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ABSTRACT

Health care is a fundamental element of each country’s social policy. It is mainly organised and implemented
through the adoption of a certain political framework (defined objectives and priorities), strategic and opera-
tional management (planning, organising, motivating and controlling), and generation of resources (e.g. defined
activities of collection and distribution of financial resources, training of medical professionals, and the pur-
chase of technology and pharmaceuticals). These principles are either formulated on the basis of already func-
tioning health care models or bespoke models are being created. An important element of a given model is to
define its mission (the reasons for its creation and operation), while such elements as the functions, objectives,
resources and methods of operation attribute to its individual properties and values.

Health care systems may be organised differently. Their main distinguishing features are the ownership (pub-
lic, private or mixed), sources of financing (public, private or mixed) and management (centralised, dispersed),
or they can be structured with regard to political aspects (single-centric, multi-centric and pluralistic).

This article, based on the latest scientific developments, presents the historical outline of the selected models
for health care systems and the new concepts regarding their classification. The article also offers theoretical
analyses of those health systems, which have become the models for others.

The aim of this article is to present the classification and the characteristics of the selected models for health
care systems, both from the historical perspective and the perspective of those currently in operation. The doc-
uments analysis method was used, which included the leading positions in the Polish and foreign literature, in
the field of the issues addressed, as well as the literature published by the related institutions.

This topic is already being discussed within the literature of the subject, nevertheless it is still relevant and,
due to its undeniable importance, deserves further examination because it directly or indirectly concerns every
human being.
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BACKGROUND in a given country. Meanwhile, defining the charac-

Classification, in the view of comparative research, is
anintegral part of science. In allows us to identify both
similarities and differences between individual variants
that belong to the same category. Health care systems
are subject to similar principles and can be classified
according to a number of criteria, indicative of the pub-
lic policies of the countries in which they operate. Fur-
thermore, they can be organised with proportions of
government and private funding, and public and pri-
vate ownership, based on the method of their manage-
ment or considering political aspects [1].

The adopted solutions and the correlations between
these elements allow for the description of a model (a
simplified presentation of the basic features or mutual
relations [2]), according to which health care operates

teristic attributes of the model already in operation,
together with their description, enables identification,
designation, and future evaluation.

In the theory of management, a systemic approach
hasbeen distinguished whereby a system is defined as
a set of interconnected and interdependent parts [3].
Effective solutions to health care challenges are imple-
mented in a systemic way, due to the complexity of the
matter and the necessity for the cooperation of many
correlated (interconnected) elements, all of which serve
a specific function. Therefore, we refer to them as the
models for health care systems.

Classifying the models for health care systems (clus-
tering them due to their similarity to those considered
exemplary) allows to understand how a model func-
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tions. A starting point for analysing and evaluating the
existing health care systems throughout the world is
identifying the typical models for health care systems,
whose characteristics have been clearly established [4].
Once these health care models have been identified, it
is then possible to assess their effectiveness (how they
achieve the intended objective) and efficiency (the rela-
tion of the benefits achieved to the costs incurred).
Every day, people’s lives depend on the efficient
operation and management of health care systems. We
can observe that health care systems in different coun-
tries, although assigned to the same model, are oper-
ated in a different manner and there are discrepancies
in the way they are managed. Ultimately, such a situa-
tion has an effect on the quality, value and life expec-
tancy of the society they are intended to serve [5].

SELECTED TYPOLOGIES OF HEALTH CARE
SYSTEM MODELS

Conventional classification of health care
system models

A commonly used classification refers to histori-
cal aspects, where the main distinguishing feature of
the models is the method of subsidising funds, which
according to Lewandowski [6], is related to the position
of the authorities and their views on the health of the
citizens. In the historical perspective, the following
models of health care systems were adopted: the insur-
ance model (German, Bismarck); the socialist model
(Soviet, Siemaszko); the national model (British, Beve-
ridge); and the market model (residual, American) [7].

