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Abstract.Epidemiologists of the sanitary epidemiological and antiplague services engaged in
epidemiological surveillance of especially dangerous infectious diseases in Karakhartic-
pated in a Bwveek training within the Especially Dangerous Pathogen Detection and Response
Program (Cooperative Biological Engagement Program (CBEP), former TADR). The training
course was developed by the CDC specialists and included staratadiefinitions of espetia
ly dangerous infections (EDI), epidemiological surveillance and data analysis, basics af biost
tistics, elements of analytical epidemiology and basics of Epilnfo statistical package. The trai
ings were launched in 2008 and twabgps of epidemiologists were trained by 2011, who were
able to use obtained knowledge and skills in practice.

The objective of the study was to assess the level of practical application of the obtained
knowledge and skills, to determine the level of &ati®n with the training and to generategsu
gestions as to how to improve it.

A training evaluation tool was developed based on its objectives and similar evaluation co
ducted earlier by the CDC specialists. The assessment also included a verifioatjponent as
a way to determine the validity of some responses. The assessment was conducted among !
trained individuals who attended the training in the previous year or earlier, and who had still
been enployed in the sanitary epidemiological or antiglee services as epidemiologists after
the carnpletion of the training.

According to the survey result s, whi ch i
presentationd (100% of participants appliec
and o6outbreak detection and investigationd
(25%), and the O0elements of analytical aepi
tisticsd modul e was not us emioldgigal serice. speci al

In the antiplaque service, the biostatistics and Epilnfo modules were used by 50% of training
participants; elements of analytical epidemioldglgy 36% of all participants. The outbreak-d
tection and outbreak investigation modules avased in practice by 21% and 50% of pastic
pants accordingly. According to direct supervisors of the training participants, 17 (77%j-of pa
ticipants demonstrated positive changes in their knowledge and skills; 21 (95%) indicated that
the training was usaf. After completion of the training, 5 (22%) participants said they would
like to get help at their workplace during outbreak investigations and data analysis so that they
could continue applying these skills in practice independently in the future.

Training materials were successfully used in practice. For better use of skills on biostatistics,
analytical epidemialgy and Epilnfo, it is necessary to continue training at a workplace through
the implementation of joint projects, outbreak investigationd,data analysis.
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Introduction

The Dangerous Pathogen Detection and
Response Program (CBEP), former TAHR
is implemented in Kazakhstan on the basis
of the intergovernmental agreement between
Kazakhstan and the USA. One of the{r
gram's objectives is timprove the epidem
ological surveillance system for especially
dangerous pathogens in Kazakhstan. This
assumes strengthening and standardization
of epidemiological surveillance components,
improvement of case detection and confi
mation as well as introdtion of the eé-
ments of analytical epidemiology to inepl
ment surveillance. These goals can be
achieved by means of developing a staffing
potential of specialists involved in epid
miological surveillance, such as clinicians,
laboratory specialists andidemiologists.

To achieve this objective, in 2005 under
t he program’s
experts from CDC Atlanta together with
their colleagues from CDC/Central Asie-r
gional offie developed materials for thei-ep
demiology module. The goal of thesetsta
rials and further training was for trainees to
develop an understanding of importanh€o
cepts and methods in epidemiology as well
as of epidemiological skills used in egid
miological surveillance. Upon the corepl
tion of this course, trainees were expéddie
raise their professionalism in the detection,
investigation and control of infectioussdi
ease outbreaks and prevention of outbreaks
in the future. An addional objective was to
change a conceptual approach to prevention
and control of infectious disses by inw-
ducing modern western approaches used in
the training materials for trainees.

The training materials were approved by
specialists of the Ministry of Health of the
Republic of Kazakhstan. It was recomrden
ed that epidemiologists dealing withpes
cially dangerous infections from of the san
tary epidemiological service (SES) and the
antiplague service (APS) be trained within
the program.

i mpl e megroup tiscussion. a

Training Structure

The training curriculum included five
oneweek modules:

Module 1: Basics of biostatistics,
introduction into epidemiological
surveillance, presentation of epidemiological
data;

Module 2: Epidemiological data
analysis, systematic approach to outbreak
investigations;

Modules 34: Analytical
epidemiology

Module 5: Analytical software Epnfo.

Each module consisted of-atass work,
including lectures and case studies. After
each module trainees were asked tonco
plete a set of exercises at home in order to
apply theoretical materials in practice.
Trainees had to present results of theirkv
on the first day of the following module for
team of

The overall course duration for one group
of participants was-8 months.

methods in

Prerequisites for Evaluation

To ensure longerm success of the iep
demiological training program, we had to
determine, whether the objectives were
achieved and to what extend and what
changes had to be made in the curriculum of
future trainings.

There is no generally accepted or best
way to conduct evaluation in pediploma
education. Usually, evaluation is ledson
the Kirkpatrick's methodology which a-
sumes testing of knowledge prior to arfd a
ter the training (a preand a postest), eva
uation at a workplace, where possible, and
ideally an evaluation of the impact the trai
ing had on the practical resulVe used the
first evaluation method for our training
evaluation, however, for this study specif
cally we used the second approach (exalu
tion at a workplace).

Evaluation should provide answers to the
following question: what is short and med
um-term impat of a 5week course on the
practical skills of trainees of the first two
cohorts in Kazalstan.
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We have established the following obje
tives:

1. Describe changes that took place in
the dayto-day activities of trainees as a
result of their participation ina 5week
course;

2. Determine the overall level of
satisfaction of trainees with the course's
content and structure (for example, topics
not covered in the course, ideas for
improvement);

3. Determine trainees' perception of the
benefits/relevance of the coarsin their

working environment/conditions (for
example, the most/least useful topics
covered during the course);

4. Determine barriers in

implementation of activites aimed at
changing the course content/materials.

It is obvious that practical applicatior o
skills and knowledge gained by the trainees
are affected not only by the quality ancheo
tent of trainings, but also by external factors.
Recognizing this fact, we designed this
study in such a way as to identify somme i
ternal and external factors affewti the use
of skills and knowledge obtained during the
training.

Methods

To create an evaluation tool, we reviewed
and modified a questionnaire developed by
specialists from the Division of International
Health, CDC Atlanta (unpublished materials
'Further Evaluation of a BMNeek
Epidemiology, Biostatistics and Scientific
Communications Course For Russian
Speaking Healthcare Workers in Central
Asia). We decided to use this tool, since the
existing training curriculum was very
similar to the curriculum of thdraining
provided by CDC/Atlanta, likewise, the
targeted audience was also very similar in
terms of its level of education and areas of
expertise within the healthcare sector. A
combination of ordinal and nominal
variables was used in the questionnaire.

Evaluation included a verification
component as a means of determining the
validity of some responses. This component

was used for questions, which were aimed at
measuring direct changes of activities in the
four training modules — epidemiology,
epidemiologcal surveillance, biostatistics
and computer use. The confirmation process

assumed report preparation, data and
database analysis, etc. with the
demonstration of those measurements,

which became possible as a result of the
training. Whenever possible, erwiewers
retained copies of materials confirming
statements provided.

The study tool was first tested by
CDC/CAR specialists and its pilot was
tested at the (Scientific and Practical Center
for  Epidemiological Inspection and
Monitoring) SPCEIM. Upon thapproval of
the Committee of the State Sanitary and
Epidemiological Surveillance (CSSES), the
survey was conducted by the graduates of
the CDC/CAR Field Epidemiology Training
Program in April 2011. The database was
created and analyzed using Epilnfo 2002
analytical software. Fisher's exact test was
used to evaluate statistical significance.

Results

Description of the Study's Population

Out of 30 individuals, who completed the
training in 2008 and 2009, 22 (73%)
continued working in the  State
Epidemiologi@l Surveillance Service or the
Anti-plaque service (APS) as
epidemiologists. Out of the rest, 1 (5%)
retired, 3 (14%) was providing a pest
diploma training for epidemiologists, 4
(18%) changed jobs. Therefore, only 22
individuals were able to apply in pta® the
skills and knowledge that they gained during
the training.

Out of 22 interviewed trainees, 8 (36%)
worked in sanitarepidemiological
departments or the RSES, 7 (32%) in anti
plague stations, NS 7 (32%) at Kazakh
Scientific Center for Quarantineand
Zoonotic Diseases (KSCQZI). There were
13 (59%) females; with the average age of
48 years (median 52 years of age), ranging
between 26 and 68.
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Employees of the SES dedicated 37% of
their time to epidemiological surveillance,
while employees of APSedlicated 16% of
their time to epidemiological surveillance.

Specialists of the anplague service
were spending 26% of their time on lagor

Sanitary Epidemiology Service

M Surveillance

B Management

H Planning and Program
realisation

B Communication

W Qutbreak investigation

® Qutbreak investigation

tory-related activities, SES 0%; SES sp-
cialists were devoting 20% of their time to
organizational work, while spalists of the
APS were devoting only 5% of their time to
organizational work (lagram 1).

Antyplague service

M Laboratory investigations

B Surveillance

W Scientific work

M Planning and Program
realisation

M Training

B Communication

Diagram 1- Average time spent by type of activities by SES and APS Employees

Evaluation of importance of training
modules in performing job responsibés

According to the responses provided; 90
95% of the participants found the following
modules 'very important' or ‘important:iep
demiological surveillance, descriptive iep
demiology, data analysis, elements ofan

100%

lytical epidemiology, outbreak deteati@and
investigation; 865% of the participants
rated similarly the following modules:
standard case definition and biostatistics;
and 68% found Epilnfo very important D
agram 2).
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Diagram 2- Importance of training modulés preforming job responsibilities according & r
sponses provided by the graduates of the ZTI® 5week epidemiological training (n=22)
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Analysis of the practical application of ists, while the biostatistics module was used
skills and knowledge gained during the more often by APS specialists. There was a
training statisti@lly insignificant difference between

Once responses were \fexd, it was @- the following malules: data analysis was
termined that the following training modules  used 1.3 times more often by SES specia
were best introduced in the practice of the ists, while the outbreak invegation was
SES: data presentatienl00% and outbreak used 1.5 times more often by APS spkcia

detection and investigation 75% (95% CI, ists. APS specialists used the elements of
36%-97%). The biostatistics module was not  analyticalepidemiology and Epilnfo 2.8 and
used in dayto-day workof SES specialists; 2 times more often respectively.

13% of SES participants applied thee-el The surveyed SES specialists provided
ments of analytical epidemmdy in practice the following reasons as to why biostatistics
(95% CI, 3%65%) (Table 1a). Half of pa was not used in practice: 'were not sure

ticipants from the antiplaque service used whether they would be able to apply this
the biostatistics and Epilnfo modules (50%, module on their own- 2 (25%), 'did not

95%Cl, 23%77%), 36% ofthem used el have enough knowledge'l (13%), 'insufi
ments of analytical epidemiology. Such cient time'-2 (25%) and 'not part of joke+
modul es as "out brteak spdnsibilides+ 1 (b3606). Foua (R9P6) Of theu
break investigtion' — 50% (95% CI, 23% APS participants believed that the biostati
77%) were used the leas21% (95% ClI, tics module ‘was not part of their job respo
5%-51%) and 50% (95% CI, 13%b%) re- sibilities’; 6 (7%%6) of SES specialists 'did not

spectively. (Table 1b). Comparison of the have enough time' to use Epilnfo, while 3
level d use of training modules by spekia (21%) of the APS specialists indicated that
ists from the two services showed that the 'it was not a part of their responsibilities’
outbreak detection module was used 3.6 (Table 2).

times more often (p=0.02) by SES spécia

Table 1lai Knowledge and Skills Used in Practice According to Responses SEhéarti-
ipants, Verified (n=8)

Knowledge and Used | % 95% | 95% | Verification | % 95% | 95%

Skills by Cl Cl (responses, Cl, |ClI
(abs.) LL | HL abs.) LL | HL

Standard case 8 100%| 63% | 0% |5 63% | 25% | 92%

definitions

Data analysis 8 100%| 63% | 0% |5 63% | 25% | 92%

Outbreak dedction | 6 75% | 35% | 97% | 6 75% | 35% | 97%

Outbreak 7 88% | 47% | 100%| 6 75% | 35% | 97%

investigation

Elements of 1 13% | 0% |53% |1 13% | 0% |53%

analytical

epidemiology

Data presentation | 8 100%| 63% | 0% 8 100% | 63% | 0%

Article/abstract 7 88% | 47% | 100%| 7 88% |47% | 100%

preparation

Biostatistics 0 0% |0% |37% |0 0% |0% |37%

Epilnfo 2 25% | 3% |65% |2 25% | 3% | 65%
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Table 1bi Knowledge and Skills Used in Practice According to Responses of the ARS Parti

ipants, Verified (n=14)

Knowledge and Skills | Used | % 95% | 95% | Verification| % 95% | 95%
by Cl Cl (responses, Cl, |CI
(abs.) LL |HL abs.) LL |HL
Standard case 11 79% | 49% | 95% | 8 57% | 29% | 82%
definitions
Data analysis 11 79% | 49% | 95% |7 50% | 23% | 77%
Outbreak detection 4 29% | 8% |56% |3 21%| 5% |51%
Outbreak investigation | 9 64% | 35% | 87% |7 50% | 23% | 77%
Elementsf analytical |7 50% | 23% | 77% |5 36% | 13% | 65%
epidemiology
Data presentation 13 93% | 66% | 100% | 12 86% | 57% | 96%
Article/abstract 12 86% | 57% | 96% |9 64% | 35% | 87%
preparation
Biostatistics 8 57% | 29% | 82% |7 50% | 23% | 77%
Epilnfo 10 71% | 42% | 92% | 7 50% | 23% | 77%

Table 21 Reasons for Not Using Skills by SES and APS Specialists (n=22)

Knowledge Biostatistics Elements of analytical Epilnfo
and skills epidemiology
SES AP SE AP SE AP
S S S S S
Abs. | % Abs. | % Abs. | % Abs. | % Abs. | % Abs. | %
Lack of con- | 2 25% | 1 7%
fidence in
own abilities
to implement
this module
Not enough |1 13% [0 | 0%
knowledge
Not enough | 2 25% | 0 0% |3 38% 6 75%
time
Not part of 1 13% | 4 29% | 1 13% | 5 35% 3 21%
responsibiliti
es
Did not give | 2 25% | 2 14% | 3 38% |4 29% 4 29%
a response
Applied the |0 7 [50% [1 [13% [5 [35% (2 [25% |7 |50%
skill
Total* 9 100 |14 |100 |8 100 |14 |100 |8 100 |14 | 100
% % % % % %

*amounts exceed 100% due to rounding

Five out of 22 (22%) participants indtea

ed that they would like to receive assistance
at their workplace during outbak invest
gations and data analysis upon the cosnapl
tion of training. 2 (9%) would like to attend

an additional training, 1 (5%) would like to
be additionally trained in analytical epid
miology to be able to apply the skills in

practice independently irhé future (Bble

3).
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Table 31 Satisfaction with the Course and Recommendations as to How to Impratedra

Application
Recommendations Frequency | Percent
Include a section on mapping into the Epilnfo module 2 9%
Additional training 2 9%
Additional training on analytical epidemiology 1 5%
Joint outbreak investigation, assistance at the workplace by C| 5 22%
specialists
Provision of computers 1 5%
Provision of special literature 2 9%
Meetings with trained epidemiologists to exchange erpee 1 5%
No recommendations 9 41%
Total 22 100%

According to three (14%) APS paitic Some other recommendations were provided

pants, the content of the course should be as to how the course could be changea (T
changed for participants from the APS. ble 4)

Table 47 Suggestions as to How to Improve the Course

Suggestions as to How to Improve the Course Frequency %
Increase the course duration 2 9%
Use examples from Kazakhstan in lectures 2 9%
Reduce the time between modules and conduct theniyan
another place different from a workplace 1 4%
Make a group size smaller 2 9%
Increase a number of exercises and reduce a number of |
tures 1 4%
Specialists from district SES should be trained as well 1 4%
The course should be changed for APS paicis (hclude
epizoological segment, dispersion analysis, GIS) 3 14%
Use PC to build charts and diagrams 1 4%
Discuss the training content with training participants 2 9%

Do not include participants of the preretirement age 1 4%
Total number of respwlents 22 100%
Changes in career After the training, 16 (72%) of partic

pants shared training materials with their
colleagues; 14 (64%) participants conducted
their own trainings, where they covered
some topics using these training materials.
Participants’ tatp7er vi

(77%) participants demonstrated positive
changes in their knowledge and skills while
21 (95%) indicated that the training wagus

18 (82%) of respondents indicated that
they had positive changes in career: 4 (18%)
were promoted, 9 (41%) felt their colleagues
started treating them as highly qualifiecesp
cialists, 1 (4%) specified that he/she had d
veloped contacts with the CDC office, 4
(18%) received leading positions. According
to the responses provided by the training

participants, 11 (50%) of them felt that their ful.
participation in this training helped improve Discussion
public health in the area where thegrked. 80-95% of the participants indicated that

all modules of the training were ‘vergi
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portant' or ‘impodnt’ except for Epilnfo
(68%). Despite the fact that Epilnfo allows
to accurately analyze data and do it more
efficiently using statistical significance Iva
ue, and data description was iicated as an
important training module. This shows that
specialistsdo not use Epilnfo often in their
work and therefore do not fully understand
the benefits of the software, which isneo
firmed by our findings. Epilnfo was ira¥
duced into SES practice by 25%, and into
APS practice by 50%. 6 (67%) The SES
specialists ideiified a lack of time as a ba
rier to practical application of Epilnfo in
their work. It should be noted that the use of
the software would accelerate routine work
in the field, which is currently performed
with the help of a calculator or in rare cases
with the help of Microsoft Excel.

Majority of the training modules were
successfully implemented in practice. wto
ever, modules related to descriptive &pid
miology, epidemiological surveillance sy
tem standardization, outbreak detection and
investigation wereetter introduced in SES
(63-100%). This can be e&g explain if we
consider the fact that epidemiologicalrsu
veillance for human diseases is the foand
tion of responsibilities of this service (37%
of time), moreover, it also deals with teu
break investigtions.

The APS does not have the capacity to
detect outbreaks of human diseases, hut r
ther detects epizootic diseases among- ve
tors. Most likely this can explain why the
outbreak detection nuole was 3.6 times
more effectively understood and introduced
by the SES specialists with the statistical
significance of p=0.02.

SES specialists experienced difficulties in
implementation of such modules as bésst

tistics, elements of analytical epidemiology
(13%) and Epilnfo (25%), although the APS
specialists marged to find a better practical
application for these modules (a statistically
significant difference with respect to iatr
duction into biostatistics (p=0.02)). This is
most likely attributed to the experience-r
lated to performance of research activities
and a better understanding of how the
knowledge obtained can be used in practice.
The training participants indicated that in
order to improve practical application of
these modules they would need assistance at
their workplaces during data analysis and
outbreak investigation, which will help them
better understand how to use gained theore
ical knowledge in practice.

The majority (95%) of managers of the
trained specialists believed that the training
was usful; 75% of the managers noticed
positive changem practical work.

Conclusion

The content of the-&eek training course
to a great extend concurs to responsibilities
of specialists of the SES of the oblast and
republican levels engaged in EDI epidemi
logical surveillance. Some parts of the rrai
ing can be marginally recommended toesp
cialists of the antplaque service, who are
involved in EDI outbreak epidemiological
investigations dealing with data collection
and analysis, protocol development, research
projects, i.e. for KSCKZI spediats.
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Abstract Much emphasis is put on prevention and treatment of caaboular diseases in
the country, because these pathologiesae of the main reasons for premature death asd di

ability among population.

Establishment of cardiac surgery center in Taraz means cardiac surgery development on &
program basis and is sign of state attention and support.

The article presents main ressilbf 5year activity of the Cardiac surgery center for theiper
od of 20082012. As a result of modern diagnostics and surgical treatment technologies impl
mentation, the Center does a wide range of surgeries for congenital, acquired cardiac defects
and myeardium revascularization. The indicators of surgical activity of the Center are impro
ing with each year. If in 2008 there were 152 surgical patients, in-30d9 In 2010/ 401, in

2011351 and in 2012 245 surgeries done.

