that took place at that 
time, the Spanish Transition, the approval 
of the Constitution in 1978 brought changes 
related to the decentralisation of powers, 
including in the area of health. Specifically, 
Article 43 recognises the right to health 
protection and Article 148.1.21 recognises 
health as a competence that can be assumed 
by the Autonomous Communities, leaving 
only the State with exclusive competence in 
external health and the general coordination 
of health (Article 149.1.16).

The constitution of the communities is 
carried out at different paces, so there are 
some that assume the functions and services 
carried out by INSALUD sooner than others, 
the process of transfer begins in 1981 and 
ends at the end of 2001. Thus, first, Catal-
onia (1981), Andalusia (1984), the Basque 
Country (1984), the Valencian Commu-
nity (1987), Galicia (1990), the Community 
of Navarre (1990) and the Canary Islands 
(1994) received the competencies.

Meanwhile, Aragon, the Principality 
of Asturias, the Balearic Islands, Canta-
bria, Castile-La Mancha, Castile and Leon, 
Extremadura, La Rioja, the Commu-
nity of Madrid and the Region of Murcia 
were under State administration through 
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and practical results.
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outcomes in the analysis.

	⇒ Using full-time workers as input, regions with a 
greater weight of part-time staff may overestimate 
their efficiency results.

	⇒ The use of basic care units as outputs may make it 
difficult to compare with other studies.

	⇒ There are methodological limitations of DEA, derived 
from its deterministic character.
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INSALUD, until they received the transfer of compe-
tences. After a long process, at the end of 2001, these 
last 10 Autonomous Regions received the transfers and 
by the following year were already administering and 
managing healthcare in their territory. Thus, INSALUD 
was liquidated and converted into a smaller entity, the 
Instituto Nacional de Gestión Sanitaria, abbreviated 
as INGESA,2 which would continue to administer and 
manage healthcare in the Autonomous Cities of Ceuta 
and Melilla.

Therefore, to summarise, our country currently has 
the National Health System, which brings together the 
public health networks of the 17 Autonomous Regions, 
and INGESA, the state administrator and manager of the 
Autonomous Cities.

Each Autonomous Community carries out the plan-
ning, administration and management of the health 
services in its territory, following the guidelines set out 
in the LGS (General Health Act), but with variability in 
terms of the portfolio of services for its citizens, while 
respecting the basic levels cited in Law 14/1986, LGS. 
The autonomous communities’ highest health manage-
ment body is the Regional Ministry of Health, which is 
responsible for setting up a Health Service (from the 
point of view of both the service provider and the service 
funder), made up of outpatient centres (primary health-
care centres) and hospitals that provide the services 
planned in the autonomous community’s service port-
folio. Each Autonomous Community divides the territory 
into Health Areas, which are the Basic Geographical and 
Functional Units of healthcare, each health area being 
autonomous and able to establish its own specific health 
plans and adapt resources to the needs of the population 
concerned. These health areas, provided for in the LGS, 
are created to cover approximately 200 000 inhabitants, 
with at least one Tertiary Hospital Centre and different 
Health Centres, approximately one for every 20 000 
inhabitants.

The universal nature of our public healthcare 
system necessarily means that it is not linked to citi-
zens’ ability to pay, unlike other types of contributory 
benefits offered by the Social Security System, which 
are directly affected by the social contributions made 
by the system’s potential beneficiaries. Consequently, 
as healthcare is treated as a unremarkable benefit of 
the social security system, its main source of financing 
is the transfers made by the corresponding public 
administrations (State, Autonomous Communities or 
Local Corporations), which come mainly from public 
sector tax revenues.

The decentralisation of the health system carried 
out in Spain is not an isolated event; other countries 
such as Italy, the UK, Portugal, the Philippines, etc, 
have also done so.3 4 These types of reforms have given 
rise to a debate in the literature about who plays a 
better role in managing healthcare: the state or the 
territories that make it up? In other words, in terms 
of the welfare and efficiency of the population, what 

is more favourable: a centralised or decentralised 
healthcare system?.

Numerous studies3–6 discuss the direct consequences 
that accompany health decentralisation, as well as its 
advantages and disadvantages.

The mere definition of the concept of decentralisation 
generates different positions and approaches that often 
complicate rather than facilitate the analysis7 8 defines 
decentralisation as ‘the transfer of planning, manage-
ment and collection responsibilities and allocation of 
resources from the central government and its agencies 
to territorial units’ as well as Delegation as the transfer 
of decision-making and administrative power—including 
financial responsibilities —over public functions to 
autonomous organisations.9 10 It is the latter concept that 
best fits the decentralisation process that has taken place 
in the Spanish national health system.

Privatisation, on the other hand, would be the policy 
of having services provided by businesses, community 
groups, co-operatives, private voluntary associations, 
individuals, small informal enterprises and other non-
governmental organisations. For this author, priva-
tisation ranges from leaving the provision of goods 
and services entirely to economic competition to 
‘partnerships’ between public agencies and private 
enterprises.11

Decentralisation is generally considered to improve effi-
ciency in healthcare and influence healthcare by bringing 
governance closer to the population, allowing for feed-
back.5 It also fosters competition between territories that 
try to stand out and proceed in the best possible way, most 
of the time leading to increased spending, which is often 
accompanied by improved health outcomes.3 12 In that 
sense, it should take in account that, although Tiebout13 
argued in his famous article that citizens ‘vote with their 
feet’ and choose the jurisdiction that offers them the best 
range of services, it is debatable whether citizen mobility 
is as typical in Europe as it is in the USA.14 While mobility 
enhances the benefits of decentralisation, it is not entirely 
dependent on it. Even in the absence of mobility, the effi-
cient provision of a local public good is determined by 
the condition that the sum of marginal costs of substitu-
tion equals marginal costs, and this condition tends to 
vary across territories.15

However, when decision-makers increase spending, this 
can result in increased costs due to: duplication of inputs, 
where two neighbouring regions may share similar 
services; diseconomies of scale or even moral hazard, 
as they expect their debts to be covered by the central 
government.3

The aim of the study was to answer whether the central 
government has been more efficient than the regional 
governments or vice versa. Likewise, through the analysis 
of the data, the aim was to shed light on whether decen-
tralisation has had a positive impact on the efficiency of 
the hospital sector or not.
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METHODOLOGY AND DATA
Variables used
We understand Devolution as the creation or reinforce-
ment of levels of government lower than the state, to 
which broader responsibilities than the simply adminis-
trative ones are attributed for the development of certain 
functions, which is the case in Spain.10

In this paper, performance improvement means 
improving the efficiency (or productivity) of public 
services.16 In measuring performance, a distinction can 
be made between technical efficiency (‘doing more with 
less’) and allocative efficiency (‘doing the right thing in 
the right place’).

