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The present study explores the role of typologies as an analytical device in understanding both the theoretical
and empirical manifestations of healthcare systems globally. In a first step, we explore the relative benefits and
limits of different classificatory logics – inductive vs. deductive – before conducting a review of scholarship on
healthcare system classifications. We argue that, in order to capture the role of global actors (international
organizations, donor countries etc.) in low‐to‐upper‐middle income economies, classificatory systems must
account for potential territorial shifts across the dimensions of financing, service provision and regulation
defining all healthcare systems. In its absence, comparative research involving countries of significantly differ-
ent levels of economic development becomes obfuscated. In an effort to redress this gap in the literature, we lay
out how state, societal, market and global actors feature across different dimensions of healthcare systems, put-
ting forth a deductively derived and actor‐centered typology.
1. Introduction

The study of healthcare systems has been the subject of a great deal
of classificatory research. Owing to the use of disparate criteria for
inclusion and analysis, however, studies tend to lead to vastly different
systems of classification depending on the background and interests of
the researcher. Whereas researchers focusing on country‐members of
the Organisation of Economic Co‐operation and Development (OECD)
typically conceptualize healthcare systems in terms of quantifiable
indicators, for those working on low‐to‐upper‐middle income (LMI)
economies outside of the OECD context such data is often difficult to
access. Instead, the latter tend to deal in qualitative understandings
of healthcare that are difficult to directly compare with studies on
their OECD counterparts. These differences have resulted in a paucity
of classifications capable of capturing healthcare system developments
worldwide, where dramatic divergences in levels of development exist
between regions and where substantial differences in the role of global
actors, such as international organizations and donor countries, may
emerge (see e.g. [17,19]). Comparativists interested in such research
have thus been left with comparing apples to oranges. We argue that this
can be done differently.

In the present study, we advance a deductively‐led typology of
healthcare systems that is better suited for comparative research
involving high heterogeneity of cases. This typology, we maintain,
can generate new insights and scholarship in two fundamental ways:
first, it can help researchers to better identify (and rectify) extant gaps
in data on healthcare systems that presently obfuscate comparative stud-
ies; and second, by arriving at a shared understanding of the healthcare
system – in terms of basic functions and key actors – direct comparisons
between countries can be made irrespective of their geographic or
socio‐economic context. This, in turn, can open the door to new research
that sheds light on the role of transnational interdependencies, such as colo-
nial ties or trade relations, which significantly color the relationship
between economic regions of the world and likewise stand to imprint
upon their social policy, including healthcare [8]. Moreover, direct com-
parisons of healthcare systems in terms of functions and actors can facil-
itate much needed research that theoretically links institutional
arrangements to performance outcomes [23]. Finally, a deductively‐led
typology allows for flexibility in choosing different units of analysis:
countries, subnational levels or the system‐level.

It is bearing these larger research aims in mind that the present
contribution puts forth a more universally applicable typology of
healthcare systems. To do so, we begin by providing a brief back-
ground to the strength and limits of two classificatory logics: the induc-
tive versus deductive method. We argue that deduction does a better job
of generating typologies with the greatest universality. Following this,
we critically review extant classificatory scholarship, identifying defi-
cits in the form of empirical biases and an over‐emphasis on national
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constellations to the exclusion of global actors. We then outline the
methods of our study: the typology building for which we delineate
the logic, dimensions, and actors employed by our approach. We con-
clude by reflecting on the potential of our typology to serve as an ana-
lytical roster for guiding future comparative research.

2. Background & theory

Whether pertaining to the study of healthcare systems, the social
sciences, or sciences in general, before any critical discussion of classifi-
cation and typologies can be undertaken, the basic question must be
addressed: How are classificatory types generated in the first place? Log-
ical expositions of classification generally point to two types of processes:
the deductive that departs from so‐called self‐evident propositions regarding
some social or natural phenomenon [20]. These will have empirical ref-
erents which are expected to co‐vary in predictable ways to form types
[14]. Differently, in the case of inductive logic, the definition of types fol-
lows from empirics rather than theory. Accordingly, whereas the deduc-
tive approach is bound to the confines of human reason, that is, what the
researcher can or cannot logically argue, the inductive approach is limited
to what the researcher can actually observe. As in the present study we
are interested in developing a typology that can (also) be applied to cases
that are yet under‐researched, lack quantitative data, or are largely
unknown, we rely on the strengths of the deductive method in what fol-
lows. In doing so, we argue that a deductively‐based typology can pro-
vide both the conceptual neutrality and flexibility necessary for
international comparisons of healthcare systems at a global scale. Before
doing so, however, we briefly examine how other authors have devel-
oped typological frameworks for research involving high and LMI econo-
mies as cases for comparison.
3. Extant healthcare system typologies

