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INTRODUCTION

In the modern world the condition of public health is defined by the level of economic development of the state, its steadiness and stability on geopolitical space and it is an important factor of the national safety. Traditional components of strategic power of the state – the quantity of the population, the size of the territory and stocks of natural resources – were added now with the new ones: quality of health of the population, the ability to develop, to make and to apply widely high technologies in the economic, defense and socially-focused systems, including medicine. Health protection becomes a priority direction of the national policy and means, besides medical aid rendering, health supervision, improvement of environment, working conditions and a life, nutrition improvement, assistance to development of mass physical training and sports. The public health services are a part of the health protection system, one of branches of the social sphere providing realization of the rights of citizens on receiving of adequate medical aid (medical prophylaxis, treatment, medical rehabilitation).

«The public health services system is a set of the interconnected actions which promote strengthening of health and are carried out in-home, in educational institutions, at workplaces, in communities, in a physical and psychosocial environment, and also in sector of public health services and the sectors connected with it» (definition of the WHO).

By public health services system in Russia a set of the state and public measures of social and economic character on the medical aid organization, the prevention of diseases and increase of level of health of the population is understood. In Russia there are state, municipal and private systems of public health services. The state system of public health services concerns the Ministry of Health and Social Development of the Russian Federation (Ministry of Public Health and Social Development of the republics component of the Russian Federation, regions, territories), and also treatment-and-prophylactic, research, educational, and other establishments which are in a state ownership and subordinated to controls of the state system of public health services. Public health authorities, treatment-and-prophylactic, research, educational, pharmaceutical, and other establishments in the municipal property are referred to municipal system. The private medical commercial and noncommercial organizations which property is in a private ownership are private system of public health services. For example: republican, regional, territorial hospitals are the establishments concerning the state system of public health services; city polyclinics and hospitals are referred to municipal system, and private dental offices, firms belong to private system. The state and municipal systems of public health services are united by the term – public health services.

Main principles of public health services: 

1. Observance of human and citizen rights in the field of health protection and maintenance of the state guarantees connected with them.

2. A priority of preventive measures in the field of health protection of citizens.

3. Availability of the medico-social aid.

4. Social security of citizens in case of health loss.

5. Responsibility of state governing bodies of the enterprises, establishments and the organizations, irrespective of ownership patterns, officials for maintenance of the rights of citizens in the field of health protection.

Medical aid is subdivided into the primary health care, medical aid to women in pregnancy, during and after labor, emergency, specialized, expert care (sanitary-aviation), hi-tech (expensive) medical aid.

The primary health care (PHC) – is the first level of contact of the population with public health services system; it is approached to a residence and work place of people as much as possible and represents the first stage of continuous process of protection of their health. Territorial availability of PHC is provided with rational placing of medical institutions taking into account the developed and perspective systems of the population settlement, and also of some other factors.

The primary health care includes out-patient-polyclinic, urgent, in-patient medical aid of the general profile and urged to satisfy requirements of the population in health strengthening, treatment, rehabilitation, sanitary education. The basic establishment rendering the primary health care is the polyclinic. 

THEME 11

ORGANIZATION OF AMBULATORY CARE. THE CITY POLYCLINIC. ITS LEADING SIGNIFICANCE IN ORGANIZATION OF PRIMARY HEALTH CARE FOR ADULT POPULATION

Objectives of the lesson: to learn the system of public health services in Russia, the main principles of primary health care (PHC) organization to urban population. To analyze structure, problems and organization of work of a city polyclinic, to master a technique of calculation and estimation of the polyclinic activity general indicators, to use the received information for the analysis and planning of public health service establishments’ activity. To know the forms of succession and interrelation between treatment-and-prophylactic establishments.

Technique of lesson conduction: Students prepare for practical class independently by the recommended literature and carry out individual homework. The teacher checks their homework for 10 minutes and specifies the introduced errors, checks preparation degree using testing and oral interrogation. Then the students independently calculate the polyclinic activity basic indicators according to the annual report of a treatment-and-prophylactic establishment. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks independent work of students.

CONTROL QUESTIONS:

1. What systems of public health services function in Russia?

2. What is public health service?

3. Name the main principles of public health services in our country.

4. What are the tasks, structure and organization of work of a city polyclinic?

5. What is the organization of work of a polyclinic registry?

6. What is maintenance and organization of work of a polyclinic therapeutic department?

7. What are functional duties of a district doctor and a district nurse?

8. How is regular medical check-up organized in adult patients of a city polyclinic?

9. What does anti-epidemic and sanitary-educational work in a polyclinic consist of?

10. What are the main kinds of documentation the district doctors use?

11. Name the general indicators of polyclinic activity. What is a technique of their calculation and estimation?

THE THEME SUMMARY:

The primary health care (PHC) is the first stage of the population’s contact with public health services system; it is approached to a residence and work of people as much as possible and represents the first stage of continuous process of their health protection. Territorial availability of PHC is provided by rational location of medical institutions taking into account the developed and perspective systems of the population settling, and also of some other factors.

The primary health care includes out-patient-polyclinic, urgent, general medical aid and is urged to satisfy requirements of the population in health strengthening, treatment, rehabilitation, sanitary education. In cities the specified help is rendered by territorial polyclinics for adults and children, medical and sanitary units, antenatal clinics, polyclinic departments of dispensaries, doctor’s and medical assistant's health centers. The basic establishment rendering the primary health care is a polyclinic. Principles of work of all out-patient-polyclinic establishments in our country are: compulsion of medical insurance of all citizens living in territory of Russia, general availability of the primary health care, unity of medical and preventive actions, dispensary work method, a principle of district approach method. District approach method means that any group of the population is attended by one doctor – the district doctor. The districts are: territorial, shop floor, the general practitioner’s district, family, gynecologic, pediatric, and rural ones.

A city polyclinic is a multi-profile treatment-and-prophylactic establishment, rendering medical aid to the population at the age of 18 and older at a pre-hospital stage and carrying out actions for population improvement. By their organizational principle, polyclinics are divided into those combined with a hospital and not combined with a hospital.

By capacity, polyclinics are divided into 5 categories depending on number of visits in a shift or a number of the served population:

1 category – 1200 visits in a shift (serves 100-120 thousand population), 

2 category – 750-1200 visits in a shift (80-100 thousand population)

3 category – 500-750 visits in a shift (50-79 thousand population),

4 category – 250-500 visits in a shift (18-49 thousand population),

5 category – to 250 visits in a shift (to 17000 served population).

The polyclinic mode of working is established by local authority in which territory the medical institution is located, population possibility to visit a polyclinic during free time from work is thus started with. It is necessary to consider as the most rational work schedule of a city polyclinic the establishment work from 8.00 o'clock till 20.00 o'clock at week-days, and from 9.00 o'clock till 16.00-18.00 o'clock on Saturday, Sunday and holidays. To a city polyclinic the mode of six-day working week which creates more favorable conditions for uniform distribution of attendance on days of week is preferable. Saturday receptions of patients in a polyclinic are carried out by the therapist on duty, doctors-specialists and paramedical and diagnostic services.

The schedule of doctors and paramedical personnel is formed by two– and three-shift working mode and on rotation providing alternation of the beginning of outpatient reception hours in the morning, day and evening, for maintenance of the population with reliable medical aid during time convenient for it.

The primary goals of a polyclinic:

• Rendering of the qualified and specialized medical aid in a polyclinic and at home.

• Organization and carrying out of preventive measures – population prophylactic medical examination, sanitary-educational work, propagation of a healthy way of life, anti-epidemic measures.

• Qualitative carrying out of clinical-expert work – examination of temporary disability and revealing of permanent disability signs.

• Timely hospitalization of the persons requiring hospitalization, with preliminary maximum examination.

• Observance of succession with others TPE. 

Carrying out these problems, the city polyclinic renders the first and urgent medical aid to the patients at acute and sudden diseases, traumas, poisonings and other accidents; renders medical assistance in-home to patients who cannot visit a polyclinic by a state of health and character of disease, require a confinement to bed, regular supervision of the doctor or hospitalization; it carries out early revealing of diseases (the qualified and full examination of the patients appealed to a polyclinic): renders the timely and qualified medical assistance to the population (at outpatient reception hours and in-home): in due time hospitalizes the persons requiring hospitalization, preliminary examining them as full as possible according to a disease profile; performs regenerative treatment of the patients, all kinds of routine inspections, prophylactic medical examination, including selection of persons (healthy and sick) subjected to dynamic supervision; carries out dynamic supervision over a health state of specialized secondary schools pupils and students of higher educational institutions, a complex of medical-improving measurements. Together with CSSEO, it carries out complex anti-epidemic actions (vaccination, early revealing of infectious patients, dynamic supervision over the persons who were in touch with such patients, reconvalescents, etc.). It makes examination of temporary and permanent disability (delivery and prolongation of a medical certificate, the recommendation about rational employment, etc.), and also directs persons with signs of permanent disability to a bureau of medical-social examination.

The structure of a city polyclinic includes an administrative, treatment-and-prophylactic and economic part. Offices of the head doctor, offices of assistants to the head physician on treatment work, clinical-expert work, an administrative-economic work, on economic questions, and also an office of the chief nurse, an office of medical statistics, a staff department, accounts department. The head doctor of a polyclinic supervises over a polyclinic. If the polyclinic is united with a hospital the deputy head doctor on a polyclinic supervises over it. The primary goals of the head doctor are: the organization of the qualified and specialized medical aid to the population at a polyclinic and in-home. Carrying out of the actions directed to prevention and decrease of the general and infectious morbidity, morbidity with temporary disability, physical inability and the general death rate of the population, perfection of service forms of the attached population, selection and placing of personnel, the organization of educational work among employees of a polyclinic. The prevention department, rehabilitation and regenerative treatment department, as well as antenatal clinic (in the absence of it as a part of maternity home) can be in the structure of a large city polyclinic.

The head doctor is obliged to analyze establishment activity as a whole following the year results on the basis of medical statistics data and an explanatory note of the deputy head doctor on medical work; to participate in drawing up and delivery of the annual statistical report. On the basis of the polyclinic activity analysis and condition of its material and technical basis, staffing and their qualifications the head doctor is obliged to make annual plans of work of a polyclinic, long-term plans of development of material and technical basis of establishment, action for perfection of treatment-and-prophylactic activity, for improvement of a professional knowledge of medical workers. Along with it, the head doctor should improve the organization and working mode of offices and services of a polyclinic for the purpose of the fullest satisfaction of the developed requirement of the population, especially on Saturdays and Sundays; to study and introduce the best practices of the best out-patient-polyclinic establishments and actions for the work organization of the medical personnel, to improve the organization of administrative personnel’s work of a polyclinic. Appointment and dismissal of the head physician is carried out by public health services superior body. The head doctor is in direct subordination to municipal authorities of public health services.

Structure of the city polyclinic:








The treatment-and-prophylactic section of a polyclinic begins with a registry. In a registry preliminary and urgent appointment of patients with doctors will be made both at the direct referral to a polyclinic, and by phone, regulation of a stream of people appealing for medical aid is provided for the purpose of uniform loading of doctors. The timely selection and delivery of medical cards to the doctors’ offices, a correct apportion of medical cards in a card depository is carried out. Registrars fill in an obverse part of medical cards, watch their aesthetics. The registration book of callings a doctor in is conducted, timeliness of calls receiving is supervised by doctors. At the registry the polyclinic patients receive information of reception hours of all specialties doctors, of a polyclinic working order, of rules of calling a doctor (in), about an order of a preliminary making a list of appointments to doctors, about rules of preparation for examinations, about time and a place of reception of the population by the head doctor and his assistants; addresses of drugstores, polyclinics and the hospitals rendering emergency medical aid to the population during evening and night time.

The main and, in most cases, the first doctor in a polyclinic to whom the patient addresses, is the district doctor-therapist. The experts having the higher medical education on a specialty "Medical business" or "Pediatrics" and the certificate in a specialty "Therapy" are appointed to a post of a district doctor-therapist - the order of Ministry of Health and Social Development of the Russian Federation of December, 7th, 2005, № 765. The district doctor-therapist renders the primary medical and sanitary help to the population in the medical organizations mainly of municipal system of public health services: polyclinics; ambulance stations; out-patient and in-patient establishments of municipal system of public health services; other treatment-and-prophylactic establishments rendering the primary medical and sanitary help to the population.

The work of the majority of out-patient and polyclinic establishments in our country is conducted by a local principle. All territory served by a polyclinic, is divided into districts, the district doctor and district nurse are attached to each of them. The organization of a medical district creates favorable conditions for effective treatment-and-prophylactic work. The district doctor has possibility to know not only the patient, but also his family, to watch health state of people living at a district in dynamics for a long time, to consider morbidity in connection with concrete working and life conditions what is necessary for realization of treatment and health-improving actions. Districts are formed due to population specifications on a district. District specifications are: for the therapist – 1700 people of 18 years old and older; for the doctor of the general practice – 1500 people of 18 years old and older; for the family doctor – 1200 persons of all ages.

According to the staff norms, 5,9 posts of district therapists are allocated for 10000 adult people. The norm of the district therapist loading per hour at outpatient consulting hours makes 5 persons, at in-home examination – 2 persons per hour.

Functional duties of the district doctor-therapist:

· He (forms a medical (therapeutic) district of the population attached to it;

· He (carries out sanitary-and-hygienic education, gives consultations concerning formation of healthy life-style;

· He (carries out prophylactic measures on prevention and decrease of morbidity, revealing of the early and latent forms of diseases, of socially significant illnesses and risk factors, organizes and conducts health schools;

· He (studies requirements of the served population for health-improving actions and develops the program of carrying out of these actions;

· He carries out dispensary supervision of patients, including those having the right to a set of social services, in accordance with established order;

· He organizes and carries out diagnostics and treatment of various diseases and conditions, including medical rehabilitation of patients in out-patient department, a day hospital and an in-home hospital;

· He renders urgent medical aid to patients at acute diseases, traumas, poisonings and other emergency conditions in out-patient departments, a day hospital and in-home hospital;

· He directs patients to specialists’ consultation, as well as for stationary and medical rehabilitation under medical indications;

· He organizes and carries out anti-epidemic measures and immunoprophlaxis, in accordance with established order;

· He makes examination of temporary invalidity, in accordance with established order, and legalizes papers for a direction to medical and social examination;

· He gives the conclusion about the necessity of patients’ direction for sanatorium treatment under medical indications;

· He co-operates with the medical organizations of the state, municipal and private systems of public health services, with the insurance medical companies, other organizations;

· He organizes medical and social aid together with population social protection bodies to separate categories of citizens: single, aged persons, to invalids, chronic patients requiring care;

· He supervises activity of the paramedical personnel, carrying out the primary medical and sanitary aid;

· He maintains the medical documentation in accordance with established order, analyzes health state of the attached population and medical district activity;

· He regularly improves his qualification and the level of medical knowledge of a district nurse.

The district doctor-therapist has the right:

· To submit a proposal to administration of a polyclinic concerning improvement of the organization of the treatment-and-prophylactic aid to the population, the organization and conditions of his work and the work of a district nurse;

· To participate in meetings concerning the organization of the therapeutic help to the population;

· To administer and cancel any treatment-and-prophylactic measures, according to the patient’s condition;

· To receive the information necessary for performance of official duties;

· To nominate a nurse for an award and to make suggestions on recovery of penalty at her labour discipline infringement and unsatisfactory performance of her official duties.

The post of the head of the department is allocated for each 8 districts. The assessment of the district doctor-therapist work is made by the head of therapeutic department following the results of work for a quarter (year) on the basis of the qualitative and quantity indicators of his work, his observance of requirements of standard-legal documents, labour discipline rules, morally-ethical standards, public activity.

The district therapist is responsible both for poor-quality work and false actions, and for inactivity and decision-not-making which are in the sphere of his duties and competence, according to the current legislation.

Subspecialists can also work by a district principle: surgeons, oculists, neuropathologists, otolaryngologists, stomatologists, etc. It is a brigade specialist-oriented district approach method. Thus the doctor-subspecialist can be called in to the house of the patient; it is possible to receive the coupon for reception by a subspecialist, passing the therapist. The home visiting service volume increases, the doctor-subspecialist can follow-up patients in dynamics. The district therapist supervises over a brigade. 


The basic method of work of out-patient-polyclinic establishments is a dispensary method. Dispensary method means active dynamic supervision over a health state of certain contingents of the population (healthy and sick), registering these groups of the population for the purpose of diseases early revealing, dynamic supervision and complex treatment of the diseased. Prophylactic medical examination provides, first of all, preservation of health in healthy people, active revealing of patients with early stages of diseases and the prevention of cases of invalidity; its final purpose is preservation and strengthening of health of those being under dispensary supervision. 

Prophylactic medical examination includes:

· Annual medical examination of the population of decreed groups with carrying out of the established scope of medical examinations, laboratory and instrumental investigations;

· additional examination with use of all modern methods of diagnostics;

· Revealing of the persons with risk factors, promoting occurrence and development of diseases;

· Revealing of diseases at early stages;

· Estimation of individual health state;

· Carrying out of a complex of necessary medical and social measures and dynamic supervision over a population health state;

· Mobilization of personnel and material resources of public health services, their rational use;

· The further extension and broaden of scientific researches, introduction of automation and creation of a control system of prophylactic medical examination;

· Intensification of sanitary-and-hygienic education of the population, increase of propagation level of healthy life-style, comprehension by each citizen that health protection is not only his private affair, but also public necessity (it is possible to get more details about the prophylactic medical examination organization during studying theme № 18 «Prophylactic medical examination as a method of treatment-and-prophylactic establishment’s activity»).

Medical aid is rendered in-home by all doctors of a polyclinic under the schedule within monthly norm of working hours. The home visiting service volume, and also a contingent of the persons who are carrying out treatment domiciliary, in many respects depends on presence of various organizational forms of rendering assistance in-home, i. e. home care hospital, emergency departments (posts), department of care for the elderly, short-term or day hospitals with the subsequent following-up the patient domiciliary. The overwhelming majority of patients of the polyclinic appealing for home visiting service are the patients of a therapeutic profile. Duration and character of domiciliary treatment depends on patients’ condition. At acute diseases the doctor is limited to 1-2 visits, and further transmits the patient to out-patient treatment in a polyclinic. However, it is necessary to remember, that practice of early transfer of patients with acute diseases from domiciliary regimen to the out-patient regimen leads to occurrence of complications and development of chronic diseases. It is necessary to consider, that, despite higher cost of one medical domiciliary visit, in comparison with polyclinic reception, the correct organization of medical-diagnostic process including home visiting service, allows to achieve faster positive results and thus promotes greater economic efficiency as a whole. During exacerbation of chronic diseases, home visiting service quite often takes on a character of the regular treatment, in some cases, approximated as much as possible to hospital conditions. In the given situation it is especially important to organize high-level examination of the patient, timely and regular carrying out all prescriptions at home, and if necessary, domiciliary care with efforts of relatives, medical staff, of social service workers. 

The ratio of acute and chronic diseases, which were the reason of the reference for home visiting service, differs by seasons of a year. During the summer period the considerable part of in-home visits of local therapists is made by attendance of the patients, suffering of chronic diseases, mainly cardiovascular, respiratory organs and nervous system. Share of house calls of the doctor in connection with acute diseases considerably increases in autumn and in winter. To a certain extent, it is possible to judge quality of the doctor’s work at a district by repeated visits of patients in-home. The active visits which are carried out at the initiative of the attending physician, testify to the correct organization of home visiting service. Repeated calls of the doctor on occasion of the same disease, especially appeal for emergency and immediate aid are connected more often with inadequacy of the appointed treatment, underestimation of severity of the patient’s condition by the doctor, wrong planning of terms of repeated active visits.

Repeated visits can be assigned to paramedical personnel for check of observance of confinement to bed by the patient, keeping to the appointed treatment. The great role belongs to paramedical personnel in realization of such active form of house visits, as home nursing, especially single aged citizens with malignant neoplasms. Efficiency of preventive and medical work is defined in many respects by mutual relations of medical staff and the patient, the doctor’s and the nurse’s ability to find influence ways to a life-style of a sick or healthy person. Therefore it is necessary to use more widely each visit in-home for carrying out of preventive work in a family, conversations with relatives of patients, explanation of features of patients psychology, their care, training to carrying out of rehabilitation measures in-home.

The home visiting service during evening and night time to inhabitants of the micro-district served by a polyclinic (or several polyclinics), is rendered by a department of emergency medical aid organized in one of polyclinics. According to decision of local body of public health services, rendering of the urgent aid during evening and night time can be completely assigned to the centralized first aid service.

The day hospital is a progressive and effective form of rendering of the qualified medical aid to the patient, allowing to treat him at the level of a hospital without hospitalization of a patient. The day hospital can be organized for 5-25 and more beds, it can work both in one, and in two-three shifts. It provides treatment of persons with a chronic pathology and some acute diseases. In day hospitals of a surgical profile operations concerning removal of benign tumours of soft tissues, hernias, orthopedic interventions can be performed. In the conditions of day hospitals examination of patients is performed: phonocardiography, urography, endoscopy, etc. The number of working doctors, paramedical and other personnel, and the list of the necessary equipment is established by the head of establishment. Treatment of patients with diseases of lower extremities vessels, chronic diseases of respiratory and digestive organs, consequences of the survived stroke, etc is effective enough in day hospitals. Transportation of patients to a day hospital can be organized by a polyclinic transport under medical indications. Day hospitals widely use physiotherapy, balneal treatment, mud cure, massage, physiotherapy exercises and other kinds of medical rehabilitation. Average duration of patients’ stay in a day hospital makes 10-12 days. 

Hospital in-home is organized for the purpose of treatment of patients which suffer from chronic diseases and, owing to social reasons, refuse hospitalization. Treatment is given by the doctor of a polyclinic visiting a patient in-home not less than 3 times a week; his orders are carried out by the paramedical personnel.


Polyclinic activity is analyzed according to the annual report. The analysis of work of a polyclinic should begin from scoping of its activity, dynamics and structure of visits (preventive, concerning diseases). It is very important to determine a population, which is the share of one medical district, staffing, and also actual loading of doctors. According to a polyclinic data, there is a possibility to study morbidity of the population, as well as the organization of preventive work and its results.

