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[bookmark: affSTemp][bookmark: mainSTemp]Health systems are fundamental to ensuring the right to health and maintaining the stability of welfare states. In this broad framework, this narrative review takes a look at Italy and China—two countries with very different historical backgrounds and institutional paths—as they deal with challenges like demographic aging, increasing chronic illnesses, and ongoing disparities in access to care. This paper aims to examine the most relevant peer-reviewed studies, as well as current legal and policy documents, in order to outline a comparative overview of the approaches to financing, coverage, and service provision in Italy and China, two very different countries. The Italian National Health Service, financed through general taxation and designed to be universal, aims to ensure equitable access to healthcare while having to contend with significant regional differences and financial difficulties. On the other hand, China, which operates with a mixed model, has rapidly expanded its insurance coverage using a variety of schemes and embracing technological advances, which has enabled large-scale access to healthcare, although considerable differences remain between urban and rural areas and provinces. When compared, each system shows particular strengths: Italy’s local care networks and focus on continuous services offer a model for inclusive welfare, while China’s use of digital tools demonstrates how innovation might help overcome obstacles in settings with limited resources and maintain continuity of care. There is a noticeable overlap in how both countries handle chronic diseases and their shared concern for equity in health policy. Considering these points, mixed approaches that combine universal coverage, financial viability, and flexible use of technology could provide useful ideas for crafting more fair, effective, and resilient health policies in various settings. Rather than proposing direct policy transfer, the comparison identifies context-dependent strategies that may inform future healthcare reforms.
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1. Introduction
Health systems represent a cornerstone of modern welfare states, shaping both the realization of the right to health and the broader socioeconomic equilibrium. Health systems are commonly classified into different organizational models, ranging from tax-funded systems inspired by the Beveridge tradition to insurance-based systems relying on social or private contributions. These models differ in terms of governance, financing mechanisms, and the balance between public and private provision, shaping how access to care is structured and delivered (Bevan et al. 2010; Esping-Andersen 1990).
While national models of healthcare provision have developed in response to specific historical, cultural, and economic trajectories, contemporary global challenges—such as demographic aging, the increasing burden of chronic diseases, and inequalities in access to care—require shared solutions (Maccheroni et al. 2025). Comparative research can offer both theoretical perspectives and practical suggestions for how healthcare policies might develop over time (Zhou et al. 2019).
[bookmark: _Ref228694440]This paper centers on Italy and China, two systems that, while both well-known, differ quite a bit in their structure. Italy’s National Health Service (Servizio Sanitario Nazionale, SSN), created in 1978, operates within the framework of a Beveridge-style system, guaranteeing universal coverage by means of funding based mainly on taxation. In its long history, the system has witnessed numerous changes aimed primarily at the decentralization process with ever more power granted to regional authorities in managing healthcare. Although this has allowed flexibility in the functioning of the system, it has also caused the considerable differentiation of regions in regard to the accessibility and effectiveness of medical services (Mucelli and Spigarelli 2017; Fattore et al. 2023; Ricciardi and Tarricone 2021). On the contrary, the Chinese healthcare system can be characterized by a mixed model with various public institutions working in cooperation with numerous social health insurance organizations. Following the reforms of 2009, the population coverage rate in China has grown considerably thanks to such programs as Urban Employees, Urban Residents and Rural Population. However, certain shortcomings still exist in the current structure, namely fragmentation, imbalance between urban and rural territories and a rather heavy dependence on out-of-pocket payment sources (Naghavi et al. 2025; Yi 2021).
By looking closely at how these two systems differ and overlap in areas like service delivery, how resources are distributed, and policy execution, this study aims to pinpoint effective approaches, expose key weaknesses, and suggest ways in which each country might learn from the other.
Although several studies have examined the Italian or the Chinese healthcare system separately, comparative analyses have generally focused on specific dimensions, such as financing, service delivery, or individual reforms. In the authors’ view, only few contributions have attempted to integrate these institutional, organizational, and policy dimensions within a single comparative framework while considering the common pressures generated by demographic aging, chronic diseases, and territorial inequalities. This review seeks to address this gap by providing an integrated comparison of the two healthcare systems, highlighting not only their structural differences but also the policy logics underlying recent reforms and the conditions under which selected experiences may offer useful insights for other contexts.
2. Materials and Methods
2.1. Study Design
This study adopts a documentary and comparative research design based on a narrative literature review. A systematic review or scoping review methodology was initially considered; however, in the authors’ view, it proved methodologically unsuitable for the purposes of this study. The available literature on the Italian and Chinese healthcare systems, in fact, is highly heterogeneous in terms of scope, methodology, language, and institutional focus, encompassing policy analyses, legal frameworks, epidemiological studies, and health economics reports.
Given this heterogeneity, the application of rigid systematic review protocols (e.g., PRISMA-based screening and strict inclusion criteria) would have led to the exclusion of key sources such as policy documents, institutional reports, and context-specific analyses, which are essential for understanding governance structures and reform trajectories. Therefore, a structured narrative review was deemed more appropriate to capture the complexity of the two systems and enable meaningful cross-national comparison. Compared with a systematic review, this approach offers greater flexibility in integrating heterogeneous forms of evidence and is particularly useful in comparative health policy research, where institutional arrangements cannot always be assessed through standardized outcomes. Its main limitation is the lower degree of reproducibility and the greater role of interpretative judgment in source selection and synthesis. For this reason, the narrative approach adopted here was combined with explicit selection criteria, thematic analysis, and triangulation of different types of evidence, as described below.
2.2. Search Strategy and Data Sources
The literature search was conducted across major international databases, including PubMed, Scopus, Web of Science, and ScienceDirect, as well as institutional sources such as OECD Health Data, the WHO Global Health Observatory, and the European Observatory on Health Systems and Policies (HiT series).
The search was performed between January 2024 and March 2025 and included publications in English and Italian. Additional relevant sources were identified through backward citation tracking and consultation of institutional repositories.
Search terms were combined using Boolean operators and included: “Italy National Health Service,” “China healthcare reform,” “urban rural healthcare disparity China,” “comparative health systems Italy China,” “aging and chronic disease health policy,” “telemedicine China,” “long-term care Italy,” and “cross-national health policy comparison.”
2.3. Inclusion and Exclusion Criteria
Although the review does not follow a fully systematic protocol, explicit inclusion and exclusion criteria were applied to enhance transparency and reduce selection bias.
Included sources met the following criteria:
(i) Relevance to healthcare system structure, financing, governance, or reform in Italy or China;
(ii) Focus on key thematic areas such as coverage, equity, regional disparities, chronic disease management, digital health, or long-term care;
(iii) Publication in peer-reviewed journals, institutional reports, or official statistical databases.
Exclusion criteria were as follows:
(i) Studies with a purely clinical focus not connected to system-level analysis;
(ii) Publications lacking methodological clarity or institutional credibility;
(iii) Duplicate or redundant analyses without additional substantive contribution.
Rather than applying rigid quantitative thresholds, the selection process was guided by conceptual relevance and the ability of sources to contribute to the comparative analytical framework.
2.4. Selection Process and Analytical Approach
The selection of sources followed a two-step process. First, titles and abstracts were screened to identify potentially relevant contributions. Second, full texts were assessed qualitatively based on their relevance to the study’s analytical dimensions.