Attempts to classify healthcare systems can be traced back to the
‘world scanning’ of health departments and medical care developed
by Roemer in the 1960s. Since then, healthcare systems have been
extensively classified in many studies spanning across nearly six dec-
ades. Although extant typologies vary in their scope of enquiry and
period of observation, they often classify the same pool of cases [9].
The most influential and prominent typologies, for instance, only
attempt to classify high‐income countries, and often measure the pub-
lic–private mix of the systems (e.g. [28,25,26,2,36,41]). This results in
the development of classificatory tools that are useful for describing a
specific set of cases that share similar features. We argue for the need
for a comparative roster that must consider a larger pool of countries,
and expand their classification criteria, in order to account for the
great variance of healthcare systems globally – namely, the arrange-
ments found beyond OECD countries which can involve a new set of
actors that shape domestic healthcare policies: global actors. To assess
what has been done so far in this regard, we review publications that
meet two pre‐defined criteria: They (1) claim the development of a
new analytical tool for classifying healthcare systems; and (2) order
systems of both high and LMI countries, or, make no reference to a
specific geo‐economic scope. The aim of the present review is to eval-
uate the suitability of extant typologies for large and global compar-
isons. We do so by considering the types of dimensions and actors
covered by studies, as well as their temporal and spatial adaptability.
The latter is necessary given that the typologies reviewed here have
been developed over a sixty‐year span (see Annex 1).

3.1. Temporal and spatial adaptability: Identified types and patterns of
extant typologies

The great majority of classificatory tools covering both high and
LMI countries were published in the last four decades of the 20th cen-
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tury (8 out of 10), Wendt et al. [42] and Sam [35] being important
exceptions. The first that consider nations of different economic levels
were developed in the 1960s and 1970s, and they often classify and
compare high‐income countries with whole LMI regions and conti-
nents, i.e. Africa, Asia and Latin America [31,12,40]. In attempting
to classify regions and not countries, they do not account for diversity
within regions. Crucially, all typologies developed up to the end of the
1990s are informed by the Cold War context, and the clustering of
countries frequently overlaps with economic and political circum-
stances. Lassey et al. (1997), for instance, stress the differences
between systems according to their political and economic develop-
ment, identifying three healthcare systems types: The most advanced
type (e.g. UK, US, Germany), characterized by high levels of resources,
use of technology and access to both public and private services; the
somewhat advanced cluster (e.g. Hungary, Czech Republic), described
as having high levels of access to public and private services, but lack-
ing in resources and available technology; and the less advanced type
(e.g. Russia, Mexico), in which healthcare systems lack in financial,
human and technological resources, and the population have moderate
access to health services.

Even though all the reviewed frameworks make an effort to include
countries beyond advanced economies, five out of ten typologies high-
light variation only within high‐income nations. In the works of Roe-
mer [31], Field [12], Maxwell [24], Terris [40] and Elling’s [10],
socialists and LMI countries are all clustered into one (or two) type
in contrast to advanced economies, where specific particularities are
identified, such as differences in financing (private financing versus
contribution versus taxation). Contrarily, the analytical frameworks
developed by Roemer [32] and Cockerham [7] recognize healthcare
system similarities between countries with different economic levels,
emphasizing that the same types can be adopted even in nations with
different state capacity. Roemer [32] classifies countries in four differ-
ent types according to management, financing, coverage and service
provision: Universal and comprehensive model (e.g. Norway, Great Bri-
tain, Sri Lanka and Tanzania), welfare oriented cluster (e.g. Canada,
Japan, Egypt and Libya), entrepreneurial and permissive type (e.g. US
and Ghana), and socialist and central planned model (Soviet Union
and Vietnam). Cockerham [7] likewise mixes HI and LMI countries
into four clusters (fee‐for‐service, socialized medicine, decentralized
national health and socialist medicine) conforming to the public–private
mix of the systems. For instance, four high‐incomers plus Kenya are
identified as being part of the socialized medicine model, and South
Africa and the US are grouped into the fee‐for‐service model. Nonethe-
less, these approaches conceptualize a very limited number of types,
which results in an oversimplification and thereby misrepresentation
of the institutional reality and capacity of these healthcare systems.

