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Introduction

The Congtitution of 1993 declared the Russian Federation a socid dtate. This implies
that State authorities have responghility for human rights, including decent living and
working conditions. This in turn gives the State duties in public health prevention and the
improvement of hedlth care.

Unfortunately, radicd politicd, economic and socid reforms in Russa have had a
negative effect on amost al aspects of hedth, as shown by low birth rates, unsatisfactory
materna and child hedth, poor living standards and nutrition quality (especidly in the
non-protected segments of the population), bad drinking water as wel as by a generd
decrease in the hedth of the population. Overdl, the sanitary and epidemiologica Situation
in Russiais considered as tense, and its negative effect on public hedth as substantid.

In the Russan Federdtion today, the average lifespan of men is 10-15 years shorter,
and for women, 68 years shorter, than in economicaly developed countries. This negative
tendency is due to persstent adverse changes in public hedth and basic medicine, a
shortage of high-performance medication for the mgjority of the population, together with
ahigh level of dress, adecreasein living standards and an increase in crime.

In the exiding Situaion a specid role is given to the organization of hedth care, to the
quality of medicd treatment and to the preventive measures taken anong the population.

The present report reviews the Stuation of hedth care today, especidly in relaion to
the socio-economic gtatus of those employed in this sector. Working conditions and labour
protection for health care workers, sdary issues and sciad guarantees, opportunities to
improve professond knowledge and qudifications and to acquire advanced medica
technologies - dl these factors have a consderable influence on the quality of medica
services provided, and consequently, on public health in generd.

This paper is based on officid documents and statistics, provided by the Ministry of
Hedth Care and the Nationa Statistics Committee, as well as on interviews with workers
in the hedth care sector and trade union representatives. However, official statistics do not
provide complete information, especialy on issues of employment in the hedth care sector
- dmost dl the data aggregate three branches. hedth care, physica education and socid
security. Information about the private sector (and, with few exceptions, about the
depatmental medical indtitutions) is not available since these inditutions do not provide
any daistics about their activity.

1. Health of the population in the Russian
Federation

The domain of hedth care inditutions is in many ways determined by the hedth of
the population of a country. Regretfully, this domain has subgtantialy broadened in the
recent decade, due to the fact that there has been a radica decresse in the hedth of the
country’ citizens.

The annud incidence of acute and chronic disease is between 155 to 185 million, in a
population of 145.6 million people on January 1, 2000. In the last five years the primary
disease incidence rate has increased by 9 per cent, and the generd disease incidence rde by
15 per cent. The increase in incidence is especidly rapid for congenitdl anomdlies, a 1.5
times greater than the genera incidence rate; for urogenital diseases, at 1.3 times gredtey;
and for neura diseases and diseases of sense organs at 1.2 times. The generd incidence
rate, according to the number of citizens vigting hedth care centres, is growing and




amounts to 1,724.7 cases per 1,000 for children (1,384.2 in 1993); 1,462.8 (1,051.1) for
adolescents and 1,141.5 (1,002.1) for adults.

The genega incidence rate for diseases tend to increase for dl age groups and mogt of
the increases concern socidly preconditioned diseases.

Compared with the dtuation in 1990, tuberculoss incidence has more than
doubled, and amounts to over 75 cases per 100,000 of the population.
Tuberculogs incidence in prisons, among migrants and people without a
registered place of residence and occupation (460-700 cases per 100,000 of
these people) forms an especidly serious problem. The percentage of
tuberculosis a an advanced or dedtructive stage has increased. For this
reason, the desth rate has increased threefold.

The epidemiologica dtuation with regard to sexudly transmitted diseases
(STDs) has worsened. In the recent decade the incidence has grown 44 times
- from 5.3 cases per 100,000 of the population in 1990 to 234.8 in 2000. Even
thisis an underestimate since many of these patients consult private doctors.

There is a menacing stuation with HIV-infection, especialy in Moscow and
in the Moscow, Kdiningrad, Tver and Irkutsk regions. By the end of 2000
there were over 70,000 registered HIV-positive people and over 400 people
with AIDS. The number of HIV-positive increased twofold during 2000
done

The number of registered drug addicts is 185.8 per 100,000 df the population
and it has increased admost ninefold in 10 years (1991-2000); among
adolescents this number is 125.1 per 100,000 of adolescents. Drug addiction
incidence among adolescents is 70 per cent higher then for the whole

population.

There is a serious increase in the consumption of acohol and its imitetions,
the number of registered acohol addicts in 2000 is 1,513.1 per 100,000 of
population; the number of dcoholic psychoses has increased threefold in the
last 10 years. Every year 25,000-27,000 people die of dcohol poisoning.

The number of patients registered with psychiatrists has increased by more
than 18 per cent in the last decade and there are now 2,600 registered patients
per 100,000 of the population (Ministry of Hedlth Care, 2000).

Poor working conditions have led to a high level of occupationd illness,
accidents and disability. According to the Nationa Statisics Committee, the
work places of over 5 million people (about 8 per cent of the employed),
including over 1.5 million women 6 per cent of employed women), do not
meet naiond standards. Over 1 million people are involved in hard manud
ladbour. The vast magority (958 per cent) of al occupationa diseases,
including poisoning, result in redrictions on professond aptitude and
dissblement, and 1.77 per 10,000 of al workers are affected in this way.
Table 1 shows the consequent loss of working hours.




Table 1.

2.

Cases and days of temporary disability as a result of employment injuries, 1990 — 2000 (per
100 workers)

1990 1996 1999 2000

Number of cases of temporal disability 109.5 63.7 69.1 73.3
of which, as a result of injuries and

poisoning - 6.2 6.1 6.4
Number of calendar days of temporal 12462 10230 908.6 952.4
disability

of which, as a result of injuries and . 1281 1295 135.9
poisoning

Source: Ministry of Health Care, 1996 and 2000, pp. 57,60 and pp.73- 77.

