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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



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.%23

Macijauskiene J.23

Zaliaduonyte D.1:23

'Hospital of Lithuanian University of Health Sciences Kaunas Clinics, Cardiology,
Kaunas, Lithuania

2ithuanian University of Health Sciences, Kaunas, Lithuania

SLithuanian 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 150 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 | and visit 1V

NYHA

I visit 1V visit
If.c 42 (48.3 %) 41 (40.6 %)
If. c. 31 (35.6 %) 49 (48.5 %) 0=0.024
I f. c. 11 (12.6 %) 10 (9.9 %) '
IVf. c. 3 (3.4 %) 1 (1 %)

LVEF (Mean, SD)

| 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 3562,01 2283,958 0=0.000%
(pg/ml) (+4785,03) (+£3395,77) '

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

| 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)
physical subscale 17.69 (£10.11) 12.25 (+10.04) 0=0.000%*
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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AnHoTanusi. MHpeKkus MOYEBOH CHCTEMBI CUMTAETCS OJHUM M3 YacTO BCTPEYAIOIIMX
3a00JeBaHUN Kak y B3pOCHBIX TaKk M y JeTeil. Bo3OyaurtensmMu wuHpEKIUH MOTyT OBITH
AHTEpOOaKTepUH, KOKKU. 3a00IeBaHNE TPOTEKAET OJIMHAKOBO KaK y JE€BOYEK, TAaK U Y MAJIbUYHKOB.
Knnanueckas KapTuHa HOPOABIIACTCA HMHTOKCUKAIIWMOHHBIM, 60JI€BBIM, MOYCBbIM CHUHAPOMAaMMU. C
LebI0 TOCTAaHOBKU JHMAarHo3a IIMPOKO TMPUMEHSETCS HEWHBA3UHBIA METOJ — YIbTPa3BYKOBOE
HCCIICOBAHUE TMIOYEK. YJIbTPA3BYKOBasi JMArHOCTHUKA CYHUTACTCS CaMbIM PACIPOCTPAHCHHBIM
METOJIOM HCCIICIOBaHUS

KiroueBble cjioBa: nuenoHeppuT, movka, JISHKOMUTYpHs, TpoTenHypus, ¥ 31U

Beenenne. Iluenoneppur — 510 Hecnenuduyeckoe HHEPEKINOHHO-BOCTIAIUTEIHHOE
3a00JieBaHKE MOYEK C MPEUMYIIECTBEHHBIM MOpPaXKEHHEM valieuyHo-ToxaHouHoil cuctemsl (YJIC),
KaHanmpleB u  wuHTepcTHnma.  CormacHo — kinaccupukanuy — BcemupHOW — opraHu3anuu
3npaBooxpanenusi (BO3), mnwuenoneppuT OTHOCHUTCA K Tpynmne TyOyJIOMHTEPCTUIIUATBHBIX
HeppuTOB W (AKTHUECKH  NPEACTaBIsIET  co00M  TyOYIOMHTEPCTULMAIBHBIA  He(pHUT
uHeKIHOHHOro Tenesa [1, 2, 3].

VYV nereit panHero Bo3pacta 3a00J€BaHUE MPOSIBISIETCS JICUKOUTYpUeld U OakTepuypuei, a
TakKe HapylleHneM (QyHKIHOHAIBHOTO cocTossHus nouek. 13 UMII y aereii umeHnHo nuenoneGput
3aHMMAaEeT BTOPOE MECTO IO PACIPOTPAHEHHOCTH IOCJIE OCTPBIX PECHUPATOPHBIX 3a0oneBaHuu. Ha
kaxaeid 1000 obpamennsix aeteit uucno [TH cocraBnser ot 15-22, a npu nmoiaHOM 00CIeTOBaHUH
npumepHo 200-400 3aboneBmux aeteil. B memmatpum, cpeam Oosesneit MIIC, muemonedput
3aHUMaeT nepBoe MecTo 1 3aHuMaet 70% oT Bcell HepoIornYecKoi MaToIOTHH.

