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HEALTH SELF-ASSESSMENT AND BEHAVIOR OF PATIENTS  

WITH ACNE ERUPTION 

 

Summary. Acne eruption is taking a leading place among skin condition, more often in ado-

lescents and young people (15-18 years), its prevalence can reach up to 85%. Development of 

this condition mostly coincides with puberty, and it is happening at a defining stage of human 

life, when a person chooses the profession, sets priorities, this age significantly influences the 

search for a place in society. Those suffering from acne often face difficulties in adopting to so-

cial environment; many have failures in their personal and professional life due to insecurity and 

dissatisfaction with their appearance.  

The aim of the research was to study the influence of cosmetic handicap (acne and post-acne) 

on the self-esteem and behavior of patients with acne eruption.  

We identified dependence of the self-esteem on the cosmetic condition of face skin. Cosmetic 

handicap define some peculiarities in people’s behavior.  

Acne and post-acne are not just simply a cosmetic handicap. During the period of personality 

development, this condition could lead to decrease of self-esteem and psycho-emotional disturb-

ance.  

This condition is not life threatening, but it brings a lot of mental suffering. Often the condi-

tion if associated with psychological problems, including increased anxiety and depression. Ac-

cording to the 80% of young people acne is one of the biggest flaws in the appearance, which 

makes a person not attractive. Such defect if taken especially painfully by the adolescents. Erup-

tion on open body parts and face decreases person’s self-esteem and can cause anxiety and de-

pression. The scars after acne can stay for life, causing emotional discomfort even among adults.  

Fighting this condition, increase of self-esteem and behavior regulation for people with acne 

and post-acne is rather topical.  
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PECULIARITIES OF PSYCHOSOCIAL AND BEHAVIORAL FACTORS OF 

HEALTHY WOMEN AND THOSE WITH CERVICAL CANCER IN ALMATY  

 

 Summary. The article presents the results of studying peculiarities of psychosocial and be-

havioral factors of women, living in Almaty, with the relation to cervical cancer and cervical 

screening. Cervical cancer is a unique model of malignant tumor, which due to the nature of its 

development can be prevented. We studied the results of surveying healthy women, who came 

for gynecological check-up in the woman’s health clinic №8 (n – 372) and women with cervical 

cancer, who are registered in city oncological center in the period 2012-2013 (n – 115).  It was 
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identified that among the women with cervical cancer the following groups of women prevail: 

with secondary (46,1%) and secondary vocational education (34,%); lower monthly income per 

family member (p<00,1); majority of them smoke (60%) (p<0,01).  Half (48,9%) of healthy 

women deny any somatic pathology, which is two times higher than in group of women with 

cervical cancer (p<0,01). Annual preventive medical check-ups in this group are done 3 times 

more often (47,8%), than in group of women with cervical cancer (prior to diagnostics) – 15,7% 

(p<0,01).  67,8% women in the group with cervical cancer did not participate in screening in the 

last 3 years, which is more than 1,5 time higher than in the healthy group (42,7%).  

 

 

 
 

 

 

UDC:61.73:796.035:612.393.2 

A.N. Kim, Zh.A. Kalmatayeva  

Higher school of public health, Almaty, Kazakhstan  

 

 
 CHANGES IN DENSITY OF BONE TISSUE DEPENDING ON SOME COMPONENTS 

OF THE DIET AMONG PEOPLE, WHO ARE WORKING OUT NO LESS  

THAN 1 YEAR  

 

 

Summary. The article describes changes in the density of bone tissue in cases of regular con-

sumption of dairy products, coffee, and coca-cola drink among people, who are working out no 

less than 1 year. It is a known fact that health depends on many external and internal factors: ge-

netic, behavioral, social-economic and environmental. However, the human being plays a prima-

ry role in preserving health and its normal indicators, one of which is density of bone tissue, 

through his life style and its aspects, one of the key roles in which is played by diet.  

The aim of the work was to measure the bone tissue density in cases of regular consumption 

of dairy products, coffee and Coca-Cola among people, who have been working out for at leats a 

year. 312 people took part in the study in the age from 25 to 45 лет, who are members of a fit-

ness center in downtown Almaty. Survey was done with the help of a questionnaire developed 

for this purpose. The data were used in the study, which were gathered from the respondents 

with the help of ultrasound densitometry. The measurements were done twice with an interval of 

1 year. The study has shown that the value of difference in per cent representation of respondents 

with normal bone tissue density is higher in groups with high consumption of milk products; the 

value of difference in per cent for the people consuming less than 3 cups of coffee per day is pos-

itive, in cases of consuming more than 4 cups of coffee per day the indicators of normal bone 

tissue density were decreasing at time of second measurement; in cases of Coca-Cola drink con-

sumption less than 2 liters per week, the number of respondents with normal indicators of bone 

tissue density went up, if more than 2 liters per week were consumed there was a decrease of re-

spondents with normal indicators, among those, who were working out and did not consume Co-

ca-cola the positive changes were most significant. 
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KYRGYZSTAN’S EXPERIENCE WITH PRACTICAL APPLICATION OF  

ELECTRONIC INFLUENZA AND ARVI SURVEILLANCE SYSTEMS 
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Abstract. Sentinel surveillance is one of the most effective methods for collection of epide-

miological data on influenza on the national level. According to the action plan to reform the 

sanitary epidemiological service of the Kyrgyz Republic, four influenza electronic surveillance 

programs have been introduced. Each of these programs has its own characteristics, but they all 

have the same goal to improve the epidemiological influenza surveillance system and to increase 

the country's potential to fight possible influenza pandemics. In this article, we conducted a 

comparative assessment of the functionality, data collection and analysis mechanisms and specif-

ic tests for each influenza and ARVI electronic surveillance programs. 

We conducted a comparative assessment of the functionality, data collection and analysis 

mechanisms and specific tests for each influenza and ARVI electronic surveillance programs. 

We also estimated the incidence to study the etiological structure of influenza and ARVI.  

Each of the introduced electronic software programs contributed to an improvement of effec-

tiveness of epidemiological surveillance; their use resulted in an increase of  efficiency in obtain-

ing information, created a possibility to analyze an epidemiological situation and control an etio-

logical structure of influenza and ARVI in real-time. However, , there are limited skills and 

knowledge on the part of public health specialists, which reduces the possibility to effectively 

use modern computer programs in the Republic. 

 

Introduction 

The objective of influenza sentinel sur-

veillance is a regular collection and follow-

ing analysis of epidemiological data and 

clinical samples of symptomatic patients per 

an established standard case definition 

(SCD). Today, sentinel surveillance is one 

of the most effective methods for collection 

of epidemiological data on influenza on the 

national level.  To ensure a timely and unin-

terrupted process of data collection that is 

representative of the segment of interest in 

each country, countries establish 'sentinel 

sites' in selected healthcare institutions.  

Electronic surveillance for influenza is 

one of the most recent methods of epidemio-

logical surveillance, which allows to collect 

detailed epidemiological data in real time 

with a more effective use of resources and 

time. International experience of  imple-

menting electronic surveillance for influenza 

and other diseases demonstrates its effec-

tiveness, timeliness and a possibility to con-

duct situational analysis for certain popula-

tion groups during influenza pandemic out-

breaks (1). In addition, electronic surveil-

lance contributes to a more precise data col-

lection at lower costs (2). 