Legislation on health protection

The hedth care system occupies an important place in the legidative activity of dl
branches of Government. Over 30 laws regulating hedth care issues have been passed
since 1990, of which 7 in 2000 done. Some of the principd acts are listed in the appendix.

The hill “On Hedth care in the Russan Federation” provides a new legd bads for the
functioning of a unified system, and proclams the principles of the nationa policy on
hedth care. The dgnificance of this hill is that according to the Condtitution, separate
hedth care sysems have been developed independently a the nationd and municipd
levds and by the private system, but there is no legd base regulating their activities. The
bill ams a uniting the different levels in a single hedth care system tha will function
according to a common legd base and plan. All mgor aspects of the organization,
financing and provison of medicd care are covered in the hill.

The bill “On the Regulaion of Private Medicd Practice’ concerns medicd
organizations and individuds involved in privaie practice and their relaions with nationd
and municipal hedth care systems. It ams at simulating the development of private hedlth
cae, a providing lega protection for users of privae hedth care and a cregting an
dternative medicd care system. This will improve the qudity of medicd ad in generd by
the hedthy competition. The financiad dituetion of the nationd hedlth care sysem will dso
improve, because some well-to-do people will use the paid hedth cae sysem, and
consequently, the unspent compulsory medica insurance (CMI) funds will be spent on
providing services for the less well off. Furthermore, the economic Stuation in the regions
will improve due to taxation of the private sector.

This bill dso dlows the development in Russa of the family doctor, an inditution
acknowledged al over the world. Private doctors will be able to work within the system of
compulsory medical insurance, and their services will be free for the patients.

The formation of asingle legd bass for the hedth care system aims at the following:

= regulation of the new developing socid rdationsin hedth care

= property management of hedth care organizations - nationd, municipd,
private, and the relationships between them;

= regulation of civil and economic respongbility for mantaning and
srengthening medica services by Governmentd authorities, employers and
individuds and securing the guarantees and rights of patients for free, timdy
and quditative hedth care;




= lega and socia protection for medica and pharmaceutical workers.

Unfortunately, the problem of insuring the professond responshility of medicd
workers has not been solved yet. Article 63 of The Foundations of the Legidation of the
Russan Federation “On Citizens Hedth Protection” doates that medicd and
pharmaceutical workers have the right to insure those professional mistakes unconnected
with the actus reus of the medicd worker and that result in non-deliberate damage or harm
to a patient's hedth. However, medicd workers cannot enjoy this right at the moment
since there is no corresponding law.

3. Health care management and financing

Governmental management, including in hedth care, is decentrdized. The verticd
system of administrative subordination of hedth care bodies was dismantled in the early
1990s and became separated into federd, regiona and municipa hedth care sysems. This
decentrdization in management has resulted in an irrationd use of resources. Many
examples exig of excessve cgpacity in one municipa unit, while another neighbourhood
lacks means. The purchase and use of expensve medicd equipment is virtudly
uncontrolled.

3.1 Budgetfinancing

At the moment hedth care financing is organized by the State from two magor
sources. the State budget and compulsory medica insurance (CMI) funds.

The State budget is the main source of financing federd hedth care indtitutions,
federal programmes and centralized activities of the Minisiry of Hedlth Care, whose
budget for 2001 was 19,536.5 million roubles (gpprox. $ 664.5 million). In the period
between 1991 and 1999 State hedth care financing, including budget dlocations and the
CMI system, decreased in rea terms by at least a third, and are no longer sufficient to
cover the real needs of the sector. The economic conditions of the country, the growth of
inflation in savices of communa enterprises that provide for the vitd activities of the
populdion - al this has had an impact on the financing of hedth care. Only 534 per cent
of the requests received from hedth care inditutions are fulfilled: 20 per cent for the
purchase of new equipment; 37.1 per cent for thorough repairs; 65.4 per cent for educating
medical daff; 20-25 per cent for science; and 41.8 per cent for sanitary and
epidemiologica activities. Federd funds dlotted to the Minidry of Hedth Care in the
2000 budget were spent, amongst other things, on wages, 36 per cent; medication, 32.7 per
cent; and meals, 5 per cent.

Spending on expensive types of medica ad in 2000 covers only 510 per cent of the
population's demand, nor are there sufficient funds for providing medicd establishments
with even the mogt indigoensable medicines, bandaging materias, chemicds, soft
implements, medical instruments and equipment. There is a lack of resources for paying
communa bills, business trips and thorough repairs.

Apart from the fact that not enough budget funds are being dlotted to the sector (the
volume of State hedlth care financing today amounts to only 4 per cent of the GDP), there
is alongfelt need for the revision of the system of financing hedlth car eingtitutions.

At present the Government suggests the introduction of a sysem to make the
recipients of budget funds responsble for the results of their use. The increase in the
effectiveness of budget expenditures will require development of records of services




provided; of quantitative and quditaive andyss of the socio-economic results, of
competitive principles and clear procedures for the alotment of budget funds.

In 2000 the Ministry of Hedth Care introduced a new system of covering the
expenses of federal medica indtitutions - the full fee for a patient, within the stipulated.

It seems ds0 necessary to dart using a radicdly different method of funding by the
cregtion of a state order for providing patients with high-technology medicad ad in the
indtitutions of the Minigtry of Hedlth Care (Ministry of Hedth Care, 2001b).

3.2. Insurancefinancing

One of the main directions of reform in the 90s was a trangtion to the system of
compulsory medica insurance (CMI). The main am of the law «On Medical Insurance of
Citizens in the Russan Soviet Federdtive Socidist Republic (RSFSR)», in force since
1993, was to secure the conditutiona rights of citizens to free medical aid of the
guaranteed volume and qudity. Today, a new financid infragtructure has evolved - the
system of State, non-budget, compulsory medica insurance that ams a maintaining
financid stability of medical centres and a providing the population with free medica aid.

At the moment 90 territorial funds and their 1,123 branches, 500 of which act as
insurers, work within the system of compulsory medicd insurance. Premium payers
number 5.1 million and provide about 30 per cent of the funding (Government Report,
1999, p.66). Thirty per cent of the medical ingtitutions work within the CMI system and
over 60 per cent of the patients receive medica trestment there.