Statistical data analysis ohé country on the topic of surgical activities for heart surgery in
2010 has shown that our center took the 3rd place after cardiac surgery centers of Astana and
Almaty. In the strategic perspective the Center is planning to conduct research amd educ
tional activities and on 13 May 2013 it was transformed into Resegnaital center for card
ac surgery and transplantology with increase in scope of activity.

Introduction

Much emphasis is put on prevention and
treatment of cardiwascular diseases ineh
country, because these pathologies are one
of the main reasons for premature death and
disability among population.

In Kazakhstan56% of mortality causes
are related to cardivascular pathogies, of
which up to80000thousand people diena
nually. [1]

It should be noted that cardicvascular
diseasedavea trendtowardsyouthification
peopleof activeworking agearegettingsick
more often i.e. it has ecome a social
economic problem in the country and there
is a need to take drastic measulesorde
to solvethis problemon a nationalscaleun-
der the leadershipof the headof stateN.A.
Nazarbayev there was a state program
adopted:«Program of development anch4

provement of cardiac and cardiac surgery

service for 2002009> which is continued

to besuccessfullymplemented?2]
Establishment of cardiac surgery center

in Taraz means cardiac surgery development

on a program basis and is sign of statenatte

tion and support

Materials and researchmethods

In Taraz city of Zhamby region since
2 0 0 Benterfor cardiac surgesyLLP has
been actively working under the leadership
of professor S. Dzhoshybayev MDQvho
provideshighly-specializedcardiac surgical
careto the population of the countrAs a
result of modern diagnosticsand surgical
treatmenttechrologies implementation, the
Center does a wide range of surgeries for
congenital, acquired cardiac defects and
myocardium revascularization (CABG)

sur g
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94% of surgeriesare done on an open region of the country and conducts big o

heartin the conditions of bypass In total ganizationaimethodological and consak

there are more than 100fférent sugeries tive-treatment work Patients come for su

done on the heart and large vessels in the geries to the ager from different regions of

Center. Kazakhstan, as well as neighboring ©ou

Resultsand discussion tries(Table T 1).

The Center provides highly-specialized
medical careto the population of southern

Table1i In-patient treatment in the Center for 5 years

) Regions 2008 | 2009 2010 |[2011 |2012
1 Zhambyl regpn 157 329 279 283 251
2 SouthKazakhstanagion 63 83 258 194 114
3 Kyzylorda region 4 5 17 16 7

4 Atyrau region 4 1 1 - 1

5 Mangystau region 2 2 3 1

6 Almaty region 11 21 17 29 16
7 Akmola region 1 1 3 3 2

8 Aktobe region - - - 2 1

9 Uzbelistan 1 - - -

10 Kyrgyzstan 1 - 2 4 S
Total 244 442 580 532 397

Patient oriented principles of medical  year If in 2008therewere 152 surgicalpa-
care have been implemented in the Center tients in 2009304, in 2010—401,in 201k
In practical work the indicators of the  35landin 2012- 245surgeriesione(Table

Center activity are improving with each T 2).

Table 27 Amount of surgeriesinthepi od of Center ds wor k

Years Pacemaker CABG CHD ACD Other Total

2008 0 1 78 45 28 152

2009 0 14 181 109 0 304

2010 0 33 243 126 0 402

2011 2 15 238 96 0 351

2012 13 146 82 241

Statistical data analysis of the ¢y on the 3 place after cardiac sgery @nters of
the topic of surgical activities for heartrsu Astanaand Almaty which is presented in

gery in2010has shown that our center took Table’i 3.

10
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Table 31 Cardiac surgeries in Kazdistan in 2010

Name of surgery Total of
Name of organizations and egions CABG Valve CHD surgeries
replacement

1 National research medicalrter 625 256 540 1421

2 National research surgerynter 118 147 294 559

3 «Cardiac surgery centet LP Taraz | 33 126 243 402

4 Karaganda regional hospital 90 36 125 251

5 WestKazakhstan medical iversity | 58 34 37 129

6 | SMME «CCC» Almaty 109 4 1 114

7 | Akmola regional hospital 70 2 5 77

8 East Kazakhstan region 21 18 21 60

The Center is staffed by highly qualified
staff — cardiac surgeons, cardiologists,
anesthesiologists, functional and laboratory
diagnostics physiciansThere are two pro-
fessors(MD), 2 cand Sci. med, physicians
of the highest qualification cagory.

The clinic is equipped with moderrua
tomated medical equipmeniThe whole
complex of nonrinvasive assessmenmenh-
odsis donein the center— echo CG, day
long monitoring of blood prsure Holter
ECG monitoring steptests as well as a
wide range of clinical and biochemical tests,
coagulation indicators, aciohse balance
and blood electrolytes

Cardiacsurgerycentets activity is aimed
at provision of high quality highly-
specializé medical card¢o the patients with
cardiovascular diseases, including lchien,
on the level of international standards

Center staff uses team approach. The
management gives specialists an opportunity
for professional, scientific and career
growth, acquring experience of working
according to international standardsm-i
provement of qualification and knowledge

Our corporate culture is based on perfo
mance, intellect, freedom, creativenessi-m
tual trust, respectful and humane attitude
towards each otheand especially to g
tients

It is known that cardiac surgeries are one
of the resource intensive expensive types of
medical careThatis why there is state gu

port provided for treating the patients with
cardiovascular diseases within the fram
work of quotas in the Republic of Kazak
stan

Investments into development of-teich
medicine in Kazakhstan allowed teturn
millions of dollars to the country, eapally
important is the fact that patients have an
opportunity to get highly specialized ttea
ment at home

It should be noted that the main\dr for
targeted cardiac surgery development in
each country is the growing need for heart
surgery Statistics shows that in Zhambyl
regionaswell the numberof patientsin need
of surgical treatmentof heat diseasesis
constantlygrowing therefore pushing med
cal community, health care organizers to
more active and intensive ways of irapl
menting this type of carén this aspectuch
new needis the main driver for targetedde-
velopmentof own cardiac surgg concept,
implementing the development of cardiac
surgery service on a program baditere
such an important factor should be noted as
enthusiasm of leading cardiac surgeons
scientists. Thanks to them it has become
possible to have targeted accumulatioin
scientific and practical experience in surg
cal treatment of heart diseas@$ere is no
secret that personalities, authority, exper
ence and devotion play an important role in
each sphere of science and practical &ctiv
ties
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The managemenof the cente works on
professional developmentof the staff by
meansof participatingin scientific-practical
conferences, congresses, held on a national
and international levelThe staff members
actively participate in trainings, master
classes and workshops in tbeuntry There
is exchange of experience with other cardiac
surgery organizations of Astana, Almaty,
Karaganda, Shymkent and otheYoung
doctors after graduating Medical schools do
internship, residency, pegtaduate and ao
torate studies in the Centé@ractical regio-
al conference has been organized by the
Center staff for pediatricians, cardiologists
and anesthesiologist§ here is «Cardiob-
gists, intervention cardiologists and cardiac
Sur geon s orgasizecin te nggion
The main purpose of ¢hsociety is to further
develop and improve medical science and
practice in the field of cardiology, intenve
tion cardiology, cardiac surgery and angi
surgery enforcement and protection ofopr
fessional, economic, social and other rights
of its members

With support from the Ministry of
healthcarghe Centermanagement hasrga-
nizeda lll congress of cardiwascular st
geons of Central Asia in Astana in 2009,
which had large scientific and practicaf)si
nificance, raised the image and prestige of
cardiac sugery service in Kazakhstan

Since 2010 implementation of a Single
national healthcare system has startedan K
zakhstan(SNHS), providing patients with a
right to choose a physician and medicel o
ganization This will createcompetitiveen-
vironmentamongthe hospitals hence ras-
ing the quality of medical care and at the
same time keep the market prices far it
SNHS ensures transparency of medica se
vices provision and is oriented towards final
result

Conclusions

1. Ourcompetitiveadvantages arather
high technologicalequipmentand qualifica-
tion of the cardiac surgeons anesthesia-
gists and other specialists participding in
thesurgery

2. The Center intents to implement
modernand efficient cardicvasculardisea-
es diagnostics and treatment methods ether
fore easing the suffering of the patient and
improving their quality of life

3. In the research perspective thenCe
ter works on fundamental research to ident
fy associate amection between the cardio
vascular diseases and histocompatibility a
tigen in orde to prevent these pathologies.

4. In the strategic perspective therCe
ter intents to x¥pand diagnostics and surgical
methods, mplementation of heart defects
correction in young chdren from their birth
is planned.

5. In the nearfuture Tarazwill become
a Center of a ratherlarge scientificmedical
center wherethereis a synergec effect of3
factorsi educationresearch and practice, it
will raise healthcare level not only in the
region, but in the country as well
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EPIDEMIC PROCESSCHARACTERISTICS OF NOSOCOMIAL INFECTIONS IN
MULTI -PROFILE IN -PATIENT CLI NIC

Key words:nosocomial infectiongpdemiology, iRpatient clinic

Abstract The biggest share of nosoa@minfections (NCI) is happening in-patient clinics.
Frequency of suchfections is no less than 5%.

The aim of this study is to assess epidemiologic manifestations of nosocomial infections in
multi-profile in-patient clinic.

Retrospective analysis of epidemic situation with nosocomial infections was donerantiffe
departments of Military clinical hospital of the Ministry of defense of theuRlic of Kazakhstan
and prospective observation of the patients, undergoing the treatment there. Incidecet®iad
for each studied year were calculated in the process of reseaschell as monthly mbidity
and average indicators.

Tot al morbidity (incidence) of NCI i - al |
tients; however in the I CU it significantl"
i.e. approximately e in five patients, who was in ICU, was infected by nos@atcstrain or
their association. It was shown that there is season nature ekifaér season in surgicaled
partments and summdéall season nature in internist departments. Infections of sardield
were dominating in the nosocomial iafiens structure (60,16%).

Introduction The aim of this studyis to asses®pide-
miologic manifestationsof nosocomial n-

Nosocomial infections and control over . . PR . .
fections in multiprofile in-patient clinic

then are a global problerBesidesincreas-
ing additional morbidity and mortality Materials and methods
among hospitalized patients nosocomial

infections increase the cost of health care

services due to additional prescription of clinic — Military clinical hospital of the Mi-

?rggttﬁgﬁr;ﬁl] qﬂeg'f(f\}ggﬁceagfno'gg;%?nsed istry of defense of the Rmiblic of Kazak-

| infecti e lis hiaher in d stan— MCH MD RK (450 beds). Thetudy

al infections n ginle_rq '“':’j \gher in Ehevp:lo was donefor 7 years(20062012included.
:‘Z?e c;))léir;tlr IZ?:ovr;Igmi(I:mbILer derr?stg‘utrﬁgseeir;e Developmenmechanism andcharacteristics

tions is even highd2-5] o_f epidemic processof_ nosoqomlallnfec-

The biggest share of. nosocomialinfec tlons(_NCI) wasstudiedin surglcalandth_er-

tionsincidents is in iApatient careThe fre- apeuticdepartmentof MCH MD RK using
the method of retrospective analysis ofdme

uency of these infections is no less tbéh - ) )
Fﬁ] Th>i/s defines topicality and social signi ical records and prospective observation of
' b y incoming atients

icance of studyig the epidemiologic man As researchmaterialsthe following was

fes'gaﬂons of nosocom|al_|nfect|ons In-1n studied in-patients medical records (form
patient care as a foundation for d_eve_loplng 0034) for 20052012, physicians and @
_mftht(_)dologlcal lbast?s and orgta_tnlzatlon of tients surveys data in the MCH MD RK for
It?ueec |ct)_ustcomp Ications prevention among 6 same perigetpdemiologic investigation
patients charts for cases of nosocomial infections
(NCI) outbreaksInfectious control comnt

Data collection and results implemant
tion was done on the basis of mugtiofile
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tee meetings minuteas well as records of
microbiological testing of water saples,
food products and swabs of abiotic objects
in hospital environment

In the process of research morbidityiinc
dence indicators were calculated for each
year, as well as monthly and averagerimo
bidity indicators

Statistical analysis

The resultswere presentedn the follow-
ing form: averaget standard deviation or in
the form of percent ration to the totalmu
ber of patientsMorbidity incidenceindica-
tors were expresseds proportionper 1000
person years

For continuousvariablesthe meanvalues
were comparedby using unpairedt-test for
independent variablesa value was set as
0,05.

Dataanalysiswasdonein the free statis-
tical package of R versior2.14.1 with
graphic frontendRStudioversion0.97.332.

In orderto identify the maintrendin ep-
demic process development(growth de-
creasg statstical series flattening was done
by means of calculating theoretical level of
morbidity levels with the least squares
methods For quantitativeassessmertf ep-
demic trend «averaye annual growth, et
crease rates indicators were usedex-
pressed in per centt assessmerdf mor-
bidity trend scale proposedby Belyakov
V.D. et al.(1987)was used

Results

Epidemic process of nosocomial iofe
tions is characterized by intensive prage
Retrospetive analysisof healthoutcomesof
1768 patients that were treated #patiently
from 2005to 2012,has identified nosocom
al infection in369people(20,87%).

Total morbidity (incidencg of NCI in all
departmentswas 0 , 7 8 +p@r, 1008 pa-
tients however in the ICU it significantly
exceeded the cumulative indicator and was
205, 45ie.99prexdmately one in five
patients, who received intensive care was
infected by a nosocomial strain or asseci
tion of them

The shareof outbreak componénn the
general structure of NCI morbidity was
3 2, 4 = 2naiflyvecause of the infe
tions caused by gramegative dextrose
nonfermenting bacterigP. aeruginosa, P.
cepacia, P. putida

Analysis of annual NCI dynamicsl-a
lowed to identify differences inmorbidity
levels fluctuation in different profile ed
partments

In surgical departmentgincluding ICU)
monthly distribution of annual NCI morhid
ty indicators showed their increase in the
period from October to February

Such seasonal distribution is tncaused
by biological reasons, it rather reflects-d
pendency on the intensity of diagnostic and
treatment process and development of NCI
agents after multiple passages through o
ganisms of susceptible people

A different picture is seen in analysis of
seaonal distribution in the internist profile
depatments Increase in NCI morbidity is
seen from July to October, which may be a
proof of exchange between the hospital and
extra hospital flora

The level of NCI was stable in the
longstandingdynamicsfor all 8 years of b-
servation and was never bel@b per 1000
of patients Thoraugh analysis of the reasons
for sharp decrease &fCl morbidity, ident-
fied in 2009,has shown that there was a fact
of nonreported cases, primby as a result
of attempts to careal cases of purulent
septic infectiongPS)) in delivery and surig
cal departmentsas well as by means ofge
istering nosocomial pneumonia cases xas e
trahosptal.

We have done an assessment of total NCI
incidence dynamics by means of calculating
longstanding (8 yea) linear epidemic trend
Flatteningof statisticalseriesallowedto find
outthatfrom 2005to 2012absolute increase
in NCI morbidity was 0,055; morbidity
growth rate in8 years wa¥,29%,and ave-
age annual morbidity increase rate was
0,89% which is a reason to characterize the
longstanding NCI epidemic trend as stable

Despitehigher NCI morbidity indicators
in surgicaldepartmentswheretheindicators
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are more than 200 higher, analysisof its
longstanding dynamics shows that from
2005to 2012absolute decrease of NCI mo
bidity in surgical departments wak9,96;
morbidity decrease rate fo8 years was
9,26%, and average annual morbidity-i
crease rate wak,21%,which gives grounds
to talk about moderate decreasing trend in
NCI morbidity insurgical departments

In 2008 accordingto the order of the
Headof MCH MD RK Ne2 0 ®On e&rgania-
tion of infectious control over nosocomial
infections> there was a position of epidem
ologist introduced in the hospit&treventive
and antiepidemic activities have been done
together with epidemiologist and bacteool
gist, which led tadecrease in NCI morbidity
mainly by PSI

In the NCI structurethe following pe-
vail: infections of the surgical field (PS)),
infections of urinary tract and respiratory
system (60,16%, 19,24%and 14,09%, re-
spectively.

Surgical field infections

In 14 out of 222 patients(6,3%) NCI di-
agnosiswas not officially registered the
casesvereidentified by usby indirectsigns
development of inflammatory infiltrates
healing the wounds by secondary adhesion
local use of antiseptics

Purulentcomplications arenost frequet:
ly registered after appendectomy, chokecy
tectomy laparotomy in suturing multiple
lesions of parenchysmal hollow organs of
abdominal cavity (16,22%, 13,06% and
13,51%respectively.

Wound infection (57,66%), then wound
dehiscenceand abdominaabscesses were
registered most frequently Generalized
form of PSlwas seenin 3 patients its fre-
guency of occurrenceelng 1,35%.

It was established that purulent post
operative wounds increase the length of stay
of a patien®,2times

Ao
l//g-{-" 3\]
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Conclusions
1. Longstanding dynamics of NCI

morbidity for the period of 20052012 was
stable (average annual decrease rate
0,89%); season nature of fallinter season
in surgical departments and summrfet
season nature in internist departmewss
identified

2. Infections of surgical field were
dominating in the nosocomial infections
structure(60,16%).

3. The share of outbreak component in
the general structure of NCI morbidity was

32, 4+2, 0%, mai nly
infections, caused by granegative
dextrose notfiermentng bacteria PR.

aeruginosa, P. cepacia, P. putida
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ASSESSMENTOF MAIN ANTISEPTICS USE TO DEBRIDE POST-OPERATIVE
STITCHES IN COMBINATION WITH CLARITHROMYCIN

Key word: biocides, clarithromycin, biofilms

Abstract.Use of antiseptic solutions, contaminated with isolates forming bioRlnegpacia
P. aeruginosaand other hydrophil nosocomial strains when debriding wounds-uogtcal
sutures and even intact skinggents a high risk for development of nosocomial infections. There
is description in the literature of capability of clarithromycin to inhibit creation of biofilm for a
wide range of microorganisms, including the kinds that areneawtive to this atibiotic.

The aimof the present study is to study bacterial growthibitory activity of the previously
studied biocides in relation tB. cepacia strains, forming the biofilm, isolated and in comtbin
tion with clarithromycin

The work consisted of two parexperimental and clinical. In the experimental part bacterial
growthinhibitory activity of a range of biocides was studied (70% ethanol, 0,1% CHXp5% i
dine tincture and Rok&l0), as well as their ability to inhibit formation of biofilm of clinicabis
lates P. cepacial/2, 1/4, 1/8 and 1/16 minimal inhibiting concentrations and in combination
with clarithromycin. In the clinical part of the study we hawsessed new (incident) morbidity
of the surgical field infections with use of iodine tincture forradigment isolated and with ala
ithromycin on a model of 425 cases of major surgical interventions in the Military clinical hosp
tal of the MD RK.

Biocides do not have significant effect on EBhecepacia biofilm, which proves their signif
cant germicidal #ect only on the planktelike cells. Clarithromycin increases the latter by
means of eliminating protective effect of biofilm. This phenomenon has-dejwessdent ature
and is maximally expressed if clarithromycin is combined with iodine tincture ke FO.

An only statistically significant factor of nosocomial infections prevention in surgatigins
was use of clarithromycin solution prior to debridement of surgical sutures with iodine tincture.

Introduction a high risk for development of nosocomial
infections

Clarithromycin is a half-synthetic 14-
membemacrolide antibiotica derivative of
erythromycin Observedsideeffectsof ani-
biotic in centralnervoussysten (head ache
lightheadedness anxiety, fear, insomnia
disorientation hallucinations psychosisde-
personalizationclouded casciousnesslinit
its peoral administratiof2].

Thereis descriptionin the literature of
capability of clarithromycinto inhibit crea-
tion of biofilm for a wide range of microo
ganismg3-5], including the kinds that are
nonreactive to this antibioticfor example

It is known that leading protectiomed-
anism with relation to biocidegntiseptics
and disinfectan)sof pseudomonades isd3i
film. Special danger is presented, wheo-bi
film is formed in artificial water systems of
the hospital, like the condensates of the air
conditioning system and artifal lung ven-
tilation, wash bowls and bath tubs, medic
tion solutions and bcides[1].