The first obligatory insurance premium, in the form
of a disability insurance for workers, was introduced in
1883 in Germany, and its assumptions laid the founda-
tion for the creation of an insurance model. The insur-
ance model was based on a commonly paid (by both
the employer and the employee) and obligatory paid
(resulting from the provisions of law) health insur-
ance premium. The authorities’ concerns for the health
of their citizens were not the prerequisites for intro-
ducing a systemic model of health care, yet this model
became the first traditional model of health care sys-
tem. With the introduction of the insurance model by
means of legal regulations, the existence of financial
institutions in health care was normalised, related to
the collection of insurance premiums and the financ-
ing of medical services. This was also the first time that
the amount and the frequency of a premiums payment
scheme were regulated by law [8].

Based on the experiences of Germany, the same
health care model was introduced in France, Belgium,
Austria, the Netherlands and Japan, and in the inter-
war period also in Poland.

After the October Revolution in 1917, the establish-
ment of the communist state began in Russia. After the
communist statehood was strengthened, a new model

of health care was introduced - the socialist model,
also known as the Siemaszko model. This model func-
tioned on the basis of the country’s five-year develop-
ment plans. The state assumed full control of the health
care system, and the organisation and financing were
centralised. Under the doctrine of the socialist state,
the government structured and financed health care,
and assumed full responsibility for the functioning of
the health care system and the health of its citizens,
who were entitled to full access to such services [9].

After the Second World War, the socialist model was
adopted by the so-called countries of people’s democ-
racy: the Czech Republic, Lithuania, Hungary, as well as
Poland and China. However, it can be noted that not all
the principles of the socialist model were implemented
in these countries. In Poland, the Act on the Medical
Profession of 1950 [10] allowed the doctors, whose pri-
mary place of work was a social institution, to pursue
their profession outside the national health care facil-
ity. Direct payments could be made by patients for the
medical services rendered in private practice, and in
this way, private health care was allowed, to a limited
extent and under the full control, to operate alongside
the national health care system.

During the Second World War, there was a convic-
tion formed that the health of citizens is a public good,
and the state should foster and protect it. On the basis
of these beliefs, the UK government introduced a sys-
tem of national health services with the intention of
providing ‘social security’ for the population and to pro-
tect it ‘from cradle to grave’. The introduction of the
National Health Service (NHS) was driven by the views
of Sir William Beveridge, presented in the so-called
‘Beveridge report’ of 1946 on, among others, unifica-
tion of the pension and social security plans [11]. The
national model predicted that the state would take full
responsibility for the health of all citizens and provide
them with free access to medical services. Character-
istic features of the national model are its universal-
ity (all citizens are entitled to benefits, regardless of
their social status) and free access to health care. The
British model implements the principle of social soli-
darity (assistance in providing benefits to persons in
need through a fund developed by the joint efforts of
insured persons) [12]. However, in the assumptions of
the national model, the rejection of private health care
and private financing from other sources, e.g. volun-
tary private insurance, was not included.

The national model of health care, following the
example of the United Kingdom, was introduced in Den-
mark, Finland, Sweden, Greece, Spain and Canada.

The final example of traditional classification mod-
els for health care systems is the residual model. This
is mainly based on a rejection of the caring role of the
state and thus access to medical services for its citizens.
In this model, the health care sector is a market, where
demand and supply play a major role and the patient
is treated as a customer who can freely choose to pur-
chase the medical services offered. The availability of
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such medical services depends on the patient’s finan-
cial resources and are financed through individual pay-
ments for the services provided or through individual
insurance premiums [6].

Originally, the USA adhered to only the residual
model; however, over the years the intervention of the
state in the US health care sector has increased. Cur-
rently, some areas of health care are financed from
public funds (for people in special situations, e.g. the
elderly or the poor). [13]. As aresult, the residual model
in its original assumptions currently does not exist.

Classification of health care system models
in a political context

In the literature on the subject, a typology of health
care models can be noted whose decisive feature is
the organisation of the decision-making process. This
includes a political aspect. Here there is a distinction
between single-centric, multi-centric and pluralistic
models [14].

The single-centric model of health care is charac-
teristic of a government that strives for a maximally
centralised system, where the competent authority has
exclusive rights in the decision-making process. The
model is managed centrally, through the hierarchically
structured units performing the assigned tasks. Every-
thing is decided by the authority that fully controls the
system. In a single-centric system, the participation of
private entities is acceptable, however, they are treated
objectively and instrumentally. In contrast, in a multi-
centric model, the fundamental principle is to create
a system based on the market mechanisms, where the
regulating factors are supply, demand and competi-
tion. This model has many participants - patients, pro-
viders and payers — who act independently and make
their own decisions. The role of the authority is lim-
ited and only has an indirect impact on the operation
of the model, e.g. the creation of its general and legal
framework.