Calculation technique and the analysis of the general indicators of a polyclinic’s activity

1. Provision of adult population with the therapeutic out-patient-polyclinic aid (for 10 thousand population)

Number of the occupied medical posts of therapists in polyclinic × 10000

Number of the adult population living in area of activity of a polyclinic

Staff specifications of the medical personnel of polyclinics – 9,6: of them: the district therapist – 5,9; the surgeon – 0,4;
2. Provision of the children's population with the pediatric out-patient-polyclinic aid

Number of the occupied medical posts of pediatricians in polyclinic × 10000

Number of children and teenagers living in area of activity of a polyclinic

For 10000 children's population it should be 12,5 posts of pediatricians in norm

3. Population at one medical district

Number of the adult population living in area of service of a polyclinic

Number of medical districts or number of the occupied posts of district therapists

At a medical district lives 1700 persons in norm, the doctor of the general practice has – 1500 persons

4. Population at one pediatric district

Number of children + teenagers, living in area of service of a polyclinic

Number of pediatric districts or number of the occupied posts of district pediatricians

At a pediatric district there lives in norm 800 children and teenagers.

5. Staffing of medical posts in a polyclinic (%)

Number of occupied medical posts × 100

Number of staff medical posts

Staffing with doctors by the whole polyclinic and by separate specialties in norm - 100 %

6. An average of visits per one inhabitant in year (it is calculated separately for the adult and children's population)

Number of medical visits to a polyclinic + number of visits in-home

Population

Specifications of the out-patient aid: Number of the visits per 1 adult: In total – 9,48, including visits to therapists – 2,7, to surgeons – 0,5, to stomatologists – 1,9. Per 1 child: In total – 8,65, including visits to pediatricians – 4,7, to stomatologists – 1,39; ENT (ear, nose, throat) – 0,6.

7. Share of preventive visits in a polyclinic

Number of visits to a polyclinic with preventive purpose × 100

Number of all medical visits to a polyclinic
Makes 20 – 25 % with the tendency of the further increase

8. Share of visits in-home

Number of medical visits in-home × 100 %

Number of medical visits to a polyclinic and in-home

20-30 %. At therapists, 30-35 % at doctors of the general practice and pediatricians

9. Actual loading of the doctor of out-patient-polyclinic for a year of a post (is calculated for separate specialties)
Number of medical visits to a polyclinic + number of visits in-home

Number of the occupied medical posts
In norm planned loading makes: the local therapist (pediatrician) – 5500-6000, the surgeon – 12000, the accoucheur-gynecologist – 7000-8000.

Indicators of morbidity of the population living in area of service of out-patient-polyclinic establishment

10. Level of primary (proper) morbidity. It is calculated separately for children, teenagers and adult population.

Number of the cases of diseases registered for the first time in a life × 1000

Mid-annual population

Average level of morbidity proper of adult population in the Russian Federation – 600 ‰, teenagers – 800 ‰, children – 1200 ‰.

11. Morbidity level (prevalence of diseases)

Number of all diseases revealed in given year × 1000

Mid-annual population

Adult population morbidity average level in the Russian Federation - 1200 ‰, teenagers – 1500 ‰, the children's population-2000 ‰.
12. Structure of primary morbidity

Number of cases of diseases registered for the first time with one nosological form × 100

The total number of the diseases registered with the diagnosis, made for the first time in a life
Structure indicators are not compared to other territories in dynamics.

THE TASK FOR INDEPENDENT WORK:

The task №1.

Make the week schedule of work of doctors at a therapeutic department of a municipal polyclinic if there are available eight occupied posts of local therapists in the department and most of visits is at morning hours. Provide in the schedule hours for carrying out of preventive measures.

The task №2.

According to the annual report of treatment-and-prophylactic institution calculate the general indicators of polyclinic activity for the therapeutic and pediatric department. Analyze the obtained data and make the conclusion about features of the organization of work at these departments of a polyclinic.

THEME 12
ORGANIZATION OF THE DENTAL HEALTH SERVICE. THE MUNICIPAL DENTAL CLINIC. TASKS, STRUCTURE, BASIC INDICATORS OF ACTIVITY

Objectives of the lesson: to learn modern conditions of the stomatologic aid, structure, problems and the organization of work of a municipal dental polyclinic, to master a calculation technique and estimation of the general and special polyclinic activity indicators, to use the received information for the analysis and planning of establishment’s activity. 

Techniques of lesson conduction: Students prepare for the practical class independently by the recommended literature and carry out individual homework. The teacher checks their homework for 10 minutes and specifies the committed errors, checks preparation degree using testing and oral interrogation. Then the students independently make calculation of the basic indicators of polyclinic activity under the annual report of treatment-and-prophylactic establishment. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS: 

1. What types of treatment-and-prophylactic establishments provide out-patient stomatologic aid to the population?

2. Name the primary goals of a stomatologic polyclinic.

3. What is the structure and organization of work of a city stomatologic polyclinic?

4. What is the organization of a polyclinic registry work?

5. What are the functional duties of a dentist?

6. How is dispensary supervision of city stomatologic polyclinic patients organized?

7. What does the anti-epidemic work in a stomatologic polyclinic consist of?

8. What main types of the documentation are used by doctors-stomatologists?

9. Name the general and special indicators of stomatologic polyclinic activity. What is the technique of their calculation and estimation?

THE THEME SUMMARY:

The stomatologic aid is a kind of the specialized medical aid rendered at diseases and damages of teeth, jaws and other organs of the oral cavity and maxillofacial area. The stomatologic aid includes therapeutic, orthopedic and surgical stomatology and is one of the most mass kinds of specialized medical aid. The basic volume of the stomatologic help (more than 90%) is rendered in out-patient-polyclinic conditions. The out-patient stomatologic aid is provided by:

(( Specialized state and municipal stomatologic polyclinics (adult and children);

(( The stomatologic departments (offices) which are a part of other official bodies of public health services: territorial polyclinics, medical units, clinics, antenatal clinics;

(( The dental rooms placed in non-medical organizations: preschool and school establishments, the higher and secondary special educational institutions; 

(( The private stomatologic organizations, establishments, offices. 

The stomatologic polyclinic is the basic treatment-and-prophylactic establishment in a system of the out-patient stomatologic aid which activity is aimed on prevention of dental diseases, timely revealing and treatment of patients with diseases of maxillofacial area. The work is carried out here basically by a district principle, and the leading method should be a dispensary method. 

According to a quantity of medical posts, polyclinics are subdivided into categories.

	Categories of stomatologic polyclinics
	I
	II
	III
	IV
	V
	VI

	Number of medical posts
	40
	30
	25
	20
	15
	10


As a part of a stomatologic polyclinic in a department of orthopedic and orthodontic stomatology, as a rule, the prosthodontic laboratory is deployed in which the difficult technological processes considerably differing from each other connected with manufacturing of dentures are carried out: casting, pressing, soldering, polishing, buffing, polymerization and design. Besides, in a regional (territory) stomatologic polyclinic the mobile stomatologic offices located on a special motor transport can be constructed. 

Structure of city dental polyclinic









The primary goals of a city stomatologic polyclinic:

· Rendering of the highly skilled and specialised stomatologic aid in a polyclinic and in-home.

· Organization and carrying out of prophylactic measures on diseases of maxillofacial area - population prophylactic medical examination, sanitary-educational work, propagation of a healthy way of life, anti-epidemic measures.

· Carrying out of rehabilitation treatment of maxillofacial area pathologies and, first of all, tooth prosthetics and orthodontic treatment.

· Qualitative carrying out of clinical-expert work - examination of temporary invalidity and timely revealing of signs of proof invalidity.

· Timely hospitalization of the persons requiring hospitalization.

· Observance of successive connections with others TPE.

The primary goals of the dentist are: rendering the qualified medical-diagnostic aid in out-patient conditions to the patients with teeth and oral cavities diseases, living in area of polyclinic activity, and also to workers and employees of the attached enterprises. The stomatologist submits in his work directly to the assistant chief physician by medical affairs, and at its absence - to the chief physician of a polyclinic.

Functional duties of the stomatologist:

1. To carry out outpatient reception hours under the schedule approved by polyclinic administration, regulating a stream of visitors by rational distribution of repeated patients.

2. To provide the qualified and timely inspection and treatment of patients with diseases of teeth and oral cavities. 

3. To carry out routine inspections and sanitation of the oral cavity among the patients who are on dispensary supervision in a polyclinic.

4. To render the emergency aid to the patients with acute toothache out of turn, and also to war and work veterans.

5. To provide correct carrying out of temporal invalidity examination.

6. To direct patients, if there are indications, for additional investigations (laboratory, radiological, functional etc.).

7. In due time, to direct patients with unstated forms of diseases or being ill for a long time for consultation to other doctors-experts of a polyclinic and CEC.

8. To advise patients at a direction of other specialists of establishment, including in-home.

9. To carry out, according to indications, timely hospitalisation of patients.

10. To observe deontology principles in the work.

11. To carry out the control and job management of the paramedical personnel of a stomatologic office.

12. Regularly to improve the professional qualification by studying of the corresponding literature, participation in conferences, seminars.

13. To participate in carrying out propagation of sanitary-and-hygienic knowledge concerning prevention of teeth and oral cavity diseases among the population.

14. To keep medical cards of stomatologic patients, a diary of the work of the stomatologist, a sheet of the daily work of the stomatologist, a log-book of routine inspections of an oral cavity, etc.

The doctor-stomatologist has the right:

- To make offers to polyclinic authorities concerning improvement of the organisation of the treatment-and-prophylactic dental health service to the population, the organisation and conditions of the work and work of the paramedical personnel of a stomatologic office;

- To participate in meetings on questions of stomatologic aid organisation;

- To prescribe and cancel any treatment-and-prophylactic measures, proceeding from a condition of the patient;

- To receive the information necessary for performance of official duties;

- To raise the qualification on advanced training courses when due hereunder.

The doctor-stomatologist bears responsibility both for poor-quality work and erroneous actions, and for inactivity and nonacceptance of decisions which enter into sphere of his duties and the competence, according to the current legislation.

The important section of work of the stomatologist is preventive activity. Diseases prevention is a system of measures of the medical and non-medical character, aimed at the prevention of deviations in a state of health, delay of diseases progressing and reduction of their adverse consequences. In stomatology it is accepted to subdivide preventive actions into primary, secondary and tertiary prevention.

• Primary prevention is a complex of general actions for person health strengthening in a combination with special, directed to the prevention of teeth caries, parodontal diseases, teeth and jaws anomalies (the sanitary-educational work, the balanced food, water fluoridation, elimination of occupational hazard).

• Secondary prevention is a complex of measures on timely treatment of caries and its complications, parodontal diseases and teeth and jaws anomalies. The basic organizational method of secondary prevention is planned rendering of the stomatologic aid (planned sanitation).

• Tertiary prevention is restoration of the lost function of dentoalveolar systems as a result of teeth loss.

For the purpose of active prevention of teeth caries and other widespread stomatologic diseases polyclinics perform planned sanitation of teeth and an oral cavity to decreed population groups (to children and teenagers in the organised collectives, to students, workers of the industrial enterprises, to pregnant women, etc.)

Methods of carrying out of planned sanitation:

• Centralized method provides survey, diagnostics of diseases and carrying out of all kinds of treatment in the conditions of a stomatologic polyclinic. This method allows carrying out qualitative treatment-and-prophylactic work as the polyclinic has the modern special equipment, materials and medicines, the best diagnostic possibilities.

• Decentralized method means planned sanitation in working stomatologic offices at the enterprises, in the organisations and educational institutions at number of workers not less than 2000 persons and at number of pupils not less than 1500 persons.

• Brigade (exit) method: at a stomatologic polyclinic the brigade of 3-4 doctors, 1 nurse and 1 junior nurse is formed for rendering the stomatologic aid to countrymen, children in preschool centres, to aged citizens. Specially equipped transport is used at this method.

The assessment of the stomatologist work is done by the assistant chief physician of a polyclinic by a medical part following the results of work for a quarter (year) on the basis of the account of qualitative and quantity indicators of his work, observance by him of basic official documents requirements, labour discipline rules, morally-ethical standards, public activity. For the account of doctors of a stomatologic profile work the system based on measurement of work volume in labour intensity standard units (LISU) is used. The labour intensity account according to LISU is focused on arising interest of doctors in end results of their own work, to stimulate productivity growth at them and to develop a preventive orientation in the work. For one LISU the volume of work of the doctor, necessary for filling at average caries is accepted. Labour expenditures at performance of more difficult kinds of works increase. So, at filling at deep caries the doctor carries out 1.5 LISU, at treatment of pulpitis of a single-root tooth during one visit 4,0 LISU (a two-root tooth – 5,0 LISU, a three-root tooth – 6,0). Treatment of periodontitis of a single-root tooth during one visit is estimated in 3,5 LISU, a two-root tooth – in 4,5 LISU, a three-root tooth – 5,5 LISU.

At six-day working week the doctor should execute 21 standard unit of labour intensity in a working day, at five-day working week – 25 LISU. The norm of annual loading for 1 doctor makes 5500 LISU.

Use of a principle of labour intensity standard units (LISU) provides the following possibilities of stomatologic establishments activity intensification taking into account budgetary financing and financing under programs of obligatory medical insurance:

1. Decrease in number of visits of the patient for rendering the stomatologic aid to him, that, in turn, provides to each patient economy of his personal and working hours spent for reception of the given help, in scope from 30% to 60% at the expense of reduction of time for the trip, registration, waiting for reception; rendering of more aid volume for one visit: treatment of 2-3 teeth on occasion of caries for one visit, treatment of pulpitis – for one visit, etc.; 

2. Economy of working hours of the doctor at the expense of reduction of time spent for unproductive elements of labour process (a call of the patient, workplace preparation, preparation of an operational field, work with the documentation and so forth);

3. Reduction of number of such auxiliary elements of labour process, as selection of the toolkit necessary for work performance, its sterilisation (reduction of number of directions of toolkit to sterilisation from 2-5 times, according to number of visits, to 1);

4. Increase in number of fillings in a shift, from 6 (under the specifications focused on estimation by visits) to 10-12 at the expense of rational use of real working hours of doctors of a stomatologic profile.

5. Increase of the general labour productivity of doctors of a stomatologic profile by 15 - 20% and in separate regions by 25 %.

Indicators of stomatologic polyclinic activity

1. Provision of the population with the stomatologic out-patient-polyclinic aid:

Quantity of the occupied medical posts of stomatologists in polyclinic × 10000

Population at polyclinic activity region

The specification – 5,0 per 10000 adult populations and 5,0 per 10000 children population

2. Stomatologists staffing

Number of the occupied medical posts of stomatologists × 100

Number of established medical posts of stomatologists

Norm – 100 %

3. An average of visits to the stomatologists, falling to one inhabitant in a year:

Number of all visits of inhabitants of the districs to stomatologists 

Population at polyclinic activity region

Average of the visits to stomatologists falling to 1 adult – 1,9; to 1 child – 1,4; in total – 1,79.

4. Average LISU, worked out by one doctor per a day:

Total of the worked out standard units of labour intensity for the accounting period

Quantity of the working days in period × number of the occupied medical posts

The doctor at six-day working week should execute 21 standard unit of labour intensity for a working day, at five-day – 25 УЕТ
5. Relative density of primary visits

Number of primary visits in stomatologic polyclinic × 100

Number of all visits made in a stomatologic polyclinic

The average of primary visits makes about 45 %

6. A ratio of the cured and extracted teeth

Filled teeth in total

Extracted teeth of permanent occlusion

In the conditions of modern technologies application it makes
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 (4.3 – 5.0).

7. Relative density of sanitized from among addressed in a polyclinic

Number of sanitized by appealability × 100

The total number of the received primary patients

Should be not less than 55-60 %

8. Relative density of those requiring sanitation, from the examined in a planned order

Number of requiring sanitation out of examined × 100

The total number of examined in a planned order

On the average reaches 70 %

9. Relative density of sanitation on preventive work

Quantity of sanitized from the revealed at planned sanitation × 100

Quantity of requiring sanitation from the examined

This indicator should come nearer to 100 %

THE TASK FOR INDEPENDENT WORK:

The task №1.

Under the annual report of treatment-and-prophylactic establishment calculate indicators of stomatologic polyclinic activity. Analyze the obtained data and make the conclusion about features of the organization of a stomatologic polyclinic work.

THEME 13
ORGANISATION OF THE IN-PATIENT AID TO THE POPULATION. INDICATORS OF HOSPITAL ACTIVITY

Objectives of the lesson: to study generalities on the organization of the in-patient aid to the population in the Russian Federation, to know the tasks, structure and the organization of city hospital work. To study features of the organization of work in various medical departments of a hospital (therapeutic, surgical, pediatric, maxillofacial, etc.), functional duties of the medical personnel. To master calculation techniques and the analysis of indicators of work of an in-patient department of a city hospital. 

Techniques of lesson conduction: Students prepare for practical class independently by the recommended literature and carry out individual home task. The teacher checks their homework for 10 minutes and specifies the committed errors, checks preparation degree using testing and oral interrogation. Then the students independently make calculation of the basic indicators of in-patient activity under the annual report of treatment-and-prophylactic establishment. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS: 

1. What are the features of in-patient aid development at the present stage?

2. Name the structure and tasks of a city hospital inpatient department. 

3. How is the work of a hospital reception ward organized?

4. What are functional duties of the doctor-intern of a city hospital inpatient department? 

5. What does treatment-and- protective regimen in a city hospital provide?

6. What are established standards of urban population provision with beds?

7. Name the basic indicators of inpatient activity. 

THE THEME SUMMARY:

Hospital is a treatment-and-prophylactic establishment rendering inpatient medical aid to the population, and in case of association with a polyclinic, also the out-patient-polyclinic aid. Organizational forms of rendering inpatient aid to the population, structure of medical institutions and their location depend on level and character of disease and age-sex structure of the population, of its settling features. According to the nomenclature of public health services establishments a number of hospitals is intended for medical service rendering mainly to agricultural population - regional (territorial, republican), central regional and regional, and also district one. Rendering of the inpatient aid to the children population is carried out in children city, regional (territorial, republican), district hospitals, and also in children departments of the central regional hospitals; obstetric aid - in maternity homes and departments. According to a profile, there are multifield and specialized hospitals (cardiologic, infectious, oncologic, psychiatric, etc.). Hospitals are a part of clinics, and also medico-sanitary units. Hospitals, which bed complement is used by medical high schools for teaching or medical scientific research institutes in the scientific purposes not less than by 50 %, are called clinical hospitals. 

City hospital is a complex treatment-and-prophylactic establishment providing the population of the whole city or its part with the inpatient care. City hospitals, according to available number of beds are subdivided into eight categories. Recent decades, the development of the inpatient care proceeds along the way of creation of the powerful establishments planned for 600 - 1000 beds. In such hospitals the considerable material and personnel resources can be concentrated, allowing to use modern medical technologies and to reach high efficiency of the treatment-and-prophylactic help.

Table №1.

Categories of hospitals by number of beds

	Categories
	City hospitals
	Children's hospitals

	I
	More than 1000 beds
	300 - 400

	II
	800 - 1000
	250 - 300

	III
	600 - 800
	200 - 250

	IV
	500 - 600
	150 - 200

	V
	300 - 400
	100 - 150

	VI
	250 - 300
	75 - 100

	VII
	100 - 150
	50 - 75

	VIII
	Less than 100 beds
	Less than 50 beds


Tasks of the city hospital

• Rendering of the highly skilled specialized treatment-and-prophylactic hospital aid under the program of the state guarantees and under programs of voluntary medical insurance.

• Approbation and introduction in public health services practice of modern methods of treatment, diagnostics and the prevention, based on achievements of a medical science and techniques, and also the best practices of treatment-and-prophylactic establishments work.

• Development and perfection of organizational forms and methods of rendering of medical aid and care of patients.

• Creation of a medical-guarding regimen.

• Carrying out of anti-epidemic measures and prevention of intrahospital infection.

• Carrying out of sanitary-educational work, hygienic education of the population and propagation of a healthy way of life.

• Improvement of the treatment-and-prophylactic aid quality, attraction of broad public to working out and carrying out of the measures aimed at perfection of the treatment-and-prophylactic aid to the population. 
CITY HOSPITAL STRUCTURE








City hospital management is carried out by the head physician who is appointed and dismissed by a superior body of public health services or can be elected by a collective meeting. The head physician has assistants on medical work, on polyclinic work (in the presence of a polyclinic as a part of a hospital), on work capacity examination, on economy. In large multifield hospitals the posts of the assistant to the head physician in separate fields of work can be introduced. The head physician supervises over hospital as one-man management. Together with his assistants he bears responsibility for the organization, level and quality of medical-diagnostic process in establishment, he is responsible for material base condition and observance of sanitary-anti-epidemic requirements, provides improvement of professional skills of all hospital personnel, using for this purpose institutes of advanced training of doctors, faculties of professional skill improvement and intrahospital system of training, doctors and nurses conferences.

Hospital staff is defined by the staff list confirmed by the head of establishment within a planned wage fund established by a superior body. Till 1989 the order prevailed according to which the hospital staff list was formed on the basis of staff-standard documents (orders) and was affirmed by that body of public health services, in whose direct submission a hospital was. Now, all acting before standard documents have only recommendatory character, and the head physician of a hospital, in accordance with the specific tasks of the establishment, defines necessary quantity of permanent appointments of the personnel in hospital divisions.

Basic structural unit of a treatment-and-prophylactic part of a hospital is the profile medical department headed by a manager who is appointed and released by the order of the head physician. Department chief guides the work of interns directly and the work of paramedical personnel – through a senior nurse of the department. Departments consist of 30-70 and more beds, use all medical and diagnostic services of the hospital in their activity.

The reception department (ward) is the important structural division of a hospital, the success of the further treatment in many respects depends on the way its work is organized. As a rule, patients are admitted to hospitals in a planned order by an appointment card for hospitalization of out-patient-polyclinic establishments and in case of emergency, they arrive at their referral and delivery by ambulance. A small share of patients (3-5%) arrive to a hospital “in an unorganized manner”, that is, having addressed independently to a reception ward. At planned hospitalization doctors of a polyclinic make special papers (an appointment card for planned hospitalization, where the results of last out-patient investigations, recommendations of the experts-consultants, the carried out medical procedures, duration of temporal invalidity, and the hospitalization purpose are recorded). For high-grade work the reception department should have enough rooms (2-3 isolated rooms for patients' examination, sanitary inspection room, intensive care wards and patients’ isolation wards, a doctor's on duty consulting room), a constant set of medicines and first aid means, possibility to perform urgent laboratory and radiological, etc. researches. 

