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MAIN TRENDS IN THE DEVELOPMENT
OF HEALTHCARE SYSTEMS

The article analyzes the main models of national health care systems
in different countries of the world. It is emphasized that health care
models are different approaches to the organization and financing of
health care systems, which can be divided into three main categories:
state (budgetary), where the state fully inances and manages the system,
either according to the budget model (with some variations) or according
to the Beveridge model; social insurance (often called «continental»),
where financing is carried out through deductions from salaries and
funds, and management is carried out through social insurance bodies;
and market (private), where private clinics prevail and services are paid
directly by patients or through private insurance.

The peculiarities of their formation and functioning are shown; the
functioning of the model is determined by the principles of management,
financing, organization of medical care and its accessibility to the
population. The application of health care system models in China,
Germany, France, Austria, Switzerland, the USA, Scandinavian
countries, Great Britain, Ireland and others is considered. Fundamental
differences between the systems are identified.

Disadvantages and advantages in the organization of medical care
for the population are noted, taking into account the complex system
of economic relationships of health care financing and the role of the
state in management. The advantages of the state approach are universal
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access and social protection, and the disadvantages are potential
bureaucratization and inefficiency. The private model offers a high level
of service and innovation, but suffers from accessibility for the poor and
uneven quality. Insurance models combine public and private financing,
striving for a balance between accessibility and efficiency, and mixed
systems may have their own unique strengths and weaknesses.

Modern classifications of health care systems and a rating of
the effectiveness of national health care systems are presented. It is
emphasized that modern health care models différ in the structure of
financing (budgetary, insurance, private), the organization of medical
care (national, pluralistic) and the approach to health (biomedical,
biopsychosocial). Their development is aimed at increasing the
accessibility and quality of medical care, strengthening the primary care,
introducing new technologies and efficient use of resources to preserve
and improve the health of the population.

Keywords: health care system, classification of health care systems,
health care model, medical care, management.

Statement of the problem in a general form. Today, there are a
number of problems in the healthcare sector that are largely similar in
most countries of the world. Demographic changes, the spread of chronic
diseases, pandemics, rising healthcare costs — all these and other prob-
lems may arise much earlier than national economies and national health-
care models can effectively cope with them. It is also worth mentioning
organizational problems, in particular, the vagueness or cumbersome-
ness of functioning healthcare systems. Non-communicable diseases, the
number of which is growing as the population ages, impose a signifi-
cant burden on the healthcare budget. The existing experience of most
countries shows that significant socio-economic and political changes
lead to an increase in a number of social problems that require corre-
sponding changes in the healthcare sector. As a result, the need to choose
the optimal healthcare model and system is a pressing problem for most
national economies. In addition, the national model should demonstrate
the resilience of the healthcare system to changes occurring, especially
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in times of crisis. It is worth noting that by the end of the last century,
many different problems had accumulated in the healthcare organization
of most countries of the world, including the deterioration of health, the
quality of medical care, etc. To a certain extent, these problems were
due to the fact that countries finance their own healthcare services and
organize medical care. Also, the trend of deterioration in health is quite
logical, since the average life expectancy of the population is increasing
all over the world. It is quite logical that this trend, on the one hand, leads
to the spread of existing diseases of the elderly, and on the other hand,
it produces the emergence and spread of completely different, new dis-
eases. We can assume that further progress in the field of healthcare will
allow people who are hopelessly ill to survive in the modern sense and
will lead to a further increase in average life expectancy. However, this
will require greater volumes of medical care and, as a result, an increase
in the cost of providing it. That is why the governments of modern states
are constantly analyzing their own models and health care systems, as
well as searching for new approaches to organizing, financing and pro-
viding quality medical care in order to maintain and restore the health
of their citizens. It is logical that the measures taken by modern states to
ensure the optimal functioning of the health care sector are very diverse,
since the current models and health care systems were not created imme-
diately in their modern form. Also, these models and systems developed
gradually and changed over a long period of time in accordance with
national requirements and capabilities. Traditionally, it is customary to
distinguish three main models of health care: state, insurance and pri-
vate. In order to have a clearer idea of the advantages and disadvantages
of a particular model and different health care systems, it is worth consid-
ering and analyzing health care systems operating in different parts of the
world, comparing data on efficiency and compliance with the principles
of social justice when providing medical care.