According to the Ministry of Hedth Care, an important result of the introduction of
CMI is that it represents the real economic forces present in medical activities, whether
state, municipa or private. The introduction of the CMI system has created medico-
economic awareness and broadened the use of economic caculationsin hedth care.

However, there is an opinion among hedth workers that the medicoeconomic
standards do not give the necessary results - firgt of al, because these standards are usualy
unredligtic (more often than not, they are understated). In addition, many medica services
(for ingtance, the primary examination of a patient, medica ingpection, cansultation, etc.)
are difficult to standardize on the basis of the duration or the number of patients examined
since different cases require different amounts of time. If medica personne are submitted
to the standards (which determine wages!), the risk for the patient is poor quality medica
cae.

Taxes paid by employers and employees are the main source of funds of the CMI.
The second source comes from payments for the compulsory medical insurance of those
who do not work and therefore do not pay this tax and is raised through generd taxation.
However, the average amount paid for one unemployed citizen is less than one fifth the
amount required: according to the Ministry of Hedth Care, in 2000 an unemployed person
received 172.1 roubles, whereas the estimated amount needed was 954 roubles. It is
because of insufficient financing of the CMI system and its obligation to provide free
medical aid that the potential capacity of the system has not been redized.

The Minigtry of Hedth Care condders it usefu to provide for the introduction of a
unified pricing system within the framework of the State Guarantees of the Compulsory
Minimum of Medica Services Programme. At present each region has its own pricing
system, which is different as far as both methods of payment and number of items included
in the rate are concerned. This situation hampers mutual settlements between the various
regions and provides for no control of the rea implementation of the Programme.




Neverthdess, the reform has led to a certain redistribution of public resources in
favour of hedth care. But the price paid for this additional source of funds is dividing
financing into two subsystems - budget and insurance - both having the same recipients of
funds and a the same time acting according to different and poorly coordinated rules. This
has hampered the process of the financid planning of implementation of the territoria
CMI programmes.

Despite the introduction of CMI, hedth care ill lacks funding. The imbaance
between State obligations to citizens and red financid capacities has a dedtructive
influence on the whole system of hedth care. There is a decrease in preventive measures
and an increase in medica service provided on a paid basis. Medicd costs are being
transferred to households. Legd and “shadow” payment for medicad services and
medicines condgtitutes, according to different estimates, between 24 and 45 per cent of the
tota expenditures of the Government and the population on health care.

A report of the Ministry of Hedlth Care (2001) States:

In order to achieve a red bdance between the governmentd guarantees of providing
medica services for the population and providing funds for them, and to reduce the
“shadow” market in hedth care we cannot do without a certain dteration of the
condtitutional norm concerning free medicad sarvice (Articde 41 of the Conditution). We
should amend Article 41 of the Congtitution and legalise what we havein practice.

However, funding problems are not a judification for refusng free medicd ad. A
dtate that claims to be a "socid" state cannot act according to the let-the-drowning-man
save-himsdf principle.

The perspectives of reforming the hedth care financing system involve the creetion of
a system of compulsory medico-socid insurance by integrating the existing systems of
compulsory medica insurance and socia insurance, which, by the new legidation, must be
introduced as of January 1, 2003. It is expected that this will enhance the level of socid
protection by replacing the principle of medicd insurance with the principle of insuring the
hedth of the population. The bass for the unification of dtate socid insurance and
compulsory medica insurance is the idea of a single insurance for accident and sickness
employers and employees, as well as the integration of these systems at the functional and
technologica levels. The officid opinion of the Government bodies that have initiated the
reform is that the integration of the two insurance funds will lead to an increase in the
effectiveness of public funds.

However, even today, after the unified socid tax was introduced and funds end up in
the common moneybox of the Federd Treasury, it is extremely difficult for the to get the
funds when accidents occur. Additiond red tgpe means that in the end it is the insured, i.e.
ordinary citizens, who suffer. These redl difficulties that have occurred in practice after the
unified socia tax was introduced must force the Government to be more careful in
approaching such financid issues.

4.  Organization of medical assistance and
health care resources

By the end of 2000 there were 8,862 hospitds working within the system of the
Minigry of Hedth Care (including 5,632 working within the CMI system); 1,532
prophylactic centres (282 within CMI), 17,689 outpatient clinics (8,537 within CMI),
3,172 ambulance dations, 580 convalescent homes and hedth resorts and 927 dentd
clinics (764 within CMI).




In the recent decade there has been a certain decrease in the number of hedlth care
institutions which continued in 2000: the number of in-patient clinics decreased by 2.4 per
cent, out-patient clinics - by 0.5 per cent, and prophylactic centres - by 1.9 per cent.
However, the level of patient's hospitaizations increased by 0.6 per cent (Ministry of
Hedth Care, 2000, p.100; Government Report, 2000, p.62).

Unfortunately, many hedth care facilities ill have unsatisfactory equipment at their
disposal. In 1992, 23 per cent of hospitas had no water supply; 33 per cent, no sewage
system; 30 @ cent, no centrd heating; 60 per cent, no hot water supply. Over 60 per cent
of the patients were placed in 6 to 10-bed wards, and 15 per cent - even over 10 beds.
According to a questionnaire of the Ministry of Hedth Care in 2000 in 51 regions, the
average deterioration of buildings was 47.5 per cent (over 60 per cent in 15 regions);
depreciation of medica equipment, 61.8 per cent (over 80 per cent in 5 regions); and
depreciation of transport, 61.4 per cent (over 80 per cent in 13 regions). The average
depreciation of other equipment was 55.7 per cent, and the highest rate was in the Moscow
region, at 84.1 per cent.