Technical efficiency describes a production process 
in which maximum output is achieved when inputs are 
fixed and technology is fixed. Allocative efficiency refers 
to the allocation of resources (finance, labour or phys-
ical capital) and is achieved when the combination of 
inputs and outputs is cost-minimising and/or profit-
maximising.17 18

The concept of technical efficiency is similar to the 
concept of productivity. Productivity is usually defined as 
the ratio between the quantity of output and the quan-
tity of inputs used. Productivity is much easier to calcu-
late when the production unit analysed uses an input 
to produce a product. If a production unit uses several 
inputs to produce several outputs, inputs and outputs 
must be combined19 (as we have done with the calcula-
tion of the basic care units (BAU)).

In contrast to efficiency, which is the relationship 
between outcomes and inputs, effectiveness is the rela-
tionship between defined outcomes and defined inputs 
and depends on service quality.20

This paper has proposed the measurement of technical 
efficiency, understood as productivity.

The information on the variables used has been 
compiled from the Spanish Ministry of Health data-
base.21–24 The period of analysis is divided into 5 year 
periods, from 2002, when the last 10 autonomous commu-
nities received health competencies and began to operate 
on their own, to 2017.

In order to examine the evolution of efficiency after the 
transfer of power, the number of beds and the number of 
full-time workers have been used as inputs to the model. 
These data have been chosen because the number of beds 
installed in hospitals has been used as a proxy variable for 
the capital factor in recent years in numerous studies.25 
When distinguishing between the number of public and 
private beds, the corresponding percentages indicated in 
the Ministry’s database have been applied.

Similarly, the number of full-time workers has been 
used to represent the labour factor. This includes doctors, 
nurses, Medico Interno Residente (MIR (doctor in 
training for being consultant)), auxiliary nurses, senior 
health technicians, other health personnel and non-
health personnel. As in the previous case, due to the 
need to compare the results of the public sector versus 
the private sector, after reviewing numerous official state 

documents26–29 over the last 20 years, there has been a 
trend in the sector indicating that eight out of every 10 
workers belong to the public hospital network. There-
fore, to the total number of full-time employees, we have 
applied a percentage of 80% to obtain the number of 
public workers, conversely 20% has been applied to find 
the figures for the private sector.

On the output side, the BAU, one of the first measures 
of hospital consumption, were taken into account. To 
calculate this index, a series of weightings were taken into 
account with respect to the variables that comprise it: 1 
BAU=stays; 0.5 BAU=first consultations; 0.25 BAU=suc-
cessive consultations and, finally, 0.5 BAU=non-admitted 
emergencies.30 For the calculation of non-admitted 
emergencies and number of stays financed by the public 
sector, since the corresponding percentages for 2002 are 
not explicit, the following data are taken into account: 
‘Paid by Social Security’, ‘Paid by Companies collabo-
rating with the SS’, ‘Paid by other Public Entities’, ‘Paid 
by Civil Servants’ Mutual Societies’ and ‘Others’.22 It 
should also be mentioned that, for the calculation of first 
consultations, in the absence of specific data by autono-
mous community, the average percentage corresponding 
to first consultations with respect to total consultations 
was used in 2012 and 2017.23 24

Data envelopment analysis (DEA)
Data envelopment analysis, known as DEA, is a non-
parametric frontier method used to measure the effi-
ciency of each organisation or organisational unit 
(decision-making units), which in this case corresponds 
to the Comunidades Autonomas (CAACs (Autonomous 
Regions)) analysed, by solving a linear programming 
problem31 for each unit under the assumption, in this 
study, of Constant Returns to Scale:
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where y_rj is the quantity of output r produced by the 
hospitals of Autronomous Region (AC) j; x_ij the quan-
tity of input i used by the hospitals of AC j; u_r the weight 
given to output r, (r=1, … t, where t is the number of 
outputs); v_i the weight given to input i, (where as in 
the previous case i=1, … m, where m is the number of 
inputs); j_0 AC under evaluation. Therefore, a CAAC is 
on the efficiency frontier if and only if, ∑_(_rˆ)ˆ▒u_r y_(r 
j0) is equal to unity, that is, it reaches the maximum effi-
ciency levels.

This technique, widely used in the health sector,25 
allows measuring several different types of efficiency: 
technical, allocative congestion and dynamic through the 
Malmquist index. In addition, it also allows for the obser-
vation of possible economies of scale.
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In order to carry out the corresponding analysis of tech-
nical efficiency in the public, private and joint sector, a 
series of inputs and an output have been chosen, which 
have been discussed in greater detail in the previous 
subsection.

That said, the programme used to apply this analysis 
technique was DEAFrontier Software for Excel.

Patient and public involvement
No patient involved.

RESULTS
Efficiency in the last 10 Autonomous Regions to receive 
transfers
Taking unity as the optimum value for efficiency and 
taking into account both the public and private sectors, 
it can be seen in table  1 that, in general, the devolved 
regions have worsened their efficiency since the devolu-
tion, with Castile and Leon, Aragon and the Principality 
of Asturias standing out. Only the Autonomous Commu-
nity of Madrid improved, reaching maximum efficiency, 
and La Rioja, increasing its efficiency by a higher relative 
percentage.

Unlike the previous case, table  2 only shows the effi-
ciency data relating to the NHS. While the Region of 
Murcia stands out as the most efficient region throughout 
the period under study, most of the Autonomous Regions 
analysed, 60% to be precise, improved efficiency rates 
(they are closer to 1) after the transfer of competences 
prior to 2002. The Balearic Islands (36.95%), La Rioja 
(25.66%) and the Community of Madrid (18.60%) are 
the regions that have seen the greatest increase in effi-
ciency in the use of available public resources. Only 

Castile and Leon, the Principality of Asturias and Aragon 
have worsened.

Only Catilla y León, the Principality of Asturias and 
Aragón have seen their efficiency decrease (table 3).