According to the action plan to reform 

the sanitary epidemiological service of the 

Kyrgyz Republic and under the projects of 

the US Centers for Disease Control and Pre-

vention in the Central Asian Region 

(CDC/CAR), the World Bank and the World 

Health Organization (WHO), four influenza 

electronic surveillance programs have been 

introduced. Each of these programs has its 

own characteristics, but they all have the 

same goal to improve the epidemiological 

influenza surveillance system and to in-

crease the country's potential to fight possi-

ble influenza pandemics.  

Computer Infectious Disease Surveil-

lance (CIDS)  
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In order to improve routine epidemiolog-

ical surveillance for infectious and parasitic 

diseases in the Kyrgyz Republic, in 2005 

Computer Infectious Disease Surveillance 

(CIDS) was introduced for the first time in 

Bishkek and the Chu Oblast of the Kyrgyz 

Republic with assistance from the World 

Bank
1
. A year later the program was ex-

panded to cover the entire nation.  Within 

this program, all Centers of State Sanitary 

Epidemiological Surveillance (CSSES) of 

district, city, oblast and national levels were 

equipped with computers and connected to 

the Internet. In addition, twelve one-week 

workshops for epidemiologists were con-

ducted throughout the Republic.  

CIDS is a database of 38 infectious and 

parasitic diseases, including influenza and 

ARVI. The database has a special section 

accounting for a cumulative number and age 

composition of influenza and ARVI cases.  

Principles of data collection and database 

creation are based on implementation of the 

infectious disease epidemiological surveil-

lance system in the country. Information 

about all infectious disease cases is collected 

by a healthcare organization irrespective of 

the type of ownership and transferred to a 

district CSSES. Consolidated statistical re-

ports are then sent to the central CIDS data-

base at the Department of Disease Preven-

tion and Expertise (DDPE) of the Ministry 

of Health of the KR on a monthly basis. Da-

tabase analysis is conducted on the district, 

oblast and national levels, based on which 

appropriate anti-epidemiological measures 

are undertaken.  

Influenza and ARVI SES  

Between 2008 and 2011, with support 

from the US Centers for Disease Control 

and Prevention sentinel epidemiological 

surveillance (SES) was introduced in four 

healthcare institutions in Bishkek and three 

institutions in Osh.  

                                                 
1
 Decree of the Ministry of Health of the KR #326 dated 

9.07.2004 'On Introduction of Computerized Forms of Reg-

istration and Reporting of Infectious and Parasitic Diseases 

in Centers of State Sanitary Epidemiological Surveillance', 

Bishkek, Kyrgyzstan, 2004 

This system is a specialized web portal 

(3), which can be accessed only by employ-

ees of the institutions participating in SES. 

Each has an individual password and login 

to enter the system under their own name.   

The process of data collection for SES is 

carried out as follows. Physicians manually 

collect demographical and epidemiological 

data on patients with signs of ARVI along 

with results of virological tests using a hard-

copy questionnaire. The information from 

the questionnaire is then entered into the 

SES system on the web portal and later ana-

lyzed using EpiInfo statistical software.  

The software menu allows selecting data 

using various parameters and creating new, 

edit or deleting already existing question-

naires (Picture 1). 

The software also allows to conduct anal-

ysis of an epidemiological situation and to 

observe an etiological structure of influenza-

like illnesses (ILI) and severe acute respira-

tory infections (SARI) in SES institutions. 

In addition, the software allows to automati-

cally generate reports in the form of tables 

using information from questionnaires or 

reported statistical data for any period, in-

cluding weekly laboratory PCR and virolog-

ical test results, patients’ age as well as clin-

ical and epidemiological data. Later, data on 

influenza are used by the Ministry of Health, 

epidemiologists of the DSSES, CSSES of 

the cities of Osh and Bishkek as well as by 

clinicians to undertake anti-epidemiological 

measures and study the etiological structure 

of influenza. 

In November 2012, this electronic sur-

veillance program was expanded to include 

a new ability allowing for an automated data 

entry by scanning report forms and register-

ing all influenza cases in a sentinel clinic as 

well as all ARVI and SARI cases in sentinel 

hospitals.  Information from the scanned 

forms is automatically entered into the data-

base.  A sentinel polyclinic and the Bishkek 

City hospital, as a pilot center where the 

program was introduced, were equipped 

with computers, scanners and connected to 

the Internet.  
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Picture 1 – The main menu of the SES software – electronic ILI and SARI Surveillance within 

Influenza SES 

 

WHO Euro Influenza Epidemiological 

Surveillance System  (EuroFlu) 
In 2010, data collection through EuroFlu 

developed by the WHO Regional Office for 

Europe (WHO Euro) was launched in the 

Kyrgyz Republic. The portal is a specialized 

web portal (4) developed by WHO Euro for 

daily collection of data on influenza from 53 

countries of the European Union.  The sys-

tem is designed for operative collection of 

information, which in the future would be 

used to develop an influenza vaccine and 

implementation of sanitary and preventative 

work with the population and healthcare 

workers.  

 

Picture 2 – Data entry page in EuroFlu Portal 
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Coordinators (clinicians, epidemiologists 

and virologists) in each of the 53 countries 

enter the following data into the database on 

a daily basis: sex, age, incidence and viro-

logical testing results (Picture 2). 

Based on the obtained data, WHO Euro 

publishes a daily electronic bulletin, which 

can be found on the program’s portal. The 

bulletin contains description and interpreta-

tion of data on influenza epidemiological 

activity in 53 countries of WHO Euro. This 

information is to be used by public health 

specialists, clinicians and other interested 

parties: information on the onset of the in-

fluenza season, intensity of distribution and 

severity of the influenza infection as well as 

characteristics of circulating viruses with 

indication of their types and subtypes. The 

bulletin contains consolidated data based on 

geographical influenza distribution in coun-

tries with indication of the number of cases 

and sentinel institutions that detected influ-

enza cases.  

From the data entry page of the Euro Flu 

software it is seen that the program includes 

information on a daily number of patients 

and qualitative indicators of influenza and 

ARVI incidence rate based on routine epi-

demiological surveillance, virological moni-

toring; it also contains a database on antivi-

rals.  

The portal also contains consolidated data 

on virological surveillance for influenza and 

respiratory-syncytial virus (RSV), epidemio-

logical data on cases of hospitalization as 

well as EuroMomo mortality monitoring  

(5). 

Since 2011, Kyrgyz specialists have been 

using background influenza and ARVI inci-

dence levels, i.e.  predicted incidence level 

published in the EuroFlu bulletin.   The 

background level of each country is calcu-

lated by WHO using the moving epidemic 

method (MED) based on many years of in-

cidence information with consideration of 

the age composition. In other words, the in-

cidence level is predicted for each country 

using mathematical modeling.  This method 

allows to track intensity of the disease com-

pared to forecasted levels (for example, low, 

medium, high, very high) (Picture 3). 