In a reception department the diagnosis is specified or made, necessary treatment is administered and carried out, if necessary, acute medical care is rendered and a question on hospitalization reasonableness is solved. Reception of a patient to a hospital is made by the doctor on duty of a reception department (hospital of I-IV category) or by the doctor on duty of a hospital who is obliged to provide timely examination of the patient, to learn the medical documentation and, in the presence of indications, to hospitalize him at the corresponding hospital department. Doctors of a hospital reception department work in close contact with doctors of hospital departments and have possibility to call doctors of other specialties who are on duty at this time at their departments, for consultation of the patient. In case of renunciation of patient’s hospitalization the doctor on duty makes entry in special registry about causes of renunciation of hospitalization and about the taken measures – the rendered medical aid, a referral to other establishment, etc. Data on each hospitalized patient are recorded in the patients reception register, passport data of a medical card of the inpatient is filled in. 


Medical departments of a hospital are usually formed by a pathology profile (therapy, surgery, gastroenterology, traumatology, etc.). Profilization of bed fund in hospitals is established by a superior body of public health services for maintenance of satisfaction of the population requirement in the inpatient aid. Depending on the problems solved by a concrete hospital, number of the served population and its requirement for various kinds of medical service structural divisions of a hospital can have various capacities. Optimum capacity of large hospital department makes 60 beds.


Examination and treatment of the patients admitted to a department is carried out by the intern with the constant help and participation of a department chief.

Functional duties of the intern of a hospital

· He renders the qualified medical aid to the hospitalized patients with application of necessary diagnostic investigations and methods of treatment on the basis of modern achievements of science and practice; 

· He makes daily rounds of patients, participates in rounds of the head of the department, reporting on him about the patients who are under supervision, and in some cases consults to doctors-experts;

· He prescribes medicamentous and other treatment, medical procedures, a diet, a regimen, appropriate care and bears responsibility for performance of the doctor's orders, independently carries out special kinds of investigations according to a department profile;

· He keeps medical cards of the inpatient by daily recording in them the data about the condition of patients, their treatment, diet, regimen, etc. At patients’ discharge he makes epicrisis – a short conclusion about a course of disease and the patient’s condition at the moment of discharge;

· He supports a medical-guarding regimen in departments;

· (He is responsible for a sanitary-and-hygienic condition of the department, carries out prevention of intrahospital infection, strictly observes anti-epidemic regimen;

· He carries out sanitary-educational work with patients;

· He directs the work of the submitted paramedical personnel, checks correctness and timeliness of performance of all administrations.

Efficiency of treatment-and-prophylactic actions in hospital in many respects depends on the organization of an appropriate medical-guarding regimen. The Medical-guarding regimen provides creation of favorable conditions for effective treatment, moral and mental rest, confidence of patients of fast and full recover. The medical personnel is obliged to have attentive and tactful attitude towards patients, not to allow inappropriate conversations in the presence of patients, noise in hospital corridors, to observe accurately a daily routine in departments.

Table №2.

The general daily routine for patients:

	700 - 730
	Getting up, temperature taking

	730 - 800
	Morning toilet, ventilation of wards

	800 - 830
	Taking of analyses, reception of drugs

	830 - 930
	Breakfast

	930 - 1300
	Round of the doctor in charge. Carrying out of doctor’s orders

	1300-1400
	Reception of medical products. Dinner. Ventilation of wards

	1400-1545
	Silent hour

	1545-1600
	Temperature taking

	1600-1800
	Visiting of patients by relatives

	1800-1900
	Reception of medical products. Supper.

	1900-2000
	Rest period. Ventilation of wards.

	2000-2100
	Doctor’s on duty round. Carrying out of doctor’s orders.

	2100-2200
	Evening toilet, ventilation of wards.

	2200
	Sleep


The great value has correct placing of patients in wards, with the account not only character, severity of disease, but also age and other features of the patient.

With a view to exclude from a hospital life all the moments breaking silence and rest, medical and service personnel should talk silently in wards and corridors, in a low voice and only about things that have the direct relation to work. Every ward department should have special night illumination which would provide performance of medical administrations to the patient without infringement of other patients’ rest in a ward. The whole schedule of department work should be constructed with the account of patient’s interests, taking into account the maximum prolongation of sleep and rest hours. The basic cleaning of a room is recommended to be done at hours of wakefulness of patients, and it is necessary to train the personnel to make this work without any noise.


Struggle against a pain is one of the basic problems, and its correct resolution has special value for all departments and especially for departments of a surgical profile. The pain at operations, bandagings, instrumental studies and other manipulations injures the patient. Besides, the procedures causing a pain, do not give that therapeutic efficiency which it would be possible to expect from them. Therefore all manipulations (bandagings, injections, etc.) should be made extremely cautiously, with application in all chances of modern ways of anaesthesia and with preliminary preparation of the patient.

It is necessary to give constant attention to creation of appropriate conditions of patients’ stay in a hospital, to a sanitary-and-hygienic condition of rooms, the prevention of carrying of infection to a hospital, especially at hospitalization of children. At admission of the infectious patient to hospital the emergency notice about him goes within 12 hours to CSSES with a simultaneous message by phone.
Hospital activity estimation is carried out on the basis of the analysis of the treatment-and-prophylactic establishment report. Thus it is necessary to consider separately the indicators characterizing volume and organization of work (bed fund structure, mid-annual bed occupancy rate, average duration of bed stay of the patient, bed turnover, etc.) and quality of hospital activity (frequency of postoperative complications, hospital lethality, etc.).

Calculation techniques and the analysis of the general indicators of inpatient activity

1. Provision of the population with inpatient care (for 10 thousand population)

Mid-annual number of beds × 10000

Population aggregate number

The specification of number of beds for 10 000 persons – only 121.8 beds, including therapeutic – 20.35, pediatric 1.68, stomatologic – 0.44, surgical – 10.45, obstetric – 3.75, gynecologic – 6.07, cardiological – 2.96.
2. Hospitalization level (per 1000 population)

Number of patients discharged (signed out + died) from a hospital × 1000

Population aggregate number
Expected number of hospitalizations. In total per 1000 population – 243.0, including: therapy – 39.42, pediatrics – 4.39, stomatology – 1.16, surgery – 28.71, obstetrics – 12.58, gynecology – 23.64.

3. Mid-annual hospital bed occupancy (function of a hospital bed)

Patients’ bed-days

Mid-annual number of beds

As a whole for a hospital and for the majority of departments the specification is equal to 320 days in a year. Exceptions are made for infectious departments, maternity homes, specialized children's departments in which mid-annual occupancy is lower in connection with features of a sanitary-and-epidemiologic regimen and fluctuates from 250 till 300 days in a year.

4. Average duration of patient’s stay on a bed

        Number of the bed-days spent by patients _____
Number of discharged (signed out + died) patients

Actual average duration of stay of the patient in a multifield hospital across the Russian Federation makes now 12-14 days, in Stavropol Territory – 10-12 days, including in therapeutic departments – 13,5, in surgical – 11, maternity – 7, traumatologic – 15, tubercular – 60 days.
5. Bed turnover

Number of discharged (signed out+died) patients 

Mid-annual number of beds

The indicator gives insight of the number of patients who have received inpatient treatment in a current year on one bed. It depends on average duration of patient’s stay on a bed in a year. The bed turnover in city medical institutions under planned specifications makes approximately 22-24 times. The indicator of a bed turnover is calculated both as a whole at a hospital, and at departments.

6. Bed downtime 
Number of days in a year (365) - actual number of days of bed occupancy in a year

Bed turnover

The indicator characterizes an average downtime of a bed from the moment of discharge of the previous patient till the moment of admission of the next one and makes 1-2 days across the Russian Federation.

7. Hospital lethality (%)

Number of the died patients in hospital × 100

Number of discharged (signed out + died) patients

The indicator estimation represents difficulties as there is not present and there cannot be any specifications of lethality. Lethality depends on composition of patients in department, age, sex of patients, severity of disease, timeliness of hospitalization, on the previous out-patient treatment, etc. Hospital lethality in the Russian Federation makes 1,5 % in hospitals for adults and teenagers and 0,4 % in hospitals for children, including because of tuberculosis of respiratory organs – 7,1 %, sepsis – 22,6 %, new growths – 5,8 %, respiratory diseases – 1,0 %, blood circulation diseases – 4,6 %, myocardial infarction – 43,1 %.

8. Structure of the hospitalized patients by separate nosologic forms of diseases

Number of discharged from a hospital with one nosologic form of disease × 100

Number of all patients who was discharged from a hospital

It is calculated for several forms of diseases.
9. Structure of hospital lethality reasons

Number of patients died with one nosologic form in hospital × 100 %

Number of the died patients in a hospital

It is calculated for each form of disease.
10. Postoperative lethality 

Number of died operated patients × 100

Number of the operated patients

The level of postoperative lethality makes in the Russian Federation – 0,5 - 0,7 %, in the Stavropol Territory – 0,76 %.
11. Loading of the doctor in a hospital

Number of mid-annual beds in a hospital (department)

Number of the occupied medical posts in a hospital

In the majority of departments loading of the doctor makes 20-25 beds per one post, but there are departments with smaller (maternity and children's boxed departments – 15 beds) and larger loading (tuberculous – 35, psychiatric – to 50 beds).

THE TASK FOR INDEPENDENT WORK

Task №1
Under the annual report of treatment-and-prophylactic establishment calculate the general indicators of activity of an inpatient department of a hospital. Analyze the obtained data and make the conclusion about features of the organization of inpatient work.

Task №2

Under the annual report of treatment-and-prophylactic establishment calculate indicators of activity of one of inpatient departments (therapeutic, surgical, pediatric, maxillofacial). Analyze the obtained data and make the conclusion about features of the organization and quality of inpatient department work.

THEME 14
PROTECTION OF MOTHERHOOD AND INFANCY IN RUSSIA. THE ORGANIZATION OF THE OUT-PATIENT-POLYCLINIC OBSTETRIC-GYNECOLOGIC AID. MATERNITY WELFARE CENTRE, TASKS, STRUCTURE, ACTIVITY INDICATORS

Objectives of the lesson: to study organizational bases of motherhood and infancy protection system, stages of treatment-and-prophylactic aid rendering to women. To be able to formulate tasks of maternity welfare clinic, to know structure, staff, work maintenance of all divisions of this establishment, organization of prophylactic medical examination of pregnant women and gynecologic patients, functional duties of the district accoucheur-gynecologist and the midwife of a district. To acquire a technique of calculation and analysis of indicators of maternity welfare centre work, ability to draw a conclusion and to develop recommendations about establishment work improvement. 

Techniques of lesson conduction: Students prepare for practical class independently by the recommended literature and do individual home task. The teacher checks their homework for 10 minutes and specifies the committed errors, checks preparation degree using testing and oral interrogation. Then the students independently make calculation of the basic indicators of maternity welfare centre activity under the annual report of treatment-and-prophylactic establishment. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS:

1. What is the purpose of motherhood and infancy protection system creation in economically developed countries and the Russian Federation?
2. Name the basic components of motherhood and infancy protection (MIP) system.
3. What are the stages of treatment-and-prophylactic aid rendering in MIP system?

4. Name the primary goals of maternity welfare centre.

5. What are functional duties of the medical personnel of maternity welfare centre? What are the features of work of specialized rooms?
6. What is the structure of maternity welfare centre?

7. How is regular medical check-up over pregnant and gynecologic patients organized?

8. How is work succession with others TPE (maternity hospital, a children's polyclinic, etc.) organized?
9. Name the registration-accounting documentation of maternity welfare centre, rules of its filling.
10. What indicators are used for the analysis of maternity welfare centre work?
THE THEME SUMMARY:

Motherhood and infancy protection is a system of the state and public actions directed on maintenance of mother and child health, family strengthening, creation of optimum conditions for education of children, their physical, intellectual and moral development. The rules of law providing health protection of the woman-mother and rising generation are fixed in the Constitution and other acts of our state. The basic components of MIP system are: the organization of special health services for women and children, granting of maternity leave to pregnant women, creation of a network of preschool centres, granting of social privileges to the families having children.

Mother and child health protection is carried out by a wide network of various medical institutions which provide carrying out of treatment-and-prophylactic actions at following stages:

1. The help to the woman out of pregnancy, her preparation for motherhood: objective estimation of reproductive potential of girls; timely treatment of general diseases and diseases of reproductive system, preparation of girls for motherhood.

2. Fetus antenatal protection: a complex of measures for woman health preservation in pregnancy.
3. Fetus intranatal protection, the basis of which is rational labor management.

4. Health protection of newborns: correctness of feeding and care is supervised; supervision over physiological development is carried out, treatment-and-prophylactic aid in maternity hospitals, children's polyclinics and departments of newborns pathology at children's hospitals is rendered.

5. Health protection of preschool children: the control over physical development, a balanced diet, immune status of the child is carried out.

6. Health protection of schoolboys: parametres of physical development are supervised, functions of the basic systems of a growing organism are estimated, children’s health deviations are revealed and corrected.

The primary goal of motherhood and childhood protection establishments is decrease in parent and infantile death rate, morbidity of children, achievement of high level of health during the various periods of their development. Complex programs of health protection provide integration of activity of the state, departmental services and medical institutions on women and children health protection.


The leading medical institution rendering the treatment-and-prophylactic aid to women at first two stages is a maternity welfare centre. Maternity welfare centre is the state or municipal treatment-and-prophylactic establishment providing the out-patient obstetric-gynecologic assistance to women and protection of reproductive health of the population. Maternity welfare centre management created as independent treatment-and-prophylactic establishment is performed by the head physician who is appointed to the post and is dismissed by public health services authority of the Russian Federation subject in coordination with local government. The structure and staff number of medical and other personnel of the maternity welfare centre is confirmed by the head of treatment-and-prophylactic establishment depending on the volume of performed work.

The tasks of the maternity welfare centre are:

· Rendering of the primary medicosanitary obstetric-gynecologic aid to women during pregnancy, in the postnatal period, preparation for pregnancy and labor, breast feeding; 

· Regular medical check-up of pregnant women, including choosing of women of "risk groups" with a view of prevention and early revealing of complications of pregnancy, labor and the postnatal period; 

· Rendering of the qualified medical aid to pregnant women and women with gynecologic diseases with use of modern medical technologies, including the conditions of a day hospital and in-home (a hospital in-home) treatment;

· Prophylactic medical examination of gynecologic patients according to standards of medical aid rendering, including rehabilitation; 

· Carrying out of examination of temporal invalidity on pregnancy, labor, because of gynecologic diseases, definition of necessity and terms of temporal or constant transfer of the employee on account of health to other work, a direction when due hereunder for medical-social examination of women with signs of permanent disability;

· Carrying out of sanitary-educational work;

· Rendering of the medical-social, legal and psychological aid;

· Abortion in early terms (at a delay of menstruation not more than 20 days), and also performance of minor gynecologic operations with use of modern medical technologies (hysteroscopy, laser-, cryotherapy, etc.); 

· Interaction maintenance in inspection and treatment of pregnant women, women in childbirth, gynecologic patients between a maternity welfare centre and other medical-preventive establishments (dermato-venereologic, oncologic, psychoneurologic, narcologic, antitubercular clinics, etc.), territorial fund of obligatory medical insurance, the insurance companies, regional branch of social insurance Fund of the Russian Federation.

Maternity welfare centre carries out the work by a district principle. One obstetric-gynecologic district includes territorially approximately 2 therapeutic districts (3300 women older 15 years). The woman has the right to choose a doctor by her will. To optimize succession, woman supervision during pregnancy and after childbirth by the same doctor is recommended. The home visiting service is rendered to pregnant women, women in childbirth and gynecologic patients by attending medical doctor or the doctor on duty of a maternity welfare centre. The home visiting service is carried out at a day of a call. After visiting of the woman the doctor inscribes corresponding record in the primary medical documentation. Medical and diagnostic manipulations in-home are carried out by the paramedical personnel (by doctor's orders). The obstetrician-gynecologist loading at outpatient reception hours makes 5 women in one hour, at examination in-home – 1,2 persons in an hour. Duration of the working day is 6,5 hours at 5-days workweek. Function of a medical post of the accoucheur-gynecologist fluctuates from 7000 to 8000 visits in a year.

The routine of maternity welfare centre work is organized with the account of the maximum availability of the out-patient obstetric-gynecologic aid to the female population. In maternity welfare centre the work time is recommended to be established from 8 o'clock till 20 o'clock; on Saturday, before holiday and holidays - from 8 o'clock till 18 o'clock. The urgent obstetric-gynecologic aid is carried out by specialized departments of hospitals or maternity homes. The information on work hours of a maternity welfare centre, the schedule of doctors’ reception hours, medical and diagnostic rooms, of motherhood school work is placed at registry. It is necessary to provide for possibility of a self-making an appointment with the doctor or visiting of the doctor with a coupon in hands. Registration to specialists and for examination can be preliminary. According to these records the midwife prepares the necessary documentation for reception.

The basic structural division of a treatment-and-prophylactic part of maternity welfare centre is district accoucheurs-gynecologists’ rooms. A task of the accoucheur-gynecologist of maternity welfare centre is rendering of the qualified out-patient obstetric-gynecologic aid to the district population in maternity welfare centre and in-home.

Structure of the treatment-and-prophylactic part of the maternity welfare centre

· Reception

· District accoucheurs-gynecologists’ rooms

· Specialists’ rooms

· Specialized reception rooms: sterility, family planning, carrying of a pregnancy, endocrinous gynecology, pathology of neck of uterus.

· Minor operation room and dressing ward.

· Medical procedure room.

· Manipulation room.

· Rooms of physiological and psychological preparation of pregnant women to labor and rooms of struggle against female sterility.

· Diagnostic department: clinical laboratory, functional diagnostics room.

· Auxiliary therapeutic department.

· Day-stay hospital.

Functional duties of the accoucheur-gynecologist of maternity welfare centre:

1. Carrying out of the treatment-and-prophylactic actions directed at the prevention of complications of pregnancy, the postnatal period, gynecologic diseases on the basis of modern achievements of science and practice;

2. Early registration of pregnant women (under 12 weeks of pregnancy) and regular medical check-up;

3. Revealing of the pregnant women requiring hospitalization to the pregnancy pathology departments of maternity hospitals and other treatment-and-prophylactic establishments by a profile of disease (extragenital, endocrine diseases, immunoincompatibilities, etc.);

4. Conducting lessons on physiological and psychological preparation of pregnant women to labor and their attraction for training at "School of mothers";

5. The organization and carrying out of preventive gynecologic examinations of women with use of modern methods of inspection (colposcopy, cytology, etc.) for the purpose of early revealing and treatment of gynecologic diseases; Revealing of the gynecologic patients requiring hospitalization and their preparation for hospitalization;

6. Prophylactic medical examination of gynecologic patients (a timely registration of contingents, subjects of prophylactic medical examination, carrying out of medical and sanitation measures);

7. The organization of struggle against abortions (use of modern contraceptive means for the purpose of prevention of undesirable pregnancy, etc.);

8. Timely granting of maternity leave according to the current legislation; the sick-list in cases of temporal invalidity;

9. Carrying out of sanitary-educational work among the population and the organization of a sanitary active on the district;

10. Regular improving of the professional qualification and introduction of new means of treatment, the advanced and organizational forms of work into practice. Qualitative conducting of the registration medical documentation;

11. Visiting patients on a day of call receiving with rendering of medical aid at home and the further medical follow-up to recover, hospitalization or the permission to visit maternity welfare centre;

12. Realization of successive connections with a maternity hospital, a polyclinic and other treatment-and-prophylactic establishments (antitubercular, dermatovenereologic, oncological clinics, etc.).

The accoucheur-gynecologist has the right: to give sick-lists according to current instruction; to instruct the paramedical personnel; to supervise correctness and timeliness of performance of medical administrations on treatment of pregnant and gynecologic patients by the paramedical personnel; to put forward a proposal on personal rewards of paramedical personnel or recovery of extra-legal penalty on them for some omissions in work or infringement of the daily routine rules.

At the organization of medical aid to pregnant women it is important to register them timely (till 3 months), dynamic supervision over their health. Regulations about the organization of carrying out of prophylactic medical examination of pregnant women and women in childbirth are confirmed by the order of Ministry of Health and Social Development of the Russian Federation on March, 30th, 2006 (№ 224). According to these regulations, dispensary observation of pregnant women and women in childbirth is kept by accoucheurs-gynecologists of maternity welfare centre and obstetric-gynecologic offices of treatment-and-prophylactic establishments and it includes:

1. Examination with carrying out of necessary volume of clinical-laboratory and instrumental investigations;

2. Health evaluation, realization of dynamic supervision; timely revealing of complications of pregnancy and the postnatal period;

3. Revealing of pregnant women and the women in childbirth requiring hospitalization to the day hospitals, pregnancy pathology departments of obstetrical establishments and other divisions of treatment-and-prophylactic establishments by a profile of obstetric and extragenital pathologies;

4. Timely revealing of fetal malformation with use of biochemical screening of mother’s serum blood markers in the first or second trimesters of pregnancy and triple ultrasonic inspection established by the order of the Ministry of Health of the Russian Federation, December, 28th, 2000, № 457 «About prenatal diagnostics perfection in prevention of hereditary and congenital diseases at children»;

5. Home nursing of pregnant women and women in childbirth;

6. Carrying out of physiological and psychological preparation of pregnant women to labor, formation of motivation at the pregnant woman and her family to a birth and education of the healthy child;

7. Realization of sanitary-and-hygienic education of pregnant women concerning breast feeding, prevention of abortions and diseases of reproductive system;

8. Carrying out of a complex of necessary medical-preventive, rehabilitation and social measures for preservation and recovery of health of pregnant women and women in childbirth;

9. Maintenance of interaction of maternity welfare centre (obstetric-gynecologic rooms) with other treatment-and-prophylactic establishments (out-patient-polyclinic establishments, dermatovenereologic, narcological, antitubercular clinics, the centres on prevention and struggle against AIDS and infectious diseases etc.) at carrying out of examination and treatment of pregnant women and women in childbirth.