To address the risk of subjectivity inherent in narrative reviews, the authors adopted a thematic selection strategy, ensuring that each included source contributed to at least one of the predefined domains of comparison: financing models, service delivery organization, governance structures, and reform dynamics.
The analysis was conducted through qualitative synthesis, with findings organized according to these thematic domains. Quantitative indicators from WHO and OECD databases were used to support and contextualize the comparison, particularly with regard to expenditure, coverage, workforce, and resource distribution.
To further reduce the risk of selection bias, evidence was triangulated whenever possible by comparing peer-reviewed publications with reports issued by international organizations and national health institutions. Preference was given to recent sources, although seminal studies were retained where necessary to explain the historical evolution of the two healthcare systems. Divergent findings were interpreted in light of differences in study design, institutional context, and publication objectives rather than being excluded from the analysis.
2.5. Comparative Framework
To move beyond a purely descriptive approach, the study employs an explicit comparative framework based on three analytical dimensions:
(i) Institutional design (financing mechanisms, coverage models, and governance structures);
(ii) Implementation and regional variation (including disparities in access and service delivery);
(iii) Reform trajectories and system sustainability (with particular attention to demographic change, chronic disease burden, and digital health development).
This framework enables the identification of both convergences and divergences between the two systems and supports a more interpretative and critical comparative analysis rather than a simple descriptive juxtaposition.
2.6. Methodological Limitations
This study has important methodological limitations. The narrative review design does not allow for full replicability or statistical generalization, and the selection of sources inevitably involves a degree of interpretative judgment. However, given the structural and institutional differences between the Italian and Chinese healthcare systems, a fully standardized systematic review would not have captured the contextual complexity required for meaningful comparison.
The approach adopted here prioritizes analytical coherence and contextual depth over procedural rigidity, while maintaining transparency in the selection process and clearly defined analytical criteria.
Additional limitations should also be acknowledged. The narrative approach does not permit formal assessment of study quality or quantitative synthesis of findings, and publication bias cannot be completely excluded. Furthermore, the inclusion of policy documents and institutional reports, while essential for understanding healthcare governance, may reflect the perspectives of the issuing organizations. These limitations should therefore be considered when interpreting the conclusions, which are intended to provide an analytical overview rather than definitive causal inferences.
3. Health Coverage in Italy and China: Universality vs. Selectivity
[bookmark: _Ref228694184]Italy’s healthcare system is founded on the principle of universalism, guaranteeing equal access to services for all residents through the SSN (Ying et al. 2020; de Belvis et al. 2022). Financed by general taxation, it provides coverage irrespective of income, employment status, or geographic location, and periodic updates to the essential levels of care (Livelli Essenziali di Assistenza—LEA) enable adaptation to evolving public-health needs, balancing distributive equity with standardized service provision (OECD and European Commission 2022). The LEA guarantee basic services, such as primary care, hospital care, emergency response, and chronic disease management (Ministero della Salute 2023a). In 2021, 98% of the population were registered with a general practitioner, and the rate of hospitalization (148 per 1000) was in line with the average rates in the EU (Ying et al. 2020; de Belvis et al. 2022). The emergency departments handled over 23 million visits, with 70% of cases addressed on the same day thanks to optimized protocols and specialized staff (AGENAS 2021). Chronic diseases are also incorporated into the LEA structure: 92% of patients were treated by family doctors, and virtually the entire population had access to basic services, with coverage of 99.5% in primary care and 99.7% in emergency care (de Belvis et al. 2022; OECD and European Commission 2022). Updates to the LEA structure between 2017 and 2021 incorporated new therapeutic achievements: immunotherapy for oncology, rare diseases, and early Alzheimer’s diagnosis (OECD and European Commission 2022). During the 2021 COVID-19 campaign, over 85% of the population had free access to vaccination (Ministero della Salute and ISS 2022). Supportive policies for vulnerable populations include specific exemptions from user charges: in 2021, approximately one quarter of the population benefited from exemptions, and about 43% of total health spending was covered by public services for vulnerable populations and chronic/rare diseases (de Belvis et al. 2022; OECD and European Commission 2022). Free influenza vaccination reached 87% of older adults, surpassing the EU average (OECD and European Commission 2022). Universal access reduces administrative complexity, mitigates social inequalities, and strengthens prevention and health promotion, while public financing alleviates individual financial burdens and favors long-run cost containment via investment in primary care and prevention (Fattore et al. 2023; Ying et al. 2020).
In contrast, the Chinese model is based on a selective strategy around a core biomedical insurance system that balances near-universal coverage with a pyramidal service delivery system that aims to maximize resource allocation (Li and Fu 2017; Wang et al. 2020a). As of 2023, the basic medical insurance (BMI) scheme has covered more than 95% of the population (Wang et al. 2020a). There are three main schemes in place: the Urban Employee Basic Medical Insurance (UEBMI) scheme for employed city dwellers, offering the highest level of protection (≈75–85% co-payment); the Urban and Rural Residents Basic Medical Insurance (URBMI/URRMI) scheme for non-employed individuals, offering lower levels of protection (≈50–60% co-payment); and Catastrophic Illness Insurance, which helps fund expensive care with 50–70% co-payment (Ministero della Salute and ISS 2022; Wang et al. 2020a). Despite broad coverage (≈1.34 billion people), disparities remain (Maccheroni et al. 2025; Li and Fu 2017). UEBMI beneficiaries typically enjoy higher reimbursement ceilings (e.g., CNY 500,000 in Beijing) than URBMI beneficiaries (≈CNY 200,000) (Ministero della Salute and ISS 2022; Wang et al. 2020a). Out-of-pocket payments still represent roughly 27–28% of total health expenditure (Wang et al. 2020b). The tiered design reflects China’s demographic scale and regional heterogeneity, but it also generates unequal benefit distribution.
[bookmark: _Ref228700592][bookmark: _Ref228700593]Policy emphasizes efficient allocation via multilevel insurance, with a focus on primary care and public health, reduced subsidies for high-level care, and private insurance for individualized needs (Ministero della Salute and ISS 2022; Li and Fu 2017). Differential payments and cost-sharing mechanisms are employed to minimize waste and optimize system efficiency (Ministero della Salute and ISS 2022; Bevan et al. 2010). There has been significant progress made, with public subsidies for URBMI increasing from CNY 10 to CNY 640 (2003–2023), and the list of drugs expanding from 300 to 3088, including 74 anti-cancer and 80 rare disease drugs; the annual cost of imatinib has reportedly decreased from CNY 300,000 to CNY 6000 through national negotiations (Wang et al. 2020b; Luo et al. 2024; Macabeo et al. 2023; Yuan et al. 2021). Private insurance has expanded dramatically, with premiums reaching approximately CNY 850 billion in 2022 and covering over 100 million people, complementing public benefits with access to premium services, imported drugs, and innovative therapies not included in the basic package (Wang et al. 2020b). In conclusion, the Chinese healthcare system has shown flexibility in its operation and resource optimization through selective coverage, but equity remains a concern; the Italian universal healthcare system ensures equal access to essential services but requires improved resource allocation to address territorial inequalities (Ying et al. 2020; de Belvis et al. 2022; Ministero della Salute and ISS 2022).
4. The Territorial Impact of Health Policies
[bookmark: _Ref228695058]Italy established its SSN in 1978, ensuring universal, tax-funded healthcare coverage for all residents (Coppola et al. 2008). Recognized globally by the WHO (Mladovsky et al. 2009), this model has substantially reduced the financial burden of healthcare, particularly for disadvantaged groups. However, its reliance on public funding has exposed vulnerabilities during economic recessions (WHO 2020; Cylus et al. 2016).