Background levels calculated based on 

many years of data on ILI/SARI for each 

country which allow identifying the onset 

and the end of an epidemic peak of an ill-

ness and compare data between the coun-

tries.  

Data is collected in accordance with ex-

isting regulatory documents, all healthcare 

organizations of the Republic provide inci-

dence data to district CSSES, information is 

then sent to oblast CSSES and to the DSSES 

of the MH of the KR. 
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Figure 3 – Background and Daily ARVI Incidence Rate during the 2012-2013 epidemiological 

season 
 

The chart of the Kyrgyz Republic shows 

predicted  weekly intensity indicators.  They 

are divided into several levels: very high 

(263.1 per 100 000 of the population), high 

(205.2), medium (116.9) and low (72.3).  

The low level is also known as the back-

ground weekly incidence level.  

Monitoring, Mapping and Analysis Pro-

gram of the Republican Health Strengthen-

ing Center (MMA RHSC). 
In 2012, a program for monitoring, map-

ping and analysis of the Republican Health 

Strengthening Center (MMA RHSC) was 

tested and introduced into daily operations 

of specialists of health strengthening sites 

(HSS) operating under family medicine cen-

ters (FMC) and Rural Health Committees 

(RHC). 

The Republic has a wide network of rural 

health sites (RHS), which identify priority 

problems related to the health of the popula-

tion and reasons for them; these sites have 

been operating in villages throughout the 

country since 2004. Each RHS consists of 

village volunteers, who identify problems of 

the village where they live, and, if neces-

sary, invite specialists from different organi-

zations to help solve such problems.  

We adapted the Geographical Infor-

mation System for Monitoring, Mapping and 

Analysis (GIS MMA) designed for studying 

the levels of awareness and behavioral fac-

tors with respect to overall health of the 

population or specific diseases among the 

groups of interest. Data were collected by 

the HSC specialists by means of a special 

mobile phone application and transferred in 

real time to the server of the RHSC directly 

from the monitoring site. In addition, infor-

mation is collected at the location of a sur-

vey, the number of respondents and quanti-

tative data from interviews conducted (Pic-

ture 4). 
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Picture 4 – MMA Software – screenshot of locations where monitoring and data processing are 

conducted using this software 

 

This picture shows the results of auto-

mated database processing using the RHSC 

software. The screenshot on the left specifies 

the location where a survey was conducted, 

information from which is then received by 

the central server through mobile phones of 

specialists, who conduct surveys in the Is-

syk-Kul oblast and in the Keminsk district of 

the Chu oblast.  The screenshot on the right 

shows the results of interviews with re-

spondents, which is automatically shown by 

the software as a geographic map.  

In this article we are presenting a com-

parative analysis of each of the electronic 

surveillance programs described above, 

which were introduced in the Kyrgyz Re-

public during the 2005 – 2012 period to im-

prove influenza and ARVI epidemiological 

surveillance.  

Materials and methods 

We conducted a comparative assessment 

of the functionality, data collection and 

analysis mechanisms and specific tests for 

each influenza and ARVI electronic surveil-

lance programs. We also estimated the inci-

dence to study the etiological structure of 

influenza and ARVI.  

Software Functionality Analysis  
Evaluation of the CIDS in 37 district and 

11 city CSSES was conducted using a 

monthly inspection of electronic annual re-

ported data on influenza and ARVI cases 

between 2007 and 2011.  The main criteria 

for analysis were the reliability of inclusion 

of all detected influenza and ARVI cases 

into the database and timeliness of receipt of 

electronic databases from district and city 

CSSES by the DDPE. 

In addition, quarterly visits to regions 

were conducted to assess the work of spe-

cialists by means of interviews and to identi-

fy drawbacks of the software.  

To analyze functionality of the 

CDC/CAR software, we analyzed timeliness 

and reliability of data entries from 1489 

questionnaires of patients with ILI and SARI 

on its web-portal by the specialists of insti-

tutions participating in SES.  

We compared information in the ques-

tionnaires completed in the SES institutions 

and laboratory test results in registration 

logs with the information entered in the da-

tabase on a quarterly basis between 2010 

and 2012. In the database analysis we con-

sidered the level of completeness of the var-

iables in the questionnaire, sex, age, diagno-

sis, detection location and date, conformity 

of symptoms of ILI and SARI patients to the 

standard case definition, treatment location 

(outpatient or hospital), treatment results, 

and completeness of laboratory test results.  

In addition, four times a year we con-

ducted face to face interviews to evaluate 

the level of knowledge and practical skills of 

specialists responsible for selection of ILI 

and SARI patients, collection of laboratory 

samples, filling out of questionnaires, crea-

http://www.ses.dec.kz/
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tion of the database and the use of computer 

software.  

To evaluate WHO-Euro EuroFlu soft-

ware, we looked at the reported data on 

weekly ARVI incidence and results of viro-

logical tests of the DDPE for the period of 

2010 – 2013, which are transferred to the 

general electronic surveillance database of 

the WHO.  

Once a week during three years, we were 

comparing data published by WHO-Euro 

EuroFlu with our data; specifically, we 

looked at the dynamics of incidence rates in 

other countries with the incidence in the KR.  

We also compared the virus circulation in 

WHO-Euro countries and in the Kyrgyz Re-

public, as well as the onset and ending of the 

incidence epidemic peak in the WHO-Euro 

countries and the KR.  

To evaluate the MMA software, we ana-

lyzed the RHSC database based on the re-

sults of surveys conducted in 2012.  

We also analyzed the principles of opera-

tion of the mobile application and looked at 

the possibility and applicability of such be-

havioral studies in various regions of the 

country.  

Staff Qualifications  

Analysis of the level of preparedness of 

staff to work with computer software in all 

49 CSSES, where the CIDS had been intro-

duced, was implemented among employees 

that participated in workshops and trainings 

on how to use the CIDS software. During 

site visits in 2007 – 2011, we conducted 

face-to-face interviews with specialists to 

assess their level of knowledge of regulatory 

documents and skills of using the software. 

We also conducted an assessment by com-

paring data on incidence contained in the 

electronic database with hardcopy reported 

data approved by the heads of regional 

CSSES.  

The main criteria for assessment of the 

staff preparedness to use the SES and WHO-

Euro EuroFlu software also included the 

number of specialists, who attended training.  

In addition, we looked at timeliness, quality 

and level of completeness of information 

collected and entered into the databases.  

Results  

The CIDS computer databases created in 

the regional CSSES undoubtedly expedited 

the work of epidemiologists and eliminated 

the need for manual preparation of monthly 

reporting forms, which reduced the probabil-

ity of possible mechanical errors in calculat-

ing the number of patients and estimating 

the incidence rate.  

The drawback of the software was that 

electronic databases and reports were sub-

mitted to the DDPE once a month, which 

did not make it possible to immediately ana-

lyze the epidemiological situation with in-

fluenza in the country.  There were also 

problems related to turnover of trained staff, 

which often led to failures to create inci-

dence computer databases. As a result, re-

gional CSSES in some cities submitted only 

paper reports for several months.  