Resultsand Discussion. Today, each country in the world community
creates and develops its own model of the health care system, which is
characterized by the peculiarities of the distribution of economic resources
for the provision of medical care and the preservation of the health of the
population. The effectiveness of their application in the field of health
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care is determined by a number of features: a multifactorial system of
political, economic, moral-ethical, cultural and other relationships that
have historically developed in the country, etc. Despite the fact that the
forms of organization of national health care systems are diverse, the goal
of their activities is common — «improving the quality and accessibility
of medical care, increasing life expectancy» [1].

Many classifications of health care systems are used in the world,
which are explained by the essence of the classification adopted as the
basis. As an example, based on the centralization of health care system
management, centralized, decentralized and mixed models of health care
system management are distinguished. At the same time, in countries
where the state’s influence on the formation of health care has historically
been leading, there is a «gradual decentralization of some state functions
and their redistribution to local authorities, which allows involving the
population in determining priorities and reducing differences in the health
status of the population, as well as introducing modern methods and
technologies for managing this area» [18]. Currently, various concepts
of state health care are not a strict copy of any of the models. They are so
mixed that it is sometimes difficult to note which form is taken as a basis.

At one time, the WHO proposed a systematization, according to
which three main modifications of the concepts of health care were
distinguished: state, social insurance and market [11; 12]. The main
feature of the state model is considered to be free medical care financed
by the state, which prevails over the right of the state to provide
medical services, as well as multi-level management of health care.
The disadvantage of the state health care system is its low efficiency,
as well as a significant share of financing from the budget, which leads
to an increase in taxation. For example, the Soviet Semashko system
was characterized by the centralization of state medicine, which made
it possible to effectively cope with mass epidemics, contributed to an
increase in average life expectancy due to the general accessibility and
preventive focus of medical services, and mass anti-epidemic measures.
However, the extensive construction of hospitals and excessive training
of medical personnel led to irrational spending of funds. In the mid-
1960s, the USSR spent about 6-6.5% of GDP on health care, and this

ISSN 2616-6216. Publ. upr. reg. rozvit. 2024, N229: 802-825 805



«Public Administration and Regional Development»
https://pard.mk.ua/index.php/journal

figure was high compared to Western countries. By the collapse of the
USSR, this figure had decreased to 2-3% [7]. In addition, a doctor’s salary
depended on specialization, qualifications and academic degree, but not
on performance. However, the Soviet model of health care was quite
effective. As it developed, the USSR health care system became one of
the few areas of state activity that received positive assessments from
experts in capitalist countries. Many countries studied the experience
of the Soviet model, and the WHO recommended using some of its
elements (fig. 1) [9].

It is worth emphasizing that the long-term decline in the share of
working-age citizens, the improvement of science, the introduction of
new, expensive methods of diagnosis and treatment leads to an increase
in healthcare costs. The increase in prices for medical services is a global
trend, which leads to a limitation of the possibilities of financing the
healthcare sector solely by the state. The state concept of healthcare
is associated with a narrowing of the choice of a particular medical
professional and medical institution, as well as territorial dependence
and bureaucracy when receiving medical care.

‘ Semashko Healthcare System ‘

Main characteristics | Advantages | Disadvantages

Centralized financing,  free Equal access, broad coverage, Low quality of services, lack
medical care, universal focus on public health. of resources, lack of
accessibility, —emphasis  on motivation, bureaucracy.
prevention.

Fig. 1. Semashko healthcare system.
Source: formed by the author based on [9]

Quite close to the Semashko system is the Beveridge system,
developed as part of the post-war social reconstruction program in Great
Britain. This system was created as a social protection system in 1945
and included the provision of state guarantees for citizens and the use
of social insurance for workers [8]. The state system led not only to an
improvement in the quality of prevention, diagnosis and treatment of
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patients, but also to an increase in spending on the health care system
(fig. 2).