The features of both single-centric and multi-cen-
tric models can be found in the pluralistic model. Deci-
sion-making in this model is shifted to a lower level of
government and those in need, while the role of cen-
tral government is to create a general and legal frame-
work, and to monitor and encourage participants in
the system to cooperate with one another. The opera-
tion of the pluralistic model is carried out by means of
negotiations and contracts between participants in the
health care system. A number of different stakeholders
are involved in the functioning of the system and dif-
ferent forms of management are applied, as described
in an article by Ahmed et al. [15].

Solutions characteristic of the single-centric model
can be found in France and the UK, where health care
systems are centralised. The single-centric model is
attributed to national health systems, while the char-
acteristic features of the multi-centric model can be
found in the American health care system, where pri-

vate ownership is firmly rooted. Features of the plural-
istic model can be observed in the current German or
Canadian health care system, as well as in many low-
income countries such as Bangladesh and Cambodia.

Classification of health care system models
based on the elements of the system

Romer was one of the first to propose the concept of
classifying health care systems based on the elements
of the system (as in the systemic approach).

His earlier concept, referred to in the literature as
‘Romer’s First Concept’, stated that health care mod-
els consisted of seven subsystems - source of financ-
ing, human resources, material resources, provision of
services, preventive services, regulation, and adminis-
tration — all of which perform specific functions [16].

‘Romer’s Second Concept’ lists five basic elements:
management, resources, way of providing services, eco-
nomic (sources of financing and programmes) and the
institutional form responsible for organising the sys-
tem [14]. We can note that this later concept details an
element - resources — which received a broader context,
including human and material assets.

Another approach classifying health care systems
based on its elements was proposed by Zweifel. Zweifel
listed patients and medical service providers (doc-
tors) as the basic elements of the health care system,
however, he considered that the nature of a system is
determined by realisations between these elements.
In a doctor—patient relationship, the ability to control
the patient comes down only to the choice of financial
function, which provides the doctor with an appro-
priate stimulus. Optimal payment schemes for the
doctors’ services may be considered socially unaccep-
table, and the patient may not recognise such a scheme,
which may affect the quality of the service received.
Therefore, Zweifel proposed ‘complementary entities’,
which characterise the system and include financing
and finance-shaping mechanisms. He indicated five
groups of complementary entities that may be impor-
tant in the health care systems: medical associations,
employers, private health insurers, social health insur-
ers, and local and central governments. Moreover, the
selection of a dominant complementary entity, which
eliminates conflicts in the doctor—patient relation-
ship, is a characteristic feature of a given health care
system. One example of this is Germany, where medi-
cal associations function in a very similar way to com-
plementary entities, through their participation in the
doctor—patient relationship and determining the ways
of financing medical services [17].

The individual elements of the system can be consid-
ered as subsystems of a larger structure. In this case, the
subsystems are separated and considered autonomous ele-
ments functioning in the environment, which is a broader
system itself.

The analysis of the models for health care systems,
based on the concept of multi-level organisations, was
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proposed by Strumberg. In his concept, Strumberg pre-
sented a system consisting of the elements defined as
separately functioning systems that interact with one
another, and have consistent values, objectives and
rules within the whole health care system. Further-
more, he indicated the functioning of those subsystems
on four levels: macro level (policy and management at
the national level); meso level (health care manage-
ment at the regional level); micro level (provides local
individual health care services); and nano level (per-
sonal health issues and independent management of
personal well-being and diseases) [18].

The presentation of a health care model as a multi-
level organisation (system) with many subsystems (ele-
ments of the system) is consistent with the theory of
the systems and their complexity.

