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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Aim: Healthcare procurement management in public hospitals 

has been a major concern for the countries of the Southern 
Europe, both due to their perennial problems in the field of 
corruption and the impact of increasing migration flows on 
the Mediterranean routes to the European Union. This study 
attempts to analyze the healthcare procurement systems of the 
Southern EU countries (EU MED or MED-9) based on the 
degree of centralization and perceived corruption and examine 
the applied procurement policies and their results in terms of 
efficiency, transparency, and competition. The MED-9 group 
consists of Cyprus, Croatia, France, Greece, Italy, Malta, 
Portugal, Slovenia, and Spain.

Methods: The study employed an analytical research 
design and was conducted in two phases. In the first phase, 
data regarding the model of health system and the type of 
healthcare procurement of MED-9 countries based on the 
degree of centralization were collected using a comprehensive 
documentation review. In the second phase, seven different 
corruption perception indices in the public procurement and 
healthcare sector were collected, recorded, processed and 
compared to validate findings from the first phase and gain 
additional insights and feed-back regarding the relationship 
between centralized procurement and corruption.

Results: The study revealed significant differences in the 
healthcare procurement systems among the MED-9 countries, 
confirming that they vary due to their different organizational 
structure and socioeconomic choices. Our findings showed that 
there is a relationship between the degree of centralization and 
perceived corruption. Although Southern EU countries display 
relatively high levels of general corruption, some of them have 
significantly lower levels of perceived corruption in the specific 
areas of the healthcare system and public procurement.

Conclusion: The study concludes that corruption is likely to 
decrease when purchasing processes are centralized. Healthcare 
procurement centralization through a central purchasing body 
can be an effective and powerful tool for cost reduction and 
fighting corruption in the public health sector.

Key words. Public procurement, healthcare sector, hospital 
supplies, centralization, corruption, Southern European Union.
Introduction.

The Euro-Mediterranean group EU-MED or MED-9 was 
established in 2016 to strengthen cooperation between the 

Southern countries of the European Union [1]. The MED-
9 Group, as shown in Figure 1, consists of Cyprus, Croatia, 
France, Greece, Italy, Malta, Portugal, Slovenia, and Spain 
[2]. The total population of the MED-9 countries represents 
approximately 45 percent of the EU population [3]. According 
to the Declaration of the 8th Southern EU Summit, which took 
place in Athens on 17 September 2021 during the COVID-19 
health crisis, the aim of the MED-9 countries is to overcome 
the weaknesses of health systems, such as ensuring access to 
medicines in all Member States and their effective or even 
timely preparation, against future crises [4].

Figure 1. Map of MED-9 countries.

However, the healthcare systems worldwide are confronted 
with the constantly growing cost of medical care, the limitation 
of available resources and the failure to meet the legitimate 
and reasonable expectations of patients-users for high quality 
care. The situation is even more difficult in the countries of 
the European Mediterranean, as their health systems are under 
pressure due to the increase in flows of migrants and refugees 
[5]. It is noted that in the period between January and August, 
in 2023 there was an increase in crossings on the Central 
Mediterranean (+97%, 114,900) and the Western Mediterranean 
routes (+7%, 20,200) compared to the same period in 2022 [6].

Nowadays, the users of health services, regardless of whether 
they are migrants, refugees, or permanent residents of host 
countries, seek equal access to increasingly better-quality 
healthcare and expect the use of medical equipment and 



11

modern medical diagnostic tools to them that incorporate the 
latest technology [7]. Implementing the equal access obligation [8] 
and ensuring the provision of high-quality public health services 
requires a strategic approach to sourcing, which depends to a large 
extent on modern and efficient public procurement procedures [9].

The discussion regarding the public health services and 
procurement is directly related to the organization and funding 
of health systems. The health systems of EU countries depending 
on their service delivery, financing, and economic policies, are 
categorized into those where funding comes from the state 
budget based on general taxation (often referred to as the 
“Beveridge” model or National Health Service) and those where 
funding comes from the compulsory social insurance (often 
referred to as the “Bismarck” model or Social Health Insurance) 
[10] Between these two classic models of organization and 
funding, there is also an intermediate form with private finance 
based on voluntary insurance, often referred to as the “Mixed” 
model health system [11,12].

The management of healthcare supplies in public hospitals has 
been a serious concern for the Southern EU countries, mainly 
due to their perennial problems in the field of corruption [13]. 
Their initiatives include centralized or decentralized supplies, 
the enhancement of information systems for monitoring and 
updating data and the improvement of infrastructures and 
processes along the supply chain. However, it is a fact that 
healthcare procurement systems constitute complex decision-
making mechanisms involving suppliers with monopolistic 
behavior, public healthcare providers with limited financial 
resources, unfair and opaque competitive conditions, as well as 
corrupt public officials and political actors [14]. The relationship 
between centralization of procurement and perceived corruption 
in the healthcare sector is an important element in the recent 
debate on the policy design of a procurement system.

Due to this complexity, the first important decision to be 
taken when designing a procurement system, concerns the 
degree of centralization [15], namely to what extent the 
decision-making power on the healthcare procurement (what, 
how and when) will be transferred either to a central public 
authority established for this purpose, or to the competent local 
authorities [16]. The healthcare procurement systems based on 
the degree of centralization are categorised into three types: 
Centralized, Decentralized and Hybrid procurement systems 
[17]. A procurement system is fully centralized when all relevant 
decisions (what, how and when) on the purchasing of products, 
whether through tendering procedures or negotiations, are taken 
by a central purchasing body set up for this purpose. Fully 
decentralized is the procurement system in which the power of 
decision making on the purchasing of products (what, how and 
when) has been transferred to the relevant local administrations. 
Between the decentralized and centralized procurement system, 
there is also an intermediate system, the hybrid system, in which 
the central authority and the competent local administrations 
share decision-making power [18].

