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Future of health sphere 

  

THE FUTURE OF THE HEALTHCARE SECTOR IN UKRAINE 

 

Kolesnikova Galina  

Master student of specialty 281 «Public Management and Administration» 

Dnipro Academy of Continuing Education 

 

The country has created a legislative system for regulating the sphere of health care 

management and a regulatory framework supporting and detailing it, focused on European and 

world standards for providing medical care and improving the health of citizens. The emerging 

system is to a large extent social, because it is based on the old Soviet base of medical care, and to 

immediately switch to a purely commercial-insurance model is neither expedient nor acceptable 

given the state of financial and economic capabilities of the population. In addition, the new model, 

based on implemented European approaches, provides a high level of social security for citizens. It 

combines new market and commercial approaches with the principles of functioning of the welfare 

state. The main place in this process is occupied by legislation in the field of regulation of relations 

in health care. 

These relations are regulated by normative acts of various legal force - the Constitution, 

laws, governmental by-laws, departmental normative acts and normative acts of local authorities. 

That is, the legislation of Ukraine in the field of health care is a complex of legislative and 

regulatory acts that regulate the legal, socio-economic and moral and ethical foundations of the 

development and functioning of the health care system in Ukraine. 

The effectiveness of the new model depends on the completeness, balance, orderliness of the 

components of the regulatory and legal field of POPs of Ukraine. The current legislation declares 

the "Beveridge" model as the main scheme for the formation and activity of the SOS of Ukraine. 

This provides for a clear system of state administration bodies and the priority of budgetary 

financing of public health care, however, the legislation of Ukraine on health care" unlike the Soviet 

model "Semashko" allows the attraction of extra-budgetary funds, the development of medical 

insurance, the creation of private medical institutions, declares the principle personal financing and 

provision of primary medical care by family doctors or other general practitioners. 

At the same time, these principles currently require a more detailed legislative regulation, 

due to the lack of which they have not been implemented for a decade and a half since the adoption 

of the above-mentioned law. A separate unsettled issue remains the status of LPZs as self-governing 

competing business entities, as it is in Canada or Great Britain, where the classic "Beveridge 

model" for POPs operates. 

The very moderate pace of reforming the Ministry of Health of Ukraine currently puts the 

need for a legislative solution to this problem on the agenda. Currently, a letter from the Ministry of 

Health suggests that health care facilities change their status themselves. However, at the same 

time, renamed non-commercial communal medical enterprises become vulnerable, as local councils 

and administrations, as a rule, reduce their budget funding at their level by the amount of extra-

budgetary funds raised in the previous reporting period, referring to their new status. 

The main regulatory act that regulates the procedures for the transformation of the health 

care management system is the Law of Ukraine "On State Financial Guarantees of Medical Services 

of the Population" dated October 19, 2017. This law describes the structure of the health care 

reform system based on medical care programs. In addition to these basic provisions, the Law 

regulates control and responsibility for the implementation of programs for the provision of medical 

services. In the financial sphere, such responsibility is extended to the central state authorities, 

which have the appropriate powers, and in the case of monitoring the quality of medical care, the 

responsibility rests with the Ministry of Health of Ukraine. 

The continuation of the legislative regulation of changes in the management system is the 

Law of Ukraine "On Improving the Availability and Quality of Medical Services in Rural Areas" 
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adopted on November 14, 2017. This Law is aimed at regulating the weakest link of medical 

provision - health care of citizens living in rural areas. The quintessence of this Law is the measures 

planned for implementation in rural areas. 

Among the main areas of health care system reform that are currently relevant, the following 

have been identified: approve laws on the quality management system of health care services that 

take into account EU requirements; to develop a number of legislative acts on standards, rules and 

norms of the system of ensuring the quality of medical care and the availability of medicines in 

accordance with EU requirements; introduce the licensing of doctors' activities and the conclusion 

of agreements with them; promote the autonomy of health care institutions according to the new 

scheme and the conclusion of agreements with their managers; start larger-scale financing using the 

DSH of health care institutions; to continue the development of the system of continuous education 

in the field of health care. 

Improvement of the institutional mechanism for the implementation of state policy in the 

field of health care is possible through solving the problems of human resources in the field of 

health care. The success and pace of health care reform depends on the reasonableness, balance and 

adaptability to national realities, the steps of its implementation, the interest and coherence of the 

actions of authorities at all levels, as well as the preparedness and motivation of managers and 

employees of health care bodies and institutions. 

The analysis of the main indicators and trends of the activity of health care institutions and 

the system of institutions as a whole allows to determine a specific medical and organizational 

decision regarding the immediate goals of strategic planning and management of the system. 

One of the main principles of the introduction and use of new methods of payment for 

medical care is a system of contractual relations between by the subjects of the system, first of all, 

between the performing party financing, and the provider of medical services, as well as between 

themselves providers of medical services. In such a system, based on the division of functions of 

financing and provision of medical care, the financing party (insurance fund or health care 

management body) is released from the functions representation of the interests of medical and 

preventive institutions and is a buyer of medical care in the interests of the population. 