Multidimensional classification of health
care system models

The economic changes and the tasks faced by the
authorities resulted in an increase in the demand for
financial resources. These stemmed, among other
things, from the fact that the population was ageing,
as well as from the subsequent technical progress that
enhanced therapeutic possibilities. These motivations
led to an intensified interest in the organisation of health
care [6]. As a result, the concept of multidimensional
classification of the models, proposed by the Organ-
isation for Economic Cooperation and Development
(OECD), which considered the method of their financing
(fundraising and their transfer), was established [14].

The OECD proposed a new classification, where
the simplest model was that of direct fees paid by the
consumer. It has also identified the models of volun-
tary and compulsory insurance, allowing for the reim-
bursement of all or part of the expenses incurred. In
the first situation, a patient makes informed decisions,
chooses the insurer, concludes a contractual agree-
ment and pays a premium. They decide on the choice
of a provider and make a direct payment for the ser-
vices obtained. The patient’s contract with the insurer
is the basis for claiming reimbursement of some or all
of the costs incurred. With compulsory insurance, a
patient is no longer free to choose an insurer, which is
regulated by law.

A slightly different OECD proposal was voluntary
and compulsory insurance models based on contracts
between insurers and medical service providers. In a
voluntary contract-based insurance model, a patient is
free to choose an insurer, which then concludes con-
tracts with health service providers on the patient’s
behalf. The role of the patient is limited to paying a
premium, while the insurer pays for medical services.
In a contract-based compulsory insurance model, the
patient is not free to choose the insurer and is obliged
to pay an insurance premium. However, all medical ser-
vices are paid by the insurer.

Finally, the OECD classified an integrated system
for the models of voluntary and compulsory insur-
ance, which differ in terms of the approach to insur-
ance design. Here the model of voluntary insurance is
characterised by unconstrained affiliation. The patient
chooses an insurance institution and the insurer organ-
ises medical services as part of its own, self-organised
medical services. However, in the model of compul-
sory insurance in this integrated system, the autono-
mous choice of insurer is limited. A patient cannot be
uninsured and, while using the medical services pro-
vided, cannot benefit from services outside the sys-
tem, which is organised by the institution that collects
the funds [19].

In 2006, Wendt et al. presented the concept for
the classifying health care models as a combination
of three determinants - financing, provision of health
services, and management — considering the impact of
the state, society or market forces on their implementa-
tion. The authors proposed 27 combinations (3x3x3) of
theoretical types of heath care system, and from these
they identified three ideal systems whose characteris-
tics in all three determinants are implemented in the
same manner. In the ideal public health care system,
the financing, provision of services and management
would be undertaken by public entities and institu-
tions. In the ideal social health care system, social
entities (non-governmental) would take responsibil-
ity for financing health care, its provision and man-
agement. The ideal private health care system would
be where all three dimensions are under the patronage
of market entities. In addition to each ideal type cate-
gory, there were combinations of mixed types, in which
the identification takes place through the manner in
which their characteristics are realised. The authors
also indicated types of models where each of the fea-
tures is realised in a different way, referring to these
as purely mixed types [20].

Freeman proposed his own concept for the division
of health systems. He described health care systems
according to several dimensions: health care provision
(doctor, manager and patient); medical finance (sala-
ries and fees, taxes and premiums); and regulations
(markets, hierarchies and networks) [21]. He pointed
to many variables that affect the diversity of the mod-
elsin different countries. Health care can be provided,
financed and regulated (or governed) in different ways,
in hospitals or in private practice. He drew attention
to the different ways in which doctors are remuner-
ated, to the forms of ownership and activities of ther-
apists, and to the way health care is paid for. According
to Freeman, health care can be paid for either through
general taxation or both public and private insurance
schemes. Financing and provision of health care can
be administered centrally, regionally or locally. He
identified national health systems as a combination
of ways to achieve these dimensions. Further, he pro-
posed a three-dimensional classification according to
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the typical models, defined as national health services
and social security systems.

Bohma et al. classified 30 different health care sys-
tems based on the OECD countries, and proposed 10
models of health care systems. The proposed typology
distinguishes three basic dimensions of the health care
system (regulation, financing and provision of services)
and three types of entities (public, social and private).
They concluded that there is a hierarchical relationship
between those three dimensions (regulation, financing,
provision of services), where the overarching dimen-
sion limits the nature of the subordinate ones [22].