In general, the results in this case are more diverse: 
50% of the ACs worsen, with Extremadura and Castilla-La 
Mancha being the worst performers (the latter standing 
out if we consider the 2007 value); two of them remain 
constant practically throughout the entire period (Bale-
aric Islands and La Rioja, with the exception of 2007 but 
then recovering) and the rest improve, with the Princi-
pality of Asturias and the Community of Madrid standing 
out as we have already mentioned, which progresses in 
such a way that it reaches levels very close to absolute 
efficiency.

Relative comparison, efficiency of all regions
In online supplemental table 1, it could be seen that 
Andalusia and Catalonia can be considered as bench-
marks for practically the entire period, taking into 
account the Sistema Nacional de Salud (SNS (National 
Health System)) alone (by obtaining the index 1.000 
in the DEA survey). First, the Region of Murcia, which 
managed to become a benchmark Autonomous Region 
with its optimal efficiency values, has improved signifi-
cantly with respect to the other Autonomous Regions 
that received the transfers before 2002. Of the Autono-
mous Regions that received the transfers at the end of 
2001, the following stand out for their higher efficiency 
growth: the Balearic Islands (81.44% improvement), the 
Madrid Autonomous Region, which practically reached 
absolute efficiency levels (having increased by 63.77%), 
and La Rioja which, together with the Balearic Islands 
which started from very low values, improved notably 
(46.13%). On the other hand, it is important to mention 

Table 1  Efficiency of the NHS and the private sector in 
the last 10 autonomous communities to receive healthcare 
competencies

Regions (NHS+private)

Efficiency

2002 2007 2012 2017

Aragón 0.8851 0.9114 0.8515 0.7794

Principado de Asturias 0.8985 0.9178 0.8845 0.8031

Illes Balears 0.9219 0.9337 0.9448 0.9150

Cantabria 0.8890 0.9446 0.9000 0.8260

Castilla y León 10 000 0.9850 0.9331 0.8436

Castilla-La Mancha 0.9051 0.9897 0.9147 0.8487

Extremadura 0.8131 0.9821 0.8924 0.7735

Comunidad de Madrid 0.9335 10 000 0.9937 10 000

Región de Murcia 10 000 10 000 0.9524 0.9633

La Rioja 0.8442 0.9472 10 000 0.9766

Source: Own elaboration based on data obtained from the Spanish 
Ministry of Health.

NHS, National Health Service.

Table 2  Efficiency of the last 10 autonomous communities 
to receive healthcare competencies in hospitals belonging to 
the NHS

Regions (NHS+private)

Efficiency

2002 2007 2012 2017

Aragón 0.8072 0.8591 0.8702 0.7701

Principado de Asturias 0.8911 0.9388 0.9196 0.8075

Illes Balears 0.6918 0.7511 0.7374 0.9475

Cantabria 0.9094 0.9606 0.9742 0.9638

Castilla y León 10 000 0.9831 0.9698 0.8676

Castilla-La Mancha 0.7776 0.8441 0.8898 0.8718

Extremadura 0.6879 0.9394 0.8663 0.7719

Comunidad de Madrid 0.8432 0.8720 0.8985 10 000

Región de Murcia 10 000 10 000 10 000 10 000

La Rioja 0.7609 0.8709 1,0000 0.9562

Source: Own elaboration based on data obtained from the Spanish 
Ministry of Health.
NHS, National Health Service.

https://dx.doi.org/10.1136/bmjopen-2023-076853
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the reduction in the gap between the most efficient and 
the least efficient ACs over time. In 2002, the lowest 
value among the Autonomous Communities was 0.5183, 
belonging to the Balearic Islands, with respect to 1.000, 
which implies a difference in efficiency of 0.4817. Over 
the years, in 2017 this inequality is reduced to 0.7146 in 
Extremadura and the optimal unit, indicating this time a 
distance of 0.2854, which translates as a decrease in the 
differences of almost 40% between the lowest values.

As it could be seen in online supplemental table 2, 
likewise, we observe that, as a whole, the efficiency of 
the Autonomous Regions has improved and that after 
the transfer of competences, the differences in efficiency 

rates between the regions have been reduced. This is the 
case of the Balearic Islands, the Canary Islands and Canta-
bria. As shown in figure 1, in 2017 compared with 2002, 
the disparities between these three regions are greatly 
reduced and converge. Both Castillas also manage to 
reduce their inter-regional differences, with Castilla-La 
Mancha standing out. The Community of Madrid and the 
Region of Murcia converge at the same time, becoming in 
2017 one of the reference ACs due to their high efficiency 
values.

The blue line shows the reference ACs, that is, those 
with optimal efficiency values, while the dashed red line 
shows the average efficiency for that year, which is useful 
for easily visualising which ACs are above (or below) the 
average. It is interesting to perform the analysis from 
this perspective, since some regions may have improved 
their efficiency but worsened in comparison with the rest 
of the regions, because the latter have improved more, 
and vice versa. Thus, in the case of the Balearic Islands, 
which improved its efficiency to a great extent (81.44%, 
as mentioned above), its efficiency improved with respect 
to other regions that were relatively far behind it, for 
example, surpassing the Autonomous Community of 
Valencia, the Principality of Asturias and Galicia. The 
Community of Madrid improved its efficiency in 2017 
with respect to 2002 by 63.77%, which places it at the top 
of the table, as shown in online supplemental table 3. 
On the other hand, although Castilla y León’s efficiency 
improved by approximately 7%, its relative position 
compared with the rest of the Autonomous Regions was 
reduced to the bottom five.

Online supplemental table 4 shows the combined data 
for the NHS and the private sector, which leads to the 
following results: on calculating the efficiency values of the 
10 Autonomous Regions that received the competences at 

Table 3  Efficiency of the last 10 autonomous communities 
in receiving healthcare competencies in hospitals belonging 
to the private sector

Regions (NHS+private)

Efficiency

2002 2007 2012 2017

Aragón 0.6155 0.7812 0.4794 0.5968

Principado de Asturias 0.3236 0.4221 0.4044 0.4694

Illes Balears 10 000 10 000 10 000 10 000

Cantabria 0.2413 0.3519 0.1844 0.2112

Castilla y León 0.3826 0.4801 0.3225 0.3629

Castilla-La Mancha 0.6206 0.9799 0.4801 0.4903

Extremadura 10 000 10 000 0.8322 0.6826

Comunidad de Madrid 0.6597 0.8471 0.7354 0.9871

Región de Murcia 0.3150 0.4369 0.2954 0.3573

La Rioja 10 000 0.5846 10 000 10 000

Source: Own elaboration based on data obtained from the Spanish 
Ministry of Health.
NHS, National Health Service.