Taking into account the key importance of the autonomy of the primary link of the health 

care system for the further implementation of the health care system financing reform, in order to 

stimulate the adoption of decisions by the relevant local councils on the transformation of existing 

health care institutions into communal non-commercial enterprises, the current legislation defines 

the possibility of temporary application of a number of conditions aimed at simplifying some 

procedures related to reorganization. 

Institutional transformations in the health care system actually mean a change in its model. 

In world practice, with the participation of institutions and sources of funding, three basic models of 

health care have been formed: state-budgetary, typical of such countries as England, Denmark, 

France, Portugal, Spain, which is characterized by funding mainly from budgetary sources; social 

insurance, which is widespread in Austria, Bulgaria, Japan, France and is based on mixed financing, 

i.e. attracting targeted contributions from citizens, employers, employees, state subsidies; private or 

market, common in the USA, Israel, South Korea with the corresponding practice of providing 

mostly paid medical services. 

Empirical evaluations of the processes taking place in the healthcare system of Ukraine 

allow us to ascertain the formation of the market of medical services, conditioned by: the desire of 

both producers of medical services and their consumers to achieve the legalization of the shadow 

market of these services in the public sector; the birth and development of entrepreneurial activity 

of health care institutions (the formation of various organizational structures and forms of providing 

medical services); the need to eliminate information asymmetry about the quality of medical 

services; formation and development of small and medium-sized enterprises in the field of medical 

practice, such as private consultations, clinics, diagnostic centers, rehabilitation centers, hospices, 

etc. 

Analysis of the model of institutional formation of the medical services market in Ukraine 
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shows a number of problems and risks and forecasted trends. 

First, the actual provider of services - the doctor - is excluded from the "state-doctor-patient" 

triangle, and the manager (assistant in the organization of services) is included, which preserves the 

threat of preserving the shadow market (providing services in the "pocket"). 

Secondly, in the conditions of the difficult economic situation in the country, the deficit of 

the state budget and local budgets, the state will not be able to cover high-tech assistance. And since 

due to the country's economic situation, it is not possible to quickly create an adequate insurance 

system, there is a threat of an outflow of specialists to the private sector of medicine, and therefore 

high competition in private medicine without quality guarantees, which benefits the management of 

private clinics. 

Thirdly, there are opportunities for higher rates of development of the private segment of the 

medical services market. Already today, well-known clinics of private medicine are operating on 

the national and regional markets of medical services. 

Fourthly, it is doubtful that private clinics will be unlikely to be interested in contracts with 

NHSHU without co-payment, so there is a threat that their patients will pay for treatment in full. 

Fifth, the structure of medical services may undergo significant changes. This will relate to 

the reduction of the part of medical services, which are characterized by high cost, and the drift of 

the structure of services in favor of highly profitable ones. Threatening deformations can be avoided 

only with perfect competition, ensuring a balanced supply and demand. 

Sixth, the success of reforms in the medical care system and the formation of the medical 

services market will largely depend on the success of the administrative-territorial reform and the 

completion of decentralization processes. 

The institutional consolidation of new financing technologies in the Law of Ukraine "On 

State Financial Guarantees of Medical Services of the Population" dated 07.13.2017 formally 

creates the conditions for: hospitals to have their own budgets and the right to choose the option of 

spending them; emergence of competition between providers of the same services; turning patients 

into employers for doctors; division of medical services into paid, partly paid by the state, free; 

implementation of the medical guarantee program supported by annual funding in the amount of % 

of GDP; creation of conditions for the use of voluntary health insurance policies. In reality, it will 

depend on the state of the country's economy and the degree of development of the insurance 

market. 

The formation of the medical services market requires the development of public 

management institutions. Legislatively, it is necessary to consolidate the status of the institute of 

professional self-governance, organized for the social and legal protection of specialists in the 

medical and legal spheres, in particular, the adoption of the law "On self-governance of medical 

professions in Ukraine". 

The reform of the health care system is based on a change in the financing system, primarily 

of the primary sector. The unit of measurement was defined as the patient ("the money will follow 

the patient"), who must choose a doctor. Accordingly, the form of this choice must be legally 

confirmed in a certain way. 

First of all, it is necessary to clearly define what the family doctor and the patient are being 

asked to sign - a declaration, a contract or an agreement. These are three different documents with 

different functions and built-in capabilities. In our opinion, this document cannot be called one way 

or another, without taking into account certain nuances. In particular, any contract is an agreement, 

but an agreement is not always a contract. 

An agreement is a volitional act of capable persons that creates or changes civil legal 

relations. It is based on the freedom of choice of individuals and legal entities. Agreement is a 

comprehensive concept, it includes many acts of legal relations, including The contract is not only 

among them, but also has many varieties. A contract is an agreement between two or more 

individuals or legal entities, which is usually concluded in writing, with mandatory compliance with 

the requirements of civil law. If they are ignored, the contract is considered invalid (in whole or in 

part). 
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Thus, the document proposed to be signed by the family doctor and the patient is neither an 

agreement nor a contract. This is a declaration, that is, an official document that establishes the 

fundamental principles in a certain area of legal relations, and usually the declaration does not have 

a direct legal effect. 

