


EARLY DEVELOPMENT OF HEALTH CARE MODELS
The mid-19th into the early 20th centuries marked 
a pivotal period in the evolution of health care sys-
tems, with significant reforms and innovations 
taking place in Europe. Over the decades, nations 
have developed various models of health care 
delivery, each reflecting their unique sociopoliti-
cal contexts and priorities.

The mid-19th century also marked a turning 
point in the development of health care systems 
worldwide. Prior to this period, health care was 
provided by individual 
practitioners, religious 
institutions and charities. 
Patients paid practitio-
ners directly, or care was 
provided on a charitable 
basis. Public health inter-
ventions were minimal, 
and medical care was often expensive and inef-
ficient. However, the Industrial Revolution and 
the expansion of urban populations in Europe 
and North America created new challenges that 
demanded systemic approaches to health care.

Germany played a crucial role in the develop-
ment of modern social health insurance systems. 
In 1883, under the leadership of Chancellor Otto 
von Bismarck, the world’s first national health 

insurance program was established in Germany. 
The program was aimed at providing protection 
for industrial workers against the financial burden 
of illness. Bismarck’s social insurance model was 
based on the principle of social solidarity, where 
workers, employers and the state shared the cost 
of health care. This system also reflected Ger-
many’s growing industrial power and its desire to 
create a stable and loyal working class.

The German system was initially designed 
to cover working-class individuals, leaving the 

wealthy and the poor outside its scope. Over time, 
the system expanded, and by the 20th century, it 
had evolved into a comprehensive, multipayer 
system that covered nearly the entire popula-
tion. The German model became a template for 
many other countries, including Japan, and is still 
largely intact and financially solvent today.1

Switzerland, like Germany, developed a health 
insurance system in the late 19th century, but its 
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approach was slightly different. In 1911, Switzer-
land introduced compulsory health insurance, 
which required citizens to purchase insurance 
from private insurers, although premiums were 
subsidized by the government for the low-income 
population. The system was designed to offer uni-
versal coverage, but the actual implementation of 
the system varied by region, reflecting Switzer-
land’s federal structure.2

Unlike the German model, which relied heav-
ily on employer contributions, the Swiss system 
was based on individual workers paying private 
insurers, who then managed the delivery of care. 
In the Swiss system, private insurers fund the sys-
tem through individual contributions, but, impor-
tantly, they do not make a profit. They cover their 
costs annually. Any profit is directed to lowering 
premiums in a subsequent year. The government 
reviews costs annually and determines reim-
bursement standards.

The Swiss health care system remained rela-
tively decentralized throughout the 20th century, 
with each canton maintaining a high degree of 
autonomy over health care delivery. Today, the 
Swiss system is widely regarded as one of the 
most efficient and equitable in the world, pro-
viding universal coverage through a combina-
tion of public regulation and private insurers. 
The key points to this system are that the govern-
ment actively assesses costs, and that the funding 
model does not allow the insurance companies, 
who manage claims, to benefit from a profitable 
markup for services. Profit is directed toward cost 
containment.

In contrast to the German and Swiss systems, 
the United Kingdom developed a health care 
model based on social welfare principles. The 
Beveridge Report of 1942, authored by economist 
Sir William Beveridge, laid the groundwork for 
the establishment of the National Health Service 
(NHS) in 1948. The NHS was designed to pro-
vide comprehensive, universal health care to all 
citizens, regardless of income. It was, and still is, 
funded primarily through taxation, with health 
care services provided by the government.

The establishment of the NHS marked a major 
shift in British health care, moving away from the 
charitable and private provision of care toward a 
system of universal public provision. The NHS 
was based on the principle of equity, aiming to 
provide health care according to need rather than 

ability to pay. The Beveridge model has influ-
enced health care systems in many countries, par-
ticularly in Europe and the Commonwealth, and 
remains a key reference point for debates about 
universal health care. It is important to note that 
although the NHS provides universal coverage, 
the Beveridge model also allows individuals to 
pay out-of-pocket for private health care insur-
ance or providers outside the system.

