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Introduction

Socio-economic determinants of health, including
income level, housing conditions, education, and social
integration, have a substantial impact on population
survival both within individual countries and globally.
According to previous studies, these determinants account
for approximately 20-40% of overall health outcomes.
In contrast, healthcare systems contribute approximately
8-10% to life expectancy in developed countries,
whereas in Ukraine their impact is considerably greater
due to structural imbalances and inequalities in access to
healthcare services [1; 2].

The growing prevalence of antimicrobial resistance
represents one of the most serious threats to the effectiveness
of healthcare systems, leading to increased mortality from
infectious diseases [3]. This problem has become global
in scope and has acquired a systemic character. In Ukraine,
its impact is further aggravated by socio-economic instability
and the consequences of military conflict, which have resulted
in deteriorating living conditions, population displacement,
and reduced accessibility of healthcare services [4].

Healthcare financing is another key determinant
of healthcare system performance. Numerous studies have
demonstrated a positive association between healthcare
expenditure and life expectancy. Primary health care (PHC)
plays a central role in ensuring equitable access to healthcare
services, addressing the majority of the population’s essential
medical and pharmaceutical needs [5-7].

The experience of the Nordic countries demonstrates
that successful healthcare reforms are based on prioritizing
primary health care, ensuring sustainable financing,

and strengthening institutional capacity. In this context,
acomparative assessmentofthe socio-economic determinants
underlying healthcare reform in Ukraine and the Nordic
countries is of particular scientific and practical importance.

The aim of this study was to analyze the socio-
economic determinants of healthcare system reform and to
evaluate their impact on healthcare system performance
in Ukraine and the Nordic countries.

Purpose is to conduct a comparative analysis
of the socio-economic determinants of healthcare system
reform and to assess their impact on the performance
of'the healthcare sector in Ukraine and the Nordic countries.

Object, materials and research methods

The study employed systemic and comparative
approaches to investigate the socio-economic determinants
of healthcare system reform. The information base included
statistical data on healthcare financing, demographic
indicators, mortality rates, and the organization
of healthcare delivery, particularly primary health care,
in Finland, Sweden, and Ukraine.

Quantitative analytical methods were applied to
assess temporal trends in the selected indicators, whereas
qualitative analysis was used to interpret institutional
transformations and the specific features of healthcare
reform implementation.

Research results

The comparative analysis demonstrated that healthcare
reforms in the Nordic countries were implemented under
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favorable socio-economic conditions characterized by
stable economic growth, high population income, and well-
developed public institutions. Since the mid-twentieth
century, the development of primary health care has been
accompanied by a sustained increase in public financing,
exceeding 2% of gross domestic product (GDP), which
has significantly improved access to healthcare services
and contributed to declining mortality rates.

In Ukraine, healthcare reform accelerated after 2018
through the introduction of the “money follows the patient”
financing model, digital transformation of healthcare
services, and implementation of electronic prescribing.
However, socio-economic constraints, unstable financing,
and ongoing institutional changes have limited the overall
effectiveness of the reform process.

The study found that expenditure on primary health
care accounted for only 0.356% of Ukraine’s GDP in 2023,
which is substantially lower than the corresponding figures
reported for the Nordic countries. Such underinvestment
limits the healthcare system’s capacity to provide accessible
and high-quality healthcare services.

Another important finding concerns the widespread
irrational prescribing of antibiotics, particularly macrolides,
despite the availability of evidence-based clinical guidelines
promoting their rational use. This indicates insufficient
effectiveness of regulatory policies and healthcare quality
assurance mechanisms and contributes to the growing
burden of antimicrobial resistance.

Since the 1960s, healthcare systems in most European
countries have undergone successful reforms based on
prioritizing primary health care. These reforms established
the coordinating role of general practitioners (family
physicians) within healthcare delivery systems. Family
medicine was institutionalized in Finland, while patient
list systems were introduced in Germany [8], France [9],
Finland [10], and Norway [11]. In the United Kingdom,
general practitioner fundholding schemes and Primary
Care Trusts were established to strengthen the organization
and financing of primary care services [12].

Table 1 summarizes the legislative reforms, including
the responsibilities assigned to governmental and non-
governmental institutions, that supported the transformation
of healthcare regulation through primary healthcare reform

in the Nordic countries with the aim of improving equity
and accessibility of healthcare services.

Healthcare reforms in Northern and Western Europe
were primarily based on reallocating financial resources
in favor of primary health care. Before these reforms,
PHC received substantially lower funding than specialized
healthcare services. In Sweden, Finland, and the United
Kingdom, expenditure on primary health care accounted
for approximately 30% of total healthcare spending [13].
To accelerate PHC development, governments adopted
strategic decisions to redistribute human, financial,
and material resources toward primary care. As a result,
PHC funding increased annually by approximately 4—6%,
while overall healthcare expenditure remained under
control.