Specialists of the CIDS in some districts, 

who did not attend training but who were 

allowed to work with the database, submit-

ted poor quality reports (in some cases, the 

level of inconsistency with the logged data 

was as high as 15%). 

The SES software allowed epidemiolo-

gists and virologists to enter data from ques-

tionnaires and laboratory tests into the data-

base as they became available independently 

and irrespective of their location, and to ana-

lyze them in the field later. This makes it 

possible to contact specialists and heads of 

institutions participating in SES and pro-

gram coordinator, if needed, to make neces-

sary immediate decisions. Automatic receipt 

of scanned forms with information on SARI 

and ILI patients by the SES institutions ex-

pedited the work of epidemiologists and 

minimized a possibility of error in filling out 

the database.  

However, the CDC software did not al-

low for an immediate analysis of received 

epidemiological data, circulation of influen-

za viruses, which to a certain extend had a 

negative impact on the process of implemen-

tation of anti-epidemic measures.  

The WHO EuroFlu software allowed to 

compare current ARVI incidence levels with 

those of the previous week, to evaluate in-
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creases, stabilization and decreases of the 

incidence rate.  

Comparative analysis of the data for Kyr-

gyzstan published in the EuroFlu Weekly 

Bulletin (6) demonstrated that during the 

2012-2013 epidemiological season, the 

ARVI incidence rate was low, levels higher 

than the background level were registered 

during weeks 5 – 9 of 2013. Corresponding-

ly, the highest number of laboratory con-

firmed influenza cases were registered dur-

ing the same weeks. These data correspond 

to the many years of data on seasonality of 

influenza and ARVI in Kyrgyzstan, which is 

usually registered in late January and early 

February. The analysis also showed that the 

EuroFlu data corresponded to the data of the 

CDC and CIDS software. All influenza and 

ARVI incidence monitoring programs indi-

cated that a very high level of weekly inci-

dence rate was registered in the Republic in 

November 2009, when the increase in the 

incidence was caused by the pandemic in-

fluenza virus A(H1N1). 

EuroFlu software was different from the 

other ones in that it was capable of analyz-

ing geographic distribution of influenza by 

country, compare weekly levels with the 

background level, incidence intensity and 

the virological data with those in other 

WHO-Euro countries.  

The analysis demonstrated that the WHO 

software was not used by a large number of 

healthcare specialists in Kyrgyzstan.  The 

main users of the software are epidemiolo-

gists and virologists of the DSSES as well as 

healthcare specialists of the cities of Bishkek 

and Osh, who participate in influenza and 

ARVI SES. 

The MMA software is different in that it 

is easy to use and allows for real-time pro-

cessing of data obtained through surveys. 

The total of 120 specialists of HSC and 

RHC received mobile phones to ensure op-

erations of the RHSC MMA software. The 

information was then used to develop and 

implement measures on awareness raising 

and changing of population's behavior.  

The advantage of the software is that it is 

easy to use and allows for timely online 

transfer of data from a monitoring location. 

Also, depending on goals and objectives of 

field studies, it is possible to change ques-

tionnaires, tables and images showing study 

results in the software. Hence, the software 

made it possible to study the population's 

behavior in remote villages of the Republic.  

Staff Preparedness 

According to survey results, the majority 

of specialists working with infectious dis-

ease electronic surveillance computer pro-

grams had undergone preliminary training.  

For example, the total of 5 workshops 

were conducted on the CIDS software, 

which were attended by 128 specialists; 2 

trainings were conducted and 22 specialists 

were trained on the CDC/CAR software; 1 

workshop was conducted and 6 specialists 

were trained on the WHO EuroFlu software; 

8 workshops were conducted and 120 spe-

cialists were trained on the RHSC MMA 

software. 

The analysis of staff preparedness to 

work with computer software based on re-

ported data from the 48 CSSES demonstrat-

ed that in 92% of cases, epidemiologists and 

epidemiologist assistants were responsible 

for using the software; these are specialists 

with higher and secondary level medical ed-

ucation; while in 8% of cases specialists 

with non-medical background with good 

computer skills (programmers) were en-

gaged.  It was noted that training of CSSES 

specialists with medical background was 

complicated by a lack of basic computer 

skills due to  the fact that there computer 

science was not included as a subject in cur-

ricula of universities and colleges. In addi-

tion, reported data showed that the CIDS 

software was introduced in all regional 

CSSES, which was a result of training work-

shops conducted. In analyzing timeliness of 

provision of monthly statistical report elec-

tronic databases on infectious and parasitic 

diseases to the DSSES it was determined 

that the timeliness of submission of reports 

ranged between 85.1% and 91.8%.  The re-

gional CSSES did not submit annual inci-

dence databases on the CIDS software in 

2006. Conformity of the CSSES reported 
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data in the CIDS software with the data con-

tained in statistical reporting forms approved 

by the heads of regional CSSES demonstrat-

ed that effectiveness of the use of the CIDS 

software to prepare reports on infectious 

diseases has increased, percentage of con-

formity increased from 95% in 2006 to 

100% in 2010-2012.  During CSSES spe-

cialists’ visits to regions, conformity of re-

ported data with primary documents 

amounted to 84.2 - 92.6%, mainly due to 

underregistration of cases. It should also be 

noted that the conducted interviews revealed 

a low level of knowledge on how to use the 

CIDS software among regional specialists 

(68.9 – 80.6%) (Table 2). 
 

Year 

Submitted 

CIDS software 

reports and 

databases % 

Timely submit-

ted a CIDS 

software report, 

% 

Knowledge of 

specialists on 

how to work 

with the CIDS 

software,  % 

Conformity of CSSES reported 

data in the CIDS software 

With F-1 reported 

data 

With obser-

vations dur-

ing site vis-

its  

2006 98 91,8 68,9 95 84,2 

2007 100 81,6 72,1 96,2 88,3 

2008 100 85,7 80,6 98 88,1 

2009 98 85,7 78,1 98 90,1 

2010 95,9 83,7 80,9 100 89,1 

2011 95,9 81,6 84,1 100 90,1 

2012 95,9 83,7 86,2 100 92,6 

Total 98 85,1 78,7 98,2 88,9 
   

Table 2 – CIDS Software Use by CSSES Specialists, Analysis Results, 2006 – 2012 

 

The main reasons for the lack, untimeliness 

and low quality of reports prepared using the 

CIDS software were a low level of knowledge 

and a lack of skills of the CSSES specialists to 

work with computer programs, the staff turno-

ver, the lack of an ongoing training program on 

computer software within the system of the Min-

istry of Health.  

Discussion and conclusions  

Each of the introduced electronic software 

(CIDS, CDC, WHO and RHSC) contributed to 

an improvement of effectiveness of epidemio-

logical surveillance; their use resulted in an in-

crease of  efficiency in obtaining information, 

created a possibility to analyze an epidemiologi-

cal situation and control an etiological structure 

of influenza and ARVI in real-time; specialists 

received an opportunity to undertake immediate 

respective measures, if needed.  The existing 

computer software on electronic surveillance can 

co-exist providing benefits to epidemiological 

surveillance for influenza and ARVI.  