The degree of centralization of the healthcare procurement 
system is integrated in the wider context of procurement, an issue 
that has been widely explored, although not very extensively 
in public procurement [19]. The debate of centralization 

versus decentralization of procurement, due to both the cost 
containment and fight against corruption, attracts the interest 
of researchers, professionals, and public officials from various 
points of view and as a result it is becoming ever more important 
for many organisations [20]. According to the above rationale 
and the practical orientation of this study, pursuing a pragmatic 
approach in the field of health procurement in Mediterranean 
Europe, the objectives of this study are as follows:

• To analyze the healthcare procurement system of the 
Southern EU countries and categorise it through the degree of 
centralization.

• To ascertain whether or not a central purchasing body has 
been established.

• To investigate the healthcare system model in which the 
hospital supplies of each country are executed and its respective 
degree of centralization.

• To examine the relationship between centralized procurement 
and corruption in the healthcare sector of the Southern EU 
countries.
Methods.

This study approaches the issue of health procurement in the 
Southern EU countries in the light of degree of centralization 
and attempts to analyze their procurement systems in terms 
of perceived corruption, in order to draw useful conclusions 
about their similarities and differences, their efficiency and 
effectiveness and the best practices for cost containment and 
fight against corruption.

The study employed an analytical research design and was 
conducted in two phases. In the first phase, data regarding the 
model of health system and the type of healthcare procurement 
based on the degree of centralization were collected using a 
comprehensive documentation review. In the second phase, 
seven different corruption perception indices in the public 
procurement and healthcare sector were collected, recorded, 
processed, and compared to validate findings from the first 
phase and gain additional insights and feedback regarding the 
relationship between centralized procurement and corruption.
Research question (RQ).

Which type of health procurement do the nine Southern EU 
countries apply based on the degree of centralization and what 
are its impact on perceived corruption on the healthcare system 
and public procurement?
Data collection and analysis.

The data collection process for this study employed a mix of 
document review and corruption perception indices.
Inclusion criteria.

All included articles were searched and retrieved online. 
Quantitative, qualitative, and mixed methods studies were 
included. In addition to the academic literature sources, press 
articles, conference summaries, legislation and jurisprudence 
were included. For the determination of criteria for analysing 
health procurement systems, countries were selected that: (a) 
Geographically belong to the European Mediterranean region, 
(b) They are Member States (M-S) of the EU. More precisely, 
the countries that satisfy the above criteria, were the following: 
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Croatia, Cyprus, France, Greece, Italy, Malta, Portugal, 
Slovenia, Spain. These countries form the Euro-Mediterranean 
group EU-MED (or MED-9). The data search was initially 
conducted in English, but subsequently there was no language 
restriction once the documents in other languages had versions 
in English. The literature search was not restricted by timeline.
Exclusion criteria.

Poor quality studies were excluded. As both qualitative and 
quantitative studies were included in the present study, critical 
appraisal of the included studies was conducted based on the 
Mixed Methods Appraisal Tool (MMAT) [21]. Studies which 
contained information that did not contribute to answering the 
research question were excluded. Documents with incomplete 
texts (abstracts or inaccessible full texts) were excluded.
Search strategy.

For the first phase of the study, the methodology followed is 
the theoretical literature research of key electronic databases 
(Scopus, PubMed—MEDLINE) and search engines (Google 
Scholar) for peer-reviewed publications. It also includes 
literature search for institutional and legislative texts from the 
EU law database EUR-Lex and official websites of national 
authorities, European institutes, and international organizations 
in combination with the research of perceived corruption in the 
healthcare systems and public procurement of MED-9 countries. 
Search terms that were used to find relevant and appropriate 
source are shown in Table 1. A screening of the literature was 
performed, and the most representative articles, evaluated by 
title, abstract, and full text, were selected based on the authors’ 
experience.

Table 1. Set of search terms.
Search words
“centralized” OR “decentralized” OR “hybrid” OR “degree of 
centralization”
AND
“procurement” OR “hospital supplies” OR “medical goods“ OR 
“purchasing” OR “management” OR “organization”
AND
“healthcare” OR “health sector” OR “health system” OR “public 
health”
AND
“corruption” OR “perceived corruption” OR “anti-corruption” OR 
“public tenders” OR “transparency” OR “cost containment”
“European Union” OR “EU Med” OR “Med-9” OR “Southern EU 
countries”
AND
“Cyprus” OR “Croatia” OR “France” OR “Greece” OR “Italy” OR 
“Malta” OR “Portugal” OR ”Slovenia” OR “Spain”

The qualitative data for analysing health procurement systems 
comes from the Euro-Mediterranean group EU MED (or MED-
9) which consists of Cyprus, Croatia, France, Greece, Italy, 
Malta, Portugal, Slovenia, and Spain.

For categorising the type of procurement system (centralized, 
decentralized, hybrid), elements are included concerning:

• The degree of centralization of healthcare procurement
• The change tendency of the centralization degree

• The establishment or not of one or more central purchasing 
bodies.

For investigating the health system in which the hospital 
supplies of each country are executed, elements are included 
concerning:

• The model of the health system (Beveridge, Bismarck, 
Mixed).

• The centralization degree of the health system.
• The change tendency of the centralization degree.
In the second phase of the study, the quantitative data for 

exploring the levels of corruption perceived and experienced by 
European citizens and businesses comes from:

• The Transparency International Corruptions Perception 
Index 2022

• The Special Eurobarometer 523 survey (2022) results in 
the areas of spread of corruption, corruption in the healthcare 
system and corruption of officials awarding public tenders.