Use of anticepticsolutionscontaminated
with isolates forming biofilm, P. cepacia
P. aeruginosaand other hydrophil nosooo
ial strains when debriding wounds, post
sugical sutures and even intact skin presents
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Candidaalbicans|6, 7]. Effect of clarithro-
mycin is known on formation of biofilm
among representatives of tfsewomora-
daceae Pseudomonas Aureginosa [8, 9].

Thereforetheaim of this part of research
is to studybacterial growthinhibitory activ-
ty of the previously studied biocides inael
tion to P. cepaciastrains, forming the bk
film, isolated and in combinatiowith clar-
ithromycin.

Materials and methods

The work consistedof two parts exper-
mental and clinical

Populationsof P. cepacia characterized
by the presence of biofilm formation feature
were taken for the study, the optical density
of which was 1,25- 1,57 bel.

Bacterial growthinhibitory activity of a
range of biocides was studi€t0% ethano)
0,1% CHX, 5% iodine tincture and Rokal
10), as well as their ability to inhibit fe
mation of biofilm of clinical isolate$. ce-
pacial/2, 1/4, 1/8and1/16 minimal inhibit-
ing concentrations and in combiion with
clarithromycin

Study of bacterial growtkinhibitory ac-
tivity of the biocides was done in a suspe
sion perimen Ability of the studied agents
to inhibit biofilm was studied in the exper
ment in Ushapewells in 96-well polysty-
rene plateAfter incubationat a temperature
of 3 7C°for 24 hours the growtisupport
medum was suctioned out and the well was
washed by phosphate buffer soluti&esd-
ual biofilm, formed during incubation, was
colored by100 mcL of 0,1% crystatviolet
solution at a room temperature fadk5
minutes After crystatviolet solution re-
moval and washing the well with triple
distilled water the colored biofilm was ditu
ed with 200 mcL of 33% acetic acid Then
125 mcL of solution was trasferred to a-
other 96-well plate (with flat botton) and
spectrophotometric analysis was done with
wave length o670nm.

A positive control was acetoacetic sat
tion of the biofilm ofP. cepaciaisolate cul-
tivated without addition of any biocides and

clarithromycin, and a negative controller
was distilled veater.

Biofilm formation indicator was >
pressed in per cent and was calculated using
the following formula:

i1570Tc[10

- x 100,
{15784 10

V1 [ F

(1)

where

M O B— biofilm formationindicator,

O My, — optical density of positive ¢o
trol;

O Iy — optical density of negative ne
trol;

O My — optical density of biofilm after
contact with biocides

Or each new test of biocide biofilmrfo
mation was assessed 10 sanples with the
same concentrationData collected were
processedising Studentt-testand were g-
pressed as a mearstandard deviatian

In the clinical part of the studywe have
assessedhew (inciden) morbidity of the
surgical field infectionswith use @ iodine
tincture for debridement isolated and with
clarithromycin

We have done a perspective cohort study
of 425 cases of major surgical interventions
in the Military clinical hospital of the MD
RK. Consecutivedebridementof surgical
suturesby waterdiluted clarithromycin in
concentration o060 mg/ ml and iodine ti-
ture served as interventigexposed group
Patients, whose surgical sutures weré-de
rided only with iodine tincture, were serving
as norexposed grougnonexposed group

Developmenbf infectionon the surgical
field in 30 days after the surgerywas an
«outcome» criterion

Exposedgroupincluded212 cases non
exposed— 213.

Results

When exposing P. cepacia culture to
combinationof biocidesand clarithromycin
thehighesrbacterial growh-inhibitory acti-
ity was shown by ethano] iodine tincture
andRokal10; CHX almost did not decrease
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the number of CFUpicturel). Noneof the
testedbiocideshad any significant effect of
formation of biofilm in strains oP. cepacia

(Tablel).

The mat significant decrease of biofilm
optical density was caused y ethanol and dependent effect was se@rablel).
iodine tincture in concentratiod/2 MIC

(86, 62AKS 35 %4 tr8spedtith,
ly).
Clarithromycincausedstatisticallysignif-
icant inhibition of biofilm formation in
combiretion with all biocides and dose

Table 10 Effects of biocides isolated and in combination with clarithromycin on formation

of P. cepacia biofilm

Concentration Ethanol CHX lodine tincture Rokal10
1/2MIC 86, 62+7 9998+5, 783, 54+895, 01+6
1/2MIC + CM’ 77, 42+4 93, 08+4,23,13+827, 05=+14
t=3,18, ~ t=2,63, t=15,89 t=26,59
p = 0,006 p =0,02 p < 0,001 p < 0,001
1/4MIC 114, 43+'98, 69+8,99, 63+595, 55+3
1/4MIC + CM’ 100,82+i99, 33+7,69, 34+549, 23+3
t =3,83, t=0,18 t=12,66 t = 30,06
p =0,001 p =0,86 p < 0,001 p < 0,001
1/8 MIC 106, 05+:100, 78+2102, 41+107, 57+
1/8MIC + CM’ 103, 95+/94, 42+5,86, 18+789, 42+1
t=0, t=3,1 t=4,41 t=4,61
p =0,99 p = 0,003 p = 0,00035 p = 0,0002
1/26 MIC 104, 9+5 98, 32+7,100, 34+84, 66=+7
1/16 MIC + CM’ 106,274 ,54, 95, 16+6,100, 10+89, 96=+6
t=0,89, t=0,96 t=0,18 t=1,65
p=0,38 p=0,35 p=0,86 p=0,12

* CM — clarithromyan

** — statisticalsignificanceof the biofilm formationlevelsduringincubationwith clarithronmy-

cin andwithout it

The most significant optical density re-
ductionof biofilm wasseenin combinations
of clarithromycin with iodine tincture and
Rokal10; and absence of effect in these
combinations was only seen in cases of
small concentration of the agen{d4/16

MIC).

In clinical partit wasestablishedhat alt-
hough surgical intervention length in ex-
posedgroup was statisticallyhigherthanin
nonexposed group ( 6 6 , 7 2midute® 3
compared to6 1, 4 6 mihyted 2espe-
tively; p < 0,001),severity of posbperative
condition among @ients was not different

Surgicalfield infection frequencyin ex-
posedgroupwas?2 , 0 3 #6r 100 durge-
ies and in norexpased group— 9, 89+ 0, 4
(t = 157, 91;p < 0,001). Multivariational
analysisdonebeforeandafter surgicalinter-
ventionaimed at elimination of confounders
has not identified any additional factors of
surgical infection development

Coclusions

1. Biocidesdo not have significantin-
fluenceat P. Cepaciaiofilm, which which
proves their significant germicidal effect
only on the planktoitike cells Clarithromy-
cinincreases the latter by means of elimina

18



“"' -, v A N
_e -:_ ’1 l//a-(-“ 3\'

TEEEES e HT p AABBMHAOT CK UM PRAA YT WM @ CKUIW XypHan no o6u, I BeHH
ing protective effect of biofilm This pte- 5. Agui naga A. Franc

nomenon has a deslependent nature and is
maximally expressed ifclarithromycin is
combined with iodine tincture and RokED.

2. An only statistically significant fa&
tor of nosocomial infections delmment
among surgical patients was use @ér-
ithromycin solution prior todebridement of
surgical situres with iodine tincture
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NEEDS ASSESSMENT IN ADDITIONAL TRAINING IN HEALTH PSYCHOLOGY

Key words Health Psychology, specialists, psychologists, socially significant diseasas, trai
ing.

Abstract In the government Health Care Development Program "Salgriaizakhstan"
significant place is given to reduce the level of diseases caused by behavioral factors, improve
adherence to the principles of healthy lifestylspugh a complex approach to prevention and
increase catrol of behavioral risk factorg.1]

Numerous studies show a close relationship between such diseases as cardiovascslar disea
es, cancer, endocrine with an increased risk of mental health problems. Most often, patients fron
this groups noted, PTSD, depression and anxiety disorders. [2,3]

And also complex psychological issues associated with the perception of body image, self
esteem, relationships with others. Behavioral problems such as low levels of adherende to trea
ment, negative beliefs about their own health, low motivation for self aaogdance of health
promoting behaviors. [4]

For example, in some studies indicate that the risk of developing cancer patients depressive
disorders ranges from 11983% , depending on the localization of the disease. [5]. [6]. One
study indicated thatt risk of depression associated with 60% risk of developing diabetes. [7].
For patients after a heart attack, the risk of anxiety disorders is about 40%, 60% ofsilepre
disorders [8, 9]. Also, for all groups of patients with@ocurring mental and gychologcal
problem significantly increases the risk of premature mortality, a longer period of rebtiilit
and social adaptation.[10]

Introduction tients with chronic diseases,there are ro-
tivational interviewing ad cognitive beha
ioral therapy, métods of selregulation and
stress management. In international practice,
these objects are achieved by multi
disciplinary teams that include psycbol
gists, whose counseling and iraplent other
interventions in these rexfral.

These circumstances make it necessary to
expand the range of services and the prov
sion of other thamarrowly - medical, as
well medicaesocial and psychological assi
tance. To team members are included in the
same way than the doctors and nurses, social
worker, pgchologist, volunteers, patients
and their families, community organizations. Modern direction covering this range
[11] Already kegun systemic involvement of services is health psychology
of specialist from nomedical education to
provide psychesocial care. [1] At this point
in the health system of the Republic already
has more than 500 psychologists. [12] Also
in the program indicates the need for, rirai
ing of psychologists and social workers in
primary care according to international
standards of education. [1]

Effective methods of reducing riskeb
haviors, as well as the rehabilitation obp

Health psychology is the study of yps
chological and behavioral processes in
health, illness and healthcare.[15] It ineo
cerned with understanding how psychaiog
cal, behavioral amh cultural factors arent
volved in physical health and iliness, id-a
dition to the biologcal causes that are well
understood by medical science. Psychplog
cal factors can affect health directly, such as
stress causing the release of hormones such
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as cortsol which damage the body over time  health care organizations.

and indirectly via a person's own behavior Methods

choices which can harm or protect health

such as smoking or taking exercise. [16] The study is realized in the framework of

Division of Health Psychology, British the master's thesis on the public health-su
Psychological Society, describe specialty ject. Used qualitativeesearch methods. The
health pgchdogy as part of psychology, planned number of partgants in the study
uses methods and techniques of psychology, are (R75). The sample is formed of yps
and research methods to: strengthen and chologists (p41), doctors (s17), and med
maintain health, prevent and overcoms-di  cal organizations clients {t7). Sites of -
ease, identify the psychological factorseass ~ search: primary care orgaations (R27),
ciated with physical diseases, improve the narcology centers {@5), other health orga
health care syst, the impact on health lpo izations (R36).
icy. [17] Analysis

Usually health psychology focuses on ) o
these issues: how to help people adapt to  For data analysis producednsariptions
chronic ilness, what factors affect a healthy ~ Of audio records, formed percentagemeo
diet, avoiding harmful habits such as stress Pa&ison. Made a content analysis and kan
associated with cardiovascular diseases, INg of served populations. SW@analysis.
why patients routinely violate the scheme Findings
medication. [18]

Several programs analysis of additional
education in medical psychology in Kahak
stan, revealed that the programs ae d
signed for people with basic medical educ
tion, mainly psychatrists and narcolgyst.
There are some point in the regulatory
framework which limiting the pssibility of
training for in psychology specialists. In the
analyzed programs are not included topics
on changing behavior and reducing risk-fa
tors. These features ensure the vahee of
the study objectives, needs assessment for
additional education for professional yps
chologist whose providing services of in

The puliication includes only the data
obtained from primary care sites total-(n
27) , it s i ncl28)dphysp sy c
cians (R3), primary care managers-{.
Were cmducted 4 focus groups and 3-in
depth interviews with psychologists, with
doctors and meager 4 indepth interviews
were conducted. The territoriaépreserd-
tion of psychologists are: Almaty {h0),
Astana (R3), Almaty region (r3), Pavlodar
(n-3), Karaganda @) , Taraz (r2). The
percentage of the territorial distribution of
professional psychologists is in Figure 1.

Taraz;

8,7%

Karagan
da; 8,7%

Pavlodar;

13%

Almaty
region.; Astana;
13% 13%

Figure 1 Basic education psychologists bachelor in the following fields: educational psychol
gists (r16), psychadgists- (n-6), clinical psychologist (1).
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91.3% mentioned the importance af-d elderly patients. With teenagers and young

veloping counseling skd and psychological people are working 52.3%, 34.7% provide

diagnosis. Also, 82.6% expressed the need services to chiren. With cancer patients,
to obtain knowledge on the impact of phys 26.8%. 17.3% percent reported thalting
calillnessong i ent ' s ment al parnndinvavimgpatierdsnnestreeningrsu
state. 77% identified the need to acquire vey. Number of references obtained by-co
basic knowledge about the kinds of clinics tent analysis in Table 1.
and psychiatric digders.

Of the 23 psychologists who participated
in the study, 69.5% indicated that counseling

Table 17 Number of references obtained by content analysis
A group of patients Number of References | Rank

Gerontological patients 15
Teenagers and young adults 12
Children

Cancer patients

Pregnant women

Relatives of patients

Patients with TB

The patients after heart attack
Patients after surgery
Patients after insult

Former prisoners

oo

P o|o|o|ul|ul|s|w|N|F

RPINWWW Ao
= O

More than 82.6% of psychologist®e-r rials analysis, structures of ymhological
ported that use different methods of psych conclusion.
logical tests. 30.4% use questionnaires. The percentage of the psychologists
56.5% of psychologists use drawing tests. needs in the development of counseling
For 73.6% are significant information in the  skills and techniques of psychologicalr-se
area of principles which used for tesaie vices are presented in Table 2.

Table 2i The percentage of the psycbgists needs in the development of counseling skills
and techniques of psychological services aes@nted

Counseling model for behavioral changes. (nutrition, physical activityksn 91,3%
ing)
Methods of psychological rehabilitation of patients aftsuit, heart tiack 78,2%
Model of counseling oncology patients 73,9%
Methods of psychological treatment in the rehadtiliin of patients after su | 65,2%

gery

Counseling elderly patients 65,2%
Art therapy techniques 52,1%
Methods and techques of redxation 52,1%
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Discusson
For data summarize,

structuring and

make recommendations was used SWOT
analysis, theesults are presented in Table 3.

Table 3i SWOTanalysis

Strengths

Weaknesses

1.Psychological care and treatmemt,
tegrated with thenain strategic direction
Kazakhstan health care development.

2.The presence of bachelor in Psykh
ogy at all psychologists.

3.Skills in the use of psychdiagnostic
techniques.

4 Active listening skills, and providin
emotional support.

5.High motivation of addibnal tran-
ing and professional dehapment.

1. The qualifications requirements f
professionals in the field of clinical psydbgy
contrary to international and domestic ealu
tional system in this specialty.

2. Lack of opportunities for passing the-c
tification to improve the professionavé.

3. Uncertainty functions and activityeas.

4. Lack of educational programs tailor
specifically to the work of psychologists PHC

5. Low awareness of physicians about
psychologists direction and methodsaairk.

Opportunities

Threats

1. The development and strengthe
ing of a comprehensive, multidisdip
nary approach to soctakiented prina-
ry care.

2. Expanding preventive orientatiq
in the psychologists practice.

3. Prevention and screening for mAq
tal disordersand suicide risk.

4. The development of psychologid
rehabilitation for patients with physic
illnesses.

1. The lack of specialists in the field
clinical psychology and health psychology.

2. Reduced the effectiveness of prevent
programs.

3. Reducedhe effectiveness of rehabdk
tion programs

4. The poor quality of services in the fig
of mental health.

Recommendations:

1. Advocacy regard integrated localrno
mative legal acts regulating of medicalyps
chology, with international practice.

2. Develped opportunities for psychml
st’s attestation
3. Developed and organization the rrai
ing of medical psychology and healthyps

chology.

4 . I ncreased docto
psychologists practice, in PHC orgaeniz
tions.

gi

Training was implemented the Depaent

of Public Health and Social Sciences,a-K
zakh School of Public Health. At theom

ment research team analyzing thedfmeck

and evéuation of training.

d categories
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ON THE STATE AND PERSPECTIVES OF GERONTOLOGY SERVICE OF ALMATY

Key words:gerontology service, elderly and old people, kingrs, preventive care.

Abstract. There is a trend for ok population aging in the world. Population aging and
global changes in lifestyle together place chronic and -indectious diseases (including
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depression, diabetes, carevascular diseases (CVD) and cancer), as well as trauma, among the
main causes omfmorbidity and mortality. The Republic of Kazakhstan (RK) is also part of the
aging countries in the world. In the age structure of RK population as of 1 January 2007 the
number of people over 65 years wad94,0 tsd. People or 7,85 % of the total numbkr o
population and it is growing every year. Currently in the RK there are about 7925957 of men
and 8516002 of women. Among them about quarter is men (24 %) and 29,6 % women of old an
elderly age (OEA). Average life expectancy in the RK in the last yeans28111 68, 41 years

(meni 63,51 years, womein 73,32 years); in 2012 69 years (meii 63,6 years, womeh 74

years); in 2013 it is reaching 70 years (mie®4 years, womei 73 years). Till 2018 the life
expectancy is planned to reach 70 years, 247 up to 80 years. This means increase of
population that needs due to their health condition active ragfiect support from the society

and therefore readiness of the state to achieve this challenge. In Almaty gerontology offices ar
openedincihcs -~ 1, -~ 8, -~ 17, -~ 5, ¢Clinic of t
I n other clinics responsibility for geront
practitioners or heads of the general care departments. The data from each emeatm
organization on the veterans, lofigers, single, elderly and immovable patients are analyzed in
the Veterans clinic, where gerontologists work, overseeing each area. Gerontologists of the
Veterans clinic do consults and provide organizational and hotstlogical care to
gerontologists of other areas on the issues of gerontology care to relevant people. Health
improvement of the gerontology age people is donepatignt, in day care, at home or in
hospices, nursing homes and in other relevarpatiert care clinics of the city: City clinical
hospital (CCH) -~ 1, CCH -~ 7, Centr al city
within the quotas limits in scientifi@search institutions: cardiology, surgery in the branch of
the Republican veterans lp&l. Growth of elderly patients has been recorded, {bveys with
polymorbidity pathology and satisfactory work of the gerontology service. Service reforms are
needed in the form of increasing prevention activities with implementation of modern
managerant.

Introduction pregnancy related diseases to {ifectious
diseases [1].

Aging brought attention to the issue of d
rect relevance for organization of services
provision — increase of multsystem mo
bidity frequency. So far thens no full un-
derstanding of the fact that the problem of
shift towards chronic diseases or adult health
should take the lead compared to the-pr
grams devoted to prevention and treatment
of infectious diseases, maternal and child
health. It is impossible ihout bigger atte-
tion to solving the problem of unequat-a
cess to meicine, which is relevant for all
countries with social inequality [2].

The Republic of Kazakhstan (RK) is also
part of the demographically aging countries
in the world. In the age sttture of RK p@-
ulation as of 1 January 2007 the number of
people over 65 years was 1 194,0 tsd. People
or 7,85 % of the total number of population
and it is growing every year. For comparison

There is a trend of quick aging of poaul
tion in the whole world. To 2050 there will
be more than 2 billion people over 60 years
in the world, about 85 % of which will be
leaving in the crrently developing countries
mostly in urban aras. In contrast with nae
ern wealthy countries, countries with low or
medium income level are aging quickly, not
being able to get rich, which makes the
problem more difficult.

Aging of population and global changes
in life style together put chronic anabn
infectious diseases (including depression,
diabetes, cardiwascular diseases (CVD)
and cancer), as well as trauma, among the
main causes of morbidity and mortality.
There is a shift in mortality and mimodity
causes distribution from younger towards
older age from infectious, perinatal, and
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as of the beginning of 2005 the aging
threshold was 6,4 %, by 20 acording to
the estimates there will be 11,5 % of elderly
[3].

Currently in the RK there are about
7925957 of men and 8516002 of women.
Among them about quarter is men (24 %)
and 29,6 % women of old and elderly age
(OEA) [4]. Average life expectancynithe
RK in the last years is: in 2012 68, 41
years (men- 63,51 years, womenr 73,32
years); in 2012- 69 years (men- 63,6
years, women- 74 years); in 2013 it is
reaching 70 years (men64 years, women
73 years). Till 2018 the life expeczy is
planned to reach 70 years, till 2024p to
80 years.