In the documentation of the Ministry of Health, in particular, in the instructions for filling 

out the declaration, it is also noted that it only confirms the patient's intention to exercise his rights 

in accordance with the contract on the purchase of primary medical care services, which is 

concluded by the chief manager of budget funds and the relevant entity providing primary medical 

care. The declaration also confirms the patient's choice of primary care physician. 

Issues of scope of care, responsibility, obligations and rights of the parties, determination of 

cost and payment, coordination at the levels of care should be included in the basis of the agreement 

between the patient and the health care system and the contract between him and the doctor. 

However, the health care reform strategy does not yet mention such documents, moreover, they 

need a foundation in the form of a strong legal framework. 

Management activity in health care institutions is a system that encompasses a complex of 

actions and practical measures at different levels of the management hierarchy. The main subject of 

their formation and implementation is the state. 

The health care system combines the following elements: the structure of a complex 

administrative system as a form of organization of its links and levels; management processes as a 

set of operations performed according to certain legal prescriptions; management methods as a set 

of means of influence of a complex administrative system on the object managed by it; management 

technique as a set of technical means for the implementation of administrative processes. 

The object composition of management in the field of health care includes: on the one hand, 

certain social relations, and on the other, relations in the organizational system, that is, relations 

between various management subjects. 

The effectiveness and efficiency of the information and organizational part of the National 

Health Care System depends on the quality, integration, technological level of the system of 

information and analytical support for management decisions (UR) and the expertise and 

competence of the employees of the above-mentioned management bodies, as well as informational 

and analytical and organizational and methodological centers and subdivisions, in particular their 

existing network in the Health Care Center of Ukraine as a component of the national system, 

which may also include public organizations. 

Involvement of the public in the nationwide informational and analytical mechanism of state 

management of health care will allow providing feedback, as an exclusively necessary tool of civil 

society in the field of public health care. The awareness of citizens within the limits defined by the 

law, as well as the possibility of their influence and participation in the adoption of RUs regarding 

the protection of their health is an absolutely necessary factor for the effectiveness of modern 

European civil society and a necessary component of a democratic country. 

The above-mentioned and other necessary measures should be coordinated and accordingly 

planned for implementation in the system of executive power by the Coordinating Committee for 

Health Protection of the CMU under the auspices of the National Health Service of Ukraine. 

Current practical work on the development of directives, measures, plans and schedules of 

implementation and control should be entrusted to a working group of specialists that can be created 

at the Ministry of Health. The introduction of modern management, information, financial and 

economic technologies with the latest methods of "virtual fund management", individual financing 

"per resident" and payment "according to the volume of work" together with the change in the 

status of the LPZ with the appropriate comprehensive regulation of the regulatory and legal field 

will provide the basis for an effective change of status both medical professionals and patients. This 

will make it possible to implement the principle "money follows the patient", which will make 

patients interested in protecting their health, considering it as an economic category. And doctors 

will receive incentives for the development of preventive activities with real payment for preventive 

services. 
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This approach allows for the development of the participation of the medical public, as well 

as patients and ordinary citizens, who will have real access to information through local, regional 

and global information networks about the state of affairs in national and regional or local health 

care facilities and each specific health care facility within the limits defined by the legislation on 

medicinal secret. Moreover, it allows you to use qualitatively developed and reliable information in 

the "online" mode, even from several independent sources at the same time. With proper legislative 

support, this approach will make it possible to form a civil society in a very sensitive area - health 

care, and for ordinary citizens to really and consciously get involved in the protection of their own 

health, knowing the amount of funds that are allocated from the budgets of all levels for the 

protection of even its own health and how and by whom they are used at each moment of time, what 

they are planned for and by whom, as well as who is obliged to control the expediency, 

transparency and correctness of their use. 
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Future of health sphere 

  

THE CURRENT STATE AND FEATURES OF THE DEVELOPMENT OF PERSONNEL 

POLICY IN THE FIELD OF HEALTH CARE IN UKRAINE 

 

Padalko Lyudmila  

Master in public administration 

Dnipro, Ukraine 

 

Today in Ukraine, changes are being made in the course of systemic modernization of 

various spheres of social life. The integration of Ukraine into the European and international space 

has led to the creation of new progressive mechanisms. 

The implementation of the goals and tasks of personnel management is carried out through 

the personnel policy, which is a set of fundamental principles that are implemented by the personnel 

service as a strategic line of behavior in the work with personnel. The efficiency of the enterprise's 

functioning largely depends on the qualifications of employees, their professional training, business 

qualities, desire and satisfaction with work. 

Personnel policy is an integral part of management activities and production policy of the 

organization. Its main goal is based on the creation of a cohesive, responsible, highly developed and 

highly productive workforce. 

Personnel policy should provide not only favorable working conditions, but also 

opportunities for promotion and the necessary degree of confidence in the future. Thus, the main 

task of the organization's personnel policy is to ensure that the interests of all categories of 

employees and social groups of the workforce are taken into account in everyday personnel work. 

Thus, as part of the personnel policy, the company implements not only personnel management in 

order to achieve its goals, but also motivates and stimulates personnel in order to encourage them to 

work highly efficiently. 

Let's consider the issue of personnel policy in public administration in Ukraine using the 

example of the domestic health care system. 