• The Flash Eurobarometer 507 survey (2022) results in the 
areas of corruption in public procurement, corruption in public 
procurement managed by national authorities and corruption in 
public procurement managed by regional or local authorities.
Data analysis.

The data generated from the documentation review (see Tables 
2 and 3) and the corruption perception indices (see Tables 4-8) 
is entered into form so that it can be analyzed, processed, and 
compared with each other. The concise and effective presentation 
of the data is carried out by the method of descriptive statistical 
analysis. The presentation of the results concerning the models 
of health system, the types of health procurement as well as 
corruption indices is depicted in a table per country and sector 
or alternatively in a graph-map (see Figure 2) to provide a direct 
assessment of the existence or non-existence of heterogeneity. 
The values of corruption indices and results are compared to 
explore which country achieves the lowest and the highest 
corruption rates in each area. Then, depending on the type of 
the healthcare procurement system, the establishment of one or 
more central purchasing bodies, the model of the health system 
and its degree of centralization, it is concluded which is the most 
efficient and effective combination of all the above variables.

Table 2. Models of health system in MED-9 countries.
MED-9 
Country Model Degree of 

Centralization
Change 
Tendency

Croatia Μixed Centralized
Cyprus Beveridge Centralized
France Μixed Centralized Deconcentrated
Greece Μixed Centralized
Italy Beveridge Decentralized Decentralized
Malta Beveridge Centralized Decentralized
Portugal Μixed Centralized
Slovenia Bismarck Centralized
Spain Beveridge Decentralized

Results.
The results obtained by the analysis of the health systems of 

the nine Southern EU countries, regarding the model of health 
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MED-9 Country Type Change Tendency Centralized Purchasing
Croatia Hybrid Yes, Central Procurement Office (CPO)
Cyprus Centralized Yes, Purchasing and Supply Directorate (PSD)
France Decentralized Centralized Yes, French Hospital Purchasing Group (Resah)

Greece Hybrid Yes, National Centralised Health Procurement Authority 
(NCHPA)

Italy Hybrid Yes, Concessionaria Servizi Informativi Pubblici (Consip)
Malta Centralized Yes, Central Procurement and Supplies Unit (CPSU)
Portugal Centralized Yes, Servicos Partilhados do Ministerio de Saude (SPMS)
Slovenia Centralized No
Spain Centralized Yes, multiple

Table 3. Types of healthcare procurement in MED-9 countries.

Source: Developed by authors based on the data of the EU’s Country profiles (HiT series) of the European Observatory on Health Systems and 
Policies and the Public procurement – Study on administrative capacity in the EU[26].

Country CPI 2022 Country CPI 2022 Country CPI 2022
Denmark 90 Belgium 73 Poland 55
Finland 87 France* 71 Slovakia 53
Sweden 83 Portugal* 62 Greece* 52
Netherlands 80 Lithuania 62 Cyprus* 52
Germany 79 Spain* 60 Malta* 51
Ireland 77 Latvia 59 Croatia* 50
Luxembourg 77 Italy* 56 Romania 46
Austria 74 Slovenia* 56 Hungary 42
Estonia 74 Czechia 56 Bulgaria 42

Table 4. EU Corruption Perceptions Index-CPI 2022.

* MED-9 Country 
Source: Developed by authors based on the Corruption Perceptions Index 2022 (CPI 2022) of Transparency International.

Country Percentage Country Percentage Country Percentage
Greece* 98 Slovakia 83 Belgium 56
Croatia* 94 Lithuania 81 Poland 55
Cyprus* 94 Malta* 79 Germany 53
Hungary 91 Czechia 78 Netherlands 50
Portugal* 90 Latvia 78 Estonia 43
Italy* 89 Romania 72 Luxembourg 36
Spain* 89 France* 64 Sweden 32
Bulgaria 88 Ireland 59 Finland 17
Slovenia* 87 Austria 57 Denmark 16
EU 68 * MED-9 Country

Table 5. Percentage estimated corruption to be widespread in the country.

Source: Developed by authors based on the data of the Special Eurobarometer 523 “Attitudes towards corruption in the EU” March-April 2022.

Country Percentage Country Percentage Country Percentage
Greece* 91 Poland 41 Netherlands 19
Lithuania 69 Latvia 40 Malta* 17
Cyprus* 60 Italy* 39 Estonia 14
Slovakia 58 Czechia 38 Ireland 13
Bulgaria 51 Portugal* 30 Belgium 13
Romania 50 Germany 21 Luxembourg 11
Slovenia* 48 Austria 21 Sweden 8
Hungary 46 France* 20 Denmark 7
Croatia* 45 Spain* 20 Finland 5
EU 29 * MED-9 Country

Table 6. Percentage estimated corruption in the healthcare system.’

Source: Developed by authors based on the data of the Special Eurobarometer 523 “Attitudes towards corruption in the EU” March-April 2022.
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Country Percentage Country Percentage Country Percentage
Greece* 63 Poland 31 Netherlands 61
Lithuania 56 Latvia 55 Malta* 45
Cyprus* 58 Italy* 58 Estonia 31
Slovakia 50 Czechia 68 Ireland 32
Bulgaria 60 Portugal* 48 Belgium 46
Romania 36 Germany 39 Luxembourg 25
Slovenia* 59 Austria 35 Sweden 43
Hungary 50 France* 42 Denmark 19
Croatia* 57 Spain* 46 Finland 29
EU 45 * MED-9 Country

Table 7. Percentage estimated corruption of the officials awarding tenders.

Source: Developed by authors based on the data of the Special Eurobarometer 523 “Attitudes towards corruption in the EU” March-April 2022.