This means increase of population that
needs due to their health condition active
multi-aspect support from the society and
therefore readiness of the state to achieve
this chadlenge [5].

It should be nted that geriatric care sy
tem does not simply mean geriatrics services
or provision of primary medical care togpo
ulation above labor age in a general unde
standing. It is considered from different
stand points:

- as a wide range of issues, related to
hedth parameters and peculiarities of mo
bidity in eldely people;

- as a level of care provision that is based
on a well organized system of geriatric trai
ing, diagnostic and treatment services,
methodological and informational support;

- as an organizainal model of multi
agency services provision style;

- as strategy of rerienting health care
and social protection system to targeted di
ferentated efficient care provision in the end
of the life with use of best international
prectices;

- as a moral orm of social relations: gra
itude of younger generation to the parents
and support of the weak, developing dgual
ties of respect and care for elderly people
among children, e/elopment of volunteer
movements among youth;

- as joining the efforts of statend non
government (community, religious, funds
etc.) instittions;

- as a philosophical approach, based on
the principles of social equality, confidence
in positive development of state policy,
economy and medicine [6].

Gerontology and geriatrics issues have
not beenduly developed in our healthcare
system It is even more relevant then to
point out the significance of gerontological
plan developmeni he so-calledgerontol@-
ical plan is basicallya program document
that presentamain directionsof statepolicy
with regardsto elderly people creation of
favorable conditions for their development
and use of rights, assisting in their active
participation in all spheres of social life
Strategicplans of the republic do not pro-
vide for developmenbf geronblogical plan,
which, in our opinion, is a significant owe
sight in the process of socially oriented state
building, one of the priority of which are
elderly people

With the absenceof a separategeronb-
logical plan in the RK, however the gov-
ernmentdevelops and implements separate
sectoral programs in certain spheres of state
policy. So someissuesof social protection
provision and creationof generallyfavora-
ble conditionsfor use of rights by elderly
people is touched upon in such program
documentsas Conceptof social protection
of population adoptedby the Act of the
Governmentof the Republicof Kazakhstan
of 27 . 06 . 20 0State pogr8n8fér ;
healthcarereform and development in the
Republic of Kazakhstan for20052010,
adopted by the Decreef the President of
the Republic of Kazakhstan df3.10.2004
Ne 1 O BrBgramof further enhancement
of socialreformsin the Republicof Kazakh-
stan for2005-2007adoptedby the Act of the
Governmentof the Republicof Kazakhstan
of30. 11. 20 OBisdbNd pedblé d- ;
habilitation program fo20062008,adopted
by the Act of the Governmenbf the Repub-
lic of Kazakhstarof 0 6 . 0 1 . 2 0 &te
cle42,chaptersl0andl11 of the Code of the
Republic of KazakhstarxOn population
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health and healthcare ssgm» ,adopted by
the President RK orl8 September 2009
State healthcare developmenbgnam in the
Republic of Kazakhstan for 2042015
«Salamatty Kazakhstan Ne 1 »f1 3
29.11.2009

Basedon the analysisof theseprograms
it becomesobvious that somesystemprob-
lems were not covered that impede full-
scale implementation of elderly peoples
rights namely lack of gerontologicalsens
tivity in republics legislation weak social
servicesdevelopmentcovaage with social
workers, gerontology and geriatricsesgd-
ists weak research base for studies on aging
problems weak socialization etclherefore
considering volume and multi-dimension
nature of theseissuestheir solutionis rather
difficult without comprehensive systemic
approach and development of getological
plan in the republi¢National action plan for
aging prilems.However, there is effect of
the same principles and approaches seen as
earlier with sectoral division in the part of
strategic development plannin@urrently
our republic is entenig the new stage ofed
velopment and implementation of corapr
hensive strategic programs will follow.
Analysis of gerontologicalplanningsystem
enableso talk aboutlack of due attentionto
this issueon the part of governmentbodies
responsibldor policy implementationn this
area underestimation of the upcoming-d
mographic changes among population of the
country is in placeSingle activities to bring
attention to this issue do not have the sece
sary effect for solving the problems in this
area.

This al definesthe scopeof most im-
portantissuesthat needto be solved nane-
ly:
absence of gerontological plan of the main
activities in state policy aimed at elderly
people, lack of research in geriatrics, as well
as lack of trained specialists in this are
[7,8].

Aim and objectives: analysis and asses
ment of gerontology service work that is
targeted on the needs of elderly population.

Materials and methods: mass analysis of
statistical visit charts of the elderly popul
tion in Almaty.

Results

In medicalorganizations of Almaty as of
01.07.2013retired people have comprised:
total of 248385, (2012 248355 peoplg,
including single and elderly 4218 people
(2012 - 4212 people). Long-livers over 90
years- 3284 people including men- 1272 ,
women — 2012; similarly in 2012 — 3265
(men- 1262, women— 2003). The number
of working elderly people— 13908, which
comprises- 5,5 %of the number of retired
people, including women- 7476, men —
6432, similarly in 2012 - 13911- 5,6 %,
including men- 6443,women— 7864.Non-
transportable people 1350 (2012- 1379).
People oveb0total—220690people

Gerontology offices have been created in

the following city clinics  Ne 1, Ne 8,
Ne 5 Veterans clinie . I n oté&er
sponsibility for ger ol

ment are placed at the general practitioners
or heads of the general care departments.
The data from each treatment organization
on the veterans, loAlvers, single, elderly
and immovable patients are analyzed in the
Veterans clinic, where gerontologists work,
overseeing each area. Gerontologists of the
Veterans clinic do consults and provide o
ganizational and methodological care to
gerontologists of ther areas on the issues of
gerontology care to relevant people.

Health improvement of the gerontology
age people is done opatient, in day care,
at home or in hospices, nursing homes and
in other relevant ipatient care clinics of the

city: City clinic a | hospit al ( CC
Ne 7, Centr al city ¢l i
CCH Ne 5, as well mxs wi

its in scientifiecresearch institutions: card
ology, surgery in the branch of the Republ
can veterans hospitdfor 6 months 02013
there were5128 people treated, from those
in need 5910 people which was 90 %
(2012 5123 people treated, from those in
need-5640-99,7 %).
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In the day carehospitals7145individuals
have received medical care, whichneo
prised 100% of the people in need 7145
people (2012 — 7123100%of the peoplein
need— 7123).Numberof people who have
received care at home increased 10800
100% 6imilarly in 2012 — 1024G100%)
with cardievascular diseases, chronic lung
and locomotor system diseas&s nursing
homes360 peopleweretreated(2012— 467
peoplg, also an increase was seen pf people
treated in the given healthcare organization

Onanannualbasis4651single and elde
ly people are covered with preventive med
cal exaninations including full examination
4200 people partial — 451 people(similarly
in 2012 — 4230, including full examination
2845 people partial — 1385 people). After
comprehensive medical examination the
gerontologistsidentify medical and social
problems of the patients and help with their
solution.

Non-transportable patients are monitored
by medical workers at home, annually a
team of physicians: general physicianr-su
geon, neurologist, and ophthalmologist see
the patients and take clinical tests: complete
blood count(CBC), common urine arlgsis
(CUA), mucus analysjEECG.

8651people are covered with chestay,
in 2012-8610people

Diagnostic tests for all retired people are
done free of chargd0% (n 2012- 41 %) of
nontransportable people are covered by
mucus analysis foBK. There are 2 negléc
ed cases of TB registered2012.

Thereare20310elderly people in Almaty
subject to regular medical chedps (in
2012—-20266peoplg. In the nosology stiat
ture leading places are taken by circulatory
system disease®9512people(46,9 %),then
respiratory diseases2610 (12,8%)gasto-
intestinal tract (GIT) diseases— 2514
(12,4%).Maximal growth rateswere regis-
teredfor neoplasms410 patients(2%), dis-
eases of endocrine 2405 patients(11,8%)
and nervous system 1348 (6,4%) At the
same time respiratory system diseases,
traumas and circulatory system with the
most growth were dominating among pam

ry morbidity. 1511 people suffered from
otherdiseaseswvhich comprised7%.

Therewere 31420visits doneby clinic’s
physicians to single elderly, non
transportablepeople at home on their re-
guestsand 37230 active visits In 2012 —
there were81561calls and37852active vs-
its respectivelyAll single elderly people are
covered by care from social wars of the
territorial centes of social protection in city
districts Socialworkersmonitor 218 single
and elderly peoplén 2012- 221 peoplg.

Such complex rehabilitation factor as
health resort treatment is actively used for
retired peple. Annually such treatmentis
received in JSC «Resort Kazakhstan,
«Ardagem , Ak-kayin» In the analysedpe-
riod of 6 months823 patients have received
treatment, total cost comprising over
16460000 tenge (2012 — 884 people with
cost overl7 680 000tenge).

According to the list of medicationsap-
proved by the Order of the Ministry of
healthcareof the RK (MH RK) elderly p®-
ple get according to indications free medic
tions — 14230 patients worth- 47712 000
tenge In 2012 r. 14033 patients have e-
ceived medications wortB3 640506tenge

Number of deaths among single ard e
derly people for the first-nonths 0f2013—
945 people in 2012 - 947 people, respe
tively. There is a slight decrease of deaths
noticed

Among the maality causes the first
place is taken by cardigascular diseases
496 people (52,3%). In 2012 it were 502
people (53,6%). Second place is taken by
oncological diseases11412,0 % (2012-
164-8,6%). Third place is taken by other
diseases103-10,8 % (D12r. -134peoplg.

Discussion

Treatmentand prophylaxisorganizations
of the city do all necessaryactivitiesto pro-
vide timely medicalcarefor peopleof geii-
atric age improvement of quality of life and
increasing life expectancy of this group
Gerontologyserviceof the city do scheduled
work for dynamic medical service for war
and | abor veteran’s
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of the group However the share of gero
tology morbidity is growing in parallel with
increase of elderly peopl&he true morbid

ty camot be reflected in this study, because
the results are assessed on the basis of util
zation of medical services

Conclusions

Gerontologyservice requires reforms in
the form of enhancing pventive services
with active implementation of modern ma
agemenin gerontological carerganization
This will lead to further development obs
cially oriented model of priery medical
care

The reasons for social inequality lie in
social conditions that do not directlymend
on the healthcare systeifhese root caes
can be eliminated by means of creestoral
actions and intergovernmental activifyur-
thermore, healthcare sector can take signif
cant measures to achieve equality on the
healthcare levelThe basisfor this is a re-
form portfolio, aimed at achievingptal cov-
erage, i.euniversal access to healthcare-se
vices while ensuring social protection of
people’.s health

Recommendations:

1. Taking into accountprogressingaging
of populationin the RK in orderto satisfyin
the future different neals of elderly people
including provision of high quality medical
care it is necessaryto developregulatory
documentsapprovedoy the MH RK for de-
velopmentof gerontblogical servicesin RK
andin Almaty in particular

21ln the physicinains’
tutes there should be courses included on the
issues of geriatrics to improve skills ofrge
eral physicians, gerontologists not only in
the RK, but abroad as well

3. Organize in each territorial clinic in the
RK, including Almaty gerontology offices
for provision of specialized medical care to
people of gerontology and geriatrics age

group
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MONITORING OF ACTIO N PLAN IMPLEMENTATION FOR ORGANIZATION OF
INTERNATIONAL CONFERENCE, DEVOTED TO 35" ANNIVERSARY OF
ALMATY DECLARATION ON PRIMARY MEDICAL CARE

Key words WWII clinic, primary care, preventive treatment, the survey population.

Abstract Thearticle analysspreparation to organization of an International conferenee d
voted to the35™ anniversary of the Almaty declaration on primary medical ¢&@®IC) in Al-
maty The declarationwas a result o World health organization(WHO) conference on PMC
Since adption of Declaration increase in the role of PMC has been considered as an important
part for i mprovement of,apwelpas treation af a dose equiable t I
society PMC is the first link in the healthcare system, where people cormewir problems,
and where majority of popul at .iTakmgnso actamkeys f C
characteristicsof PMC, it has always been a part of strategic healthcare development program
It is one of the main strategiesin implementéion of new Europeanhealthcarepolicy ¢Health
2 0 2 @neé achievement of the UN Millennium development gBaisciplesof Almatydeclama-
tion on PMC stayin the centerof discussiongor action programpost2015,which concentrate
on severalapproachesnd priorities, such as sustainability for all, maximum increase of healthy
life expectancyaccelerating the progress on action program for health indicators, provided in
the Millennium development goals particular, the problem of nemfectious diseasdsurden
and universal access to healthcare has not been sabuethe serviceterritory of the Veterans
clinic there are 152 organizations with20292 workers Currently the amountof population
servedis 33949people including 22126women 11823war veteans or people with equalat
tus. There is a data base created in the clinic for registered population, patients register for e
docrine, obstetricglynecology and pediatrics servicdhe clinic has implemented diagnostic
and treatment protocalday hospial unit providedmedicalcare to 7145 individuals 10800
100% Gamein 20127 10240100%)people with CVD, chronic respiratory, locomotor system
diseases haveeceivedcare at home There is an increase seen in patients, receiving care at
home In order © decrease prevalence of socially significant diseases annually comprehensive
medical checkups coverd651single and elderly citizen®lacemenbf thesiscOn gerontology
service in communication platforné-Global and participation with presentation in rtual
exhibition ¢Healthcare present and futueeon 6-7 November2013 had special significance
Monitoring was conducted for implementation of the Veterans clinic action pleprepara-
tion for the conferenceorings the results all planned activitis are gradually done, the clinics
takes active part in virtual activities

Introduction voted to35" anniversary of Almaty declar
tion. This declaration of 1978 is called
«Health for all by 2008 .The declaration
was a result of WHO conference on PMC
saysthat PMC is the main function and ce-
ter of the healthcare system in any countr

The conferencds held in closecoopea-
tion with the European bureau of the World
health organizatiofWWHO) and United Na-
tions Children'sFund (UNICEF) and & ce-
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and is the first level of contact of a person, problem of norinfectious diseases burden
family and society with national healthcare and universal access to healthcars hat
system, providing the closest location of been solved3].

healthcare to the places of work andi-res For successful achievement of the goals
dence [ 1] . the program of PMC should include théd-fo
Since  Almaty declaration  of lowing components
WHO/UNICEF was adoptedin 1978 en- - increaseof the population awareness
hancng the role of PMC has been camsi about widely spread pathologies and their
ered as the most important part in imprev prevention methods
ment of health and welfare of poptibn, as - assistance to adequate suppith food
well as creating a more equitable society and promotion of good nutritign
PMC is the first link in the healthcare - ensuring safety of water and impssv

system, where people come with theirkpro ment of sanitary conditions
lems, andwh er e maj or i ty o - protectionof maternalandchild health,

needs for medical care are satisfibthjori- including family planning
ty of PMC definitions agreeon the follow- - immunization against main infectious
ing: diseases
- PMC emphasizesot only treatment - control over local endemidiseases and
but preventionof diseasesndraisingmed- their prevention
cal awaenessof a patient - sufficient treatmentof widely spread
- PMC quickly reacts on th needs of diseasesndtraumas
population and is supported by it - provisionof thebasicmedications
- PMC is targeted on a patient and is PMC as a medical componentof this

providing continued medical care. By this  programshouldbe relatedto the society and
term a sitation is meant, when a patient and  should Eflect its needs

someti mes patientys g In orda to achievenecessaryinterse-p h
sician, who graduly learns their medical toral cooperationand comprehensivePMC
and social status and wins their trust, thanks time has come to reconsider the existing
to which patients are more compliant with  uniqueness of PMC, in order to assistrcou
physician’[§2i nstruct i tries in the development of strategies for

Taking into account main features of PMC rationalization in response to changes
PMC, it has always been a part of strategic [4].
healthcare development prograltis one of Due to thes reasons International rco

the main strategies in implementation of  ference is held, devoted 85" anniversary
new European heal t hc of the Amaty declaration on PMC 06-7
2020» and achi evement November2013in Almaty, Kazakhstan

um development goal&urthermore PMC is Aim and objectives analysis of prem-
part of the WHO program to achieve unive ration in MSE with REA «Veterans clini®
sal healthcare coverage andtiative of the to organization of Internatioal conference
Secretariat gemal «Each woman, each devoted to the35" anniversary of Almaty
child: from promises to actioms. declaration on PMC

Principles of Almaty declaration on PMC

. : : Materials and meth
stay in the center oflobal discussions for aterials and methods

action program pos2015, which conae Monitoring of implementation of ac-
trate on several approaches and priorities, tion plan on prepagtion for the conference
such as sustainability for altpaximum n- was done invVeterans clinio> .

crease of healthy life expectancy, accelera MSE «City clinic of the veterans is lo-
ing the progress on action program for cated ina typical building at Amangeldy
health indicators, provided in the Milleian street41 (picturel).

um development goals, in particular, the
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Picturel — MSE with REA«Veterans clinie

The clinic hascapacityfor 500 visits, in pediatrics services. The clinic has impl
2013in 6 monthsof 2013therewere 39539 mented diagnostic andetitment protocols.
people servedncluding 21000women and On 4 May 2011new day hospital facility
13349war and labor veterans, and individ was opened with capacity &0 beds It is
als with equal statusNumber of visits to equipped with comfortable furniture, home
clinic in 2012was10107people appliances treatment and physiotherapy

Veteransclinic haslicenseNe 1 3 0 1 0 8 @duipment Day hospital provides treatment
of 05.07.2013For provision of medical care including full complex of re&bilitation and
in 20 specializations health improvement acfities, medication

On the service territory of the Veterans therapy, physiotherapy procedures, #er
clinic there are 152 organizations with  peutic exercise and massag&l45 people
20292 workers. Currently the amount of have received treatment in day hospital,
population served is 33949 people, including which comprisedl00% of those7145 peo-
22126 women,11823 war veterans or ge ple in needin 2012 — 7123100%o0f people
ple with equal stas (picture2). in need. Thereis adecreasseenin number

There is a data base created in the clinic of treated patients becausethe amount of
for registered population, patients register treatment at home has increased
for endbcrine, obstetricgynecology and
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Picture2 — Pane] devotedto veterans and disabled people of the WWII

10800100% have receivedtreatmentat
home (the sane in 2012 — 10240100%)
these were patients with cardrascular ds-
eases, chronic respiratory, locomotor system
diseases There is an increase seen ia-p
tients, receiving care at home.

25 million Tenge has been allocated from
the budget for medicationmovision for @a-
tients with diabetes, includin@ million
Tenge for sekcontrol tools(1 blood glucose
monitor and test stripgs

Work is done @ decrease prevalence of
socially significant diseaseénnually can-
prehensive medical chealps cover 851
single and elderly citizensincluding full
checks 4200 people partial — 451 people
(same in2012 —4230,including full checks
2845people partial- 1385peoplg.

There is information available to thep
tients on guaranteed amount of free medical
care instate and Russian languageseven-
tive work is donein the form of periodic
medical examinationswith consequentdy-
namic monitoring and heath improvement
visual promotion information, lectures,sdi

cussions, open house days, which are held in
April October each year on the issues of i
creasing joint responsibility of population
for health protection, observance of the
healthy life style

Obstetricsgynecology service is working
in the clinic, where there is clear continuity
in work of all clinical departrants For the
last 3 yearsthere were not severecasesof
late gestational toxicosigsuch as eclanp-
sia) with decrease of their number, and level
of perinatal mortality Congenital syphilis
was not registered as welPreventionand
treatmentof iron and iodide deficiacy of
pregnant women is done

Preventiveexaminationf the screening
agepopulationaredonein theclinic; ident-
fication of the following: circulatory system
diseases, oncological cases of: stomach,
prostate, breast, ceryixiral hepatitisB and
C.