Post-2010 austerity measures undermined operational capacity in several regions, resulting in increased waiting times for specialized healthcare services (OECD and European Observatory on Health Systems and Policies 2021). The 2001 constitutional reform transferred responsibility for healthcare governance to regional authorities, with the goal of improving flexibility and responsiveness (Siciliani et al. 2013). At first, this decentralization allowed wealthier northern regions to strengthen and better manage service delivery (France et al. 2005). Over time, however, it widened regional disparities: regions such as Lombardy now offer high-quality, well-funded services, while southern regions like Calabria continue to face underfunding and administrative inefficiencies. The lack of consistent national standards has further deepened differences in access to specialized care across the country (Borgonovi and Compagni 2013).
In recent years, financial constraints have created a significant gap in healthcare investment (WHO 2020; Cylus et al. 2016; Masseria and Giannoni 2010). Since 2010, the growth of Italy’s healthcare spending has remained below the OECD average, leading to structural pressures on the system (WHO 2020). Persistent underfunding has accelerated the deterioration of infrastructure, reduced access to services, and weakened overall quality of care (Cylus et al. 2016). Between 2010 and 2018, healthcare personnel decreased by 8% (Corte dei conti 2025), intensifying workload pressure and necessitating rationing measures such as reduced outpatient hours, postponed surgeries, and a general deterioration of patient experience.
Since 2003, China has steadily moved toward near-universal health coverage for both urban and rural populations through the introduction of the New Rural Cooperative Medical Scheme and the Urban Resident Basic Medical Insurance (Eurostat 2018; Zhang et al. 2017). These reforms have markedly improved access to healthcare in rural areas, offering essential protection to low-income groups and helping reduce medical impoverishment. In 2016, the integration of urban and rural insurance systems further narrowed health disparities (Zhang et al. 2017; Yip et al. 2019). By 2020, basic medical insurance coverage had surpassed 95%, making China’s program one of the largest in the world (Zhao et al. 2014).
Despite this progress, regional differences in funding and reimbursement remain, particularly in economically disadvantaged areas (Zhang et al. 2017). While essential services are generally covered, advanced and high-cost treatments are still reimbursed at relatively low levels. Market-oriented reforms introduced in the early 2000s expanded the role of the private sector, contributing to greater efficiency (WHO 2022). The growth of private institutions has reduced pressure on public hospitals and encouraged innovation, but it has also created challenges, including defensive medical practices and strained doctor–patient relationships (Liu et al. 2017).
In leading urban hospitals, profit-driven practices have sometimes encouraged the overuse of expensive drugs and technologies, raising overall costs. The commercialization of healthcare has further widened the urban–rural divide, concentrating high-quality resources in major cities while rural regions continue to face shortages in infrastructure and healthcare personnel (Liang and Langenbrunner 2013).
The “Healthy China 2030” strategy reflects a shift from a treatment-centered model to one focused on prevention, overall well-being, and stronger public health integration (Blumenthal and Hsiao 2015). Priorities include chronic disease management, health education, and community-based prevention initiatives. Strengthening primary care institutions and general practitioners has enhanced local service capacity and improved control of non-communicable diseases (Tan et al. 2019).
At the same time, the strategy promotes the development of broader health-related sectors—such as fitness, nutrition, and mental health—thereby diversifying the healthcare system (Blumenthal and Hsiao 2015; Tan et al. 2019). Nevertheless, regional gaps in public health infrastructure, workforce training, and health education limit implementation. Public commitment to preventive care remains suboptimal, necessitating sustained government investment and promotion efforts (Zhang et al. 2017; WHO 2022).
5. Accessibility and Quality of Services
The Italian healthcare system delivers widespread and high-quality services through a network of general practitioners and uniform national standards. Primary care physicians manage both acute and chronic conditions, preventive care, and patient education. During the COVID-19 pandemic, remote consultations and local monitoring helped reduce hospital burden and support epidemic control (Li et al. 2020; Guarducci et al. 2025). For example, consistent diabetes management has been associated with a 15% reduction in complications and related hospitalizations (Conferenza Stato–Regioni 2020).
Emergency services have also performed strongly: in 2021, emergency departments recorded 23 million visits, 70% of which were resolved within 24 h thanks to standardized protocols and specialized training (OECD and European Commission 2022). Despite these positive outcomes, marked regional disparities remain. Lombardy has 4.2 physicians per 1000 inhabitants, compared with 2.9 in Calabria, and hospital bed availability ranges from 4.6 to 3.0 per 1000 residents (Ying et al. 2020). Access to advanced technology differs as well: Da Vinci surgical robots are widely available in northern regions, while MRI scanners are still limited in parts of the South.
[bookmark: _Ref228699930]Operational gaps are also evident in waiting times—around 15 days for specialist visits in the North compared with 35 days in the South—with non-urgent surgeries in some southern regions postponed for more than six months (Ministero della Salute 2023a). These disparities contribute to patient mobility: in 2021, 12% of complex cases from southern regions were treated in the North, particularly in oncology and cardiac surgery (Ministero della Salute 2023b; AGENAS 2019). Bed occupancy rates are also higher in the South (78% versus 62%), suggesting greater systemic strain despite efforts to standardize services through the LEA. To address these imbalances, the government allocates targeted resources through the National Health Fund (Fondo Sanitario Nazionale, FSN), with particular attention to strengthening infrastructure and service quality in southern regions (AGENAS 2024; Conferenza Stato–Regioni 2021). Interregional cooperation has also increased: in 2021, San Raffaele Hospital in Milan sent 120 healthcare professionals to Sicily to support and train local staff (Fondazione GIMBE 2024). Telemedicine has further enabled real-time specialist consultations across all regions, overcoming geographic barriers and improving care in underserved areas.
Within China’s healthcare system, resource allocation is being steadily refined through a multi-tiered service model, stronger integration between urban and rural networks, and the expansion of telemedicine. Although territorial disparities persist, ongoing policy initiatives and technological innovations are gradually narrowing equity gaps.
At the center of the system is a hierarchical structure: primary care clinics manage common illnesses and preventive services, accounting for 60% of first diagnoses in 2023, while secondary and tertiary hospitals focus on more complex and critical conditions (Gazzetta Ufficiale della Repubblica Italiana 2023). Rural community health centers place particular emphasis on maternal and child health, helping guarantee access to essential services.
To reinforce primary care, the government has promoted family physician-based services. In 2022, six national agencies jointly issued guidelines aimed at improving service quality and broadening coverage, with targets of reaching 75% of the general population and 85% of priority groups by 2035 (NHC 2024a). Differentiated reimbursement policies further encourage patients to seek treatment at lower-level facilities. Nonetheless, urban–rural disparities remain significant. In 2019, urban areas had 3.82 physicians per 1000 inhabitants, compared with 1.79 in rural areas (NHC 2022). Advanced hospitals in cities such as Beijing and Shanghai draw patients from across the country, while many village clinics continue to face infrastructure shortages. To help close this gap, China has invested in integrated healthcare networks and digital health solutions. Through teleconsultation platforms, leading tertiary institutions such as Peking Union Medical College Hospital provide remote clinical support to underserved provinces including Guizhou and Qinghai (NHC 2022). By 2022, remote analysis of imaging and ECGs improved diagnostic efficiency in underserved regions (NHC 2022).
Innovation in e-health has also restructured access to medications. Regulated by the 2022 Regulation on Online Drug Sales, electronic prescriptions and home delivery have enhanced continuity of care in remote areas (General Office of the NHC et al. 2023). Electronic health records now interconnect institutions, reducing redundant testing and improving care coordination.
In addition, the 2023 Notice on High-Quality Primary Healthcare and the Three-Year Development Plan for Community Hospitals aim to upgrade more than 30% of community health service centers into community hospitals by 2025, with the creation of over 500 new facilities each year (NHC 2022)
Public health programs are designed to reach the entire population and include chronic disease management, maternal and child health monitoring, vaccination campaigns, and preventive health education. Data from 2023 indicate a rise in public investment, particularly in chronic disease care and epidemiological surveillance (SAMR 2022). A national healthcare quality monitoring system has also improved service outcomes: in 2022, tertiary public hospitals reported reductions in complication rates and surgical infections (NHC 2024a).