Patients demands increased, unregulated supply and demand in
unregulated conditions were formed, interrelated with the growth of
patients’ requirements for the frequency of visits and the volume of free
medical care provided. This led to the need to implement stabilizing
measures, similar to the introduction of certain amounts of payment, in the
form of the patient paying a certain percentage for treatment. In addition,
each patient was assigned to a general practitioner, which reduced the
workload and ensured differentiated appointment of consultations by
narrow specialists and a decrease in the level of hospitalization of patients
[12]. One of the main bases of remuneration for medical workers was
also introduced — funds were allocated per patient. This concept provided
clients with the opportunity to freely choose a medical worker, and the
total salary of a medical worker depended on the number of patients
examined.

‘ Beveridge Health System ‘

e N

Main characteristics ‘ Advantages ‘ ‘ Disadvantages
State funding, free medical care, Universal accessibility, Excessive dependence on
limited market relations, mproved quality of life, no government funding, risk of
competition between doctors, financial pressure on patients, queues and long waits,
umversal accesstbility. competition among doctors for bureaucracy, possible low
public funds. motrvation of doctors.

Fig. 2. Beveridge’s health care system.
Source: formed by the author based on [12]

Subsequently, the category of general practitioners formed
associations of fund holders who receive from the state an annual
state budget containing resources for the therapy of doctors requiring
inpatient treatment, the services of narrow-profile doctors, and even
disease prevention. Similar organizations of medical professionals
in England significantly reduced the costs of the health care system,
while the quality of medical care was not affected [4]. Also, changes
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to the «Beveridge» model of health care were widespread in Sweden,
Denmark, Ireland, Italy and other countries. The basis was taken as state-
controlled (budgetary) health care, improved by components of financing
from other items, such as personal funds of patients and contributions
from employers. The «Beverage» concept, as well as its changes, are
characterized by significant significance for the state. Subsidization
of health care is implemented mainly from the state budget and taxes.
The state is considered the main consumer, as well as the supplier of
medical services, guaranteeing universal accessibility and provision of
the population with medical care.

In a number of Central and Eastern European countries, as well as
in Germany, Belgium, the Netherlands, Austria, and Switzerland, the
Bismarck model of health care is widespread. The historical goal of
this system was to protect the health of workers as potential military
personnel. The costs of medical care, unemployment benefits, and
pensions were paid from the established social insurance funds. Later,
«health insurance funds» were established [3]. About 60% of the
contributions were provided by the employees themselves, and one third
was provided by employers. Later, the «funds» turned into insurance
companies, the basis of which were employer contributions. The rule
of payment for medical services established by that time, developed as
the basis for the development of the Bismarck concept, was replaced by
a method of payment for services in points. The first method provoked
the appointment of unnecessary and expensive operations, the second
controlled healthcare costs, and the remuneration of medical workers
depended on the results of treatment. This form remains the basis of
healthcare in Germany and some other countries to this day [10].

The Bismarck system and its modifications, based on the principles
of public insurance, as well as market regulation with a multi-channel
financing concept, are positioned as a social insurance or regulated health
insurance concept. This form of health care is based on the principles
of a mixed economy, combining the medical services market together
with the established concept of state regulation, as well as social support
and accessibility of medical care for absolutely all categories of citizens
(fig. 3). The state represents a significant structure in supporting socially
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necessary needs and medical care of the majority of people regardless
of income level and without violating the foundations of the market for
payment for medical services [3].

