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Abstract

Purpose of the work to analyze the features of the formation and functioning of the
healthcare model and to summarize the experience of applying various methods of
managing healthcare systems in developed and developing countries. Research method:
descriptive research methods, analogy methods, groupings, scientific factual, systematic,
comparative and retrospective analysis are used as instrumental methodological methods
for studying the problem, but general scientific research methods (derivation, deduction,
collection and processing of statistical information). This provides a basis for comparing
the development of public health management tools applied in foreign countries.
Analyzing the directions of development of health care systems in developed and
developing countries, we find that, depending on the existing health care system, the
goals, objectives and mechanisms of development can be similar or differ greatly. The
search for the best model, carried out in both developed and developing countries, makes
it impossible to create a unified approach to building a health care system that will ensure
the creation of the most effective health care system. The effectiveness of the functioning
of health care systems and the achievement of the goals set to improve people's health
are less related to the implementation of specific management activities but are related to
the socio-economic conditions of management. Their implementation and the existing
healthcare system. This is confirmed by the similar rates of increase in life expectancy at
birth in developed countries, despite significant differences in management tools and a
natural difference in management tools.

Keywords: health care, model, health insurance, Semashko system, private health
care system, foreign experience

JeHcayJbIK caKkTay KyieciHiH THIMALTIriH 0arajay: meTeaaik Taxipuoe
Carpi6anaun 9.9.!, Omip A.l, Pyzanos P.M.!*
I Dxonomuxa uncmumymor FK MF)XE KP, Anmamot, Kazaxcman
Tyiin
3epTTey oici MoceseHI 3epTTEYAiH acHanThIK oJiCHAMAaJbIK OJICTepl pEeTIHIE
CUMATTaMaJIbIK 3€pTTEy OIICTepi, AHAIOTHUSJIBIK OSIICTEp, TONTACTHIPYJAp, FHUIBIMU

(bakTiiK, KYHEIIK, CAIBICTBIPMAJIbl KOHE PETPOCIEKTUBTI TajfayJiap KOJIIaHBLIAIbI,
Oipak JKaiumbl FHUIBIMH 3€pTTEy onicTepl (CTaTUCTHKANBIK aKmapaTThl IIbIFapy,
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NeNyKIusIay, >KHHAy >KOHE OHIeYy). byn mier engepiae KOJMIAHBUIATHIH KOFaMJBIK
JICHCAYNBIKThI OacKapy KypajldapbIHbIH JaMYbIH CalbICThIpYFa Heri3 6onaabl. Jlambiran
KOHE JaMylIbl eNAEpAeri JEHCAYNbIK CaKTay XYWECiHIH JaMy OaFbITTapblH Taylgai
OTBIPHIN, 013 KOJJAHBICTAFbl JIEHCAYJIBIK CaKTay >KyWheciHe OaiJIaHbICThI JTaMyIbIH
MakcaTTapbl, MIHIETTEpI MEH MeXaHM3MJAepi YKcac HeMmece aNTapibIKTaid
EpEeKIIeICHEeTIHIH OaiiKaiiMbI3. JlaMbIFaH eniepae Jie, JaMyIIbl eIAepIe A€ KYPri3iaeTiH
€H JKaKChl YIITiHI 13/1ey IeHCAYIBIK CaKTay IbIH €H TUIM/II )KYHECIH KYPY/Ibl KAMTaMachI3
€TETIH JICHCAYJIBIK CaKTay *KYWECIH KYpyHIblH OlpbIHFal TOCUIIH KYPYIbl MYMKIH €MeC
ereni. JleHcaynplK cakray *KYHelepiHiH KbI3MET eTYiHIH THIMJIUIIr jKoHE aJamaapIbIH
JICHCAYJIBIFBIH JKaKcapTy OOMBIHIIA ajiFa KOWbUIFAaH MakKcaTTapra eTy HaKTbl O0acKapy
KbI3METIH JKy3ere acelpyMeH a3 OaifaHbICThl, Oipak OacKapyIblH oJEyMETTIK-
SKOHOMUKAIIBIK O KaFgaiiapbiMeH OalmaHbICThl. Omapabl  JKy3ere achlpy KoHE
KOJIJIaHBICTaFbl JCHCAYNBIK CaKTay jKyieci; backapy KypaligapblHBIH aWTapIibIKTai
allbIpMalllbUIBIFbIHA JKOHE Oackapy KypajJapblHbIH TaOWFd — ailblpMalllbUIbIFbIHA
KapaMacTaH, JaMbIFaH elJep/ie TYbUIFaH Ke3/€ KYTUICTIH eMip CYPY Y3aKTHIFBIHBIH
WIFAIOBIHBIH YKCAC KapKbIHIApbl MYHBI PaCTalIbl.