Nonetheless, there are limited skills and 

knowledge on the part of public health special-

ists, which reduces the possibility to effectively 

use modern computer programs in the Republic. 

We should continue to improve the skills of spe-

cialists of public health institution and non-

government organizations on the use of comput-

er software, on how to use the Internet and spe-

cialized Internet portals.  

We need to organize an ongoing training sys-

tem for specialists to train them on computer 

skills, which is conditioned by the high staff 

turnover and the lack of basic knowledge on the 

use of computer software on the part of epide-

miological surveillance specialists. 

Moreover, all 4 computer programs have one 

limitation: they all cover population groups that 

participate in surveillance through sentinel insti-

tutions. In other words, in majority of cases they 

include individuals who are seeking medical 

assistance. Considering the fact that many peo-

ple infected with influenza prefer self-treatment, 

the majority of the population drops out of the 

surveillance program. This leads to some distor-

tion of the real epidemiological situation with 

influenza in the country.  

Study limitations  

For this analysis we used various criteria of 

evaluation for each software and different time 

periods in some cases. However, it allowed us to 
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describe differences and unique characteristics 

as well as unique goals and objectives of each 

software.  Even if the programs were introduced 

at different points in time by different organiza-

tions, they all had the same global goal to im-

prove the influenza epidemiological system; 

however, objectives and methods used by each 

software to achieve or fail to achieve the set goal 

were different.  
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PECULIARITIES OF LABORATORY DIAGNOSTICS OF THE  

CYTOMEGALOVIRUS INFECTION WITH ENZYME IMMUNOASSAY METHOD 

 

 
Summary. The work is devoted to studying cytomegalovirus infection of children using the 

method of enzyme immunoassay. Identification of the cytomegalovirus infection among newborns 

demonstrates intrauterine infection with cytomegalovirus, and subsequent infection on the first year 

of life, and it has the biggest diagnostic significance as an indicator of process activity. Mostly rec-

orded are infections of newborns under 1 month – 42,9%, and under 3, 6, and 12 month there are 

more boys with infection signs, 61,2%,63%, 63,6%, respectively.   

A very significant aspect of the CMV infection is its adverse effect on fetus and newborn devel-

opment, especially taking into account its tropism in brain tissues with creation of development de-

fects and high rate of intrauterine infection of the fetus, which can reach up to 75% [1]. 

The foundation for human health is formed at the very early stages of his life – in the period of in-

trauterine growth and first months of life.  

Some authors point put that intrauterine and intranatal infection of children can occur regardless 

of the presence and level of specific antibodies in women, i.e. one woman can have several children 

with CMV infection, which has been proved by observations of the authors as well. [2].  

http://ses.gov.kz/
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Difficult and subclinical forms of CMV infection in mother present a potential high risk of ad-

verse consequences for a newborn baby. Perinatal CMV infection also stays relevant.  

Currently we see growth in CMV infection prevalence in many countries of the world. CMV in-

fection is especially relevant in children due to high level of infection, possibility of severe clinical 

forms development, as well as predictive adverse consequences even in case of sub-clinical forms. 

According to the WHO, CMV infection takes 2 place following the rubella judging by their terato-

genic properties. It is significant because of long-term persistence in the CNS; it causes specific en-

cephalitis development in fetus, which leads often to neurological defects, such as mental deficiency, 

epilepsy, visual impairments, and deafness. [4]. The main route for infection is intrauterine infection 

passed by infected mothers. According to the data of modern scientists, intrauterine infection in the 

RF is seen in 0,2-10% newborns. In the USA with 4 million births and about 1% newborns infected 

in uterus, about 8700 children suffer of early and late complications from CMV infection [1]. 

In majority of the cases, CMV infection can progress atypically, sub-clinically in inapparent 

forms with damages to different organs, which presents difficulties for in-time identification of the 

infection and is a cause of diagnostic mistakes [3].  
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EPIZOOTIC AND EPIDEMIOLOGIC SITUATION WITH BRUCELLOSIS IN THE  

REPUBLIC OF KAZAKHSTAN 

 

Summary. Kazakhstan is among top ten countries with the highest morbidity with newly diag-

nosed brucellosis of humans and takes second, after Kyrgyzstan, place among CIS countries by the 

number of patients [1]. 

Leading role in people’s brucellosis morbidity is played by the southern region or Kazakhstan: 

Kyzylorda, Zhambyl, Almaty and South-Kazakhstan regions, which are characterized by active trade 

ties on both regional and inter-state level, which facilitates infection spread due to selling and drive 

[2]. 

The aim of the research is to analyse brucellosis morbidity in population of the Republic of Ka-

zakhstan.  

In order to achieve the aim, one of the objective was to conduct comparative analysis of epizootic 

and epidemic situation with brucellosis.  

Retrospective analysis of brucellosis morbidity was done on the basis of the data on «Monitoring 

of epizootic and epidemic situation with brucellosis» approved by the joint decree of the Ministry of 

health of the RK of 10.02.06 №63 and Ministry of agriculture of the RK of 23.02.06 №109 done by 

the Research and practical center of sanitary epidemiologic expertise and monitoring of the Agency 

of consumer rights protection of the Republic of Kazakhstan. 

In 2013 on the country-wide level the following have been identified as brucellosis adverse loca-

tions: bovine cattle - 32 locations, 19 (59%) sanitated; small cattle – 129 locations identified,  110 

locations (85%) sanitated. As it can be seen from the data not enough is done in these locations to 

sanitate the cattle from brucellosis. In East-Kazakhstan region 12 locations have been identified as 

brucellosis adverse, 7 were sanitated, in Aktobe region – 8 and 4, respectively, in West-Kazakhstan 

region only 3 locations out of 5 were sanitated, in East-Kazakhstan out of 43 three locations with ad-

verse situation with small cattle 37 were sanitated, in West-Kazakhstan 4 out of 10.  
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Weakened control over anti-brucellosis activities in cattle breeding cites facilitates development 

and spread of hidden infection sites, which is evidenced by registered cases of human brucellosis in 

the territories, where infected animals were previously not identified. For instance, in 2009 out of 

2110 registered brucellosis cases among population, 1269 (60,1%) cases were registered in territories 

with brucellosis-favorable situation, in 2013 out of 1443 cases – 1118 (77,4%) were identified in fa-

vorable areas. 

In 2013 1443 cases of brucellosis were registered in the country, morbidity rate was 8,49 per 100 

thousand, compared to 2110 cases and morbidity rate of 13,25 in 2009, i.e. the morbidity decreased 

by 35,9%. 

Significant decrease is seen compared to 2009 (p<0,05) in southern regions of the country: South-

Kazakhstan, Zhambyl, Kyzylorda, Almaty and Karaganda regions. Morbidity increased in Akmola, 

Atyrau, and West-Kazakhstan regions, which is caused by aggravation of the epizootic situation in 

these regions, low level of anti-brucellosis activities. The highest human morbidity is seen in 

Zhambyl, South-Kazakhstan, Almaty, Kyzylorda and East-Kazakhstan regions. They all significantly 

exceed the average country indicator (13,25). 