Results

Prior to the conference devotedto the
35" anniversary of Almaty declaration on
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PMC an action plan was developed, imtlu
ing:

1. Conducting departmentalmeetings
devotedto 35" anniversary of Almaty deat
ration

2. Organizing gerontological seminay
devotedto 35" anniversary of Almaty deat
ration

3. Organizing Open houseday for d-
derly population of Almaly district of Alra-
ry with participation of narrowield speci&
ists

4. Publicationsn massmediato the In-
ternational day of the elderly

5. Eventdevotedto the Day of disabled
peopleas a result of the WWII (Preventive
medical checlups at home with particg
tion of narrowfield specialistsgental exan-
inations, blood tests, if indicatedrehabil-
tation in day hospital or at home

All items on the action plan have been
implemented, pac ement
ont ol ogy servi
form G-Global and participation with
presentation in a virtual exhibition
«Heal t hcar e: pr e’sNe-nt
vember 2013 had special signéitce.

Discussion

Preparatiorof the MSE with REA «Vet-
erans clinie to organization of Intereional
conference, devoted to ti85" anniversary
of the Almaty declaration on PMC is done
on the necessary leverhis treatment and
prevention organization i& line with other
medical @ganizations of the cityThe thesis
publishedat G-Global communication pla
form raised interest, in short period of time
this publication was seen abod0 times
there are8 comments The thesis was @&-
sented in 3 languagea virtual exhibition,
which also proves a brktlrough not only
in technological, but also intellectual rpe
spective

Conclusions

Organization of such conferenceshas
given incentivesfor the work of «Veterans
clinic» to enhance their main quality indic
tors and had general positive effect on moral

and professional environment of the organ
zation staff This will all leadto further de-
velopment of socially oriented model of
PMC, gerontology service in particulathe
interests of which lobbies the&Veterans
clinic» .

Qualified staff assists in enhancing qual
ty of life of elderly patients, provides 1o
stant support to them, and provides camin
ous preventive car@his allows to decrease
risk of condtions that require intervention,
the frequency of which isrgwing every
year due to lack of gerontwy specialists

Significant changes in age structure of
Almaty population with it getting older have
significant impact on the community and
require largescale and comprehensive
measure$s].

Comprehensive protaoh of elderly
people should become of the priorities in
state policy Elderly people need to have-o

o f r- t h dimal ®nditto@snfor fgealth protection, alai
ce»t-in

abdity ofnall foims aftsocialnand priedical
care [6,7]. All theseissuesare under con-
stantmonitoring of clint speciéists and the
wamdakds afforts tosolve them 6
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K.A. Kulchikova

Regional public health department of Almaty region

COMPETENT EXECUTION OF THE DISCHARGE DOCUMENT FROM A HOSP ITAL
BY PHYSICIANS FOR COMMISSION OF REGIONAL PUBLIC HEALTH
DEPARTMENT 6 S CONS ION ENDARECEIVING TERTIARY CARE AT THE
LEADING CLINICS OF THE REPUBLIC OF KAZAKHSTAN

Key words:Portal of the hospitalization bureau, planned hospitalization, population, quality
of discharge document , measure of a medical

Abstract Currently, the region has an operating system of planned hospitalization i hosp
tals at all levels, through the Portal of the hospitalization bureau considering the patient's right
to free choice of doctors and medical organization with the possibilityetoagguaranteed
amount of free nuical care, specialized as well as tertiary medical care (according to existing

order s, number 166 dated March 31, - 492 d
2010)

After the study of many different forms and content of discharge documents sufonitted
commi ssion of regional public health deaepart

ture of the case, it was necessary to develop a single sample discharge document for maxim:
optimization of work of all stakeholders, starting from thachef the medical institution, a e

ical specialist, patient, to technical operator, who sends out the discharge documents to the
commission.

Introduction Goal

To improve healticare organizationsc-
tivities on submitting dscharge document
notesfor consideration by the commission
of the regional healtlcare department, in
order to further optimize ansimplify work
of the commission on the Portal of tertiary
careof theregional healtlcaredeparient,

I, responsible for Portal of the

To assess health of atgnt and the need
to provide tertiary care in leading clinics of
the Repblic of Kazalkhstan, maximally full
gualitative data in the form of discharge
document is needed, it should also meet all
the requirements of the Portal of tertiary
care, to povide timely and modern medical
care.
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in the following table. gttachejl

region Kulchikowa K.A., developed a single

Name of medical institution
which send the patient

"State-owned public enterprise on the right of eonomic
jurisdiction of Aksu district”, Almaty region Tel.:
8(72832) 229-64

Name of head of the ingttion

Zhumageldin Ashimgali Kussainovich

Name ofthe doctor who sent
patient

Person in charge for the Portal of Hospitalizatiameau
Head of clinic Baulybaev Targyn
Tel.: 8(72832) 26-71

Name of Research institute

"The NationalSurgeryResearch Center namafter A.N.
Syzganov'Almaty

Research nst i t udfile’

Adult Cardiac Surgery

The purpose of hospitalization

Operative therapy

Name of the patient

Ongarova Saule
IIN 112112112111

Date of birth

11.07.1958

Address

Republic: Kazakhstan, Region: Almaty, &1RICT: Aksu ,
RURAL DISTRICT: Oitogan , Village: @ogan, STREET:
Abylaikhan, Buiting: 21

Diagnosis, number Patient Carf

Congenital heart defects. Mitral and Aortic valve insuff
ciency, regurgitation of-2 type,tricuspid valve, chronic
cardiac insufficiencyA, function class3, 2nd degree hype
piesia. Function clas3, 2nd degree circular defency.
Patient Card number186454

10

ICD-10 CODE

Q25.0

11

Conclusion decision of theeR
search mstitute

Had an advisory with cardio surgeon Mr.dkimov S.K. d
the NationalSurgeryResearch Center namafier A.N.
Syzganov

Dated 17.06.2013

DS: Congenital heart defects. Mitral and Aortic insufficie
cy, regurgitation of 2 type,tricuspid valve, chronic cardiag
insufficiency2 A, f u n ¢3; Andbdregreeypermesia.
Function class3, 2nd degree circular deficiey

Approved on12.07.2013

12

Brief anamnesis

Is sick since childhood ad is subject to regular medical eh
up

DS: Stenosis and mitral insufficiencyiortic valve insuff-
ciency . First stageatdiac insufficiencyFurction class 2,
cerebrovascular disease. 2nd degngeelpiesia

Was on an outpatient and hospital treatment in regiomal ¢
diology center.

Surgical treatment quota on the tertiary care Portal was r¢
ommended.

13

Clinical analyzes

FBC dated)1.07.2013- Hemoglobin(HgB)- 131g/dl en-
doplasmic reticulum-4,84. White blood cells—5,4.
blood-sedimentation test 27 mm/hr

dated14.01.2013

36
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crystals-

Common urine analysigated01.07.2013-quantity-100,0,
sp gr1020, microalbumiruria negativesugar—ve. L 3-4in
visual fieldB

nepitheliumpl -1-2

14 | Biochemical analysis

dated01.07.2013ilirubin — 11,8 mg/dL total protein 81,5.
ureal0O,7 mg/dL creatnine -13,2 mg/dL
ALT —0,04 AST-0,035.Sugar4,2 mg/dL

Results of photoroentgenogr

Lungs plan radiograhy dated10.06.2013¢onclsion of the

15
phy

phthisiologist — salutary

16 | Echocardiogram

Mitral and Aortic valve insufficiency,regurgigtion of 1-2
type, tricuspid valveld 2. Diastolic dysfumtion of LV and
RV of a relaxation dsfunction type.

17 | ECG

Regular sinus rhythm with a heart rate 67 beats/min. Left
deviation. Incomplete right bundle branch blogkhangesn
T aneroseptaleads

18 | Blood microreaction

01.07.2013negative

19 | stool ova & parasites test

negative(28.06.2013)

20 | HIV/AIDS results

negative (27.06.2013)

21 | Hepatitis markers

negative (29.06.2013)

22 | Coagulogram

(dated29.06.2013)Activated partial thromboplastin time
35s, thrombin tme—,11s, prothrombin time 16,1se¢
INR -0,89, time of Quickl15%, ethanol gelation teshegy-
ative fibrinogen(on Claus¥-2,66/, L — L factor—27-90 %,

X1 |1 a -dependent fibrinolysis 7 min. SFC —5,0g/l.
Conclusion Normal Coagulation

Attached sample of discharge document
note can be used by all health care facilities
of the Republic of Kazakhstan, as it meets
all the requirements of preserg infor-
mation to tertiary care portal, as well as to
the portal of Hospitalization Bureau of
healthcare organizations inrgeal.

Materials and methodology

In 2011, the commission received
17,587 norstandard discharge document
notes for tetiary care that do not reflect the
true nature of the patient apptirents for
tertiary care in the Republican Hospitals,
6657 of which pplied to tertiary care portal,
5547 were hspitalized, 1110 were removed
from the waiting list,, for various reasons .

Of 17 37 applications, i.e. applications
to receive tertiary care by healtlre orga-
izations -10,930 appoints were incorrect,
including wrong or false ICE10 code, 5700
were not caosistent with the diagnosis of the
patient, 2310 were inappropriate, that is,

those with medical conditions that require
specialized medical care in various regional
health care facilities neoompliant with the
list of tertiary care centers, 150 were ndt Ci
izens of the Republic of Kazakhstan, in 2770
cases appropriate amount of exewations
was not conducted and so on.

Meetings on all relevant issues concer
ing the Portal of Hospitalization Bureau; i
cluding tertiary care, training seminarg-a
pointing responsible medical specialists,
deputy chief physicians in charge of the€o
trol and quality of the Portal of Hospitadiz
tion Bureau were held.

Results

After the introduction of the above
mentioned sample and also after intensive
training of pesonnel, managers, specialist
doctors of health care organizations in the
Portal of Hosp#lization Bureau for tertiary
care, for the same period of 2012 56%03 p
tients were hogpmlized, 700 were removed
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from the waiting list, what significantlyer
duced upplanned instaces.

It is time to move from quantity to qual
ty, since significant expenmee was gained,
furthermore tertiary care portallike a mr-
ror reflects all the nuances of our work with
the popudtion.

First and foremost It would be desirable
to put highqulaified doctors with broad
clinical thinking, with experience in public
health practice, as well as specially trained
to work on the Portal instead of today's
technical operators on the Portal.

It allows to manage and organize this
much needed, hard work in the right dhe
tion, and the results will immediatelyer
flected on the qualy of our work.

| would also like to note that necessary
working conditions for higiguality pio-
cessing of incoming information and to
solve all the extra questions in case ef n
cessity were provided for the doctors and
persons in charge for tertiary cdpertal of
the healthcare department Wimg on the
Portal of Hospitalization Bureau, In gen-
eral, there is a positive shift in the field of

UDC:616:001.1

health care facilities, nevertheless, questions
such as continuity, prompt and quality issues
of diagnosis, hgpitalization, and the level of
qualification of the doctors on at placesb; o
jective competentssessment of the patient's
condition in correspondence with ICID

still remain open;

Summing up, | would like to appeal to
everyone who stands at the guard of health
of our peple, that work with the Portal is
not a responsibility of people in charge of it,
but it is also a duty of every physician to
know the Portal of hospitalization Bureau,
competently submit applications for cahsi
eration, keeping a close contadtiwthe a-
tient as well as with the institution that takes
the patient to treatment.

Portal of the hospitalization Bureau must
be a green corridor for patients to access
timely and quality health care, and that r
quires a competent, weatbnsidered -
proat from the side of medical specialists,
and the whole level of medical professionals
of healthcare organization which sends p
tients for treatment.

Zh.M. Moldakulov 1, D.zh. Aydarbekov2 , D.M. Tussupov2 , U.M. Abudzhazae® , Yu.Kh. Zubi 2
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EXPERIENCE OF TREATING PATIENTS WITH POLYTRAUMATISM IN CITY

CLINICAL HOSPITAL (CCH)

"4

Key words:polytraumatism, traumatic disease, intensive therapy.

AbstractThe articl e

descri

bes theoretical

asp
polytraumatism in the conditions of <cigy ¢
pend on the timely and eprehensive nature of diagnostic and treatment @t/

Multisystem trauma is an injury by one or more mechanical traumatic agent in 2 to éranato
ic parts of the body, one of which is always-tiieeatening and is assessed with score 4 in AIS

scale (6). Polytraumatism is one of the three leadingrhortda vy causes amp-ng K
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ulation. In the age groupdow 40 years deaths from trauma take tfeplace. About a third of
surviving patients end with disability, in half of them quality of life is decreased mainly due to
the traumas of locomotolstem as part of polytraumatism (4). The reasons for these camplic
tions are that polytraumas and multisystem traumas are the injuries as a result of car accidents,
catatraumas (higtenergy traumas), and the vast majority of thesermotor system injuriegre

difficult in nature. Treatment of such injuries requires fwomventional solutions, high quadif

cation of orthopedic trauma surgeon and long intensive rehabilitation. There is also andnfluen
ing factor that 20% of locomotor system injuries are opead there is a risk of suppurative
complcations. Improvement of care in cases of polytrauma is one of the most relevant issues o
modern traumatology. The leading causes of mortality among patients with polytraumaiin hosp
tal stage are shock, blood lossultisystem organ failure and infectious complications (7,8)

Introduction

Earliest possible anshock therapy and
injuries diagnostics simultaneously wittast
bilizations of the vital functions is a neze
sary condition in polytrauma treatment
Emergent surgeriesshould be done within
thefirst houraftertrauma including (if there
are no contraindicatiopsstabilization of
bone fragments predominantly with external
fixation. Compliance with these principles is
possible if patients with polytraunzae ca-
centrated in specialized depaents of large
multi-profile hospitals It is necessaryto
avoid massive casting skeletal traction
Timely lesstraumaticstablefixation of bro-
kenbonesin patientswith difficult multisys-
tem traumadoesnot needjustification, be-
causeit decreasesnobility of bone frag-
ments decreasingsensory input, providing
antishock effect, increases patients misbil

ty, eases the care, decreases the number of

hypostatic complications, which ultimately
increases good treatment cones

Materials and research methods

In the CCH Ne4 since2012an algorithm
for polytrauma patients care has been &dop
ed Generally accepted international stan
ards lie in the basis of this algorithm

The patientis emergentlyhospitalizedto
ICU bypassing the admissions department
Traumateamis actvatedby the nursewhen
the informationis receivedfrom emergency
careservicesor in casef selfadmissiona
person in charge of trauma team activation,

gathering necessary data records them in the

activation form and if at least one of the- s
vere tauma criterion is in place, notifies the

responsible traumatologisCriteria of se-
veretrauma impairmentof consciousness

12 pointsin GCS§ respiratoryrhythm < 30
timedmin; BP < 89mmHg heartrate> 120
timedmin; stridor, SpO2 < 89% Within 5
minutesafter activationthe teammembers-
responsibletraumatologist surgeon anes-
thesiologist, radiologist, functional diagso

tics department physiciann@s t hesi ol o
assistant two nursest wo nur ses’
rive to the resuscitation ward, get ready f
patient’ s admi ssi en 0
admission start working immediately inopr
tective clothing Head of the team is &+
sponsible traumatologist according to the
internal regulations

Medical care provision:

1. Ensuring clear airway(Removal of
foreign bodies blood etc, start on O2
through the mask 10-15 liters per minute,
immobilize Gsping if this has not been
done during emergency care stage

2. Respiration(Assessment of chest o
dition. Auscultation of heart and lungs

3. Circulation (assesment of pulse in
central arteries catheterization in 2 peiip
eral veins Start bolus infusion therapy

4. Stop external bleeding with the help of
pressure dressing

5. Do tests- (CBC, CUA, blood biochen-
istry, coagulogramblood alcohol te3t

6. Neurolgyical assessment(Glasgow
coma scale assessment

The teamleadermakesa decisionon the
necessityof examinationand treatmentlev-
el, as well as on the location of the further
treatment after assessing the scale afi-inj
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ries Vital functions are monitored (BP,
heart rate saturation RR, ECG, general
physician consult, after the examinatiom ur
nary catheter is put, head, chest, pelvis, L
spine, and other injured segments, CT is
done if necessayy

In the admissions department there is an
emergency OR equipg with the operating
table, modern equipment for anesthesia and
monitoring, kits for osteosynthesis and sets
of pin and rod equipmentelectro-optical
device mobile ultrasound It is possible to
provide emergent surgical treatment in such
OR to the pagnts with multisystem trauma
of locomotor sytemhead injury, chest and
abdominal ingries

First of all surgeryis doneto repairthe
life-threateningdamagesif the patient has
fractures osteosyhesis is done urgently
The main requirements for ostgaghesis in
treating the patient with pgirauma are 1)
secure immobilization of bone fragmengs
minimal invasion 3) low traumatism 4)
short surgcal intervention

Blocking intramedullaryfixation (BIMF)
fully complies with these requirements and
is successfully used in femoral, lower leg
and shoulder fractures Additional ad-
vantageshave beenidentified namely sin-
gle-step good repositigmbsence of need for
staged surgeriesminimal risk of post
operative infection(6,7,9). Open, multiple
fractures are fixed with modern externat-fi
ation devices until the patient isiske. After
stabilization of hemodynamic and clinieal
laboratory indicators, if local conditions are
in place on day-7 fracture fixation is done
with modern implants, blocking red, angle
stable plates

Significant decrease of lethality and post
operative complications was noticed after
implementation of this algorithmOnly in
2012 242 patients with polytrauma were
treated in the epartment of multsystem
trauma of the CCHNe4 As for the type of
trauma81 patients were wtims of domestic
trauma (33,5%), 161(66,5%after the car
accident 49 patientsdied (20,2%).Themain
causeof mortality was severeheadtrauma
in 38 cases(77,5%), severe multisystem

trauma- 8 cases(225%). Averagetred-
ment time was 28,5 beddays Since No-
vember 2012 §&ince the polytraumatrea-
ment protocolwas introduced 61 petients
were treated in the CCNe4 Mortality was
16,8% (10patient$. Average treatment time
was24,3beddays

Conclusions

It is necessary to actively implement
modern polytrauma diagnostics and trea
ment methods in the clinical practice

Implementationof the injuries protocols
modernlocomotorsystemfractures fixation
methodsleads to decrease of treatment time,
lesser cmplications and improvement of
quality of life.
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ENDOPROSTHESIS RERLACEMENT IN THE PRESENCE OF DYSPLASTIC
COXARTHROSIS

Key words:hip replacement, coxarthrosis, congenital hip dysplasia (CHD)

Abstract. Connectivetissue dysplasia (dysplastic syndrome) in orthopedissa genetic or
congenital disorder of connectitissue. Presents in increased mobility (hypermaotility) ofraba

throsis, combined with the weakness of the connective tissue. It should be noted that early dete
tion of developmental dyspasia (hypoplasia of one or both hips) responds well to correction and

treatment

Introduction

Unstable hip is very commonfrom 5 to
20% of newborns, however there are some
geographical peculiarities of incidences. [7]
For example it is 8% in Kazakhstan [1}, 2
3% - in Russia [2], 2%- in Germany [3], in
the USA incidenceare higher among white
population ather than among Afro
Americans and it comprises-26 [4].
Among native Americans hip abartietibn
is observed in 250 cases out of 1000.
Congenital dislocated hip is very rare among
South American Indians, among pogtibn
of southeastern Asia and Africa [7].

Congenital dislocated hip is more often
(80% of cases) among girls, CHD (about
one third of cases) is inherited genetically.
Hip dysplasia is 10 times more likely to be
detected among those born in pelvic prese
tation, more often firstborns. Dysplasia can
also be caused by medical correction of
pregnancy, pregnancy complicated byedox
mia. Most affected is a left hip (60%), more
rarely right (20%) or both (20%) [8].

Goal of the study

To review outcomes of the tothip re-
placement for the patients with dysplastic
coxarthrosis at the endoprosthesis replac
ment unit of the city clinical hospital #4 of
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Almaty during the period from 2012 to
2013, to determine the best approach in the
surgical tretment of this pathology

Materials and methodology

During the period from 2012 to 2013
2137 total hip replacement were executed in
the enaprosthesis replacement unit of the
city clinical hospital #4 of Almaty. 57 of
them were conducted because of dysplasia.
Dysplastic hip pres#s a wide range of
changes in the anatomy of theet@bulum,
proximal femur and in their relationships.
Planning of treatment of dysplastic coxa
throsis and its success often depends on the
severity of dysplasia, and the degree &f di
location. In this regrd, it becomes necessary
to classify the pathology to compare ind
vidual cases and for a competent -pre
surgical planning, and hence to improve the
outcomes of treatment. Complementari cr
teria for this classification are the accuracy
(reliabiity) and eas of use (validity).