At last, the most recent frameworks of Wendt et al. [42] and Sam
[35] use different strategies to identify healthcare system patterns.
The former develops a deductively derived typology in which there
are 27 possible combinations of healthcare system dimensions (financ-
ing, service provision and regulation) and actors (state, societal and
private). As the authors do not classify any case, the typology could
potentially be used to classify systems in a global perspective. Mean-
while, Sam [35] finds four healthcare system clusters while analyzing
17 Western European and Asian countries. The only two middle
income cases (Malaysia and Thailand) make up one of the clusters.

3.2. Dimensions and actors

Our review also identifies the dimensions and criteria used by
authors to classify healthcare systems, as well as the types of actors
included in the studies. As we understand healthcare systems in terms
of three core dimensions – regulation, financing, provision – we sum-
marize the criteria for classification along these three, as well as list
any additional category used by authors (Table 1). Interestingly, all
ten of the reviewed publications include aspects related to the regula-



Table 1
Cases, criteria and actors of healthcare typologies.

Typology Cases Criteria and indicators Actors1

OECD [28] 5 OECD-countries Source of funding
Public-private ownership
Coverage

State
Societal
Private

Moran [25–26] 8 OECD-countries State control over cost, doctors, hospitals, technology and coverage State
Private

Bambra [2] 18 OECD-countries Private health expenditure
Private hospital beds
Coverage

Private
State

Wendt et al. [42] n/a Predominant actor:
Financing
Provision
Regulation2

State
Societal
Private

Wendt [45] 32 OECD-countries Total health, public, out-of-pocket-expenditures
Number of specialists, nurses, GPs and pharmacists
Mode of remuneration of GPs, Free-choice and direct access to specialists, Co-payment

State
Private

1 Unless otherwise noted, the assessment of actors is ours.
2 Wendt et al. [42] does not operationalize dimensions.
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tion of healthcare, such as access and the relationship between govern-
ment and providers. They mostly attempt to determine the extent to
which actors are involved in managing the system. Service provision
and/or aspects of provision are considered in seven out of ten typolo-
gies, and the way authors operationalize this dimension varies from
available technology, personnel, ownership of facilities, medical care
and knowledge. The third most common criterion is financing, which
is addressed in six studies. Often, typologies map the sources of financ-
ing or the total amount of resources available.

Overall, the typologies covering countries from different regions
capture the main dimensions of healthcare systems, but there is great
variance in the way these are measured, particularly in the regulation
and service provision dimensions. Four typologies, however, use (addi-
tional) criteria that cannot be assigned to any of these pre‐defined
dimensions: Nature of economic system used by Terris [40] identifies
whether systems are pre‐capitalist, capitalist or socialist, labels com-
monly used during the Cold War. Elling’s [10] class struggles and eco-
nomic distribution derive from the theory of the capitalist political
economic world‐system, reflecting that the strength of the workers’
movement and economic justice are decisive factors for determining
health conditions and services. Health outcomes [35] includes informa-
tion on the performance of the system. These, however, go beyond the
aim of describing and explaining formal arrangements and the institu-
tional and actor setup of the systems, and they are rarely included in
the comparative healthcare system typologies scholarship.

Table 1 displays the universe of actors considered in the reviewed
typologies. All frameworks account for the role of the state and private
actors in organizing the healthcare system. Seven out of ten studies
solely measure the public–private mix of the systems, considering
the responsibility of only state and private actors. Roemer [31], Field
[12] and Wendt et al. [42] expand the number of actors, going beyond
the public–private mix, acknowledging particularly the role of social
insurance contributions and non‐profit organizations in financing,
delivering and managing healthcare. This universe of actors seems jus-
tifiable in earlier typologies, when the influence of transnational and
international organizations was still overshadowed by public and
for‐profit actors [3]. However, typologies developed over the last dec-
ade still fail to account for the influence of global actors, despite their
considerable role in Latin America, Africa and Asia (ibid).

Notably, Wendt et al. [42] come close: By employing a
theoretically‐driven logic to classifying healthcare systems, they intro-
duce an analytical roster that accounts for greater differentiation and
heterogeneity of types. Their approach, mainly deductive, allows the
authors to arrive at all three core dimensions of the healthcare system
– regulation, financing, and service provision. Still, like their contem-
3

poraries, Wendt et al. (ibid) fall short of accounting for the potential
role of global actors, thereby perpetuating a theoretical bias for
national constellations in healthcare. This betrays the authors’ focus
on OECD countries where the need for engagement by external actors
is far removed from the reality of healthcare systems. Nevertheless,
Wendt et al.’s approach provides an important starting point for the
present study’s typology soon to follow.

