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PREVIOUSLY ON POLISH HEALTHCARE 
SYSTEM: EXPERIENCE IN REFORMS
– URGENT REFORMS IMPULSES:

• Still some problems with health needs-based contracting of 
services (based instead on available resources: infrastructure, 
hospitals, etc);

• Issues with public healthcare providers debt;

• Chronic underfunding;

• Excess of lean management;

• Medical personnel shortages;

• Silo policymaking;

• Structural egoism;

• Etc.

M I C H A Ł  Z A B D Y R - J A M R Ó Z



The Partnership for Health System 
Sustainability and Resilience 
(PHSSR). PHSSR was initiated by the 
London School of Economics and 
Political Science (LSE), the World 
Economic Forum (WEF) and 
AstraZeneca, motivated by a shared 
commitment to improving 
population health, through and 
beyond the COVID-19 pandemic. 
The initial phase of the partnership, 
of which this report is a product, 
was funded solely by AstraZeneca.

Spurce: 
https://www3.weforum.org/docs/
WEF_PHSSR_Poland_Report.pdf
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Resilience and Sustainability

ACROSS 5 DOMAINS (Health Systems’):
1. GOVERNANCE

2. Financing 

3. Workforce 

4. Medicines and Technology 

5. Service Delivery
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GOVERNANCE
Analytical framework: governance 
for sustainability and resilience 



ANALYTICAL FRAMEWORK: GOVERNANCE 
FOR SUSTAINABILITY AND RESILIENCE 

framework was developed via literature review 
concerning governance, governance for health, 
good governance, deliberative and other, similar 
concepts such as pragmatic model of 
bureaucratic responsiveness – focusing on 
normative and prospective propositions related 
to the concept
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GOVERNANCE 

– a stage in a 
long history 
of public 
policy-
making 



Traditional…, New… and Governance
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United Nations ESCAP
The Economic and Social Commission for Asia and the Pacific
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PARTICIPATION

Dimensions of participation:

• CLIENT’S PARTICIPATION

– Individual needs and interests

– MARKET (NPM approach)

• CITIZEN’S PARTICIPATION

– Common good, rights, law

– PARTICIPATORY DEMOCRACY 
(good governance approach)
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Deliberative governance in deliberative systems
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DELIBERATIVE / AUTHORITATIVE / 
PRAGMATIC GOVERNANCE

Hendriks: „The central idea behind deliberative governance is that policy making 
requires spaces where different institutions, agencies, groups, activists and 
individual citizens can come together to deliberate on pressing social issues”

Liao, Y. (2018). Toward a Pragmatic Model of Public Responsiveness: Implications for Enhancing Public Administrators’ 

Responsiveness to Citizen Demands. International Journal of Public Administration, 41(2), 159–169.

Hendriks, C. M. (2009). Deliberative Governance in the Context of Power. Policy and Society, 28(3), 173–184.
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RESULTS



RESULTS:



Results for governance: Pt. 1/3
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Results for governance: Pt. 2/3
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Results for governance: Pt. 3/3
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SOME CONCLUSIONS
DESCRIPTIVE IMPLICATIONS OF 
NORMATIVE THEORY
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PROCESSES OF DECISION-MAKING ARE 
CHARACTERIZED BY THE FOLLOWING PHENOMENA

1. Silo policymaking

2. Sequenced compartmentalization

3. Misalignment between policymaking 
practices (top-down decision-making) and 
organization of healthcare system

4. Structural egoism
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1. SILO POLICYMAKING

Coordination is either insufficient or ad hoc 
leading to ‘silo policymaking’ and myopic or 
narrow policy motivation (tunnel-vision). This 
issue is somewhat recognized by the Ministry of 
Health, particularly in the search for health 
impact assessment tools.
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2. SEQUENCED COMPARTMENTALISATION

– is a predominant mode of processing complex issues, resulting 
in inconsistent decision-making. It comprises of systemic rules to 
deconstruct wider policy problems into smaller aspects (or 
inputs), to compartmentalize processing of those aspects in 
dedicated institutions and to sequence those processing stages 
in a specific order. 

For instance, pharmaceutical reimbursement decisions are sequenced in a 
following way: 

1. AOTMiT (Agency for Health Technology Assessment and Tariffs System) 
provides expertise; 

2. this is followed by Economic Commission bargaining with producers; 

3. and this is followed by MoH’s final political decision.
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TRADITIONAL MODELS OF POLICY-MAKING:

COMPARTMENTALISATION
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TRADITIONAL MODELS OF POLICY-MAKING:

COMPARTMENTALISATION
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3. MISALIGNMENT BETWEEN 
POLICYMAKING PRACTICES AND 

ORGANISATION OF HEALTHCARE SYSTEM

Misalignment between policymaking practices (top-down
decision-making) and organization of healthcare system
(contracting of services requiring consensus between principal
stakeholders) results in end-of-pipe deadlocks (e.g. “strikes” of
providers refusing to accept contracts under new imposed
conditions and reforms).
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4. STRUCTURAL EGOISM
– rules of the system force actors to behave egoistically – not the
result of bad will or human nature but a survival strategy…
(As informants observe:) This results in disjointed actions of actors (between NHF and providers) where
particularistic motivations dominate over policy objectives.