In search of universal classification many

systems to assess the degree of dysplasia

and disbcation of the hip were proposed.

Thus, according to the standard Intern
tional Classification of DiseasesICD-10
(1989) three degrees ofveeity of the po-
cess were distinguished:

1st degree— subluxation (dysplasia)

2nd degree— semiluxation

3rd degree— dislocation

However, this classification is very supe
ficial in its reflection of those anatomical
changes, which are happening duritige
dysplastic coxarthrosis, because it is net 0
thopedic.

Eftekhar (1978) includes 4 stages of this
condition:

A - slightly elongated and beveledeac
tabulum with some deformity of the head,;

B - intermediate false acetabulum

C - high false acetabulum

D - high dislocation, no neacetabulum
[1].
Mendes et al. (1996) suggested a classif
cation of congenital dyspasia of ferum in
adults for the total hip arthroplasty planning.
For this purpose they determine following

terms: subluxation and high dislocation.
This classification includes following points:
the adequacy of the bone of the acetabulum
and its inclination; condition of the softti
sues, the presence of contractures, muscle
weakness; deviation of the pelvis, lumbar
spine contortion, difference in egtnities
length, @nycampsis [2].

Kerboul et al. (1987) offered the folle
ing scale: Front, rear and intermediate types
of dysplasia [3]. These classification isear
ly found in the literature and there is no data
to present edence of their reliability. fie
acetabular angle described by Sharp, and the
Wiberg's angle (1939) are also used to
measure the degree of dysplasia. Badi
graphs taken in the anteroposterior preje
tion, show the inclination degree of acetab
lar. Method has its value mainly in assessing
minor dysplasia, when there are no severe
deformation and displacement of the fem
ral head [4].

The most commonly used are classific
tions by Crowe [5] and Hartofilakidis
(1988).

For the method proposed by Crowe on
radiographs of the ©pelvis in the
antergosterior projection it is necessary to
measure the height of the pelvis (from the
highest point of the iliac crest to the lower
edge of the tuberosity of the ischium), to
identify the place where femoral head and
neckare connected and the shape of tear.
Classification is based on raising the
proximal migration of the femoral head and
its percentage in relation to the height of the
femoral head or pelvis The author
distinguishes four degrees, based on the
distance from the bottom edge of the figure
of tea till the place where femoral head and
neck are connected from the medial side
(which are almost on the same level by the
norm). According to Crowe, the average
height of the femoral head is 20% (1:5 ratio)
from the height of the pelvis. Thus if we
have ®% dislocation, it means that the head
is displaced in a proximal direction from the
reference line by a distance comprising 10%
of the height of the pelvis [5,6].
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Degree Dislocation % of the height of the
pelvis

Crowel Less than 50% Less than 10%

Crowe I From 50% to 75% 10-15%

Crowe Il From 75% to 100% 15-20%

Crowe IV More than 100% More than 20%

\|\&

O

\ § I\Ey

) AN 1)
' \E/ ' ' \\E/

Picturel — Classification: -50%, ||—50-75%, Il — 75-100%, I\V—more than 100%

Table2 7 In 1988 Hartofilkidis et al. divided dysplasia and dislocation into 3 types

Type

Description

Deficiencies of the acetabulum as
verified during surgery

Dysplastic hip

The femoral head is containe(
within the original acetabulum
despite the degree of sublix
tion

Segmentatieficiency of the superior
wall

Secondary shallowness due to fessa
covering osteophyte

Low dislocation

The femoral head articulates
with a false acetabulum that
partially covers the true ae
tabulum to a varyingefjree

Complete absence of the superior w.
Anterior and posterior segmental def
ciency

Narrow opening and inadequate dep
of the true acetabulum

High dislocation

The femoral head is complete
out of the true acetabulum an
migrated superiorly and past
riorly to a vaging degree

Segmental defieincy of the entire &e
tabulum with narrow opening.
Inadequate depth

Excessive anteversion

Abnormal distribution of bone stock,
mainly located superoposteriorly in
relation to the true acetabulum
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A

Image 2. Hartofilakidis' classification:

A —dyslasia,

B — low dislocation,

C —high dislocation

Yiannakopoulos et al., after reviewing 102R&ay pictures of CHD in adults, report about
high validity and applicability of the Hartofilakidis's classification during-guegical planning
what was confimed by anatomical changes detected during the surgery [7].

Validity of Hartofilakidis and Crowe classification was studied by Decking e(28i04).
Sduty included XRay picture of 51 patients (62 abarthrosis).

Image 3 Image 4 Image 5
Image 3. a— X-Ray picture of CHD: type 1 according to Hartofilakidis;

b—the same picture with notes according to the Crowe's systerheight of the pelvis, B-
between distance from the figure of tear to place where femoral head and neck are connecte
B/A<0,1 (mless than 10% of hight of the pelvisCrowe I.

Image. 4.a— X-Ray picture of CHD: type 2 according to Hartofilakidis;

b—the same picture with notes according to the Crowe's systemhdight of the pelvis, B-
between distance from the figure of téarplace where femoral head and neck are connected,
0,1<1,5 (1015% of hight of the pelvis)y Crowe II.

Image.5.a— X-Ray picture of CHD: type 2 according to Hartofilakidis;
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b—the same picture with notes according to the Crowe's systemhdight of tle pelvis, B—
between distance from the figure of tear to place where femoral head and neck are connecte:
B/A>0,2 (more than 20% of hight of the pelvisCrowe IV.

According to the data of this study, both
reviewed classifications by their validity
more applicable rather than others,
mentioned above, though -Ray picture
reviewing by this methods is connected with
some challeges. Thus Crowe's method
requires pelvis's XRay picture capturing its
whole height, what is not fulfilled in many
hospitals. Morever, in extreme conditions
identification of tear's figure and of exit
points of femoral head into neck is
impossible. In some cases differentiation of
2nd and 3rd types according to
Hartofilakidis (contact between false and
true acetabulum) was discutaljb]

It is possible to argue that both
classifications (Crowe Hartofilakidis) can
be wused equally because they are
complementary. Hartofilakidis's

subluxation and hip discation, at the same
time Crowe helps to visually understand
degree of femoral head's migration (in
particular in high dislocations). Except that,
subluxation can be of the same degree even
in different conditions of an acetabulum.

In other words for amore accurate
diagnosis ofdysplasiacoxarthrosisor of a
high dislocation it is neccessary to use both
systems of dyslapsia degree assessment,
because they reflect different parts of one
and the same pathologic process. That said,
we tried to develop a wking classification
of dysplasiacoxarthrosis which is based on
the Hartofilakidis and Crowe systems.

This classification is represented by a
scale, where value of the grade is in direct
proportion to  dysplasiacoxarthrosis
intensity (from 0 to 10) ands a score

classification is more focused on the status reflecting degree of CHD and rate of
of acetabulum in different stages of migration of the proximal femur.
Table 3
Femoral head
Characteristics Points
Norm 0
Femoral head is slightly dislocated (less than 50%) 1
Subluxation is more obvious (displacement of the femoral fiead50 to 75%) |2
displacement of the femoral head isI{#% 3
displacement of the femoral head is more than 100% 4
Acetabulum
Characteristics Points
Norm 0
Shallowness of the true acetabulum is present (angle Sharp >40 degrees), al{1
false aetabulum
The femoral head articulates with a false acetabulum that partially (on a half ¢2
more) covers the true acetabulum
Layering of false acetabulum on true is still at place but less than 50% 3
complete isolation of true and false acetabulum 4
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Consequently, total scoreB corresponds

displacement of the femoral head to 4.5 sm

to the complete dislocation of the kihigh- (average height of the femoral head).
dislocation? True neoarthtrosis. This  Further algnment is as follows:
condition conventionally assumes
Characteristics of proximal femur and acetabulum Total score
Displacement of the femoral head on-8.5 cm There is a contact between |9
femur and flank bone
More than 6.5 cm displacement of proximal femur keeping the contact wi{ 10

septic recrosis of femoral head

flank bone, and also absence of anz contact with flank bone or complete

Thus, on the basis of analysis of existing
classifications of dysplasia and congenital
high hip dislocation an attempt to develop

unified classification was undertaken, where
scores distribution by the degree of severity
of the process can be as follows:

Degree Score
I 0-1
[l 2-4
Il 5-7
\Y, 8-10
Initially - Harris Hip Score - pain varus), acetabular roof foation, myotomy,

disappeared, range of motion increased up to
97 - 100 points by Harris. The center of
rotation restored, limb length becomes
equal. Also the following complications are
observed: of a phlogistic nature, dislocation
of the endoprosthesis head. Patients are
satisfied with the results of surgery for hip
replacenent. During prosthetic following
technical difficulties occured: the high hip
dislocation complicates diaplasis and
faixation of cups into the true acetabulum.
Tracked results- 40 surgeries of Total
Hip Arthroplasty (THA) in dysplastic
coxarthrosis, repeenting 5 % of all cases of
implantation of hip arthroplasty. Of these
36 women (90 %), males4 (10 %). The
average age of the patients was 53.
Ambilateral damage was observed in 25
(62.5%) patients. Arthroplasty implantation
was complicated not onlyue to the disorder
of the anatomical relationship of dysplasia,
but the fact that 23 (57.5 %) patients
previously had surgeries: open reduction of
dislocation of the femoral head, different
methods of femoral osteotomy (valgus,

extraarticular surgery.

Indication for endoprosthesis were
changes in the joint, corresponding to stages
Il and IV of disease according to Kelgren
(1956) and stage Il with severe pain
syndrome, Ino effect of nesurgical
treatment.

For THA we used
following companies:

-« De Puy »in 0YZ5 #6) cases;

-« Strykerin30((8 S cpses;
Uncemeted fixation crdaressfit cup
(with screws). Uncemented implant was
used in 30 (75%) surgeries, hybrid implant
—in 10 (5%) cases (uncemented cups with

screws, cement cruz).

Most commonly used technique was
formation of the bed from the superior and
posterior portions of the walls of the
acetabulum and uncementeds implantation
of small size acetabular component -@4%)
with the maximum possible preservation of
bone. Defects of the upper edge of the
acetabulum (undercovered cup up to- 10

implants of the
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15% ) were within the normal range and and acetabular component, and later, already
were fillled with bone chips . with the full bone bed to do a-frostheics.
Bone autoplasty of the femoral head in 12 Most often, we use femoral head itself for
surgeries was used inareupper quadrant. In plastics. If it is missing, we use a transplant
10 cases of them reinforcing rings with a  from the iliac wing.
low-profile cemented cup of Bureh Positive longterm functional results were
Schneider type were applied. In two cases observed in 90% of operated patients: no
(to strengthen the acetabular roof) cemented pain, significantly improved movement in
plastics with cement reinforced by two the arthrosist 82% of patients reported

cancellous screws was used. disappearance of the Trendelenburg
28 people have undergone Ilimb  phenomenon.
shortening of 4 cm or more, where In one case, we were forced to remove the

subtrochanteric shortenning osteotomy was prosthesis without reimplantation, due to the
held (extirpated segment length from 2 to 5 waorsening of chronic osteomyelitis, 1 patient

cm). still has neurological symptoms of neuritis
During the surgery planning in these of the sciatic nerve, in 4 cases

cases, we set two main objectives: endoprosthesis cruz had been replaced
1. Lowering of the femoral heatd the because of its aseptic loosening , 2 patients

required level are not satisfied with the range of
2 . Recovering anatomical limb length movements in prosthetic arthrosis, 1 patient

still has defected mechanics of walking and
severe pain in thehip. Thus, altered

Postsurgery complications: anatomical relationship with dysplastic

1. Phlogistic complications were seen in  coxarthrosis require a differentiated
2 cases (5% of the total surveyed). In one approach in the selection of the type of
patient, the effect was achieved by non  prosthesis and its implantation procedure in
surgical treatment with a poisi¢ result, and each individual case. In some cases, it is
one patient had to remove the implants due neccessary to do bone plastiof cranie
to the development of deep infection in the ateral or dorsal segments of primary
prosthesis, and a year later, after the relief of acertabulum for quality fixation of the
the phlogistic process, revised arthroplasty acetabular component.
has been conducted.

2. Dislocation of the femoral head
ocaurred in 2 cases (5%) due to breakage of 1. Earlier surgeries significantly impede
mechanical regime by the patients, implantation of an artificial prosthesis and
dislocations occurred at a later time (4 to 6 affect longterm results.
months after surgery). These patients have 2. Endoprosthesis  with  dyplastic
undergone ineffective nesurgical emboles coxarthrosis is among the most complex and
that caused the operative exploration of often problematic sections of orthopedics.
abarthosis replacement of heads on a larger Damage of normal anatomic relationships of
size (for increasing the amount of offset) both the hip and pelvis, spine, limbs, greatly

Outcomes

Conclusions

and elimination of dislocations. complicates the planning of the surgery and
Depending on the degree of acetabular its execution.
dysplasia and proximal femur part the type 3. A lot of unwsual situations that may

of prosthesis was chosen. One of the main arise during the operation on dysplastic
problems with dysgisia is implantation of coxarthrosis, increased number of risk of
the acetabular component in primary intraoperative complications require careful
acetabulum. In  our opinion, only preparation for the surgerys, ability to
osteoplastic operations will produce high predict all the different options, and
qguality and longerm fixation of the
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neccessity to have attional design tools principles. Pediatr Radiol 1986; 16: 483
and materials. 487

4. Apply modern hip implants mainly 4. Burke SW, Macey TI, Roberts JM, et
of uncemented fixation, as well as additional al. Congenital dislocation of the hip the
structures in patients with dysplastic  American  blackClin  Orthop  1985;
coxarthrosis that allows tayet a good 192:120123

anatomical and clinical outcome for a long 5. Movshovich A. Surgical
time. Orthopaedics / / Moscow, Medicki€84.
6. Sokolovskiy A.M., Kryuk A.S.
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EVALUATION OF THE SCHOOL CLOSURE EFFECTIVENESS DURING THE IN-
FLUENZA AND ACUTE RESPIRATORY ILLNESS EPIDEMICS BASED ONTHE
SCHOOL HOLIDAY MODEL
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Abstract The question of practicability of school closure during the influenza epidene is a
tively debated. However, an apidemic effectiveness of this action has not been closely stu
ied.

The purpose of this study was to determaneantiepidemic effectiveness of school closure
using school holidays as a model i n a cont
the impact that school fall (1 week) and winter (2 week) holidays had on influenza andrARI mo
bidity rates @er the last 13 seasons (200@013) in the city of Tashkent.

We used weekly data on the influenza and acute respiratory infections (ARI) morbidity rates
collected during the routine surveillance in Tashkent for the ZWAB seasons. Intense inc
dence rée was calculated per 10 000 population for each age group. We studied avenage mo
bidity rates for influenza and other acute respiratory infections (ARI) registered during fall and
winter holidays and during 2 weeks after holiday periods and compared whtbs2-week per
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ods preceding school holidays for school childreri{/years of age) and other age group(0

3-6, 15 years and older).

Morbidity rates decreased among school childrerl47 years of age) by 142%7.2%
(p<0,01-0,001) during fall schoadholidays throughout 8 seasons. A 2#.63.6% (p<0,001) d-
crease was observed during winter holidays during 12 seasons.

Moreover, school holidays had an impact on a decrease of morbidity among younger children

and adults. For example, a 11295 . 6 % 500X horlidity decrease was observed among
0-2 year old children during fall holidays during 5 seasons. Morbidity ameagy®&ar old chi

dren was 15.8 38.7% lower during winter holidays and 13.14 4 . 3 %

(O1OGLY lowers

during the posholiday peiods during 5 seasons. The 14.%3.5% morbidity decrease among
3-6 year old children was observed during a holiday period during 7 seasons, while & 13.4

47. 9%

(0031 Pmofbidity decrease was observed during thelpaigiay period during 4

seasos. Morbidity among adults was 10.561.6% (p<0.050.001) lower during the holiday
period during 10 seasons and 10.39.4% (p<0.050.001) lower during the postoliday period

during 5 seasons.

School holidays result in a decrease of the influenzafdRidmorbidity rates among students
by 13.47 63.6% and among other age groups by 10.21.6%; therefore, closure of schools
during an influenza epidemic can be a rather effectivegmtemic activity, which will lower a
burden for the healthcare systefQualitative criteria of an objective evaluation of satyeof an

epidemiological situation defining terms and periods, during which schools will remain closed,

need to be developed.

Introduction

During the20092010 influenza panae-
ic period preparan as well as during the
pandemic itself, a question of effectiveness
of closureof schools and other educational
facilities was actively debated [1]. Apart
from the debates about aefpidemic effe-
tiveness of schoatlosure therewere other
opinions wth regards to definition of ép
demic criteria of introduction of this mea
ure, period of time, during which schools
should remain closk and a strategy with
regards to closure of certain or all schools in
the region, since in addition to the burden
related to the epidemiological situatiort- i
self, closure of childcardacilities would
imply a number of social and economic
problems [2,3,4]. A justified strategy and
tactics of school closure during aniégmic
period has not been developed. A lot af-fa
tors ontributing to solution of this issueed
pend on an organization of the healthcare
and educational system in the country. Valid
justifications are needed to adopt a decision
to close educationalnd daycare facilities
even at theegional level, not to memn a
countrywide action. Therefore, evaluation of

practicability and Hectiveness otlosureof
educational andhildcarefacilities as aran-
ti-epidemic measure during an influenza e
idemic is of a considerable interest.

The purpose of this study wasdefine
antiepidemic effectiveness of schoobel
sure usinga school holiday model in the
context of a large city. The objective of the
study was to analyze ampactthat school
fall (1 week) ad winter (2 week) holidays
hadon influenza and ARI ntbidity levels
over the last 13 seasons (200@013) in
the city of Tashkent.

Materials and Methods

To conduct the study we used the data of
the routine epidemiological surveillance of
weekly influenza and other acute respiratory
infection (ARI) morbidity levés during the
last 13 sasons (2006- 2013) in the city of
Tashkent. To define an age structure of the
morbidity, we analyzed an aggregate unfl
enza and ARI morbidity within 4 age groups
(0-2, 36, 714 and 15 andlder. Intense
incidence rate was calctéal per 10 000
population for each age groupnnual fall
and winterholidays were used as sthool
closure model Fall holidays lasted for 7
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days and since thegid not always coincide
with a calendar week, a2 week period was
coveredWinter holdays asted longer and

14 days on average and covered the period
of 2-3 weeks A comparative analysis of the
dynamics of average aggregate influenza
and ARI morbidity rates within the 4 age
groups during the holiday period (2) and 2
weeks of the podtoliday peiod (3) relative

to a 2week postoliday period was ¢o
ducted (1).

Significance levels of thedifferences in
mean intensencidence rates weralculated
using Student $test. Confidence levelvas
seta® 5% (P <
tistically significant morbidity rates was
shown inextensivendicators(%).

Results

During the period of observationschool
children (714 years of age) played a signif
cant role in an influenza and ARI epidemic
process ranking number three by thermo
bidity leve after children in the 2 and 36
age groups (image 1). The share el4/
year old children among all sick individuals
ranged between 17.5 and 23.7% in different
years.

An almost every day exposure of large
groups of school children (246 children) in
relatively constrainedconditions in a co-
fined area of classroomgxplains ahigh
epidemiological significance for school
children.

School holidayxan be considerea very
convenient model of school and childcare
facility closure as an anépidemic masure.
Analysis of the morbidity over a number of
years has demonstrated that fall holidays as
a rule start during a relatively low epidemi
logical season (early November). Only once
fall holidays coincided with the epidemic
rise of morbidity in the fall d 2009 (the
20092010 influenza pandemic). Winterlho
idays, on the other hand, as a rule start at a
time of an intensiveaise of morbidity (late
December). We did not look at significance
of spring holidays because they take place at
the end of a seasonafe March) with low
influenza and ARI morbidity.