As can be derived from our review, thus far typological research
suffers from major limitations that impede their ability to capture
the great variety of current healthcare systems. Each of the reviewed
frameworks has been informed by a particular historical and socioeco-
nomic paradigm, resulting in the grouping of countries into singular
categories embedded within specific environments. What can be seen
is that although the analyzed typologies make an effort to include a
greater range of cases, encompassing countries with different eco-
nomic and healthcare system development levels, these frameworks
continue to be better suited for describing advanced economies, as
they often do not highlight differences within LMI nations. Further,
despite the fact the reviewed literature uses numerous criteria to oper-
ationalize dimensions and differentiate types, they often only measure
the public–private mix of the systems, accounting solely for the
responsibility of state and for‐profit actors. Typologies developed
throughout the 20th century, therefore, are not able to capture the par-
ticularities of current systems that are increasingly interconnected, and
where external financing and other forms of involvement by non‐
domestic actors can play a prominent role. However, even the most
recent frameworks do not recognize the existence of players beyond
national contexts. In what follows, we put forth an analytical frame-
work that can address these limitations.

4. Building a novel typology

The aim of our typology is to order the world of healthcare systems,
developing an analytical grid upon which to place systems according
to similarities and differences. One condition for the typology is to
overcome the OECD bias of most existing typologies and to provide
an equally useful classification for LMI economies. Irrespective of the
theoretical contribution any study wishes to make, what is necessary
for scholarship with a global scope is a conceptualization of the health-
care system that is independent of the whims of data availability, and
which lends itself to both quantitative and qualitative research agen-
das. We pursue an actor‐centered approach to distinguishing system
types along deductively derived dimensions. The focus on actors
reflects our assumption that, irrespective of differences in levels of
resources going into healthcare systems, the range of potential actors
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involved in their financing, service provision, and regulation remains
the same, thereby providing a unit of observation that is directly com-
parable. Moreover, an actor‐centered approach is especially suited for
research tasked with identifying the role of the state (or public respon-
sibility) versus that of societal or private actors in healthcare, whether
the latter are nationally or globally situated.
4.1. Dimensions of the healthcare system

We begin our exercise in deduction by asking, what tasks are cen-
tral to the functioning of any healthcare system? This leads us to our
first assumption that any healthcare system must provide services, irre-
spective of the expansiveness or quality of the care itself. This core task
echoes international understandings of the healthcare system in terms
of activities aimed at the improvement, maintenance, and prevention
of deterioration of the individual’s health status [27]. Hence, implied
in the notion of healthcare is something that must be done or deliv-
ered. Given that services involve qualified expertise, infrastructure
and technology which incur high costs, the healthcare system also
has to arrange financing. As costs are difficult to meet at the individual
level, this typically requires third‐party payers [26]. Last but not least,
in light of its complexity, the healthcare system has to regulate the var-
ious interrelations between providers, financing institutions, and care
recipients evolving from its core functions. Regulation may entail the
basic coordination of actors within the system through particular
modes or principles (e.g. hierarchy vs. competition), as well as more
ambitious attempts to achieve social protection through the enactment
of laws guaranteeing universalism. Taken together, the healthcare sys-
tem can be said to consist of three dimensions: service provision, financ-
ing, and regulation. We now ask, which actors can be responsible for the
carrying out of these functions?
4.2. Actors in the healthcare system

Beginning with service provision, providers of care logically
include doctors, nurses and other health professions working in indi-
vidual practices or in clinical/hospital settings, as well as professional
associations representing their interests as a collective [13]. As con-
cerns financing, the role of care recipients as purchasers of services,
as well as third‐party payers, be it employers, private health insurance,
mutual insurance societies, charities, social insurance schemes or the
government, come to the fore. Regulation, meanwhile, is principally
in the hands of the state, but may also be delegated to societal institu-
tions or left to market participants. We assume that each of these
actors regulates in line with certain principles or modes of coordina-
tion: the state can be expected to follow in a hierarchical, top‐down
manner through the passing of laws and reforms, the definition of stan-
dards, the monitoring and enforcement of quality etc. Differently, soci-
etal actors engage in the mutual self‐regulation of corporate bodies
such as social health insurances. The market, meanwhile, can emerge
as a regulator through the principles of supply and demand, as well as
competition, as characterizes the private insurance sector [33].

