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ABSTRACT

The state health system is the main mechanism within the organization medical and demographic policies, the
preservation and strengthening of individual and public health of citizens. The purpose of this study is to
compare the health systems in Russia and Finland through the methodology of the World Health Organization
and the Global Burden of Disease. According to WHO recommendations, the evaluation of the efficiency of
national health systems should be based on three basic principles: 1. preservation of individual and public
health of the population, 2. ensuring commensurability of the burden of health care for all population groups,
3. respect for non-medical (ethical) aspects in the field of health care, respect for the honor and dignity of a
patient. The methodology of the Global Burden of Disease project makes it possible to carry out the analysis
of medical and demographic indicators characterizing the state of public health of a chosen state or a group of
countries depending on a given period of time, sex, age, group and class of diseases, risk factors. The
technique is based on the “disability-adjusted life years” index (DALY). The study made it possible to
identify the advantages and disadvantages of the health systems in Russia and Finland. The assessment of th
efficiency of the experience of introducing social innovations in Finland was made, directions of activity were
proposed that can be applied in the development of programs in the field of medical and demographic policy
in Russia. The results of the study can be used in various demographic documents, including in the field of
high-tech medical care.
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solutions to stable development based on 6 indicators
characterizing various areas of socio-economic
development.

The population density in Finland is not high, in terms
of this indicator in Europe it is only ahead of Norway,

1. INTRODUCTION

The state health system is the main mechanism in the
organization of medical and demographic policies, the

preservation and strengthening of individual and public
health, and the reduction of morbidity and mortality. The

dynamics of medical and demographic processes in the
country depends on the efficiency of all parts of the system
aimed at ensuring the health of citizens, on the correct
choice of priorities and directions for the development of

the sector of medical services. In order to develop an
optimal model of health care in the Russian Federation, it
is important to analyze the experience of developed
foreign countries, which received worldwide recognition

[1, 2].

Finland is currently one of these states. The country is
characterized by high standard of living and quality of life,
significant achievements in the field of health and
demographic policy, including high life expectancy, low
mortality rate, including infant mortality (Table 1). In
2018, 2019, 2020, Finland topped the ranking of the World
Happiness Report compiled by the UN for the search for

Russia and Iceland. The country has a rather harsh climate,
similar to the natural and climatic conditions characteristic
of the territories of the North-Western Federal District of
Russia. A significant share of the population is
concentrated around the capitals, in our country —
Moscow, Moscow Region and the central regions of the
European part, in Finland — Helsinki with the adjacent
Greater Helsinki and Southern Finland. There are remote
northern territories with very low population density both
in our country and in the Republic of Finland. Thus, the
highlighted common features make it especially interesting
to compare the health systems between the two countries.

The purpose of this study is to compare the
performance of health systems in Russia and Finland
through the methodology of the World Health
Organization (WHO) and the Global Burden of Disease
(GBD) project.
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Table 1 Mortality and specific health indicators in Rusared Finland in 2017

Indicator Russia | Finland
Life expectancy at birth, both sexes 72.7 81.7
Life expectancy at birth, men 67.5 78.9
Life expectancy at birth, women 77.6 84.5
Mortality per 100 thousand people
All causes 1243.6 975.9
Circulatory diseases 587.6 360.2
Malignant neoplasms 200.6 219.7
Infectious diseases 23.9 4.6
External causes 104.0 61.9
Infant mortality rate (per thousand live births) 06. 2.0
Maternal mortality rate (per thousand live births) 7.3 3.0