6. Health Expenditure Financing
[bookmark: _Ref228697551]The SSN, primarily funded through taxation, ensures universal access to high-quality care via a publicly managed system, complemented by modest direct payments (“ticket”) to maintain equity and sustainability (Ying et al. 2020). In 2021, health expenditure reached 8.7% of GDP, below the EU average of 9.9% (de Belvis et al. 2022). Public spending accounted for 75% of total health expenditure through the FSN, while the remaining 25% was covered by private payments and insurance for services beyond the essential LEA (OECD and European Commission 2022; OECD and European Observatory on Health Systems and Policies 2023).
Resource allocation closely mirrors policy priorities. Hospital care represents the largest share of spending (28–30%), covering acute admissions, surgical procedures, and intensive care. In 2021, there were more than 9 million hospitalizations, driven largely by population aging and the concentration of specialized public centers in fields such as oncology, cardiology, and neurosurgery (OECD and European Commission 2022).
Ambulatory care accounts for 22.4% of total expenditure and includes diagnostic services, specialist consultations, and rehabilitation. Italy records over 2.5 billion outpatient visits each year, with around 30% taking place in the more economically developed northern regions. Growing demand for specialist services—particularly cancer screening and advanced imaging—has contributed to rising costs in this area (de Belvis et al. 2022).
Pharmaceuticals and medical devices make up 17.8% of overall health spending. In 2021, this sector reached € 24 billion, with 65% financed by public funds (Ministero della Salute 2024). The expanding use of targeted and biotechnological therapies, especially in oncology, has led to annual growth rates of 8–10% in pharmaceutical expenditure.
Long-term care represents 10.1% of total expenditure, primarily for the elderly, chronically ill, and disabled, delivered through home and residential services. More than 3 million elderly individuals required such care in 2021. However, regional disparities persist, especially in the South, where infrastructure and workforce shortages compromise service quality (Conferenza Stato–Regioni 2020; NHC 2024b; Guarducci et al. 2023; Guarducci et al. 2022; Nante et al. 2021).
Primary care and prevention constitute 10–15% of expenditure. Approximately €18 billion in 2021 was allocated to programs such as vaccination campaigns, chronic disease screening, and health education initiatives. During the COVID-19 pandemic, more than 85% of the population received vaccinations free of charge (AIFA 2021). The nationwide network of general practitioners and pediatricians—serving 98% of residents—plays a central role in chronic disease management and ongoing health monitoring (Ying et al. 2020; Conferenza Stato–Regioni 2020). Additional services, accounting for 5–10% of total expenditure, include public health administration, digital infrastructure such as electronic health records, telemedicine, emergency response systems, and epidemic preparedness and control (de Belvis et al. 2022).
China’s healthcare system operates under a government-led framework supported by a diversified financing structure, with the goal of ensuring basic coverage for the entire population (ISS 2021). Health financing rests on three main pillars: public funding, social health insurance, and private expenditure. Public funds are directed toward essential services, including vaccination programs, chronic disease management, and maternal and child healthcare. Social insurance schemes—primarily UEBMI and URBMI—serve as the core safety net, complemented by a critical illness insurance fund that helps cover high-cost treatments. Out-of-pocket payments are mainly used for medications not included in reimbursement lists, premium services, and private healthcare.
According to the 2023 Statistical Report, total health expenditure reached 9.06 trillion yuan (6425.3 yuan per capita), representing 7.2% of GDP. This underscores the growing economic importance of the health sector and the government’s continued efforts to improve both quality and accessibility (SAMR 2022; ISS 2021).
Public expenditure accounted for 2.41 trillion yuan (26.7%), primarily financing public hospitals and essential services—from inpatient and emergency care to national immunization campaigns and chronic disease prevention programs. Targeted investments in central and western regions aim to narrow infrastructure gaps. Social health insurance contributed 46% of total spending (4.17 trillion yuan), mainly through UEBMI, URBMI, and critical illness coverage. Employers and institutions further enhance protection through supplementary insurance and subsidies, while private investment in healthcare infrastructure and innovation helps diversify services and strengthen system resilience.
Private spending made up 27.3% of total expenditure (2.48 trillion yuan), largely directed toward non-reimbursed medications, advanced diagnostic services, personalized health check-ups, and rehabilitation in private facilities—reflecting a rising demand for individualized and preventive healthcare (SAMR 2022).
Table 1 below summarizes the core differences between the two healthcare systems.
[bookmark: _Hlk211684305]Table 1. Core differences between Italy and China health systems.
	Dimension
	Italy
	China