Country Percentage Country Percentage Country Percentage
G N L G N L G N L

Cyprus* 52 72 77 Hungary 31 69 72 Luxembourg 24 27 27
Bulgaria 49 69 70 Poland 31 59 60 Portugal* 21 79 77
Greece* 47 71 78 Latvia 31 54 52 Austria 21 36 38
Slovakia 43 63 61 Italy* 31 47 38 Finland 20 24 27
France* 38 43 51 Croatia* 30 80 77 Netherlands 19 27 36
Belgium 37 47 53 Malta* 28 54 48 Estonia 17 25 33
Romania 36 67 67 Lithuania 27 47 54 Germany 13 27 37
Czechia 36 63 56 Slovenia* 26 67 65 Denmark 13 19 19
Spain* 35 69 73 Sweden 26 27 36 Ireland 7 22 24
EU 30 27 53 * MED-9 Country

Table 8. Percentage estimated corruption in the public procurement. [General (G)/National (N)/Local (L))

Source: Developed by authors based on the data of the Flash Eurobarometer 507, “Businesses and corruption”, April 2022.

Figure 2. Levels of perceived corruption in the EU.
Source: Developed by authors based on the data of the Special Eurobarometer 523 “Attitudes towards corruption in the EU” March-April 2022.
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system (see Table 2), the type of healthcare procurement based 
on the degree of centralization (see Table 3) and the corruption 
perception indices (see Table 4-8), are the following:
Croatia.

Croatia implements a mixed health system as it is based on 
a compulsory social health insurance system integrated with 
public funding within a single entity, the Croatian Health 
Insurance Fund (HZZO) [22]. It also offers the possibility of 
supplementary voluntary insurance to cover supplementary 
payments to the compulsory health insurance system. The 
Croatian health system is classified as centralized, as the 
Ministry of Health has the responsibility of the management and 
is the main regulatory body, responsible for the development, 
design and evaluation of health policy, public health programs, 
regulatory standards, and the training of health professionals 
[23].

The Croatian healthcare procurement system, until the early 
2000s, was quite decentralized, as all hospitals procured 
medical products individually and through public tenders. This 
practice resulted in large price differentials for the same or 
similar products of the same manufacturer [24]. Subsequently, 
in order to address the various financial and structural problems 
of the system (imbalance between revenue and expenditure, 
over-infrastructure, and poor performance), some reform efforts 
were made, culminating in the so-called “2008 reform” [25]. 
The reform included, inter alia, the centralized procurement of 
medical equipment (such as CT, MRI, and linear accelerators). 

After 2012, the Croatian government for the elimination of the 
substantial price differentials, introduced a joint procurement 
for the state-owned hospitals, but taking a decentralized 
approach. Specifically, nine state-owned hospitals and HZZO 
delegated as central procurement authorities, and each was 
assigned a range of products to purchase for all participating 
hospitals. Hospitals that historically managed to achieve the 
best price for a particular product category assumed the role of 
central buyer/coordinator for these products. The estimated cost 
savings from joint tenders completed by February 2014 were 
€59 million or about 27 percent, compared to prices paid before 
the introduction of joint procurement [13].

In conclusion, and based on what we have already mentioned 
on the three types of health procurement systems we could 
classify the Croatian health procurement system as a hybrid 
system, since each of the above nine hospitals is authorized 
to act as contracting authority (central buyer/coordinator) on 
behalf of several contracting authorities (other hospitals) by 
concluding agreements for the supply of specific products that 
historically achieved the best price.

Corruption in Croatia is still high, especially at the local level 
and despite repeated reforms. The political influence still plays 
a significant role in the procurement system [26]. According 
to the 2022 Corruption Perceptions Index (CPI) reported by 
Transparency International, Croatia scored 50/100 and is the 
24 least corrupt nation out of 26 in the EU and the 57 out of 
180 countries in the world [27]. Croatia has the 2nd highest 
rate of general corruption within the EU [28], according to 
the Eurobarometer, while perceived corruption in public 
procurement is at the same level as the EU average [29].

Cyprus.
The health system of Cyprus, due to being a British colony 

until 1960 [30], has its roots in the Beveridge model [31]. 
It is a highly centralized system, strictly controlled by the 
Ministry of Health. The Ministry of Health is responsible for 
the organisation, administration and planning of the healthcare 
services provided [32].

The purchase and supply of medical products, appliances 
and equipment to the Cyprian public hospitals is centralized 
through a single procurement body, the Purchasing and Supply 
Directorate of the Ministry of Health and in accordance with 
the law governing the public procurement procedure. The 
centralized procurement aims to strengthen bargaining power 
between suppliers and buyers, to ensure lower prices by 
achieving economies of scale, to make more effective use of 
public money as well as to enhance the control and avoid the risk 
of fraud. The Purchasing and Supply Directorate established a 
Mechanism for the selection, determination, and prioritization 
of needs, by setting up prioritisation of Needs Committees at 
every hospital, such as a Central Committee for Prioritisation 
and Approval of needs, at the Ministry level [33]. The tenders 
announced by the Purchasing and Supply Directorate are 
registered on the relevant electronic platform of the Treasury 
[34].

According to Eurobarometer, Cyprus has the highest level 
of perceived corruption in public procurement within the EU 
[29] and the third highest level of perceived corruption in the 
healthcare system. The level of corruption in general and in 
specific areas such as the officials who award public tenders are 
also high [28]. According to CPI 2022, Cyprus scored 52/100 
and it is the 22 least corrupt nation out of 26 in the EU and the 
51 out of 180 countries in the world [35].
France.