Figure 1  Comparison of the efficiency values of the National Health System of all autonomous regions (including Ceuta and 
Melilla) in 2002 and 2017.

https://dx.doi.org/10.1136/bmjopen-2023-076853
https://dx.doi.org/10.1136/bmjopen-2023-076853
https://dx.doi.org/10.1136/bmjopen-2023-076853
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the end of 2001, with respect to the rest of the regions that 
already had them, it is found that 70% of them have seen 
their efficiency worsen. Aragon (−12.53%), the Region of 
Murcia (−10.70%) and Castile and Leon (−9.75%) stand 
out. In contrast to online supplemental table 1, the refer-
ence Autonomous Community is Catalonia. On the other 
hand, the Autonomous Region with the greatest improve-
ment in efficiency is La Rioja (8.63%), followed by the 
Autonomous Region of Madrid (7.12%), which manages 
to achieve maximum efficiency. In this case, the Balearic 
Islands improved by only 3.01%, but it starts from higher 
values, close to 90% efficiency (figure 2).

DISCUSSION
We are aware that it is difficult in this area to compare the 
results found with other studies due to the fact that DEA 
can give different results when the inputs and outputs 
used are not the same. Moreover, we have used global 
data from the health sector—in order to be able to draw 
conclusions, not only in the public sector (NHS), but also 
in the private sector and jointly, on the effects of decen-
tralisation in the Spanish health sector—while in many 
other studies, a specific selection of hospitals has been 
carried out.32–34

As far as the public sector is concerned, our results show 
that most of the Autonomous Regions that were the last 
to receive health transfers improved their efficiency levels 
to their highest values between 2007 and 2012. However, 
if we consider the comparison of these regions as a whole, 
the highest figures are found in 2012. We believe that this 
behaviour is possible due to the positive impact of the 
incorporation of new management models and changes 
in the organisational structure of those Autonomous 
Regions that received the transfer of competences at the 
end of 2001, coinciding with the authors Granado Cabello 
and Vega Hidalgo.32 However, other authors such as Sbert 

and Gómez Vicens34 do not agree with this explanation, 
as they believe that, after the transfers, there is a period of 
adaptation that leads to an increase in costs and resources 
that are detrimental to productivity levels.

That said, it should be stressed that the introduction of 
these changes does not fully explain the increase in effi-
ciency in the Autonomous Regions studied, as there are 
other socioeconomic factors that may influence efficiency. 
It is also necessary to question why, as we have seen, some 
regions do not improve as much as others. Despite the 
fact that, following decentralisation, the efficiency of the 
NHS improves in general—in its entirety if we compare 
all the Autonomous Regions as a whole—those territories 
that are less efficient may be due to factors such as ageing, 
geographical dispersion, wealth or the public spending 
policies of each region, among other variables. In this 
sense, we agree with Pérez-Romero, Ortega-Díaz, Ocaña-
Riola and Martín-Martín.33

Despite these differences, it should be stressed that 
after the transfer of competences in the public health 
sector, there has been a positive impact which has led 
to a reduction in the gap between the most efficient 
and least efficient Autonomous Regions in Spain. 
Over the 15 years observed, the gap between Auton-
omous Regions has narrowed by approximately 40%. 
In view of this improvement, however, we would like 
to focus on two aspects relating to the private sector 
and waiting lists.

On the one hand, the data provided by the Ministry 
show that over the years, following the transfers, public 
provision has not only become more efficient, but has 
also increased with respect to private provision, even in 
regions where the private sector is very efficient. The case 
of the Community of Madrid stands out, which, despite 
the strong presence of the private sector, has increasingly 
increased the supply of public services. On the other hand, 

Figure 2  Comparison of the efficiency values of the NHS and the private sector of all the autonomous regions (including Ceuta 
and Melilla) in 2002 and 2017. NHS, National Health Service.

https://dx.doi.org/10.1136/bmjopen-2023-076853
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there is also the case of La Rioja, a territory in which the 
Private Sector is very efficient and yet the importance of 
public activities is increasing. In other words, we find that 
the evolution of public activity is increasing, except in the 
case of the Balearic Islands, where its weight is increasing 
in relation to the private sector. This can also be seen in 
the decrease in spending on concerts in a large part of 
the Autonomous Regions, as indicated by IDIS.35

Therefore, we can say that the transfers have boosted 
the public sector even in those Autonomous Regions 
with a strong presence of private activity, even if this is 
efficient. We believe that this trend may have a negative 
impact on citizens in the future because, with a perma-
nent increase in health spending, not only in Spain but 
in other countries as well—derived from demographic 
factors, such as ageing, which affects Western Europe in 
particular, as pointed out by Jakovljevic et al,36 or cultural 
factors such as the desire for greater welfare—the public 
health system may be limited by the need for a larger 
budget and greater flexibility. Authors such as Kosycarz 
et al,37 propose a similar approach to improving public 
hospitals in Poland through public–private partnerships.

Moreover, these results can be explained by the 
behaviour of which, in most of the regions, the private 
sector has a negative influence on the data as a whole (it 
dragged down the positive results achieved by the Public 
Sector), because efficiency levels are lower than before 
devolution, contrary to the results of public hospitals 
alone. This inefficiency in some Autonomous Regions 
is probably due to the fact that the private sector in 
these regions was not market developed and depended 
to a greater extent on INSALUD (National Institute for 
Health—the public manager under the Ministry of Health 
of the Central Government, prior to the devolution). 
The Balearic Islands stand out for having the highest 
efficiency during the whole period considered, possibly 
due to their previous experience, as before the transfer 
of the competences, Balearic Islands already had a signifi-
cant weight of the private sector in the healthcare system. 
Its case could be compared with that of Catalonia, both 
of which are similar in terms of the significant weight of 
the private sector in healthcare, which had already been 
reflected for many years.38

In that sense, Kruse et al,39 in a study of five European 
countries, present evidence that public hospitals have 
at least the same level of efficiency or more than private 
hospitals. Likewise, in a comparative study by Comendeiro-
Maaløe et al40 of the performance of a private hospital in 
Spain and a private hospital licensed as a regional health 
service, the private hospital generally did not perform 
better than the public hospitals, although it did excel in 
some areas. However, according to Lucifora,41 managers 
of public hospitals often perform worse than managers of 
private hospitals. In the same sense, Perez-Romero et al.33

All of this is directly related to the problem of waiting 
lists. In particular, there are two cases in which the Auton-
omous Regions with the highest waiting list figures should 
increase their productivity by improving the management 

of their public sector, that is, Extremadura, Castile-La 
Mancha and Aragon. In the cases of the Region of Murcia 
or Cantabria, where their public sector is very efficient, 
they should consider the possibility that their private 
sector, which is being underutilised, could, according to 
article 66 of Law 14/1986, of 25 April, General Health,42 
link private hospitals to the planning of the public sector, 
without them losing their ownership, thus alleviating 
waiting lists, as also argued by IDIS.35 Another possibility 
in this case could be to increase public resources in the 
face of such good management to reduce waiting lists.