It was established that during the 12-se
sons that we analyzed, a statistically signif
cant (p<0,010,001) 14.535% reduction in
influenza and ARI morbidity among-T4
year old chidren during fall holiday was
observedduring 8 (61.5%) seasons (Table
1). During the posholiday period, the nre
bidity rate remained 13.4 14.6% (p<0.05
0.001) lower than that in the pheliday pe-
riod only during 2 seasons (15.4%). During
other seasons, the pdstliday perod ma-
bidity level exceeded that of the gneliday
period. During the 2002010 pandemics,
fall holiday period morbidity went up by

0, 05s)nsta-T h e56.8% dnfl mareased 823.4% more during

the postholiday period.

During winter holidays (table 2), a sati
tically significant (p<0.001) 2463.6%de-
creasein the morbidity level among school
children (#14 years of age) was observed
during most ofthe seasons- 12 season
(92.3%).A statistically significant (p<0.001)
14.363.1% decrease of the morbidity level
duringthe post-holiday period was observed
during 8 out of13 seasons (61.5%) e
pared to thepre-holiday season. A 3.7%
158.8% morbidity increase in the post
holiday perod compared to the pieliday
period was observed only during 4 out of 13
seasons (30.8%).

We have also detected that an intgrru
tion in classattendance by schoahildren
during holday periods had an impact on a
decrease of the influenza and ARI morbidity
among younger children and adults. Fgr e
ample, we noticed a significant (p<0.65
0.01) 119-25.6% reduction of the influenza
and ARI morbidity level among-2 year old
children during fall holidays during 5 out of
13 (38.5%) seasons and a 12.5% post
holiday period reduction during one season.
A statistically significant (p<0.05) 14.3%
and 11.2%reduction of morbidity was o
served in 1 holiday and 1 pdsoliday per-
ods respectively.

A statistically significant (p<0.08.001)
15.8—- 38.7% reduction of morbidity among
0-2 year old children during the holidagp
riod and a 13.% 44.3% reduction dumg the
postholiday period were observed during 5
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(38.5%) seasons. Among@3year old cHt
dren, a statistically sighcant (p<0.01
0.001) 14.9- 53.5% reduction of morbidity
during the holiday period was observeat-
ing 7 (53.9%) seasons and a 13.4179%
reduction was observed during the post
holiday period during 4 (30.8%) seasons.
We have also observed a statistically signif
cant (p<0.05- 0.001) 10.561.6% decrease
in morbidity among adults during the hol
day period dting 10 (76.9%) season ard
10.2-39.4%decreaseluring the posholiday
period during 5 (38.5%) seasons by.

Discussion

A relatively low level of influenza and
ARI morbidity was observed during fall ho
idays compared to winter holidays. In &dd
tion, a period of interruption of classesrd
ing fall holidays is relatively short (1 week).
Therefore, winter holidays, which usually
start during a high egemic period and last
longer than fall holidays (2 weeks) had a
more significant impact on rediion of the
morbidity rate. The impact of dgrand e-
tended clogre of schools on a decrease of
the morbidity level has been observed by
other researchers as well [2, 3, 4].

When school holidays coincided with a
period of an active morbidity increase, in
addition to a decrease of the morbidity leve
among school children we have alsb- o
served a decrease of rbality among pre
school children and adults, which is aniind
rect evidence of an epidemiological signif
cance of school children as active sources of
infection during seasonal activation of the
epidemiological process.

The decreasen the numbers of sick st
dentsover the holidays and pebkbliday pe-
riod reduced the sources of infectiomnd
therefore decreasdtie intensity of the ep

demic process among psehool children
and adults,both in touseholdsand in the
city.

However, the effectiveness of this aétiv
ty cannot be observed in all cases. For e
ample, during the 2002010 influenza pa
demic an active morbidity increase started
after fall holidays (late October) andnfi
ished before winteholidays (early Novea-
ber).

Due to social and economproblems [2]
arising from such an aréipidemic measure
as cbsure of childcare facilitiesit must be
conditioned by risks ofsignificant preval-
ing social anceconomic damageof an ep-
demic. With his regards, it is necessary to
develop application cetia for closure of
childcare facilities in case of unfavorable
epidemiological conditions. At the same
time it should be noted, however, that short
term closure of schools for less than 2 weeks
will not ensure a sufficient argpidemic
effectiveness of this measure. Glos of
childcare &cilities during an active increase
in morbidity (with an at least 2 hold increase
of the epidemic threshold) and prior toed
crease of the critical morbidity levatould
be most effective.

It would not be feasible to closenly
some childcare facilities (facilities with a
high morbidity level) since this action will
not limit the spread of an epidemic thrémg
out the region.

When discussing social and economic
problems in families of school childrere+
lated to cbsure of schools [2,4], it should be
noted that such problems do not usually
arise on a mass scale during fall, winter and
spring breaks, which cumulatively last for 4
weeks.
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Picturel — Cumulative influeza and ARI morbidity in Tashkent during 200@012 by age

Morbidity per 10 000 people
Age groups: €, 36, 7-14, 15 and older

Table 17 Influenza and ARI Morbidity Dynamics during Fall Holidays

Season | Indicators Age groups
(-2 yeas of age 3-6 vears of age 7-14 years of age 15 years of age and older
1 2 3 1 2 3 1 2 3 1 2 3
2000-01 | Int.ind.* | 96,5+3,3 | 93.6=3,1 | 124,5+3,8 | 60,124 | 603£24 | 74,8+8,5 | 26,927 | 21,1424 | 34331 | 9708 | 9.5+0.8 | 9.7+0.8
Y 100,0 7.0 128.0 100,0 1003 1245 1000 784 1275 1000 978 100,0
2001-02 |Int ind | 107,8+3.5 | 111,543.6 | 104,063,5 | 55,1423 | 557£23 | 57.6=24 | 21,508 | 17.620.7 | 20,6+0.8 | 6,902 | 73202 | 74202
Y 100,0 1034 96,5 100,0 1011 104,35 100,0 81,9 5.8 100,0 105,8 107.2
2002-03 | Int. ind 025533 | 916231 | 990234 | 554223 | 475222 | 612524 | 22108 | 169206 24009 | 67202 | 6802 | 7502
%. 100,0 89,0 1080 100,0 85,7 1103 1000 76,5 1086 100,0 1013 1119
2003-04 | Int. ind 06,0=33 | 822+31 | 84031 | 551223 | 576223 | 544223 | 25708 | 22807 289009 | 94202 | 8302 | 8402
Y% 100,0 85,6 875 100,0 104,35 98,7 1000 88.7 112,35 100,0 883 804
2004-05 | Int. ind 03,033 | B86+32 | 100834 | 48322 | 45,6=21 | 519423 | 192407 | 189407 20,6=08 | 6,102 | 5802 | 6,6¢02
Y 100,0 844 1073 100,0 84,6 107,35 1000 084 1073 100,0 83,1 1082
2005-06 Int.ind | 1009+3.5 | 751230 | 800+33 | 48822 | 469£21 | 56123 | 166506 | 142206 | 17,006 | 6402 | 46202 | 5502
Y 100,0 744 98,1 100,0 96,1 115,0 100,0 85,5 1024 100,0 81,9 859
2006-07 | Int. ind 64927 | 70,6529 | 777230 | 26316 | 360=18 | 376=18 | 9005 | 112206 133206 | 44202 | 51202 | 5902
Y% 100,0 108 8 1197 100,0 1369 143.0 1000 124 4 1478 100,0 1159 1341
2007-08 | Int. ind 81031 | 677227 | 83,6231 | 38618 375218 | 40919 | 123206 | 113206 12206 | 58202 | 55202 | 5402
Y% 100,0 8§27 102,1 100,0 972 106,0 1000 919 992 100,0 948 93,1
2008-09 | Int md 831£31 | 717£20 | 77530 36118 | 370=18 | 380£18 |136+06|103=05| 14606 | 59=02 | 6,0+02 | 6,002
Y 100,0 86.3 933 100,0 102,35 105,3 100,0 15,7 1074 100,0 101,7 101,7
2000-10 |Int.ind | 1240436 | 1271236 | 1531240 [ 702£27 | 103,0£3.0 | 138 123 5 | 30409 | 47 7«11 | 128718 [ 11,8403 | 16,1£03 | 35805
Y 100,0 101,8 1226 100,0 146,7 196,7 100,0 156,9 4234 100,0 1364 | 3042
2010-11 | Int. ind S10£23 | 62,6525 | 795229 | 30117 | 37218 | 46621 | 12006 | 121206 16206 | 5002 | 5802 | 6102
Y% 100,0 1227 1559 100,0 123 6 1548 1000 1008 135,0 100,0 1180 122.0
2011-12 | Int. ind 86.9+33 | 803+31 | 81031 | 525423 | 507222 | 46,6422 | 18507 | 144206 15806 | 6902 | 7002 | 7402
Y 100,0 824 832 100,0 96,6 88,8 1000 178 854 1000 1014 1072
2012-13 | Int md 85,1x34 | 75,0£30 | 79131 (487222 | 46,5+22 | 48.0£22 | 20107 | 126206 | 17407 | 72+02 | 6,0+02 | 68202
Y 100.0 88,1 928 1000 83,3 986 1000 627 86.6 1000 833 944

*Intensive indicator per 10 000 people in a given gugeip.
1 - pre-holiday period; 2holiday period; 3- postholiday period.
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Table 2i Influenza and ARI Morbidity Dynamics during Winter Holidays

Season Indicators Age groups
0-2 years of age 3-6 vears of age 7-14 vyears of age 15 vear of age and older
1 2 3 1 2 3 1 2 3 1 2 3
2000-01 Int.ind® | 128338 | 96,6233 | 1277238 72,1226 | 52,6323 | 1035231 | 349210 | 215208 | 63,6213 | 115203 (9,702 | 175204
% 100,0 733 995 100,0 72,0 1436 100,0 616 1880 1000 843 1522
2001-02 Int.ind 1168237 | 11193 4| 997233 | 61,1224 | 38523 | 66,6524 | 27,1209 19620,7| 281209 | 93202 | 80=0.2| 94202
% 100,0 958 854 100,0 95,7 109.0 100,0 723 1037 1000 86,0 101.1
2002-03 Int.ind 778230 | 923233 | 122753845721 | 494221 | 94730 | 23820,8 | 20520.7 | 61,6212 | 78202 | 9.720.2 | 16.0£03
%. 100,0 1186 1577 100,0 1081 2072 100,0 86,1 2588 1000 124 4 205.1
2003-04 Int.ind 110434 | 907232 | 118337 | 74,026 | 480221 | 394223 | 500x12 | 18820,7| 24.0£0,8 | 13,1203 | 72202 | 8202
% 100,0 822 1072 100,0 649 803 100,0 376 480 1000 35,0 62.6
2004-05 Int.ind 1339239 893232 | 112623.7| 69024 | 46,0221 | 579£23 | 274208 | 18320,7| 230208 | 89202 | 6,002 75202
% 100,0 66,7 841 1000 66,7 839 100,0 66.8 839 1000 674 843
2003-06 Int.ind 878231 | 693227 | 65,2227 | 394224 | 546223 | 624224 | 175207128205 1530206 | 69202 | 6420.2| 7302
% 100,0 78.9 743 1000 919 103,1 100,0 73,1 857 1000 928 105.8
2006-07 Int.ind §28+30 | 73.6£29 | 889431 | 46,721 | 372419 | 550223 | 21320,8 | 12205 | 180+0.7 | 7.1202 | 6.3£0,2 | 11,1203
% 100,0 88.9 1074 1000 79.7 1178 100,0 373 845 1000 887 1563
2007-08 Int.ind 76,6529 | T82£30 | 772429 | 41520 353218 | 473221 | 126205] 9505 | 152406 | 52201 | 5.10,1| 8402
% 100.0 102.1 100.8 1000 g3.1 114.0 100.0 734 120.6 100.0 98.1 1615
2008-09 Int.ind 124 9+3 8| 1271438 | 153,141 | 492+21| 382419 | 42620 | 229208 | 94205 | 139406 | 59201 | 43£0,1| 5301
% 100.0 101.8 122.6 1000 77.6 86.6 100.0 41,0 60.7 100.0 72.9 §9.8
2009-10 Int.ind 63427 | 395£26 | 759429 | 33.1£18| 339+18 | 433221 | 15420,6 | 91205 | 10,1205 | 5,820 1 | 4.0£0,1 | 4301
% 100.0 93.8 119.7 1000 102.4 130.8 100.0 39.1 63.6 100.0 69.0 §4.1
2010-11 Int.ind §79+30 | 539+£23 | 49.0+23 | 73526 342+18 | 383219 | 40,110 146206 | 148+06| 99202 |3820,1| 6,002
% 100.0 61.3 33,7 1000 46.3 32.1 100.0 36.4 36.9 100.0 38.4 60.6
2011-12 Int.ind 90,130 | 759+28 | 78330 | 495£21| 464221 | 52.0£22 | 200208 | 9505 | 136206 | 65202 | 5220,1| 6,9+02
% 100.0 §4.2 §6.9 1000 93.7 103.1 100.0 47.5 68.0 100.0 §0.0 106,2
2012-13 Int.ind 1278+3 8| 1394240 | 1386240 | 1006+ | 1011431 | 125337 | 49312 | 36,6+1,1 | 454212 105203 | 94+03 | 16,404
% 100.0 109.1 108.5 100.0 1005 1246 100.0 742 92.1 100.0 895 156.2
* Intensive indicator per 10 000 people in a given age group.
1 —ore-holiday period; 2holiday period; 3- postholiday period.
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PERFORMANCE ASSESSMENT OF THERAPEUTIC DEPARTMENTS
OF A MULTI -PROFILE HOSPITAL BY PATIENTS

Key words:multi-profile hospitalt her apeuti ¢ depart ment sgG- me
tion.

Abstract. The program for healthcare reform and development for 25 special emyah
sis is put on the muprofile clinics development, ensuring qualified patient care and at the sa
isfaction level of the patients with the care provided. The main part of previous studies has beer
devoted to care provision, without emphasizing the mpurttfile in-patient clinics, in particular
general care departments. Most of the studies were done atapddnly some publkitions in
Kazakhstan. B i ent s6 opi nion was not studied.

In course of this work patient opinion was studied for the general care departments of the
multi-profile hospitals according to several criteria the level of medical care pedvahd the
satisfaction of the patients. The studies were done in Central city clinical hospital of Almaty
which has 5 departments of general care profile with 135 bddm records and documents, as
well as operational data on the performance of thead®pents in20107 2012 have been an
lyzed, survey db00 patients was done, with a questionnaire that allows to assess 17 indicators.
The materials were processed with analysis of variance

It was identified that the hospitalization waiting time by thegoé in the admissions degar
ment for majority of hospitalized patients (76,6 %) was no more than 30 minutes, and within 2
hours 21,7% of patients were hospitalized. However with a confidence inte@&fwthe nm-
ber of such patients can reach 2,8%nfiimg a negative evaluation of the medical caaother
important element for quality of medical care provision in thpatient department is regularity
of patientsdéd assessments by the attending |
the work of the attending physician. However one in 3 patients was not assessed by the Chai
staff, which was seen as insufficient attention by the patients. Almost all patients have evaluate
the work of doctors and nurses as excellent and good, they wesfedatith the medical care
provided. Along with general satisfaction with the sanitary conditions of the rooms, 5% of the
patients have expressed dissatisfaction with condition and frequency of sheets change, and 9
were dissatisfied with the quality andganization of catering in the ipatient department. Gn
clusions were drawn based on the results of the study.

Introduction namely the general care departments that
take a significant share of the patienost
of the studies were done abroad, and only
some publications in Kazakhstéh 2, 3, 4,
5]. The works on studying theapent sas-
faction with the provided care are almost
nonexistent

In the addresf the Presidenbf the Re-
public of Kazakhstarto the nationof 6 Feb-
ruary2 0 0I8n«r ease of -ci ti z
main task of state polieyit was stated that
healthcaresystem does not comply with the

The stateprogramfor healthcareeforms
and development«Salamatty Kazakhstan
for 20112015hasforeseerthe development
of multi-profile clinics, as institutions that
could provide the best qualified treatment
for the patients. The main amount of studies
has been done on the issues of care organ
zation, at the same time only limited studies
were done on the issues of performams-
sessment in mukprofile in-patient clinics,
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requirements of the citizer{6]. Priority of
the medical care quality has been defined in
the State program for healthcare reforms and
development for the period ti2010. And
the medical care quality should be mostly
ensued at the level of medical organization
on the basis of patient satisfaction lej&|
7, 8, 9, 10, 11 ]Some studieshave been
donefor the assessmenif sanitaryand hy-
giene conditions in medical organizations
[12], but the satisfaction level with mexil
care was rarely studied

Takinginto accountall of theabovemen-
tioned on the needto have performancen
the medcal organizationthat is satisfying
the patients the objectiveof the researchs
to study according to the main indicators
opinions ofthe patients in general care-d
partments of a muHprofile hospital on the
medical care provided and satisfaction level
provide recommendations, aimed at insrea
ing the satisfaction level with the treatment
and conditions of stay in the-patient a-
patments

Materials and methods

As an object of the researchCentralcity
clinical hospitalof AlImaty hasbeenchosen
in the structureof which thereare5 general
care departmenténcluding therapy(budy-
etary and fedaseq, neurology (budgetary
and fee-basedl and gastronephrology The
structure allows to awider this object as
suitable for the objective set and an optimal
research model

Main recordsandmaterials(forms 14, 16,
003/ ,066/ , 001/ ) and operationaldata
on the departmentgperformanceor 2010—
2012 have been analyzedSurveys were
donewith 500 patients who were receiving
in-patient care in general care departments,
on the principles of anonymity and valu
tary partigpation The questionnairénad 17
indicators characterizing the adfties of the
departments and patients satisfactiai?
guestionnairefavebeenturnedaway, 488
havebeenstatisticallyprocessedin budge-
arygeneral care departmefitl6 (23,8%)jn
feebased general care department88
(18%), in budgetary neurology— 114

(23,4% in feebased neurology80(16,4%),
in gastronephrology90(18,4%). The total
number of questionnaires and numberesf r
spondents by departments allow to consider
this materi& representative on quadttve
and quantitative basis

The material has been processed using
analysis of variation with use dfSExcel
and SPSS softwareStandarddeviationwas
identifiedin averageelativenumbers, Stu-
dentt-test, jusified use of vinich enables to
draw conclusions on the materiality of the
differences between the average numbers
and/or get results for qualitative relations
measuremerjiL3, 14, 15].