Tyiiin ce3ep: AeHCayIbIK CaKTay, YATUIEP, MEIUIIMHAIBIK CAaKTaHABIPY, CeMaliko
KYHeci, )KeKe TeHCAYJIbIK CaKTay )KYHec, MEeTeNIiK ToxXIpruode

Onenka 3peKTHBHOCTH CHCTEM 31PABOOXPAHEHUsI: 3aPy0eKHBINH ONbBIT
Carbi6anaun A.A.!, Omip A.!, Pyzanos P.M.!
I Uuemumym sxonomuxu KH MHBO PK, Anmamu, Kazaxcman

AHHOTANUSA

Henms  paGoTel  mpoaHANIM3WPOBATH  OCOOCHHOCTH  (OPMHUPOBAHUS U
(YHKIMOHMPOBAHUS MOJEIM 3PAaBOOXPAHEHUS M OOOOIIUTH ONBIT MPUMEHEHHUS
pasUYHBIX METOAOB YIPABICHHUSI CUCTEMaMH 3/IpaBOOXPAHEHHUS B PAa3BUTBIX U
pa3BUBAIOMIMXCS ~ CTpaHaxXx. MeTox  HCCIeOBaHUSA:  ONMHUCATENbHBIE  METOJBI
UCCIICIOBAaHMsI,  METOJbl  AHAJIOIMM,  IPYNINUPOBKH,  HAy4YHO-(PaKTHUECKUil,
CUCTEMAaTUYECKUM, CPaBHUTEIBHBI W PETPOCIEKTUBHBIN aHAJIM3 HCIOJB3YIOTCS Kak
MHCTPYMEHTAJIbHbIE ~ METOJOJOTMYECKHE IPHUEMbl  HM3y4eHHMs  IpoOJEeMBbI, HO
oOIIeHayYHbIE METOJIbl HCCIEIOBAaHUs (IepuBaIus, OeaAyKius, cOop u oOpaboTka
CTaTUCTHYECKOW HH(popManuu). OTO [aeT OCHOBAHUE JMJIsi CPaBHEHMs pPa3BUTHUSA
MHCTPYMEHTOB YIIPaBJICHUs OOLIECTBEHHBIM 3APAaBOOXPAHEHUEM, MPHUMEHSIEMBIX B
3apyOeKHBIX CTpaHaxX pe3yJbTaT. AHAIU3UpPYs HANpPaBICHUS Pa3BUTUS CUCTEM
3IpaBOOXPAHEHHS B PA3BUTHIX U PAa3BHUBAIOLIUXCS CTPaHAX, Mbl OOHApYKHMBaeM, UTO B
3aBUCUMOCTH OT CYIIECTBYIOLICH CHCTEMBl 3ApaBOOXPAHEHUS LENH, 3aJaud U
MEXaHU3MBl Pa3BUTHS MOTYT OBITh CXOKMMH WM CHJIBHO pasznuuathes. [lomck
HawIydlled MOJENU, OCYIIECTBISIEMbI KaK B Pa3BUTBIX, TaK M B Pa3BUBAIOILIUXCS
CTpaHax, JIeJaeT HEBO3MOXKHBIM CO3J[aHHE €AMHOrO MOAXO0Ja K MOCTPOSHHIO CHCTEMBI
3IpaBOOXPAHEHHUs, KOTOPBIH 00ECIeunuT Cco3daHue MaKCUMaJIbHO 3(h(EKTUBHON
CHCTEMBl  3JpaBoOXpaHeHUs.  O(P(PEeKTUBHOCTH  (YHKIMOHHPOBAHUS  CUCTEM
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3/1paBOOXPAaHEHHUS U JOCTUKEHUE MOCTABIICHHBIX 33]1a4 10 YJIYYIICHUIO 3I0POBbs JII01eH
B MEHbIIEH CTENEHU CBS3aHbl C pealu3alueldl KOHKPETHBIX YIPaBIEHYECKUX
MEpONPUSTHI, a CBSI3aHBl C COLUAIbHO-3KOHOMHUUYECKHUMHU YCIOBUSIMHU BeneHus. Mx
BHEJPEHHE M CYIIECTBYIOIIAasl CHUCTEMa 3ApaBOOXpaHEHUs; OTO MOATBEPKAAETCA
CXOJHBIMU TEMIIAMU YBEJIMYEHUS OXUAAEMOU MPOJOJIKUTEIBHOCTH >KU3HU TMPHU
POKICHUH B Pa3BUTHIX CTPaHAX, HECMOTPS HACYIIECTBEHHbIE PA3INYMsI B HHCTPYMEHTaX
yIpaBJeHUs] €CTECTBEHHOE Pa3INuKie B HHCTPYMEHTAX YIpPaBJICHUS.