In Sweden, healthcare reform was also associated with
a substantial expansion of community health centres [14].
Between 1973 and 1985, this policy reduced the number
of short-term hospital beds by approximately 2.6%,
while simultaneously increasing the capacity of primary
healthcare facilities [14].

Legislative reforms also enabled a significant increase
in total healthcare expenditure. On average, healthcare
spending reached approximately 7% of GDP across
the reformed countries, while in Sweden it increased to
approximately 9% of GDP [15].

Figures 14 illustrate the trends in healthcare financing
in Finland, highlighting the prioritization of primary health
care (PHC) as a key component of healthcare system
development. During the 12-year period from 1973 to 1984,
total healthcare expenditure increased by 1.3 percentage
points of gross domestic product (GDP), rising from
approximately 5.6% to 6.9% of GDP. Over the same
period, expenditure on primary health care increased by
1.2 percentage points, from 0.8% to 2.0% of GDP.

Between 1963 and 1971, Finland experienced a marked
increase in the annual growth rate of real expenditure on
primary health care (PHC), rising from 3.7% to 12.5%.
In contrast, the annual growth rate of expenditure on
specialized healthcare services declined substantially, from
8.5% to 2.5% over the same period (Figure 2).

Real expenditure growth for primary health care
(PHC) day hospitals increased from only a few percentage

Table 1

Healthcare Innovations in Selected Nordic Countries during the 1970s—1980s

Country

Institutional Innovation

Sweden

Since the mid-1970s, financial resources have gradually been reallocated in favor of Primary Health Care (PHC).
A Parliamentary Commission developed the national programme Health Services in Sweden in the 1990s, with the
primary objective of strengthening PHC infrastructure and expanding primary healthcare services [14].

Finland

In 1972, the Primary Health Care Act was enacted. In 1985, the Government published the Health Policy Report.
In 1987, the Government adopted the National Strategy “Health for All”. In addition, the Health and Medical Care
Act, aimed at ensuring equity and universal access to healthcare services, was enacted in 1983 [13; 16; 17].

Norway

The Municipal Health Services Act (1984) introduced the integration of preventive and curative healthcare
services, outpatient nursing care, and rehabilitation within a unified municipal healthcare system [18].

Denmark

In 1985, the Ministry of the Interior issued a policy report recommending the reallocation of healthcare resources
from specialized medical care to primary healthcare services. Particular emphasis was placed on strengthening
coordination between the healthcare and social service sectors [18].
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Fig. 2. Trends in the shares of primary health care (PHC) and specialized healthcare
expenditure within total healthcare expenditure in Finland, 1963-1971 [13]

points in 1963 to 20.3% in 1971, while expenditure growth
for PHC outpatient services rose from 3.7% to 9.6% over
the same period (Figure 3).

These reforms resulted in a reduction in the annual
growth rate of PHC expenditure from 12.5% to 8.3%
and of specialized healthcare expenditure from 2.5% to
1.25% between 1971 and 1983 (Figure 4) [13].

During the same period, the annual growth rate
of expenditure on specialized outpatient care declined from
10.7% to 3.7%, while expenditure growth for specialized
inpatient care decreased from 7.8% to 2.1%. Between 1971
and 1983, the annual growth rate of expenditure on PHC
day hospitals also declined from 20.3% to 11.0%, whereas
that for PHC outpatient services decreased from 9.6%

to 6.0%. Over the same period, expenditure growth for
specialized inpatient healthcare further declined from 2.1%
to 0.2%, whereas expenditure on specialized outpatient
care increased slightly from 3.7% to 4.1% [13; 16].
Government regulation of expenditure growth
for PHC day hospitals contributed to a more efficient
allocation of healthcare resources while maintaining
improvements in healthcare delivery. Within several years
after the implementation of these reforms, Finland achieved
a reduction in the annual growth rate of overall healthcare
expenditure while successfully advancing healthcare reform
based on the prioritization of primary health care (PHC).
Since the mid-twentieth century, healthcare reforms
in Finland have focused on establishing a clearly structured
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Fig. 4. Reduction in the annual growth rates of primary and specialized healthcare
expenditure as a proportion of total healthcare expenditure in Finland, 1971-1983 [13]

healthcare delivery system. Primary health care (PHC)
services have been provided predominantly through
municipal health centres (approximately 160 nationwide),
specialized healthcare through hospital districts (20
districts until the early 2000s), and highly specialized
medical care through five university hospital districts
serving populations of approximately one million each
(Figure 5).