The role of consumers of medical services is performed by insurance
companies. The importance of the medical services market lies in
meeting people’s needs beyond those guaranteed by the state, supporting
independence of choice. A multi-factor financing system (due to targeted
contributions of entrepreneurs, employees, the government budget,
the concept of compulsory medical insurance) creates the necessary
plasticity, as well as the stability of the financial basis of social insurance
medicine. This model has manifested itself most clearly in Germany,
France, the Netherlands, Austria, Belgium, Switzerland, Canada, and
Japan [12].

| Bismarck Health Svstem |

Main characteristics Advantages ‘ Disadvantases

Mandatory insurance, financing Solidarity access to medical Unequal access, fragmentation

through  confributions,  state care, high quality medical care, and  complex  structure,

regulation, emphasis on decentralized and democratic commercialization and

treatment. governance. priorities, insufficient focus
on prevention.

Fig. 3. Bismarck’s health care system.
Source: formed by the author based on [3]

There is no general state concept of health insurance in the USA.
The US Constitution guarantees state support for providing medical
care only to needy categories of citizens. The structure of financing the
healthcare sector in the USA consists of the following sources: personal
expenses of citizens due to health insurance and funds regulated by the
state and those that go to healthcare programs, mandatory deductions
of enterprises for the «MediCare» and «MedicAid» programs [21]. The
advantages of this system are considered to be a wide range of medical
services, guaranteed specialized care, an individual approach to the
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patient, comfortable conditions during hospitalization. According to
professionals, the US healthcare concept is characterized by relatively
low efficiency, as well as rapid growth in costs [24]. The increase in
the cost of voluntary health insurance policies (insurance deduction
structure: 70% — employer, 30% —employee) reduces the availability of
medical care for some segments of the population.

In Canada, health insurance is represented by a system of health
insurance savings accounts, based on employer contributions and
owned by the employee. The funds accumulated by the employee
in the employer’s account contribute to a 20% reduction in medical
care costs. This system guarantees the employee confidence in the
accumulation of funds and the ability to use them if necessary, while
rationalizing the approach to the choice of medical services (67%) and
increasing the responsibility of medical personnel (55%) [15]. If the
funds in the savings account are insufficient, the state can subsidize
additional insurance premiums. This insurance model is economically
advantageous, since it is based on the interaction and interest of the
patient and the specialist.

In Japan, insurance has a territorial feature and is nationwide in
nature, including owners and members of their families, the disabled
and the unemployed. 70-90% of the cost of medical services provided
to these categories of citizens is paid by the state. Consulting physicians,
social security authorities, and the Ministry of Health strictly control
healthcare pricing [23].

Thus, health care models, taking into account the source of subsidy,
are divided as follows:

— general taxation (Scandinavian countries, Ireland, Great Britain,
Greece, Spain, Italy, Portugal, etc.). In these countries, the leading role
is assigned to the public sector as the main source of financing, which
ensures the availability of medical services to the population [18];

— social insurance (Austria, Belgium, Germany, Luxembourg,
France, Switzerland). The state exercises control both from the standpoint
of reducing costs and from the side of guaranteeing general equality and
solidarity;

— social insurance at the expense of a single social tax (most
countries of Central and Eastern Europe, the CIS) [17].
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The state health care sector cannot constantly guarantee a high level
of medical care due to lack of funding, as well as inefficient distribution
of available funds. Private medical care is not available to everyone.
Therefore, the concept based on health insurance is recognized as an
appropriate form of organizing care. As the best option, insurance
medicine should guarantee high-quality medical care at the expense of its
own funds to every insured citizen. In this way, a accumulative insurance
option can be implemented when the funds are not needed by the patient.
But periodically the patient does not have the opportunity to choose a
medical institution, a doctor and the cost of the service, especially in
emergency situations. Under such conditions, an insurance asset (fund)
can help as a stabilizer of the relationship between a medical professional
and a patient. Another significant feature in the relationship between an
insurance company and an insured person is employers. In addition to
the fact that they need strong, productive employees, employers, together
with a package of social services, attract employees with significant
insurance contributions that are not taxed [17].

The study of currently available health care concepts, based on the
categories of states classified at different levels of social development,
involves emphasizing the following modifications: universalist,
continental, southern, Scandinavian, market, models in countries with
economies in transition [5]. The indicated models differ significantly in
such indicators as:

— the role and place of the state in the processes of financing the
health care sector;

— types of ownership of medical service producers;

— coverage of citizens by state aid programs;

— options for financing health care;

— types of health care management [5].