41 Rural areas

In the rurd aress in 2000, 8,301 outpatient clinics, with an overal capacity of
469,000 vidts per shift, were in operdion. As a result of the huge radius of a rura medica
digrict, low-power hedth care inditutions predominate in these areas. The rurd population
is provided with medica assstance by 1,185 ambulance sations, 4,051 rural hospitas
(their number has grown by 699, or 17.3 per cent, in the recent decade), and 43,362
paramedic-obstetric stations (POS) - their number has decreased by 3,300, or by 7.6 per
cent, despite the fact that it is at the POSs where, due to the low density of the population
in some aeas, medica aid is provided.

The qudity of medicd service a the level of rurd medica hospitds (RMH) is
problematic. The equipment these RMHSs have at their disposd is unsatisfactory: 58.8 per
cent of them need thorough repairs, 75.8 per cent have no sewage system, 72 per cent have
no water supply, 66.4 per cent do not have centra heating, 1.7 per cent are without
telephones, 14 per cent do not have any means of transportation. Fourteen per cent of the
RMHs were not properly staffed during the year 2000.

The dituation in the POSs is even more horrifying: only 23.3 per cent of them are
placed in dedicated premises; 49.2 per cent of them need thorough repairs, 87.2 per cent
have no centrd heating; 93.2 per cent no water supply and 93.7 per cent, n0 Sewerage
system. Only 77 per cent of them have telephones and a mere 0.1 per cent are provided
with transport (Ministry of Health Care, 2000, p.100; Government Report, 2000, p. 63.

42  Departmental medicine®

In socidist times, specid departments, ingtitutions and large enterprises (for instance,
the ZIL and GAZ automohile plants) had their own network of medicd and recreationd
centres, where workers and members of their families were provided with medica

! “Depatmentd medicine’ is a sysem of medicad ingtitutions belonging to a Ministry or an enterprise or

university or any other organization. The Ministry of Hedth Care does not manage, control or finance them. Such
indtitutions appeared in Soviet times as a response to low level of “sate medicing’.  Such “departmenta” medica
centers served only those who worked for the organization and especidly for management; often they were better
equipped, better staffed and better provided with medicaments. To work in such medical ingtitutions was better as
they had some specid privileges.




assistance. Now, many depatments have to deny themsdves ther own medicd
establishments due to lack of funds - municipd administrations are taking over their
functions.

At the present time, this tradition is preserved in the Government bodies dmost al
their workers are ascribed to departmenta outpatient clinics) and aso in many prosperous
departments and organizations (for example, the Ministry of Communication Lines has a
huge chain of medicd establishments al over the country). Such speciad departments as
the Minigtry of Defense, the Minigtry of Internad Affairs and others dso preserve and
support their own hedth care.

Naturdly, the date of the equipment in these departmental hedth care establishments
depends on the financid date of the “owner” and differs greatly from department to

department.

4.3 Non-government health care

The non-government sector of hedth care has developed over the last decade.
However, there is an unequd digtribution of nongovernment medica establishments
among the regions, as well as a clear preference for particular types of medical care (for
example, dmost 40 per cent of al private medicd licences were issued for providing
dental services))

By the beginning of 2001, 5,571 nongovernment hedth facilities, licensed to provide
medica services, were registered in 51 regions of the Federation. Half of these — 2,787 -
were registered in 10 regions. the Republic of Tatarstan (497), the Rostov region (374),
St.Petersburg (362), the Kemerovo region (305), the Amur region (232), the lvanovo
region (224), the Rimorskiy Kra (region) (223), the Kursk region (199), the Smolensk
region (195) and the Perm region (176). In the same 10 regions 1,282 licenses for
providing dentd medicd ad in the nortgovernment sector were issued. (58.6 per cent of
al licences for dentd care in the 51 regions)

In 5 out of the 51 regions there is no nongovernment hedth care sector at dl
(Government Report, 2000, p.79).

Unfortunately, officid data about the dtuaion in the nongovernment hedth care
sector are practicaly nonrexistent. Private medica indtitutions are not accountable to the
dructures of the Ministry of Hedth Care and do not have to provide them with any
information about their work. It is only when they apply for a licence that they have to
submit some data, including information about the professiond leve and qudifications of
their medicd daff. The relevant hedth care management authorities must periodicaly
confirm the licence. However, these authorities themsdves have not yet edtablished a
system of control and monitoring of their activities.

44 Human resources in health care

Providing human resources for hedlth care is the decisive factor in the successful
redization of the Concept of Hedth Care and Medicd Science Development in the
Russian Fedadtion.

Over 4 million people work in hedth care in Russa today; of which over 2 million
have received higher or secondary medica or pharmaceutica education. Hedth care
workers congtitute 4.2 per cent of the total work force of the country.




Table 2.

Within the system of the Ministry of Hedlth Care, there were 42 doctors and 96.5
nurses per 10,000 citizens in 2000. Although a constant number of medica specidists are
being trained, there ill is a shortage. There is a degpening problem of disproportion
between doctors and the personnd with secondary medica education. There is a certain
tendency towards a reduction in the doctors of the first hedth care echeon. Although the
overal number of doctors is congtantly growing in the last three years there has beena
decrease of 4,500 in the number of physcians and of 2500 in the number of
paediatricians. The number of doctors has decreased in 26 regions of the Russian
Federation and nurses in 35. The main reasons are the lack of finance in the sector, low
wages and unsatisfactory working conditions.

Medical personnel in the Russian Federation, 1992 - 1998

1992 1993 1994 1995 1996 1997 1998 2000

Doctors

total, in thousands 637.3 6416 6368 6537 6692 6734 6798 6802
per 10,000 of the population 43.0 434 43.3 445 45.7 46.1 46.7 420
Paramedical staff

total, in thousands 17091 16742 16132 16288 16486 16263 16209 15636
per 10,000 of the population 1153 1131 1097 1110 1127 1114 1114 95

*in the Ministry of Health Care sphere
Source: Ministry of Health Care, 2000, p. 100.