KuaroueBble cjioBa: 371paBOOXpaHEHHE, MOJEIb, MEIUIIMHCKOE CTpaxOBaHHUE,
cucrema CeMako, 4acTHasi CHCTeMa 3JIpaBOOXPaHEHHUS, 3apyOeIKHBIA OTBIT

Introduction

During the last decade countries have been paid special attention to the issues of
the quality of life of the population in the implementation of the current state policy and
planning the country's strategic development. This situation actualizes the issues of
increasing the efficiency public administration in this area, which requires the use of
adequate methods evaluation of the effectiveness of the implemented policy, considering
regional specifics and domestic and foreign experience in this area. In the world, there
are a huge variety of specific forms of organization of the public health system,
established under the influence of economic, political, cultural, historical, moral and
ethical factors, and a similar level of socio-economic development does not always mean
a similar similarity in healthcare systems. For example, developed countries use various
models of medical systems: liberal (USA), corporate (Japan), social democratic
(Scandinavia), etc. At the same time, the evolution of healthcare systems shows that
under the influence of globalization, on the one hand, the role of market mechanisms is
increasing On the other hand, control by the state and (or) international organizations is
being strengthened. This is manifested in the fact that insurance financing is becoming
more widespread, competition between health care providers is encouraged, and
population coverage is growing countries with medical care, international quality
standards are being introduced.

According to the WHO, a health system is a collection of resources, organizations,
and institutions that share a common goal of improving the health of all individuals. It
includes everyone from the doctor in a hospital in the capital city to the family in a rural
village. The system also encompasses nutrition and sanitation, and it operates within
various government agencies, for-profit organizations, and civil society.

The goal of a health system is to provide the best possible care to all its members.
It starts with the parents, who are knowledgeable about how to keep their kids healthy. If
a child gets sick, the mother can take the child to a clinic, where the doctor will diagnose
and treat the issue correctly. The clinic will also have the necessary equipment and
resources to provide the best possible care.

According to the WHO, a health system is a collection of resources, institutions,
and organizations that share a common goal of improving the health of all individuals. It
includes everyone from the doctor in a hospital to the family in a rural village. It also
encompasses nutrition and sanitation, and it operates within various government
agencies, for-profit organizations, and civil society.
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Literature review

Consider the specific features of the formation and functioning of models health
care. Depending on the methods of financing, forms and methods of controlling the
volume and quality medical care, incentive mechanisms for providers and consumers of
medical services distinguish three main models of the health care system: Bismarck
(insurance); Beveridge (state); Semashko (which is a kind of state system) and private
[1]. The first three models are built on the premise that a person's access to medical
services does not depend on his well-being: the rich pay for the poor, the healthy pay for
the sick.