At physiological course of pregnancy, the examinations are carried out by the accoucheur-gynecologist – not less than ten times, by the doctor-therapist – not less than two times, by the doctor-oculist, the doctor-otolaryngologist, the doctor-stomatologist – at the initial visit. Frequency of laboratory and other diagnostic investigations is established according to the following scheme: the clinical blood analysis - 3 times (at the first visit, at the term of 18 and 30 weeks), the urine analysis at each visit, microscopic discharge from a vagina – two times, definition of blood group, the Rh-factor (at Rhesus factor-negative characteristics - inspection of the husband), the blood analysis on Wassermann reaction – 3 times, the blood analysis on HIV – 2 times, ultrasonic investigation – 3 times (at a term of 10-14 weeks, 20-24 weeks, 32-34 weeks). Revealing of herpes-infections and toxoplasmosis markers is carried out.

At the complicated pregnancy course the number of examinations by the accoucheur-gynecologist and other doctors-specialists, and also the volume of laboratory researches is defined taking into account a health state of the pregnant woman and a fetus.

In the hard-to-reach and back areas, in the countryside, at the absence of the accoucheur-gynecologist, carrying out of regular medical check-up, home nursing of pregnant women and women in childbirth can be performed by the doctor of the general practice (the family doctor). At supervision of the woman with a physiological pregnancy course by the doctor of the general practice (the family doctor) visiting of the accoucheur-gynecologist by the pregnant woman is carried out 6-8 times during pregnancy. 

At the complicated pregnancy course and the postnatal period the doctor of the general practice (the family doctor) directs pregnant women and women in childbirth to doctors-specialists (to the accoucheur-gynecologist, the cardiologist and others). Women in childbirth at a physiological course of the postnatal period are striken off the dispensary register by the doctor of the general practice (the family doctor). In case of obstetric or extragenital pathologies (or their residual phenomena) the decision on removal off the dispensary register of women in childbirth is carried out by the doctor-accoucheur-gynecologist or the appropriate doctor-specialist.

All data of interrogation and clinical-laboratory studies, as well as recommendations and administrations should be registered by the doctor in “the Individual card of the pregnant woman and the woman in childbirth” at each visiting and to be signed by him. “Individual cards of the pregnant woman and the woman in childbirth” are kept in an office of each accoucheur-gynecologist in a card file by dates of the regular visits. In a card file there should be also singled out puerpera’s cards; the women subjected to home nursing, and the pregnant women hospitalized to the inpatient department. For home nursing, cards of the women who did not come at appointed term are selected. Home nursing is made by the midwife by doctor's orders. For in-home examination carrying out the midwife should have a tonometer, a phonendoscope, a centimetric tape, an obstetric stethoscope or the portable ultrasonic device. Records about midwife nursing visits results are written into "the Individual card of the pregnant woman and the woman in childbirth" and are fixed in "Writing-book of in-home work record of a district (nursing) nurse (midwife)". In the most difficult cases nursing in-home is carried out by the accoucheur-gynecologist.

Physiological and psychological preparation of pregnant women to labor and motherhood is carried out both individually and in groups. The most perspective and effective form of training is family preparation for a child birth, directed on attraction of family members to active participation in antenatal preparation. In maternity welfare centre the use of traditional methods of physiological and psychological preparation of pregnant women to labor, and their personal hygiene rules study, preparation for the future labor and child care at "Motherhood Schools" is recommended. Demonstration materials, visual aids, means and subjects of child care are thus used. Direct assistants to doctors at carrying out of classes at "Motherhood School" are midwifes and the nurses who have obtained special training. It is necessary to involve all women in "Motherhood Schools" attendance from I trimester of pregnancy, advisably together with the future fathers or near relations. At carrying out of classes on certain days of week it is expedient to form groups with not more than 10-15 persons, it is desirable to unite women with identical terms of pregnancy. For active attraction of the future fathers and also other members of a family for classes on preparation for a child-bearing in maternity welfare centres it is necessary to provide the accessible information about programs and time of carrying out of classes.

Maternity welfare centre along with the family planning and reproduction centre is the important link in work on prevention of abortions, maintenance of consultation concerning reproductive health and individual selection of means and contraception methods. Work concerning family planning is carried out by accoucheurs-gynecologists and the midwives having special training. Reception is carried out under the schedule. Time for the patient’s reception is not limited and defined individually in each concrete case. The specialized room (reception) on family planning is equipped with audio- and video equipment, with contraception means demonstration, visual aids, printed information materials for the population concerning family planning and prevention of abortions.

In order to inform obstetric in-patient department about the woman’s health state, features of her pregnancy course the doctor of maternity welfare centre gives “the Exchange card of maternity hospital” to each pregnant woman at pregnancy term of 32 weeks. Data of the following examinations and investigations are recorded in a card at each visit of maternity welfare centre.

Socially-legal aid is rendered to women by the legal adviser of maternity welfare centre. According to MH order, one post of the legal adviser is allocated for maternity welfare centre with the number of medical posts of 5 and more. The important sections of the legal adviser work are: work with the parents evading from performance of the duties, legal aid rendering in search of parents, at alimony collecting, settling of family conflicts, affiliation, rendering of assistance to the woman at granting an allowance (to single, having many children, needy, etc.), etc.

It is recommended to enter social workers into staffs of maternity welfare centre. The social worker participates in work on protection of reproductive health and family planning. Its basic problem is work with teenagers, youth and women of social group of risk of the prevention of not planned pregnancy, infections transferred by genital tracts.

Revealing of gynecologic diseases is carried out in maternity welfare centre at carrying out of routine inspections and at appealability. For each woman appealed or directed to maternity welfare centre, "the Medical card of the outpatient" is written out. In maternity welfare centres out-patient treatment of gynecologic patients is performed, and it is carried out in the conditions of a day hospital, and also in specialized treatment-and-prophylactic establishments. Day hospitals are organized at maternity welfare centres, maternity hospitals (departments), perinatal centres having corresponding material base and personnel. Recommended capacity of a day hospital is not less than 5-10 beds. For maintenance of high-grade medical-diagnostic process duration of the patient’s stay in a day hospital should be not less than 6-8 hours. For the day-hospital patients the "Card of a patient of the polyclinic day-hospital, a hospital in-home, a day-stay in-patient department at a hospital" is opened.

In a day hospital a number of minor gynecologic operations and manipulations are carried out: aspiration of uterine cavity contents for cytologic analysis; hysterosalpingography, hysteroscopy; uterus neck incisional biopsy; destructive methods of treatment of benigne diseases of a neck of uterus (electrocoagulation, cryodestruction, laser coagulation) in the absence of malignant process and so forth. Quality of medical aid for gynecologic patients is controlled by the head physician (the head of department) of maternity welfare centre. With that end in view, within a month the medical documentation of about 50% of the patients seen by the accoucheur-gynecologist is looked through; check-up of "Control cards of dispensary supervision" and "Medical cards of the outpatient" is performed. Observance of examination regularity, the volume of conducted preventive, diagnostic and medical measures, epicrises, as well as efficiency of the carried out treatment is thus estimated.

Hospitals of day stay in maternity welfare centres also can be used for hospitalization of the pregnant women whose state does not demand round-the-clock supervision and treatment. Indications to selection of pregnant women for hospitalization to a day-stay hospital are the following diseases: vegetovascular dystonia and essential hypertension in I and II trimesters of pregnancy; exacerbation of a chronic gastritis; anaemia (haemoglobin decrease is not lower 90г/л); an early toxicosis at absence or presence of transitory ketonuria; threatened abortion in I and II trimesters at absence of habitual abortions in the anamnesis and the preserved neck of uterus. Pregnant women can be hospitalized in a day hospital for carrying out of the medical-genetic examination including invasive methods (amniocentesis, chorion biopsy, etc.). 

Approximate daily routine of a hospital of pregnant women day-stay:

800 - 830 – admission to a hospital

830 - 915 – breakfast

915 - 1200 – rounds, performance of administrations

1200 - 1230 –lunch

1230 - 1400 – performance of administrations, rest-time of pregnant women

1400 - 1445 – dinner

1445 - 1700 – rest-time of pregnant women

1700 - 1800 – discharge from the hospital; sanitary cleaning of rooms 

At deterioration of the course of disease and necessity of round-the-clock medical supervision the pregnant woman is immediately transferred to corresponding department of a hospital.

The registration documentation of a maternity welfare centre: an individual card of the pregnant woman and the woman in childbirth, a medical card of the outpatient, the statistic coupon, medical certificate, an exchange card, the emergency notice about infectious disease, a control card of dispensary supervision, a diary of the doctor of a polyclinic.

The activity of a maternity welfare centre is analyzed under the annual report. Along with the general indicators, characteristic for any out-patient-polyclinic establishment work, the special indicators of maternity welfare centre activity are calculated: early coverage of pregnant women with supervision (to 12 weeks), a share of the pregnant women who have arrived under supervision with late terms (after 28 weeks) of pregnancy; frequency of errors in definition of labor term, an average of consultations visits by pregnant women before labor, indicators of gynecologic morbidity of women and so forth.

Design procedure and the analysis of special indicators of maternity welfare centre activity
1. Early coverage of pregnant women with dispensary supervision 

Number of the pregnant women who have arrived under supervision within 12 weeks of pregnancy × 100

Number of all pregnant women who have arrived under supervision of the maternity welfare centre
Good indicator is considered that one reaching of 80-90 %, satisfactory – over 70%.

2. Relative density of the pregnant women examined by the therapist

Number of the pregnant women examined by therapist × 100

Number of the women finished pregnancy with labor + abortions in accounting year

The indicator is equal of 100 % in norm. The pregnant woman is seen by the doctor-therapist not less than two times

3. A share of the pregnant women examined by the therapist to 12 weeks of pregnancy

Number of the pregnant women examined by the therapist to 12 weeks of pregnancy × 100

Number of finished pregnancy with labor + abortions in accounting year

The therapist of a maternity welfare centre should examine all women (100 %) in the first half of pregnancy and it is desirable – under 12 weeks of pregnancy.

4. Relative density of the pregnant women tested to Wassermann reaction

Number of the pregnant women tested to Wassermann reaction × 100

Number of finished pregnancy with labor + abortions

The indicator is equal 100% in norm. Blood for Wassermann reaction is analyzed 3 times.

5. Relative density of the pregnant women covered by fetus ultrasonic study

   Number of pregnant women who had US of fetus × 100 

Number of finished pregnancy with labor + abortions

The indicator is equal 100 % in norm. Ultrasonography is carried out 3 times (at term of 10-14 weeks, 20-24 weeks, 32-34 weeks).

6. Pregnancy outcome

Number of the pregnant women who have finished pregnancy with labor × 100

Number of finished pregnancy with labor + abortions

About 94 % of pregnancies is finished with labor.

7. Morbidity level of pregnant women

The total number of the diseases revealed at pregnant women × 1000

Number of all pregnant women who have arrived under supervision of a maternity welfare centre
The total level of pregnant women morbidity reaches 950 ‰ as a whole in the country

8. Structure of the reasons of pregnant women morbidity

Number of diseases with one nosologic form, revealed at pregnant women × 100

The total number of the diseases revealed at pregnant women

THE TASK FOR INDEPENDENT WORK:

The task №1

Under the annual report of treatment-and-prophylactic establishment calculate the general indicators of maternity welfare centre activity (see p. 105-106). Analyze the obtained data and make the conclusion about the organization of maternity welfare centre work.

The task №2

Under the annual report of treatment-and-prophylactic establishment calculate special indicators of maternity welfare centre activity. Analyze the obtained data and make the conclusion about features of the organization and quality of the out-patient obstetric-gynecologic aid.

The task №3

Make the plan of dispensary supervision of practically healthy pregnant woman who for the first time has arrived under maternity welfare centre supervision at pregnancy term of 8 weeks, and also the plan of supervision over the pregnant woman of social risk group. 

THEME 15
THE ORGANIZATION OF THE IN-PATIENT OBSTETRIC-GYNECOLOGIC AID. MATERNITY HOSPITAL. TASKS, STRUCTURE, ACTIVITY INDICES

Objectives of the lesson: to study general provisions on the organization of the out-patient-polyclinic obstetric-gynecologic aid in the Russian Federation, to know the tasks, structure and organization of maternity hospital work. To study features of work organization in various departments of the maternity hospital (pregnancy pathology, obstetric, newborns, gynecologic departments), functional duties of the medical personnel. To acquire a technique of calculation and analysis of maternity hospital work indices. 

Techniques of lesson conduction: Students prepare for practical class independently by the recommended literature and do individual home task. The teacher checks their homework for 10 minutes and specifies the committed errors, checks degree of preparation with the use of testing and oral interrogation. Then the students independently make calculation of the general and special indicators of maternity hospital activity under the annual report of the treatment-and-prophylactic establishment. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS:

1. What problems face a maternity in-patient hospital?
2. What is the structure and staff of the maternity hospital?
3. What measures are undertaken in maternity hospitals for prevention of intrahospital infection?
4. What are functional duties of the accoucheur-gynecologist in a maternity in-patient hospital? 
5. How is the treatment-and-prophylactic aid to newborns organized?
6. What are functional duties of the neonatologist?
7. What does the continuity of maternity hospital work with others TPE (a maternity welfare centre, a children's polyclinic, children's hospital, etc.) lie in?
8. How is the maternity hospital work analyzed under the annual report?

9. What is the registration-accounting documentation of the maternity hospital, what are the rules of its filling?

THE THEME SUMMARY:

Maternity hospital is an independent treatment-and-prophylactic establishment of municipal district for rendering of the primary medicosanitary obstetric-gynecologic aid to women in pregnancy, labor, in the postnatal period, medical aid to newborn children and to women with diseases of reproductive system. Depending on the number of beds, maternity hospitals are divided into 7 categories.

Primary goals of the maternity hospital:

· Rendering of the highly skilled in-patient obstetric-gynecologic aid to women in pregnancy, labor, in the postnatal period, medical aid to newborn children, and also to women with diseases of reproductive system; 

· Prevention, diagnostics and treatment of reproductive system diseases;

· Medical aid rendering in connection with induced abortion; 

· Sanitary-educational work: sanitary-and-hygienic instruction of women in questions of chest feeding, prevention of reproductive system diseases, abortions and sexually transmitted infections;

· Carrying out of high-quality examination of temporal invalidity, giving out of pregnancy and labor medical sick-leave certificate to women, labor certificates when due hereunder, a timely direction of women with signs of permanent disability for medical-social examination when due hereunder;

· Prevention of intrahospital infection: the organization and maintenance of sanitary-and-hygienic and anti-epidemic regimen in order to prevent and decrease the disease of women, newborn children and the personnel with intrahospital infections;

· Creation of a medical-guarding regimen;

· Realization of rehabilitation measures and giving out of the recommendation about their carrying out; 

· Observance of successive connections in work with other treatment-and-prophylactic establishments: interaction with the maternity welfare centre, which is not a part of a maternity home, a first-aid station (branch), a polyclinic, a children's polyclinic, and also with other treatment-and-prophylactic establishments (T.B. prophylactic centre, dermatovenerologic dispensary, oncologic clinics, the centres on prevention and fight against AIDS and infectious diseases, etc.).

Structure of the treatment-and-prophylaxis part of the maternity home:
· Reception-and-admission unit of the obstetric department.

· Physiological (first) obstetric department (50 – 55% of obstetric beds).

· Observational (second) obstetric department (20 – 25% of obstetric beds).

· Anaesthetic and resuscitation unit.

· Pathologic pregnancy department.

· Newborns department.

· Reception-and-admission unit of the gynecologic department.

· Gynecologic department.

· Diagnostics department and auxiliary medical unit.

The treatment-and-prophylactic part of the maternity home begins with the reception-and-admission unit. The reception-and-admission unit of maternity hospital consists of two departments isolated from each other. One is designed for reception of parturient women and pregnant women and if there is a gynecologic department in maternity hospital, it should have the separate reception-and-admission unit. The reception-and-admission unit of the obstetric departments has one filter, two rooms for parturient women’s examination for reception to the first (physiological) obstetric department and to the second (observational) obstetric department, a room for preparation of arriving women, a toilet, a sluice, equipment for bed-pan washing. The filter is designed for women’s division into two streams: those with a normal pregnancy current, directed to the first obstetric department, and the women representing epidemic danger for surrounding people and directed to the observational department (a fever, infectious disease signs, skin diseases, a dead fetus, a waterless interval over 12 hours, absence of an exchange card with examination results, etc.). 

After solving a question about hospitalization the midwife takes the woman into corresponding room for patients' examination, fixing necessary data in "the Log-book of pregnant women, parturient women and women in childbirth" and filling in a passport data part of the labor history. Then the doctor and the midwife carry out the general and special obstetric inspection. After inspection, they carry out the sanitary cleansing which volume depends on the general condition of the admitted woman or on the period of labor (shaving of axillary creases and external genitals, a nail cutting, a cleansing enema, a shower). Pregnant (parturient) woman receives a first-aid kit with sterile linen (a towel, a shirt, a dressing gown), clean footwear and passes to the pathology pregnancy department or to the prenatal ward. From the room for patients' examination of the second department the parturient woman come only to observational obstetric departments. The women admitted to maternity home are allowed to use their own footwear, not made of cloth, and articles of personal hygiene.

Obstetric departments consist of the examination room, the maternity block, wards for puerpera, wards for joint stay of mother and the child, neonates’ wards (departments), a manipulation room, and a procedure room. The maternity block includes: prenatal wards (10-12 % of the total number of beds in a department), wards of intensive therapy, maternity halls (6-8 % of the total number of beds in a department), a room for newborns, an operation unit (major and minor operation room, preoperative room, a room for blood and portable equipment storage), offices and rooms for medical staff.


Prenatal wards and maternity halls can be presented with separate boxes which, if necessary, can be used as minor operation room or even major operation room with certain equipment in them. If they are presented by separate structures, they should be in a double set to alternate their work to careful sanitary processing (work not longer than three days on end). In the prenatal ward is necessary to have centralized oxygen and nitrous oxide supply and corresponding equipment for a labour pain relief, cardiomonitors, devices for ultrasonic investigation. In the prenatal ward a certain sanitary-epidemic regimen is observed: temperature indoors is +18°С - +20°С, wet cleaning 2 times a day with use of washing-up liquids and 1 time a day – with disinfectant solutions, room airing, switching on of bactericidal lamps for 30-60 minutes. Each lying-in woman has an individual bed and a bed-pan. Bed is covered only at reception of the lying-in woman in prenatal ward. After her transfer into labour room, the linen from a bed is removed and is placed in a tank with a polyethylene bag and a cover, a bed is disinfected. A bed-pan is washed out with flowing water after each use, and after transfer of the lying-in woman to a maternity hall, it is disinfected. 


The ward of intensive therapy is intended for pregnant women, lying-in women and women in childbirth with severe forms of gestosis and extragenital diseases. The ward should be equipped with necessary instruments, medicines and equipment for urgent aid rendering.


At the beginning of the second period of labor the lying-in woman is transferred to a maternity hall after treatment of external genitals with a disinfectant solution. In a maternity hall the lying-in woman puts on a sterile shirt and shoe covers. Maternity halls should be light, spacious, equipped by apparatus for anaesthesia, necessary medicines and solutions, instruments and a dressing material for delivery, a toilet and resuscitation of newborns. The order of the Ministry of Health of the Russian Federation N345 of 1996 introduces new rules of obstetric hospitals work. In particular, in the document it is stipulated that the lying-in woman has the right to demand presence of her husband or mum at labor in the maternity homes with individual maternity halls. However, for access to a maternity hall the husband and mum are obliged to have faultless results of photoroentgenography and the negative blood analysis on syphilis. The lying-in woman should be given out the sterile individual complete set free of charge: a nightgown, a towel, a diaper, a dressing gown and a bast whisp. A towel and a shirt should be changed daily, bed-clothes – every three days.


Minor operation rooms in the prenatal unit are intended for performance of all obstetric procedures and operations, which do not demand laparotomy (obstetrical forceps, foetus vacuum extraction, obstetrical rotations, foetus breech extraction, manual inspection of uterine cavity, afterbirth manual removing, suturing of the lacerated tissues in the birth canal) and examination of soft tissues in the birth canal. The major operation room is intended for laparotomy (major and minor cesarean section, supravaginal amputation or hysterectomy).

Medical aid is given to newborns in the maternity block where in a newborns room they are not only taken care of, but also neonatal resuscitation is carried out. The room is equipped with special equipment: joint swaddling and resuscitation tables that simultaneously are sources of radiant heat and protection from infection, devices for mucus aspiration from the upper respiratory tracts and devices for artificial lung ventilation, children’s laryngoscope, a set of tubes for intubation, medical products, sterilizer boxes with sterile material, packages for secondary treatment of an umbilical cord, sterile sets for children swaddling, etc.

The woman in childbirth and the newborn after normal delivery are in the maternity block within 2 hours under supervision of the medical personnel. Then they are transferred to one of postnatal wards (separate wards for a mother and a newborn or wards-boxes for rooming-in). Postnatal departments include wards for women in childbirth, medical treatment room, manipulation room, linen store, sanitary rooms, a toilet, a shower, a discharge room, and rooms for the personnel.

The physiological postnatal department consists of wards for 4-6 beds, manipulation room, bathrooms, a room for the personnel, etc. The total number of beds in the wards is 50-55 % of all beds of obstetric departments. The wards are filled cyclically in accordance with the wards for newborns within 3 days and not longer, so it is possible to discharge all women in childbirth simultaneously on the 5-6th day. In many maternity hospitals there are wards for rooming-in (from 40 to 80 % of beds of physiological postnatal department according to local conditions). Mothers have special preliminary training and, under the control of the medical personnel, attend to their children (swaddling, weighing, washing, etc.). Nowadays, it is appropriate to have active postnatal period maintenance. After normal delivery in 6-8 hours, women in childbirth are allowed to get up, to make their toilet independently, beginning from the third day, to take shower daily with bedclothes and underwear change. For conducting exercise therapy lessons and for lecturing in the postnatal period, ward broadcasting is used. In maternity hospital early giving a baby the breast, a regimen of free feeding is practised, and also breast feeding lessons are conducted. 

For observance of filling cyclicity, wards vacating and keeping of sanitary-and-hygienic regimen, 10 % of beds are allocated additionally that allows to vacate completely certain wards and make careful cleaning at discharge of women in childbirth (washing, irradiation with mercury quartz lamps, airing, etc.). This system extends to observation department and newborns department. At a normal course of delivery and the postnatal period the woman in childbirth stays at the maternity hospital for 5-6 days. Her discharge from the maternity hospital with a child is made through a discharge room. A birth certificate is given to the woman in childbirth. The maternity hospital informs the children's polyclinic at mother’s residence of each discharged child.