Japan’s health care system is another notable 
example of an evolving model that blends ele-
ments of different approaches. Japan introduced 
universal health insurance in 1961, following a 
period of rapid economic growth and industrial-
ization. The Japanese system combines elements 
of the Bismarckian and Beveridge models, with 
both employer-based and government-adminis-
tered health insurance programs. The country’s 
health insurance system is financed through pre-
miums paid by employers and employees, as well 
as contributions from the government.

Japan’s approach to health care is character-
ized by a focus on preventive care and a strong 
emphasis on public health. The government pro-
vides extensive health screening programs, and 
citizens are encouraged to undergo regular health 
checks. The country’s low-cost, high-quality 
health care system is often cited as one of the best 
in the world,3 with Japan consistently achieving 
some of the highest life expectancy rates globally.4

STRUCTURAL DIVIDE OF AMERICA’S HEALTH SYSTEM
The United States presents a stark contrast to 
many of these mentioned countries. Its health 
care system has traditionally been dominated 
by private sector providers, with minimal public 
involvement until the mid-20th century. Unlike 
Germany or the U.K., the U.S. did not introduce a 
social health care system until the 1960s, with the 
establishment of Medicare and Medicaid. These 
programs were designed to provide health care 
coverage for the elderly, disabled and low-income 
individuals. Medicare and Medicaid, along with 
the Veterans Affairs health care system, mimic the 
U.K. system, with heavy government regulation 
on services and reimbursement.

For the rest of the U.S., most of the popula-
tion continues to fund their health care through 
employer-sponsored insurance, where private 
employers offer health insurance plans to employ-
ees. There is still a significant portion of the popu-
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lation who do not receive sufficient or any cover-
age from an employer. Instead, their health care 
needs to be self-funded, if they can afford it.

The U.S. spends more on health care than any 
other country, yet it struggles with significant dis-
parities in access to care, quality of services and 
health outcomes. Its private-sector-sponsored 
insurance model has led to high costs, inefficien-
cies and unequal access to care, particularly for 
marginalized groups.5

The U.S. health care system is, in fact, an inef-
ficient mash-up of the described international 
systems, with the addition of a health care mar-
ketplace. There are health care aspects that mimic 
the best international systems (Medicare, Medic-
aid and the VA), but for most of the population, we 
are left with private, profit-driven health insur-
ance, or systems like those in low-income coun-
tries where the individual or family must self-pay 
for their care.

The Affordable Care Act (ACA) expanded 
coverage options while retaining employer-
sponsored insurance. Knowing that many peo-
ple cannot afford to self-fund their health care, 
the ACA tried to create a Bismarck model, where 
the cost of health care was shared between the 
government and workers. The immediate prob-
lem was that the insurance model in the U.S. was 
still based on profit from providers, unlike the 
German system. Further, as recent events have 
illustrated, Congress has not kept its promise to 
support those who cannot afford to cover the full 
costs of their health care insurance.

CATHOLIC HEALTH CARE’S EVOLUTION IN AMERICA
The history of Catholic health care in the U.S. is 
deeply intertwined with the country’s broader 
health care development. Catholic hospitals and 
health care organizations have played a signifi-
cant role in providing care, particularly in under-

served areas, and have often been at the forefront 
of caring for vulnerable populations, such as 
immigrants and those who are poor. While they 
provided labor due to their calling, and accepted 
donations and pay for services to help fund care, 
the sisters realized that this model was insuffi-
cient. They had to find ways of having steady rev-
enue streams, and later they navigated the private 
insurance model, as well as Medicare and Medic-
aid, to continue providing financially viable care.

Catholic health care in the U.S. dates to the 18th 
and 19th centuries, with Catholic religious orders, 
mostly of Catholic sisters, establishing hospi-
tals and health care facilities in cities across the 
country. These institutions were initially focused 
on providing care to the poor, immigrants and 
those with no other means of support. The sisters 
played a crucial role in the establishment of these 
early hospitals, often in areas where medical care 
was scarce or unavailable.