1. The universal model (Ireland, England) is represented by a state
concept of health care, which is financed in a significant amount in the
form of a single tax, that is, it is based on the state budget option (fig.
4). Medical services are provided mostly in state medical organizations
(primary health care, pharmacists, dentists). Dominance of primary health
care. High percentage of general practitioners who provide medical care
to the majority of the population.
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The positive aspects of this model include the following positions:

— the predominance of the state form of financing healthcare;

— state redistribution of local budgets of healthcare organizations
by directing financial resources from regions with a higher quality of life
to regions with a lower one;

— relatively low (compared to other states) healthcare expenditures
guarantee higher indicators of the population’s health status;

— adifferentiated concept of remuneration for the work of general
practitioners, related to the number and structure of residents served in
the territory [16].

90
80
70
60
50
40 -
30 +
20

8.2

10 - 38
o - — [N
Employer Citizens' msurance Direct population
contributions contributions

Fig. 4. Financing options in the UK universal healthcare model.
Source: formed by the author based on [16]

Today, the universal healthcare model is developing by expanding
access to medical services, improving the quality and accessibility of
medical care through digitalization, as well as the use of comprehensive
approaches to health that take into account not only biological, but also
psychosocial and existential factors (fig. 5).
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4{ Main trends in the development of the universal health care model ‘

\b{ Digitalization and technological innovation; ‘

Telemedicine: improves access to medical care, especially in remote regions, by
|| allowing consultations and treatment to be received remotely;

Autificial intelligence (AI) and robotics: increase diagnostic accuracy, automate routine
| processes, and facilitate the development of new treatments;

Big data analysis: helps identify patterns in the spread of diseases and improve
prevention programs;

A comprehensive approach to health: a biopsychosocial model and an emphasis on
prevention;

Expanding accessibility and inclusivity: universal coverage of services, personalized
medicine;

Development of primary healthcare: strengthening primary health care as the basis for
early detection of diseases and timely provision of assistance to the population.

h 4

Fig. 5. Main trends in the development of the universal health care model.
Source: formed by the author

In general, the universal healthcare model seeks to create a flexible,
accessible and customer-oriented system that can effectively respond
to the challenges of modernity and ensure a high quality of life for all
citizens.

2. The continental model (Austria, France, Germany, the
Netherlands, Belgium) is based on subsidies, which are implemented
through deductions from the payroll fund, as well as from specialized
municipal funds. It is based on a social insurance form (fig. 6) [13].
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State contributions Emiployers Insurance Direct payments to
contributions citizens
Fig. 6. Financing options in the continental healthcare model of Germany.
Source: formed by the author based on [13]

In total, individual funds of citizens in the financing scheme account
for 13.3%. In Germany, about 1,200 insurance organizations cover
88% of the population with their assistance. Essentially, these funds are
financed from the funds of workers, as well as employers, according to
the principle of coordinated payment of health insurance. All citizens
have the opportunity to purchase health insurance, while the insurance
premium cannot be overstated due to the patient’s illness. Insurance
contributions of people of retirement age are dated by pension insurance
and the pensioners themselves.

Unemployment insurance is implemented by the Federal
Employment Agency. Any insured person and their entire family have the
right to choose a doctor and receive the necessary medical care, including
outpatient and inpatient treatment. The disadvantage of this system is
the financing of a large state apparatus for implementing interaction
with medical organizations [12]. Today, this model directs the main
efforts to implement the main areas of further development, including
strengthening the role of the state and insurance funds, integrating private
and public assistance, introducing digital technologies, and focusing on
prevention and primary health care (fig. 7) [12].
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—{ Main trends in the development of the universal health care model |

\r{ Digitalization and technological innovation; |

Telemedicine: improves access to medical care, especially in remote regions, by
» allowing consultations and treatment to be received remotely;

Artificial intelligence (AI) and robotics: increase diagnostic accuracy, automate routine
| processes, and facilitate the development of new treatments;

Big data analysis: helps identify patterns in the spread of diseases and improve
prevention programs;

A comprehensive approach to health: a biopsychosocial model and an emphasis on
prevention;

Expanding accessibility and inclusivity: universal coverage of services, personalized
medicine;

Development of primary healthcare: strengthening primary health care as the basis for
»| early detection of diseases and timely provision of assistance to the population.