Ukrainian and international regulatory and legal documents are devoted to issues of 

personnel policy in the field of health care, among which the following should be highlighted: 

- Transforming our world: Agenda in the field of sustainable development for the period up 

to 2030 (UN General Assembly Resolution 70/1); 

- Personnel and health services. Global Strategy for Health Workforce Development: Labor 

Resources 2016-2030 (WHA Resolution 69.38); 

- Decision 851/2004/EC of the European Parliament and the Council of April 21, 2004 on 

the establishment of the European Center for Disease Prevention and Control; 

- Coalition agreement of the Verkhovna Rada of Ukraine of the VIII convocation (chapter 

XVI. Reform of the health care system, including the public platform 80+); 

- Decree of the Cabinet of Ministers of Ukraine dated April 29, 2015 No. 266 "On approval 

of the list of fields of knowledge and specialties for which higher education applicants are trained" 

(with changes and additions); 

- Decree of the Cabinet of Ministers of Ukraine dated March 28, 2018 No. 302 "On approval 

of the Regulation on the system of continuous professional development of specialists in the field of 

health care"; 

- Order of the Ministry of Health of Ukraine dated 10/28/2002 No. 385 "On approval of lists 

of health care institutions, medical and provisional positions and positions"; 

- Order of the Ministry of Health of Ukraine dated March 29, 2002 No. 117 "Handbook of 

qualification characteristics of workers' professions. Issue 78. Health care"; 

- Order of the Ministry of Health of Ukraine dated November 23, 2007 No. 742 "On 

certification of junior specialists with medical education"; 

- Order of the Ministry of Health of Ukraine dated December 19, 1997 No. 359 "On further 
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improvement of the certification of doctors" and others. 

On October 21, 2015, the UN General Assembly adopted Resolution 70/1 "Transforming 

our world: The 2030 Agenda for Sustainable Development", which contains seventeen sustainable 

development goals, including Goal 3: Ensure healthy lifestyles life and promoting well-being for all 

at all ages. Among the thirteen targets for the achievement of this Goal is target 3.c, namely: 

"Significantly increase health financing and the recruitment, development, training and retention of 

the health workforce in developing countries, especially in least developed countries and small 

island states developing countries", and 3.d: "Build the capacity of all countries, especially 

developing countries, in the direction of early warning, risk reduction and regulation of national and 

global health risks". Many works have been devoted to the problems of human resource 

management and the shortage of health care workers and recognized by the WHO as a global risk. 

Currently, according to the WHO, the world lacks 7.2 million specialists in the field of health care. 

This is compounded by the problems of territorial and professional disproportion. In order to 

overcome this problem, the Global Strategy on Human Resources for Health 2016-2030 (WHO 

Global Strategy on Human Resources for Health 2016-2030) was created. 

None of the domestic legal acts related to personnel policy in the field of health care of 

Ukraine contains a comprehensive strategic program for solving personnel problems in this area, 

conceptual tasks and mechanisms for the implementation of personnel policy in the field of health 

care, although they partially such important issues as the improvement of state educational 

standards for the training of medical personnel in order to improve the quality of training of 

specialists, ensuring and managing the quality of medical care, forecasting personnel support in 

accordance with the needs of health care, taking into account its transformations, as well as the 

demographic situation in the country, are reflected. 

Today, there are no professional standards for health care specialists that meet modern 

global requirements and allow for the formation of a unified approach in establishing standards for 

various sections of medical, psychological, social and other types of care, as well as to promote the 

rational use of personnel potential in health care. It is necessary to improve the legal framework 

regarding the nomenclature of specialties and positions of employees in the field of health care, 

qualification requirements for positions and characteristics of specialties, to develop effective 

mechanisms for increasing motivation; systems for collecting and processing a reliable database 

(both in the regional, territorial (city-village) section, and at the state level, using the principles of a 

single medical space, that is, taking into account the indicators of both state and private medical 

institutions). 

In the future, this will allow for a holistic analysis of the situation in the medical field with 

the improvement of the mechanisms for planning and forecasting human resources in the health 

care system, as well as tracking their effectiveness. 

On March 28, 2018, by resolution No. 302, the Cabinet of Ministers of Ukraine approved 

the Regulation on the system of continuous professional development of specialists in the field of 

health care. The document defines the basic organizational principles regarding the continuous 

process of training and improvement of professional competences of specialists after obtaining 

higher education in the field of health care and postgraduate education in internship. 

This made it possible to maintain and improve the standards of their professional activity 

according to the needs of the medical field, and will continue throughout the entire period of 

professional activity. 

The new system of continuous professional development should ensure proper quality 

control of certification of healthcare professionals and improve the quality of medical care for 

citizens. 

According to the Recommendations of the Council of Europe, governments are suggested to 

create favorable conditions in the tax and legal systems for the financing and management of non-

governmental medical organizations, and the health care budget, as far as possible, should include 

articles to support their activities, which is currently difficult for Ukraine. 

