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MHNPOPIJIAKTUYHA MEJUTINHA

AK1 CHPHUSAIOTh HOpMaJi3amii piBHS ICHUXOEMOLIHHOIO HANpYKEHHsS 1 SK HACTiJIOK BiJHOBJICHHIO
(yHKIIOHYBaHHS BET€TaTHBHUX CHCTEM (IT1IBUIIICHHS 3HUKEHOTO 1 3HWKEHHS MmiaBuiieHoro ATc).

Takum YMHOM, TaKe YSBJICHHS JOOPE Y3TOKYETHCS 3 TIOJIOKESHHAM TeOopii PYHKIIOHATHHUX
CHCTEM IPO BU3HAYEHHS €HJIOTEHHUX PUTMIB ITPOIIECAaMU CAMOPETYJIALIl, a TAKOXK 3 IHTErpaTUBHOIO
TEOPI€I0 eMOIIiH, KA MPHUITYCKA€e IBOCTOPOHHIN B3a€MO3B 30K Y MCUXOEMOIIHUX BiHONICHHSX,
KOJIM Pa3oM 3 IICHTPAJIBHUM BIUIMBOM PO3IJISAAETHCS 3BOPOTHA adepeHTamis Bif BHYTPILIHIX
OpraHiB B €MOLIOTEHHI IEHTPH, SKi MOETHYIOTh mepudepuuHi opraHu 3 BiANOBIIHUMHU
[EHTPATbHUMH MEXaHi3MaMH.

IMCUXOEMOUINHUA CTAH BATITHUX )KIHOK
Ayenxo A.O., Yymax O.1.- cmyoenmxu 4 kypcy, Muxatinosa T.1.- doyenm kagheopu.
CymQY Meouunuii incmumym, kageopa ¢hizionozii ma namogizionoeii 3 Kypcom meouyHoi
bionoeii.

Ha nmanumit MOMEHT Iie HE JOCTATHHO BUBYCHI MHUTAHHS ICHUXOEMOI[IHHOTO CTaHy KIHOK,
MOB's3aH1 3 HAPODKEHHSM JUTHUHU. ToMy HEOOXITHO BHBYATH €MOLIMHHI CTaH BariTHUX J>KIHOK,
3MIHM y CHPUUHATTI HABKOJHWIIHHOTO CBITY, BIIHONICHHS 10 MalOyTHBOI JWUTHHH, BILTUB
B32€MOBITHOIIEHB 3 OJIM3bKUMHU JIFOJIbMU HA MPOTs31 BariTHOCTI.

3aBIaHHIM Ta METOIO HAIIOI pOOOTH CTaB aHANI3 IICUXOEMOIIHOTO CTaHy BariTHHUX >KiHOK B
MepioJ1 MiATOTOBKH JI0 MOJIOTiB. JlocIiKeHHS MPOBOAMIIOCH Ha 0a3i mosjoroBoro BiaiieHas LIPJI m.
[Tytusns B iepiox 2012-2014 pik. O6’ekToM AocmipKeHHs Oyau BariTHI *KiHKHM y Biti 20-27 pokiB y
kinbkocTi 40 yonosik. JXKiHOK po3ninuiu Ha 2 rpynu: | rpyma ekcrnepuMeHTalbHa, e KIHKH, SKi
BIJIBIAYBAJIM 3aHATTS 1O IiATOTOBII IO TOJIOTIB; 2 KOHTPOJIbHA TpyIa KIHOK, SIKI HE BiABIIyBalln
3aHATh. Y po0OoTi BUKOpHCTaHi HacTynHi Metonu: meroaunka “CAH” H.A. Kyprancbkoro, mikana
OLIIHKMA TICHXOCOMAaTHYHOTO CTaHy BariTHUX XiHOK B.B. AGpamuenko i T.A. Hemumka, anketu
cimeitnux map. B oOcrtexxenux rpymax y 75% BariTHUX S>KIHOK Oyad BHUCOKI TOKa3HUKHU
MICUXOEMOIIIHOT TPHBOTH. BCTaHOBIIEHO, 110 OCHOBHUMH MPUYMHAMH CTAIH: CTpax moJoriB (59% i
41% BianoBigHO), cTpax cmepTi (51% 1 49%), ctpax 3a nutuny (48% 1 52% BiIMOBIAHO), €MOIIHHI
npobnemu 3 TUTHHOIO (45% 1 55%), HEBIEBHEHICTh Y CBOiX MaTepUHCHKUX SKOCTIX (41% 1 59%
BIJIMTOB1/THO).

VY rpymi KIHOK, K1 IPOHIUIM NCUXONpOo(IIaKTUKY B MEPIOJ BariTHOCTI, pIBEHb TPUBOTH 1
Hanpy>KeHHs 3HWKyBanucsa Ha 38%, a HacTpil MiABMIYBABCS MO BIAHOIIEHHIO 3 )KIHKAMH, K1 HE
3aMaJIMCS 3 ICUXOJIOTaMH.