2. METHODSAND MATERIALS

According to WHO recommendations, the evaluation of
the efficiency of national health systems shouldbbsed

on three basic principles: 1. preservation of irdlial and
public health of the population, 2. ensuring
commensurability of the burden of health care ftir a
population groups, 3. respect for non-medical ¢eti
aspects in the field of health care, respect ferhtbnor and
dignity of a patient. The methodology of the Global
Burden of Disease project makes it possible to cauty
the analysis of medical and demographic indicators
characterizing the state of public health of a ehostate

or a group of countries depending on a given pedbd
time, sex, age, group and class of diseases, astork.
The technique is based on the “disability-adjusliés
years” index (DALY). The DALY=YLL+YLD index for
various diseases or health disorders includes ¢agsyof
lost life due to premature mortality (YLL — yeafelilost)
and years of life lost as a result of health abraditias
(excluding fatalities, YLD — year lost due to diséh)l
Time (lost years of healthy life) is used to meastire
burden of disease when calculating the DALY index. The
GBD project is coordinated by an independent research
center in the field of global health — the Ins&tfior Health
Metrics and Evaluation (IHME), the information and
analytical base of which is in the public domain afidws
carrying out a variety of research work [3, 4]. Thaper
will be based on the synthesis of the WHO principles a
information obtained from the information base bEt
GBD project.

3.RESULTS

The health system of Finland is the most decengdli
among European countries and has proven to betigéfec
over the years, which is reflected in such publialthe
indicators as YLD, DALY (Table 2).

Table 2 Change of YLD, DALY (per 100

thousand people) from 1990 to 2017

Russia Finland
Y ear
YLD DALY YLD DALY

1990 12801 40433 13062 32915
1995 12900 52047 13339 31269
2000 13291 52134 13780 30845
2005 13505 56530 14145 30370
2010 13927 49879 14301 29819
2015 14012 43355 14351 28555
2017 13985 41884, 14342 29091

Since 1972, the Primary Health Care Act has assigned
the primary responsibility for health and socialveses to
municipalities (about three hundred of them natial®yi
[5]- Municipal health centers provide both outpatiand
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inpatient qualified medical care, which does notureg
high-tech methods of treatment. Nevertheless,
advantage of these health centers is their gooititifzc
with  modern equipment, which allows conducting a
variety of diagnostic studies. Medical health centidfer a
wide range of services, from the treatment of acute
exacerbation of chronic diseases to the primary and
secondary prevention as needed. An important area of
work is the activity of health schools to adapt gaif$s with
diabetes mellitus and who have suffered strokeshaaait
attacks. A separate priority area of municipal maldic
institutions is the protection of motherhood anddtiood,
preventive work with pregnant women and children under
three years of age. The management of health cerger
entrusted to chief doctors with higher medical etiona

The work of the centers is organized following the
territorial principle, i.e. each district is assighto general
practitioners and nurses.

The second level of the health system uniting pryma
centers are hospital districts — federations of icipal
district (20 such districts), each of them incluéiesn 6 to
35 municipalities [6]. Hospital districts are grodpat an
even higher level, into 5 units of special respbitiy
located around the university hospitals of Helsinki,
Tampere, Oulu, Turku and Kuopio. The main activify o
hospital districts is the provision of emergencyreca
requiring surgery, as well as specialized treatment.
Currently, the authority of special responsibilitpits in
the field of interaction, planning and coordinatiarf
activities with hospital districts have been stréeged.

The health system in Finland is financed from salver
sources: state budget, compulsory insurance cotitits,
private funds, voluntary health insurance, inclgdin
professional health insurance. The main share pémrses
includes government subsidies, insurance contabati
made to the Kela national insurance system (about
13-15 %), private funds amount to about 23-25 %d Pa
services, including the purchase of expensive nreeic
can be partially compensated through the Kela systée
main publicly accessible medical services in theudic
of Finland are financed by municipalities at thagal of
residence of patients. However, specialized assistanc
narrow specialists (for example, an ophthalmologist,
ENT specialist, a surgeon) is partially paid foritatown
expense, although the main burden of expensesillis st
borne by the state and municipalities.