The Ministry of Social Affairs and Health of Finland
was responsible for developing national health policy,
defining strategic priorities, and implementing key
healthcare reforms, while the private sector provided
approximately 25% of health and social care services [19].
Oversight of the healthcare system at the national level was

carried out by dedicated supervisory authorities, whereas
monitoring at the regional and municipal levels was
performed by the respective local government authorities.
Responsibility for promoting health and well-being rested
primarily with municipalities, in addition to individual
responsibility. Municipalities became responsible for
coordinating healthcare services, including mental health
and dental care. Furthermore, every healthcare institution
appointed a Patient Ombudsman to safeguard patients’
rights.

Despite the effectiveness of the Finnish healthcare
system, several major public health challenges remained.
In 2014, approximately 500.000 people (out of a population
of 5.4 million) engaged in hazardous alcohol consumption,
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around 250.000 individuals were living with diabetes,
and nearly 900.000 accidents occurred annually. In addition,
approximately 25% of people aged over 75 years required
long-term care because of dementia, while only 30%
of young people achieved the level of physical activity
recommended for maintaining good health [19].

To address these challenges, Finland implemented
comprehensive healthcare reforms throughout the 2000s
aimed at strengthening the administrative and financial
capacity of municipalities. Legislative amendments were
introduced to consolidate municipalities and reorganize
service delivery.

These reforms sought to ensure that municipalities
possessed sufficient territorial coverage and population size
to maintain sustainable healthcare infrastructure through
their own economic capacity, supplemented by central
government support where necessary. Municipalities were
also permitted to establish joint service organizations with
neighboring municipalities and assumed responsibility
for providing part of specialized healthcare services.
Inaddition to healthcare, municipalities became responsible
for essential public services, including water supply,
electricity distribution, and other municipal utilities [19].
The reforms also envisaged the consolidation of hospital
districts to improve administrative efficiency and optimize
resource allocation.

Strengthening the financing of primary health care
(PHC) was closely associated with policies promoting
the rational use of pharmacotherapy. During the 1990s,
Finland experienced a substantial increase in erythromycin
resistance among Group A streptococci. Inresponse, national
outpatient antibiotic prescribing policies were revised,
and evidence-based clinical guidelines recommending
reduced use of macrolide antibiotics for respiratory tract
and skin infections were introduced. These interventions
resulted in a significant decline in erythromycin resistance
among Group A streptococcal isolates [20].

In 2000, Finland introduced its first intersectoral
national guidelines on antimicrobial resistance surveillance
and antimicrobial use policy, representing an important
milestone in efforts to combat inappropriate antibiotic
prescribing in primary health care and to strengthen
antimicrobial stewardship nationwide [21].

Reduction in Mortality in Sweden and Finland

The positive impact of comprehensive reforms,
particularly those implemented within the healthcare
sector since the 1960s, contributed to the stabilization
and subsequent reduction of mortality rates in both Sweden
and Finland (Table 2, Figures 6 and 7).

Sweden, one of the world’s oldest populations, ranked
as the eighth oldest country globally, with approximately
5% of'its population aged 80 years or older and 20% aged 65
years or older. Despite this demographic structure, Sweden
ranked seventh worldwide in terms of preparedness for
population ageing and the quality of care provided to older
adults, reflecting the effectiveness of its health and social
care system [22].

In Finland, healthcare reforms were complemented
by investments in education, the promotion of social
responsibility, and long-term public policies aimed
at sustainable societal development [22]. Nevertheless,
the relatively low mortality rates observed in both countries
were largely attributable to the high quality, accessibility,
and efficiency of healthcare and pharmaceutical services,
particularly those delivered through the primary health
care (PHC) system.

Healthcare Reforms in Ukraine

Healthcare reform in Ukraine officially commenced
in 2018 with the establishment of the National Health
Service of Ukraine (NHSU), a new public institution
responsible for purchasing and financing healthcare
services.

