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Kazakhstan has chosen a solidary mo-
del of the health insurance system. 
The selected model provides for the 
responsibility of three parties – the sta-
te, the employer and the citizen. The 
state is responsible for its citizens by 
directly transferring the appropriate 
contributions, the employer is for its 
employee, and the third party is a ci-
tizen who must take care of his health.

MEDICAL DRUG PROVISION OF THE POPULATION UNDER 
THE COMPULSORY MEDICAL INSURANCE FUND

(LITERATURE REVIEW)

ABSTRACT
The article focuses on the basic models of modern medi-
cal insurance. It concerns implementation of the Compul-
sory Social Insurance system in Kazakhstan and Health 
systems in other countries.

Keywords: medicines, medical insurance, insurance 
medicine, Compulsory Social Insurance, healthcare, pub-
lic health, WHO.

RELEVANCE OF THE STUDY
The health of the population is the most important cha-
racteristic of the level of socio-economic development of 
the country and is an integral element of the labor poten-
tial of society.

Insurance medicine as a form of nationwide protec-
tion of the population is a special organizational system of 
medical care based on the insurance method. The health 
insurance system is now being implemented in all coun-
tries. At the moment, the need for the introduction of com-
pulsory social health insurance in the Republic of Kazakh-
stan is defi ned by the Plan of Institutional Reforms “100 
Concrete Steps for Further State Building”, Message from 
the Head of State Nursultan Nazarbayev to the people of 
Kazakhstan dated January 17, 2014 “Kazakhstan's Way 
– 2050: Common Goal, Common Interests, Common fu-
ture" [1]. Kazakhstan has chosen a solidary model of the 
health insurance system. The Ministry of Health has al-
ready adopted the law "On Compulsory Social Insurance" 

[2]. On July 1, 2016, the non-profi t joint-stock company 
Social Health Insurance Fund was established in accor-
dance with the Decree of the Government of the Repub-
lic of Kazakhstan dated July 01, 2016 №389. The main 
subjects of the fund's activity are the accumulation of con-
tributions and contributions. Employee contributions 1% 
of wages in 2017, 1.5% – in 2018-2019, 2% – in 2020, 
3% after 2022. [3]

The goal of introducing this system of health insu-
rance is to create a balanced and sustainable system of 
guaranteeing and guaranteeing the provision of medical 
care. Creating conditions for the patient to freely choose 
a doctor and medical organization will lead to the deve-
lopment of competition and increase the transparency of 
the process of providing medical services.

The need to study this issue, taking into account the 
demographic situation and the trends of the country's so-
cio-economic development, the need to develop practical 
recommendations for the implementation of drug provi-
sion of the population within the framework of the CIMF, 
determine the relevance of the topic of the dissertation.

The aim of the study to develop methodological re-
commendations for the drug provision of the population 
within the framework of the CIMF.

Despite the variety of specifi c forms of organization of 
the public health protection system, the specifi cs of eco-
nomic relations in this sphere of the life of society, one can 
still identify a number of parameters that refl ect the com-
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mon development inherent in different countries. Among 
these parameters, expressing the main features of the 
health care system, its main economic characteristics, 
can be attributed: property relations, financing methods, 
incentive mechanisms for medical workers (manufactu- 
rers) and the population, forms and methods of monito- 
ring the volume and quality of medical care.

Each country has historically developed and developed 
its own way of attracting economic resources for provi- 
ding medical care, preserving and strengthening the health 
of the population. The quantity and quality of resources 
allocated by society, the effectiveness of their use in the 
healthcare sector is determined by the complex system 
of economic, political, moral, ethical and other relations 
that have historically developed in the country.

The presence in a country of an appropriate health 
care system is determined by many circumstances. It all 
depends on what underlies the classification of a parti- 
cular health care system.

So from the point of view of the socio-political struc-
ture of society, five types of health systems are conditio- 
nally distinguished: classical (disordered), pluralistic, in-
surance, national, and socialist. [4]

Russian scientists, from the point of view of approa- 
ching the essence of relations in healthcare (O.P. Shchepi- 
ny, V.B. Filatov, Y.D.) liberal, in accordance with the way 
G. Zharkovich et al. defines the social values of a “pros-
perous society”. Other authors (I.A. Torgunov and ot- 
hers) believe that c. a modern approach to the typology of 
healthcare systems, initially the legal characteristics of the 
universal relations of a doctor and a patient should pre-
vail, which in turn are determined by fundamental (con-
stitutional) personal freedoms.

WHO experts (S. Hakansson, B. Majnoni, D'Intignano, 
G.H. Mooney, J.L. Roberts, G.L. Stoddart, K.S. Johansen, 
H. Zollner) а classification is proposed that distinguishes 
between three primary types of health care systems, but 
experts in the direct insurance market tend to a more de-
tailed classification (table).

Currently, all existing health systems are reduced to 
three main economic models. These models do not have 
unambiguous universally accepted names, but the de-
scription of their main parameters is given by specia- 
lists, in general, in the same way. These are: paid med-
icine based on market principles using private health in-
surance, state medicine with a budget financing system, 
and a health care system based on the principles of so-
cial insurance and market regulation with a multi-chan-
nel financing system.