In the private model, medical services are treated like any other commodity.
Currently, there is no single, most effective model of the health care system, which leads
to the need for reforms even in countries with high indicators of public health and living
standards.

The health insurance system is the most widely used in the world practice.
(Bismarck). Having a decentralized nature of management (at the regional level), the
system Bismarck is financed from three sources: insurance premiums from enterprises,
subsidies from the state and the costs of the insured himself. The payments of the
population and enterprises are of dominant importance in the financing of the system.
Government spending mainly consists of payments for the non-working population, as
well as financing of socially significant types of care and targeted programs (e.g. mental
health care where treatment is patient can take up to several years, which is very
unprofitable for insurance companies and, usually not included in standard household
insurance).

In countries with a health insurance system, there are generally two types medical
insurance: compulsory medical insurance (CMI) and voluntary medical insurance (VHI).

It should be noted that the targeted nature of the financing of the Bismarck system
allows to respond more flexibly and quickly to expanding needs for medical services. It
offers the population a wide range of insurance companies, medical organizations and

services they provide, and medical and nursing staff. Competition between
organizations (insurance and medical) contributes to improving the quality of medical
care. The Bismarck system implies a clear distribution of functions and responsibilities
between the state, funding bodies and medical institutions, together with

However, in our opinion, it has a number of problems:

- Unequal access to medical care for various social groups and remote territories;

- unjustified increase in the cost of medical services;

- Insufficient consideration of the interests of patients who are included in high-
risk groups, who are in a hospital for a long time or who remain outside the social
insurance system,;

- VHI violates the principle “the rich pay for the poor, the healthy pay for the
sick”

As an example of the successful functioning of Bismarck's healthcare system
consider the German experience. Most experts agree that the German healthcare system
is one of the most efficient in the world and continues to improve constantly [2].
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However, the main problem of German healthcare has been and remains the high cost of
medical services and pharmaceuticals. Concerning the German government is actively
reforming the health care system two directions.

As part of the first direction in the early 2000s, the following were carried out:
optimization expenses for medical services; various benefits have been introduced (for
children under 18 there are no additional payments); introduced an electronic card
containing medical data on human, which avoids the need for repeated studies. The
Institute for the Quality and Economic Efficiency of Health Care was established. The
Institute analyzes the therapeutic effects of drugs, creates clinical recommendations for
the treatment of diseases, engages in research activities on the quality and financial
rationality of services, and also provides the public with information on the quality and
effectiveness of work of healthcare systems. This innovation allows Germany to save up
to 3.3 billion euros per year [3]. As part of the second direction, the list of compensated
medicines and provided an opportunity for pharmacists to set the cost of medicines.

An example of the implementation of the Bismarck health care system is the
experience of Bulgaria. Prior to the introduction of the insurance system in Bulgaria, the
state model of healthcare functioned. The goal of the transition to insurance medicine
was to create an effective and responsive the needs of the patients of the system, however,
the introduction of the insurance principle did not give the expected result. The system
of financing based only on insurance premiums has failed to provide sufficient funds -
about a million people have refused to participate in the universal compulsory medical
insurance program, which led to the fact that those who make contributions to health
insurance are fewer than those who use the benefits provided by them [4]. This prompted
the government to new reforms: the legalization of private practice and its participation
in the MHI system, the restructuring of the primary health care sector, the introduction
of the institution of general practitioners, as well as the use of clinical examination
algorithms and treatment. Currently, the Bulgarian government is also pursuing an active
policy to reforming the health care system, aimed at achieving the indicators of the most
developed European countries and convergence with the European Union system: an
effective implementation of the legislation of the European Union and the development
of funds from the European Union.