B nerckom Bo3pacTe 3TO 3a0o0sieBaHME OOBIYHO BO3HHMKACT y MJIAJCHIIEB-MaJIbUMKOB H3-3a
BPOK/ICHHBIX aHOMAJIMI MTOYEK U MOYEBBIBOJIAILMX MYTEH, B TO BPEMS KaK apTepUaIbHOE JaBICHUE
(AJl) mabmomaeTrcss y AeBodek B Oosee crapiiem Bo3pacTe [4-6]. Escherichia coli siBnsercs
OCHOBHBIM OTBETCTBEHHBIM matoreHoM st AJ[. DTOT maTtoreH 4acTo BBI3BIBAET CHIIBHOE
BOCHAJICHUE M KpPAaTKOBPEMEHHbIE (Hampumep, JHXOpajka, Iu3ypus u Oonb B OOKy) U
JONTOCPOYHbIE (HampuMep, HeoOpatuMoe pyOlrieBaHHe mMouek) 3aboneBanus [7, 8]. PyOneBanue
MOYEK 3HAYUTEIBHO TOBBIIIAET PHUCK pPa3BUTUSA apTEpUATIbHOW TUIEPTEH3UH, NPOTEHHYPHUH,
My3BIPHO-MOYETOUYHUKOBOTO pediiokca (BYP), xponudeckoit 0oje3HU MOYEK U TEPMHUHAIHHOU
ctaauu noueyHoi HepocratouHoct [9, 10]. [Tockoneky pyOrieBanue mouek Habmomaercs y 37%
nereit ¢ AJl yepe3 n1Ba rojia mocie Havaida MH(EKIUHU, s JeYeHHUs 3Toro 3aboyieBaHUs y JeTel
HeoOxo/1MMa OBICTpast IMarHOCTUKA U BHeIpeHHne 3P ek TUBHBIX TepaneBTHYecKuXx mep [4, 11-13].

BaxHocTh TeMbl muenoHeppuTa B JIETCOKM BO3pAcTe 3aKJIIOYaeTCs B TOM, YTO HEBCErJa
yIaeTcsl CBOEBPEMEHHO YCTaHOBUTH TOYHBIN IuarHos, cpeau apyrux MMII nuenonedput odeHsb
4acTO BCTpeyaeTcs, IOocie Tepalnuud BbICOKA BEpPOSTHOCTh peluaAnBa 3a00JeBaHUA C
MIPOrPECCUPOBAHUEM U JIaXKe PA3BUTHEM OCIIOKHEHUH.

Ocob6ennocts Teuenue ITH y nmereit cBoeoOpa3HO M MOXET OBITh CKPHITOM M MEHATCS C
KaXKIbIM BO3PACTHBIM IoJJoM. Beayummu cuMntoMaMbl 3a001€BaHUs SBIISETCS 03HOO, JTMXOpaKa;
obmasi cnabocTh, OTKa3 OT €/bl, HEJOMaraHue; MOTYT IMPOSBIATCS CUMITOMBI TU3YPHH, OTEKH;
00111 B MOSICHUIIE U KUBOTA. boJIe3Hb MPOTEKAET B CTEPTON opMe U M3-3a KOMIIEHCAIMH IE€CTKOTO
OopraHu3ma B LIE€JIOM CIIYXaT OJHHUM U3 IJIaBHON MPUYUHON MO3AHETO BHISBICHUS HE TOJIBKO OCTPO
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¢bopmbl, HY U XpoHHUYECKOU (OpMBI. [I0OCTOSIHHBIM M JOBOJILHO €IMHCTBEHHBIM, UCKIIOUUTEIHHBIM
CUMIITOMOM SIBJISIETCS BOBHMKHOBEHHE OoJyiell B KUBOTE, Yallle BCEro OI[CHMBAECTCS BPauoM Kak
octpblii anmenauuuT. Cpenu Bcex 3a00sieBaHUII MOYEBOW CHUCTEMBbI, MHEIOHE(QPUT BCTpEeUyaeTCs
JIOBOJIBHO Yallle W MpU XPOHU3AIMU IPOLecca XapaKTepPHO CE30HHOCTH 3a00JIeBaHMSI, TEM CAMbBIM
pacteT o0pariaeMocThb Mo JaHHOW MaTOJIOTWU OCEHHEe-3UMHHUU nepuona. HecMoTpst Ha anexkBaTHoOe
JedyeHne B aMOylaTOPHO-CTAlMOHAPHBIX YCIOBUSAX, B CBS3M C IIUPOKUM ATHOJIOTHYECKUM
(axkTOpOM, YACTO BCTPEUAIOTCS PEIIMIMBBI 3200JI€BaHUS C PA3BUTHEM OCIIOKHEHUH.