Fig. 7. Promising directions of development of the continental mode.
Source: formed by the author based on [12]

3. The Scandinavian model (Denmark, Sweden, Finland) is a
health care system characterized by a fairly wide coverage of all
citizens, financing mainly through relevant taxes, rather than insurance
contributions, and guaranteed access to social services and payments as a
legal right of every person. This model is based on the principles of social
solidarity and high organization of society. And the amount of assistance
directly depends on the size of the salary. Medical care is provided equally
by both municipal and private clinics. General accessibility, as well as a
high level of medical service, the formation of equivalent conditions for
maintaining health are implemented through effective state regulation
and financing of health care (fig. 8) [22].
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Fig. 8. Components of financing of the Scandinavian model
(using the example of Sweden).
Source: formed by the author based on [22]

The Scandinavian model of healthcare has certain characteristics.
Local councils are primarily responsible for the provision of healthcare
services to residents in a given area. The councils represent the owners
of healthcare facilities and provide employment for many healthcare
workers. A significant share of healthcare costs is borne by the state, but
about 10% of services are paid for by the population. When purchasing
medicines prescribed by a doctor, health insurance reimburses the patient
from 50 to 100% of the costs [19].

In terms of development trends, the Scandinavian healthcare
model focuses on preserving the core strengths of universal access and
high-quality services, which are largely financed by taxes. However,
the challenge of ensuring sustainable financing in the face of an aging
population and rising costs remains [20]. Development includes the
introduction of digital technologies to increase efficiency, strengthening
prevention and personalized medicine, and finding a balance between the
public and private sectors to meet the needs of the population.
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Therefore, the Scandinavian model, despite its challenges, has
good prospects due to its flexibility, human-centeredness, and ability to
integrate new technologies to adapt to change.

4. The market model (USA, lIsrael) is aimed at providing medical
services as a commodity sold on a free market with minimal state
intervention. And the financing of such a system is carried out at the
expense of private funds and commercial insurance. For example, the
health care system in the USA is based on the laws of the free market,
in which professional medical organizations have great influence. The
most common example is «Health Maintenance Organizations», which
are insurance companies that exist within the framework of strong
competition and work according to various schemes [13]. The system
underlying the work of this organization is «managed medical care»
[14]. Health maintenance organizations have excellent management
systems that allow significantly reducing the cost of medical services.
In addition to the USA, this model is used in the health care systems of
Israel and South Korea.

In the USA, two types of private health insurance are used: individual
and group. In the case of the group option, the employer and all employees
of the company are included in a single insurance policy. There are
programs «MediCare» and «MedicAid», which receive funding from the
federal budget, state budgets, local governments (fig. 9) [12].

Regarding the above programs, the state program «MediCare»
consists of two parts: the first provides for mandatory medical insurance
for people aged 65 and over during hospitalization, the second provides
for voluntary insurance, with the state paying 80% of the amount for
treatment, and patients paying 20%. Another state program «MedicAid»
is aimed at supporting the provision of free medical care to disabled
people and families with children. Within the framework of this program,
the redistribution of the allocated state budget is opposite to the level of
income per person in a given state [12].

The US health care model is characterized by a number of features,
including the rapid growth of health care financing, which cannot be
compared with the growth rate and quality of medical services. The
disadvantages of this model include:
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— the cost of medical services includes a high percentage of costs
for administrative procedures (sometimes up to 20%);

— the salary of medical workers directly depends on the number
and cost of prescribed procedures and prescribed medications;

— prices for the same services in different states have a large range
(difference of up to 10-15 times);

— acomplex concept of health insurance [12].