There are serious regiond differences in providing the population with medica staff.
Some regions have a relatively high proportion: Moscow (83.9 doctors and 125.9 nurses
per 10,000 citizens), St.Petersburg (73.9 and 111.0); the Northwestern region (57.2 and
104.4) and the Centrd region (53.1 and 113.2). The worst stuation is in the North
Caucasian region (42.2 and 99.1), the Kainingrad region (37.4 and 98.9 and especidly in
Ingushetiya (27.9 and 62.0). Hedlth care centres in some territories are understaffed, and in
some centres specialists with secondary medical education only occupy doctors positions.

The provison of medica personnel for the rura population is much lower than in the
cities. By January 1, 2000 50,259 doctors and 233,369 medica workers with secondary
education worked in rura areas, which is 8 per cent and 13 per cent respectively of the
totd number of these specidists, whereas 27 per cent of the populaion of Russa live in
rurd areas. At present 8.7 per cent of district rural hospitas and 17 per cent of the RMHs
do not have doctors on their staff at al. The problem of providing medica personne for
these areas has aways been saious. working conditions and the equipment existing in
rural medicd establishments are poor. However, if in the past the problem was solved by
means of compulsory distribution of young, graduating specidists, today there is nothing
to force them to go to rurd aress or even to attract them - no housing, no decent working
conditions, no decent payment. The only bait is that rural doctors can retire earlier than
norma workers do, but this pension is anyway too low. A return to the compulsory
digribution of young speciaists would be a solution, but such a messure is contrary to
international labour standards prohibiting compulsory labour.

The Minisry of Hedth Care is one of the leaders in the number of educationd
edtablishments - 55 higher education establishments (about 10 per cent of dl State higher
education establishments) and 450 secondary medical and pharmaceutica  education
edablishments (15 per cent of dl secondary vocationd educetiond establishments) are
subordinate to the Ministry. Over 230,000 dudents of secondary educationd
establishments as well as 200,000 students, interns, registrars and postgraduate students,
sudy in establishments of the Ministry of Hedth Care; about 700,000 specidists with
higher or secondary medica education receive additiond professiond training.




Professond retraining and development courses for medica personnd are hed in 7
establishments for post-diploma education and 46 faculties of postgraduate training for
doctors.

In order to control the qudifications of medica and pharmaceutica personnd the
system of personne certification was launched in 1994.

45 Unemployment of medical workers

Job centres of the Labour and Employment Departments are not obliged to collect and
provide information about the professiond background of the registered unemployed. The
only data about unemployment among health workers date from 1996.

At the end of 1996, 3,000 hedth care workers received unemployment benefit a job
centres, of which 13 per cent were doctors, 64 per cent nurses, and 23 per cent other
professonals. At the same date there were over 56,000 job vacancies for doctors and over
84,000 for nurses. Thus there were 140 vacancies per unemployed doctor and 44 vacancies
per unemployed nurse.

However, 27 per cent of the vacancies for doctors and 63 per cent for nurses were in
the hedth care centres of rural areas (Government Report, 1996, pp. 126-127) where it is
difficult to fill these vacancies.

Table 3. Supply and demand for health personnel in the Murma nsk Region, 1990 - 1999

Professionals Number of Number of Number of Number of
applicants in vacancies in applicants in vacancies in
1990 1990 1999 1999
Doctor 2 690 30 170
Veterinary 6 5 12 5
Obstetrician 2 8 3 11
Paramedic 18 96 36 43
Medical nurse 64 1196 223 229
Medical registrar 0 5 23 5
Medical lab assistant 0 6 0 18
Medical stafistician 0 2 1 12
Pharmaceutics 0 8 18 68
Dental technician 0 0 5 0
Male nurse 30 1233 815 1%
TOTAL 12 3249 1166 %6
% of total unemployment
in the region 1.0 13.0 2.5 2.7

Source: Informal data from the Murmansk Employment.

Data avalable in the Murmansk region shows (Table 4) that the stuation has changed
radically: whereas in 1990 there were 26.6 vacancies for each unemployed medical worker,
in 1999 there were only 1.5 unemployed hedlth care workers for one vacancy. However,
there dill is a consderable deficit of doctors. The average duration of the unemployment
for medica workersin the region is 7 months.

5. Remuneration and other benefits

51 Remuneration of labour

Sdaries in hedth care are characterized by extremely low levels of pay, irregular
indexation and delays in payment. Furthermore, sdaries have not been changed for severd
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Table 4.

years, and the level of the remuneration of hedth wak s compared with other branches of
the economy has been serioudy declining over the last 20 years (Table 4).

Average monthly salary in health care as a percentage of the average monthly salary in all
sectors, 1961 - 2000

Year 1961 1970 1980 1990 1992 1999 2000*

72 75 75 68 64 51 46

Source: Government Report on Health Care, 1992, p 110
* Parliamentary Hearings “Socio-Economic Status of Health Care Workers”, April 12-13, 2000.

Sdlaries for hedth care workers are fixed by qudification acording to the Unified
Tariff Scale, an official document approved by the Ministry of Labour. In 2000 the
remuneration of junior medical personnel (Categories 24) was 180-228 roubles per month
(about 20 per cent of the subsistence level); nursing staff Categories 5-12) - 240552
roubles per month (under 50 per cent of the subsistence levd); doctors (Categories 11-14) -
from 485 to 702 roubles per month (a little over 50 per cent of the subsistence leve); and
doctorsin-chief (Caegories 14-18) - from 702 to 1,086 roubles per month, which is hardly
equd to the subsistence level.

Apart from the basic sdary, a number of benefits take into consideration the specifics
and peculiarities of their work. There are about 15 different raises, fringe benefits and
dlowances, such as for working with AIDS patients and HIV postives, or with
psychiatric, infectious and oncological diseases, as well as for working next to the source
of ionisng radiation. All workers of hedth care establishments have the right to an
alowance for uninterrupted periods of employment, both for full -time and part-time work.

Additiond alowances exig in the regions and municipdities, causng considerable
wage differentials among hedth care workers of various regions of the Russian Federation.
For ingtance, in 1999 the average monthly sdary of hedth care workers in Moscow was
1,667 roubles, compared with 387 roubles in the Republic of Dagestan!