The French health system is a mixed model, structurally based 
on the Bismarck model but with the goals of universality and 
solidarity found in Beveridge model reflected on: (a) the single-
payer model, (b) the current growing importance of tax-based 
revenues for healthcare financing, and (c) strong government 
intervention [36]. With regard to the degree of centralization, 
although all reforms were aimed at the decentralization of the 
system, the underlying idea correspondingly reflects a strong 
reluctance to reduce central control over politics and finance 
[37]. Therefore, the decentralization of the French healthcare 
system mainly takes the form of deconcentration, namely the 
transfer of power to local or lower-level authorities which are 
accountable to central government [38].

The French health procurement system is a part of the 
overall public procurement system, characterised by its 
complex administrative and political structure, with many 
levels of procurement and supervision. Despite the central 
set of legal rules governing procurement, it is up to the local 
authorities to take responsibility for such action, posing a 
major obstacle to standardisation. Over the past five years, 
the French government has embarked on an ambitious digital 
transformation programme in the health sector with the creation 
of the Organisation L' Agence Française de la Sant (ASIP 
Sante). However, fragmented procurement and data localisation 
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requirements remain significant barriers to the uptake of 
digitalised procurement services [39]. The French health system 
has a public central purchasing body, Resah, which was created 
in 2007 and operates on behalf of 150 hospitals and nursing 
homes, covering all hospital needs both in medical products 
(medicines, devices, biomedical equipment) and non-medical 
(in-formation systems, communications, catering, energy). The 
volume of procurement through Resah contracts reached for 
2022 the amount of 2 billion euros [40].

France has a relatively high-level corruption in public 
procurement, especially in those managed by national and local 
authorities. The Central Service for the Prevention of Corruption 
(SCPC), which collects and provides data on corruption, has 
repeatedly identified risks of corruption in public procurement 
procedures, especially those carried out at local level [26]. The 
above risks are also confirmed by the relevant Eurobarometer 
survey, since France has the 5th highest level of perceived 
corruption in public procurement within the EU [29]. Levels 
of perceived corruption are also moderate to high, but much 
lower in terms of specific corruption in officials awarding public 
tenders and in the healthcare system [28]. According to CPI 
2022, France scored 71/100 placing it in the 10 least corrupt 
nation out of 26 in the EU and the 21 out of 180 countries in the 
world [41].
Greece.

The health system of Greece is a mixed model as it comprises 
elements from both the public and private sectors. Specifically, 
in the public sector, there is a system of National Health Ser-vices 
(NHS), called the National Health System (ESY), along with 
a single social health insurance (SHI) provider called EFKA. 
It is a highly centralized health system since the Ministry of 
Health is responsible for planning and regulating the NHS, and 
the National Organisation for the Provision of Health Services 
(EOPYY), which is the manager of the single health insurance 
fund and the purchaser of publicly funded health services [42].

Τhe healthcare procurement system of Greece has the 
characteristics of a hybrid system, since purchases of medical 
pharmaceutical products are made both through the National 
Centralized Health Procurement Authority (NCHPA) [43] in its 
capacity as National Central Purchasing Authority and through 
the seven Health Regions authorities (YPEs) which have been 
designated as Central Purchasing Authorities [44]. NCHPA is 
supervised by the Ministry of Health and its purpose is to ensure 
the implementation of central procurement in the field of health 
[45]. Particularly encouraging for the results of the NCHPA’s 
first year in operation was the first report of the European 
Commission following Greece's exit the European Union's 
enhanced surveillance framework in August 2022. Specifically, 
the Authority launched tenders for central purchasing of 
goods amounting to the agreed percentage of 40 percent of the 
hospitals' budget and corresponding to the total value of € 300 
million [46].

The Greek authorities have repeatedly identified corruption as 
a major issue affecting public administration and in particular 
the procurement process. For this reason, Greece in recent 
years, and especially during the period of economic crisis, has 
undertaken numerous reforms to increase transparency and fight 

corruption [26]. The reforms had a positive effect, reflected in 
CPI 2022, according to which Greece scored 52/100 and ranked 
21st least corruption country in the EU and 51st worldwide, 
a remarkable improvement from 94th in 2012 [47]. Despite 
the improvement in the corruption indices, the levels of both 
perceived corruption in general and in the specific area of 
healthcare system are the highest within the EU [28]. The high 
levels of perceived corruption also exist in the specific area of 
public procurement where Greece ranks third worst in the EU 
[29].
Italy.

The Italian health system follows the Beveridge model of 
the National Health Systems (NHS), with the particularity 
that it is regionally organised and financed mainly by national 
and regional taxes, supplemented by private payments for 
pharmaceutical products and outpatient care. In terms of 
centralization, since the early 2000s, the Italian healthcare 
system has under-gone a process of fiscal decentralization from 
central government to regions. It is therefore, a decentralized 
and regional national health system, organised at three levels: 
national, regional, and local [48]. At the lowest level, the ASLs 
(Aziende Sanitarie Locali), are in charge of providing primary 
medical and secondary services for each regional area.

The Italian Government is the main buyer of medical 
equipment as public hospitals account for more than 75% of 
medical device purchase throughout the country. At the national 
level, Consip, owned by the Ministry of Economy and Finance, 
is responsible for procuring medical equipment, conducting the 
relevant tenders [49]. At regional level, healthcare supplies are 
organised through the health procurement agency set up for each 
region [50]. For example, this role in the Piemonte Region has 
been taken over by SCR Piemonte, which is the central health 
procurement body for more than 20 hospitals with an annual 
total purchase value of €620.9 million [51]. While certain 
individual ASLs independently handle public procurement in 
a de-centralized manner, some regions have implemented a 
centralized approach by assigning procurement responsibilities 
to a central body known as Centrale di Acquisto Regionale or 
Centrale di Committenza Regionale. In such cases, ASLs within 
the regional area are typically required to procure through 
this centralized unit. Alternatively, ASLs have the option to 
collaborate and appoint a representative to handle procurement 
for the entire group. This procurement strategy, which combines 
elements of both centralized and decentralized approaches could 
be considered as a hybrid model [17].