Trying to change the national health care system for the better, one should be aware of the 
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resistance of those whose interests this process takes. It should be understood that without the 

implementation of the processes of decentralization, management of the medical sphere through the 

change of the command-administrative to the world-recognized social-administrative model of 

management, one should not expect improvements in medicine. Thus, the study of the current state 

of personnel policy raises new global issues that need to be resolved in the near future. 
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Future of well-being sphere 

 

THE INFLUENCE OF ACTIVE MONITORING PROGRAM OF HEART FAILURE 

PATIENTS ON CHANGES IN THEIR QUALITY OF LIFE AND SELF-CARE 

 

Paleckiene R.1,2,3 

Macijauskiene J.2,3 

Zaliaduonyte D.1,2,3 
1Hospital of Lithuanian University of Health Sciences Kaunas Clinics, Cardiology,  

Kaunas, Lithuania 

 2Lithuanian University of Health Sciences, Kaunas, Lithuania 

 3Lithuanian University of Health Sciences Kaunas hospital, Kaunas, Lithuania 

 

Introduction. Heart failure (HF) is one of the chronic diseases that increase mortality from 

cardiovascular diseases. HF is a syndrome of symptomatic ventricular dysfunction that is 

continuously progressive [1]. HF is already considered a global pandemic, as it affects more than 26 

million people worldwide, of which 15 million are European residents [2]. According to the data of 

the Institute of Hygiene, more than 132.3 thousand patients with HF were registered in Lithuania in 

2020. Consequently, almost 47 out of 1,000 Lithuanian residents experience HF symptoms that 

interfere with daily activities, and this worsens the quality of life [3]. With the progression of HF or 

an exacerbation of this disease, lung, kidney, and liver failure develops, sleep apnea syndrome, and 

anemia appear, which negatively affects not only the patient's physical and functional condition, but 

also QOL [4]. To reduce the number of patients hospitalizations with HF in case of disease 

exacerbations and to improve their functional condition and QOL, are being developed and 

implemented actively all over the world monitoring programs [5,6]. Paying due attention to 

educational intervention-based self-care skills in patients with chronic diseases, especially 

cardiovascular patients, can predispose them to improve their condition [7]. Patients with heart 

failure will face changes in their care needs due to the consequences of the disease and treatment; 

so, dealing with disease problems requires knowledge of self-care behaviors. The issue of 

adherence to self-care behaviors in these patients is very important, and acquiring self-care skills 

affects their comfort, functional abilities, and disease processes (8). 

 Aim: To determine the impact and effectiveness of a specialized service on the quality of 

life, clinical outcomes for patients with heart failure. 

Methods and materials:  The data of 127 patients discharged from the Department of 

Cardiology of Lithuanian University of Health Sciences and LSMU Kaunas Hospital Outpatients 

department in 2019-2022 after worsening of HF (coded I50 according to ICD-10 (International 

Classification of the Diseases), chronic either decompensated or de novo cases) were analyzed. All 

patients participated in the long-term training and monitoring program and had four visits to 

cardiologist and participated in 4 training modules provided by a heart failure nurse. 

Sociodemographic, physical assessment data was collected using the Minnesota Living with Heart 

Failure Questionnaire (MLWHFQ). It contained 21 items using a 6-point (zero to five) Likert scale, 

with a maximum score of 105. Lower scores indicate better QOL. The self-care of HF patients was 

evaluated using the data of the "European HF Self-Care Questionnaire". This questionnaire consists 

of 12 questions, the answers to which are evaluated according to a 5-point Likert scale: "completely 

agree" (1 point), "agree" (2 points), "neither agree nor disagree" (3 points), ,,do not agree" (4 

points), "completely disagree" (5 points). The lower the score, the better the patient's self-care: good 

self-care is 12-27 points, satisfactory - 28-43 points, and poor - 44-60 points.  

 Data was analyzed using SPSS 20 statistical package. Data was presented using descriptive 

statistics including frequency, percentage, mean with standard deviation (SD). The chosen 

significance level of p<0.05. 

Results: The study sample consisted of 127 patients: 19 (15%) women and 108 (85%) men. 

The average age of the subjects was 62.42 ± 12.70 years (the youngest patient - 23, the oldest - 88). 
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Arterial hypertension was presented in 105 (82.7 %) patients, dyslipidemia in 85 (66.9 %) 

patients. 50 (40 %) patient had history of myocardial infarction, 28 (22.2 %) - history of diabetes 

mellitus, history of cerebrovascular stroke - 12 (9.5 %) and atrial fibrillation and/or flutter was 

presented in 37 (29.1 %) patients. 17 (17.4 %) were current smokers and 61 (48 %) were former 

smoker,  78 (61.4 %) - alcohol users. Overweight and obesity was diagnosed in 101 (79.4%) 

patients. The changes of quality of life and clinical parameters are presented in Table 1. 