Given the relational nature of the regulatory dimension, a sec-
ondary question arises concerning the types of relationships between
healthcare system actors –namely, what are the objects of regulation?
Or, put differently, whom does the state (or other actors) actually reg-
ulate? In addressing this question in a deductive manner, three bi‐
directional relationships emerge: first, that between financing bodies
and patients/beneficiaries; second, between financing bodies and ser-
vice providers; and third, the relation between patients/beneficiaries
and service providers. By way of example, in the case of state‐led reg-
ulation, the state may define the conditions for remuneration of doc-
tors by financing bodies, just as it can define the types of services to
be provided by law to patients/beneficiaries by doctors. By differenti-
ating the types of relations as objects of regulation, our aim is to have a
4

better appreciation of the extent and reach of any regulatory actor
within the healthcare system.

Bearing the diversity of actors in mind across the three dimensions,
as well as the special (relational) complexity characterizing regulation,
we then proceeded to systematically categorize actors along a pub-
lic–private axis. This approach has also been applied in earlier typolog-
ical research (see Table 1) to capture the extent to which the state
(relative to other actors) shapes healthcare. The axis spreads from high
levels of collectivization to the individual. The highest aggregate level
is represented by state actors. Next, societal actors can be identified as
non‐governmental actors entrusted with responsibilities to support
the general public interest. The other end of the axis is represented
by collective private actors and finally individuals and households with
their vested interests. This range of actor types reflects the national
constellation of healthcare producing different forms and levels of
pooling the health risk and providing social protection for the sick.
The actor types also refer to welfare regimes and general concepts of
organizing social protection through state hierarchy, by supporting
societal institutions, or based on markets [11].

However, it stands to reason that where national actors are either
insufficient or altogether incapable of providing healthcare that the
necessity for outside support may surge. Indeed, global social policy
scholarship highlights the role of non‐domestic actors, in particular
as researchers aim to transfer the analysis of classical welfare states
to emerging and developing welfare states [15,18]. As the chief aim
of our typology is to address healthcare systems globally, one neces-
sary criterion is the incorporation of this fourth actor type alongside
domestic actors in the public–private axis and for each dimension. Just
as their domestic counterparts, non‐domestic actors also represent a
range of collective levels from the most aggregate supranational/inter-
national organizations down to foreign individuals and households.
Table 2 below provides an overview of our applications of the pub-
lic–private axis to categorize both domestic and non‐domestic actors
in healthcare. For our purposes, we refer to non‐domestic actors as glo-
bal actors. This term is elsewhere used in global policy scholarship to
emphasize the ability of such actors to assert control over their own
agendas, independent of national mandates (see e.g., [44,29]). Here,
we use the term to denote the non‐domestic and often transnational
quality of such actors without making assumptions about the extent
of their autonomy.

4.3. A closer look at global actors

Thus far, whenever actor constellations have been used to classify
healthcare systems, to our best knowledge, only domestic actors were
accounted for. This neglects the potentially large role of international
interdependencies, particularly of a financial nature (e.g. foreign aid,
bi‐lateral transfers from other states, IGOs, INGOs, private donors
etc.), that may come to define the healthcare systems of LMI econo-
mies [34,37]. Indeed, where national healthcare systems are severely
under‐resourced or else absent, a complex set of actors including inter-
national governmental organizations (IGOs), international non‐
governmental organizations (INGOs), public–private partnerships, or
transnational networks may become involved [18]. Such actors can
also take responsibility for the provision of care by running hospitals
or employing medical staff. While the role of global actors can be
expected to be most visible during periods of acute crises (e.g. disease
outbreaks or war), where the incapacities of national actors to respond
to the health needs of the population is an enduring feature, these
actors may also emerge as quasi‐stable contributors to a healthcare
system.

In the regulation dimension, the influence of global actors stands to
be more indirect and related to the role they assume in financing and
provision. Such support can be linked to the conditionalities countries
have to comply with to receive further assistance [1,39]. Thus, in con-
trast to national counterparts, global actors cannot be assumed to



Table 2
Categorizing actors in healthcare systems and examples.

Domestic Non-domestic/Global

State Government (national, regional, local), health ministry, health authorities Supra- and International organizations (EU, WHO, World Bank, OECD,
IMF, etc.), foreign governments

Societal Non-governmental regulatory bodies of health insurance funds and
healthcare providers, social health insurance funds, panel doctor
associations, non-profit organizations providing healthcare, charitable
organizations, unions, etc.