The reform was accompanied by changes
in the country’s administrative and territorial organization
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i='|

200 Hospatal Districts (Spocialiesd Health Care)

| 3| 5 University Hospital Districts (Tertiary Health Cane)

Fig. S. Organization of healthcare delivery by level of care in Finland [19]
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Table 2
Trends in Crude Mortality Rates in Finland and Sweden, 19632023
Countr, Year
y 1963 1972 1984 1994 2004 2014 2019 2023
Finland 9.28 94 9.23 9.43 9.1 9.55 9.77 10.95
Sweden 10.05 10.34 10.85 10.15 10.06 9.17 8.63 8.95
[23; calculated by P. Shevchuk, PhD in Economics, and O. Korniichuk, Senior Research Fellow]
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Fig. 6. Crude mortality rate in Sweden, 1751-2021
[23; calculated by P. Shevchuk, PhD (Economics), and O. Korniichuk, Senior Research Fellow].
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Fig. 7. Trends in the crude mortality rate in Finland, 1878-2023
Source: Adapted from [23]; calculations by P. Shevchuk, PhD (Economics), and O. Korniichuk, Senior Research Fellow.

and local self-government system. Responsibility for
organizing primary health care (PHC) services was
transferred to territorial communities, specialized
healthcare to district authorities, and highly specialized
healthcare to regional authorities. Government subventions
allocated to PHC amounted to UAH 11.2 billion in 2017
and UAH 8.6 billion in 2018 [24]. During the second half
0f2018, healthcare providers that had signed contracts with
the NHSU were financed under the Medical Guarantees

Programme, receiving a total of UAH 3.5 billion, whereas
providers without NHSU contracts continued to receive
government subventions [24; 25].

Consequently, total PHC financing reached UAH 12.1
billion in 2018. The increase in PHC expenditure as a share
of gross domestic product (GDP), from 0.42% in 2019
to 0.475% in 2022, indicated the beginning of positive
changes in strengthening the primary healthcare system
(Figure 8).
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Fig, 8. Trends in total healthcare expenditure and primary health care (PHC) expenditure
as a percentage of gross domestic product (GDP) in Ukraine, 2018-2025 [24; 25]

A cornerstone of the reform was the introduction
of free patient choice of a primary care physician,
regardless of the place of residence, through the signing
ofdeclarations with family physicians, general practitioners,
or pediatricians. This established the “money follows
the patient” financing model, whereby healthcare providers
receive funding according to the number of registered
patients. At the same time, the national eHealth system was
introduced, enabling electronic health records, electronic
prescriptions, and electronic referrals.

Since 2020, the NHSU has served as the single
purchaser of PHC services. This created new financial
incentives for healthcare professionals, with remuneration
becoming dependent on the number of registered patients,
quality of care, and adherence to clinical care pathways.
As a result, the financing system became more transparent,
while patients’ interaction with healthcare services became
more efficient.

Another major achievement of the reform was
the expansion of the national reimbursement programme
“Affordable Medicines”, initially covering patients
with cardiovascular diseases, type 2 diabetes mellitus,
and bronchial asthma, and subsequently including epilepsy
and depression. The introduction of electronic prescribing
enabled patients to obtain reimbursed medicines free
of charge or with partial co-payment from participating
pharmacies, thereby improving access to essential
medicines at the primary healthcare level.

Electronic  prescriptions, electronic  referrals,
and other digital tools were further implemented to
integrate pharmaceutical care into the overall PHC
system. Electronic prescribing became mandatory for
antibiotics and reimbursable medicines, substantially
improving control over medicine utilization and reducing
inappropriate prescribing practices [26].

However, the proportion of PHC expenditure within
total healthcare expenditure showed a declining trend
between 2020 and 2025. At the beginning of the reform,

PHC accounted for 13.9% and 17.2% of total healthcare
expenditure in 2018 and 2019, respectively, representing
the highest shares observed during the study period.
Subsequently, this proportion gradually declined to 11.7%
in 2024, with 11.8% planned for 2025 (Figure 8).

In 2023, PHC expenditure as a percentage of GDP
decreased by approximately 25% compared with 2022,
falling from 0.475% to 0.356%.

The NHSU and the Ministry of Finance do not publish
separate data on expenditure for PHC day hospitals [24; 25].
Furthermore, according to expert assessments, Ukraine’s
healthcare system continues to retain certain post-Soviet
organizational characteristics, including resistance by
some hospitals to separating primary healthcare units into
independent legal entities.

Delays in improving the quality of pharmaceutical
care within PHC are illustrated by the gap between
legislative initiatives and their practical implementation
in the areas of rational antimicrobial therapy
and antimicrobial resistance (AMR) control. Retail
sales of antibiotics through community pharmacies
are approximately eight times higher than antibiotic
use in the hospital sector [27], highlighting the critical
importance of strengthening antimicrobial stewardship,
particularly within primary health care.

According to an Order of the Ministry of Health
of Ukraine, the Antimicrobial Stewardship (AMS)
Programme was introduced in 2021 [28]. As part
of its implementation, infection prevention and control
units were established in hospital healthcare facilities,
and the position of clinical pharmacist was introduced
to coordinate antimicrobial stewardship activities.
However, these organizational changes were implemented
exclusively within the hospital sector and did not extend to
primary health care (PHC).