Takue nposiBiaeHUs], KaK TU3YpHUs, YacThle MO3bIBbl K MOUEUCITYCKaHHIO, CHUKEHHE 00beMa
u 00N B HIDKHEH YacTH >KMBOTA, BBIABISIOTCA y aereir ¢ MII B Gosee crapimiem Bo3pacte, y
MJIQJICHIEB, CTPAJAOIIUX OSTUM 3a0oieBaHHEeM, OOBIYHO MPOSBISAIOTCA Hecnenuduueckue
CUMIITOMBI, TaKU€ KaK JINXOPAJKa, IIJIOXO€ CAMOYYBCTBHIO, KEJITYXa, pa3IpakKUTEIbHOCTh U PBOTA
[14, 15]. C papyroii cTOpPOHBI, OKOHYATEIbHBIA aHamu3 y MiaaacHneB ¢ MMII Bximrouaer
KaTeTepHU3aIMi0 MOUYEBOTO IY3bIpsS H3-32 Hecmenu(uyecKux Mpu3HakoB u cumnromoB MMII B
NeANaTPUIECKON MOMYIISINH.

ITo panebiM  uccienoBanus B.I'.Maitgannuk u  M.B.KoBambuyka HaumonanbHOro
MEIUIIMHCKOTO YHUBepcuTeTa uMeHu A.A.boromonbiia YKpauHbl, OCHOBHBIMHU BO30YIUTEISIMHU
nuenoHedpuTa SBISIOTCS TpEACTaBUTENN cemeiictBa Enterobacteriaceae (82,4%), TIaBHBIM
obpazom E.coli, xoropas obnapyxupanacek B 54,2% cnydaeB (¢ konebanusamu ot 50,0% mpu
octpoM 10 58,4% mpu XpoHUYECKOM TeueHuH 3aboseBanus). Cpeau Bo3OyauTeneil nuenonedpura
Ha BTOpOM MecTe HaxoauTcs Enterobacter spp., koTopslii Obi1 0O0HapyxkeH y 12,7% OonbHBIX, a
Jajee CIeNyIT NPaKTHYeCKH C JIUHAKOBOW uactoroit Enterococcus spp. - y 8,7%, Klebsiella
pneumoniae - y 5,0%, Proteus mirabilis — y 4,5% u Pseudomonas aeruginosa - y 4,4%. V 4,3%
neTei,00bHBIX THeToHeppUuTOM, B Moue ompenemsicsStaphylococcus spp. ¥V 6,2% OonbHBIX B
MoYe OOHAPYKUBAINCH IPYTHe BUIbI MUKpOOpranu3Mos [16].

JlnarHocTuka XpOHMYECKOrO IHEeJIOHEedpUTa OCHOBBIBAETCS Ha 3aTSHKHOM —TEYEHHH
3a0oneBanus (6onee 6 Mec), MOBTOPHBIX OOOCTPEHHUSAX, BBIABICHUU MPU3HAKOB IMOPAKEHUS
tyOynountepctuims u YJIC BenenctBue OakrepuanbHOoi mHexkumu [1, 2, 3, 17]. Ilpu mrobom
TedeHUH 3aboseBaHusi OOJIBHOMY HEOOXOAMMO TMPOBECTH BECh KOMIUJIEKC HCCIEIOBAHHM,
HaIpaBJICHHBIX Ha  YCTAaHOBJEHHE AKTUBHOCTH  MMKPOOHO-BOCHAIUTENIBHOIO  IpoIecca,
(YHKIMOHATIBHOTO COCTOSIHMS IOYEK, HaJM4YUs MPHU3HAKOB OOCTPYKLUMH U  HapylIEHHi
MeTaboJIM3Ma, COCTOSTHHS OYCYHOM mapeHxumsl [ 1, 2, 3].

Juarnoctuka u HabOp MPaBUIBHBIX HCCIEAOBAHUU SBISETCS OJHUM U3 TJIABHBIX MAapKEpOB
JUId TIpaBWJIBHOM MOCTAHOBKM AuarHo3a. K oOs3arenbHbIM MeTOJlaM JMArHOCTUKH OTHOCSTCS
na0opaTOpHbIe aHAIM3bl KPOBM M MOYM, W3MEPEHHE apTEepUalIbHOTO JABICHMS, YJIbTPa3BYKOBOE
HCCIIEIOBAaHNE OpPraHOB MOYEBOM CHCTEMbI. XapaKTEpHBIMU JIaDOPATOPHBIMU IOKAa3aTEJSIMU
HAJINYMs BOCHAIUTENBHOTO Tpolecca SBIIOTC yckopeHue COD, nedkouuTo3, NMPOTEUHYpHS,
JIEHKOLIUTYpHS,