Those ACs with lower levels of efficiency, as explained 
above, are probably not making efficient use of their 
resources and could offer greater capacity or, in other 
words, not have such high waiting times.

A case in point is Ceuta and Melilla which, after 
the creation of INGESA (Management Institute 
under the Ministry of Health of the Spanish Central 
Government), managed to improve their efficiency by 
62.12%—probably due to the fact that they only have 
to manage the autonomous cities and, as there are not 
a greater number of territories, they can better focus 
on the needs of the autonomous cities—but if we 
make a relative comparison, they are below the rest of 
the Autonomous Regions. In this sense of a low level 
of efficiency of INGESA hospitals, there is evidence of 
saturation, lack of resources in relation to the popula-
tion to be attended and waiting times, as stated in the 
study by Artundo Purroy.43

Concerning the methodology used in this study, various 
approaches have been taken in the national and inter-
national literature to identify explanatory factors for 
technical efficiency and productivity.44 Most studies 
compare efficiency figures between groups of units and 
explain them by linear regression. For example, in Iran, 
variability in efficiency in public hospitals was analysed 
by applying a multigroup DEA (Rezaee and Karimdadi, 
2015) and correlation coefficients are frequently used in 
Spain to explore the relationship between efficiency and 
other factors.45–48

Perez-Romero et al49 combine multilevel regression 
models to explain the efficiency of hospitals in the 
Spanish public network, this being one of the main meth-
odological innovations provided by this study of Analysis 
of technical efficiency in the hospitals of the Spanish 
National Health System.

Linked to the above, a traditional linear regression 
model useful for estimating the relationship between 
a dependent variable and multiple independent vari-
ables. It is based on correlations and is therefore useful 
for estimating the variance of an independent variable 
explained by dependent variables. It is not causal and 
cannot provide researchers with information about a 
specific individual. It is parametric and cannot be gener-
alised to results at the extremes of the distribution. Is 
prone to bias due to omitted variables, multicollinearity 
and autoregression, although there are tests and exten-
sions to increase robustness.50
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On the other side, a non-parametric benchmarking 
method for analysing the efficiency of product produc-
tion at a given input level. Provides a highly individualised 
benchmark for each individual in the group. Benchmarks 
are based only on existing input and output data for 
‘equivalents’ or other individuals in the same population. 
May include multiple dependent variables or outcomes 
simultaneously. Can be combined with other methods 
to reduce limitations and improve own results. Can be 
used with a model-fitting approach to determine which 
input or dependent variable to focus on to achieve the 
greatest expected benefit for each individual. Sensitive 
to omitted variables and measurement error. There are 
methods to address these issues, but they are not as reli-
able as other methods. They are limited to the individual 
or population analysed, so the results cannot be gener-
alised to other populations without subsequent analyses 
using other methods.50

Another methodological issue to consider is the difference 
between DEA and SFA. DEA is the most commonly used 
method in mathematical programming to estimate produc-
tion frontiers. Stochastic frontier analysis (SFA) is the most 
representative method used in econometrics to estimate 
production frontiers.51 DEA is recognised as a powerful tool 
for efficiency analysis and benchmarking, and its estimates 
are used in a wide range of industries and activities, including 
healthcare.52 53 The main difference between DEA and SFA is 
that DEA is usually used to examine the relative efficiency of 
individual studies. SFA is used to examine absolute efficiency 
and the relationship between the determinants of input 
and output (cost) efficiency. Therefore, SFA is often used 
to assess the efficiency of for profit organisations. The DEA 
method measures the efficiency of public subjects by using 
the observed best performance compared with all subjects.54

We are aware that this study presents the methodolog-
ical limitations of DEA, derived from its deterministic 
character, which has been confronted with the testing of 
various models.47 The limitations of the DEA methodology 
are that it does not measure error, it does not measure 
the relative differences between efficient suppliers, the 
use of many input and output variables is often consid-
ered flawed and that homogeneity in the units used is 
required.55 56

CONCLUSIONS: LIMITATIONS AND EXTENSIONS
This article has analysed the effects of decentralisation 
in Spain, specifically on the last 10 Autonomous Regions 
that received the healthcare transfers at the end of 2001, 
with respect to the efficiency levels of the public, private 
and joint Sectors.

An improvement of 60% can be seen in the commu-
nities analysed if we only take into account the NHS, 
however, if we consider the results of both sectors we 
observe that the majority of the territories worsen.

If we take into consideration all the Autonomous 
Communities that make up the Spanish territory, we 
can observe an improvement in the public sector of the 

10 communities analysed in terms of their relative posi-
tion, with the following standing out: Region of Murcia, 
Community of Madrid and Balearic Islands. However, it 
should be noted that there are socioeconomic factors such 
as the level of ageing, geographical dispersion, spending 
policies or the wealth of each region, which could explain 
why some territories have not improved as much.

On the other hand, in the face of the economic crisis, 
our results show that 60% of the public sector was not 
affected, in fact, its efficiency increased. The years 2007 
and 2012 stand out as the years in which the highest effi-
ciency values were reached (2012 if all the Autonomous 
Regions in Spain are taken into account) and one of the 
reasons for this behaviour is the change in the manage-
ment model after the transfers. Otherwise, 80% of the 
private sector saw a decrease in efficiency.

In the light of the above, we can affirm that the trans-
fers have not favoured the privatisation of the system. This 
can be demonstrated by the fact that even in communi-
ties where private provision has a strong presence or 
is highly efficient—as in the case of the Community of 
Madrid and La Rioja—public provision has increased 
despite everything.