Taxum 4nHOM, 0OTOBOPIOETHCS POJIb ICUXOMNPO(ITAKTUKY Y MiITOTOBILI BariTHUX J0 MOJIOTIB.

IMPROVING THE QUALITY OF MEDICAL CARE HYPERTENSION THROUGH THE
INTRODUCTION
OF INTERNAL AUDIT MECHANISM
Krasnopolskaya N., Zaitseva T., 5th year students
Leaders - Smiianov V.A., Demikhova N.V.
Sumy State University

Clinical audit is the process of improving the quality of care provided by the systematic
verification of care with clearly defined criteria and subject to subsequent changes.
The purpose of the study is to show the possibility of the author's model of quality management of
medical care on the basis of the mechanism of internal audit in hypertensive patients, introduced in
the Sumy City Clinic Hospital number 5.

Material and methods. Data from 452 patients with a note about putting on a clinical account
for hypertension were analyzed. Evaluate compliance with existing data outpatients protocol
indicators and the proposed system performance. Identified for improvement of quality of medical
care for patients with arterial hypertension at the primary level, namely full coverage dispensary
patients specialist consultation, laboratory and instrumental methods of survey data on risk
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stratification for prognosis, data on end-organ damage and others. Monitoring of compliance
dispensary patients with preventive and therapeutic recommendations of doctors.

Results. An audit of medical records showed that: 14% of outpatients there is no information
about the medical condition of the patient during the year; recommendations for lifestyle
modifications received only 40% of patients, 18% of outpatients patients there is no record of the risk
factors in outpatients 46% of patients no information on target organ damage or lack of them, in 81%
of outpatients patients have a record of concomitant diseases or lack thereof, in 70% of outpatients is
evidence expert advice; 62% of family physicians have standardized protocols for patients with
hypertension; not carried out the recommended level dynamic monitoring of the hypertensive
patients, so dispensary examinations held twice a year only 41% of patients; only 53% of outpatients
patients have data on the level of cholesterol, 85% - information about the complete blood count, 80%
- a record of urinalysis in 76% of outpatients patients there is evidence of the level of blood glucose,
41% - the level creatinine in 79% of outpatients patients there is evidence of an electrocardiography,
45% of outpatients patients have a record of the results of the ultrasound examination of the
cardiovascular system, 73% of outpatients has a record of carrying out fluorography, 48% of
outpatients patients no information on risk stratification; target BP level was achieved in only 14%
of patients.

According to the results of monitoring activities are designed and implemented to raise
awareness in hypertensive patients by strengthening advocacy by using information and
communication technologies.

Conclusions. Medico-social mechanism of internal audit provided the feasibility of making
and implementing management decisions to ensure continuous improvement of the quality of medical
care to patients with arterial hypertension in the studied institutions.

FEATURES OF THE HEALTH CARE SYSTEM OF NIGERIA
As. Smiianova O.1., Egejuru Christian Chisom
Sumy State University, Department of Social Medicine

Nigeria, the most populous country in Africa with 140 million people, has more than 250
ethnic groups. The vast oil wealth accounts for 40% of the country’s gross domestic product.
However, years of military rule, and mismanagement have limited the country's economic growth
and resulted in rising levels of poverty. The rating by the United Nations Human Poverty Index in
1999 revealed that Nigeria has been ranked among the poorest nations in the world. Per capita
income is estimated at $692 25th USD, with an estimated two-thirds of the population living in
poverty. However, in addition to rebuilding the economic and political system of the country, the
Nigerian government embarked upon rebuilding its heath infrastructure and since Nigeria operates a
mixed economy, private providers of health care significantly contribute to health care delivery.
Health care provision in Nigeria is a concurrent responsibility of the three tiers of government in the
country and is structured such that, the Federal government's role is mostly limited to coordinating
the affairs of the University Teaching Hospitals, Federal Medical Centers (tertiary health care) while
the state government manages the various general hospitals (secondary health care) and the local
government focuses on dispensaries (primary health care) , (which are regulated by the federal
government through National Primary Health Care Development Agency-NPHCDA).

Although the recurrent expenditure on health has risen from Nigeria Naira 12.48 million in
1970 to 98.200 million in 2008, health care system remains inefficient and plays a key role in the
poverty status of the country. Over the last two decades, Nigeria's public health care system has
deteriorated in large partly because of a lack of resources and a "brain drain™ syndrome of Nigerian
doctors as well as skilled health workers to other countries. For instance, infant mortality rates have
been deteriorating from 85 per 1000 live births in 1982, 87 in 1990, 93 in 1991 to 100 in 2003,
according to the Nigeria Demographic and Health Survey, 2003. And in 2007, the Federal Ministry
of Health reported 110 deaths per 1000 live births. Its under-five mortality rate is 197 deaths per 1000
live births, and HIV, malaria and diarrheal disease account for about a quarter of the deaths among