The Italian procurement system, in general, is prone to corruption 
and inefficiency, partly due to the lack of administrative capacity 
of the public administration and weaknesses in the legislative 
framework [26]. This is reflected in the relevant Eurobarometer 
survey according to which Italy has the 10th highest level of 
perceived corruption in public procurement within the EU [29]. 
Similarly, the levels of both general corruption and corruption 
in the healthcare system are relatively high [28]. According 
to CPI 2022, Italy scored 56/100 and ranks 16th least corrupt 
country in the EU and 41st worldwide [52]. However, a study 
regarding the impact of the Central Purchasing Bodies (CPB) in 
the Italian health care system demonstrated that the introduction 
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of centralized procurement in Italy's regional healthcare systems 
reduced per capita health spending by about 2-8 percent, 
without affecting the level of health-related public services. 
Furthermore, the reduction in public expenditure was effective 
only in areas characterized by poor quality of institutions. This 
demonstrates that pooling supplies can be an effective tool to 
reduce the impact of corruption in the health sector [53].
Malta.

The Maltese health system is based on the Beveridge model 
[54] as the Malta’s National Health Service (NHS) is funded 
primarily through general taxation and provides almost universal 
coverage to all Maltese residents [55]. Given that Malta is the 
smallest EU country in both population and size, this allows 
for the operation of a relatively centralized government system, 
including the management of the healthcare system [26]. 
However, there have been some legislative initiatives with a 
decentralized approach, such as the Health Law of 2013, which 
in paragraph 6 provides guidance to the Directorate of Health 
Services to establish a framework of controlled decentralization 
and autonomy [56].

The Maltese healthcare procurement system is centralized 
as all decisions on resource allocation and procurement are 
usually taken centrally at Ministry level [26]. Specifically, the 
Central Procurement and Supplies Unit (CPSU) is responsible 
for managing healthcare procurement with the aim of acquiring 
quality materials at the lowest price, ensuring fulfilment of 
requirements, securing conditions of fair competition among 
suppliers, and solidifying the sense of trust that contracts are 
awarded with full transparency, fairness, and economic means 
[57].

Malta exhibits a relatively high level of general corruption, but 
significantly lower levels of corruption in specific areas such as 
the healthcare system, the officials awarding public tenders [28] 
and the public procurement which are close to the EU average 
[29]. According to CPI 2022, Malta scored 51/100 and ranks 
23rd least corrupt country in the EU and 54th worldwide [58].
Portugal.

The health system of Portugal is a mixed model, based on 
interaction between the public and private sectors, as in the 
field of funding, which integrates primary, secondary, and long-
term care. In this context of operation, the system consists of 
three coexisting and overlapping systems: (a) the NHS, (b) 
the health subsystems, which are specific public and private 
insurance schemes for certain professions or companies; and 
(c) the private Voluntary Health Insurance (VHI) [59]. The 
Portuguese health system is considered to be quite centralized, 
since the relevant law of 1979 establishing the NHS may have 
defined the principles of centralized control with simultaneous 
decentralized management, but the planning and regulatory 
activities of the system are concentrated in the Ministry of 
Health and its agencies [60].

Portugal implements a centralized healthcare procurement 
system, making centralized purchases (total value of purchases 
2021: €1.6 billion) through the public undertaking SPMS-
Serviços Partilhados do Ministério da Saúde [61]. SPMS was 
established in 2010 and operates under the supervision of the 
Ministries of Health and Finance [62]. Its aim is to provide 

joint services to organisations specifically active in the health 
sector in order to "centralize, optimize and streamline" the 
supply of goods and services within the National Health Service 
(NHS) [63]. Some of the principles governing its operation 
are effectiveness, efficiency, simplification of administrative 
procedures, security, speed, and transparency [64]. However, a 
survey conducted by the Austrian National Institute of Public 
Health to evaluate centralized procurement of medicines in 
Portugal showed that carrying out centralized procurement 
procedures through SPMS, which include both open procedures 
(Aquisições centralizadas /AC) with one (or two) suppliers 
and two-stage procedures of framework agreements (Acordos 
Quadros /AQ), have many advantages but at the same time have 
some weaknesses. The advantages mainly concern achieving 
lower prices, compared to individual purchases in several (but 
not all) cases, and therefore saving resources for the public 
sector. They also contribute to improving transparency of 
procedures, governance, and equal access. On the other hand, it 
is observed a lack of strategy on centralized procurement, a low 
level of involvement of clinical expertise in procedures, absence 
of performance indicators, limited market knowledge by SPMS, 
ambiguity as regards its roles and responsibilities and a lack 
of institutional coordination between the key public institutions 
ACSS, INFARMED and SPMS. Finally, time-consuming, and 
bureaucratic procedures in centralized purchasing delay the 
completion of procedures, resulting in the unavailability of 
medical equipment and medicines, which forces hospitals to 
carry out direct supplies with parallel procedures [65].

According to Eurobarometer, Portugal has the 5th highest level 
of general corruption in the EU [28]. On the contrary, Portugal 
has the lowest perceived corruption in the specific area of public 
procurement of all Southern EU countries [29]. According to 
CPI 2022, Portugal scored 62/100 and ranks 13th least corrupt 
country in the EU and 33rd worldwide [66].
Slovenia.

Slovenia has a compulsory social health insurance (SHI) 
system with only one public insurer, the Health Insurance 
Institute of Slovenia-HIIS (ZZZS), which provides almost 
universal coverage of the population (about 99%) for a wide 
package of benefits [67]. The Slovenian health system is 
relatively centralized both at the level of service provision and 
at the level of management of compulsory health insurance [60].