In 2013 the following regions exceeded the average country indicator (8,49): Zhambyl, South-

Kazakhstan, Almaty, Kyzylorda, East-Kazakhstan and Akmola regions.  

Due to child labor in caring for animals in the regions with developed cattle breeding, the cases of 

brucellosis are registered among children under 14. In 2009 270 cases were identified in this group, 

in 2013 – 180 cases, morbidity decreased by 33,3%. 
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STRATEGIC AND FINANCIAL SOLUTIONS OF THE HEALTHCARE PROBLEMS IN 

DEVELOPED COUNTRIES OF EUROPE AND THE USA ON MODERN STAGE 

 

 

Summary. Organization of health care services activity, aimed at ensuring equal access of dif-

ferent population groups to medical care differs in majority of the countries of the world in pol-

ymorphism both from organizational and financial standpoint and has some advantages and dis-

advantages. The research with analytical methods use (content-analysis, descriptive-analytical, 

financial-analytical, legal-analytical and others) allowed to conduct comparative analysis of the 

ways to solve the most important healthcare development problems in developed countries of 

Europe and the USA and enabled drawing conclusions that currently in the mentioned countries 

integrated healthcare models are formed, which are characterized by presence of medical organi-

zation in different organizational and legal forms and mixed funding (budget funds, medical in-

surance, co-payment of population and other sources ). 
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COMPARATIVE ASSESSMENT OF THE RESULTS OF ROUTINE AND SENTINEL 

EPIDEMIOLOGICAL SURVEILLANCE OF INFLUENZA VIRUS AND OTHER  

NON-INFLUENZA VIRAL INFECTIONS IN KAZAKHSTAN DURING THE INFLUENZA 

SEASON OF 2012-2013 

 

Key words: Sentinel epidemiological surveillance, influenza, acute respiratory viral infection, 

influenza-like illnesses, severe acute respiratory infection, Kazakhstan. 

 

Summary. Sentinel epidemiological surveillance (SES) of influenza-like illnesses and severe 

acute respiratory infections of viral origin is conducted in seven cities of Kazakhstan in addition 

to the routine system of epidemiological surveillance of influenza viruses. We carried out a com-

parative assessment of the results of routine surveillance and SES based on the share of positive 

results of influenza virus tests, prevalence of circulating influenza strains and time of detection 

of the first laboratory-confirmed samples with the influenza virus. 

We analyzed the daily data of the routine epidemiological surveillance and SES during epi-

demic season of 2012-2013. We examined 3592 samples in routine epidemiological surveillance 

and 1486 samples in SES.  

Influenza virus was detected using the PCR method in 12.2% of samples in routine epidemio-

logical surveillance and in 29.5% samples in SES. The first cases of influenza in SES were regis-

tered during the 51-52 weeks of 2012, i.e. three weeks earlier than in routine epidemiological 

surveillance. The structure of circulating types and subtypes in routine epidemiological surveil-

lance and in SES was similar, with dominating H3N2 and B. 

In Kazakhstan, routine epidemiological surveillance and SES complement each other. SES 

has advantages in detection of samples with influenza viruses and allows determining the onset 

of circulation of influenza viruses at the earlier stage, thus giving an opportunity of timely and 

efficient use of the resources of healthcare services for influenza epidemic control.  

 

Introduction 

Retrospective multiple-year data analysis 

showed that in Kazakhstan the number of 

cases of acute respiratory viral infections 

(ARVIs) has been exceeding the registered 

cases of all other infectious diseases for 

many years [1, 2, 3]. Annually ARVIs, in-

cluding influenza, cause considerable harm 

to the health of many people, particularly in 

the risk groups – pregnant women, children 

and old people [4]. Treatment of ARVIs and 

their complications require a lot of economic 

expenses, both direct and indirect [5, 6]. 

Moreover, a threat of emerging pandemic 

exists, also due to circulation of new influ-

enza strains. Therefore, great damages 

caused by ARVIs, both real and potential, 

explain the need in taking timely and appro-

priate anti-epidemic measures. The main 

goal of epidemiological surveillance of in-

fluenza and other ARVIs  - is systematic 

collection, analysis and presentation of data 

for timely decision-making aimed at control-

ling the intensity of annual epidemics and 

possible influenza pandemic, reduction of 

mortality and maintaining the population’s 

capacity for work [7]. Prevalence of influen-

za have been well documented in the coun-

tries with moderate climate of the northern 

and southern hemisphere [8-17]. Data on 

circulation of influenza virus in Central Asia 

and particularly in Kazakhstan were pub-

lished previuosly [18-20].  However, data on 

ARVI and influenza epidemiology are prac-
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tically absent, as well as the results of epi-

demiological surveillance of ARVI and in-

fluenza. 

Epidemiological surveillance of AR-

VI/influenza in Kazakhstan includes several 

components. First, a passive system of regis-

tration of ARVI cases, based on the number 

of people seeking medical help, which is 

provided by the organizations providing the 

primary healthcare. The ARVI case detec-

tion is done based on the clinical data. AR-

VIs are registered when any combination of 

respiratory symptoms and general intoxica-

tion symptoms is present, e.g. cough and 

fever. 766 050 ARVI cases were registered 

during the season of 2012-2013, and the 

morbidity indicator was 4493.6. Second 

component is the routine surveillance for 

influenza viruses and other respiratory vi-

ruses, which includes laboratory testing of 

samples taken from the random selection of 

ARVI cases with the goal of etiological de-

coding of the agent (influenza viruses and 

other non-influenza viruses). The data of 

routine surveillance are collected and ana-

lyzed in the aggregated form. In 2008, a new 

component was added to epidemiological 

surveillance of ARVI/influenza: sentinel ep-

idemiological surveillance (SES) of severe 

acute respiratory infections (SARI) and oth-

er influenza-like illnesses (ILI). Unlike the 

routine epidemiological surveillance, the 

SES collects data on individual cases. Addi-

tionally, epidemiological and laboratory data 

are interconnected.  

Components of epidemiological surveil-

lance of ARVI/influenza complement each 

other. They represent a comprehensive de-

scription of epidemiological situation around 

ARVI and influenza, including their dynam-

ics and forecast. At the same time, routine 

epidemiological surveillance and SES have 

similar functions which allow comparing 

their results.  

The goal of this study was to carry out a 

comparative assessment of the results of the 

routine epidemiological surveillance of in-

fluenza viruses and other respiratory viruses 

and results of the SES of SARI and ILI in 

order to improve epidemiological surveil-

lance of influenza and ARVI. To achieve 

this goal we analyzed and compared the fol-

lowing data from epidemiological surveil-

lance and from SES:   

¶ Share of positive test results for in-

fluenza viruses in the examined samples;  

¶ Prevalence of circulating influenza 

strains among the positive samples;  

¶ Start of influenza epidemic season 

based on detection of the first laboratory-

confirmed samples with influenza virus. 

Materials and methods 

We used weekly data of routine epidemi-

ological surveillance and SES from week 40 

(October 1) of 2012 to week 16 of 2013 

(April 24).  