Deays in paying wages make the dtuation even worse. By January 1, 1999 the
arrears of wages were 4.5 hillion roubles; and by February 1, 2001, 238.1 million roubles.

As a consequence of this low and uncertain remuneraion, medica workers have to
work on the sde. Working part-time (occupying several positions either within ong's own
or in different medica organizations) and combining jobs (doing paid work for an absent
employee within one's working time and dongside onés own work) have become norma
practice. At the same time, hedth professonals sometimes have to do work demanding a
lowe qudification; this is especidly the case for of paramedica staff, which often has to
work as nurses since there is an enormous lack of the latter.

In medica establishments working in the CMI system (whose number is congtantly
growing) sdaries are paid on the basis of services provided. These are caculated by the
CMI fund in accordance with the medicoeconomic norms. Medical workers provide an
estimate of their services, according to established norms. Any payments above this
amount are distributed ly the administration of the enterprise as bonuses, which represent
a substantia addition to basic pay, on average 25-30 per cent of the monthly salary.
Workers clam that the administration usualy distributes the bonus money according to its
own subjective choice. However, the insurance companies working within the CMI system
thoroughly examine the quantity of the medica services provided and their judtification,
and sometimes conscioudy prune their volume, doctors have to prove why this particular
patient was provided with these particular services in this particular volume. This can lead
to a reduction in the quality of care and to patient discontent. Together with the detailed
accounts that doctors have to provide it adds extra stress to their strenuous work.
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However, medica workers themsdves admit that their additional earnings, including
“shadow” incomes or illegd payments (not only in money terms) from patients or their
relatives, make about 50 - 60 per cent of their total earnings. According to different
estimates, legd and “shadow” payments for medica services and purchasing medicines
amount to 24-45 per cent of the aggregate State and citizens expenditure on hedlth care.

Working hours

Most medica workers have a reduced working day, which lasts from 4 to 6.5 hours,
depending on working conditions. This suggests that most medical workers work in shifts.

Some categories of hedth care workers, such as the medical personnd of psychiatric,
infectious, radiology and other departments have more than the norma annua holiday of
24 days, and are entitled to 30 to 48 days holiday depending on qudifications and years of
sarvice. An additiond three-days holiday is granted to ambulance brigades and brigades of
neighbourhood medical services, as well as to genera practitioners and their nurses. The
teaching personnd of medica departments enjoy paid holidays of 56 days. However, not
al medicd workers who have harmful and dangerous working conditions have the right to
additiona holidays. The Ministry of Hedth Care makes recommendetions to the Ministry
of Labour about this.

In practice, because of lack of funds many medica ingtitutions do not provide these
holidays even for the workers who have alegd right to them.

Pensions

Retirement pensions for doctors and paramedicd staff of medica centres, teaching
facilities and sanitary-epidemiologica ingtitutions were established in 1959.

When the law “On State Pendons’ came into force in 1991, the Stuation with
retirement income security worsened as wedl as medicd workers of educationa
establishments were denied the right to retirement pensions. Moreover, socid security
bodies refused to provide retirement pensons for medica workers of hedth care
edtablishments that did not have the datus of a legd entity, which first of al affected
medicd workers of cdlinics, professond medicad educationd establishments, medica
research organizations, territorial medical association and other hedlth care indtitutions.

The dtuation with retirement income security for hedth care workers became even
more difficult when Ordinance #1066 of the Government of the Russian Federation “On
the Ligt of the Pogdtions that Give the Right to Retirement Pensions because of Medica or
Other Work Aimed at Protecting the Hedlth of the Population” was passed in 1999. This
Ordinance aimed at puitting retirement income security in order by restricting the number
of workers who have the right to this type of pension. The following categories were
excluded from the previoudy vadid list: pharmaceutical workers, pedagogica workers of
medical educationd establishments (these groups had dready been excluded above)
doctors-detidticians, hospice directors, chief medica nurses, dietetic nurses, medica
regidtrars, etc.

The new lists of postions that give the right to a privileged retirement pension do not
include such categories of medica workers as, for instance, medical personne of the
medica preventoria of collective faams (kolkhoz) and state farms (sovkho?); medica
workers of boardingschools, children's homes; pharmaceutical workers etc. The period of
professond training, i.e. the period of studies a medica inditutes and colleges, is not
considered part of the work record.
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A third variant of the bill on pensons has now been introduced, proposing that the list
of privileged categories of medical workers be expanded in both rura aress and in towns
and cities.

Medicd workers whose jobs are characterized by harmful or unfavourable working
conditions have the right to a specid insaubrity penson. The ligs of harmful professons
include, for example, doctors and paramedicd staff working with radiologica apparatus or
chemicds, paramedica gaff and nurses working with psychiatric and psychosomatic
patientsand in multi-directiona medica establishments.

At present the Ministry of Hedth Care is conddering extending the right to a
privileged penson to doctors and laboratory assgtants of tuberculosis inditutions where
there has been an enormous increase in the number of occupationd diseases in recent
years, as well as doctors of psychiatric and psycho-neurological inditutions. It is
interesting to note that paramedica saff and nurses of these inditutions dready have the
right to such a pension.

54  Remuneration in departmental medical
establishments

As dready mentioned, the status of workers employed in departmenta medica
ingtitutions depends on the financial standing of their “owner”, i.e. of the department or
enterpriseitsdf.

For instance, n the departmental hedth care centres working within the system of the
Ministry of Communication Lines, the sdaries of medica personne are as low as those in
the centres belonging to the Ministry of Hedth Care. Apat from the sdary, there are no
additiona dlowances pad by the Ministry of Communication Lines Nevertheless,
according to the workers themsdlves, it is much better to work within the system of this
Minigtry than within the system of the Ministry of Hedth Care, since working conditions
are more dtractive and the equipment is better. Furthermore, they are granted socio-
economic benefits in accordance with the sectord agreement on tariffs, acting within the
railroad system, and collective agreements of the department, which means that they
receive free railroad travel once a year, materid alowances for their annua holidays, and
severance pay in case of dismissals due to staff reduction or retirement.