 

Table 1. Comparison of patients’ clinical parameters, European heart failure self-care 

questionnaires and Minnesota Living with Heart Failure Questionnaire at visit I and visit IV 

 

NYHA 

 I visit  IV visit  

I f. c. 42 (48.3 %) 41 (40.6 %) 

p= 0.024 
II f. c. 31 (35.6 %) 49 (48.5 %) 

III f. c. 11 (12.6 %) 10 (9.9 %) 

IV f. c. 3 (3.4 %) 1 (1 %) 

LVEF (Mean, SD) 

 I visit IV visit  

LVEF (%) 26.19 (± 11.19) 30.44 (± 11.38) p=0.000** 

NT-pro BNP (Mean, SD) 

 I visit IV visit  

NT pro BNP 

(pg/ml) 

3562,01 

(±4785,03) 

2283,958 

 (±3395,77) 
p=0.000* 

European heart failure self-care questionnaires (Mean, SD) 

 I visit IV visit  

EHFSCQ 24.87 (± 7.20) 20.52 (± 8.93) p=0.000** 

6 MWT 

 I visit IV visit  

6 MWT (m) 369.21(±116.64) 418.43 (± 108.46) p=0.000** 

Minnesota Living with Heart Failure Questionnaire (MLHFQ) 

 I visit IV visit  

All questionnaire  44.02 (±25.03) 31.4 (±24.00) 

p=0.000** 
physical subscale 17.69 (±10.11) 12.25 (±10.04) 

psychological subscale  10.72 (±6.94) 7.60 (±6.53) 

daily activities subscale  15.61 (±9.93) 11.80 (±9.06) 

 

*By NPar Tests,Wilcoxon; **By Paired Samples Statistics 

NT pro-BNP =N-terminal pro b-type natriuretic peptide; LVEF=Left ventricular ejection 

fraction; 6 MWT=6-minute walk test 

 

The change in the self-care score was directly, significantly correlated with the change in the 

Minnesota Questionnaire score (r=0.221, p=0.028). The self-care questionnaire score was directly, 

significantly correlated with the change in the psychological subscale score of the Minnesota 

questionnaire (r=0.284, p=0.004). 

Conclusions: Significant improvement of health status and quality of life of heart failure 

patient was observed after the period of 4 outpatient consultations which were given by cardiologist 

and specialized HF nurse. 
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Аннотация. Инфекция мочевой системы считается одним из часто встречающих 

заболеваний как у взрослых так и у детей. Возбудителями инфекции могут быть 

энтеробактерии, кокки. Заболевание протекает одинаково как у девочек, так и у мальчиков. 

Клиническая картина проявляется интоксикационным, болевым, мочевым синдромами. С 

целью постановки диагноза широко применяется неинвазиный метод – ультразвуковое 

исследование почек. Ультразвуковая диагностика считается самым распространенным 

методом исследования 

Ключевые слова: пиелонефрит, почка, лейкоцитурия, протеинурия, УЗИ 

 

Введение. Пиелонефрит – это неспецифическое инфекционно-воспалительное 

заболевание почек с преимущественным поражением чашечно-лоханочной системы (ЧЛС), 

канальцев и интерстиция. Согласно классификации Всемирной организации 

здравоохранения (ВОЗ), пиелонефрит относится к группе тубулоинтерстициальных 

нефритов и фактически представляет собой тубулоинтерстициальный нефрит 

инфекционного генеза [1, 2, 3].  

У детей раннего возраста заболевание проявляется лейкоцитурией и бактериурией, а 

также нарушением функционального состояния почек. Из ИМП у детей именно пиелонефрит 

занимает второе место по распротраненности после острых респираторных заболевании. На 

каждый 1000 обращенных детей число ПН составляет от 15-22, а при полном обследовании 

примерно 200-400 заболевших детей. В педиатрии, среди болезней МПС, пиелонефрит 

занимает первое место и занимает 70% от всей нефрологической патологии.  

В детском возрасте это заболевание обычно возникает у младенцев-мальчиков из-за 

врожденных аномалий почек и мочевыводящих путей, в то время как артериальное давление 

(АД) наблюдается у девочек в более старшем возрасте [4-6]. Escherichia coli является 

основным ответственным патогеном для АД. Этот патоген часто вызывает сильное 

воспаление и кратковременные (например, лихорадка, дизурия и боль в боку) и 

долгосрочные (например, необратимое рубцевание почек) заболевания [7, 8]. Рубцевание 

почек значительно повышает риск развития артериальной гипертензии, протеинурии, 

пузырно-мочеточникового рефлюкса (ВУР), хронической болезни почек и терминальной 

стадии почечной недостаточности [9, 10]. Поскольку рубцевание почек наблюдается у 37% 

детей с АД через два года после начала инфекции, для лечения этого заболевания у детей 

необходима быстрая диагностика и внедрение эффективных терапевтических мер [4, 11-13]. 

Важность темы пиелонефрита в детсокм возрасте заключается в том, что невсегда 

удается своевременно установить точный диагноз, среди других ИМП пиелонефрит очень 

часто встречается, после терапии высока вероятность рецидива заболевания с 

прогрессированием и даже развитием осложнений.  

Особенность течение ПН у детей своеобразно и может быть скрытой и менятся с 

каждым возрастным годом. Ведущими симптомамы заболевания является озноб, лихорадка; 

общая слабость, отказ от еды, недомагание; могут проявлятся симптомы дизурии, отеки; 

боли в пояснице и живота. Болезнь протекает в стертой форме и из-за компенсации десткого 

организма в целом служат одним из главной причиной позднего выявления не только острой 
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формы, ну и хронической формы. Постоянным и довольно единственным, исключительным 

симптомом является возникновение болей в животе, чаще всего оценивается врачом как 

острый аппендицит. Среди всех заболеваний мочевой системы, пиелонефрит встречается 

довольно чаще и при хронизации процесса характерно сезонность заболевания, тем самым 

растет обращаемость по данной патологии осенне-зимний период. Несмотря на адекватное 

лечение в амбулаторно-стационарных условиях, в связи с широким этиологическим 

фактором, часто встречаются рецидивы заболевания с развитием осложнений.  