In 2023, the Standard of Medical Care “Rational Use
of Antibacterial and Antifungal Medicines for Therapeutic
and Prophylactic Purposes” was revised [29]. The updated
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standard introduced healthcare quality indicators,
including the proportions of patients prescribed antibiotics
from the Access, Watch, and Reserve groups according
to the WHO AWaRe classification. For PHC providers,
the target value for one of the key quality indicators-the
proportion of patients receiving Access-group antibiotics-
was established at not less than 95%. However, neither
legislative nor financial mechanisms to achieve this target
within the PHC system were specified.

Consequently, in 2023 and 2024, Access-group
antibiotics accounted for only 41% and 45%, respectively,
of all antimicrobial prescriptions issued in primary health
care, representing less than half of the recommended target.
At the same time, macrolides remained the most frequently
prescribed antibiotic class, with azithromycin alone
accounting for 18% of all antibiotic prescriptions [27].

These findings indicate that, until recently, primary
health care in Ukraine continued to demonstrate
an unfavorable prescribing pattern characterized by
the preferential use of Watch-group antibiotics, particularly
macrolides. This prescribing profile is consistent with
the antimicrobial use patterns commonly observed in low-
and middle-income countries, whereas in high-income
countries, extended-spectrum penicillins remain the most
frequently prescribed antibiotics in primary care [30].

Demographic Trends in Ukraine

The long-term trend in mortality in Ukraine since
the late eighteenth century has generally followed a pattern
similar to that observed in Finland and Sweden (Figure
9). The declining mortality trend was consistent with
the demographic transition theory, which began in Ukraine
at the end of the nineteenth century, although it had started
earlier in Finland and Sweden. The lowest mortality rate
in Ukraine was recorded in the mid-1960s, after which
mortality gradually increased.

The chronological series presented in Figure 9 is
based on the results of a demographic reconstruction

Demography and Quality of Life Studies of the National
Academy of Sciences of Ukraine). The reconstruction was
performed within the territorial boundaries of Ukraine
as of 1991 and was limited to 2013 because of the outbreak
of the Russian-Ukrainian war in 2014. Following
the occupation of Crimea and parts of the Donetsk
and Luhansk regions, the territory under the control
of the Government of Ukraine-and consequently the area
where demographic events were officially registered-
decreased substantially. After the full-scale Russian
invasion in 2022, the frontline and the territory under
government control changed continuously, making spatial
comparisons of demographic indicators considerably
more difficult. These challenges were further compounded
by large-scale international migration of the Ukrainian
population. In addition, the State Statistics Service
of Ukraine suspended the publication of official
demographic statistics. Under these circumstances,
demographic reconstruction of key indicators, including
the total population size, became necessary.

Figure 10 presents crude mortality rates for the period
2014-2024. It should be noted that the territory under
the control of the Government of Ukraine differed across
the periods 2014, 2015,2016-2021, and 2022-2024, which
should be taken into account when interpreting temporal
trends and comparing mortality indicators across years.

During 2014-2019, crude mortality rates in Ukraine
remained relatively stable. The increase observed in 2020,
and particularly in 2021, was primarily associated with
the COVID-19 pandemic. In 2021, COVID-19 accounted
for 12.3% of all registered deaths, becoming the second
leading cause of death after cardiovascular diseases
and surpassing malignant neoplasms.

The sharp rise in overall mortality in 2021, when
the crude mortality rate reached 19.3 deaths per 1.000
population (17.2% higher than in 2020), likely reflects
the combined impact of the COVID-19 pandemic,

conducted by O.P. Rudnytskyi (M.V. Ptukha Institute for the increased burden on the healthcare system,
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Fig. 9. Trends in the crude mortality rate in Ukraine (1991 territorial boundaries), 1795-2013
(per 1.000 population)
Source: Reconstructed time series for 1795-2013 (O.P. Rudnytskyi) and data from the State Statistics Service of Ukraine.
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and the limited capacity of primary health care (PHC) to
fully meet the substantially increased healthcare needs
of the population during the public health emergency.

It should also be noted that crude mortality estimates
for 2014 and 2022-2024 were influenced by incomplete
registration of deaths resulting from the temporary
occupation of parts of the country and the ongoing military
conflict. The decline in mortality observed in 2022 may
be attributed to several factors: (1) a substantial reduction
in COVID-19-related mortality compared with 2021;
(2) under-registration of war-related deaths, particularly
among the civilian population; and (3) uncertainty
regarding the size of the resident population in the territory
under the control of the Government of Ukraine, which
complicated the calculation and interpretation of mortality
indicators.