In case of complicated childbirth the child is placed to the newborns department. Newborns departments are organized at the first and second obstetric departments. They should be isolated from all other departments of maternity hospital. Together with the wards for healthy newborns wards for premature children and children who were born in asphyxia, with infringement of brain blood circulation, respiratory disorders, after operative delivery are allocated. Wards for newborns are filled strictly cyclically. They should be provided with centralized oxygen supply, bactericidal lamps, warm water. The temperature in wards should be not lower than +20(С - +24(С. Wards for newborns should be equipped with necessary medical products, dressing material, instruments, swaddling and resuscitation tables, equipment for invasive therapy, the ultrasonic device. Swaddling tables should have easily processed surface. For premature children, children with a birth trauma and other pathology wards of intensive therapy are provided. The department should be equipped with necessary stock and equipment, including those for secondary resuscitation of newborns. In children department the strict observance of sanitary-epidemic rules is necessary: washing of hands, disposable gloves, processing of instruments, furniture, rooms. At three or more simultaneous toxico-septic diseases alongside with the emergency report urgent measures on their elimination are taken. It is recommended to have sluices in front of the wards. The primary goal of the doctor–neonatologist of the newborns department is carrying out of treatment-and-prophylactic measures aimed at maintenance of correct physical and psychological development of newborns. According to the primary goal, the doctor-neonatologist carries out: 1. Appropriate medical supervision, care, inspection, treatment, feeding of newborns at the level of modern achievements of medical science and practice; 2. Observance of sanitary-and-hygienic and anti-epidemic regimen in a hospital; 3. The job management of nurses and paramedical staff of his subordination, and checks correctness and timeliness of medical administration performance by all of them; 4. Regularly carries out measures for improvement of professional skill and education of the nursing and paramedical personnel and demands its observance of medical deontology principles. 

Functional duties of neonatologist:

1. He makes daily rounds of newborns, estimates their health condition, prevents occurrence of diseases and death of children in the early neonatal period;

2. He renders the qualified medical aid for premature children, who were fallen ill, injured in labor, on the basis of modern achievements of science and practice;

3. He carries out medical rehabilitation promoting pathology decrease at early neonatal period;

4. He establishes a medical-guarding regimen in departments for newborns;

5. He observes the sanitary-and-hygienic condition of departments for newborns, carries out prevention of intrahospital infection, strictly observes anti-epidemic regimen;

6. He carries out sanitary-educational work with women in childbirth;

7. He supervises the work of the nursing and paramedical personnel, checks correctness and timeliness of performance of all prescriptions.

Observational obstetric department is intended for carrying out of labors at lying-in women with the elevated temperature, with a dead fetus, with chronic and acute inflammatory diseases which became aggravated or occurred at the end of pregnancy, during labor, with the long anhydrous period, and also for treatment of women in childbirth and newborns which are or can be an infection source. Here also women in childbirth from physiological postnatal department are transferred in case of their disease or the child’s disease. Patients with a purulent mastitis, peritonitis, sepsis are transferred to other hospitals. To this department women after delivery in house conditions or upon the road also arrive. In observation department there are children who were born in this department, children whose mothers are transferred from the first obstetric department, children transferred from the maternity block with congenital diseases, congenital malformations, "repudiated" children, children who were born out of maternity hospital. Observation obstetric department is strictly isolated from other departments and maternity hospital premises. Its structure includes the maternity block, postnatal wards for 1-2 beds, maternity box with a separate external entrance for especially strict isolation of the pregnant woman, the lying-in woman or the woman in childbirth with newborns, an insulator (Meltzer’s box). The total number of beds in a department makes approximately 20-25 % of the number of all obstetric maternity hospital beds.

The department of pregnancy pathology is intended for hospitalization of pregnant women with burdened obstetric anamnesis, wrong position of a fetus, polyhydramnios, multiple pregnancy, ill with diabetes, cardiovascular and others noninfectious diseases and pregnancy complications. The number of beds at the department makes 25-30 % of the total number of obstetric maternity hospital beds. In department of pregnant pathology women arrive through a patient's examination room of the first obstetric department. In the department usually there is a functional diagnostics room equipped with cardiomonitor, ultrasound device, a patient's examination room, a procedure room, a room of psycho-prophylactic preparation for labor. At health state improvement, pregnant women are discharged home. With the beginning of labor activity the lying-in women are transferred to the first obstetric department. Nowadays pathology departments of sanatorium type are set up. In large cities some maternity hospitals specialize in medical service rendering at any certain kind of obstetric and extragenital pathologies (for example, at miscarriage, the Rhesus factor-conflict, cardiovascular diseases). Detailed inspection of the pregnant woman and a fetus is carried out by means of ultrasonic research, amnioscopy, biochemical and hormonal methods, etc. In department in addition to wards there are manipulation, procedure rooms, bathrooms, rooms for the personnel, etc.

The gynecologic department consists of surgical department, department of conservative methods of treatment, department for pregnancy interruption. It is completely isolated from obstetric departments; it has the reception-examination unit, discharge room and other rooms.

Functional duties of the accoucheur-gynecologist of a hospital:

1. To know and to be able to put into practice the modern (approved) methods and means of inspection, diagnostics and treatment;

2. To provide appropriate level of supervision, inspection and treatment of women according to principles of a medical-guarding regimen and observance of medical deontology rules;

3. To make daily rounds in the wards together with the midwife (nurse);

4. To participate in the rounds of the Head of the department and to report him about the hospitalised women, in necessary cases to take part in patients’ consultations;

5. To be on duty according to the approved schedule. To give the list with names of the patients demanding special supervision to the doctor on duty of a hospital;

6. To carry out sanitary-educational work among women;

7. To provide the appropriate sanitary-and-hygienic maintenance of wards, observance of the established regimen, carrying out of anti-epidemic measures;

8. Regularly to improve qualification and to carry out actions for improvement of professional skill of the paramedical personnel;

9. To fill in the registration medical documentation according to approved rules;

10. At personal contact with relatives to give inquiries on a state of health of lying-in women, women in childbirth and patients, taking into account principles of preservation of medical secret; to explain to relatives and the woman inexpediency and harm of a premature discharge or the further stay in a hospital.

The accoucheur-gynecologist of a hospital has the right:

· To administer and cancel (administered before by the doctor) any medical-diagnostic measures following from the changing condition of the patient and presence of possibilities in diagnostics and treatment;

· To check correctness and timeliness of paramedical personnel’s carrying out of administrations and instructions on treatment and care of women, their maintenance in appropriate cleanliness and neatness;

· To carry out discharge and transfer of the woman to other department of maternity hospital or other treatment-and-prophylactic establishment in coordination with the head of department;

· To instruct the subordinated to him workers of department to make proposals on reward of these workers or imposing of disciplinary penalty on them for some omissions in work or infringement of rules of the labour internal regulation;

· To give out sick-leaves according to rules and regulations.

Registration documents of maternity hospital: history of labor, a card of interruption of pregnancy, a medical card of the inpatient, a card of the discharged from a hospital, history of development of the newborn, the medical certificate of perinatal mortality.

For maternity hospital activity assessment the general and special indicators of activity are used. Such indicators as the level of maternal, perinatal and early neonatal mortality, morbidity of newborns, frequency of complications in labor and postnatal diseases, reasons for obstetric surgery and aid, frequency of complications testify to quality and efficiency of maternity hospital activity. 

Methods of calculation and analysis of special indicators of the maternity hospital activity

1. Ratio of normal (physiological) deliveries
Quantity of normal deliveries × 100

The general number of the deliveries
Ratio of normal deliveries makes 40 % last years in the Russian Federation.

2. Frequency of the complicated deliveries 

Number of all diseases which have complicated childbirth and postnatal period × 1000

The general number of the deliveries
Frequency of the complicated deliveries reaches 900 ‰ in city and 700 ‰ in the rural region.

3. Level of perinatal death rates

Number of the deadborn + number of children who have died in the first 6 days of life × 1000

Number of born live + deadborn

Level of perinatal death rates as a whole in the country makes 11 ‰

2. Level of early neonatal death rates

Number of children who have died in the first 6 days of life × 1000
Number of born alive

Level of early neonatal death rates makes 5 ‰.

5. A death rate of newborns

Number of all died newborns × 1000
Number of live-born

On the average in the country it makes 5,4 ‰.

6. Mortinatality

      Number of deadborn × 1000 

Number of born alive + the deadborn

On the average in the country it makes 6 ‰.

7. Prematurity rate

Number of children who were born prematurely × 1000
Number of born alive

On the average in the country prematurity rate makes 65 ‰.

8. Level of newborns morbidity

Number of all revealed diseases at newborns × 1000

Number of the live-born

Level of newborns morbidity in the Russian Federation makes 400 ‰

9. Morbidity level of premature newborns 

Number of all revealed diseases at premature newborns × 1000

Number of prematures

Morbidity level of premature newborns in the Russian Federation makes 950 ‰.

10. Structure of the reasons of newborns morbidity

Number of cases of diseases with one nosologic form × 100

The total number of the diseases registered at newborns
11. Structure of the reasons of newborns death rate

Number of died with one nosologic form of disease × 100

The totall number of the died newborns
12. Maternal mortality (per 100 000 born live)
Number of the died pregnant women, lying-in women and women in childbirth × 100000 

Number of born alive

13. Frequency of caesarean section application in deliveries
Number of the deliveries which have come to the end with caesarean section × 1000

The total number of the deliveries
14. Frequency of anaesthesia application in deliveries
Number of the deliveries carried out with application of medicamentous anaesthesia × 1000

The total number of the deliveries
THE TASKS FOR INDEPENDENT WORK

Task №1

Under the annual report of treatment-and-prophylactic establishment calculate the general indicators of maternity hospital activity. Analyze the obtained data and make the conclusion about the organization of work of maternity hospital.

Task №2

Under the annual report of treatment-and-prophylactic establishment calculate special indicators of maternity hospital activity. Analyze the obtained data and make the conclusion about features of the organization and quality of the inpatient obstetric-gynecologic aid.

THEME 16
ORGANIZATION OF THE TREATMENT-AND-PROPHYLACTIC AID TO CHILDREN. A CHILDREN'S POLYCLINIC: PROBLEMS, STRUCTURE, ACTIVITY INDICATORS. ORGANIZATION OF THE INPATIENT AID TO CHILDREN

Objectives of the lesson: to study generalities on the organization of the treatment-and-prophylactic aid to children and teenagers in the Russian Federation, to know the tasks, structure and organization of work of a children's polyclinic. To study features of work in children's hospitals, functional duties of the medical personnel. To acquire a technique of calculation and analysis of children's polyclinic and hospital work indices. 

Techniques of lesson conduction: Students prepare for practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks degree of preparation with the use of testing and oral interrogation. Then the students independently make calculation of the general and special indicators of children’s polyclinic and children’s hospital activity under the annual report of the treatment-and-prophylactic establishment. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS

1. What are the basic differences in the organization of children's polyclinic work and a polyclinic for adult population?
2. What is the filter in a children's polyclinic organized for? What are functional duties of a nurse working in the filter?
3. What is work order and registry functions in a children's polyclinic?
4. What is scope and organization of work of pediatric department of a children's polyclinic?

5. What are functional duties of the district pediatrician and the district nurse?

6. What does work continuity of a children's polyclinic, maternity hospital, maternity welfare clinic, SSEI centre, and other establishments consist of?

7. How is prophylactic medical examination of the children's population carried out? 

8. What is frequency of healthy child observations by the pediatrician at a district? What are the purposes of each of these regular home visits?

9. What is the complex assessment of children health state?

10. How is anti-epidemic and sanitary-educational work in a children's polyclinic carried on?

11. What are the general and special indicators of children's polyclinic activity? What is technique of their calculation and estimation?

12. What are features of the structure and organization of children's hospital work?

13. Name the basic indicators of activity of an inpatient department of a children's hospital.

THE THEME SUMMARY

Main principles of the treatment-and-prophylactic aid to children are: 

· continuity in supervision over the health of a child since the first days of his life; 

· continuity in work of the doctors rendering the treatment-and-prophylactic aid to children; 

· staging in treatment – a polyclinic, a hospital, a sanatorium. 

The establishments rendering the treatment-and-prophylactic aid to children are: children’s municipal and regional hospitals, specialized children's hospitals, clinics, children's municipal polyclinics, children's dental polyclinics, establishments for motherhood and childhood protection (children's homes, maternity hospitals), children's balneary and therapeutic mud-baths, sanatoria, children's departments of general hospitals and polyclinics. 

Children's polyclinic is the treatment-and-prophylactic establishment rendering the out-patient-polyclinic aid to children and teenagers under 18 (of 17 years 11 months and 29 days inclusive) years old. Children's polyclinics are organized with the aim of giving the children who do not need hospitalization, the accessible and qualitative primary medical-sanitary, qualified and specialized aid directed on prevention, decrease of morbidity level, children's physical inability, infantile and children's death rate. Depending on the number of medical posts, five categories of city children's polyclinics are distinguished. At present, in cities large polyclinics (1-2 categories) mainly function; they have a sufficient set of premises, the highly-skilled personnel, necessary medical-diagnostic offices (x-ray, physiotherapeutic, physiotherapy exercises, massage, balneotherapy, mud cure, etc.).

Table №1.
	Categories of polyclinics
	Number of medical posts
	Number of visits in a shift

	1
	50 - 70
	800

	2
	40 - 50
	700

	3
	30 - 40
	500

	4
	20 - 30
	300

	5
	15 - 20
	150


Optimum working hours of children's polyclinics: from 8 o'clock till 20 o'clock on the working days, and at the weekend – till 14 o'clock. The children's polyclinic works by a district principle. The whole territory served by a polyclinic is divided into districts. At a pediatric district there lives in norm 800 children and for their service 1 post of a doctor-pediatrician and 1,5 posts of the district nurses is allocated. Besides, in a children's polyclinic, posts of doctors-pediatricians and nurses (medical assistants) for rendering of the treatment-and-prophylactic aid in preschool centres, schools and departments of specialized medical aid are provided. The basic method in children service is the prophylactic medical examination method. 
The primary goals of a children's polyclinic:

· Organization and carrying out of preventive actions in a polyclinic, in-home, in preschool centres and schools - prophylactic medical examination of children (active and dynamic supervision over health of children), sanitary-educational work, propagation of a healthy way of life, carrying out of anti-epidemic actions together with SSES centres;

· Rendering of the qualified and specialized medical aid in a polyclinic and in-home;

· Qualitative carrying out of clinical-expert work – examination of temporal and permanent disability;

· Timely hospitalization of children requiring hospitalization, with preliminary maximum inspection;

· Observance of successive connection with others TPE: antenatal clinic, maternity hospitals, children's hospitals and sanatoria, clinics.

The basic direction of children's polyclinic activity is the preventive work which is carried out by:

1. Carrying out of antenatal home nursing of pregnant women;

2. Registration of the children's population and prophylactic medical examination of healthy, sick children and children from risk group according to age, features of psychological and physical development; 

3. Vaccination of children;

4. Preparation of children for preschool and educational institutions;

5. Prevention of infectious diseases;

6. Sanitary-educational work for the purpose of hygienic education and habituation to a balanced diet, care, tempering, to improvement and propagation of a healthy way of life among children, their parents and members of their family. 

The children's municipal polyclinic is headed by the head physician who directly supervises over all its activity: provides timeliness, availability and quality of all kinds of the treatment-and-prophylactic aid to children, carries out planning, financing, establishes staff, organizes work of employees, analyzes results of work, is responsible for equipment with the medical equipment, household equipment. Staff of the medical and pedagogical personnel in a children's polyclinic is established on the basis of the following specifications: per 10 thousand children attached to a polyclinic it is provided 12,5 posts of district pediatricians, 0,5 post of the children's surgeon, 0,75 post of the traumatologist-orthopedist, 1,25 posts of the otolaryngologist, by 1,5 posts of the ophthalmologist and the neurologist, and also other experts. For work maintenance in preschool and school establishments 1 post of the doctor-pediatrician is allocated in addition: per 180-200 children in a children's day nursery, 600 children of kindergartens, 2000 pupils of educational institutions. 

Children's polyclinic structure has its own peculiarities, thus, unlike the polyclinics for adult population, a children's polyclinic provides two entrances. Through a front entrance (entrance for healthy children) children who do not have symptoms of acute infectious diseases enter. 

STRUCTURE OF THE TREATMENT-AND-PROPHYLACTIC DEPARTMENT OF THE CHILDREN’S POLYCLINIC











All sick children should be treated in-home, however, if parents for whatever reasons bring the sick child to a polyclinic, they should enter the entrance for sick children that leads to a room called a filter. Skilled nurse works there; she interrogates, examines the child, makes the preliminary diagnosis and decides whether the child can visit a polyclinic or needs consultation of a doctor and isolation. If there is a suspicion of infection the child is placed into a box where he is examined by the doctor called in by a nurse. After doctor’s survey and appointment of necessary medical procedures the child is sent home through a separate exit from the box or, at indications, he is transported to a hospital by an ambulance car. The box, where the patient was, is disinfected.

In the hall there should be concentrated the information about services of a polyclinic, spatial and functional structure of the establishment. In children's polyclinics at the entrance, it is necessary to provide a room for storage of baby buggies, and tables for swaddling of infants in the lobby.

The main figure, rendering the out-patient-polyclinic aid to children, is the district pediatrician. According to the Order of the Ministry of Health and Social Development of the Russian Federation «About the organization of activity of the district doctor-pediatrician» of January, 18th, 2006 N 28 – to a position of the district doctor-pediatrician the specialist having the higher medical education on a specialty "Pediatrics" or "General Medicine" and the certificate of the specialist in a specialty "Pediatrics" is appointed. The district doctor-pediatrician performs his activity in the medical organizations mainly of municipal system of the public health services, rendering the primary medical-sanitary aid to children: children's polyclinics; ambulance stations; inpatient-polyclinic establishments. The district doctor-pediatrician renders the primary medical-sanitary aid to a contingent generated mainly by a territorial principle and on the basis of a free choice of the doctor by patients. Loading of the district pediatrician makes: 5 persons per 1 reception hour in a polyclinic, 7 – at routine inspections and 2 – at service in-home. The aim of the work of the district pediatrician consists in health preservation, decrease of morbidity and death rate of children of all age, maintenance of optimum physical and psychological development of children. 

Functional duties of the district pediatrician:
• forms a medical district of the attached contingent;

• carries out dynamic medical supervision over physical and psychological development of children;

• carries out diagnostic and medical work in-home and in the out-patient conditions;

• carries out work on protection of reproductive health of teenagers;

• carries out primary home nursing of newborns and children of early age at target dates;

• organizes and takes part in carrying out of routine inspections of children of early age, and also children in decreed age terms;

• develops a complex of medical-improving actions, provides the control over performance of a regimen, a balanced diet, timely carrying out of actions for prevention of alimentary frustration, rickets, anemia and other diseases at children;

• provides timely referral of children for consultation to doctors-experts, at corresponding indications – for hospitalization;

• provides carrying out of immunoprophylaxis of children;

• carries out dynamic supervision over children with chronic pathology, followed-up by regular medical check-ups, their timely health improvement and the efficiency analysis of observation by a specialized clinic;

• provides preparation of children for entering educational institutions;

• provides information about the children and the families of social risk to the department of medico-social aid of a children's polyclinic, bodies of guardianship, patronage;

• organizes functioning of a hospital in-home;

• provides performance of individual programs of rehabilitation of children-invalids;

• provides carrying out of additional medicinal supply of children having the right to reception of a social services set;

• gives the conclusion about the necessity of children’s referral to sanatoriums;

• provides measures for prevention and early revealing of hepatitis B and C, HIV-infection in children;

• carries out dispensary supervision of children with the hereditary diseases revealed as a result of neonatal screening, and patronage of the families having children of the specified category;

• in due time directs notices, when due hereunder, to territorial bodies of epidemic and sanitary supervision about cases of infectious diseases and postvaccinal complications;

• gives medical aid to young men in preparation for military service;

• carries on medical consultation and vocational counselling taking into account children’s health state;

• prepares medical documentation concerning transfer of children to a city (regional) polyclinic at reaching appropriate age;

• supervises over the work of the paramedical personnel which carries out the primary medico sanitary aid;

• conducts the medical documentation, when due hereunder, analyzing a state of health of the contingent attached to a medical pediatric district and the work of a medical pediatric district; 

• regularly improves his qualification.

In the distant and hard-to-reach areas, in a countryside lacking the sufficient number of doctors-pediatricians probably carrying out dispensary supervision of children from the attached contingent, including the children at an early age, the doctor of the general practice (the family doctor) (according to Section 9 of the Procedure of the General Practice Doctor’s Activity (the family doctor), confirmed by the Order of the Ministry of Health and Social Development of the Russian Federation of January, 17th, 2005 No 84 "About a procedure of the general practice doctor’s activity (the family doctor)" (it is registered in the Ministry of Justice of Russia on February, 21st, 2005, No 6346), with the subsequent referral of children with health deviations to doctors-experts.

The dispensary method is widely used by the local pediatrician for improvement of the health of the children's population. Routine inspections are the first and obligatory stage in prophylactic medical examination of the children's population. The volume and the maintenance of routine inspections should correspond to age, physical, functional and psychological development of the child. Carrying out of preventive medical inspections of children is provided by the Program of the state guarantees of free medical aid rendering to the population, which is, guaranteed by the state. Obligatory carrying out of preventive medical inspections of children during the certain age periods is provided by a number of Orders of the Ministry of Health and the Ministry of Health and Social Development of Russia: №186/272 of 1992, №151 of 1997, №154 of 1999, №241 of 2000, №623 of 2003, №28 of 2006. These orders are currently in force at the present moment. As preventive work is guaranteed by the state, carrying out of preventive examinations in municipal polyclinics is free. On the first two days after discharge of the child from maternity home the local pediatrician and the nurse carry on in-home joint active routine inspection (home nursing) of the newborn. The first year of a life of the child is extremely important from the point of view of formation of function of all organs and systems of an organism, therefore psychological development, regular medical preventive supervision over the infant is necessary. Active visits of the newborn in-home are carried out by the local pediatrician on the 10th, 14th and 21st days of a life of the child, further – monthly, the mother with the infant visits the local pediatrician in a polyclinic. At survey the pediatrician specifies anthropometrical parametres (weight and length of a body, a chest and head circumference, estimates conditions of seams and fontanels on a head), estimates psychological and physical development, functional condition of other organs and systems. Recommendations about care of the child, about his feeding, other advice for maintenance of healthy growth and development are given. At the age of 1 month, along with the pediatrician, the kid is examined by the neurologist, the orthopedist, the ophthalmologist, the surgeon. Besides, the second vaccination against acute viral hepatitis B is carried out to 1 month of a life (the first vaccination is usually done in maternity home in the first 12 hours of a life of the child). The inoculation is carried out after survey by the pediatrician for exclusion of acute diseases. By results of routine inspection depending on a state of health of the kid, the doctor can appoint additional researches (the general analysis of blood and urine, stool study and so forth). 