Такие проявления, как дизурия, частые позывы к мочеиспусканию, снижение объема 

и боли в нижней части живота, выявляются у детей с ИМП в более старшем возрасте, у 

младенцев, страдающих этим заболеванием, обычно проявляются неспецифические 

симптомы, такие как лихорадка, плохое самочувствию, желтуха, раздражительность и рвота 

[14, 15]. С другой стороны, окончательный анализ у младенцев с ИМП включает 

катетеризацию мочевого пузыря из-за неспецифических признаков и симптомов ИМП в 

педиатрической популяции. 

По данным исследования В.Г.Майданник и И.В.Ковальчука Национального 

медицинского университета имени А.А.Богомольца Украины, основными возбудителями 

пиелонефрита являются представители семейства Enterobacteriaceae (82,4%), главным 

образом E.coli, которая обнаруживалась в 54,2% случаев (с колебаниями от 50,0% при 

остром до 58,4% при хроническом течении заболевания). Среди возбудителей пиелонефрита 

на втором месте находится Enterobacter spp., который был обнаружен у 12,7% больных, а 

далее следуют практически с динаковой частотой Enterococcus spp. - у 8,7%, Klebsiella 

pneumoniae - у 5,0%, Proteus mirabilis – у 4,5% и Pseudomonas aeruginosa - у 4,4%. У 4,3% 

детей,больных пиелонефритом, в моче определялсяStaphylococcus spp. У 6,2% больных в 

моче обнаруживались другие виды микроорганизмов [16]. 

Диагностика хронического пиелонефрита основывается на затяжном течении 

заболевания (более 6 мес), повторных обострениях, выявлении признаков поражения 

тубулоинтерстиция и ЧЛС вследствие бактериальной инфекции [1, 2, 3, 17]. При любом 

течении заболевания больному необходимо провести весь комплекс исследований, 

направленных на установление активности микробно-воспалительного процесса, 

функционального состояния почек, наличия признаков обструкции и нарушений 

метаболизма, состояния почечной паренхимы [1, 2, 3]. 

Диагностика и набор правильных исследовании является одним из главных маркеров 

для правильной постановки диагноза. К обязательным методам диагностики относятся 

лабораторные анализы крови и мочи, измерение артериального давления, ультразвуковое 

исследование органов мочевой системы. Характерными лабораторными показателями 

наличия воспалительного процесса являются ускорение СОЭ, лейкоцитоз, протеинурия, 

лейкоцитурия,  

Ультразвуковая диагностика является широко используемый неинвазивным методом, 

не требует строгой подготовленности к исследованию. С помощью ультразвуковой 

диагностики можно оценить положение, размер органа и структурно-функциональные 

изменения, характерные для ИМП. В диагностике на ультразвуковом исследовании (УЗИ) 

почек для пиелонефрита характерно расширение чашечно-лоханочной системы, редко 

увеличение размеров самой почки, удлинение и извитость мочеточника, УЗИ помогает 

определить наличие остаточной мочи до и после микции, тем самым диагностировать 

дополнительно синдром неполного опорожнения мочевого пузыря. При длительном течении 

заболевании визуализируется истончение коркового слоя, деформации ЧЛС, калико- и 

пиелоэктазии. Эхоструктура умеренно снижается, в более старшем возрасте о хроническом 

течении заболевания свидетельствует снижение кровоснабжения органа, проявляющееся 

повышением артериального давления, прогрессированием патологии.  

Заключение: Таким образом, для пиелонефрита характерна:  

- Несвоевременное постановка диагноза 

- Широко распространенность  
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- Возможность рецидива заболевания и прогрессирование 

- Риск развития осложнении 

Ультразвуковое исследование почек играет значительную роль в диагностике 

заболевания, помогает дифференцировать от других специфических процессов, выявить 

характерные для пиелонефрита изменения, наблюдая в динамике, корректировать 

назначенное лечение, при соблюдении диеты достичь желаемого результата. Т.е. 

пиелонефрит считается обратимым процессом, особенно в детской практике. Ультразвуковое 

исследование с контрастом почек обладает хорошей чувствительностью, специфичностью и 

диагностической точностью для диагностики острого пиелонефрита у детей. Поскольку УЗИ 

с контрастом почек не требует ионизирующего облучения и седации пациента при 

сканировании, оно может сыграть важную роль в будущем при диагностике острого 

пиелонефрита у детей. 

 

Список литературы: 

1. Борисов И. А. Пиелонефрит//В кн. «Нефрология»/под ред. И. Е. Тареевой. М.: 

Медицина, 2000. С. 383–399. 

2. Возианов А. Ф., Майданник В. Г., Бидный В. Г., Багдасарова И. В. Основы 

нефрологии детского возраста. Киев: Книга плюс, 2002. С. 22–100.  