The first in the history of healthcare systems was the 
German model, created by Chancellor Otto von Bismarck 
in 1881. It served to promote the health of ordinary work-
ers, who were seen as potential military personnel. Initial-
ly created social insurance funds that pay for medical ex-
penses by issuing unemployment benefits, pensions, etc., 
were gradually allocated to sickness funds. They received 
two-thirds of contributions from workers and one-third from 

Table – Classification of Health Systems
WHO

State, or Beveridge system
Comprehensive health insurance system or Bismarck 
system
The non-state, market or private health system
Insurance Sector Experts
Universalist (Beveridge model)
Social Insurance (Bismarck Model)
"Southern model" (Spain, Portugal, Greece and partially 
Italy)
Institutional or Social Democratic "Scandinavian model"
Liberal (residual welfare)
Conservative Corporate (Japan)
Health systems of industrialized states of East Asia

employers. Subsequently, cash registers merged into in-
surance companies, and the structure of employer con-
tributions became dominant.

This model still serves as the basis for healthcare in 
Germany and many countries of the world. [5]

The diversity of health system configura-
tions that has developed in response to 
broadly common objectives leads quite 
naturally to questions about the ad-
vantages and disadvantages inherent 
in different arrangements, and which 
approach is "better" or even "best" giv-
en a particular context and set of policy  
priorities. [7]

The Beverage system appeared in England in 1911, it 
was quickly supported by almost a third of the population. 
The system, introduced by British Prime Minister David 
Lloyd George, had a distinctive feature that has survived 
to this day. The payment for the work of doctors depen- 
ded on the number of registered patients whom he served. 
The basic principle of payment “money follows the pa-
tient” left the patients the right to freely choose a doctor, 
and the size of the doctor’s fee depends on the number 
of patients, their gender, age and social status. For the 
elderly, children under four years of age, women of child-
bearing age, and residents of poor areas, payments are 
higher. Per capita payment also includes funds for inpa-
tient treatment, which prohibits unjustified hospitalization 
in cases where treatment at home is more effective and 
cheaper. The English system encourages a general prac-
titioner to carry out preventive work in a timely manner, 
it is cheaper than fighting the consequences of a deve- 
loped disease.	

In 1948, the Labor government approved the David 
Beverage Revamped System, based on universal, free Ф
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health care. His reckoning that free public medicine will 
allow better treatment of patients and lead to lower health-
care costs was utopian. Costs, on the contrary, increased 
several times. Patient health requirements increased as 
soon as it became apparent that treatment was no longer 
necessary. Doctors began to call home, sometimes, wi- 
thout the slightest need. Doctors began to form supply and 
demand in absolutely unregulated conditions: often peo-
ple with absolutely healthy teeth suddenly had “filled” 20 
teeth, people with normal eyesight were prescribed glas- 
ses, and appendectomies were performed almost totally 
for preventive purposes.

The market model is characterized by the provision 
of medical care mainly on a paid basis, at the expense of 
the consumer of medical services, and the lack of a uni-
fied system of state medical insurance. The main tool for 
meeting the needs of medical services is the medical ser-
vices market. That part of the needs that is not satisfied 
by the market (low-income groups of the population, pen-
sioners, unemployed) is assumed by the state by develo- 
ping and financing public health care programs. It is most 
clearly represented by US healthcare, where the founda-
tion of healthcare is the private health care market, com-
plemented by government-owned health care programs 
for the poor Medicade and Medicare retirees. This mo- 
del is usually called paid, market, American, sometimes 
– a private insurance system.

А substantial number of central and 
eastern European (CEE) countries 
have introduced adapted SHI models 
since they regained control over natio- 
nal policy-making – among  them Hun-
gary (1989), Lithuania (1991), Czech  
Republic (1992), Estonia (1992), Lat-
via (1994), Slovakia (1994) and Poland 
(1999). [7]

care is based on the principles of a mixed economy, com-
bining the medical services market with a developed sys-
tem of state regulation and social guarantees, the avai- 
lability of medical care for all segments of the popula-
tion. It is characterized primarily by the presence of com-
pulsory medical insurance for the entire or almost the 
entire population of the country with a certain participa-
tion of the state in the financing of insurance funds. The 
state here plays the role of a guarantor in meeting the 
socially necessary needs of all or most citizens for me- 
dical care, regardless of income, without violating mar-
ket principles for paying for medical services. The role 
of the medical services market is to satisfy the needs 
of the population beyond a guaranteed level, providing 
freedom of choice and consumer sovereignty. A multi-
channel financing system (from the profit of insurance 
organizations, deductions from salaries, the state bud-
get) creates the necessary flexibility and stability of the 
financial base of social insurance medicine. Most clear-
ly, this model is represented by the healthcare of Ger-
many, France, the Netherlands, Austria, Belgium, Hol-
land, Switzerland, Canada, and Japan. [6]

CONCLUSIONS
The effectiveness of health insurance has been proven 
worldwide. In developed countries, health insurance-
based health systems have been around for decades. 
However, the United States has a voluntary form of health 
insurance. In Europe, a system exists that provides for 
compulsory health insurance and is supplemented by 
voluntary contributions to some extent. According to the 
vast majority of experts, such a system is the most correct 
and optimal. Thus, the introduction of a new financial 
model based on joint responsibility for health will lead 
to real economic incentives for health care providers, 
medical workers and reduce corruption in the industry. 
Fundamental transformations in the financing system 
of insurance medicine will help to improve the quality of 
medical services, bringing their level closer to international 
standards and at the same time, good conditions will be 
created for obtaining affordable, high-quality and effective 
medical care.