The funds of the European Union are planned to be invested in health care and
directed to increase in efficiency and restructuring of the hospital network, as well as the
development of labor resources.

The main directions of the reform (the health care system in Bulgaria has been
developing in recent years according to the “National Health Strategy for 2007-2012")
have become standardization (in this direction, the system of accreditation of medical
institutions and the development of standards have been improved; payment for the
services of institutions depends on the quality of the medical care they provide) and
healthcare informatization (in Bulgaria, a lot of efforts are being made to create electronic
medical records, which make it possible to work electronically with referrals for
treatment and examination, as well as prescriptions), which has yielded significant results
both in the medical and financial aspects [5] . New health strategy for the period 2014—
2020 focused on solving individual problems, such as regional inequality, a shortage of
specialists in the industry, the fight against corruption; special attention is paid to
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intersectoral cooperation and participation of citizens in the management of the system
(achieving a broad social and political consensus). Critics of this strategy note that it does
not include specific measures to achieve the stated goals [6]

The public health system (Beveridge, Semashko systems) is also represented both
in developed countries (Great Britain, Canada) and in developing ones.

The main characteristics of the public health system are:

- central and regional planning (when planning medical care central planning has
an advantage, despite the fact that the peculiarities of the development of regions are also
taken into account. The health care system is managed centrally through the highest
governing body of the health care system);

- Financing health care through direct taxation (all funds are formed, as a rule, in
the federal budget and distributed from top to bottom along the administrative vertical.
Such centralized financing allows growth to be controlled cost of medical services);

- quality control of medical services by the state;

- coverage of medical care for the entire population (the state system ensures the
equality of citizens in receiving medical care. With such a system, the main part medical
institutions are owned by the state).

The state provides training for medical personnel, plans to develop a network
medical organization, finances the current and investment costs of the healthcare system,
develops medical science, carries out preventive measures and provides free medical care
to the population.

Among the main problems characteristic of the public health system are:

- insufficient stimulation of medical organizations to improve their efficiency;

- centralized containment by the state of growth in health care spending;

- insufficient consideration of the patient's opinion when choosing a doctor and
medical institution;

- turn - the regulator of the provision of medical care, in connection with which
the provided

- population groups prefer to go to private practitioners;

- Insufficient choice of hospitalization conditions from the point of view of the
patient

The UK was one of the first countries to introduce a state system healthcare. Since
1911, the UK had a health care system that covered about 1/3 of the population, and in
1948 a universal, free service was established health care (National Health Service, or
NHS) [7]. Since its inception, the state system has had an important distinctive feature,
which has been preserved to the present, is the payment of “general practitioners” by the
per capita method (capitalization). This is a payment method where the budget received
by one private practice depends primarily on the number of patients registered on a
permanent basis. Thus, the basic principle of capitation is that money follows the patient.

In this case, they have the opportunity to partly regulate demand according to the
laws of the free market, as they have the right to freely choose a doctor [8]. Today,
annually received by a doctorgeneral practice in the UK the amount depends on the
number of patients who have registered as his patients, on their sex and age and social
status.
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This is a fundamental feature of the health care system, around which, for the most
part, all reforms during the twentieth century. After the establishment of universal free
health care, a serious moral hazard arose: since general practitioners funded by the state,
patients who no longer paid for their treatment became abuse medical services, i.e. use
them without real grounds. Multifold increase in government spending on health care led
to the introduction of co-payments patients. In order to manage the risks associated with
nosologies that require serious expensive treatment, doctors were allowed to unite in
groups of fund-holders, and competition remained between groups of doctors. This
system structure health care allowed the UK to spend almost half as much on relation to
GDP in comparison with other highly developed countries [8].

However, over time, government spending on health increased (critics of the NHS
attributed this to the increasing costs of administration and bureaucracy). The content of
the NHS in the UK began to be spent up to 17% of the state budget [9], which, together
with the aging of the population, has led to the need to reform the healthcare system.

The main directions of the ongoing reform are the reduction of administrative costs
and more active participation of the private sector of medicine in the provision of services
to the population.