Discussion of research results

The findings of this study suggest that preserving
the health of the Ukrainian population, as a fundamental
prerequisite for the country’s sustainable development,
requires the implementation of modern approaches to
healthcare financing based on further administrative-
territorial reform, strengthening local self-government,
consolidating municipalities and districts, and promoting
metropolitan governance at the regional level. Increasing
the territorial coverage and population size of municipalities
and districts is expected to enhance their financial capacity
to support healthcare delivery, enabling municipalities
to finance primary health care (and, where appropriate,
part of specialized care), districts to provide specialized
healthcare services, and regional authorities to ensure
the provision of highly specialized healthcare. Such
an approach would facilitate the continued development
of primary health care in Ukraine based on the principles
of family medicine.

Reducing population mortality should also rely on
strengthening public health education aimed at promoting
socially responsible behaviour, including the rational use
of antibiotics and the adoption of healthy lifestyles.

Strict adherence to evidence-based standards for
antimicrobial therapy and perioperative antimicrobial
prophylaxis would contribute to reducing antimicrobial
resistance and, consequently, decreasing mortality
associated with infectious diseases.

Study Limitations

This study has several limitations. First, it
focuses primarily on selected aspects of healthcare
system performance, particularly primary health care
and antimicrobial resistance as indicators of institutional
effectiveness. Consequently, the analysis does not
comprehensively address all socio-economic determinants
of healthcare reform, including broader macroeconomic
and political-institutional factors. Second, limited access to
up-to-date statistical information, particularly under martial
law, constrained the scope of the comparative analysis
and may have affected the completeness of the findings.

Prospects for further research

Future research should expand the analysis of socio-
economic determinants of healthcare reform by examining
the contribution of human capital, institutional quality,
and healthcare financing models to health system
performance. Particular attention should also be given to
evaluating the role of clinical pharmacists in improving
the effectiveness of pharmacotherapy as an essential
component of healthcare quality at the primary care level.
Furthermore, investigating the knowledge, attitudes,
and practices (KAP) of primary care physicians regarding
the rational use of medicines may provide valuable
evidence on the effectiveness of institutional regulation
and antimicrobial stewardship policies.

Following the end of the war and the completion of a new
national population census, demographic reconstruction
should be undertaken to restore intercensal demographic
estimates. This would enable a more accurate assessment
of the impact of socio-economic determinants on demographic
trends and on the outcomes of healthcare system reform.
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Fig. 10. Crude mortality rates in Ukraine (current territorial boundaries), 20142024
(per 1.000 population)
Source: Reconstructed time series (O.M. Hladun) and data from the State Statistics Service of Ukraine and the Ministry of Justice

of Ukraine.
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Conclusions

The findings confirm that socio-economic
determinants play a pivotal role in shaping both
the direction and outcomes of healthcare system reform.
The comparative analysis of Ukraine and the Nordic
countries demonstrates that the effectiveness of healthcare
reforms depends largely on the level of economic
development, the sustainability of healthcare financing,
and institutional capacity.

To improve the effectiveness of healthcare reform
in Ukraine, it is essential to ensure the continuity
of transformation processes, increase investment
in the healthcare sector-particularly in primary health
care-and strengthen institutional governance mechanisms.
At the same time, improving the rational use of medicines,
especially antimicrobial agents, should be regarded
as an integral component of overall health system
performance, reflecting the quality of healthcare delivery
and contributing to better public health outcomes.
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The study of socio-economic determinants of healthcare system reform is an important scientific and practical task, as population
income, accessibility of healthcare services, healthcare financing, institutional capacity, and social stability substantially influence
public health outcomes and the performance of healthcare systems. The issue has become particularly relevant in the context of
healthcare reform in Ukraine, socio-economic instability, and the need to implement effective management models based on
international experience.

Purpose is to conduct a comparative analysis of the socio-economic determinants of healthcare system reform and to assess their
impact on the performance of the healthcare sector in Ukraine and the Nordic countries.

Materials and Methods. The study was conducted using systemic and comparative approaches. The information base comprised
statistical data on healthcare financing, demographic indicators, mortality rates, and the organization of primary healthcare services in
Finland, Sweden, and Ukraine. The following research methods were applied: theoretical analysis and synthesis of scientific literature,
systematization, comparative analysis, statistical analysis of indicator trends, and qualitative analysis of institutional changes and
healthcare reform implementation mechanisms.