Non-governmental organizations and foundations (Doctors Without
Borders, Red Cross, International Federation of Red Cross and Red Crescent
Societies, other humanitarian aid associations)

Private collective For-profit providers of healthcare, private health insurance funds,
enterprises and

Internationally operating medical industry, international private health
insurance funds,

Private individual Individuals and households Individuals and households
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behave in any uniform way. Depending on their political attributes
(whether state‐backed IGOs versus small‐scale private donors), as well
as the financial resources they bring into receiving countries, global
actors entertain a variety of roles and degrees of influence. Moreover,
their role can also be expected to be impacted by the specific context of
engagement in which they are operating: not all receiving countries
will respond to external involvement in the same way. As a category
of actors, therefore, they are difficult to make general claims about.
However, what is clear is that the inclusion of global actors is neces-
sary in any encompassing typology of healthcare systems. This adds
a new territorial element to the three dimensions which has thus far
been neglected in classificatory work.
4.4. A global typology defined

How do these different actor types unfold in each of the three
dimensions? Beginning with our leading dimension, regulation is
referred to as the domain of the state. Except in cases of state failure,
the state can be expected to have the final authority to define the com-
petence of all other actors in the healthcare system. This ultimate com-
petence can be considered meta‐regulation. In the proposed
classification, however, we rather focus on the question, which actor
directly defines the relations between care recipients/beneficiaries,
financing institutions and providers (i.e., objects of regulation), as this
likely has greater bearing on the day‐to‐day functioning of the system.
Alongside direct control of regulatory issues, the state can entrust soci-
etal actors with regulatory competence. Societal actors such as social
health insurance funds are still subject to state control and need to
serve the general public interest. By the same token, the state may
entrust private actors with regulatory powers or establish markets in
which private collective or individual actors determine relations by
contract.

Regarding the role of global actors, while ultimately subject to the
sovereignty of states, they may shape national regulations indirectly
by advising or more‐or‐less coercive prescriptions that can constrain
or even define the policy choices of national actors. Considering coun-
tries with limited bureaucratic capacities and strong dependence upon
foreign aid, a more explicit role in regulation may evolve, also in con-
sent with national actors. Global actors might be legitimized by the
fact that they take the core responsibility in financing and providing
healthcare. As a result, four actor types fall under regulation: state,
societal, private, and non‐domestic.

As concerns financing, by asking which actor is responsible for
financing the healthcare system, one also gets at the question of
financing schemes. Similar to other typologies, we identify tax financ-
ing as state, and social insurance as the main societal form of financ-
ing. Concerning private financing schemes, we differentiate between
private collective actors and private individual actors in financing. Private
collective actors refer to private health insurance schemes. Such insur-
ance is likely voluntary and provides a limited form of solidarity
5

between those currently sick and the healthy. While risk‐rated premi-
ums are crucial to private health insurance schemes, there is still some
pooling of risks within specific risk groups. By contrast, private indi-
vidual financing means that the individual patient or the respective
household has to bear the full costs without any risk‐pooling. Finally,
again with respect to LMI economies, global actors have to be consid-
ered as a separate source of financing shaping the healthcare system.
In financing, we can therefore distinguish five actors in total: state,
societal, private collective, private individual and non‐domestic actors.

Actors in provision are again categorized along the public–private
axis. While public provision is a direct way of pursuing government
interests in healthcare, private healthcare delivery tends to strengthen
the autonomy of providers, who mainly follow their individual inter-
ests [21]. In addition to the public–private dichotomy, there is also a
middle ground of providers that are autonomous from public authori-
ties, yet still pursuing the general public interest: e.g. charities, non‐
profit organizations or foundations under public law. Such providers
can be categorized as societal. As in the case of regulation and financ-
ing, service provision may also be characterized by the role of global
actors, whether IGOs or INGOs, when they serve as the main source
of doctors and medical facilities in a country. Hence, alongside the
state, societal, and private, the present typology includes global actors
as part of the service provision dimension. Table 3 below provides an
overview of all actors and their specific roles under each dimension of
the healthcare system.
4.5. The healthcare typology matrix

Taking all dimensions into account, the proposed number of actor
types each dimension can assume (4 × 5 × 4) translates into 80
potential healthcare system types (see Table 4 below). The attribution
of actors to dimensions can be based on different methods. This
depends largely on the sample of real cases, the availability of data,
as well as the knowledge of the healthcare system under consideration.
The researcher also can decide on the proper unit of analysis: coun-
tries, subnational levels or the systems‐level as in the sense of a cohe-
sive set of regulations pertaining to a specific group of the population.
This is particularly helpful for studying emerging public healthcare
systems which often focus on specific groups or regions before expand-
ing to a larger part of the population. Hence, a core strength of the pre-
sent deductive typology is its flexibility regarding different forms of
operationalization adjusted to the research question and interests of
researchers, as well as in line with data availability.