Catholic hospitals were often seen as an alter-
native to Protestant and secular institutions, espe-
cially in places where new communities were 
created through western expansion. The ethos 
of Catholic health care emphasized compassion, 
care for the whole person, and a commitment to 
the sanctity of life. In many cases, Catholic hospi-
tals were among the first to offer services to mar-
ginalized populations, such as African Americans, 
who were often excluded from mainstream health 
care institutions.6 At the same time, as historian 
Barbra Mann Wall has documented, the sisters 
were entrepreneurs, seeking out specific popula-
tions that could help to provide a steady revenue 
stream, like railroad workers, miners and seamen. 
Charitable donations “never accounted for more 
than 9% of total receipts,” for the sisters’ hospitals 
in the late 19th and early 20th centuries.7

In the 20th century, health care changed 
significantly because of scientific advances.8  
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Catholic health care in the U.S. expanded signifi-
cantly, as religious orders continued to establish 
hospitals and health care networks across the 
country. By the mid-20th century, Catholic hos-
pitals had become a major component of the U.S. 
health care system, particularly in urban areas. 
Catholic health care organizations played a key 
role in the development of health care infrastruc-
ture, often filling gaps in services where govern-
ment programs and private insurers were not 
active.

The 21st century has brought both challenges 
and opportunities for Catholic health care in the 
U.S. On the one hand, Catholic hospitals face 

increasing pressure to adapt to the changing 
health care landscape, particularly as the U.S. 
moves toward even more market-driven models 
of care. The rise of for-profit hospitals, merg-
ers and acquisitions, and cost-cutting initiatives 
have raised concerns about the future of Catho-
lic health care’s mission of serving the poor and 
vulnerable.

CATHOLIC HEALTH CARE AT A CROSSROADS
The challenge that Catholic health care faces is 
the same that faces American health care. How 
can we create an equitable health care delivery 
system that is efficient and still meets the needs 
of the entire population? International health care 
systems have accomplished that by having the 
government play an important role in regulating 
health care costs through different mechanisms. 
As mentioned previously, the federal government 
has already done that in the Medicaid, Medicare 
and VA systems. While those systems are not 
problem-free, the model does work.

Catholic health care institutions in the U.S. can 
learn valuable lessons from international health 
care systems, especially those that have suc-

ceeded in providing universal and equitable care. 
In particular, the German, Swiss and U.K. models 
offer insights into the role of social solidarity, pub-
lic funding and regulation in ensuring access to 
care. These countries have demonstrated that it is 
possible to provide high-quality, affordable health 
care for all citizens while balancing the needs of 
the public and private sectors.

For Catholic health care in the U.S., the key 
challenge lies in adapting these international les-
sons to the nation’s unique cultural and politi-
cal context. Catholic health care organizations 
can advocate for policies that promote universal 
access to care, while also ensuring that their ser-

vices remain grounded in the 
values of compassion, ser-
vice to the poor and respect 
for human dignity.

As health care systems 
continue to evolve, Catholic 
health care institutions must 
reflect on the lessons learned 
from international models. 
By embracing the strengths 
of systems that prioritize 
equity, public responsibility 

and a holistic approach to health care, the Catho-
lic health ministry can continue to fulfill its mis-
sion of serving the most vulnerable members of 
society. Ultimately, international health care sys-
tems provide valuable insights into how Catholic 
health care in the U.S. can adapt and innovate in 
the face of growing challenges, ensuring that it 
remains true to its moral and ethical foundations.

BRIAN M. KANE is senior director, ethics, for the 
Catholic Health Association, St. Louis.
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QUESTIONS FOR DISCUSSION
This article by CHA’s Brian Kane, senior director, ethics, highlights that the United States “spends more 
on health care than any other country, yet it struggles with significant disparities in access to care, 
quality of services and health outcomes. Its private-sector-sponsored insurance model has led to high 
costs, inefficiencies and unequal access to care, particularly for marginalized groups.”

1. As CHA focuses on its Health Care Reimagined strategic objective, who do you turn to as an 
innovative thinker on the future of U.S. health care? What do you appreciate about his or her ideas?

2. What did you learn about the history of health care in the U.S. and other countries that you didn’t 
know? How does that affect your thinking about systemic reform or possible improvements in your own 
health system or care environment? 

3. What change would you most like to see to U.S. health care, particularly to curb staggering medical 
costs or to assist people deferring care because they can’t afford it?

4. What innovative ideas do you have that will enable Catholic health care ministries to continue 
our mission to care for the most vulnerable in our communities during an ever-challenging financial, 
political and social environment?
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