РЕЗЮМЕ
САМАТ С.С.1, КАЮПОВА Ф.Е.1, ШАДИЯРОВА А.С.1,  

РАХИМОВА Н.А.1, ДЮСЕМБИНОВА Г.А.1,
1Казахский национальный медицинский университет 

имени С.Д. Асфендиярова, г. Алматы

ЛЕКАРСТВЕННОЕ ОБЕСПЕЧЕНИЕ 
НАСЕЛЕНИЯ В РАМКАХ 

ФОНДА ОБЯЗАТЕЛЬНОГО 
МЕДИЦИНСКОГО СТРАХОВАНИЯ

(ЛИТЕРАТУРНЫЙ ОБЗОР)
На основании анализа данных литературных источ-
ников нами систематизированы и кратко охарактери-

The state model is characterized by a significant (ex-
clusive) role of the state. Health care financing is carried 
out mainly from the state budget, due to taxes from en-
terprises and the population. The country's population 
receives medical care free of charge (with the excep-
tion of a small set of medical services). Thus, the state 
is the main buyer and provider of medical care, ensu- 
ring the satisfaction of most of the public need for health 
services. The market is assigned a secondary role, as a 
rule, under state control. This model has existed in the 
UK since 1948. It is also characteristic of Ireland (1971), 
Denmark (1973), Portugal (1979), Italy (1980), Greece 
(1983) and Spain (1986). It is called the state, budget, 
state budget.

A social model is defined as a social insurance or 
regulated health insurance system. This model of health 
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зованы современные модели медицинского страхо-
вания в ряде стран.

Целью проведенного анализа стала сравнительная 
характеристика  системы социального медицинского 
страхования в Казахстане и аналогичных, успешно функ-

ционирующих системах здравоохранения других стран.
Ключевые слова: лекарственные средства, меди-

цинское страхование, страховая медицина, обязатель-
ное социальное страхование, здравоохранение, общес-
твенное здравоохранение, ВОЗ.
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БЕЗОПАСНОСТь ЛЕКАРСТВ

Реçорцин в косметике опасен длÿ çдоровüÿ
Резорцин – серьезное терапевтическое вещество, которое применяют для лечения экземы, 
нейродермита, себорейного дерматита, хронического воспаления волосяных фолликулов, 
гиперпигментации, сильного зуда кожи лица, патологического выпадения волос, приводя-
щего к их поредению или полному облысению (алопеции).

В косметологии презерпин используется для отбеливания, лечения признаков хроно-
логического старения, фотостарения, осветления кожи лица, рук и зоны бикини, а также 
для ухода за увядающей кожей. На этикетках в составе производитель указывает его на-
личие как «Резорцин, 1,3-бензолдиол, резорцин, 1,3-дигидроксибензол (м-гидроксибенз, 
м-дигидроксифенол)».

Резорпин оказывает раздражающее воздействие на кожу и глаза, сенсибилизируя кожу, 
токсичен для внутренних органов, может спровоцировать эндокринное нарушение (EDC).

Данные тематических исследований, исследований на животных и исследований in vitro 
свидетельствуют, что резорцин нарушает функцию щитовидной железы и может проявлять-
ся в гипертиреозе и увеличении щитовидной железы, также известной как зоб. Обладает 
двумя различными эффектами: ингибированием ферментов, участвующих в синтезе гормо-
нов щитовидной железы и активацией рецепторов гормонов щитовидной железы. Несколь-
ко исследований показывают, что резорцин ингибирует активность ферментов, ответствен-
ных за важные стадии синтеза гормонов щитовидной железы. Ферменты ответственны за 
включение йода в выработку гормонов щитовидной железы. Если ферменты не могут про-
дуцировать гормон щитовидной железы, то организм будет ощущать его дефицит, выделяя 
гормон, стимулирующий щитовидную железу, что приведет к увеличению железы и зобу. 
При пероральном приеме вызывает судороги, дыхательную недостаточность и цианоз. От-
мечается также воздействие на центральную нервную систему (сонливость, потеря созна-
ния и судороги).

Официально ограничено использование резерпина во всех видах косметики в Японии, 
в ЕС определена максимальная концентрация (0,5%), также требуется предупредительная 
надпись на упаковке о наличии резерпина. 

Потребителям же исследователи и врачи советуют реже красить волосы, 
внимательно изучать состав косметического средства, не покупать космети-
ку, содержащую резорцин. Резорцин несовместим с ментолом, фенилсалици-
латом, фенолом, камфарой, антипирином и салициловой кислотой.

                                    cosmetic.uà
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