The neuropathologist (neurologist) will find out, whether a nervous system of the child develops correctly, will check up, whether he has learnt to hold his head, whether he reacts to sharp sounds, to light, etc. It is at this age when perinatal affection of the central nervous system that is occurring in pregnancy and labor, come to light more often. The neurologist will give recommendations concerning improving massage, gymnastics, pool visiting, and if necessary he will administer medicamentous treatment. 

The orthopedist will estimate the development of the musculoskeletal system of the child, and also will exclude presence of any congenital pathology of development (for example, congenital clubfoot, congenital subluxation or dislocation of the coxofemoral joint, etc.); ultrasonic or radiological study of the coxofemoral joints can be administered. The earlier the medical expert will notice a deviation in the development of the locomotor apparatus of the kid, the more effective will be the treatment. 

The ophthalmologist examines the eye bottom that is especially important in the premature children (retinopathy revealing), excludes blindness, dacryocystitis - inflammation of the lacrimal sac, etc. 

Routine inspections of the pediatrician become monthly beginning from 1 month of the child’s life up to the reach of the age of 1 year. At the age of 3 months alongside with the pediatrician the child should be examined by those doctors-specialists, whose survey has not been performed under 1 month. Analyses of blood, urine, and stool are obligatory. Other inspections at this age are appointed under indications. According to the National calendar of preventive inoculations (in the absence of contra-indications) the child is inoculated against diphtheria, tetanus, poliomyelitis and a whooping cough. The second and third inoculations against the given infections are done at the age of 4,5 and 6 months. It is necessary to remember that pediatrician's survey, at whatever age it is done, should precede each inoculation. At the age of 9 months, along with survey of the pediatrician, the children's stomatologist examines the child. At this age it is necessary to supervise eruption and growth of teeth. Parents should receive advice about care of an oral cavity of the child; learn to control correctness of growth of teeth, bite formations.

At one year of age, besides a routine inspection by the pediatrician, it is necessary to visit the neurologist, the surgeon and the orthopedist. The kid should also be done Mantoux test, and then inoculations against measles, an epidemic parotitis and rubella. Analyses of blood, urine, feces analysis on helminth eggs is obligatory.

In the second year of life in the absence of complaints of poor health of the child the pediatrician’s surveys are carried out with frequency of 1 time in 3 months. Once within a year (usually, at the age of 18 months) laboratory study (analyses of blood, urine, feces) is carried out. Besides, obligatory unitary stomatologist’s survey is provided. At the age of 18 months it is necessary to revaccinate the child against diphtheria, whooping cough, tetanus, poliomyelitis, and at the age of 20 months – against poliomyelitis.

In the third year of life the pediatrician examines the child two times a year. At the age of 3, prior to the child’s entering preschool educational institution, along with the pediatrician and doctors-specialists, the child is examined by the dermatologist, the logopedist in a polyclinic, and in a kindergarten – by the teacher or the psychologist. At the age from 4 to 7 years old routine inspection is carried out by the pediatrician once a year. At 5 or 6 years – one year prior to entering school – the volume of examination is the same, as at 3 years of age. At 6 or 7 years of age – before school – the inspection volume is similar to the previous one.

Schoolboys are annually examined by the pediatrician and the stomatologist. At 7 or 8 years – after finishing the first form of school – the child undergoes complex medical inspection with doctors-experts participation, however, dermatologist and logopedist are excluded from obligatory volume of inspection. At 10 years old – transition to subject training at school, the beginning of the teenage period of development – endocrinologist survey is added to traditional volume of medical, laboratory and instrumental inspection; girls are examined by a gynecologist, everybody should take electrocardiography (electrocardiogram). At 12 years old – the period of the beginning of intensive puberty – in addition to the volume of previous survey, the survey of boys by the urologist is carried on. At 14 - 17 years of age the volume of routine inspections is similar to that performed at 12-year-old age; at 15 or 16 years of age unitary fluorography is done. Annual reduction of amount of teenagers with the first group of health attracts attention: from 33,9 % in 1998 to 25 % in 2005. All that allows thinking, that the school and juvenile age is the most vulnerable for adverse factors of environment: oxygen starvation, bad lighting at schools, absence of the school furniture fitting the child’s height, insufficient quantity of fresh vegetables and fruit, meat and dairy products in a diet. Inaccessibility of improving complexes because of high payment for using them and schoolboys hypodynamia is important.

Results of physical examination are recorded in the basic medical document of a children's polyclinic – «History of development of the child». The given document has a validity, and on the basis of the recorded data, all decisions (including expert ones), concerning health state of the child are made. If routine inspection is carried out before registration of the child to a kindergarten or school the data on health state in educational institution are recorded in «The Medical card of the child for educational institutions of the preschool, primary general, basic general, secondary (full) general education, establishments of primary and secondary vocational training, children's homes and boarding schools» (the form № 02б/у–2000). This document will accumulate the data on health state of the child from year to year until he reaches seventeen years old. This document will follow him in all educational institutions (it is kept in a kindergarten, and then at school or other educational institution). Besides, it is quite unnecessary to undergo preventive examination for one day as it is practised in kindergartens and schools. At first it is necessary to visit a nurse (pre-medical inspection) and pediatrician who will examine the child and will recommend the approximate plan of visits to experts.

For parents, the pediatrician should become the main physician to whom the information on health and conditions of the child’s life from all other experts and teachers is converged. If at carrying out of preventive medical examination a disease is revealed in the child he should be additionally surveyed (consultations of experts, laboratory, instrumental inspection and the exact diagnosis should be made. The volume of inspections is defined according to the diagnostic standards confirmed for the given disease (the Order № 151, 1997). Children with a chronic pathology also have physical examination in corresponding terms. Besides, such children are under dispensary supervision and algorithm of its carrying out (frequency rate of surveys, the list of experts, diagnostic procedures) is defined by a disease (the Order № 151, 1997). 

Preventive medical examinations of children attending educational institutions (including preschool ones), are organized by doctors and paramedical personnel attached to the given establishment and educational institution administration. The conduction form (in a preschool institution, school - more often, in a polyclinic - more rare) is chosen by administrations of a polyclinic and educational institution depending on available possibilities. The right of parents to present at carrying out of survey of the child is thus observed. Presence of parents or other members of the family is obligatory at preventive examination carrying out in a polyclinic in case the kid does not attend educational institution. For carrying out of preventive examination of children (mainly the first three years of a life) in a polyclinic it is recommended to fix «Day of the healthy child», as a rule, on Tuesday or Thursday – days of the least loading at outpatient reception hours.

Creation of department of a healthy child which structure includes preventive work offices, including an office of the healthy child, inoculation office should be one of prime organizational actions in a children's polyclinic, etc.

The primary goals of the room of a healthy child are: propagation of a healthy way of life in a family; training of parents to key rules of education of a healthy child (regimen, diet, physical training, tempering, care); sanitary education of parents in questions of hygienic education of children, prevention of diseases and deviations in development. 

The room of a healthy child and halls of a children's polyclinic are decorated by the sanitary bulletins reporting of an optimum mode of day of the child, techniques of massage and gymnastics during the different periods of life of the child, sets of toys for different age, a set of clothes depending on age and a season. The room is also equipped by sufficient information about physical and psychological development of the child of the first year of life, about feeding, preparation of meals, juice, care of the child. There is a methodical literature on tempering of children in a cold and warm season. All it is used by the nurse of the room of a healthy child for revealing of deviations in psychological development of the child, and also for training of parents. The room works in two shifts; it is visited by children of the first year of life not less than 1 time in 2 months, in the second year of age – 4 times.

The medical-diagnostic aid to children is carried out by:

1) active visiting of the sick child in-home by the doctor, nurse;

2) carrying out of reception of sick children by local pediatricians in the convalescence period in a children's municipal polyclinic (children's department of a municipal polyclinic);

3) carrying out of consulting reception at specialists;

4) consultations of the department manager, the assistant to the head physician, a concilium;

5) organization of hospitals in-home, day hospitals;

6) carrying out of medical-diagnostic procedures, including recovery treatment, rehabilitation;

7) direction of children for treatment to in-patient hospitals;

8) deliveries of sick-lists to a mother or to other person who is directly carrying out the sick child care;

9) carrying out of selection and referral of patients to recovery treatment, medical rehabilitation in sanatoria and the rehabilitation centres, in the special education organisations.

In a children's polyclinic it is possible to judge quality of treatment-and-prophylactic work by such indicators as: 1. Level of children general disease including those of 1 year of life (level of diphtheria cases, whooping cough, poliomyelitis, measles, tuberculosis, acute intestinal diseases, etc.). 2. Distribution of children by health groups, including 1 year of life. 3. A share of children of 1 year old, being on breast feeding till 4 months. 4. Coverage by inoculations. 5. Infantile death rate. 6. Neonatal death rate. 7. Share of children who have died in a hospital in 24 hours after admission and others.

The children's polyclinic carries out planned hospitalization of children to the in-patient department of children's hospital. Planned hospitalization of the child is possible with a referral card and a detailed extract from history of development of the child about the onset of the disease, treatment and results of the analyses made in a polyclinic. Besides, there should be data on development of the child, all sustained somatic and infectious diseases; the certificate from SSES centre about absence of contact to infectious patients at home, in child care centres and school (inquiry period of validity – 24 h); the certificate on inoculations. 

The organization of work of children's hospital has much in common with the organization of work of hospitals for adults; however there are also some differences.

The primary goals of children's hospital:

· Rehabilitation treatment which includes disease diagnostics, treatment, urgent therapy and rehabilitation. 

· Approbation and practical application of modern methods of treatment, diagnostics and prevention, based on achievements of a medical science and techniques.

· (Creation of a medical-guarding regimen. 

· Carrying out of anti-epidemic actions and prevention of intrahospital infection.

· Carrying out of sanitary-educational work.

· Improvement of quality of the treatment-and-prophylactic help.

The reception ward of children's hospital should be equipped with boxes. The most convenient for work are individual Meltser-Sokolov boxes which include a forebox, a ward, a lavatory, a sluice for the personnel. In small hospitals at availability of boxes for admission of children there should be provided not less than 2-3 single wards. Availability of boxes allows conducting simultaneously reception of several children, and in case of admission of the child with unclear diagnosis one may leave him for supervision and necessary inspection before diagnosis specification for 1-2 days.

The department of admission and discharge of patients carries out: physical examination, primary diagnostics and sorting of arriving children; isolation of children who had contact to infectious patients; rendering of the first emergency aid; sanitization; registration of patients’ migration; reference maintenance. The isolated admission of each child is the easiest at presence of boxes in a reception ward. Each box has 1 or 2 beds. The total number of boxes in a reception ward of a somatic hospital is planned according to calculation of 5 % of the number of beds in a hospital. 

The important unit in the newborn medical aid organization was creation of a network of pediatric departments for newborns and premature children as a part of children's hospitals. Wards for children under one year old are boxed. Departments for newborns and premature children are completely isolated from all other departments and services of children's hospital. Sick children are placed in boxes taking into account age in days, character of disease and data of epidemic conditions of maternity hospitals. In the departments the sanitary-antiepidemic regimen is strictly followed up. The general number of beds in the departments for sick newborns is planned as 5 beds per 1000 born live full-term children. In departments for premature children – from calculation of 4 beds per 1000 born live full-term and premature.

The departments can have: a room for patients' examination and reception, separately from the general reception ward of the hospital, wards-boxes; a ward of intensive therapy; a procedure room; a discharge room; doctors' lounge and a room of the department manager; a room of the senior nurse and for storage of medicines; premises for expression of breast milk; mothers’ rooms, a dining room with dispensation of food, a pantry, a rest room. At presence of boxes the reception of sick children is carried out directly into boxes. Each box has 1-2 beds. Each box has forebox. Internal walls of the box and forebox are of glass, windows are equipped with the top transoms. In the box there is hot and cold water supply, a bowl for personnel hands sanitization and intimate washing of children, a children's bath, bactericidal irradiators and centralized oxygen supply. In the boxes are placed: children beds according to age (0,9×0,46×0,75 metre) with individual bedside tables, couveuses, medical scales, a pedal tank with an oil-cloth bag for gathering of the waste linen and a pedal bucket.

The sick newborns and premature children are delivered to the departments of newborns by a special transport car supplied with couveuses, oxygen, accompanied by the trained medical personnel. Children in serious condition are accompanied by a doctor-pediatrician. At admission of the newborn (premature) child the doctor on duty of the department analyzes a case record from the maternity hospital or polyclinic, examines the child, defines severity of condition and character of the disease, and fills in medical documents. In need of urgent rendering of the emergency aid the patient is placed immediately to the resuscitation and intensive therapy ward.

Structure of the children municipal hospital








Feeding of children, including breast feeding, is carried on in a box with observance of rules of sanitary-and-hygienic and anti-epidemic regimens. Care of newborns and premature children and medical administrations are carried out by the nurse without attraction of the paramedical personnel. Mothers are allowed to boxes at hours of feeding of the children; they participate also in the organization of walks of children, massage carrying out under the control of the medical worker.

Departments for infants and for younger (preschool) children should without fail provide possibility for parents to be near to the child during all time of treatment. It is expedient to have small wards in these departments - not more than 4 beds; that gives the chance to fill them taking into account age and character of disease. Partitions between wards should be glass so that the department personnel could observe a condition of children and their behaviour. In younger children department there should be game rooms for children. There one can read a book or simply play, draw, do applications or self-made toys during free time after procedures. Younger children department should have enough books, toys, board games. In hospitals, posts of teachers-tutors for the organisation of leisure of children are established. Besides, if the kid gets better, he is taken for a walk in the street (in a hospital yard there should be a children's playground).

Wards for senior children (schoolboys) are calculated per 4-6 beds, they are formed with the account of sex, age and character and severity of disease. At filling of wards a principle of one-stage reception of patients in the ward is observed so that new-coming patients were not placed in the wards with recovering children. Now there are no restrictions for parents who wish to be near to children hospitalized in senior children departments. And if mum wishes to be together with her seven-year old son, nobody can forbid it. After all, it will be better for everybody: for the child, he will easier endure all severity of illness, and for mum, she can take part in care of the child and for medical staff – they could do with an extra pair of hand. In order to look after the child in the hospital, the nursing should bring the certificate on an epidemic environment (informing that in the family at present there are no infectious patients) from the local therapist, and secondly, he ought to get familiarized with a hospital regimen and to observe it. If all these conditions are observed, an additional bed for mother of the child or another nursing is put into a ward. If there is no such possibility, – after all there are five-six persons in wards of senior children department, – mum sleeps together with the child. In senior children department educational rooms are provided where recovering children study and do school tasks under the guidance of teachers-tutors.

In children's hospitals danger of intrahospital infections is considerably higher, than in hospitals for adults. For prevention of introduction of infection in a hospital toys and books for children are accepted only new, not used ones. At revealing of the child with an acute infectious disease quarantine for the term of the incubatory period for the given disease is established in the department. 

In many children's hospitals and the special medical centres medical rehabilitation is carried out. In medical rehabilitation departments children receive the full complex, mainly non-medicamentous therapy including massage, swimming, medical gymnastics, dry immersion, aromatherapy, physiotherapy, hyperbaric oxygenation. The massage received by children contains, in addition to the general differentiated complex, correcting methods, pressure point massage of stimulating or relaxing character. Swimming in damp pool, exercises in a pool of dry swimming, on therapeutic balls, physiotherapeutic procedures, sessions of hyperbaric oxygenation normalize a muscular tonus, they will harmonize the activity of internal organs, will improve kinesthetic orientation. Aromo- phytotherapy, dry immersion, physiotherapeutic procedures in a complex influence the condition "sleep-wakefulness", restore correct neuroreflectory conductivity. The corresponding medical-guarding regimen is created in the department. 

In a hospital the first stage of medical rehabilitation – clinical stage –comes to the end. Then the second stage goes – a sanatorium, and a third stage – adaptable one which is performed in sanatoria and out-patient-polyclinic establishments.

Children's polyclinic and hospital activity is analyzed under the annual report. Along with the general indicators, characteristic for work of any out-patient-polyclinic and in-patient establishment, special indicators of activity are calculated.

Calculation and analysis techniques of special indicators of children's polyclinic activity

1. Level of infant mortality

Number of children who have died under 1 year old × 1000

Number of children under one year old, registered at a children's polyclinic

      Level of infant mortality in the Russian Federation makes 11,3 ppm

2. Death rate of children at the age from 0 till 14 years old

Number of children who have died at the age of 0 - 14 years × 1000

Number of children from 0 до14 years old registered at a children's polyclinic

      Level of this indicator in the Russian Federation makes 1,1 ppm

3. Level of morbidity of children of the first year of a life:

Number of the registered diseases at children of the first year of life × 1000

Number of children who have reached one year of a life in accounting year 

Morbidity of children of the first year of a life in the Russian Federation makes 2500 ppm.

4. Structure of morbidity of children of the first year of a life

Number of diseases with one nosologic form at children of the first year of life × 100

Number of children who have reached one year of a life in accounting year 

The share of respiratory diseases in structure of disease of children reaches 60 % 

5. Share of children who were on breast feeding from 3 till 6 months

Number of children who were on breast feeding from 3 till 6 months × 100

Number of children who have reached one year of a life in accounting year 

The indicator which is in limits from 40% to 55 %, it is considered to be satisfactory, below 40 % - unsatisfactory, above 55 % - good.

6. Level of pathological involvement of children under 14 years inclusive

Number of diseases and functional deviations revealed at medical examinations × 1000
Number of children under 14 years old covered by routine inspections

In the Russian Federation 250 cases of diseases and functional deviations per 1000 examined children are revealed including hearing acuity loss – at 4 examined patients, visual acuity decrease – at 52 persons, defects of speech – at 27, scoliosis – at 16, posture disorders – at 42 persons. 

7. Structure of pathological affection

Number of revealed children with posture disorders × 100

Number of all revealed deviations

8. Coverage completeness of early dispensary supervision of newborns

Number of the newborns examined by the doctor in first 2 days after discharge from maternity home × 100 

Number of the newborns who have arrived under supervision in a children's polyclinic

9. The doctor’s regular supervision coverage of children of the first year of a life 

Number of children who were under supervision of the doctor without long term intervals × 100 

Number of children reached one year of life in accounting year 

10. Completeness of coverage of healthy children with dispensary supervision

Number of healthy children at the age of 0-17 years inclusive, covered with dispensary supervision ×1000

Mid-annual number of the children's population

11. Completeness of coverage of sick children with dispensary supervision

Number of sick children at the age of 0-17 years inclusive, covered with dispensary supervision ×1000

Number of the sick children requiring special dispensary supervision

12. Health index

Number of practically healthy children of a certain age group which were not ill within a year ×100

The total number of children of the given age group

TASKS FOR INDEPENDENT WORK

Task №1

Under the annual report of treatment-and-prophylactic establishment calculate the general indicators of activity of a children's polyclinic. Analyze the obtained data and make the conclusion about the organization of work of this establishment.

Task №2

Under the annual report of treatment-and-prophylactic establishment calculate special indicators of activity of a children's polyclinic. Analyze the obtained data and make the conclusion about quality of the out-patient-polyclinic aid to the children's population.

Task №3

Under the annual report of treatment-and-prophylactic establishment calculate indicators of activity of the pediatric department of a hospital. Analyze the obtained data and make the conclusion about the organization and quality of work of this department.

THEME 17
A CHILDREN'S STOMATOLOGIC POLYCLINIC: TASKS, STRUCTURE, ACTIVITY INDICATORS

Objectives of the lesson: to study features of organization of the stomatologic treatment-and-prophylactic aid to children in the Russian Federation, to know the tasks, structure and organization of a children's stomatologic polyclinic. To study functional duties of the medical personnel. To acquire a technique of calculation and analysis of children's stomatologic polyclinic work indices. 

Techniques of lesson conduction: Students prepare for the practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks degree of preparation with the use of testing and oral interrogation. Then the students independently make calculation of activity of a children's stomatologic polyclinic under the annual report of the treatment-and-prophylactic establishment. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS:

1. What is the aim of children's stomatologic polyclinics establishment?

2. What problems face the children's stomatologic polyclinics?

3. What norms of the medical personnel are recommended in a children's stomatologic polyclinic?

4. What are the features of work organization of children's stomatologic polyclinics? 

5. What is approximate structure of a children's stomatologic polyclinic?

6. What are functional duties of the stomatologist of a children's stomatologic department?

7. How is the work of an orthodontist organized? What are functional duties of this specialist?

8. What are the features of work organization of a dental surgeon?

9. Name the indicators of stomatologic polyclinic activity. What is the procedure of calculation and analysis of these indicators?

10. What are the prospects of development of the stomatologic aid in the Russian Federation?

THE THEME SUMMARY

The children's stomatologic polyclinic is an independent treatment-and-prophylactic establishment for rendering of the specialized stomatologic aid to the children. The children's stomatologic polyclinic carries out the activity among the children's population aged less than 18 years old inclusive, paying special attention to improvement of the children's organized collectives. The polyclinic organization, its capacity are defined taking into account features and requirements of the Russian Federation regions. The structure and staff number of the medical personnel of a children's stomatologic polyclinic are established by its head according to the volume of carried out treatment-and-prophylactic work. The children's stomatologic polyclinic carries out preventive, consultation-diagnostic and medical aid to children, including preschool centres and schools according to the Order of the Ministry of Health and Social Development of the Russian Federation of 14.04.2006 № 289 «About measures on the further perfection of the stomatologic aid to children in the Russian Federation».
The primary tasks of a polyclinic are:

a. Carrying out of actions for prevention of diseases of maxillofacial area at children's population, at schools, and other organized children's collectives;

b. The organization and carrying out of the actions directed to early revealing of children with diseases of maxillofacial area and their timely treatment;

c. Rendering of the qualified out-patient stomatologic aid to the children's population.