3. Малкоч А. В., Коваленко А. А. Пиелонефрит//В кн. «Нефрология детского 

возраста»/под ред. В. А. Таболина и др.: практическое руководство по детским болезням (под 

ред. В. Ф. Коколиной, А. Г. Румянцева). М.: Медпрактика, 2005. Т. 6. С. 250–282. 

4. Jung HJ, Choi MH, Pai KS, Kim HG. Diagnostic performance of contrastenhanced 

ultrasound for acute pyelonephritis in children. Sci Rep. 2020; 10(1):10715. 

https://doi.org/10.1038/s41598-020-67713-z. 

5. Mojtahedi SY, Rahbarimanesh A, Khedmat L, Izadi A. The prevalence of risk factors for 

the development of bacteraemia in children. Open Access Maced J Med Sci. 2018;6(11):2023–9. 

https://doi.org/10.3889/oamjms.2018.418. 

6. Rahbarimanesh A, Mojtahedi SY, Sadeghi P, Ghodsi M, Kianfar S, Khedmat L, Siyahkali 

SJ, Yazdi MK, Izadi A. Antimicrobial stewardship program (ASP): an effective implementing 

technique for the therapy efficiency of meropenem and vancomycin antibiotics in Iranian pediatric 

patients. Ann Clin Microbiol Antimicrob. 2019;18(1):6. https://doi.org/10.1186/s12941-019-0305-

1. 

7. Karavanaki KA, Soldatou A, Koufadaki AM, Tsentidis C, Haliotis FA, Stefanidis CJ. 

Delayed treatment of the first febrile urinary tract infection in early childhood increased the risk of 

renal scarring. Acta Paediatr. 2017;106(1): 149–54. https://doi.org/10.1111/apa.13636. 

8. Simões AC, Oliveira EA, Mak RH. Urinary tract infection in pediatrics: an overview. J 

Pediatr. 2020;96:65–79. https://doi.org/10.1016/j.jpedp.2019.10. 006. 

9. Izadi A, Khedmat L, Tavakolizadeh R, Mojtahedi SY. The intake assessment of diverse 

dietary patterns on childhood hypertension: alleviating the blood pressure and lipidemic factors with 

low-sodium seafood rich in omega-3 fatty acids. Lipid Health Dis. 2020;19:65. 

https://doi.org/10.1186/s12944-020-01245-3. 

10. Sun Y. Risk factors for renal scarring in children. J Clin Pediatr. 2017;35(9): 713–5. 

https://doi.org/10.3969/j.issn.1000-3606.2017.09.019.  

11. Shaikh N, Morone NE, Bost JE, Farrell MH. Prevalence of urinary tract infection in 

childhood: a meta-analysis. Pediatr Infect Dis J. 2008;27(4):302–8. 

https://doi.org/10.1097/INF.0b013e31815e4122. 

12. Mofid V, Izadi A, Mojtahedi SY, Khedmat L. Therapeutic and nutritional effects of 

synbiotic yogurts in children and adults: a clinical review. Probiotics Antimicrob Proteins. 

2020;12:851–9. https://doi.org/10.1007/s12 602-019-09594-x. 

13. Izadi A, Khedmat L, Mojtahedi SY. Nutritional and therapeutic perspectives of camel 

milk and its protein hydrolysates: a review on versatile biofunctional properties. J Funct Food. 

2019;60:103441. https://doi.org/10.1 016/j.jff.2019.103441. 



18 

14. Struthers S, Scanlon J, Parker K, Goddard J, Hallett R. Parental reporting of smelly urine 

and urinary tract infection. Arch Dis Child. 2003;88:250–2. https://doi.org/10.1136/adc.88.3.250. 

15. Alper BS, Curry SH. Urinary tract infection in children. Am Fam Physician. 

2005;72(12):2483–8 PMID: 16370404. 

16. Майданник В. Г., Ковальчук И. В. Современные аспекты пиелонефрита у детей 

//Международный журнал педиатрии, акушерства и гинекологии. – 2016. – Т. 9. – №. 6. – С. 

17-40. 

17. Теблоева Л. Т., Кириллов В. И., Диагностика инфекций мочевыводящих путей у 

детей: материалы I Конгресса «Современные методы диагностики и лечения нефро-

урологических заболеваний у детей». М., 1998. С. 57–60. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



19 

Content 

 

Kolesnikova G. THE FUTURE OF THE HEALTHCARE SECTOR IN UKRAINE 4 

  

Padalko L. THE CURRENT STATE AND FEATURES OF THE DEVELOPMENT 

OF PERSONNEL POLICY IN THE FIELD OF HEALTH CARE IN UKRAINE 9 

  

Paleckiene R., Macijauskiene J., Zaliaduonyte D. THE INFLUENCE OF ACTIVE 

MONITORING PROGRAM OF HEART FAILURE PATIENTS ON CHANGES IN 

THEIR QUALITY OF LIFE AND SELF-CARE 12 

  

Іңкәрбек Б.М., Отумбаева Е.Т., Куанышева Б.А. ДИАГНОСТИКА 

ПИЕЛОНЕФРИТА У ДЕТЕЙ 15 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