By logically mixing all possible combinations of actor types across
three dimensions of the healthcare system, the resulting classificatory
roster remains, at first glance, rather abstract and complex due to the
high numbers of types it produces. We can expect that some of the
derived actor combinations might only be with little‐to‐no real world
relevance. Böhm et al. [4] who worked with a similar typological
approach have suggested that there is a hierarchy of dimensions and



Table 3
Global typology of healthcare systems overview.

Actor Role in each dimension

Financing
State Taxation/other state revenues
Societal Social insurance contributions
Private collective Private insurance contributions
Private

individuals
Out-of-pocket-expenditure

Global External/Foreign spending

Provision
State Public provision
Societal Provision non-profit organizations
Private Private for-profit provision
Global Provision by global actors

Regulation
State Regulation by government/parliament
Societal Regulation by associations of social insurance and providers
Private Regulation by private insurers or providers of services in out-of-pocket transactions
Global Regulation by international governmental organizations (IGOs) and non-governmental organizations

(INGOs)
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actors which can help to rule out certain combinations as implausible.
Accordingly, they “expect that the degree of collectivization (state,
society, and private) of superior dimensions limits plausible character-
istics of subordinate ones” (ibid, p. 261). Applying these rules, it
appears unlikely that the state is the main provider of healthcare ser-
vices while the (superior) financing dimension is dominated by soci-
etal or private actors. However, Böhm et al. [4] revealed one real
type represented by Slovenia that challenges their assumptions by
the combination of state provision of healthcare services and societal
financing by social insurance contributions. There is also indication
of systems in the Global South where the healthcare infrastructure is
mainly public while (private) out‐of‐pocket financing is the major
funding source (e.g. Azerbaijan, Armenia or Nigeria, [16,30,22]).
Moreover, applying hierarchy assumptions to global actors is ambigu-
ous. Given the aforementioned varied role these actors may have, we
cannot generally assume a certain hierarchical position. For example,
the same IGO may engage very differently with one receiving country
versus another, and this may depend on any number of factors such as
the amount of money at stake, the political ties between the major
donors within the IGO and the receiving country, the nature and con-
ditions on the ground of the receiving country etc.
Table 4
Matrix of potential healthcare system types.

Actors in regulation Actors in financing Actors in

State

State State Type 1
Societal Type 5
Private collective Type 9
Private individual Type 13
Global Type 17

Societal State Type 21
Societal Type 25
Private collective Type 29
Private individual Type 33
Global Type 37

Private State Type 41
Societal Type 45
Private collective Type 49
Private individual Type 53
Global Type 57

Global State Type 61
Societal Type 65
Private collective Type 69
Private individual Type 73
Global Type 77

6

This said, the deductive approach allows for a tool that is sensitive
enough to detect sub‐systemic changes over time, in which one pre-
dominant actor‐type may give way to another within one or more
dimensions of healthcare. This may be the result of specific reforms
that expand or contract the role of extant actors within the system.
It may also arise from the entry of a new actor type which may change
the system’s equilibrium altogether, resulting in the birth of a different
system either in place of or in parallel to the status quo.

Among all possible actor constellations, we can identify pure types
as the most extreme or most consistent manifestations of system attri-
butes across the three dimensions (i.e. where one actor dominates all
three dimensions). These types (highlighted in Table 4) can provide
useful orientation for comparative researchers interested in identifying
cases (or groups thereof) based on their proximity to one of several
pure types. Based on tentative assessments of dominant actors, exam-
ples for state dominance in all three dimensions (Type 1) have been
widespread before 1990 in soviet countries [5], where most private
practice was prohibited and financing as well as regulation under con-
trol of the state. In those countries, changes in actor dominance were
most evident after the economic transformation with the implementa-
tion of social insurance in some, soaring private individual spending in
provision