Departmenta hedlth care centres of the Ministry of the Interior, the Federd Security
Sarvice and the Ministry of Defence are totdly financed from the State budget. These
depatments have traditionaly paid particular atention to medicine. The equipment and
working conditions there are better than in smilar establishments of the Ministry of Hedth
Care and their personnd has a lower workload (by approximately 30-40 per cent), which
dlows for better quaity in medicd services. Materid security is dso better in these
departments. sdaries are regulated by the departments themselves (the Unified Taiff Scde
is just a guideline) and are generdly are higher than in the Minigry of Hedth Care by 40-
50 per cent. In addition, medical workers receive premiums for the length of service, food
dlowances, transportation privileges, etc. Military rank is given to chief medicd personnel
garting from the head of a ward, which entitles them to the corresponding premiums for
rank.
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6.

6.1

Remuneration in the non-government health care
sector

To complete the picture, it is necessary to examine the sSitugtion in non-government
medica establishments. In the absence of officia data, sample interviews were conducted
to obtain the following information.

As a rule, nornrgovernment medica establishments are technicaly better equipped and
their employees have better working conditions and a higher level of income than those in
the Ministry of Hedth Care. Sdaries are agreed upon by both parties of the labour contract
and depend on mutud interest and the financid sanding of the company. The officid
sdary is often just a part of the worker's income; the other part being paid unofficiadly, to
avoid paying wage and income taxes.

It is common practice to allow workers to use the equipment and the premises for
providing medical services (often outside officia working hours) to patients who pay the
doctor directly. The transaction does not go through the bookkeeping of the company in
this case.

Very often employees work part-time in these inditutions - they are highly qudified
workers of government medicd inditutions who have to supplement their sdaries by
outsidework.

Working conditions and labour protection

Issues of working conditions and labour protection, professona accident rates and
occupationa hazards congtitute a serious socio-economic problem in the health care sector,
which directly influences the professiond activity of the specidists.

Working conditions of these employees require close attention: they are exposed to
various unfavourable factors of the professona environment, such as emotiona and
andysing dress, uncomfortable working posture and microclimate, deficient lighting,
harmful chemical and biological substances, ultrasound, laser and ionising radiation, etc.

Occupational hazards

Table 5 shows that occupational diseases among medica workers are on the increase:
in 1995, only 261 diseeses were registered, whereas there were 434 in 1999; relative
indices (per 10,000 workers) were 0.71 in 1995 (1.89 for al branches of activity) and 1.74
in 1999 (1.77 for al branches). Although the overdl incident rate fel by 6.3 per cent
between 1995 and 1999, it increased by 2.4 timesin the medical sector.

According to medicd workers themsdlves, the main reasons for this increase in the
incidence rate are heavy workloads, poor income security, unsatisfactory working
conditions, including lack of equipment, instruments, materias, medicines, etc. In addition,
there is a certain “ageing” of hedth care gtaff, and, consequently, decline in hedth and
decrease in working.

Occupationd diseases are regidered annualy by medicd establishments in 66 (in
1999) regions of the Russian Federation, the mgority of cases being in St. Petersburg, in
the Moscow, Tomsk, Samara, Novosbirsk, Nizhniy Novgorod, Primorskiy Kra and
Chelyabinsk regions. Respiratory tuberculosis, serous hepatitis, bronchid asthma,
dermatitis, pharmaceutical dlergy, and eczema dominated among the occupationd
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diseases. The mgjority of these are chronic. Eighty per cent of cases are women. Many of
these diseases lead to disablement.

Table 5. Index of occupational incidents among health care workers compared with the industry
average, 1990- 1999

Year Number of cases Index per 10,000 health Industry average index
for medical care workers per 10,000 workers
workers

1990 161 049 196

1991 1% 025 208

1992 1% 059 188

1993 209 067 185

1994 205 057 181

1995 261 071 189

1996 27 074 233

1997 318 0.88 2.32

1998 415 166 185

1999 434 174 17

Source: Ministry of Health Care, 2001a.

Most occupationa diseases are registered in tuberculosis hospitals and centres and in
outpatient clinics, fewer in hospitals for infectious diseases and sanitary and preventive
medica ingitutions. The main professons concerned are paramedica staff, doctors and
laboratory assistants, and occupational diseases are more frequent among workers with less
than 5 years of service. Respiratory tuberculosis (50 per cent), vira hepatitis (16 per cent),
pharmaceutical adlergy (8 per cent), bronchia asthma (8 per cent), and skin diseases (4 per
cent) predominate among the occupationa diseases of hedth professonds (unpublished
figures of the Research Indtitute of Labour Medicine). Infection with Btype hepatitisis 10
times more frequent among workers in hospitas for infectious diseases, biochemica and
clinical laboratories, and haemodiays's centres than in the population in generd.

The mgor factors that lead to occupational diseases in the production sector are
biologica factors, 73 per cent (Btype vird hepatitis and respratory and other types of
tuberculosis); high-active medications, 16 per cent; and chemical substances, 11 per cent.

Every year over 50-60 per cent of al registered cases of occupationd disease are
identified when patients gpply for medicd help, but these are not usudly diagnosed in
routine medica examinations. Apparently, in some cases, compulsory medica
occupationa examinations are trested more as a formdity. “Taking care’ of the hedth of
medica workers on the part of the State resulted in a campaign of free vaccination against
hepatitis. Sometimes medical workers help each other out, usudly at a low rate of pay or
even free

6.2 Legislative protection

One of the main reasons for unsatisfactory labour protection and safety in hedth care
is lack of funds. However, obsolete lega norms, incompetence of workers themsdves in
this aea, and irrespongble indifference on the pat of the adminidration are dso
responsible. The current concept provides for:

Development of the legidation on lsbour safety in hedth care inditutions, education of
the adminigration of hedth care inditutions and governing bodies and the sudents of
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7.

7.1

7.2

medica educational establishments in the area of labour protection; adoption of a single
policy of edablishing benefits and compensations for medical workers for gpecid
working conditions (Ministry of Health Care, 2001b).