Slovenia has also a relatively centralized public procurement 
system compared to neighboring EU Member States with 
centralized and joint procurement carried out by many different 
bodies depending on the subject of procurement. Demand 
aggregation is an issue that the Slovenian government has always 
focused on. Especially in the health sector, in recent years, the 
pooling of health supplies has been implemented as a pilot 
project. Even before 2003, the Ministry of Health and ZZZS had 
centralized the procurement process of medical equipment and 
devices in order to increase the transparency of public spending 
and reduce prices, thus allowing a fair geographical distribution 
of the goods procured [26]. Specifically, all public tenders for the 
supply of large medical technology devices, such as tomography 
scanners (MRI, CT, positron emission), are conducted by the 
Ministry of Health and published on its relevant website. The 
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ΖΖΖS monitors health spending, negotiates prices and enters 
into contracts with suppliers of medical and pharmaceutical 
products.

Corruption remains a serious issue in Slovenia, especially in 
the area of procurement [26]. According to the Eurobarometer 
survey on perceived corruption among officials awarding public 
tenders, Slovenia has the 5th highest level of corruption in the 
EU [28]. Similarly, the levels of both general corruption and 
corruption in the healthcare system are relatively high [28] but 
slightly better than the EU average of perceived corruption in 
public procurement [29]. Slovenia scored 56/100 according to 
CPI 2022 and ranks 18th least corrupt country in the EU and 
41st worldwide [68].
Spain.

The Spanish health system is based on the Beveridge model 
as the Sistema Nacional de Salud (SNS) is based on the 
principles of universality, free access, equality and justice and it 
is mainly funded through general taxation. It is a decentralized 
health system, organized into two levels, the national and the 
regional, reflecting the administrative division of the country 
into 17 regions [69]. The Spanish NHS, following a decision 
of the Interterritorial Council (CISNS) of 18 March 2010, 
agreed to promote the centralized market for medicines, 
health products and services as a measure to rationalization, 
coherence, and efficiency of the health system. From 2013 to 
2022, 15 tenders have been held with a total value of 2.7 billion 
euros, resulting in savings of €237 million euros. The tenders 
concerned supplies of medicines, medical devices (e.g. gloves, 
gauze, bandages, glucose test strips, intraocular implants, hip, 
and shoulder prostheses) and in the near future, central markets 
for defibrillators and pacemakers, along with pharmaceutical 
products, are scheduled to begin. In the health procurement 
tenders that have taken place so far, 13 Autonomous 
Communities have participated [70]. Similar centralized health 
procurement initiatives in Spain have been taken individually 
and at regional level. For example, the Catalan Health and 
Social Care Consortium (Consorci CSC) is a regional public 
body that manages 45 hospitals in Catalonia, whose purchasing 
power is linked to each other through the consortium's central 
purchasing body [71].

According to Spain's National Public Procurement Observatory, 
many of the serious national corruption cases have been linked 
to procurement [26]. This conclusion is also confirmed by the 
relevant Eurobarometer survey, since Spain has the 9th highest 
level of perceived corruption in public procurement within the 
EU [29]. Similarly, the levels of general corruption are relatively 
high, in contrast to the level of corruption in the specific area of 
officials awarding public tenders and the healthcare system [28]. 
According to CPI 2022, Spain scored 60/100 and ranks 15th 
least corrupt country in the EU and 35th worldwide [72].
Discussion.

The results of our study revealed significant differences in the 
healthcare procurement systems among the MED-9 countries 
confirming that they vary due to their different organisational 
structure and socioeconomic choices [73]. Despite the differences 

in both organisation and centralization, procurement systems 
are characterised by common fundamental principles of the EU, 
such as transparency, equal treatment, and non-discrimination. 
They are also distinguished by common objectives such as best 
value for money, higher efficiency, modernization of public 
sector services, reduction of administrative burdens, response to 
societal challenges and prevention of corruption [74].
Centralised procurement.

In particular and regarding the type of healthcare procurement, 
we found that the Southern EU countries which implement 
the “centralized” healthcare procurement system are Cyprus, 
Malta, Portugal, Slovenia, and Spain. It is emphasized that 
there is no tendency towards de-centralization, as well as 
the majority of the above countries (except Slovenia) have 
established central purchasing bodies. Centralized purchasing 
and competitive bidding have the potential to reduce healthcare 
costs by leveraging economies of scale and enhanced buying 
capabilities. Centralization also aids in minimizing exceptional 
purchases, which often arise when staff lack adequate training in 
professional purchasing methods. Additionally, the advantages 
extend beyond cost reductions and savings to encompass 
increased transparency and governance, leading to enhanced 
fairness and equity [75]. Centralized procurement is essential 
for preventing waste and inefficiency, as well as for establishing 
effective control systems [76].
Decentralized procurement.

On the other hand, the only Southern EU country that applies 
the “decentralized” healthcare procurement system is France. 
The main argument of the proponents of the idea of decentralized 
procurement is that smaller but well-structured entities possess 
greater adaptability and accountability compared to larger 
ones. Additionally, decentralization facilitates procurement 
management in proximity to end-user demands, thereby 
enhancing cost efficiency and fostering the development of the 
local small and medium-sized enterprises [77]. In recent years, 
however, France has also implemented policies of gradual 
centralization of its procurement in order to achieve economies 
of scale, save resources, increase transparency of public 
spending and fight corruption.
Hybrid procurement.