The first direction involves changing the funding model and the role of the doctor
in German Before the reform, the main distributive function was performed by the
managers of the regional departments of the health care system (trusts). The funds were
used for planning and payment for medical services. According to the reform, this
function should move to groups of clinical orders consisting of physicians.

The second direction of the reform is to increase the volume of medical services
provided by private organizations, which should lead to increased competition and cost
reduction [10]. Among developed countries, the public health system is also represented
in Denmark.

The Danish healthcare system provides free medical care to the entire population
of the country (except for dentistry and physiotherapy, for which patients pay co-
payments) and has its own unique distinctive features, formed, among other things, by
the reforms of the last decade [11].

One of these features is the patient's freedom to choose a healthcare institution. The
patient, having an appointment from a general practitioner, can choose to be admitted to
any public hospital. In 2002, this right was extended and the patient, waiting for treatment
for two or more months (since 2007 - one month), could also choose from some private
and foreign clinics. However, the number of patients using the data right, insignificantly,
since usually the duration of waiting for hospitalization does not exceed established
norms.

Another feature is the payment of a part of medical care by clinical and statistical
groups (the main part is paid for by block budgets).

Directions for reforming the Danish healthcare system include the standardization
of treatment methods and the accreditation of healthcare institutions, carried out to
improve the quality of medical services provided. Currently, the hospital infrastructure is
being reorganized with an increased role of emergency care and a decrease in the number
of hospital admissions, and the system of interaction between municipal, private and
regional providers of medical services is being improved [12].
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An example of a public health system among developing countries is Kazakhstan.

In 1991, Kazakhstan inherited the Soviet health care model, which was
characterized by government regulation and central planning; one of the fundamental
principles of the system were universal and free access of the population to medical care
[13]. Major changes in the structure and regulation of the health care system took place
in the 1990s and included: attempts to transfer management powers to regional
authorities, the introduction of compulsory health insurance, and the restructuring of the
primary health care sector.

Unfortunately, these reforms cannot be called successful. Currently, the system of
providing medical services is still quite fragmented and does not fully ensure the
continuity of medical care. Financing of health care is formed from two sources: the state
budget (republican and regional) and personal payments of citizens. Budgetary health
care financing was reintroduced in Kazakhstan in 1999 after an unsuccessful attempt to
introduce a system of compulsory health insurance [14]. There is no clear interaction
between primary and secondary health care, many services are provided by several
parallel structures: for example, both anti-tuberculosis and sanitary-epidemiological
services, as well as departmental systems health care at various ministries and
departments. Weak horizontal integration leads to duplication of functions and inefficient
use of healthcare resources.

The State Program for the Development of Healthcare of the Republic of
Kazakhstan for 2011-2015 aimed at solving these and other problems. Within the
framework of the program, it was supposed to strengthen the interaction of various
healthcare structures, improve the financing system, as well as develop preventive
services and improve the equipment of medical organizations [15].

It should be noted that the State Health Development Program Republic of
Kazakhstan for 20162019 it is again planned to create a system of compulsory social
health insurance in the country [16]. Further development of the healthcare system
involves the formation in 2017 of a three-tier system for providing medical care, where
responsibility for the health of citizens is shared between the state, employers and
employees. At the same time, the first level represents a basic package or a list of state-
guaranteed medical care, financed by republican budget (GOBMP); the second level will
include additional a package or list of medical care determined by the Government of the
Republic of Kazakhstan and financed by compulsory insurance payments from the state,
employers and workers; the third level will provide for an individual package or list of
services, determined on a voluntary contractual basis between insurance companies and
payers of premiums financed by voluntary contributions from citizens or employers in
favor of their employees.

With a private healthcare system, there is no mechanism for influencing the
territorial distribution of medical services (money is distributed only to those territories
that bring financial benefits to the budget), the state has insufficient control over the
activities of medical institutions, lawsuits are widely used to control the medical and
service provided to the population. services. Under this healthcare system, “imposition”
of unnecessary medical services is noted, since the ratio of supply and demand is
inadequate - demand is significantly lower than supply.