	Governance and organization
	National health service with strong regional autonomy and nationally defined essential levels of care; mixed hospital-community delivery
	Central and provincial stewardship of multiple basic medical insurance schemes; hierarchical delivery (primary–secondary–tertiary)

	Financing mix
	Predominantly tax-financed with modest co-payments
	Mixed model combining government budget transfers, social health insurance contributions, and household out-of-pocket payments

	Coverage design
	Universal entitlement to essential levels of care regardless of employment status
	Near-universal enrolment via employee and resident schemes with differing benefit packages; supplementary catastrophic coverage as a top-up

	Cost-sharing profile
	Broad exemptions for vulnerable groups; comparatively low out-of-pocket burden
	Higher and more variable cost-sharing with local deductibles and ceilings; household payments remain salient

	Primary care model
	General-practitioner-centered continuity of care and chronic-care pathways
	Expanding family-doctor contract services and incentivized gatekeeping, but strong patient preference for tertiary hospitals

	Territorial equity
	Marked North–South disparities in capacity, waiting times, and technology
	Pronounced urban–rural and inter-provincial gaps in personnel, infrastructure, and benefits

	Provider landscape
	Predominantly public providers with selective private involvement.
	Large public sector alongside rapid growth of private hospitals and commercial insurers

	Digital health
	Telemedicine scaled during the pandemic; progressive integration of electronic health records
	Rapid expansion of telehealth, electronic prescriptions, online pharmacies, and interoperable records

	Pharmaceutical policy
	Rising expenditure on innovative therapies managed within the public benefits package
	National price negotiations and formulary expansion, notably for oncology and rare-disease medicines

	Selected quantitative indicators
	Health expenditure: 8.7% of GDP (2021); physicians: 4.2/1000 in Lombardy vs. 2.9/1000 in Calabria
	Health expenditure: 7.2% of GDP (2023); physicians: 3.82/1000 urban vs. 1.79/1000 rural