45 £y
40 -

30

25

20

15

10

4

: . —

Government programs Private financing Private msurance Direct payments to
citizens

Fig. 9. Components of financing a market model of healthcare
(on the US device).
Source: formed by the author based on [12]

It is worth noting that the specified model, despite certain
shortcomings, is aimed at further development with prioritization of
certain issues regarding:

— increasing quality and innovation through increased competition;

— overcoming difficulties in accessing medical care for low-
income groups of the population;

— reducing the cost of certain medical services;

— increasing the impact on the market economy;, etc.

So, taking into account the above, we can say that modern healthcare
models are trying to constantly improve and meet the requirements of the
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time. The presence of a large number of different concepts and reforms in
the healthcare sector indicates that none of the existing models is perfect.
Any modern state is trying to form a more effective version of its own
model, focusing on the positions of ideology, economics, and healthcare
mentality, therefore, simply borrowing ideas and duplicating effective
concepts does not necessarily lead to a positive result. Indicative in this
regard may be the experience of China, which effectively combines the
achievements of Western medicine with traditional Chinese medicine,
focusing on comprehensive care and disease prevention. In addition,
China is actively developing the infrastructure of medical institutions,
introducing digital technologies and reforming the insurance medicine
system. These actions are aimed at maximizing coverage and providing
high-quality care to the entire population, including:

— the development of insurance medicine (further expansion of
insurance coverage to make medicine more accessible to the general
public);

— digitalization and technology (the introduction of modern
technologies, including electronic medical records and telemedicine, to
increase the efficiency and accessibility of medical services);

— an emphasis on prevention (strengthening the prevention of
various diseases and strengthening public health, preventing relapses and
deterioration of well-being in the future) [6].

In addition, the main directions of further development in the field
of health care in China are clearly outlined, namely:

— reducing morbidity and mortality by improving population
health indicators;

— improving the accessibility of medical care for the entire
population of the country;

— further reducing healthcare costs through the integration of
traditional Chinese medicine, preventive measures and digitalization,
etc. [2].

It is worth emphasizing that China’s healthcare system seems
complex, but it is very dynamic, constantly adapting to the current needs
of its citizens, trying to effectively balance between traditional and
modern approaches to medicine.
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Conclusion. Thus, the analysis of modern health care models and
systems shows that there are no «pure» models and health care systems,
just as there are no «ideal» ones. Any health care model or system to a
greater or lesser extent generates organizational, structural and financial
problems, and as a result, social inequalities in the field of public health.
Increasing health care spending will not improve public health and will
not completely eliminate existing problems, but may become a risk to
the sustainable development of the system itself, especially in times of
economic crisis. That is, a unified comprehensive concept is needed,
regardless of the model and health care system, which would allow
identifying the existing needs of the population and developing the most
effective ways to meet them. This requires methods and mechanisms that
direct financial resources to specific goals of the health care system, as
well as timely identifying the most disadvantaged areas in the field of
preserving public health.

OCHOBHI TEHJAEHIIII PO3BUTKY CUCTEM
OXOPOHMU 310POB’ s

B cmammi npoananizosano ocHO8HI MOOeNi HAYIOHAILHUX CUCmEM
OXOpOHU 300p06’se pi3Hux Kpain ceimy. Haconoweno, wo mooeni
OXOPOHU 300p08’s1 — Yye Pi3Hi nIOX00u 00 opeauizayii ma QiHancy8anHs.
cucmem OXOPOHU 300pPOG>5l, SKI MONCHA PO30LMUMU HA MPU OCHOBHI
Kameeopii: depocasna (6100dcemna), de depoicasa nosricmio ginancye
ma Kepye cucmemoro, AK 3a 6w00xcemuor mooennto (3 oxpemumu
sapiayismu) uu 3a mooennio besepioca; coyianono-cmpaxoea (uacmo
36aHA KKOHMUHEHMAIbHOIO»), 0e (DIHAHCYB8AHHSA 30IUCHIOEMbCS Yepes
gi0paxysanns i3 3apniam ma QoHOI8, a YNPAGIIHHA — Hepe3 Op2aHu
COYIanbHO20 cMpaxyeants;, ma punkosa (nNpueamua), 0e nepesaricaoms
NPUBAMHI KIIHIKU MA NOCY2U ONAAYYIOMbCsl 0e31n0CepeOtbo NaYieHmamu
abo uepe3 NPuBaAmHi CmMpaxoeKu.