Such a health care system is subject to the interests of the market, in which medical
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service is a commodity.

The most striking private health care system is represented in the United States,
where two types of private health insurance are used: individual and group, which are
funded by the state, personal funds of the population and insurance companies.

By the end of the 2000s, 74% of workers and employees of the private sector of the
economy and 80% of the public sector [17]. At the expense of funds group insurance
covers 2/3 of all medical services. Most American firms tend to provide collective
insurance to their workers and employees. 13% of the population have both personal
insurance and employers' insurance [ 18]. Small enterprises can pay only part of the health
insurance of their employees. Many companies prefer to pay insurance amounts for
employees not constantly, but only when treatment is necessary, therefore, in the event
of dismissal, the employee turns out to be uninsured. VMI pays up to 30% of all medical
services, including including hospital and out-of-hospital medical care.

Publicly funded programs: Medicaid - insurance for people with low incomes (in
2008, the number of insured people was about 58.8 million people) and compulsory
social insurance for the elderly and people who have lost their ability to work - Medicare
(in 2010, about 47.5 million people were covered by this program, of including 39.6
million people over 65 and 7.9 million people with disabilities) [19].

One of the main problems of the private healthcare system is the high cost of
medical care and the low priority of preventive work, the lack of equal access to medical
care for the population of various social groups and insufficient attention to patients
receiving medical care at the expense of the state financing. In the late 2000s, US
healthcare spending exceeded 14% from GNP, while the health indicators of the country's
population were relatively not high, and 15% of the population were not able to use health
care services [20].

These problems led to the need for significant reform of the system healthcare,
which began in 2010 and made significant changes to the organization medical care to
the population. The current U.S. health care reform is progressing according to the law
“On the Protection of Patients and the Accessibility of Medical Care” [21], which
includes four main areas of reform.

The first direction of the reform is the mandatory health insurance for all
population. Now every resident of the United States is required to be insured. However,
for various groups of the population (the poor, young people, etc.) and employers are
provided with certain benefits. Before the reform, insurance was optional and the amount
of medical services provided depended on a person's income or the willingness of his
employer to pay a certain amount for insurance.

The second direction of the reform is the regulation of insurance rates and volumes
medical care provided by insurance. Insurance companies are no longer eligible deny or
prioritize (different costs) for different populations. The state also determines the basic
insurance package, which includes disease prevention and diagnosis, outpatient drug
coverage, long-term care, and inpatient treatment. The reform sets a limit on the co-
payments of the insured person per year. The reform also established the ratio of funds
of insurance companies, which should be directed to the treatment of patients, and their
own income.

The third direction of the reform was the simplification of the choice of an

Qainar Journal of Social Science, Volume 1, Issue 4, 2022



insurance plan by citizens: a special exchange has been created where you can get advice
(on the Internet or by phone) and choose the right insurance plan for you.

Finally, the fourth direction of the reform is the regulation of prices for medical
services and the improvement of their quality: commissions are being created that will
assess the effectiveness of treatments, as well as insurance companies and private doctors.

Despite the high cost of the reform, the US government views it as cost-effective
in both direct and indirect costs. Total cost of reform is about 940 billion dollars. Over
10 years, however, due to a decrease in the cost of medical assistance is expected to
reduce the US federal budget deficit by $1 trillion [22]. Also, a positive effect from the
implementation of the program will be a decrease in morbidity and population mortality.