On the other hand, with regard to those regions 
which are not fully efficient, that is, which could 
generate more output with their current inputs and 
thus be more productive, two different cases can 
be identified. Extremadura, Aragon and Castile-La 
Mancha, which have waiting lists above the average for 
the Spanish regions, imply that they should, and need 
to, improve the management of their public resources 
(NHS). As for the Region of Murcia and Cantabria, 
where the public sector is very efficient, the private 
sector is notable for its under-utilisation of resources, 
which could be used to reduce the high waiting lists 
in both regions through public–private partnerships.

DEA measures multiple inputs and outputs and 
eliminates the need to construct production func-
tions to estimate efficiency. This makes the use of DEA 
methods in efficiency research more comprehensive 
and more practical.

One limitation of this study is that it does not include 
health outcomes in the analysis, which we will try to 
develop in future papers.

Finally, it would be of great interest to extend our study 
once the Ministry of Health makes the data for the last 
few years available to the public, in order to compare effi-
ciency between the Autonomous Regions before and after 
the health crisis. As well as the functioning and behaviour 
of hospitals during the pandemic.

Contributors  FR-S conceived of the study, its design, performed part of the 
literature review and coordinate the draft of the manuscript; TA-R and AB-R 
participated in the design of the study. TA-R, AB-R and MR-M performed part of the 
literature review and helped to draft the manuscript. FR-S is responsible for the 
overall content as the guarantor.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.



9Armenteros-Ruiz T, et al. BMJ Open 2024;14:e076853. doi:10.1136/bmjopen-2023-076853

Open access

Competing interests  None declared.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication  Not required.

Ethics approval  Not required.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available upon reasonable request.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Moisés Rodriguez-Mañero http://orcid.org/0000-0001-7566-9321
Francisco Reyes-Santías http://orcid.org/0000-0002-7928-6050

REFERENCES
	 1	 García González-Posada J. La organización del sistema sanitario 

español; 1999. Available: https://ruc.udc.es/dspace/bitstream/​
handle/2183/10763/CC%2047%20art%205.pdf

	 2	 Cantarero D. El traspaso de competencias sanitarias en españa. 
2003. Available: https://www.elsevier.es/es-revista-revista-​
administracion-sanitaria-siglo-xxi-261-articulo-el-traspaso-​
competencias-sanitarias-espana-13047524

	 3	 Alves J, Peralta S, Perelman J. Efficiency and equity consequences 
of decentralization in health: an economic perspective. Revista 
Portuguesa de Saúde Pública 2013;31:74–83. 

	 4	 Liwanag HJ, Wyss K. What conditions enable decentralization to 
improve the health system? qualitative analysis of perspectives on 
decision space after 25 years of devolution in the philippines. PLoS 
One 2018;13:e0206809. 

	 5	 Abimbola S, Baatiema L, Bigdeli M. The impacts of decentralization 
on health system equity, efficiency and resilience: a realist synthesis 
of the evidence. Health Policy Plan 2019;34:605–17. 

	 6	 James C, Beazley I, Penn C, et al. Decentralisation in the health 
sector and responsibilities across levels of government. OECD J 
Budg 2019;19. 

	 7	 Dubois HFW, Fattore G. Definitions and typologies in public 
administration research: the case of decentralization. Int J Public 
Adm 2009;32:704–27. 

	 8	 Rodinelli D. Government decentralisation in comparative thepry 
and practice in developing countries. Intern Rev Administ Sci 
1981;47:133–45. 

	 9	 Mills A. Decentralisation and accountability in the health sector from 
an international perspective: what are the choices. Public Adm Dev 
1994;14:281–92. 

	10	 Collins CH, Green A. Decentralisation and primary health care: some 
negative implications in developing countries. Int J Health Serv 
1994;24:459–75. 

	11	 Finot I. Descentralización en América Latina: teoría y práctica. ILPES, 
2001.

	12	 Yee E. The effects of fiscal decentralisation on health care in China; 
2001.

	13	 Tiebout CM. A pure theory of local expenditures. J Polit Econ 
1956;64:416–24. 

	14	 Oates WE. An essay on fiscal federalism. J Econ Lit 
1999;37:1120–49. 

	15	 Oates WE. Toward A second-generation theory of fiscal federalism. 
Int Tax Public Finan 2005;12:349–73. 

	16	 Mandl U, Dierx A, Ilzkovitz F. The effectiveness and efficiency of 
public spending, economic papers 301, European Commission; 
2008.

	17	 Lafortune G. Developing health system efficiency indicators: 
overview of key concepts, General approaches, and current and 
future work. Meeting of OECD Health Data National Correspondents 
background document; 2015

	18	 OECD. Measuring productivity - OECD manual. In: Measuring 
Productivity: Measurement of aggregate and industry-level 
productivity growth. Paris, 16 July 2001. 

	19	 Daraio C, Simar L. Chapter 2: the measurement of efficiency. In: 
Advanced Robust and Nonparametric Methods in Efficiency Analysis: 
Methodology and Applications. Springer Science & Business Media, 
2007.

	20	 Balci B, Hollmann A, Rosenkranz1 C. Service productivity: a literature 
review and research agenda; 2011. Available: http://reser.net/​
materiali/priloge/slo/balci_et_at.pdf

	21	 Sanidad M de. Tablas por comunidades autonómicas año 2002. 
2004. Available: https://www.sanidad.gob.es/estadEstudios/​
estadisticas/estHospiInternado/inforAnual/tabCA2002.htm

	22	 Salud A de C del S de, Sanitaria I de I. Estadística de 
establecimientos sanitarios con régimen de internado (indicadores 
hospitalarios) año 2007; 2009. Available: https://www.sanidad.gob.​
es/estadEstudios/estadisticas/docs/EESCRI_2007.pdf

	23	 Estadística de centros sanitarios de atención especializada 2012; 
2014. Available: https://www.sanidad.gob.es/estadEstudios/​
estadisticas/docs/TablasSIAE2012/SIAE_2012_AAFF_accesible.​
pdf

	24	 Sanitaria, S. G. de I., & Dirección General de Salud Pública, C. 
e I. Estadística de centros sanitarios de atención especializada. 
hospitales y centros sin internamiento. año; 2019. Available: 
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/​
TablasSIAE2017/Informe_completo.pdf

	25	 Martín JJ, Amo MP. La medida de la eficiencia en las organizaciones 
sanitarias; 2007. 139–61.Available: https://www.ief.es/docs/​
destacados/publicaciones/revistas/pgp/49_medidaEficiencia.pdf