Long-term specialized treatment is paid more from
private funds. In Finland, 80 % of medicines pusgth
from pharmacies are subject to reimbursementpasial
or full reimbursement of their cost through compuws
health insurance. At the same time, the cost of glrug
necessary for severe diseases is reimbursed iantioeint
of 100%. In Finland, there are only two official gliprs
of medicines, thus, the entire pharmacy network is
attached to them. In hospitals, all medicines arehmsed
for budget money. In the field of drug supply, tmain
principle of prescribing therapy is the use of Ihygh
effective drugs, substantiated by evidence-basetiane.
The prescription of a large number of drugs is not

the
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welcomed, the range of over-the-counter
significantly limited.

Digital technologies in the field of health care dav
been greatly developed in Finland. In 2015, thentgu
adopted a eSocial-2000 strategy aimed at improtiieg
information base and increasing the quality andiva of
online medical services provided by medical insitis.
The national health information system KANTA, an
analogue of the Russian Uniform State Health Infoionat
System (USHIS), was created in 2010. At present,
absolutely all patient information is presenteeliectronic
format, prescriptions are also digitized, presdibe
procedures, diagnoses, waiting time for medical isesv
are monitored [7]. The platform has several moduies
ordinary users of the system and the Terveysppottial,
where doctors can get the most up-to-date informadiod
recommendations in the field of medical care. The
information system is financed by medical institag, any
support for the portal by pharmaceutical compariges
prohibited. All medical organizations, including yate
ones, are required to provide information to théomal
information system.

The largest amount of clinical data in encryptedifo
is contained in the hospital sector in the HILMO st
It forms special electronic reports, which help talsze
the costs and efficiency of inpatient treatmeningsihe
principles of benchmarking [8]. Currently, an ample of
the KANTA system in the field of social protection
(KANSA) is being launched, the final practical
implementation of which is planned in 2023. In 2049,
unified system for measuring the quality of work of
medical and social institutions KUVA was introduced
helping administrative bodies to assess the effagieof
relevant institutions and adjust their health polidt
should be noted that the Finnish Ministry of Health
exercises mild control and does not directly iné@e in
the activities of medical institutions. For tighteontrol,
there are special supervisory units that evaludie t
services provided in the field of health care, drug
trafficking, etc.

Finland attaches great importance to the issueaifin
personnel. After the economic crisis of the ninetib®
number of places for admission to medical education
institutions was doubled by 2016, some Finnish sitgle
study abroad and return to their homeland. Finldifférs
from other countries of the European Union in the
relatively large proportion of average medical perel,
since there are more than four nurses per a doitahe
same time, it should be noted that the traininguwfes is
quite demanding. The generally accepted norm was the
expansion of the competence of nurses and theie mor
active participation in the medical process, inoigd
consulting on issues that do not require special
qualifications. Thus, in 2018, the number of appoents
conducted by nurses at the level of outpatient care
amounted to about 50 %.

The shortage of medical personnel in remote aws |
to the need for greater universalization of general
practitioners, allowing them to provide medical sezs in
different classes of diseases. Most Finnish doatank in

drugs is
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the public health sector, about one fifth in thévate
sector. Private medicine in the Republic of Finlaisd
extremely expensive, in certain cases the paymént o
medical services provided in the private secton ba
compensated by means of compulsory medical insaranc
in a small amount.

Similar to Russia the economic restrictions forae t
Finnish Government to take separate measures tmiapti
the health system. Thus, in 2018, 7 out of 15 eéntr
hospitals limited the range of medical servicesviated.
The excessive autonomy of health centers also has
negative effects, including the fragmentation of tealth
system and the heterogeneity of care dependingaca |
capacities. The efforts are therefore being made to
integrate small health centers into larger orgaiuna.
Finland’s health care system is not static, varimisrms
are being undertaken and there is a great deahphasis
on local initiatives. Globally, closer integratiori loealth
and social institutions is considered, within thenfework
of this vector new ideas (social innovations) aremgimg
at the regional level.