Iokazano ocobnugocmi ix ¢hopmyeanns ma QyHKYIOHYBAHMHS,
Qyuryionyeanns Mooeni BUSHAYAEMbCS  NPUHYUNAMU  YIPAGTIHHSL,
Qinancysanns, opeamizayii meouunoi oonomoeu ma ii QOCMYNHOCH
Hacenennio. Posensioaemovcs 3acmocysanusi mooeneti cCUucmem 0XopoHu
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OcHosHni menoenyii po3eumxy cucmem oXopoHu 300pos’s

300po8’s y Kumai, Himeuuuni, ®@panyii, Ascmpii, Ulseiyapii, CLIIA,
kpainax Crkanounaeii, Beruxobpumarnii, Ipnanodii ma inwux. Buseneno
NPUHYUNOBT BIOMIHHOCTNE MIJIC CUCTHEMAMU.

Biosuaueno medoniku ma nepesacu 6 opeanizayii MeOudHol
00nOMO2U HACENEeHHIO 3 YPAXYBAHHAM CKIAOHOI CUCeMU eKOHOMIYHUX
63AEMOBIOHOCUH (DIHAHCYBAHHI OXOPOHU 300P0OS>51 MA POJli 0epicasu 8
ynpaeninti. [lepesazamu depoicasno2o nioxo0y — € 3a2aibHuti 00Cmyn ma
COYIANbHUL 3aXUCT, A HeOONIKaMu — NOMEeHYIUHA OIOPOKpamu3ayisi ma
HeeexmusHicmy. IIpusamna mooenb NPONOHYE BUCOKUIL PiGeHb cepsicy
ma iHHo8aYil, ane cmpanxicoace 8i0 00CMYNHOCMI Ol MAL03a0e3NeYeHUX
ma Hepienoi axocmi. Cmpaxosi Mmooeni NOEOHYHmMb 0epicasHe ma
npueamue QQiHAHCY8aMHA, NPASHYYU OANAHCY MIdC OOCHYRHICMIO mda
ehexmusHicmio, a 3MIUAHI CUCTEMU MOJICYMb MAMU C80i YHIKAIbHI
CUNIbHI ma cLabKi CMOPOHU.

Hageoeno cyuacui xnacugpiayii cucmem oxoponu 300poé>sa ma
peumune eghexmusHocmi HAYIOHANLHUX CUCHEM OXOPOHU 300p08’ 5.
Hazonoweno, wo cyyacni mooeni oxopouu 300p08’si po3pizHAIOMbCS
no cmpykmypi ginancysanns (6100cemna, cmpaxoea, npueamua),
opeanizayii meduunoi donomozu (Hayionarena, nuoparicmuyna) ma
nioxo0y 0o 300poe’s (biomeduuna, bioncuxocoyianvua). Ix poseumox
CHpAMOBAHULL HA NIOBUWEHHS OOCHYNHOCMI ma AKOCMI MeOuyHoi
donomoau, 3MIYHEHHsI NePEUHHOI JNIAHKU, 6NPOBAONCEHHS HOBUX
MexHoNo2itl ma eghexmuere GUKOPUCTNAHHS Pecypcie 0Jid 30epedceHHs
ma 3MiyHeHHs 300P08’ 51 HACENCHHS.

Knrouosi cnosa: cucmema oxoponu 300pos’ s, kiacugixayis cucmem
OXOPOHU 300p08°sl, MOOelb OXOPOHU 300p08’sl, MeduuHa oJonomoed,
VRPDAGNIHHA.
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