For realization of the primary goals the children's stomatologic polyclinic provides:

· qualitative medical-diagnostic process on the basis of standards of medical aid to children, suffering of stomatologic diseases; 

· (the organization and carrying out in a planned order of preventive examinations and sanitation of an oral cavity of children in establishments of preschool education and schools;

· rendering of the emergency stomatologic (surgical) aid to sick children at acute diseases and traumas of maxillofacial area; 

· (carrying out observation of children with a maxillofacial pathology by a specialized clinic with estimation of the level of stomatologic health of children; 

· referral of sick children for hospitalization in specialized stomatologic departments in accordance with established order; 

· carrying out of complex orthodontic treatment of children with maxillofacial and facial anomalies; 

· the analysis of stomatologic disease of children and working out of actions for decrease and elimination of the reasons promoting occurrence of diseases and their complications; 

· introduction of modern methods of prevention, diagnostics and treatment of stomatologic diseases of maxillofacial area at children; 

· carrying out of sanitary-educational work among the population, including attraction of paramedical personnel of treatment-and-prophylactic establishments, the pedagogical personnel of schools and preschool centers, parents, use of all mass media (the press, TV, broadcasting, means of visual agitation, etc.); 

· equipment of structural divisions of a polyclinic by medical equipment, toolkit, and also medicines and expendable materials according to the equipment and toolkit list; 

· registration and drawing up of the medical reporting in accordance with established order. 

The direct management of the children's stomatologic polyclinic is carried out by the head physician of a polyclinic. The head physician establishes regular number of the medical personnel of a children's stomatologic polyclinic, using for this purpose recommended staff norms of medical and other personnel of a children's stomatologic polyclinic. According to the norms of the medical personnel posts of children's stomatologists are established from calculation: in the children's stomatologic polyclinics serving territories with the population less than 1 million people – 0,5 posts per 1000 children; in polyclinics of cities with the population over 1 million persons – 0,8 posts per 1000 children; in polyclinics of rural settlements – 0,5 posts per 1000 children. Posts of orthodontists are established from calculation of 0,15 posts per 1000 children. Posts of dental surgeons are established from calculation 1 post per 6 posts of children’s stomatologists. Posts of radiologists are established from calculation 1 post per 15 thousand X-ray films a year. Posts of physiatrists are established from calculation of 0,1 posts per 15 thousand children. Posts of anaesthesiologists-resuscitators are established according to staff norms of anesthesiology and resuscitation departments (groups) currently in force.

Model structure of the treatment-prophylactic part of the children’s dental polyclinic








The post of the head of the children’s stomatologic department of any profile is established for every 12 posts of stomatologists of all titles provided by a polyclinic. 

The post of the assistant to the head physician by a medical part is established in the polyclinics that must have not less than 40 medical posts, including a post of the head physician.

Posts of medical room nurses are established from calculation 1 post for each post of a children's stomatologist, a dental surgeon and an orthodontist.

The children's stomatologist carries out:

1. The preventive, diagnostic, medical and sanitary-educational work directed to optimum development of maxillofacial system of children; 

2. The analysis of dental morbidity of the attached contingent of the children's population;

3. Carrying out of planned sanitation of the oral cavity of children in establishments of preschool, primary general, basic general, secondary (full) general, specialized education, primary and secondary vocational training;

4. Carrying out of prophylactic medical examination of children, suffering of stomatologic diseases;

5. Rendering of the urgent stomatologic aid of a therapeutic profile in full in out-patient conditions; 

6. A direction of children with maxillofacial area pathology for hospitalization in specialized stomatologic departments in accordance with established order;

7. Conducting of registration and reporting medical documentation together with a nurse;

8. The analysis of efficiency of prophylactic medical examination of children with estimation of their stomatologic health level;

9. Cooperation with pediatricians, doctors-specialists of the children's polyclinics, stomatologists of the school dental rooms, medical personnel and administration of preschool centres and schools; 

10. Control of the work of the nurses and paramedical personnel;

11. Sanitary-educational work on prevention of stomatologic diseases;

12. Observance of Occupational Safety and Health rules and sanitary-antiepidemic regimen at carrying out of medical-diagnostic procedures.

The children's stomatologist has the right: to give orders and to supervise correctness of performance of medical-diagnostic procedures and manipulations, facilities and equipment operation by the nurses and paramedical personnel; to involve in necessary cases the doctors of other specialties for consultation and carrying out of treatment of children with stomatologic diseases.

Functional duties of the doctor-orthodontist:

· to carry out the registration of the attached children's population; to plan preventive, medical-diagnostic work on the basis of the analysis of stomatologic morbidity of children of the region, of the average productivity of the orthodontist per year and the volume of the work necessary for carrying out of maxillofacial anomalies treatment at the attached contingent of children;
· to provide the fullest coverage of the children's population by oral cavity preventive examinations, having paid special attention to carrying out of planned sanitation of children at the age from 3 till 5 years, and also preschool children, schoolchildren, pupils of boarding schools and other educational institutions. To plan and perform prophylactic medical examination of children with maxillofacial anomalies taking into account rates of their development and severity of a course; to provide, at indications, rendering of the specialized aid to children with attraction of the children's dental therapist, the surgeon, the logopedist, the otolaryngologist; 
· to use modern technologies of diagnostics and treatment of children with application of modern technologies of treatment;

· to provide together with a nurse the registration and reporting of medical documentation established by the Ministry of Health and Social Protection of the Russian Federation on the section of Orthodontics;

· to carry out the analysis of efficiency of prophylactic medical examination of children, medical-diagnostic and preventive work;

· to carry out successive communication with doctors of children's polyclinics, the medical personnel and administration of schools and preschool child care centres;

· to supervise the work of the nurses and paramedical personnel;

· to carry out sanitary-educational work among the population on the prevention of maxillofacial anomalies development;

· regularly to improve the qualification, to participate in work on professional skills improvement of pediatricians and paramedical personnel in their speciality.

The dental surgeon should use modern methods of diagnostics and treatment of surgical diseases of maxillofacial area at children and to use theoretical knowledge and practical skills in the field of children's stomatology according to requirements of the qualifying characteristics. The dental surgeon carries out: prevention, diagnostics and treatment of surgical diseases of maxillofacial area at children, decrease in prevalence, intensity and increase of intensity of surgical diseases of maxillofacial area at children (traumas, inflammations, tumours of maxillofacial area, etc.). He does prophylactic medical examination of children with surgical diseases of maxillofacial area and analyzes its efficiency. Renders the urgent stomatologic aid of a surgical profile in full in out-patient conditions and in the conditions of a hospital. He carries out sanitary-educational work among the population on preventive maintenance of surgical stomatologic diseases of maxillofacial area. In accordance with established order, he directs children with surgical diseases of maxillofacial area for hospitalisation to maxillofacial surgical department, co-operates with pediatricians and doctors-specialists of children's polyclinics.

Prevention of stomatologic diseases of the children's population is recognized as a nation-wide problem and is carried out at federal and territorial level in the form of a component of the complex program of health improvement of the population. Health of an oral cavity of the child is considered as a part of the general condition of his health. The stomatologic help to children includes not only regular sanitation of an oral cavity and sanitary education of children and their parents concerning prevention, but also prescription of special means of prevention of stomatologic diseases. 

Practical realization of primary prevention of stomatologic diseases of the children's population is possible as development of population, group and individual prevention and suggests increase of personal responsibility of each child for hygienic condition of his oral cavity, system and local application of sodium fluoride, restriction of sugar reception, regular teeth brushing from early age. Preventive measures are carried out by pediatricians, accoucheurs-gynecologists, the paramedical personnel, tutors of preschool institutions, teachers of educational institutions, parents. The basic role of the stomatologist consists in training of the medical and non-medical personnel to methods of prevention, control of efficiency of actions. Professional primary prevention of stomatologic diseases provides carrying out of such procedures, as removal of dental deposit, closing fissures on a surface of a tooth with light-cure material, covering of teeth with fluorine containing varnish, quality assurance of individual hygiene and diagnostics of early stages of teeth and periodontium diseases.

Secondary prevention of stomatologic diseases of the children's population is conducted by stomatologists within the limits of regular planned treatment of dental caries and periodontal diseases at all stages of the disease. 

For the stomatologic disease analysis the indicators of prevalence and intensity of dental caries are used. Prevalence of caries is defined by percent of the persons with carious, filled and extracted teeth. The indicator of caries intensity (СFE index) is defined by average quantity of carious teeth and its complications, filled and extracted at children of certain age group. The most indicative age groups of the population are 6, 12 and 15-year-old children. In the age of 6 years the permanent teeth eruption begins; in the age of 12 years the formation of permanent occlusion begins, and in the age of 15 years the final dentition of the permanent teeth and formation of permanent occlusion occurs. The factors influencing formation of occlusion are: periodontal diseases, toothlessness, teeth caries.

The prevention efficiency estimation of stomatologic diseases of the children's population is defined by following criteria:

· percent of healthy children (prevalence of stomatologic diseases), 

· СFE index (degree of dental caries intensity), 

· comparison of the received results with initial data.

Real decrease in stomatologic disease at children mainly depends on timely preventive actions. Productivity of preventive programs is possible at high-grade functioning of all links of preventive aid rendering to the children, since antenatal period of development, infantile, preschool, school age and at the beginning of adult life. One of the most powerful links of this chain is the school stomatology when the child within 8-10 years can receive the complex preventive aid. The school stomatologic room is the convenient form of the organisation of work with children in the conditions of the organized collective where there are all possibilities for inspection of children, revealing of risk factors, carrying out of medical - preventive actions with an individual approach, under the constant control of the medical personnel and in close contact to teachers and parents. 

Unfortunately, the organization level of the stomatologist’s work existing at present at school (migration from school to school, absence of the uniform documentation, allowing to define prevalence, level of intensity of diseases, efficiency of medical-preventive work of the concrete doctor) does not allow to achieve improvement of children’s stomatologic health; and equipment of many school stomatologic rooms mismatches modern requirements. 

Besides, in a transition period to new economic relations in Russia school stomatologic rooms began to be closed, there was a considerable decrease in level and quality of prophylactic medical examination of children. And it has occurred, when enough wide experience of organization of school stomatology was cumulated and adopted by foreign colleagues, in the subsequent years it was adapted to modern conditions and today, with enormous success, demonstrate preventive programs, achievement of high level of hygiene and low prevalence of caries at the population. 

On the other hand, stomatologic educational programs for children, carried out from 1986 up to now, by force of stomatologists or at support of the companies producing means and articles of oral cavity sanitation have shown the considerable efficiency in many cities of Russia. On the average, realization of programs of stomatologic preventive measures gives decrease of caries intensity by 50% – 100%. Only carrying out of regular preventive examinations, early revealing of stomatologic diseases and informing of the surveyed, already gives decrease in intensity of caries at children. In their majority the programs included conduction of lessons of oral cavity hygiene, correction of skills and carrying out of controllable brushing of teeth. Professional methods of individual prevention (professional hygiene, rinsing with remineralizing solutions, covering with Ftorlak (Sodium fluoride), hermetic sealing of fissures, application glass-cements for filling of deciduous teeth) were applied selectively in some programs. As a result, stomatologists have got knowledge how to keep health of children, but at present there is no complex and scale approach for realization of such programs at country level (i.e. continuity of work between children's and adult stomatologic polyclinics, recording a uniform card since the period of antenatal development and up to finishing school, financing). 

Non-introduction of programs of stomatologic diseases prevention at the state level leads to low level of knowledge at the population about hygiene of the oral cavity, insufficient motivation to carrying out of preventive actions and, as consequence, poor stomatologic health at the majority of representatives of various age groups (children, teenagers and parents) that is proved by a set of the carried out sociological researches. In many families parents do not pay attention to development of aims of health preservation and prevention of diseases, and, on the contrary, more often by their own example they show behaviour model «it hurts - we treat». 67 % of parents do not attach importance to teeth pathology, bringing their children to the doctor at occurrence of complaints. Only 14 % of referred children receive the help on the day of referral. Low appealability is connected also with the fact that only 1 % of parents trust to level of equipment of the state children's stomatologic establishments and 18,7 % of the parents who were present during treatment of their children, have estimated a skill level of doctors as high. Necessity of the child’s accompanying by the parent to a stomatologic polyclinic, the big expenditure of time for the trip and reception expectation, especially in large cities, also reduces appealability because of parents being busy at work. It is a shortcoming of the centralized stomatologic aid and prophylactic medical examination. 

Questioning of the children’s stomatologists, confirms a low level of knowledge at patients as appealability to a polyclinic prevails at the complicated forms of caries, and not for preventive and hygienic services which the doctor cannot give in full because of congestion of medical work. 

Study of knowledge of children's stomatologists concerning modern methods of individual prophylaxis, has shown, that at the stomatologist of the general practice they are twice low, than at profile experts. Frequency of application of effective preventive and treatment-and-prophylactic technologies, such as: hermetic sealing of fissures, deep fluoridation, glass-cement filling of deciduous teeth and application of the long-term methods of treatment of caries, is higher among stomatologists of commercial establishments. In state establishments 80 % of doctors are not satisfied by equipment of their workplace and 84 % would like to replace a workplace.

Absence of sufficient financing in the state stomatology reduces not only possibility of introduction of new medical technologies, but also does not allow to render in full preventive services. 

Taking into account the aforesaid there again arises a necessity of revival of the decentralized method of rendering sanitation-preventive aid and creation of modern stomatologic rooms in the organized child care centres where the doctor constantly observing a certain contingent of children, has possibility of regular carrying out of preventive actions in collective. The system defining quality of rendered medical-preventive help to children is required as well. 

Today all efforts of Stomatologic Association of Russia are directed to searches of possibilities for revival of school stomatology in new conditions. The model of the organization of work of a school stomatologic room in new social-economic conditions is developed. It provides: 1) involvement of the stomatologic hygienist in work with the stomatologist in order to increase efficiency and quality of rendering medical-preventive aid in the conditions of a school stomatologic room. 2) to reveal risk factors of stomatologic diseases at children of various age groups. 3) to reveal the level of knowledge of children about oral cavity hygiene, to create motivation for parents to preservation and maintenance of stomatologic health of their children. 4) to organize sanitary-educational work in a school stomatologic room, to train children in methods of teeth brushing and to provide the control over oral cavity hygiene. 5) to develop and introduce individual plans of medical - preventive actions for children in the conditions of the organized children's collective. 6) to provide rendering qualitative medical-preventive aid to children in a school stomatologic room with use of materials of company VOCO.

Large-scale introduction of preventive programs should considerably lower the morbidity level of caries among the children's population, increase economic profitability preventive and medical aid at the expense of release of doctors-stomatologists and achievement of close contact to parents and teachers. 

Special indicators of activity of a children's stomatologic polyclinic:

1а. The part of patients requiring treatment of the number of examined children under 3 years old.

1б. The part of patients requiring treatment of the number of the examined preschool children.

1в. The part of patients requiring treatment of the number of the examined schoolboys.

2. The part of sanitated patients of the number patients requiring oral cavity sanitation among preventively examined children under 3 years old (preschool children, schoolboys). 

3. Percentage of children covered by prophylaxis of caries:

a) popularization methods (sanitary-educational work, introduction of curriculums), 

b) medical methods (professional hygiene of the oral cavity, ftorlak application, hermetic sealing of fissures).

4. Percentage of sanitated children of the number of primary appealed to a polyclinic (to the given doctor).

5. The part of children taken under dispensary supervision of 1 year old.

6. Prevalence of caries at children of 3 years old which were under supervision of the doctor since 1 year.

7. Frequency of cases of complicated caries of permanent teeth per 1000 surveyed.

8. Quantity of the permanent teeth directed to extraction per 1000 surveyed.

9. Percentage of children having intact permanent teeth at 7 years old.

10. Percentage of children having intact permanent teeth at 9 years old.

11. The part of the patients covered by apparatus treatment in one year (for orthodontist) - from among requiring treatment.

12. Frequency of carpool technologies application for anaesthesia at teeth treatment.

Prospects of development of stomatologic service:
The stomatology was one of few parts of public health services, which made real steps in speciality reforming for the past years, in its adaptation to market conditions where additional sources of financing are found, modern technologies of prophylaxis and treatment are introduced, intensive training and retraining of personnel is carried out and a number of problems are solved. In stomatology, much wider (ten times) than in any other medical speciality, has developed state alternative market of stomatologic services in the most variable forms – paid services, private offices, the treatment-and-prophylactic enterprises, individual private enterprises, rent of workplaces, etc. Now this newly created market gets civilized forms. The significant amount of stomatologic clinics which completely satisfy the population in this kind of the stomatologic aid is created. In many cities of the country there are the perfect private stomatologic clinics which have gained trust and recognition of patients, giving help to the population at the highest level. The steady, reliable and convenient order was established in provision of stomatology with materials, medicines, instruments, equipment for stomatology. Basically, normally functioning market system of supply of stomatology with products necessary for activity is created. 

Positive shifts in system of stomatologic training are connected with working out and acceptance of concept about the stomatologic formation, presented by the Moscow State Medical Stomatologic University (MSMSU). Its essence consists in preparation of the stomatologist of the general practice as the basic, central figure with the higher education. It means that all stomatologic faculties should train only stomatologists of the general practice with the course of corresponding internship. Then they should work 3 years by the given specialty, combining functions of the therapist, the surgeon, the orthopedist, the children's stomatologist. Sub-specialization is possible only by undergoing of clinical internship. Reception of permissions to other kinds of works, their quantity will depend entirely on abilities, desire, corresponding training, but thus it (without internship course) does not become the sub-specialist but only acquires the right to a corresponding kind of activity.

For successful functioning in the market conditions the structure of stomatologic polyclinics varies – it should be focused on rendering of stomatologic services at professional and service level. For this purpose, as a part of stomatologic polyclinic, the departments of general practice stomatology are already created in which the stomatologists owing certificates by several specialties work, more often in therapeutic, surgical and orthopedic stomatology. The new posts adapted for the aims are introduced, the medical documentation is developed answering medical and legal requirements. Successful treatment-and-prophylactic activity is provided by services of modern management and marketing, technical service.

In these conditions problems and functions of stomatologic treatment-and-prophylactic establishments cardinally vary, but stomatologic polyclinics as the basic component in the structure of stomatologic service should remain. Gradually, and in case of the initiative from the state – with increased speed, the organizational-legal form of stomatologic polyclinics will vary. Reforming process will go in three basic directions: corporatization, creation of the independent noncommercial organizations, the organization of large associations of stomatologic polyclinics of holding type. Corporatization in the majority of territories now occurs at the initiative of public health authorities and at their direct participation as shareholders. In a number of territories it is carried out at the initiative of collectives of establishments (for example, Kaliningrad, Tyumen, Tula, etc.). Experience of creation of independent noncommercial organization (INO) as the organizational-legal form is available only in several cities. In the conditions of a competition the necessity of creation of a stomatologic clinics network – holding type – will extend. Already existing in Moscow networks "Denta-Vita" and "Denta-L" can serve evidence to that. However, a part of stomatologic polyclinics can and should keep the status of state or municipal public health establishment. First of all it concerns clinical and children's stomatologic polyclinics. Possibility of creation of so-called social stomatologic polyclinics for rendering assistance decreed population groups – to pensioners, invalids and the persons, suffering of social illnesses (tuberculosis, mental diseases, neuroendocrine disorders, etc.) is not excluded. The stomatologic aid should be rendered in them on means of local budgets within the limits of territorial programs of the state guarantees of rendering to citizens of the Russian Federation of the free medical aid, confirmed by local authorities, or at the expense of means of obligatory medical insurance. Thus, the basic volume of the stomatologic aid will be given in stomatologic polyclinics for 10 - 15 workplaces well adapted in the Russian public health services, manageable and assisting all basic stomatologic specialties. They can reserve the status of the organizational-methodical centres of stomatologic service. 

TASKS FOR INDEPENDENT WORK

Task №1

Develop a comprehensive plan of prophylaxis and treatment of stomatologic diseases for a school stomatologic office

The model scheme of the plan:

	№
	Measure
	Term
	Financing source

	1
	Introduction of modern technologies of treatment and prophylaxis of stomatologic diseases
	
	

	2
	Creation of monitoring of stomatologic health of the organized children's population at the age from 7 till 18 years old 

- fixing of educational institutions to the stomatologist 

- surveys of children by stomatologists 

- oral cavity sanitation 

- creation of hygiene corners 
	
	

	4
	Propagation of stomatologic health at parental meetings, individual meetings with parents, mother schools in maternity consultations.
	
	

	5
	Carrying out of educational seminars and classes with medical workers of children's polyclinics, maternity consultations, teachers, tutors of preschool institutions on development of skills of oral cavity hygiene at children and expectant mothers.
	
	

	6
	Use of mass media for acquaintance of various strata of city society with Program aims.
	
	

	7
	Preparation of a cycle of training and educational programs and articles in mass-media concerning oral cavity hygiene and occlusion abnormality prophylaxis.
	
	


Task №2

Under the annual report of treatment-and-prophylactic establishment calculate the general and special indicators of activity of the children's stomatologic polyclinic, using for this purpose the manual «Calculation of activity indicators of establishments of public health services and population health» (Stavropol, 2006). Analyze the obtained data and make the conclusion about the organization of work of this establishment.

THEME 18
MEDICAL PROPHYLAXIS. MASS HEALTH EXAMINATION AS A METHOD OF DISEASE PREVENTION AT TREATMENT-AND-PROPHYLACTIC ESTABLISHMENTS

Objectives of the lesson: to study organizational bases of prophylactic medical examination of the population. To be able to formulate prophylactic medical examination tasks, the content of work of all divisions of a medical institution by organization of prophylactic medical examination of adult population, children, pregnant women and gynecologic patients. To acquire a technique of calculation and analysis of prophylactic medical examination indicators, by ability to draw conclusions and to develop recommendations about improvement of the organization, quality and efficiency of prophylactic medical examination.