One of these innovations is the creation of
multidisciplinary welfare centers, for example, Ziate
Health Centers in the province of North Karelia [Ghe
center brings together doctors and nurses, various
specialists, including in the field of narcologydamental
health, as well as social workers. In the provinc&aiith
Karelia, Eksote Houses for Children and Youth aredei
established, which provide diverse medical and $ocia
assistance, including in the field of mental heattlaternal
and child protection, psychological support, pratec of
the rights of children and youth. In one of thetriits of
Tampere, the Tesoma Center for Health and Well-Being
was established. Tesoma is not one of the most prosg
areas in Tampere in social terms, so the Healthr€ent
established there, which provides medical and social
services and organizes joint leisure activities tne
representatives of the local community, has became
successful example of a partnership between the atat
the private sector.

The modern healthcare system of Russia has retained
centralized character inherited from the Soviet Wnibhe
Soviet health system or the Semashko-Kaminsky syste
was formed according to one main principle — to lev
accessible medical care to all citizens. Healthdarthe
USSR was completely state. The Semashko-Kaminsky
system showed its versatility and stability evemxtreme
situations, during the period of hostilities. Itoped
particular effectiveness in combating infectiousedises.
However, the later period of the system revealed new
problems: costs increased significantly, which weo¢ n
accompanied by an adequate improvement in thetguali
of medical services, there was a technological kelgira
developed countries, the efficiency of primary tealare
decreased, the gap between the quality of medicel ata
the level of local and central medical institutionsreased
[9].

During the transition from planned to market economy
in the 1990s of the last century, the Russian heajstem
experienced a number of serious shocks caused by
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underfunding and a significant reduction in thenwek of
medical institutions. It was not possible to maintai
government spending on the health care systemgithim
transition to the market economy by the methodsbiotk
therapy”. In 1994, the health reform was carried with
the aim of moving to medicine with mixed sources of
funding, such as compulsory insurance premiumsgéiud
allocations, personal funds of citizens, donatioas;.
Serious health problems and increasing negativel$rén
all indicators of public health forced the statel®99 to
change the vector of medico-demographic policy towar
more planning in order to provide the minimum guéeas
in the field of medical care for the population. Amgo
other things, the use of state regulation methodshé
production and sale of medicines was expanded. 111,20
the Russian Federation moved to the model closettet
Bismarck model of compulsory health insurance (CHI).

Despite the various stages of reform of the Russian
health system, it remains a centralized three-levetiel
with its roots deeply embedded in the Soviet health
system. The model includes federal medical ingtits,
regional health organizations, municipal and rural
organizations that provide medical care. It shdadchoted
that there is a fairly extensive network of medical
institutions in Russia. However, given the vast teriés,
low population density, there is still a problem of
insufficient coverage of small and remote settletsidry
medical organizations, including the need for tiséaffing
with qualified personnel and technological equipment

Despite the emphasis of state policy on the ins@ranc
model of medicine, the lack of funding for statedical
institutions, high bureaucratic burden on a docioe to
cumbersome reporting lead to the outflow of spestisli
especially highly qualified doctors, to private ritiae.
The introduction of paid services in public hedhhilities
is becoming increasingly common. The process of
optimizing health care has greatly contributed be t
displacement of narrow professionals from public to
private health sector [10]. Initially, it was assuinthat
optimization would make health costs more rational b
eliminating inefficient medical institutions andganizing
well-equipped and staffed medical centers. The regas
the weakening of the primary link of medical indiins
closest to the population, the transition of sgest&to the
“paid sector” and migration from regions to largaters.

The passion for technological equipment of large
federal and regional centers and the concentratibn
material investments at the upper levels of thelthea
system also led to a significant weakening of themary
link. The backlog of small population centers inris of
doctors and medical personnel from large citiesris of
the main problems of access to medical care in '@mo
areas. In general, in the Russian Federation, the
availability of doctors in rural areas is 3.5 tinvegrse than
the national average, and in the north-west of RuUlEs
gap reaches 5.5 times [11].