Structural egoism causes or leads to:
• breakdown of cooperation between actors (negotiator’s dilemma);

• breakdown of communication between actors (strategic control of information); 

• opportunistic behaviors of healthcare providers that strive to exploit overpricing 
of certain services, eventually leading to unfair competition practices and 
wasteful resources allocation;

• (in the context of serious system underfunding) excessive austerity practices and 
lean management, bringing with them the overburdening of personnel and lack 
of emergency redundancies due to practices of employing only the minimum 
necessary Staff.
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4. STRUCTURAL EGOISM
• All processes and decisions are to take place via quasi-market 

bargaining between cooperating but rival antagonists.

• An integral feature of the Polish health-care system since the 1999
reforms: civil law contracts between the National Health Fund and 
service providers.

• Provider competition for system’s resources – encourages the search 
for cream skimming opportunities and hampers coordination.

• The negotiator’s dilemma – assuming the selfishness of the other side
provokes exaggerated claims at the start and withholding information 
(strategic info control).

• Shifting responsibility and costs onto others or saving on emergency 
reserves.

• It forces drastic savings on staff and supplies…
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4. STRUCTURAL EGOISM

• Difficulties in 
coordination and 
needs-based 
planning

• Strategic 
information control

• Hypertrophy of 
‘lean management’

• Disjointed governance
– dispersion of 
responsibilities

• Chronic underfunding

• SUSTAINABILITY DEFICIT:
inefficient resources 
allocation 

• RESILIENCY DEFICIT: lack 
of crisis redundancies  
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FAILED HOSPITAL SYSTEM REFORM: 
HOSPITAL DEVELOPMENT AGENCY



Hospitals system reform impulse
• System’s chronic underfunding (healthcare insurance contribution 

lower than planned) → public hospitals’ chronic debt. 

• Constant need to exceed contractual limits, for which the National 
Health Fund did not always return the money (sometimes also 
overestimating some benefits provoking unnecessary treatments, 
e.g. invasive cardiology).

• Hospital debt was blamed overwhelmingly on poor management or 
the lack of bankruptcy capacity of dominant legal form of public 
hospitals, i.e., Independent Public Healthcare Institutions (SPZOZ).

• Proposed solution: transforming SPZOZs into capital companies (LLC, 
JSC)

– For example, the Act on Medical Activity of 2011 was intended to, among other things, 
force local governments to transform SPZOZ into capital companies.
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Since 2011 – a new legal systematization of healthcare providers

+ FORCED COMERCIALIZATION OF PUBLIC HOSPITALS IN DEBT
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FINANCING:
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STRUCTURAL EGOISM → 
INEFFICIENT RESOURCES ALLOCATION 

• Disjointed governance – dispersion of responsibilities.

• Difficulties in coordination and needs-based planning.

• Strategic information control.

• Cream skimming attempts – uncoordinated investments on an internal 
market – by local hospitals in the same area lead to waste of resources: 
NHF does not have enough money to contract same specialist wards in the 
same area.

• Attempted solution: Electronic tool for coordinating investments in local 
healtcare providers IOWISZ (Instrument Oceny Wniosków Inwestycyjnych 
w Sektorze Zdrowia) – Evaluation Instrument of Investment Motions in 
Health Care, EIIM.
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Hospitals’ system reform impulse

• Legal consensus till 2019: the founding 
entities, primarily territorial self-
governments, should be responsible for 
hospitals’ debts.

• 2019 Constitutional Tribunal ruling: 
territorial self-governments cannot be 
held responsible for the debts of their 
hospitals. Those debts were the result of 
the implementation of their statutory 
and constitutional tasks – i.e. providing 
healthcare according to MoH 
established guaranteed benefits basket
– which the National Health Fund often
refused to reimburse, because of the 
contractual limits had been exhausted.
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SCENARIO 1: towards integrated model, E.g.:
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EVEN MORE DISJOINTED GOVERNANCE…? 



REFORM FAILURE

• MoH, August 2022: 
„Not a good time for 
creating Hospital 
Development Agency

• Rampant inflation…

• Military investments 
announced…



Results for governance: Pt. 3/3
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Thank you for your attention
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