Toth proposed the adoption of a classification of
health care models, considering the mechanisms of
financing and provision of health care services, and in
particular the relationship between health care provid-
ers and insurers [23].

Classification of health care system models
based on the functions of the system

The World Health Organization (WHO) has pro-
posed a classification of health care models based on the
functions of the system to achieve certain objectives.

WHO provided indicators of the performance of
national health care systems in relation to three gen-
eral objectives: good health of the consumer society in
the model; responsiveness to the expectations of the
population; and fairness of funding. Considering the
first objective, it was pointed out that a well-function-
ing health system primarily contributes to the good
health of society and at the same time reduces the
inequalities and improves the health of the less for-
tunate. According to WHO, the ability to respond to
the expectations of the population comes from having

Table 1. Health care system models according to Holéwka.

the capacity to address the demands of people in rela-
tion not only to health, but also to other issues, such
as education. Moreover, the system should be focused
on those in need. The third objective of financial fair-
ness acknowledges that health care can be expensive,
therefore it is important to protect people from choos-
ing between deprivation and loss of health. WHO also
pointed out that the mechanisms for mitigation and
risk-sharing, in order to provide financial protection,
are more important than in other cases such as home
insurance, motor insurance, etc. [24].

WHO set target categories as qualifiers for the for-
mulation of a health care model fulfilling four basic
functions and recommendations for each of these func-
tions: service delivery; generation of financial resources;
management; and investment in human and sustain-
able resources.

Holéwka proposed group health care models on the
basis of four normative requirements for health care,
adding that these are ‘not feasible models’. The author
distinguished four theoretical models: moral, bureau-
cratic, free-market and insurance, assigning ownership
to each of them [25]. These models are shown in tab. 1.

Kumakawa presented an integrated health care
system, targeted at the elderly community, as the
third type of system (the world’s highest number of
100-year-olds live in Japan). The health system con-
sists of five elements: three specialist medical ser-
vices (prevention, treatment and nursing care) and two
non-specialised services (home care and social welfare
support) [26].

Efforts are also being made to design future health
models based on the achievements of the science of
management. Kraft and the co-authors presented the
health care model as an organisation capable of con-

life and health are the greatest good,
Foundation of its operation | health protection and saving lives is
the highest obligation at all costs

Feature of the model Moral Bureaucratic Free-market Insurance
free-market unrestricted
science and scientific supply and demand rational behaviour,

evidence, strictly described
and defined objectives and
procedures

regulate the needs of
the patient and their
fulfilment in the field of
health

pluralism, respect for the
diversity of the needs in
the field of health

autonomy — a moral duty, the
patient should receive the required
and effective medical assistance,
because the patient and medical
personnel is a specific vocation

Supervision and
responsibility

central administrative,
responsibility of the
administration

corporate institutions,
the patient is responsible | insurer
for their own health

is not the subject of an
external evaluation, the
evaluation of the

Sanctions and
infringements

public punishment, stigmatisation,
moral criticism

in accordance with legal
regulations, procedures and
bylaws

limitation of financing,
possible claims are
considered by the court
in accordance with legal
regulations

participants of the model,
protests

Access for patients

Universal - the economic factor is
morally unacceptable

limited, resulting from legal
orders, procedures and
regulations

limited to funders only

limited to insured persons
only

Source: author, based on Hotéwka [25].
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tinuous learning [27], proposing changes to be made
at the organisation level in five areas: objectives and
strategies, culture, people and processes, educational
infrastructure and technology.

SUMMARY

The presentation of the selected models of the health
care systems, together with their systematisation, pro-
videsaview on classification asanimportantand inherent
element of the comparative research and the compara-
tive analysis of the health policies in various countries.

Through the analysis of a health model of a given
country, we can find similar features and attributes that
occur in a health care system of another. If an analogy
is found, we can then group the health care systems of
these countries into one recognised model, using the
same method of their classification, while still recog-
nising the differences between them.

Many classifications of health care systems are
already in operation, yet distinct criteria have been
used to establish the purpose of each of them. While
there are slight differences between the listed types
or benchmarks of each of the systems, through anal-
ysis of the relevant literature we can observe that the
classifications presented are mainly based on three
fundamental criteria: the recipient (patient), the pro-
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