Although dlowances are necessary to compensate for specid working conditions,
these should be improved to make them safer. According to workers therrselves,
organization of medals during 24-hour shifts, creation of facilities for rest and relaxation,
provison of appropriate working clothes, protective equipment and hygiene would
enhance safety in many medical establishments.

This aspect has not been atirdy neglected: a Sectora Programme of Primary
Measures to Improve Working Conditions and Labour Protection in 1998-2000 has been
adopted. In amost every hedlth care inditution labour protection commissons have been
crested and authorized personnel gppointed. However, in the opinion of workers, their
activities are not yet sufficiently effective.

Representation of medical workers

Professional and scientific associations

In order to discuss and solve the multitudinous problems concerning the professiona
activity of hedlth care specidists, doctors associations are being created.

The Minigry of Hedth Care cooperates closdy with such associations, by for
example, using them to solve the questions of evduation and certification of medica
workers, of working out methodological recommendations, etc.

Cooperdtion of hedth care management bodies with medicd scientific societies
proves to be especidly effective. At present there are about 60 such societies in Russia,
each of them composed of reputable specididts, scientists and practicians who form the
backbone of the doctor community.

In addition, All-Russian Congresses of Doctors (the Pirogov Congresses) are being
organized. Here it is planned to discuss the issue of creating a separate independent body -
the professona doctors association - in order to give it some personne development
functions that are now performed by national or municipal hedth care bodies (Ministry of
Hedlth Care, 2001b).

Trade Unions

The trade union of hedth care workers unites the mgjority of the workers of state
owned inditutions in this sector. Workers of depatmental medica establishments are
members of the corresponding sectoral unions. There appear to be no trade unions in the
norn-government sector.

The trade union of medicd workers performs its functions of representing and
protecting workers' interests as regards wages, recreation, protection, employment security
etc, by means of concluding sectord tariff agreements a federd and regiond levels, a
well as by collective agreements at the level of hedlth care organizations.

According to the Ministry of Hedth Care, their cooperation with the sectord union
has become closer and more fruitful in recent years. Issues of the remuneration of labour,
socia  benefits, guarantees and compensation, labour protection, and employment
protection are discussed a joint gttings of the Board of the Ministry of Hedth Care and
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the Presidium of the centrad committee of the union. The system of socia partnership that
is being formed now alows serious conflicts to be avoided.

Unfortunately, at the level of primary trade union organizations, medicad workers who
are union members know very little about the opportunities of union support for protecting
their rights. Many of them believe that apart from the distribution of materia comforts,
which are limited by budget condraints, the unions do not have the right to interfere in
anything. Workers aso distrust their unions on the grounds tha they are totally dependent
on the employer's will, and, consequently, unable to protect their members in case of
conflict. As for collective agreements and agreements that are concluded in the sector on a
regular basis, workers are indifferent, consdering them formalities and uninfluentid. A
smilar attitude reigns as to the activities of labour protection commissions, of which union
representatives are usualy members. The main reason for this situation, according to both
ordinary union members and dected union officids, is the lack of financid means for
adding redidtic provisons to collective agreements.

The answer to the question “Who protects your labour interests?” is usudly “No
onel” or “| protect myself on my own!”

8. Conclusion

The problems of hedth care in Russig, including those of the socio-economic status
of employees, are complex, interdepartmenta and depend on the dabilization and overdl
development of the economy. The current decline in public hedth, the decrease in life
expectancy and in the birth rate are cause for serious concern. There is a need for
subgtantial  messures of socio-economic  Stabilization, to remove emotional stress and
support young people and familiesin order to stimulate the birth rate.

The level of budget funds dlotted to medicine should be radicdly reviewed without
neglecting preventive measures and advertising of a hedthy way of living among the
population.

It is aso important to perfect the insurance forms of financing hedth care, a the same
time guaranteeing basc medicd attention free of charge. Particular attention should be
paid to the unprotected and poor segments of population.

Hedth care management needs improving in order to srengthen collaboration
between federd and regiond hedth care services One of the factors hampering
improvement in the quaity of medicad care in separate regions is the outdated mechanism
of economic relations within the sector. This is related not to the amount of funds, but to
the depersondized financing of medicd inditutions. It is therefore important to train
specidists with a deep knowledge of the issues of public hedth organization and
management, economics, planning, financing and rational and effective use of resources.

To overcome the serious problem of daffing medica establisments with specidists
of dl leves, especidly with paramedica saff and nurses, it is necessary to organize an
effective permanent monitoring system at regiond and federa levels and to creste a
unified register of hedlth care staff potentia in order to be able to react quickly to changes.

Remuneration of hedth workers, including premiums, bonuses and pensons must be
improved to enhance the prestige of the profession, and trade unions should be more active
in derting both public opinion and officid authorities to the extraordinarily unsatisfactory
conditions in this sector.
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The development and improvement of legidation on hedth protection can play a role
of no little significance in bringing solutions to these problems. Grest expectations are now
centred on the adoption of the law “On Hedth Care in the Russan Federation”, which will
include a section “On Socid Protection of Hedth Care Workers'. It is expected that
eventudly a legd mechanism will be introduced for insuring the professond
responshility of medical workers.

Reasonable decisions on these issues would to a great extent aleviate today’'s hedth
cae problems and, above dl, provide the population with a redly accessble medicd
service and make a unified health care system funcion effectively.
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Appendix

Recent legidation on hedth protection in Russa
= The Foundations of the Legidation of the Russan Federation on Citizens
Hesdlth Protection;
= On Sanitary and Epidemiologica Well-being of the Population
= On Medicd Insurance of Gtizensin the Russian Federation
= On Narcotic Drugs and Psychotropic Substances
At present twenty-one bills are being considered by the State Duma of the Russan
Federation, including the following:
= on Hedth Carein the Russan Federation;
= on the Regulation of Private Medica Practice;
= onthe Advertisng of Medica Services, Medical Products and Medications.
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