Results. The findings demonstrated that healthcare reforms in the Nordic countries were implemented under conditions of stable
economic growth, high population income, and effective public governance. The prioritization of primary healthcare was accompanied
by stable financing exceeding 2% of GDP, ensuring improved accessibility of healthcare services and contributing to reduced mortality.
In Ukraine, healthcare reform intensified after 2018 through the introduction of the “money follows the patient” financing model,
digitalization of healthcare services, and implementation of the electronic healthcare system. However, the share of primary healthcare
expenditure accounted for only 0.356% of GDP in 2023, which is considerably lower than in the Nordic countries and limits the
accessibility and quality of healthcare services. In addition, the widespread irrational prescription of antibiotics, particularly macrolides,
indicates insufficient effectiveness of regulatory policies and healthcare quality control mechanisms, creating additional risks for the
development of antimicrobial resistance.

Conclusions. The effectiveness of healthcare system reform is largely determined by socio-economic factors, particularly the
level of healthcare financing, institutional capacity, and the effectiveness of public governance. The experience of the Nordic countries
confirms the importance of prioritizing primary healthcare, ensuring sustainable public financing, and strengthening governance
mechanisms. For Ukraine, key priorities include increasing investment in primary healthcare, ensuring the sustainability of healthcare
reforms, improving institutional governance, and implementing effective policies for the rational use of antibacterial medicines, which
will contribute to improving the quality of healthcare services and reducing the spread of antimicrobial resistance.

Key words: healthcare reform, socio-economic determinants, comparative analysis, Ukraine, Nordic countries, primary
healthcare, healthcare financing, antimicrobial resistance.

JlocimKeHHs COLlianbHO-CKOHOMIYHHX eTePMiHAHT peOpMyBaHHS CHCTEMH OXOPOHH 370pPOB’S € aKTyaJbHUM HayKOBO-TIPAK-
TUYHUM 3aBIAHHSAM, OCKITBKH PiBEHb JOXOIIB HACEJCHHS, TOCTYIHICTh MEIMYHOI JOMOMOTH, (piHAHCYBaHHS Tany3i, IHCTUTYiHA
CIIPOMOXKHICTB Ta COILiaIbHA CTa0UIBHICTE ICTOTHO BIUIMBAIOTh HA MOKa3HUKHU TPOMAJICHKOTO 3[J0pOB’S Ta e()eKTUBHICTH (DYHKIIOHY-
BaHHSI CHCTEM OXOpPOHH 310poB’s. OcoONMMBOi akTyalbHOCTI MpodieMa HaOyBae B yMoBaxX pe)OpMyBaHHS CHCTEMH OXOPOHHU 3I0POB’ S
Vkpainu, couianbHO-eKOHOMIYHOT HecTablIbHOCTI Ta HEOOXiTHOCTI BITPOBA/KEHHS e(heKTHBHUX MOJIEINICH YIIPaBIiHHS, 3aCHOBAaHUX Ha
MDKHApPOIHOMY JOCBII.

Merta — 31iCHUTH TOPIBHIBHUI aHAIII3 COLIaTbHO-eKOHOMIYHUX JIETEPMIHAHT pe(OpMyBaHHS CHCTEMH OXOPOHH 3/10POB’S Ta
OILIIHUTH iX BIUIMB Ha €()CKTUBHICTH (PYHKIIOHYBaHHS rary3i B YkpaiHi Ta kpainax [liBHiuHOT €BpOmIH.

Marepianu ta meronu. J{ociimKeHHs BUKOHAHO i3 3aCTOCYBAaHHSM CHCTEMHOTO Ta MOPIBHUIBHOTO MiAXOiB. [HpopMamiiiny
0a3y CTAHOBWJIM CTaTHCTHYHI JaHi Moo (iHAHCYBaHHS OXOPOHH 3/10POB’sl, AeMorpadiuHUX MOKAa3HUKIB, CMEPTHOCTI HACENICHHS, a
TaKOXX MaTepiajd MOI0 OpraHi3alii mepBUHHOT MeauuHOi qonomorn y @inmsuaii, [lBenii Ta Ykpaini. Bukoprucrano Metoau teope-
THYHOTO aHANI3y il y3arajibHEHHs HayKOBOI JIiTepaTypH, CHCTeMaTH3allii, MOPiBHAIBHOTO aHajli3y, CTATHCTUYHOTO aHajli3y JUHAMIKK
MMOKA3HHUKIB, a TAKOXK AKICHOTO aHaIli3y IHCTUTYLIMHUX 3MiH i MeXaHi3MiB peaiizamii pedopm.