	26	 Rivero Corte P, Alfaro Latorre M. Estadística de establecimientos 
sanitarios con régimen de internado. In: Indicadores Hospitalarios 
Evolución 2000-2008. 2008. Available: https://www.sanidad.gob.es/​
estadEstudios/estadisticas/docs/Evolutivo_2000-2008.pdf

	27	 Andradas Aragonés E, Alfaro Latorre M. Indicadores Hospitalarios 
Evolución 2002-2013. 2016. Available: https://www.sanidad.gob.​
es/estadEstudios/estadisticas/estHospiInternado/inforAnual/​
documentos/IndicadoresHospitalarios2002_2013.pdf

	28	 Martín Martín JJ. El sistema nacional de salud español ante la gran 
recesión. Cuad Relac Lab 2016;34:315–34. 

	29	 Martín JJM. El sistema nacional de salud español ante la gran 
recesión; 2016. 2–315.Available: https://revistas.ucm.es/index.php/​
CRLA/article/download/53459/49019

	30	 López Rois FJ, Mateo Rodríguez R, Gómez Fernández JR, et al. 
Methodological criteria for drawing up a contract-programme or 
singular sector-based agreement of specialized care using Hpus. 
In: Experiences in Galicia. Secretaría Xeral. Sergas. Consellería de 
Sanidade e Servicios Sociais. Xunta de Galicia. 1996.

	31	 Kirigia JM, Emrouznejad A, Sambo LG. Measurement of technical 
efficiency of public hospitals in Kenya: using data envelopment 
analysis. J Med Syst 2002;26:39–45. 

	32	 Vega Hidalgo Á, Granado Cabello PA. Análisis de la eficiencia 
hospitalaria por comunidad autónoma en el ámbito del sistema 
nacional de salud. Investigaciones Regionales 2014;28:147–58. 
Available: https://www.redalyc.org/pdf/289/28930563007.pdf

	33	 Pérez-Romero C, Ortega-Díaz MI, Ocaña-Riola R, et al. Análisis de 
la eficiencia técnica en los hospitales del. Sistema Nacional de Salud 
Español 2017;31:108–15. 

	34	 Sbert JM, Gómez Vicens JM. Evolución de la productividad del 
sistema hospitalario en españa antes y después de la culminación 
de las transferencias de competencias: una aproximación. Dialnet 
2013;28:21–7. Available: https://dialnet.unirioja.es/servlet/articulo?​
codigo=4335168

	35	 IDIS. Sanidad privada, aportando valor. análisis de la situación 2019. 
2019. Available: https://www.fundacionidis.com/informes/analisis-​
de-situacion-de-la-sanidad-privada/anio-2019

	36	 Jakovljevic M, Fernandes PO, Teixeira JP, et al. Underlying 
differences in health spending within the world health Organisation 
Europe region—comparing Eu15. In: EU post-2004. CIS, 2019. 

	37	 Kosycarz EA, Nowakowska BA, Mikołajczyk MM. Evaluating 
opportunities for successful public–private partnership in the 
Healthcare sector in Poland. J Public Health (Berl) 2019;27:1–9. 

	38	 Autoridad Independiente de Responsabilidad Fiscal (AIReF). 
Memoria Anual de Actividades 2020. March, Madrid; 2021.

	39	 Kruse FM, Stadhouders NW, Adang EM, et al. Do private hospitals 
outperform public hospitals regarding efficiency, accessibility, and 
quality of care in the European Union? A literature review. Int J Health 
Plann Manage 2018;33:e434–53. 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-7566-9321
http://orcid.org/0000-0002-7928-6050
https://ruc.udc.es/dspace/bitstream/handle/2183/10763/CC%2047%20art%205.pdf
https://ruc.udc.es/dspace/bitstream/handle/2183/10763/CC%2047%20art%205.pdf
https://www.elsevier.es/es-revista-revista-administracion-sanitaria-siglo-xxi-261-articulo-el-traspaso-competencias-sanitarias-espana-13047524
https://www.elsevier.es/es-revista-revista-administracion-sanitaria-siglo-xxi-261-articulo-el-traspaso-competencias-sanitarias-espana-13047524
https://www.elsevier.es/es-revista-revista-administracion-sanitaria-siglo-xxi-261-articulo-el-traspaso-competencias-sanitarias-espana-13047524
http://dx.doi.org/10.1016/j.rpsp.2013.01.002
http://dx.doi.org/10.1016/j.rpsp.2013.01.002
http://dx.doi.org/10.1371/journal.pone.0206809
http://dx.doi.org/10.1371/journal.pone.0206809
http://dx.doi.org/10.1093/heapol/czz055
http://dx.doi.org/10.1787/c2c2058c-en
http://dx.doi.org/10.1787/c2c2058c-en
http://dx.doi.org/10.1080/01900690902908760
http://dx.doi.org/10.1080/01900690902908760
http://dx.doi.org/10.1177/002085238004700205
http://dx.doi.org/10.1002/pad.4230140305
http://dx.doi.org/10.2190/G1XJ-PX06-1LVD-2FXQ
http://dx.doi.org/10.1086/257839
http://dx.doi.org/10.1257/jel.37.3.1120
http://dx.doi.org/10.1007/s10797-005-1619-9
http://dx.doi.org/10.1787/9789264194519-en
http://dx.doi.org/10.1787/9789264194519-en
http://dx.doi.org/10.1787/9789264194519-en
http://reser.net/materiali/priloge/slo/balci_et_at.pdf
http://reser.net/materiali/priloge/slo/balci_et_at.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/estHospiInternado/inforAnual/tabCA2002.htm
https://www.sanidad.gob.es/estadEstudios/estadisticas/estHospiInternado/inforAnual/tabCA2002.htm
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/EESCRI_2007.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/EESCRI_2007.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/TablasSIAE2012/SIAE_2012_AAFF_accesible.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/TablasSIAE2012/SIAE_2012_AAFF_accesible.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/TablasSIAE2012/SIAE_2012_AAFF_accesible.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/TablasSIAE2017/Informe_completo.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/TablasSIAE2017/Informe_completo.pdf
https://www.ief.es/docs/destacados/publicaciones/revistas/pgp/49_medidaEficiencia.pdf
https://www.ief.es/docs/destacados/publicaciones/revistas/pgp/49_medidaEficiencia.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/Evolutivo_2000-2008.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/docs/Evolutivo_2000-2008.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/estHospiInternado/inforAnual/documentos/IndicadoresHospitalarios2002_2013.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/estHospiInternado/inforAnual/documentos/IndicadoresHospitalarios2002_2013.pdf
https://www.sanidad.gob.es/estadEstudios/estadisticas/estHospiInternado/inforAnual/documentos/IndicadoresHospitalarios2002_2013.pdf
http://dx.doi.org/10.5209/CRLA.53459
https://revistas.ucm.es/index.php/CRLA/article/download/53459/49019
https://revistas.ucm.es/index.php/CRLA/article/download/53459/49019
http://dx.doi.org/10.1023/a:1013090804067
https://www.redalyc.org/pdf/289/28930563007.pdf
http://dx.doi.org/10.1016/j.gaceta.2016.10.007
http://dx.doi.org/10.1016/j.gaceta.2016.10.007
https://dialnet.unirioja.es/servlet/articulo?codigo=4335168
https://dialnet.unirioja.es/servlet/articulo?codigo=4335168
https://www.fundacionidis.com/informes/analisis-de-situacion-de-la-sanidad-privada/anio-2019
https://www.fundacionidis.com/informes/analisis-de-situacion-de-la-sanidad-privada/anio-2019
http://dx.doi.org/10.3390/ijerph16173043
http://dx.doi.org/10.1007/s10389-018-0920-x
http://dx.doi.org/10.1002/hpm.2502
http://dx.doi.org/10.1002/hpm.2502