Despite the long-standing stereotype of the leadhiey
of the state in the healthcare sector of Russiais it
necessary to pay attention to the structure of ecairr
spending on healthcare. For example, in Finland,
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according to 2016 data, the share of private spendn
health care in total amounted to 22.5 %, the shudre
budget inflows — 61.1 %, compulsory medical insueanc
funds — 13.3 %. In the Russian Federation, thexsidn is
completely different, the share of private expensiese
2010 has grown by almost 5 % and reached 43 % i6,201
the share of budget expenditures amounted to 21i8 %
the same vyear, the funds of compulsory medical
insurance — 35.7 % [12]. If we compare the struciofre
health spending in the Russian Federation withehdihg
European countries, it turns out that there is uchshigh
share of private health spending in any developed
European country. It should be noted that in thetddhi
States the share of private spending on health are
almost the same as in Russia, while the share dicpub
spending on health care by GDP in this country i€hmu
higher than in developed European countries.

In the Russian Federation, the increase in private
health spending is caused by the limited availgbitif
many medical services financed by compulsory médica
insurance and the outflow of specialists to thevaig
practice. The possibility of providing paid senscén
public medical institutions also does not encourtganm
to reduce queues and improve the quality of medical
services covered by CMI [13]. Comparing the insaean
model of health care in the Russian Federationis it
possible to note its considerable difference fraantries
with the classic health care based on the principles
compulsory health insurance (for example, Germany,
Japan, France). The share of CMI in the structtiteealth
expenditures in these countries is significantlyhler than
in our country [14]. The efficiency of Russian insnce
medical organizations designed to control the tyalf
medical services remains doubtful. To date, thection
mainly as an intermediary financial link.

Comparing the financial resources of the healthesys
of Russia and Finland it should be noted that treres of
GDP spending on health care in Finland is almost tagce
high as in the Russian Federation, and per capéading
is 3 times more. In analyzing the two health systéms
should be noted that the Finnish health systenalraady
emphasized, is characterized by the reliance otromgs
and independent primary link closest to the poparat
which manages a substantial share of public fundthéa
level of 33-37 % of current health spending).

In the Republic of Finland, the role of secondary
medical personnel is high compared to Russia, the
provision of nurses and midwives per 10 thousangleeo
is almost twice as high. Primary medical centersvast
equipped with modern facilities. The unified infortioa
healthcare system was created much earlier than the
Russian counterpart and has a wide coverage, bathg@m
patients and medical personnel. At the same tinezethre
common problems. Russian and Finnish health syséeens
characterized by a shortage of personnel on thphmy,

a gap in the quality and accessibility of medicafecin
large centers and in remote areas.

The experience of Finland is also interesting bseau
this country is by no means a world leader in health
spending per capita, ranking only 15 among European
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countries. Nevertheless, Finland has achieved signif
results in terms of medico-demographic indicat@nse of
the indicators for assessing the quality of thdthesystem
in the country is the opinion of citizens on thatstof their
health. According to the results of various surveys
studies, only 36 % of Russians rate their healttgasd”,
for the Finns this figure is 71 %.

4. CONCLUSION

Thus, Russia is characterized by its own charattsjs
which shall be taken into account when planning the
system of medical care, including the need to pl®the
minimum necessary medical care in the most renret&sa
uneven density of population throughout the coyritw
availability of engineering and transport infrastire in a
number of settlements, personnel imbalances, iicgerit
technical equipment of medical institutions, andremus
deterioration of medical and demographic indicatorthe
1990s.

To implement the main paradigm of the public health
policy aimed at providing accessible and high-guali
medical care to the entire population it is necgssa
review the principles and amount of funding, with an
increase in the primary level, close to patientsyedop
new CMI methods; ensure differentiated approach to
staffing in large centers and in the periphery;tdoghe
transition from the per capita principle of finamgilow-
density territories to the principle of the necegsa
minimum security; universalize the health care iimary
care facilities in small localities and rural areasprove
the quality of medical training; promote quality afté
services; provide advanced technical, transport and
telecommunication services of remote territoriesyedop
digital health care, including telemedicine teclogis
and integrated medical information systems, modern
diagnostic methods; strengthen the health carstiogi
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