Pe3yabraTn. BeranosneHo, mo kpainu [liBHIiYHOI €Bpony 3/ilicHIOBaN pehOpMyBaHHs CHCTEM OXOPOHH 370pPOB’S B YMOBAx
CTa0iJIbHOTO EKOHOMIYHOTO PO3BHUTKY, BUCOKOTO PiBHS JOXOJIB HAacEJIEHHS Ta e()eKTUBHOTO JIep)KaBHOTO yrpapiiHHs. [IpiopureTHuii
PO3BUTOK IIEPBUHHOI MEIMYHOI JOTIOMOTHY CYIIPOBOIKYBABCS cTaOLIBHIM (hiHAaHCYBaHHSM, sike IepeBuiIyBaio 2% BBII, mo 3a6e3mne-
YHJIO MiBUIIEHHS AOCTYTHOCTI MEAUYHHX MOCIYT 1 COPHUSIIO 3HIKEHHIO CMEPTHOCTI HaceneHHs. B Ykpaini pedopmyBanHs cucTeMu
OXOPOHH 310pOB’st akTHBI3yBanocs micist 2018 poky 3aBAsKH BIIPOBaIKEHHIO IPUHIMITY «TPOLIi HAYTh 3a marieHToM», udposizawil
MEJIMYHUX TOCIYT Ta EJEKTPOHHOI CHCTEMH OXOPOHH 310poB’si. Pa3oM i3 THM BCTaHOBJIEHO, IO YacTKa (hiHAHCYBaHHS NEPBHHHOT
MemaHoi rornomoru y 2023 pomi cranosmna e 0,356% BBII, mo cyTreBo noctymaeTsest mokasHukaM kpaid I1iBHiuHOT €Bponu
Ta 00MEXY€e JOCTYIHICTS 1 SIKICTh MEIMYHOI TOTIOMOTH. BH3HaYeHO, 10 MOIMIUPEHHS HEOOTPYHTOBAaHOTO NPU3HAYCHHS aHTHO10THKIB,
30KpeMa MaKpoOJIi/iiB, CBiJUUTh PO HEMOCTATHIO €()EKTUBHICTD PETYJISTOPHOI MOMITHKY Ta CHCTEMH KOHTPOITIO SIKOCTI MEIHYHOT 10110~
MOTH, [0 CTBOPIOE TOAATKOBI PH3HKU PO3BUTKY aHTHOI0THKOPE3HCTEHTHOCTI.
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BucnoBku. EdexTuBHICTS peopMyBaHHS CHCTEMH OXOPOHH 3J0POB’ S 3HAYHOIO MipOIO BU3HAYAETHCS COLIaIbHO-€KOHOMIYHUMH
JeTepMiHaHTaMH, HacaMIepe] piBHeM (iHAHCYBaHHS, IHCTHTYLIIHOIO CHPOMOXHICTIO Ta €()EeKTHBHICTIO AEP)KaBHOTO YIPABIiHHS.
Hocsin kpaiH [liBHigHOT €BpOITYN MiATBEPIKYE OUUIEHICTH MPIOPUTETHOTO PO3BUTKY HEPBUHHOI MEIMYHOI IOIOMOTH, 3a0e3IIeueHHS
cTabimbHOrO (DiHAHCYBAaHHS Ta ITOCHJICHHS YIPABIIHCHKUX MeXaHi3MiB. [ YkpaiHW IpiOpUTETHUMH HAIpsMaMu € 30UIbIICHHS
(iHaHCYBaHHS MEPBUHHOI MEAWYHOI AOTIOMOTH, 3a0€3MEUeHHs CTaJIOCTI pedopM, YIOCKOHAJICHHS IHCTHUTYLIHHOTO YIpPaBIiHHS Ta
BIIPOBA/DKEHHS e(DEeKTHBHOI MONITHKU PalliOHAIbHOTO BUKOPHCTAHHS aHTHOAKTEPiaIbHUX JIIKAPCHKUX 3aC00iB, 1110 CIIPUSITUME ITiBH-
ILIIEHHIO SIKOCTI MEIMYHOT JOTIOMOTY Ta 3HW)KEHHIO MOIIMPEHHS aHTHOI0THKOPE3UCTEHTHOCTI.

Konrouosi cioBa: pedopma 0XOpoHH 310pOB’sl, COIiaIbHO-€KOHOMIYHI JICTepMiHAHTH, ITOPIBHUIBHUIN aHaii3, YKpaiHa, KpaiHu
[liBHiuHOi €BpoONH, TEpBHHHA METUYHA JOTIOMOTa, (iHAHCYBaHHS, aHTHO10THKOPE3HUCTEHTHICTb.
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