Overall, the comparison suggests that the main difference between the two systems lies not only in their financing mechanisms but also in the institutional logic through which resources are allocated. Italy prioritizes equal entitlement to essential services and accepts higher fiscal responsibility in exchange for universal coverage. China, in contrast, emphasizes progressive expansion of coverage through differentiated insurance schemes and targeted resource allocation. These alternative approaches reflect different policy priorities rather than different commitments to improving population health, illustrating how institutional context influences the balance between equity, efficiency, and financial sustainability.
7. Health and Social Challenges in Italy and China
7.1. Chronic Diseases
Non-communicable chronic diseases (NCDs) are characterized by gradual onset, prolonged progression, and complex recovery. They are multifactorial in origin, often only partially understood, and not attributable to infectious agents. These conditions include cardiovascular diseases (e.g., hypertension and stroke), cancers, diabetes, and chronic respiratory diseases. Non-communicable diseases (NCDs) are an increasingly pressing global health concern. According to the World Health Organization (2025), they are the leading cause of death worldwide, responsible for 41 million deaths each year—around 71% of all global deaths (NHC 2023; PAHO 2023). Their growing prevalence, closely linked to socioeconomic development and lifestyle changes, places heavy pressure on health systems and calls for urgent, integrated strategies focused on prevention and long-term management. In Italy, data from 2011 to 2014 show a stable trend in NCD-related mortality among people over 65 years of age (WHO 2024). This relative stability can be partly attributed to Italy’s early demographic transition and its long-standing investment in a well-structured, mature healthcare system (Ying et al. 2020). A strong primary care model, centered on general practitioners, supports continuous and personalized management of chronic conditions. This approach has helped reduce hospital admissions and improve overall system efficiency (Ying et al. 2020; France et al. 2005). Preventive measures—including smoking bans, public health campaigns, and lifestyle interventions—have also generated tangible benefits, such as declines in smoking-related diseases (ISTAT 2017; Cesaroni et al. 2008). Nonetheless, population aging and rising healthcare costs driven by technological innovation continue to test the long-term sustainability of the Italian system, making further innovation and strategic resource allocation essential (Ying et al. 2020).	Comment by Laura Emanuelle Pancescu: We have revised the year to 2025, because we could not find any reference in year 2021. Please confirm,
In China, data from 2011 to 2014 indicate a steady rise in deaths from cancer, cardiovascular diseases, and diabetes among individuals over 60, with cardiovascular diseases being the most common cause (Maccheroni et al. 2025). Chronic respiratory diseases remained relatively stable and represent a comparatively smaller public health burden. These trends reflect the rapid growth of the elderly population living with chronic conditions, increasing demands on the national health security system. Reimbursement rates in China currently vary, averaging around 60% for urban–rural resident insurance and 70% for employee insurance, with exact levels determined by local policies (Barone-Adesi et al. 2011, Yip et al. 2012). At the same time, population aging is shrinking the working-age population while raising the prevalence of chronic illness among older adults, further intensifying pressure on social welfare and healthcare systems. In response, China has introduced resource-optimization policies targeting vulnerable populations. A key measure is the implementation of annual expenditure thresholds for access to centralized health funds (deductibles), enabling local authorities to tailor eligibility criteria. Out-of-pocket costs below the threshold are not reimbursable, thereby prioritizing support for high-cost cases (Yip et al. 2023; ILO 2025).
7.2. Demographic Aging
Population aging, characterized by declining birth rates and increasing life expectancy, is progressively reshaping societal structures. According to international benchmarks, a population is considered “aged” when individuals over 60 years constitute more than 10%, or those over 65 years exceed 7% of the total population (The Commonwealth Fund 2023; IEG 2019).
Italy provides a compelling example of this demographic paradox. Despite possessing one of the most advanced health systems in the world, ranked first globally for the management of respiratory diseases, it faces growing challenges associated with population aging. In 2023, individuals aged 65 years or older accounted for 24.46% of the total population, an increase of four percentage points over a decade (GBD 2017 Italy Collaborators 2019; ISTAT 2024). Simultaneously, the 0–14-year age cohort declined to 12.2%, narrowing the contributor base and intensifying pressure on social care systems (ISTAT 2024).
China, following a different demographic trajectory, is experiencing a similar acceleration. Since the 1950s, three distinct baby boom cycles have produced demographic waves that now manifest in 217 million individuals over 65 years, growing at an annual rate of 4.5% since 2014 (ISTAT 2025; NBS 2024). Since officially entering an aging phase in 1999, China has experienced a steadily rising demand for geriatric care and long-term support services.
Both China and Italy now face similar challenges: optimizing resource allocation in the context of a shrinking workforce, expanding services tailored to age-related conditions, and maintaining a balance between financial sustainability and high-quality care. Population aging has therefore become a crucial test of how effectively health systems can adapt to changing social and demographic realities (Yip et al. 2019; UNDP 2024).
7.3. Health Inequalities: Regional and Economic Dimensions
[bookmark: _Ref228699956]In Italy, the decentralization established by Article 5 of the Constitution has resulted in significant regional disparities (Ying et al. 2020; NHC 2023). The northern regions, benefiting from stronger economies, provide higher-quality care, advanced technologies, and shorter waiting times (NHC 2024b). By contrast, southern regions such as Calabria and Sicily suffer from chronic underfunding, outdated infrastructure, and shortages of medical personnel, which drive substantial internal patient migration (AGENAS 2024; Toth 2014).
Similarly, in China, the long-standing urban–rural divide continues despite recent reforms (Naghavi et al. 2025; AGENAS 2023; Yip et al. 2012). Urban centers such as Beijing and Shanghai are equipped with advanced hospitals and highly specialized staff, while rural areas remain dependent on underfunded and less capable facilities (Eurostat 2018; AGENAS 2023). Patients from these regions often travel long distances to access advanced care, incurring prohibitive costs in the process (AGENAS 2023; Yip et al. 2012).
Both countries exemplify a broader pattern: territorial inequalities in healthcare mirror socioeconomic disparities and risk consolidating existing social divisions (Ying et al. 2020; AGENAS 2023).
In Italy, although essential healthcare services are publicly guaranteed, access to expensive treatments and private care options remains limited for lower-income groups (NHC 2024b; Zhao et al. 2021). Regional disparities further hinder equitable access, with “health tourism” driving substantial patient migration from less-resourced regions to better-equipped ones (AGENAS 2024; Fondazione GIMBE 2024).
[bookmark: _Ref228699205][bookmark: _Ref228699214]In China, near-universal insurance coverage can mask ongoing inequalities (AGENAS 2023; European Commission and ESPN 2018). Urban residents generally enjoy more comprehensive benefits, while rural populations face lower reimbursement rates and higher out-of-pocket costs—especially for chronic and serious illnesses—contributing to persistent risks of medical impoverishment (Naghavi et al. 2025; Wang et al. 2020b).
Despite their universal frameworks, both systems struggle to protect vulnerable populations, highlighting the urgent need for more equitable and targeted health strategies, especially in disadvantaged areas (Ying et al. 2020; NHC 2024b; AGENAS 2023).