Societal Private Global

Type 2 Type 3 Type 4
Type 6 Type 7 Type 8
Type 10 Type 11 Type 12
Type 14 Type 15 Type 16
Type 18 Type 19 Type 20
Type 22 Type 23 Type 24
Type 26 Type 27 Type 28
Type 30 Type 31 Type 32
Type 34 Type 35 Type 36
Type 38 Type 39 Type 40
Type 42 Type 43 Type 44
Type 46 Type 47 Type 48
Type 50 Type 51 Type 52
Type 54 Type 55 Type 56
Type 58 Type 59 Type 60
Type 62 Type 63 Type 64
Type 66 Type 67 Type 68
Type 70 Type 71 Type 72
Type 74 Type 75 Type 76
Type 78 Type 79 Type 80
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other countries as well as liberalization of the provision dimension
substantially altering the healthcare system type. The pure state type
is not necessarily limited to socialist economies as also governments
in capitalist societies can decide to put public authorities in place to
regulate, finance and provide healthcare services. Examples for the
pure societal type (type 26 in the matrix) may be represented by
community‐based health insurance programs which have been sug-
gested to increase healthcare coverage in Global South countries
[38]. In those systems societal actors are present through participatory
decision‐making and management, solidarity through contribution
financing or community‐rated premiums, and their non‐profit charac-
ter (ibid, p. 15). In pure private types (individual and collective, Types
51 and 55) the government takes only responsibility for framework
regulations of markets. Healthcare will have to be purchased directly
or covered by voluntary health insurance using risk‐rated premiums.
Very high out‐of‐pocket spending shares of 70 percent and more in
some countries of the Global South (e.g. Comoros, Myanmar, Nigeria,
Yemen, etc.) indicate that the existence of individual private systems
must be taken into account [43]. Finally, the pure global actor type
(Type 80) where all dimensions are dominated by non‐domestic actors
can serve as a further reference point. Global actors have not been con-
sidered in typological works despite their relevance in many health-
care systems. The pure type with global actors taking on all main
responsibilities of the healthcare system likely indicates a failed state
or the temporary collapse of domestic regulations due to natural disas-
ters or war. For example, the healthcare system in Haiti after the 2010
earthquake relied heavily on international help with more than 60 per-
cent of health spending coming from international donors and 400
humanitarian organizations delivering medical care in the country
while coordination was provided by national health authorities with
support by the WHO [43,6]. The relevance of global actors can most
easily be measured in the financing dimension. In 2017, external
financing over one third of total health spending could be observed
in ten countries, of which nine were located in Africa. In Mozambique
as an extreme case, global actors financed between 60 and 80 percent
of total health spending [43]. Global actor involvement in regulation is
less obvious, but often financial support is linked to conditionalities
which can affect regulatory issues such as the access of providers to
the healthcare market or remuneration schemes, etc. [9]. It is a matter
of empirical application of the typology to evaluate in which fields of
the matrix real world systems cluster and which changes over time can
be observed.
5. Discussion and conclusion

In the global typology of healthcare systems put forth in this study,
we aim to redress the biases of extant classificatory scholarship, often
borne of the empirical interest in the OECD‐world, to the neglect of
LMI economies and the special role played by global actors. In endeav-
oring to do so, we rely on the strengths of deductive logic which allow
for greater conceptual neutrality and flexibility. Our resultant typology
can serve as an analytical roster to guide comparative research, espe-
cially where an interest in the role of actors and their responsibility
for the key functions of the healthcare system are at stake. By focusing
on actors, the typology is particularly well suited to studying the role
of the state – relative to other major actor types – in the regulation,
financing and service provision of healthcare. Still, by focusing on
the question of “who” rather than the “how” or “what”, the present
typology misses important system attributes such as the level of
resources, the generosity of benefits, or the content of regulatory
action characterizing a system. For researchers interested in outcomes
or performance, information on the latter may be indispensable. This
said, an actor‐centered approach may nevertheless serve as an impor-
tant starting point for understanding how the dominance of specific
actors may be correlated with different kinds of input and output vari-
7

ables (e.g. amount of financing, hospital infrastructure.) that can come
to impact performance in a country. Where strong patterns are visible,
evidence can help to inform policy making across a variety of national
contexts. Such evidence may be particularly useful for emerging and
developing welfare states, where healthcare systems are just coming
into fruition or maturity.

While restricting its focus to actors, the present typology is other-
wise open for different ways of operationalizing the dominance of
actors according to data availability and system context. Owing to
the discretion afforded to the researcher in terms of unit of analysis
and the operationalization of dimensions, the typology provides a uni-
versal toolkit for studying healthcare systems irrespective of their level
of development. Hence, it allows us to counter the proverbial apples to
oranges problem in comparative research. Better still, the typology can
serve as a basis for generating new and comprehensive standardized
data in areas of the world where only fragments of the healthcare sys-
tem have yet to be accounted for. And this can lead us to more robust
comparisons of apples to apples and oranges to oranges.

Still, the utility of this typology, as any other, requires critical test-
ing as a next step in order to gage its empirical applicability. Testing
the typology will also demonstrate whether it is necessary to indeed
unpack the category of global actors in terms of their varied roles
and levels of involvement in national healthcare systems. This is what
we will endeavor to achieve in future research.
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