Results and discussion

Summarizing the analysis of the directions of development of health care systems
in developed and developing countries, we can conclude that the goals, objectives and
mechanisms of development can be both similar and significantly different, depending
on the existing delivery system medical care. The search for an optimal model, which
takes place both in developed and developing countries, is associated with the
impossibility of creating a unified approach to building health care system, which would
ensure the creation of the most effective system providing medical care. Comparison of
advantages and disadvantages of different systems health care is presented in Table 1

Table 1 - Comparative characteristics of health systems

System Advantages Disadvantages
health care
Insurance - wide coverage of the | - lack of equal access to medical care for
population medical care; various social groups and remote territories;
- distribution of the financial | - Tendency towards unjustified growth in
burden on health care between |the cost of medical services;
the state and - insufficient consideration of the interests
- the private sector; of patients included into high-risk groups,
- high  quality  medical |{long-term hospital or left outside the system of
services associated with social insurance;
- the possibility of choosing | - the existence of private insurance violates
an insurer by the population the principle "The rich pay for the poor, the
healthy pay for the sick"
State - complete coverage of the | - Insufficient incentives to increase
population medical care; efficiency medical services and public
- broad regulatory [services;
capabilities; - Central government restraint of growth
- a wide range of tools for the |health care spending;
implementation of plans - Insufficient consideration of the patient's
opinion when choosing doctor and medical
institution;
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- turn - the regulator of medical care, in
connection with which the wealthy groups of
the population prefer to turn to private
practitioners;

- Insufficient choice of hospitalization
conditions

Private - competition leads to | - high cost of medical care;
improving the quality of | - low priority of preventive work;
medical services; - lack of equal access to medical care for the
- The high cost of medical [population of different social groups;
care increases importance of | - there is no mechanism of influence on the
independent taking care of your [territorial distribution of medical services;
health population - there is an "imposition" of unnecessary
medical services, since the demand for medical
services is not in fully complies with the offer

The healthcare systems existing in the world practice have their own specifics,
which confirms the absence of universal methods of management. However, in
developed countries (except Denmark) the state policy in the field of health care is
directed, on the one hand parties, to optimize the cost of medical services and medicines,
regardless of the one who pays for these services - the state (Germany, Great Britain) or
the population (USA), on the other hand, the priority areas are: advanced training of
medical personnel, development of a competitive environment, population co-payments
and improvement of the quality of medical services and standardization.

In developing countries (Bulgaria, Kazakhstan), the state policy in the field of
health care is aimed at developing the resource base of health care, improving the quality
of medical services, and restructuring the network of institutions.

Conclusion

The above analysis shows a significant difference in both financial and
organizational mechanisms and tools for the implementation of state policy in the field
of healthcare. At the same time, the main goal of the health care system of any country is
maintaining and strengthening the health status of the population. The most informative
indicator of the state of health, and hence the achievement of the set goal, is the life
expectancy of men and women at birth in the analyzed countries (Table 2).

Table 2 - Dynamics of life expectancy birth, years

Country 1990 year 2013 year 2021 year Rate of increase
(2021-2013 y.)
Man | Woman | Man | Woman | Man | Woman | Man Woman

Germany 71.9 78.4 78.3 83.1 81.88 84.14 0.4 1.25
United 72.9 78.3 78.6 82.5 81.77 83.28 0.4 0.94
Kingdom

Denmark 72.4 77.9 77.3 81.5 81.40 83.27 0.5 0.2
USA 71.7 78.6 76.5 81.3 79.11 81.65 0.3 0.4
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Bulgaria 68.2 74.8 70.0 73.3 7549 | 79.06 0.8 0.8

Kazakhstan | 61.1 71 61.0 72.3 73.90 | 77.97 21 7.8

Russia 63.2 73.9 61.8 74.4 72.99 | 78.15 17 54

Compiled by authors by source [23]

Thus, life expectancy for both men and women increased in all analyzed countries.
At the same time, growth rates in developed countries differed insignificantly.

The performed analysis shows that the effectiveness of the functioning of the health
care system and the degree of achievement of its goal of improving the health status of
the population are associated not so much with the implementation of specific
management methods, but with socio-economic conditions for their implementation and
the existing system of medical care. This is confirmed by similar rates of increase in life
expectancy at birth in developed countries, despite a significant difference in
management tools, and actualizes a detailed study of the mechanism of the influence of
socioeconomic conditions on the health of the population.
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