7.4. Access to Healthcare for Vulnerable Populations
In both Italy and China, vulnerable groups encounter systemic barriers to healthcare. In Italy, migrants and undocumented workers face linguistic, legal, and bureaucratic obstacles that limit access to non-emergency services and continuity of care. Although urgent treatment is legally guaranteed, irregular legal status often restricts engagement in long-term healthcare pathways, with particularly severe consequences for mental health—the so-called invisible diseases of migrants (Yao et al. 2022; World Health Organization and Regional Office for Europe 2018).
In China, the Hukou system continues to restrict internal migrants’ access to healthcare outside their registered residence (European Commission and ESPN 2018; Wang et al. 2020a). Although reimbursement reforms have been implemented, complex procedures and limited coverage still represent significant obstacles (Müller 2016; Zhou et al. 2024).
While Italy has emphasized community-based inclusion policies, such as multilingual services, and China has expanded interregional reimbursement and poverty-reduction health initiatives, both systems continue to face challenges in implementation (European Commission and ESPN 2018; Wang et al. 2020a; Yao et al. 2022). The central issue remains ensuring substantive rather than merely formal access to care for disadvantaged populations (NHC 2024b; AGENAS 2023).
7.5. Overburdened Centers of Excellence
Healthcare in both countries also demonstrates a tendency toward centralization. In Italy, northern hospitals—particularly those in Lombardy—serve as hubs for advanced diagnostics and highly specialized care, drawing patients from across the country (Ying et al. 2020; AGENAS 2019). This concentration creates heavy workloads and long waiting times in major centers, while local facilities elsewhere remain underused. As a result, peripheral healthcare services are weakened, and opportunities for professional development and training become more limited (NHC 2023; Toth 2014).
A comparable pattern can be observed in China. Tertiary hospitals in large cities such as Beijing and Shanghai often face persistent overcrowding, whereas rural hospitals struggle with limited resources and lower levels of public trust (Eurostat 2018; AGENAS 2023; Yip et al. 2019). Centralization thus reinforces inefficiencies, exacerbates inequalities, and deepens regional health divides (Naghavi et al. 2025; AGENAS 2023).
7.6. Deficits in Health Literacy and Education
Health education plays a crucial role in prevention and in the sustainability of healthcare systems, yet disparities remain marked. In Italy, southern regions and marginalized communities—such as migrants and low-income families—exhibit lower health awareness, limited access to preventive programs, and delayed care-seeking behaviors (Bevan et al. 2010; Esping-Andersen 1990). Language barriers and lower levels of education further limit people’s ability to navigate the healthcare system effectively, particularly among migrant populations (Yao et al. 2022).
In China, although urban residents generally have higher health literacy and better access to digital health tools, rural communities continue to experience significant informational gaps (Bevan et al. 2010; Esping-Andersen 1990). Lower literacy levels, inadequate infrastructure, and the need to prioritize basic economic survival often reduce participation in preventive healthcare initiatives (AGENAS 2023; Yip et al. 2019).
The outcome in both countries is a heavier burden of avoidable disease and greater strain on health systems. To mitigate these effects, tailored, equity-oriented health education strategies are essential. By enhancing communication, accessibility, and community awareness, both Italy and China can reduce health disparities and promote more proactive engagement with care (NHC 2024a).
[bookmark: _Hlk211684467]Table 2 below summarizes the main challenges facing the two healthcare systems.
Table 2. Principal challenges (shared and system-specific).
	Challenge Area
	Italy
	China

	Population aging and long-term care
	Rapid aging strains long-term care; stronger integration between health and social care is needed.
	Fast-growing older population; scale-up of community and primary geriatric services required.

	Chronic diseases
	Mature general-practitioner networks, but cost growth (innovative drugs and technologies) pressures public budgets.
	Rising burden among older adults; benefit ceilings and thresholds can limit financial protection.

	Territorial inequalities
	Persistent regional differentials; patient outflow from Southern regions.
	Urban–rural divide in workforce, beds, and advanced services; migration toward metropolitan centers.

	Workforce distribution
	Shortages and uneven skill mix after years of fiscal restraint; waiting-time differentials.
	Lower physician density in rural areas; overcrowding of tertiary hospitals.

	Financial sustainability
	Health spending as a share of gross domestic product remains below the European Union average; need to rebalance hospital and community spending.
	Significant household out-of-pocket burden; regulation of private sector growth and transparent procurement are ongoing priorities.

	System centralization
	Centers of excellence overloaded; peripheral capacity underused.
	Referral pathways not yet fully effective; congestion at top-tier hospitals.

	Access for vulnerable groups
	Administrative and language barriers for migrants; uneven uptake of preventive services.
	Household registration system constrains portability; complex cross-region reimbursement.

	Health literacy and prevention
	Regional gradients in health literacy and screening adherence.
	Persistent deficits in rural health education and digital access.

	Technology governance
	Need to scale telehealth and artificial intelligence with equity, safety, and interoperability standards.
	Rapid digitalization requires stronger regulation, safety oversight, and equitable access mechanisms.