Routine surveillance of influenza vi-

ruses and other respiratory viruses 

We included all polyclinics and inpatient 

clinics in Kazakhstan in routine epidemio-

logical surveillance analysis. During the ep-

idemic season of ARVI and influenza from 

1 October to 30 April each healthcare organ-

ization sent at least 10 samples on a monthly 

basis (nasal and throat swabs) taken from 

ARVI patients with symptoms of ARVI and 

influenza to the virology laboratory of re-

gional centre of sanitary epidemiological 

expertise. All samples were examined using 

the PCR method, and positive samples with 

high viral load were examined using the vi-

rology method of influenza strains isolation. 

For the control purposes each regional vi-

rology laboratory sent at least 10 positive 

and 10 negative samples to the National 

Reference Laboratory of Scientific-Practical 

Center of Sanitary Epidemiological Exper-

tise and Monitoring. 

SES of SARI and ILI 

Sentinel regions and sentinel sites 

43 sentinel sites participated in SES dur-

ing the epidemic season of 2012-2013, in-

cluding 24 polyclinics and 19 inpatient clin-

ics in seven cities of Kazakhstan: Taldykor-

gan (Almaty region), Petropavlovsk (North-

Kazakhstan region), Uralsk (West-

Kazakhstan region), Aktau (Manghistau re-

gion), Ust-Kamenogorsk (East-Kazakhstan 

region), Taraz (Zhambyl region) and Astana. 

Selection of SARI cases 
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 Selection of SARI cases for SES was 

done among the patients of 21 inpatient clin-

ics matching the definition of a SARI stand-

ard case definition.
2
  

A total of 5223 patients matched the SA-

RI case definition. 911 (17.4%) of them 

were selected for SES and examined. In or-

der to ensure representativeness of different 

age groups in each clinic included SES, at 

least three patients were selected from each 

age group every week: from one year to four 

years of age, from five to 14 years of age, 

15-29 years of age, 30-64 years of age, 65 

and above. 

Selection of ILI cases 

Patients were selected among the patients 

of 24 polyclinics participating in SES who 

met the criteria of  an ILI standard case def-

inition.
3
  

A total of 13694 patients who matched 

the definition of an ILI case were detected. 

575 (4.2%) of them were included in SES, 

they were selected using systematic sam-

pling based on the lists of the physician calls 

prepared by polyclinics and approved by 

territorial organizations of sanitary epidemi-

ological service.  

Biological material for laboratory testing 

Nasal and throat swabs were used as bio-

logical material for laboratory testing.  

Laboratory testing 

Testing of biological materials obtained 

from the SARI and ILI patients were con-

ducted by territorial virology laboratories of 

the sanitary epidemiological service using 

the PCR method. Positive samples with high 

                                                 
2
 Acute respiratory illness which emerged during the previous 7 

days and requires urgent hospitalization, with presence of at least 
three of the below symptoms: 

Á fever (≥ 38 ºC) OR fever in the past medical history; 

Á cough; 

Á short OR difficulty breathing. 

 
3
 Acute respiratory illness which emerged during the previous 

7 days, with presence of all of the below symptoms  

Á sudden temperature increase (≥ 38°С); 

Á cough;  

Á absence of other diagnosis, except for ARVI and influ-

enza. 

 

viral load were studied using the virology 

method of influenza strain isolation.  

Quality control of laboratory test results  

In order to confirm positive results and 

ensure quality control of the laboratory test-

ing, all positive samples and 10% of nega-

tive samples from sentinel regions were de-

livered to the zonal virology laboratory of 

the center of sanitary-epidemiological exper-

tise in the capital of Kazakhstan, Astana. 

External assessment of SES laboratory test 

system was done by the National Reference 

Laboratory for Control of Viral Infections in 

Almaty, which bears the status of the Na-

tional Influenza Centre in the laboratory 

network of WHO. For the purpose of exter-

nal assessment of quality of laboratory ex-

aminations, 10% of samples with positive 

results and 5% of samples with negative re-

sults were examined, as well as all isolates 

and non-typeable samples. 

Collection of individual data 

In addition to the laboratory data, indi-

vidual data from the questionnaire with 50 

questions was collected for each SARI and 

ILI case included in SES. Questions were 

grouped into four sections:  

1) Demographic data;  

2) Epidemiological data (travel history 

before the onset of illness, vaccination sta-

tus);  

3) Symptoms, presence of chronic ill-

nesses, nutritional status of the patient and 

administration of anti-viral preparations;  

4) Treatment at the intensive care de-

partment and disease outcome.  

Questionnaires were administered by 

physicians at the polyclinics and inpatient 

clinics covered by SES after obtaining an 

informed consent from all respondents (or 

their parents, if the patient was underage, i.e. 

younger than 18). 

Input, transfer, analysis and presentation 

of SES data  

Weekly input of individual data of SARI 

and ILI cases included in SES was done by 

the specialists of departments and centers of 

sanitary epidemiological service of sentinel 

regions onto the online electronic database. 
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Data analysis was done both at the regional 

and national levels.   

Definition of the onset of influenza 

epidemic season 

Detection of the first few influenza cases 

during two successive weeks was deemed to 

be the start of the influenza epidemic season.   

Results 

Prevalence of influenza virus among test-

ed samples.  

A total of 5078 samples were tested dur-

ing the epidemic season of 2012-2013, in-

cluding 3592 samples collected during rou-

tine surveillance, and 1486 samples (911 

cases of SARI and 575 cases of ILI) collect-

ed during SES. Influenza virus was detected 

using the PCR method in 439 samples in 

routine surveillance (12.2%) and in 439 

samples in SES (29.5%), i.e. the detection 

level was significantly higher in SES, than 

in routine surveillance (p<0.001). No signif-

icant differences were found in the test re-

sults of SARI and of ILI cases (Table 1).    

The share of positive samples varied from 

0% to 29% in routine surveillance and from 

0% tо 64% in SES depending on the week 

of observation. The highest prevalence of 

influenza viruses among tested samples was 

observed during 8-9 weeks (Picture 1).    

Circulating influenza strains  

Domination of influenza virus А/Н3N2 

(58.5%) was observed during epidemic sea-

son of 2012-2013 on the territory of Ka-

zakhstan based on routine surveillance re-

sults, with parallel circulation of virus В 

(39.0%) (Table 2). The share of influenza 

virus of subtype A/H1N1-09 was 2.5%. The 

share of this subtype in sentinel sites was 

considerably higher (7.1%). 

Start of influenza epidemic season 

In routine surveillance the first influenza 

cases detected successively during two 

weeks were detected in samples collected 

during 2-3 weeks of 2013. In SES the first 

positive cases were registered during 51-52 

weeks of 2012, i.e. three weeks earlier (Pic-

ture 2). 

 Separate types and subtypes of influenza 

viruses were also detected in SES earlier 

compared to the routine surveillance. Thus, 

А/H3N2 was detected during the 51-52 

weeks of 2012 in SES and during 2-3 weeks 

of 2013 in routine surveillance (Picture 3); 

virus В during the 1-2 weeks of 2013 in SES 

and during the2-3 weeks of 2013 in routine 

surveillance (Picture 4); and А/H1N1-09 

during the 2-3 weeks of 2013 in SES and 

during the 6-7 weeks of 2013 in routine sur-

veillance (Picture 5). 