Finally, the Southern EU countries which implement the 
“hybrid” healthcare procurement system are Croatia, Greece, 
and Italy. A hybrid procurement approach provides greater 
flexibility than either a full centralized or decentralized 
procurement model. Moreover, it can enhance the efficiency 
of the healthcare system by incorporating decentralized 
functions. For instance, centralized procurement can contribute 
to cost reduction through consolidating purchasing power, 
while decentralized procurement can aid in cost reduction by 
empowering local departments to negotiate more favourable 
deals tailored to their specific needs. Moreover, the hybrid 
procurement system can support both national and regional 
initiatives, with the central government assuming a crucial role 
in procuring, storing, and distributing essential public health 
items [78].
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Relationship between centralized procurement and 
corruption.

Many studies examined the impact of the structural organization 
of bureaucracy on official corruption and find that a centralized 
bureaucracy results in lower bribes than a decentralized 
one [79]. Several studies have shown that centralized and 
hybrid procurement systems perform better with respect to 
decentralized systems [17,53,80-82]. The centralized provision 
of public goods might be more efficient than their decentralized 
provision, but under very restrictive conditions [83]. Our study 
also revealed a relationship between centralized procurement and 
corruption in the healthcare sector of the Southern EU countries. 
As centralized agencies are subject to heightened oversight, 
they tend to favour transparent procedures and minimal inter-
actions with local vendors. Consequently, this study posits that 
corruption is likely to decrease when purchasing processes 
are centralized [13]. Although Southern EU countries display 
relatively high levels of general corruption, as shown in Figure 
2, some of them have significantly lower levels of perceived 
corruption in the specific areas of the healthcare system and 
public procurement.

Corruption in the health sector is not an isolated phenomenon. 
Perceived corruption in the specific area of healthcare is 
correlated with general levels of perceived corruption. Greece, 
Cyprus, and Croatia are among the Southern EU countries 
with the highest levels of perceived corruption. The healthcare 
system ranks first for widespread corruption among all areas 
of public sector in Greece (91 percent) and second in Cyprus 
(60 percent). A common feature of the above countries (except 
Cyprus) is that they apply the “mixed” model health system.

On the contrary, the Nordic countries such as Denmark, 
Finland and Sweden are among the countries with the lowest 
levels of corruption in the specific area of the healthcare sector. 
A common feature of all three countries is that they implement 
the Beveridge model for the National Health System (NHS) and 
they are distinguished for their decentralized character [84]. At 
this point, we have to underline that Malta which also applies 
the “Beveridge” model for the National Health System (NHS) 
is the least corrupt EU country in the Southern Europe in the 
specific area of the healthcare system.

Regarding the perceived corruption among officials awarding 
public tenders, we found that this public sector is the third most 
corrupt in five Southern EU countries (Slovenia, Cyprus, Italy, 
Croatia, and France). Moreover, the level of corruption has 
increased in all Southern EU countries (except Portugal) and 
especially in Italy (58 percent; +9).

On the other hand, Portugal, apart from being the only one 
of the Southern EU countries where the perceived corruption 
among officials awarding public tenders has decreased 
(currently is 48 percent), the percentage decrease of seven 
points (-7) is the best performance all over the EU. Portugal 
has also the lowest perceived corruption in the specific area of 
public procurement. Additionally, Malta has the lowest level of 
corruption of all Southern EU countries in the specific area of 
officials awarding public tenders. Comparing the two countries 
we found a common characteristic. Both Portugal and Malta 
operate a centralized healthcare procurement system with an 

established central purchasing body. It is also noted that the 
implementation of healthcare procurement centralization in 
Southern EU Countries with decentralized or mixed health 
systems (e.g. Italy, Croatia) has resulted in a significant drop in 
prices of up to 25 percent without affecting the level of quality.

In summary, our findings shown that the centralization of 
public procurement is becoming established throughout the 
Southern EU Countries. This trend is confirmed by the proposals 
of the European Commission's Expert panel on effective ways of 
investing in Health (EXPH), according to which, a prerequisite 
for creating a more innovative, effective, and sustainable health 
system is inter alia the development of strategic purchasing 
using digital technologies as well as collaborative procurement 
including joint procurement at European, national, and regional 
level [74]. Additionally, as stated in par. 69 of the Directive 
2014/24/EU on public procurement, the majority of EU Member 
States increasingly use centralized procurement techniques.

Future research should take into account that healthcare 
procurement is rarely full centralized or decentralized [85,86]. 
The categorization of healthcare procurement according to its 
level of centralization necessitates identifying the spectrum of 
capabilities available, which span from minimal coordination 
among healthcare providers to aggregated collaborative 
procurement.
Conclusion.

The relationship between centralization of procurement and 
perceived corruption in the healthcare sector is an important 
element in the recent debate on the policy design of a procurement 
system. In this study, employing an analytical research design 
of two phases that summarizes recent interdisciplinary literature 
on healthcare procurement of the Southern EU Countries (MED-
9), we made an attempt at examining this issue in the light of 
degree of centralization and in combination with the processing 
of corruption perception indices in the public healthcare 
sector. In the first phase of the study, we identified three types 
of organizational structures: Centralized, Decentralized and 
Hybrid procurement. We discussed the results which revealed 
significant differences in the healthcare procurement among 
the MED-9 countries confirming that they vary due to their 
different organizational structure and socioeconomic choices. 
We ascertained a growing strategic trend towards centralizing 
purchases, within the healthcare systems of the MED-9 
countries. We found that the centralized health procurement 
system with a central purchasing body, which operates within 
the framework of a decentralized Beveridge model (NHS), is 
proving to be the most successful combination in both anti-
corruption and cost reduction terms. Our findings also suggest 
that healthcare procurement centralization through a central 
purchasing body can be an effective and powerful tool for cost 
reduction and fight corruption in the public health sector.
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