8. Discussion
The comparative analysis of the Italian and Chinese healthcare systems highlights distinct institutional trajectories but also strikingly convergent structural challenges. Both countries grapple with the tension between universality, financial sustainability, and equity in healthcare delivery (Zhang et al. 2017; WHO 2022; Liang and Langenbrunner 2013). From a theoretical perspective, the comparison can also be interpreted through the lens of welfare state theory and institutional path dependence. Although Italy broadly reflects the Beveridge model, characterized by universal tax-funded coverage, China has developed a state-led insurance model that combines public regulation with differentiated insurance arrangements. These institutional configurations shape not only financing mechanisms but also the distribution of responsibilities between central and local governments, the degree of territorial variation, and the policy instruments available to address emerging demographic and epidemiological challenges. From this perspective, the comparison suggests that similar pressures do not necessarily produce institutional convergence. Rather, common challenges such as population aging, chronic disease, and territorial inequality are mediated by pre-existing financing and governance arrangements. This extends the existing literature by bringing institutional design, territorial implementation, and reform trajectories within the same comparative framework, rather than examining individual policy dimensions in isolation.
Italy’s tax-funded universal model places strong emphasis on primary care integration and chronic disease management, making general practitioners pivotal in an aging society (Ying et al. 2020; NHC 2024a). However, the constitutional framework of regional autonomy, rooted in Article 5, has generated enduring territorial inequalities, particularly in the allocation of resources and infrastructural development (Siciliani et al. 2013; Bevan et al. 2010).
These disparities, most visible between northern and southern regions, have been further exposed during fiscal crises, when reliance on public financing has underscored systemic vulnerability (Ying et al. 2020; NHC 2024b).
This calls for diversified funding mechanisms capable of sustaining universal coverage without undermining its foundational ethos (France et al. 2005).
China, by contrast, demonstrates how emerging economies can expand healthcare coverage through segmented insurance schemes for urban and rural populations, complemented by rapid technological integration (Zhang et al. 2017; WHO 2022). The deployment of artificial intelligence and big data has significantly improved diagnostics and resource management. Yet, rural–urban inequalities persist, and market-driven incentives have at times encouraged unnecessary medicalization, underscoring the importance of stronger regulatory oversight (Naghavi et al. 2025; Corte dei conti 2025; Eurostat 2018; Zhang et al. 2017).
Despite following different development paths, both healthcare systems face comparable challenges. Future reforms must strike a careful balance between efficiency and equity, supported by adaptive governance that aligns local realities with international best practices (NHC 2024a). For Italy, strengthening territorial cohesion remains a central priority. More targeted fiscal transfers and better harmonization of national standards could help narrow the persistent divide between the North and the South. At the same time, expanding telemedicine and digital health platforms presents valuable opportunities to improve access to care for underserved and remote populations (Ying et al. 2020; NHC 2024a; Bevan et al. 2010).
China’s reform priorities differ but are equally pressing. The polarization of healthcare provision demands substantial investment in rural infrastructures, the reinforcement of primary medical training, and the raising of reimbursement ceilings for chronic and severe illnesses (Naghavi et al. 2025; Zhang et al. 2017; Bevan et al. 2010).
Addressing postcode-based inequities requires sustained investment in rural health centers (Naghavi et al. 2025).
Financial sustainability represents another shared challenge. Italy could expand Diagnosis-Related Group (DRG)-based reimbursement systems to curb rising expenditures and reduce inefficiencies (Zhao et al. 2018). China, on the other hand, must focus on improving transparency in pharmaceutical procurement and regulating private-sector involvement to reduce household financial burdens while preserving public equity (Macabeo et al. 2023; Yuan et al. 2021).
Demographic transitions add a further layer of complexity. The rapid aging of both populations makes long-term care (LTC) reform unavoidable. In Italy, existing long-term care (LTC) services need to be expanded and more effectively integrated with mental health and social support systems (Siciliani et al. 2013; Cavalieri et al. 2013). China faces comparable demographic pressures and must ensure that expanding elderly care services does not deepen the gap between urban and rural areas. Technological innovation represents both a shared opportunity and a point of divergence between the two systems. For Italy, this means strengthening investment in artificial intelligence, robotics, and digital health, supported by cross-border collaboration and public–private partnerships. Smart technologies for elderly care could significantly enhance both efficiency and quality of service (Liang and Langenbrunner 2013). China, while already advancing rapidly in medical innovation, requires stronger regulatory mechanisms to ensure ethical and safe deployment (WHO 2022).
Cross-national learning is therefore possible at the level of policy mechanisms rather than through direct institutional replication. Italy may draw lessons from China’s rapid deployment of digital health tools and their use in connecting highly specialized centers with underserved areas. China, conversely, may draw on the Italian experience of universal entitlement, primary-care continuity, and nationally defined essential levels of care. In both cases, these lessons require adaptation to existing financing and governance arrangements. Taken together, these insights suggest that Italy and China, despite their distinct institutional legacies, share the imperative of building more equitable, efficient, and resilient healthcare systems. Their experiences demonstrate the need for context-sensitive reforms that address territorial and social inequalities while leveraging innovation for the benefit of vulnerable populations. At the same time, they highlight the potential of cross-national learning to support the global advancement of inclusive and sustainable healthcare.
The authors would like to point out that the comparison should not be interpreted as suggesting a direct transfer of policies from one country to the other, since the institutional arrangements are deeply embedded within different political, administrative, demographic, and economic contexts. Consequently, successful reforms cannot simply be replicated but must be adapted to local governance structures, financing capacities, and population needs. Rather than identifying universally transferable policies, the comparison points to selected mechanisms that may be adapted across institutional settings. These include nationally defined minimum standards combined with targeted territorial funding, stronger primary-care coordination, interoperable digital platforms linking peripheral and specialized services, and reimbursement mechanisms designed to improve financial protection for vulnerable populations. Their transferability depends on adaptation to each country’s governance structure, financing capacity, and existing organization of service delivery.
9. Conclusions
Despite the notable differences in the institutional setting, the level of decentralization, and historical context of the two nations, some converging structural factors have been identified, which exert significant influence upon both healthcare systems. These include aging demographics, the rise in prevalence of chronic diseases, and persistent territorial inequalities. While these phenomena create common grounds for policy reform, the strategies to address them are quite distinctive—Italy relies on its decentralized, tax-funded universal healthcare system whereas China opts for its unique insurance-based model led by the state. Perhaps one of the most crucial issues of transformation is the increase in the role of preventative measures, including vaccination policies. Indeed, both countries have implemented extensive immunization programs; however, there is considerable variation in terms of effectiveness, reliability of vaccines provided, and the ability to reach the older population. Thus, in order to enhance system sustainability and reduce the burden on the healthcare system, the priority would be to improve the rates of vaccine uptake.
Furthermore, digital health becomes a prominent feature of contemporary transformations in healthcare. Indeed, in China, significant strides have been made in the sphere of developing digital platforms and using advanced technologies in delivering healthcare services to the patients. Italy also shows some progress in using e-health technologies, although the lack of coherence in implementing reforms at the regional level remains an issue. Thus, not only the introduction of new tools should be considered: it is also important to align institutions and ensure the interoperability of digital health systems.
The third major issue of reform relates to public–private partnerships (PPPs). In fact, both countries are characterized by the presence of private health facilities providing medical services to patients. However, the extent of PPPs is different in the two cases. For instance, China promotes the development of partnerships with the private sector in order to increase its capabilities. In Italy, private providers complement the universal system, which implies some additional opportunities for addressing healthcare capacity issues.
Last but not least, it is expected that healthcare financing will become an important determinant of future transformations in healthcare systems. Specifically, the Italian tax-funded approach is faced with rising difficulties related to the demographic trend and limited fiscal capacity. Thus, it is important to consider the possibility of modifying resource allocation approaches in order to achieve better balance. As for China, there is a need to reduce reliance on the out-of-pocket payments in financing healthcare. In general, the findings obtained during this comparison prove that cross-national learning can lead to important insights despite significant differences in the institutional settings. More specifically, Italy may draw lessons from the scale and speed of China’s digital-health implementation, while China may draw on the Italian experience of universal entitlement and primary-care continuity. These mechanisms cannot be transferred unchanged, but they illustrate how cross-national learning can inform context-sensitive reform.
In conclusion, it can be stated that focusing on primary care, implementing prevention and digital innovations, optimizing cooperation between public and private sectors, and ensuring financing will be key steps towards achieving resilience and promoting equity in healthcare.
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