Discussion 

Two mutually benefiting sub-systems of 

epidemiological surveillance of influenza 

viruses and other respiratory viruses and of 

SES of SARI and ILI exist in Kazakhstan. 

Routine surveillance and SES provide 

matching data, e.g., comparable results of 

the specific weight of circulating types and 

subtypes of influenza virus.  

Routine surveillance allows determining 

the onset and end of the ARVI season, 

monitoring the morbidity level of ARVI and 

pneumonia, also the vaccination level in the 

country. All medical and prophylactic or-

ganizations of the country participate in rou-

tine surveillance. It is a well-established and 

streamlined system. 

Nonetheless, SES has some advantages 

over the routine surveillance. Although the 

latter covers the entire population of the 

country and SES works only in seven senti-

nel cities, it was SES that first started regis-

tering seasonal influenza cases, both in gen-

eral and separate types and subtypes. One of 

the shortcomings of the routine surveillance 

is the absence of a standard case definition 

of the ARVI case, i.e. any patient with one 

ARVI symptom and one general intoxica-

tion symptom is considered an ARVI pa-

tient. SES uses standard case definitions of 

SARI and ILI cases and clear selection crite-

ria. That is why specific weight of samples 

with influenza viruses in SES is considera-

bly higher than in routine surveillance. In 

order to detect the same number of samples 

with influenza viruses, SES examined 2.5 

times fewer samples than in routine surveil-

lance. Also, collection and analysis of indi-

vidual data in SES allows conducting in-

depth and detailed analysis.  
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Routine surveillance 
Routine surveillance 

SES 

Different study populations is a limitation 

of our comparative data analysis of routine 

surveillance and SES: routine surveillance 

covered the entire population and population 

of only seven cities was covered by SES. 

However, although the routine surveillance 

is implemented throughout the country, in-

cluding the sentinel regions, it detected the 

start of circulation of influenza viruses later 

than SES.  

Improvements in the epidemiological 

surveillance of ARVI and influenza are al-

ready happening in several areas. All data 

collection in routine surveillance eventually 

will be conducted online. Output tables and 

data generalization will be done automati-

cally. More attention is paid to the training 

of laboratory specialists, clinicians and epi-

demiologists.  

 

 

  Routine surveillance n (%) SES n (%) ILI n (%) SARI n (%) 

Positive samples 439 (12.2) 439 (29.5) 160 (27.8) 279 (30.6) 

Negative samples 3,153 (87.8) 1,047 (70.5) 415 (72.2) 632 (69.4) 

p-value <0.001 0.250 

Table 1 – Prevalence of influenza virus among tested samples in routine surveillance and SES  

during the 2012-2013 season 

 

  Routine surveillance n (%) SES n (%) ILI n (%) SARI n (%) 

A/H1N1-09 11 (2.5) 31 (7.1) 8 (5.0) 23 (8.2) 

A/H3N2 257 (58.5) 222 (50.6) 76 (47.5) 146 (52.3) 

В 171 (39.0) 186 (42.4) 76 (47.5) 110 (39.4) 

p-value 0.002 0.170 
 

Table 2 – Share of circulating influenza viruses by subtypes among positive samples in routine  

surveillance and SES during the 2012-2013 season  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Picture 1 – Share of positive influenza samples in routine surveillance and SES during the  

2012-2013 season 

 

 

 

SES 
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Picture 2 – Weekly detection of influenza cases in routine surveillance and SES during the 

2012-2013 season 

 

 

 
 

Picture 3 – Weekly detection of influenza subtype А/Н3N2 cases in routine surveillance and SES 

during the season of 2012-2013 
 

 

Routine surveillance 
SES 

SES Routine surveillance 
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Picture 4 – Weekly detection of influenza B cases in routine surveillance and SES during the season 

of 2012-2013 

 

 

 

 
 

 

 

 

 

 

 

 

 

 
 

 

Picture 5 – Weekly detection of influenza subtype A/H1N1-09 cases in routine surveillance and SES 

during the season of 2012-2013 
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ANALYSIS OF ACTIVITY OF OUTPATIENT CLINICL CARE  

TO THE POPULATION OF ALMATY CITY  

 

Summary. Significant losses (waste of resources) on majority of criteria (economic, ethical, 

medical) can happen on a pre-hospital stage due to decrease of quality indicators (diagnostics, 

reduction of the full scale care, decrease of the emergency care and hospitalization efficiency) 

[1]. 

The aim of the research was optimization of medical care provision by means of implement-

ing the quality improvement system and monitoring process management for the city clinic №12 

of Almaty.  

In order to achieve the aim one of the objectives was to analyse activities of the clinic service 

by means of comparative evaluation of the indicators in the city clinic for the time-period of re-

search.  

The research was done on the basis of analyzing official statistical reporting of the MH RK.  

The work was done according to the comprehensive methodology with use of the accepted re-

search methods: studying and generalizing the experience, analysis of legislative framework, 

copying data of the medical records, statistical and comparative analysis of the data, sociological 

and expert research methods.  

The share of citizens, which were newly diagnosed during additional standard medical exam-

ination was fluctuating from 3,5% to 8,8%, the average being 4,7%. Among the registered earlier 

chronic diseases among citizens with additional medical examination 1 place was taken by the 

circulatory diseases, comprising 33,4%. This group was represented mainly by the ischemic 

heart disease (18,6%) and diseases, characterized by elevated blood pressure (7,2%). 2
nd

 place 

took the respiratory diseases (14,2%), digestive tract diseases take 3
rd

 place, reaching 12,4%. Eye 

and adnexa diseases (10,7%), which include myopia, reaching 12,8%, cataract- 3,4% and glau-

coma - 0,5% take fourth place. Musculo-skeletal system and connective tissue diseases take fifth 

place with 9,3%. Further go endocrine system diseases, eating disorders and metabolic diseases 

(7,6%), genitourinary system (6,8%) and nervous system diseases (5,6%). 
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SATISFACTION LEVELS OF THE PATIENTS WITH THE ISSUE OF ASSIGNING  

TO ALMATY CITY CLINIC № 3 

 

Summary. The main aim of the research is to study satisfaction level of the patient in a mat-

ter of assigning to the State owned public enterprise with the rights to economic jurisdiction 

(SOPE with EJ) «city clinic № 3». 

With this purpose 820 questionnaires of the patients assigned to SOPE with EJ «City clinic № 

3» have been analysed.  
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In course of analysis the reasons for assigning and care at the clinic were identified, as well as 

existing problems in exercising the right to choose a physician in the clinic.  

Free choice of physician and medical organization, development of competitive environment 

are the key directions of the state program “Salamatty Kazakhstan”, the implementation of which 

ends next year. As a result of national study of households in the matters of health, conducted by 

the Academy of preventive medicine in 2012, 70% of people in Kazakhstan knew about their 

right to choose medical organization. At the same time 78% of the respondents noticed that main 

criterion for choice is quality of medical care. Based on this it is important to identify main as-

pects and motives, influencing the choice of population in assigning themselves to a medical or-

ganization [4]. 
 

 

 