10 Armenteros-Ruiz T, et al. BMJ Open 2024;14:e076853. doi:10.1136/bmjopen-2023-076853

Open access�

	40	 Comendeiro-Maaløe M, Ridao-López M, Gorgemans S, et al. A 
comparative performance analysis of a renowned public private 
partnership for health care provision in Spain between 2003 and 
2015. Health Policy 2019;123:412–8. 

	41	 Lucifora C, Prenestini A. Management practices in hospitals: a 
public-private comparison. PLoS One 2023;18:e0282313. 

	42	 BOE. Ley 14/1986, De 25 de Abril. General de Sanidad; 2018.
	43	 Artundo Purroy C. Melilla: Diagnóstico de una Sanidad enferma. 

Propuestas para un Sistema Sanitario Público, Universal y de 
Calidad. Abril, Médicos del Mundo, 2019.

	44	 Worthington AC. Frontier efficiency measurement in health care: a 
review of empirical techniques and selected applications. Med Care 
Res Rev 2004;61:135–70. 

	45	 Navarro-Espigares JL, Torres EH. Efficiency and quality in health 
services: a crucial link. Serv Indust J 2011;31:385–403. 

	46	 Garcia-Lacalle J, Martin E. “Rural vs urban hospital performance 
in a 'competitive' public health service”. Soc Sci Med 
2010;71:1131–40. 

	47	 Herrero Tabanera L, Martín Martín JJ, López del Amo González 
M del P. Eficiencia técnica de los hospitales públicos y de las 
empresas públicas hospitalarias de andalucía. Gaceta Sanitaria 
2015;29:274–81. 

	48	 Seijas A, Iglesias G. Medida de la eficiencia técnica en los hospitales 
públicos gallegos. Rev Galega Econ 2009;18:1132–2799.

	49	 Pérez-Romero C, Ortega-Díaz MI, Ocaña-Riola R, et al. Análisis de la 
Eficiencia Técnica en Los Hospitales del. Sistema Nacional de Salud 
Español 2017;31:108–15. 

	50	 Shero JA, Al Otaiba S, Schatschneider C, et al. Data envelopment 
analysis (DEA) in the educational sciences. J Exp Educ 
2022;90:1021–40. 

	51	 O.Fried H, Lovell CAK, Schmidt SS. The measurement of 
productive efficiency. In: Fried HO, Lovell CK, S.S S, eds. 
Production Frontiers and Productive Efficiency. Oxford: Oxford 
University Press, 1993: 3–67. 

	52	 Araújo C, Barros CP, Wanke P. Efficiency determinants and capacity 
issues in Brazilian for-profit hospitals. Health Care Manag Sci 
2014;17:126–38. 

	53	 Kohl S, Schoenfelder J, Fügener A, et al. The use of data 
envelopment analysis (DEA) in healthcare with a focus on hospitals. 
Health Care Manag Sci 2019;22:245–86. 

	54	 Rezaei S, Zandian H, Baniasadi A, et al. Measuring the efficiency of a 
hospital based on the econometric stochastic frontier analysis (SFA) 
method. Electron Physician 2016;8:2025–9. 

	55	 WHO (World Health Organization). Top 10 causes of death. 2019. 
Available: https://www.who.int/es/news-room/fact-sheets/detail/the-​
top10-causes-of-death

	56	 Yates J. When will players get Lnvolved? Health Soc Serv J 
1983;15:1101–2.

http://dx.doi.org/10.1016/j.healthpol.2018.11.009
http://dx.doi.org/10.1371/journal.pone.0282313
http://dx.doi.org/10.1177/1077558704263796
http://dx.doi.org/10.1177/1077558704263796
http://dx.doi.org/10.1080/02642060802712798
http://dx.doi.org/10.1016/j.socscimed.2010.05.043
http://dx.doi.org/10.1016/j.gaceta.2015.03.001
http://dx.doi.org/10.1016/j.gaceta.2016.10.007
http://dx.doi.org/10.1016/j.gaceta.2016.10.007
http://dx.doi.org/10.1080/00220973.2021.1906198
http://dx.doi.org/10.1093/oso/9780195072181.001.0001
http://dx.doi.org/10.1007/s10729-013-9249-8
http://dx.doi.org/10.1007/s10729-018-9436-8
http://dx.doi.org/10.19082/2025
https://www.who.int/es/news-room/fact-sheets/detail/the-top10-causes-of-death
https://www.who.int/es/news-room/fact-sheets/detail/the-top10-causes-of-death

	Evaluating the decentralisation of the Spanish healthcare system: a data envelopment analysis approach
	Abstract
	Introduction﻿﻿
	Methodology and data
	Variables used
	Data envelopment analysis (DEA)
	Patient and public involvement

	Results
	Efficiency in the last 10 Autonomous Regions to receive transfers
	Relative comparison, efficiency of all regions

	Discussion
	Conclusions: limitations and extensions
	REFERENCES