Results

For study the pat-ie
essary to provide general charadics of
the departmentsThereare135beds(27% of
the total bedsnumberof the hospita), in-
cluding in budgetary and fee based general
care department30 beds eachin budgetary
neurology department30, in feebased ne-
rology — 20; in gastronephrolog— 25. Med-
ical care in general care departments & pr
vided for all nosologiesIn the last 3 years
there were total of 6444 to 4758 patients
treated Decrease of the total patient number
happened due to decrease of the number of
beds in the department®hich is the case
for the hospital in general

Staffing of the general care departments
with the medical personnel in the last 3
years is within the limits 095-percent co-
fidence interval(95% Cl) i s 8 3,
where staffing of the physicians in budge
ary departments i® 3, 2 + 1 8nd fe@ %
based departmen& 7 , 0 + 8 Amory the
physiciansin the generalcare departments
38,1%is under40 years old 42,9% — from
41 to 60 and 19,0% —over 60. Among the
doctors 76,2% have work experienceover
10 years 57 % havethe highest and 14%
first qualification categorie<Of the nursing
staff 72,4%is under40, and41,4%of nurses
have less thah years experience

Amongtherespondentthereweresignif-
icantly morewomen—-3 3 4 (68, 4

thanmen—-154 @3 1, 6 = adthdnta- %)
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jority of the respondent475,2%) was over
40 yearsold (Table 1). The patientsin the
agegroup 41 to 50 comprise33,6%to the
total numberof all respondentsit can be

assumed that the peculiarities of age and

gender structurera typical in geeral to all
general care departments

Table 17 Age distribution of the respondents

A significant criterion for the timely na-
ture and quality of careprovisionin thein-
patientdepartments the waiting time in the
admissionglepartmentlt wasdefined(table
2) that for the majority of the patients(76,6
+ 1, thewaiting time was no more than
30 minutes and 21,7%patients were hosp
talized in the time frame of 2 hours

Number of respondents
Age abs X %,x% to total
Under30 49 10,0 £+ 1, 3
31-40years 72 148+ 1, 68
41-50 years 164 336 2,13
51-60 years 122 25, 0 + 1, 97
51-60years 81 16,6+
Total 488 100

Table 2- Respondents distribution by waiting timele admissions department

Waiting time in the admissionspartment Number of respondents
Abs. X %,x% to total
Under30 minutes 374 76, 6 =+ ]
Underl hour 41 8,4 + 1
Up to2 hours 65 13,3 = 1
Over?2 hours 8 1,7 = O
Total 488 100,0

However8 patientsout of 488 were he-
pitalized in more thar hours after coming
to the amissions departmenDespite the
fact that the shareof such patientsis insig-
nificant (95%Clis0 , 6 per c2n}, 8his
fact causes dissatisfaatiovith the medical
care among these patients

Another important element for characte
izing the quality of medical care in the-in
patient department is the regularity of-a
sessment by the attending physiciail re-
spondentshave noticed daily assessments
and 23,4 % of them stated assessment
times per dayFurthermore all gients have

been assessed by the head of the department
That correlates good with the fact that all
respondents were satisfied with the work of

the attending physician
Staff of the chairs(associatgrofessorsor
professory basedin the department as-

sessed326 of 488 respondents(66,8%),
whereas 1 in 3 patients has not besn a
sessed, which patients noted as insufficient
attention to them

The work of the departmentsphysicians
hasbeen evaluated as excellent ®§2 pa-
tients( 4 3, 4 + gdbch 2b¥ 2P pa-
tients( 55, 7 +0OnR 4 Rabetighave
evaluatedit as «satisfactory .Despite the
positive evaluationof generalwork of the
physiciansthe fact thattherearemoreevd-
uaions as «good» rather than«excellenp
cannot be avoidedit the sametime nurses
work hasbeenevaluatedas «excellenp by
52,7% of the respondentsand «good> by
46,5%.

It correlateswith the fact thatall 488 re-
spondents are satisfied with the metizare
provided in the general care departments
At the time of dischargel07 (22%)patients

«
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have assessed their conditiorkagcellens ,
374 (76,6%) - as «good» , 7 £ &s,
«not bacd> Almost all respondents haven
ticed subjective feeling of improweent On-
ly one patient, who has been in thepatient
care for 2 days, has stated lack of changes
All respondentaresatisfiedwith the san-
itary conditionof the rooms howeverabout
5% of patients have expressed dissatisfa
tion with the conditions andrequency of
sheets change arfi%o dissatisfaction with
quality and organization of catering in the
in-patient department

Discussion

The patients, who get treatment in the
general care department of muptiofile
hospital comprise abou?25% of the total
number of patients in the clinid@herefore,
subjective assessment by these patients of
the medical care, satisfaction with the trea
ment and conditions of stay in thepatient
department significantly reflect the opinion
on medical organization that isorfned
among the patients and community

According to the study results multi-
profile clinics that has been chosenas an
object complies with the requirements of
state programSalamatty Kazakhstaras an
institution that provides highuality tread-
mentfor patients and as a medical organiz
tion that in general satisfies the patierits
relates to the quality of medical care as well
At the same time in majority of the dedve
oped countries ensuring quality of medical
care is the most significant task inhgng
the problem of population health protection
In preparationand implementationof the
medicalcarequality programin accordance
with the WHO recommendationsnot only
clinical andeconomiccriteria havebeende-
fined as priorities (medical technologs,
risk of medical intervention calculationpo
timal use of resourcgsbut patient satista
tion with the quality of medical care as well
It is known that in cases of dissatisfactory
level of medical care the population has
more critcism to the level omedical care
[9, 16, 17, 18].

An undoubted positive sign of the chosen

4 Y%multi-profile clinics is high staffing level

with medical personnelMore than 75% of
the physicianshaveover 10 years of expey
ence and about0% have the highest qual
fication caegory

A relatively high evaluation of the meed
cal care by the patient is also justified by the
quick decisions on hospitalization in admi
sions department. Howevdor 2-3 per cent
of the patients the waiting time for hospital
zation was ove? hours

Almost all respondents are satisfied by
the medical care, provided in general care
depatments At the time of discharge98%
of the patients have assessed their condition
as good and excellenthis correlates with
satisfaction with the attending physigia s
work, daily assessmenand in25% of the
cases assessment twice a.daly patients
have been assessed by the head of &e d
partment. About45% of patients have &
sessed the work of the physicians as kexce
lent and aboub5% as goodWork of nurses
hasbeenratherhighly evaluated

A significant share of patients (about
70%) have been seen by an associate grofe
sor or professor of the chair based in the
clinics. At the same time one of 3 patients
has not been seen, which was naturally seen
as insufficent attention to them

Speaking of the medical care provision in
the inpatient department assessment of
santary-hygiene conditions should be noted
With a generalpositive assessmendf the
sanitarystateof the patientroomsabout5 %
(over 20 patienty have expressed dissati
faction with the condition and frequency of
sheets changand abou® % (over 40 pa-
tient9 with the quality and orgaraion of
catering

As aresultof the patients survey in ge
eral care departments rather objective data
on thequality and level of medical caregr
vision have been gathered, some disa
vantages have been identified.

Conclusions

1. Multi-profile clinic, chosenas re-
searchobjectis in compliancewith the re-
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ASSESSMENTOF HIV -INFECTION PREVALENCE BASED ON THE RESULTS OF
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Abstract HIV-infection problem, the pandemic of which has been in place for ee@and
that covers more and more countries and population groups, remains one of the topical pro
lems in stence and public healthcare. According to the opinion of WHO, UNAIDS experts risk
of potential spread of HNhfection can be decreased by meandefeloping and implementing
new technologies of epidemiological surveillance. Since 2005 in Kazakhstan with methodolog
cal and technical assistance framDd, UNAIDS there has been a staged implementation of a
new inrovative for the country program of semai surveillance.

The aim of the work is to assess prevalence of Hiféction among vulnerable population
groups of Zhambyl region based on the results of sentinel surveillance.

In the work there have been epidemiologic, laboratory and statistical matsedsThe study
was done on the basis of Zhambyl regional AIDS prevention cegether with the specialists
of the epidemiology and emergencies course of the Higher school of public health. Analysis o
HIV-infection prevalence among vulnerable groug&) was done on the basis of annual sent
nel studies among the population of injected drug users (IDU), sex workers (SW), men, havinc
sex with men (MSM), convicts for years 2@03.2. Sample sefgon was done in accordance
with the recommendations of tiepublican AIDS prevention ter (2010). Sample size was
defined separately for each population group with the help dflEei software, maximum ast
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tistical discrepancy with the 95% confidence interval was 5,0%. On the laboratory stage there

was a linkedcanonymous HIV testing done with the help of enaymeunoassay (EIA) with pre

and posttesting consults.

Quantitative data on HImhfection prevalence among vulnerable population groups in
Zhambyl region have been gathered. In the period 2R prevéence indicators on avage
were among IDU 2,1%, among SW individual cases, among MSM1,0%, among awvicts’

1,3%.

Sentinelsurveillance proves activation of epidemic process ofidfgction among IDU, SW,
MSM, convicts. The methodology of Hifedion sentinel surveillance, implemented in tiee r
gion, allows estimate with reliability HIV prevalence among vulnerablelptipn groups, gives
additional information about the scale, nature and epidemic development trends agithreat

a given periodf time.

Introduction

At the end of 28 century there have been
significant changes in the infectious diseases
structure in many countries of the world.
The so-called «emerging and remerging
infectious diseses» appearedThe diseases
that seemedto be killed have gainedwide
popularity such assyphilis, diphtheria, tI-
berculosis, circulation of some pathogenic
agents has started again, theppeared a
large group of infectious diseases that were

not known before- bacterial(l e gi onar

disease, Lyra diseasg viral (viral hepatitis

C ,D, E, hemorrhagic feveyg1-3]. The ai-
thors note that emerging and-emerging
diseases have potentially severe, often very
severe clinical pgression Among them
more and more attention is paid to HIV
infection dueto the spread rates, quick finish
with 100 %mortality.

Currently accordingto the estimatesof
international experts [4,5], HIV epidemic
has stabized on the global scale, however
the levels of new HIMnfection and death
from AIDS cases have stayed enaptably
high. In Kazakhstaraccordingto the dataof
theRepublicarAIDS preventioncenterasof
1.01.2013with an increasel9784 cases of
HIV-infection have been gestered, 1278
died from AIDS, including children under
14.

Lack of effective treatmerand vaccia-
tion means currently does not allow the
healthcare m@ans and institutions conduct a
full complex of activities to fight against
HIV -infection epidemic. Atthe sametime

modern approachto fighting againstHIV -
infectionis largely defined byhte scientif
cally based system of epidemiologic sulvei
lance Let us note, that modern epidemiglo
ical surveillance concept over Hifection
has started to be implemented only in the
last 20 yearsAccordingto the dataof some
research6,7], the concepof epidemiolog

cal surveillance was dominant in the CIS
space, including Kazakhstan, which was
based on a mandatory HIV testingater
new gpjdemiological surveillance techool
gies were developed. Theselude santinel
surveillance (biological and behagral),
«enhanced systems HIV of epidemiological
surveillance— infection of second gener
tion.

Along with official HIV-infection cases
registration an innovative program of sent
nel surveillance is widely used in Kazak
stan, it is an important componeat the
monitoring and eJaation system for the
programs against HWNhfection on the a-
tional and regional levelsSentinelsurvel-
lancewasfirst introducedin the republicin
20050n the national level and since that has
been conducted on an annual ibas the
regional centers and some big regiondl ci
ies, where there are subdivisions of AIDS
prevention serviced et us note that sentinel
surveillance is maly targeted at gathering
information from the vulnerable population
groups for the purpose ofssgessing HIV
prevalence among them and behavioral-risk
factors

The aim of this work is to assesHIV
prevalence among vulnerable population
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groups of Zhambyl region based on tlee r
sults of sentinel surveillance

Materials and methods

The study was done on the basis of
Zhambyl regional AIDS preventioncenter
together with the specialists of the epidem
ology and emergencies course of the Higher
school of public health.

The following materials comprised the
basis of the study

1 Data on the EIA tests for HIV-
infection (statistic formNe4 jor 2006:2012;

1 Results of field studies of HWN
infection sentinel survHance (serological
part) among the population of injected drug
users (IDU), sex workers (SW), men, having
sex with men (MSM), convicts for years
20062012.

In the work there have been epidem@lo
ic, laboratory and statistical methods used.

Field studiesfor sentinelsurveillancein
their designwere singlestep crossectional
studies, in which prevalence indicat(i?)
has been calculatedhis indicator is used
for quantitativedescription of the morbidity
andtakesinto accountnot only those dises
es that appeared in thevgn period of time,
but all that are seen in the observed period,
i.e. disease prevalence level sscdribed, in
our case HIlVinfection in the studied sent
nel groups[8]. In the quantitativeform the
prevalenceindicator (P) is calculated e
cording to the formula belaw

(1)

WhereP — prevalencendicator,

D — numberof all existing casesof dis-
easesat a given momeni N — quantity of
population studied

Sample selection was done in accordance
with the recommendations of theepublican
AIDS prevention center (2010%]. Sample
sizewasdefinedseparatelyfor eachpopub-
tion group with the help of EpiInfo soft-
ware maximum statistical discrepancy with
the 95%confidence interval was,0%.

In sentinel surveillance in IDU group
there was snosall sampling method used.

Populationin question— IDU, those who
usedrugswith injectionsfor 12 months pr
or to study date, living for this period of
time on the territory of sentinel siténclu-
sion criteria membershipn IDU group age
16 and aboveoral informed consent

HIV-infection sentinel surveillance
among SW was done in sex workersdoc
tion (clusters. Studiedpopulation— women
agel6 andabove providing sex services for
remuneration forl2 months prior to the
study date

HIV-infection sentinel surveillance
amongMSM was also done using the snow
ball sampling in their locations, where they
have gathered to find sexual partners and
communicate (hotels, restaurants, bars,
apartments The data on the location were
provided byMSM themselves- volunteers
of AIDS prevention center. Studigzbpulb-
tion — men havingoral or analsexwith oth-
er menfor thelast12 months and who have
not participated in similar studies for the-p
riod of setinel surveillance

Convicts in the HIVinfection sentinel
surveillance were represented by those-ind
viduals, who have been imprisoned for more
than 6 months prior to the study daRe-
spondent selection was done according to
the systematic random sampling based on
the convicts’ I i st

On the laboratory stage there was a
linked anonymous HIV testing done with the
help of ezymeimmunoassay (EIA) with
pre and postesting consults Capillary
blood drawing was done to the filtered test
cards(Dry blood spot- DBS methodl Seo-
logic studyincluded?2 stagesscreeningdi-
agnostic testing systems for HIV of Russian
origin were usey] expert (confirmation of
all positive andL0% of negative results was
done using testing systems frorMuret»
company. Biological material of eachpa-
ticipant was coded, everyone had an ident
fication code Only the study participant
could identify himself with the results of
HIV laboratory testing

On eachstagestatisticalprocessingf the
resultswasdone averageerro~ m was cé
culated, reliability of the difference of ave

61



! . o
T le H T p aABHMHAOT C K N4 PRA Y WM @ C K 1 i

XypHan no

age indicators was defined based on the St
dent —gwithpxs1t95 %.

Results

Analysis of epidemiological situation
with HIV-infection in Zhambyl egion has
shown that as 001.01.2013with an n-
crease there wererl2 cases of HIV
infection identified, among them 12 cases in
children under14. Cumulative morbidity
indicator in the region was 55,3 per 100
thousand population, with a republicaniind

cator being- 94,1 per 100 thousad popué-

tion.

Table 1 presents data on prevalence of
HIV-infection among studied vulnerable
groups(IDU, SW, MSM, convictg accod-
ing to the results of sentinel surveillance for
the period 0£20062012in %.

Table 17 Prevalence indicators of HFNAhfection vulnerable groups (VG) in Zhambyl region

for the periodof 20006 012 in % ( MNm)
Name of VG | Years

2006 2007 2008 2009 2010 2011 2012
IDU 1,3+x15, 7+12, 0+x10, 4+x(2, 6+]0, 9+£(1, 7+
SW 2, 4+1- - - - - -
MSM - - 1,0x(1, O+£¢(- - -
Convicts 0,6+x01, 7+(1, 7+(1, 7+(1, 7+£(0, 6+x(0, 9=

From the tableit canbe seenthat preva-
lenceindicators(P) among IDU have been
fluctuating in different years frord,4% to
5,7.0naverageHIV prevalenceamonglDU
was 2,1%. Among the SW the studies have
identified 3 cases of H\ihfection in 2006,

HIV-infection atively involves vulnerable
population groupsThese are iected drug
users, sex workers, men, having sex with
men, convicts

The highestprevalencandicator (P) as it
has been shown above in the studied period

prevalence indicator(P) being 2 , 4 + 1 , 4 %as among IDU- 2,1%. This indicator,

AmongMSM sentinelsuveillancehasiden-
tified 1 case of HIVinfection in 2008 and
2009 each prevalence indicator(P) was
1, 0 zxahd 19, 0 +rBspedtively Among
convicts prevalenceindicator (P) was fluc-
tuating from0,6%to 1,7%,o0n average 1,3
%.

Discussion

The study has shown that Zhambyl re-
gion basedon the level of cumulativeHIV -
infection morbidity is among the regions
with averagelevel of infection (HIV preva-
lence from 30 to 100 per 100 thousand
population, operational classification of
M.A. Khasanova, M.K. Saparbeko2010)
[10].

However despite stable nature of HIV
spreadamongpopulationof the region the
given satinel surveillances in the period of
20062012 prove that epidemic process of

characterizingHIV prevalencen the popu-
lation of IV drugaddids does not exceed the
«threshold level (5%) of «concentrated
stage of epidemi¢UNAIDS classification
2008) [11]. Comparisonof the HIV preva-
lence indicatorsidentified as the results of
sentinelsurveillancen Zhambyl region with
corresponding indidars in other regions of
Kazakhstan shows that HIV prevalence
among IDU in the country is not homogen
ous So, according to the data of L.Yua&G
nina et al.(2012), prevalencandicators(P)
among IDU in the republic based on tlee r
sults of sentinel surveillance 2010varied
from 0% to 13,7%,in 2011 — from 0% to
18,0% [12]. Such uneven distribution i
ture of the HIV prevalence indicators among
IDU is probably related to the fact tha-r
gions of the country are now on the different
stages of epidemic procesairthermore one
of the reasons for varied indicators is the

62



! . o
T le H T p aABHMHAOT C K N4 PRA Y WM @ C K 1 i

XypHan no

presence of systematic and random errors,
which usually distort the results of epidem
ologic studiesTherefore, when dom sent
nel surveillance it is necessary to pay ratte
tion first of all to stadardization of study
measurement toqld.e. all means of data
collection starting with questionnaire t@-
boratory tests

Monitoring of HIV-infection prevalence
among sex works (SW) plays an important
role in development and efficiency analysis
of HIV/AIDS prevention programsin our
sentinelstudiesHIV prevalenceamongSW
populationin 2006 was 2,4%, which is le-
low the «threshold level of the «concen-
trated> epidemic stagelaost2,1times De-
spite low prevalence indicators among pop
lation of SW, this group in the studied-r
gion is one of the vulnerable groups both
from standpoint of getting infected the
selves with HIV and from standpoint of their
potential role in transnting the infection to
the clients Let us note thatin the CIS, in-
cludingKazakhstarsexual transmission way
plays increasingly bigger role in devpio
ment of HIV-infection epidemid5-9]. It has
beennotedthat SW populationis vulnerable
to HIV-infection due to large number of
sexualpartnerslack of sexual behavior ce
trol mechanismlow level of awarenessni-
gration engaging into alcohol and drugs
abuse

Sentinel surveillance in Zhambyl region
has identified 1 case of HIV infection
among MSM populatio in 2008 — 2009
each which is a sign of rather good epid
miologic situation with HIV in this popat
tion. In KazakhstarMSM area closedtarget
group because there is high risk of stigmat
zation and discrimination among population
This factor is largely a serious obstacle to
getting objective epidemiologic datdut
there are studies[13] showing that HIV-
infection preralence among MSM in many
cities of East Europe and Central Asia is up
to 10 times higher than among the pogul
tion in general

Literature data [3-6,14] show that HIV
infection in penitentiary institutions is
spreading rather quickly, and the main-ep

demiologic risk factors are joint injections
with use of norsterile tools and unprotected
sexual intercourseprimarily homosexual
The studyhas identified annual stable peev
lence rate of HIvinfection among convicts
of Zhambyl regionon averaggfor the stul-
ied period the prevalence indicator was
1,3%). It was establishedthat majority of
HIV casesamong convicts was related to
infection prior to penitentiary institution of
Zhambyl region, except 1 case of HIV infe
tion in convict, who was infected inside the
penitentiary institutionTaking into account
that morethan half of convictshaveexper-
enceof drugabusepresence of internal HIV
reservoir in penitentiary system of Zhambyl
region is a negative forecasting sigoe-
cause it can contribute to quick HIV spread
in penitentiary system of the region
Therefore the studieson assessmenof
HIV -infection prevalenceamongIDU, SW,
MSM andconvicts haveshown thatsentinel
surveillance methodologyis an important
HIV -infection monitoring tool, allowing to
define HIV prevalence level among vuine
able population groupsvho have high HIV
infection risk in order to get comprehensive
informationfor further use for the purposes
of the most effective interventions ton
prove public health condition in the region

Conclusions

1. HIV-infection prevalenceaccording
to the dataof sentinelsurveillanceon ave-
agein Zhambylregion is asfollows: among
the njected drugs users 2,1%,among sex
workers — individual cases among men,
having sex with men 1,0%, among co-
victs- 1,3%.

2. Methodologyof HIV -infection sent-
nel surveillanceimplementedin Zhambyl
region allows to assess prevalence of HIV
among vulnerable population groupw, fives
additional infomation on the scale, nature
and development trends of HIV/AIDS iep
demic in the region at a given period of
time.
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