VYbTpa3ByKOBasi TUarHOCTUKA SBJISETCS IIMPOKO MCIIOJIb3YeMblii HEMHBa3UBHBIM METOJIOM,
He TpeldyeT CTpOroil MOATOTOBIEHHOCTH K wuccienoBaHuio. C TOMOIIbIO  YIbTPa3BYKOBOM
JMAarHOCTUKH MOKHO OLEHHUTh TOJIOXKEHHE, pa3Mep OpraHa U CTPYKTYpHO-()YHKIIMOHAJIbHBIE
n3MeHeHus, xapakrepuosie s UMII. B aumarnoctuke Ha ynbTpa3ByKoBOM uccienoBanuu (Y3U)
MOYeK JUIsl TNHUeNoHe(pHUTa XapaKTepHO PpaACIIMPEHUE YallleYHO-JOXAaHOYHOM CHCTEMBI, PEeaKo
YBEIMYEHUE pa3MEpOB CaMOW IOYKH, YMJIMHEHHE W H3BUTOCTh MOYETOYHHKA, Y3M momoraer
OIPENIeNIUTh HAIWYME OCTAaTOYHOM MOYM /0 W IOCIe MHKIUH, TEM CaMbIM JHAarHOCTHPOBATH
JIOTIOJTHUTEIBHO CUHIPOM HEIMOJIHOTO OMOPOXKHEHHSI MOUeBOTO My3bIps. [Ipu [uinTeabHOM TeUeHUH
3a00JIeBaHUN BU3YaJM3UPYETCs HCTOHUEHHE KOpkoBoro cios, aedpopmanuu YJIC, kamuko- u
MUET0IKTa3UU. DXOCTPYKTYpa YMEPEHHO CHIDKAeTcs, B 0oJjiee cTaplieM BO3pacTe O XPOHUYECKOM
TE€YEeHUHU 3a00JIeBaHUS CBUICTEILCTBYET CHMKEHHE KPOBOCHAOXKEHHs OpraHa, MpOsIBIISIOLIEECs
MOBBILIEHUEM apTepUaIbHOIO JaBJICHUS, TPOrPECCUPOBAHNEM NATOJIOTHH.

3akmouenue: Takum oOpazom, Ui nuenoHehpHUTa XapakTepHa:

- HecBoeBpemeHHOE mocTaHOBKA AMArHO3a

- [lInpoxo pacnpocTpaHEHHOCTh
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- Bo3aMosxHOCTB peruinBa 3a0051eBaHuUs U TPOTPECCHPOBAaHNE

- Puck pa3BuTHs OCI0XKHEHUU

VYIbTpa3ByKOBOE HCCIICAOBAHUE IIOYEK WIpPaeT 3HAYMUTENBHYIO pPOJb B JHATHOCTHKE
3aboseBaHus, nomoraer auddepeHupoBaTh OT APYTUX CHEUU(UYECKUX IPOLIECCOB, BBIIBUTH
XapakTepHble sl NueloHedpUTa M3MEHEHHUs, HaOmoJas B JAWHAMHKE, KOPPEKTHPOBATH
Ha3HAUYE€HHOE JIeYeHHe, IIpU COOJIOACHUU JMEThl JIOCTUYb JKeJaeMoro pesyibTara. T.e.
nUeNoHePUT cUuTaeTCss 00PaTUMBIM IPOLIECCOM, OCOOCHHO B JIETCKOW MPAKTUKE. YIIbTPAa3BYKOBOE
HCCIIEIOBAaHNE C KOHTPACTOM IOYEK 00JIaZiaeT XOpoleil YyBCTBUTEIbHOCTBIO, CHELM(PUUHOCTBIO U
JTMArHOCTHYECKON TOYHOCTBIO JIJISl JMArHOCTUKH OCcTporo nuenonedputa y nereit. [lockoneky Y3U
C KOHTPAacCTOM IIOYeK He TpeOyeT HOHU3UPYIOIIEero OOIyd4eHUs M CeJalluy NalMeHTa IpH
CKaHMPOBAHWH, OHO MOXKET CBIFPaTh BAXHYIO pPOJb B OyaymieM NpU JHATHOCTHKE OCTPOTO
nuenonedpura y geren.
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