Techniques of lesson conduction: The students prepare for the practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks degree of preparation with the use of testing and oral interrogation. Then the students independently make calculation of the basic indicators of the organization, efficiency and quality of prophylactic medical examination. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS:

1. What is medical prophylaxis?

2. What is the aim of the prophylaxis, its levels and types?
3. What is a dispensary method and what is its importance?

4. What are the aims and tasks of prophylactic medical examination of the population?

5. What are the levels of mass health examination?

6. How is adult population prophylactic medical examination organized?

7. What groups are the persons undergone a medical examination subdivided into?

8. What are the features of dispensary supervision of children?

9. What indicators are used for estimation of quality and efficiency of carrying out of prophylactic medical examination?

THE THEME SUMMARY
Prophylactic medical examination is a method of active dynamic supervision of healthy persons, incorporated general physiological features or working conditions; the patients suffering chronic diseases most often leading to temporal invalidity, physical inability, death rate, or some past acute diseases; the persons having risk factors. This method is directed to the prevention of diseases, their active revealing at early stages and timely carrying out of medical-improving actions.

Population prophylactic medical examination of a method of separate establishments work has turned now into the system of work of all treatment-and-prophylactic establishments of the country. Each of them, according to a profile of the work, carries out prophylactic medical examination of various groups of the population and certain contingents of patients.

The prophylactic medical examination main objective consists in preservation and strengthening of health of the population, increase in life expectancy of people and increase of labour productivity working by regular supervision over a condition of their health, studying and improvement of working conditions and life, carrying out of a complex of social and economic, sanitary-and-hygienic, preventive and medical actions.

Methods of carrying out of prophylactic medical examination of healthy and sick persons are basically uniform. Prophylactic medical examination of the healthy people should provide correct physical development, health strengthening, reveal and eliminate risk factors of the onset of various diseases by wide carrying out of public and individual social and medical actions. Prophylactic medical examination of patients should reveal and treat actively primary forms of diseases, study and eliminate the reasons promoting their occurrence, to prevent an aggravation of process and its progressing on the basis of constant dynamic supervision and carrying out of medical-improving and rehabilitation actions. 

The primary goals of prophylactic medical examination of the population are:

1. Definition of health state of each individual by annual survey and estimation of health taking into account age, sex and professional features;

2. The differentiated active dynamic supervision over the healthy persons; the persons with risk factors, and patients; gradual transition from supervision over separate persons to family supervision;

3. Revealing and elimination of the reasons causing diseases; assistance to elimination of bad habits and maintenance of a healthy way of life;

4. Timely carrying out of medical-improving actions;

5. Improvement of quality and efficiency of medical aid to the population by interrelation and continuity in work of all types of establishments, wide participation of doctors of various specialties, introductions of new organizational forms, the further technical maintenance and computer use.

Prophylactic medical examination has taken a leading place in work of polyclinics, ambulance stations, medical units, maternity consultations and doctors of various specialties, first of all doctors of the general practice, territorial and shop health care districts. For effective and qualitative carrying out of prophylactic medical examination it is necessary:

· active revealing of patients at early stages of diseases;

· regular supervision over their health state;

· timely carrying out of medical and preventive actions on the rapid recovery of health and work capacity;

· studying of the environment, industrial and living conditions and carrying out of actions for their improvement;

· regular improvement of professional skill of doctors, both at the basic specialty, and concerning hygiene of work, occupational diseases, examination of temporal invalidity;

· participation in prophylactic medical examination of administration of the enterprises, trade-union and other public organizations.

Among all population which is subjected to dispensary supervision, first of all under supervision there should be workers of leading industries and trades with harmful and hard working conditions; pupils (technical training colleges, technical schools and high schools), working teenagers irrespective of the character of manufacture and industries; invalids and veterans of the Great Patriotic War; women of childbearing age; patients of the basic groups of the diseases defining level of temporal invalidity, physical inability and death rate of the population; persons with high risk of a disease: with hypertension, with pretumour diseases, prediabetes and other conditions, in addition, those abusing alcohol, with supranormal dietary intake, leading an inactive life, etc.

The whole network of out-patient-polyclinic establishments should participate in prophylactic medical examination of all population with wide attraction of medical workers of hospitals, highly skilled specialists of medical higher schools, scientific research institutes, etc. Special attention thus should be paid to expansion of medical programs of early revealing of various diseases. Aims of the bodies of public health services in prophylactic medical examination consist in streamlining of doctors’ work with healthy people. Each person should be under dispensary supervision of one treatment-and-prophylactic establishment, at one doctor at full satisfaction of requirement for the diagnostic, consulting and medical aid of doctors of other specialties. At multiple chronic pathology the priority is defined according to the international classification of illnesses and a group of dispensary supervision. It provides an individual approach, enhances the responsibility of the doctor for quality and efficiency of his actions, eliminates duplication of inspection, supervision, reduces number of unreasonable and inefficient visits to treatment-and-prophylactic establishment.

According to degree of their participation in population’s prophylactic medical examination the establishments are differentiated by the following levels:

I level – the out-patient-polyclinic establishments serving the population by an industrial or territorial principle: a village first-aid and obstetric station, medical ambulance stations, health centres, a medico-sanitary unit, territorial polyclinics, maternity clinics. The technology is focused on available personnel and material possibilities, use of mobile systems, modern computer facilities. At this level it is necessary to have automation of diagnostic process, anamnesis data gathering, the analysis of an electrocardiogram and phonocardiogram, laboratory-diagnostic researches, functional and psychophysiological tests, solution of administrative-organizational tasks.

II level – specialized clinics, in-patient departments of hospitals, the advisory-diagnostic centres. The technology is oriented to use of available material means, the additional hardware park differing from I level. At the given level along with problems of the general screening in-depth study of cardiological, oncological, pulmonological ophthalmologic, psychoneurological and other profiles is provided.

III level – regional and republic hospitals, the specialized centres, clinics of medical and scientific research institutes. The technology is oriented to use of all modern and perspective methods of diagnostics and treatment, creation of the problem focused bases and databanks for patients of a corresponding profile and also for separate regions of the country.

Prophylactic medical examination stages:
The first stage. Scheduling on population prophylactic medical examination: carrying out of population census at a site, listing of persons subjected to active dynamic supervision in the conditions of a medical institution, definition of sequence of the invitation to medical examinations and the individual program of examination. 

The second stage. Inspection by appealability and during routine inspections. Carrying out of medical-diagnostic actions, estimation of a health state, definition of the group of health. 

The third stage. The active invitation to reception of the patients who are under dispensary supervision, carrying out of medical-improving and rehabilitation actions. Estimation of quality of prophylactic medical examination.

According to a state of health all examined inhabitants are divided into three groups of dispensary supervision.

I group – practically healthy persons – the persons without chronic diseases or malfunction of separate organs and systems, completely able-bodied; acute diseases are not frequent in this group, their course is not long and they do not affect functions of the vital organs and do not influence work capacity; and at inspection the deviations from the established norms are not revealed.

II group – risk group – the persons without chronic pathology but with some functional deviations, with low immunity resistance, with frequent acute diseases and living at risk factors of industrial, hosehold and genetic character.

III group – chronic patients are subdivided into persons with the compensated course of disease, rare and short disabilities; with the subcompensated course of disease, frequent aggravations and long disabilities; with decompensated course, the steady pathological changes leading to permanent disability.

In each of groups the persons with risk factors of industrial, household and genetic character are revealed.

In a group of healthy persons inspection should be directed to definition of a functional condition of separate systems and organs, first of all cardiovascular, respiratory, endocrine, digestive system, central and peripheral nervous systems, degree of adaptation of the organism, revealing of its reserves.

At inspection of practically healthy persons and having risk factors, along with the above-listed methods deviations of separate organs and systems, reactions of functional systems of the organism to dynamic loading should be defined, and work capacity must also be estimated.

In group of chronic patients the purposeful inspection including all modern methods of laboratory, functional-diagnostic, radiological, radio isotope, endoscopic and other investigations should be carried out. Frequency and duration of supervision over the chronic patients depends on a course of disease, its form and stage. Thus, frequency of dispensary supervision over the patients with rheumatism, coronary heart disease, gastric and duodenal ulcer makes four times a year. Planning of active surveys of prophylactic medical examination patients should be constructed so that to carry out anti-relapsing treatment before a seasonal aggravation (August - September, February - April).

The organization of prophylactic medical examination in the conditions of maternity consultation

The accoucheur-gynecologist does the conclusion about a condition of reproductive function of the woman. The integrated estimation of a state of health of each woman is carried out, proceeding from the anamnesis, complaints and data of objective inspection. The conclusion “healthy” is given, if in the anamnesis there are no impairments in formation and the subsequent course of menstrual functions, gynecologic diseases, complaints at objective inspection (laboratory, clinical) changes in a structure and function of reproductive system organs. Risk group. In the anamnesis there are indications of gynecologic diseases, functional deviations or abortions; there are no complaints; at objective inspection there can be anatomic changes which do not cause infringements of reproductive system and work capacity of women. Available prenatal factors do not exceed 4 points at their total estimation. Functional disturbance of separate organs and systems do not cause complications during pregnancy, and each of them is not estimated above 2 points by a scale of prenatal risk. A sick person. There can be evidences of presence of gynecologic diseases in the anamnesis, complaints can be present or absent; at objective inspection gynecologic disease is revealed. The pregnant woman with extragenital or obstetric pathology.

Population of pregnant women, being a special group of the population in a certain time interval, requires also an estimation of a state of health. Health of the pregnant woman can be considered as a condition of optimum physiological, mental and social functioning at which all systems of a parent organism provide full value of health and fetus development.

The question on prophylactic medical examination of women out of pregnancy is important. Prophylactic medical examination of healthy women provides health preservation, creation of their resistance to environmental adverse factors (at a factory, in a life) to adequate formation of a healthy way of life with reference to separate age periods. Healthy women can pass dispensary survey of the accoucheur-gynecologist 1 time in a year.

Prophylactic medical examination of women of the risk group has the purpose of working out of preventive actions against risk factors, increase in reserves of the organism directed to the prevention of gynecologic diseases. This group should pass dispensary survey not less than 2 times a year.

Prophylactic medical examination of sick women puts the problem of studying and a choice of possibilities of elimination of the reasons which have caused diseases, early revealing, their effective treatment and the subsequent rehabilitation.

For the basic forms of gynecologic diseases concrete schemes of dispensary supervision are fulfilled now.

The organization of prophylactic medical examination of children
The first stage of prophylactic medical examination of children includes some the interconnected periods:

The first period – antenatal fetus protection is carried out by local pediatric service in contact to the accoucheur-gynecologist of a maternity consultation. In this period the primary goal is the continuity organization in activity of maternity consultation and a children's polyclinic which should be carried out in the form of the constant information coming to a children's polyclinic, about each pregnant woman under observation. For this purpose such forms of work, as school of young mother and antenatal home nursing are applied (at 28 and 32-36 weeks of pregnancy). Prenatal home nursing is carried out, as a rule, by a district nurse. The pediatrician carries out home nursing of pregnant women with normally proceeding pregnancy at reception in a polyclinic, and at adversely proceeding pregnancy and the complicated anamnesis – in-home. It is necessary to notice, that at the second home nursing performed at 32-36 weeks of pregnancy, future mother should receive necessary data on leaving and the organization of conditions of a life of the child. The birth of a healthy child is to a certain extent an efficiency and quality indicator of antenatal prevention.

The second period is a dynamic supervision over the newborn which is carried out by the district pediatrician together with a nurse. Qualitatively the estimation of features of a course of pregnancy and labor at mother, early postnatal ontogenesis, i.e. revealing of a possible belonging of the child to risk group should become an important point. Already at the first home nursing of the newborn it is possible to predict to a certain extent a state of health of the child and to appoint corresponding correcting and health-improving actions, according to a state of health of the child and risk group. At the first home nursing it is expedient to collect also the genealogical anamnesis to carry out at indications timely laboratory methods of study. Problems and purposes of dynamic supervision over the newborn consist in giving a certain system of knowledge to the mother taking into account concrete conditions of a family, its sanitary literacy in questions of education of the healthy child and prevention of diseases.

The third period is monthly dynamic supervision over the child throughout the 1st year of a life. It is necessary to remember, that physical and psychological development, and also level of a state of health of the child in the first 3 months of a life can be an indicator of efficiency and quality of his supervision in the period of neonatality. At an estimation of quality of supervision within the 1st year of a life it is necessary to give great value to a complex estimation of a level of development and a state of health in the child of this decreed period of life age: 3, 6, 9 and 12 months. The doctor, doing the conclusion about a state of health of the child during these age periods, writes graded epicrisis in which reflects the development and health of the child for the last period, estimates level of his physical development and uses local standards of definition of development harmony, it is important to estimate level of psychological development. Crucial importance for estimation of a state of health has the fact of presence or absence of diseases at the moment of inspection, and also frequency and duration of the acute diseases of the child, the last quarter. Frequency rate and duration of diseases indirectly reflect a condition of reactance of an organism of the child.

The fourth period is dynamic supervision over the child at the age from 1 year till 7 years old. Such supervision is known to be carried out, by the local pediatrician in case when the child does not visit a preschool institution, and is brought up in a family. At the age of 5-7 years old this inspection is combined with complex survey before entering school. Results of scientific researches of the recent years testify to necessity of carrying out of survey of children at the age of 3 and 5 years old for the purpose of preventive maintenance of chronic diseases by all doctors-experts: ENT, the oculist, the surgeon-orthopedist, the neuropathologist, the stomatologist, the logopedist.

For all children of preschool age great value has a complex estimation of a state of health. At children of 2nd and 3rd year of a life it is necessary to estimate psychological development. As the local doctor, because of limitation of time, cannot be engaged in estimation of psychological development of the child at reception-hours at a polyclinic, this function is assigned to the nurse of the office of a healthy child. It is necessary to write the data of the specified estimation into «History of development of the child» so that the doctor on reception, making the complex conclusion, could consider indicators of psychological development of the child. Thus, throughout the first 7 years of a life the child is under supervision of local pediatric service and specialists of a children's polyclinic.

It is necessary to notice, that the state of health of the child at entering school is an indicator of quality and efficiency of such supervision.

Children, whose deviations in a state of health or diseases in any period come to light, are taken under the differentiated supervision of the local doctor or the doctor-specialist. For this purpose the necessary complex of medical-improving actions is administered to the child, i.e. the third stage of prophylactic medical examination is carried out.

Having obtained necessary data, the local pediatrician carries out a complex estimation of a state of health of the child with definition of group of health which gives wider representation of a state of health of each child and a contingent of observable children as a whole, than the diagnosis only. Besides, it allows to reveal a "threatened" contingent of children. At a complex estimation of a state of health of the child the following is considered:

· presence or absence of chronic (and including congenital) pathology;

· functional condition of organs and systems;

· resistance and reactance of an organism;

· level and harmony of physical and psychological development.

As a result of the scientific researches carried out in children's treatment-and-prophylactic establishments of some territories of the country, 5 groups of health are offered. To I group healthy children are referred; to II group – healthy ones, but with presence of risk of occurrence of pathology; to III, IV and to V groups – chronically sick children in a condition of compensation, subcompensation and decompensation of pathological processes.

Children of I group of health should be observed in the usual terms established for routine inspections of healthy children. Medical administrations to children of this group include preventive, general health-improving and educational actions.

Children of II group of health with presence of risk of occurrence of pathology require special attention of the pediatrician as the preventive and health-improving actions carried out in due time and purposefully, give the greatest effect of prevention of chronic pathology formation. Terms of supervision over the given group of children are established by the doctor individually for each child according to degree of risk concerning formation of a chronic pathology, expressiveness of functional deviations and resistance degree. Often ill children, and also children who have acute pneumonia, Botkin's disease, etc., are referred to II group of health, during the reconvalescent period they are taken under special control. Medical administrations to children of this group include not only preventive, educational and general health-improving measures, but also special medical-improving actions. Medical-improving actions to children of II group of health are appointed not only by the pediatrician, but also by doctors-specialists.

Children of III, IV, V groups of health are under dispensary supervision of the pediatrician and corresponding specialists and should receive necessary treatment depending on their pathology. Association of children in homogeneous groups of health allows to provide the differentiated service of contingents of children and it is more rational to plan medical aid.

The organization of the medical control over a state of health of schoolboys provides annual carrying out of routine inspections which are spent stage by stage: the first stage – screening studies, the second stage – inspection of children selected by means of tests; the third stage – specialists’ inspection of the schoolchildren directed to consultation by the doctor of school. These principles of the organization of mass medical inspections provide not only increase of efficiency of surveys, but also perfection of organizational approaches of pupils’ health services. In particular, they promote increase of a role of the paramedical personnel in the control over a state of health of children; to rational use of working hours of the doctor of school and doctors-specialists for the differentiated control over a state of health of schoolchildren; to wider carrying out of treatment-and-prophylactic actions among children with initial forms of deviations.

All children having deviations in development and a state of health are being registrated in a dispensary, and «the Control card of dispensary supervision»is started for each of them. Except the doctor of child care centre, these children are observed by doctors-specialists of a polyclinic and local pediatricians. Terms of their surveys depend on severity and a course of pathological process.

In preschool centers and schools forces of medical workers of these establishments and a children's polyclinic should provide conservative treatment of chronic diseases ENT - organs, sanitation of teeth, corrective gymnastics and physiotherapy exercises.

The doctor of school together with administration and teachers makes a comprehensive plan of preventive and medical-improving actions which provides the organization of a rational educational and labour mode, diet, physical training, carrying out of tempering procedures, performance of sanitary-and-hygienic requirements. The plan is discussed at a faculty meeting and is affirmed by the principal, and also the head of a children's polyclinic under which activity there is a school.

The big problems face to the personnel of preschool centres and schools on wide propagation of medical and pedagogical knowledge among parents, the organization of the practical help to families in the decision of problems of physical training of children, to morbidity decrease. In this plan involving of children in regular lessons in physical training, sports, tourism has special importance.

Successful carrying out of prophylactic medical examination in many respects depends on accurate registration and conducting the medical documentation. The basic document containing all data on prophylactic medical examination is «Medical card of the outpatient» (f.025/u), «History of development of the child» (f.112/u), «Card of prophylactic medical examination registration» (f.131/u) and «Control card of dispensary supervision» (f.030/u). 

Indicators of the organization of prophylactic medical examination

1. Completeness of coverage of decreed groups of the population with medical inspections

Number of the persons actually examined × 100

Number of the persons subjected to surveys
2. Completeness of patients’ coverage with dispensary supervision 

Number of the patients under dispensary supervision × 100

Number of the registered diseases
3. Structure of the patients registrated in a dispensary

Number of the patients being registrated in a dispensary concerning one disease × 100

The general number of the patients being registrated in a dispensary by the end of accounting year
4. Coverage of the population by routine inspections on tuberculosis and oncological disease (%).

5. Share of preventive visits of the total number of visits (%).

Indicators of prophylactic medical examination efficiency

1. Share of patients crossed off the dispensary register because of their recovery. 

2. Share of patients crossed off the dispensary register because of death. 

3. Share of patients improved a state of health (passed from the third to the second group of supervision).

4. Decrease in frequency and duration of relapses of diseases (per 1000 dispensary patients).

5. Frequency of transition of the dispensary patients to primary physical inability (per 1000 dispensary patients).

6. Decrease in the general morbidity among a contingent of dispensary patients (per 1000 patients).

7. Decrease in morbidity with time disability (number of cases, days per 100 dispensary patients, average duration of one case).

Indicators of quality of prophylactic medical examination

1. Share of operated patients from among those requiring operative treatment

Number of operated patients × 100

Number of patients requiring operative treatment
2. Share of patients provided with correcting glasses from among those requiring vision correction 
Number of patients provided with correcting glasses × 100

Number of patients requiring vision correction
3. Regularity of dispensary supervision of patients (in %).
4. Mid-annual number of active visits falling to one patient being under dispensary supervision.
5. Completeness of inspection of the patients being under dispensary supervision (in %).
6. Completeness of carrying out of medical-improving actions during a year of supervision (in %).
7. Percent of late revealing of malignant new growths (IV stage).
8. A share of dispensary patients not examined by the doctor within a year.
TASK FOR INDEPENDENT WORK

Task №1

Under the annual report of treatment-and-prophylactic establishment calculate prophylactic medical examination indicators, using for this purpose the manual «Calculation of activity indicators of establishments of public health services and population health» (Stavropol, 2006). Analyze the obtained data and make the conclusion about the organization and quality of prophylactic medical examination in treatment-and-prophylactic establishment.

Task №2

Make the plan of dispensary supervision over practically healthy newborn child (6 days of a life), for the first time arrived under supervision to a children's polyclinic on September, 1st, 2006, and also the plan of supervision over the child of the first year of a life of social risk group. 

THEME 19
THE ORGANIZATION OF THE TREATMENT-AND-PROPHYLACTIC AID TO RURAL POPULATION – PROBLEMS AND PROSPECTS

Objectives of the lesson: to study organization features of the treatment-and-prophylactic aid to rural population of the Russian Federation. To study structure and functions of the treatment-and-prophylactic establishments rendering aid to rural population and to know the basis of the organization of health services of adults and children in countryside. To study functional duties of the medical personnel of the establishments rendering the treatment-and-prophylactic aid to country people. To acquire a technique of the analysis of activity of the treatment-and-prophylactic establishment serving rural population.

Techniques of lesson conduction: The students prepare for the practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks degree of preparation with the use of testing and oral interrogation. Then the students independently make calculation of indicators of the central regional hospital activity under the annual report. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS

1. What are the features of organization of medical aid to rural population?

2. What are the stages of medical aid rendering to country people?

3. Name problems, structure and functions of a rural health care area.

4. What treatment-and-prophylactic establishment is the leader at the level of a rural health care area?

5. What are functional duties of the doctor of the general practice working in rural district hospital?

6. What are the functions performed by village first-aid and obstetric station in structure of a rural health care area?

7. What are the aims of establishments of a rural health care area on health protection of mother and the child?

8. Name the main tasks, structure and functions of the central regional hospital (CRH).

9. What forms and work methods are used by CRH doctors for approaching of specialized medical aid to countrymen?

10. What are the tasks, structure and the basic functions of regional (territory) hospital?

11. What are the tasks and scope of work of the emergency and planned-advisory aid department and the department of clinical-expert and organizational-economic work of a regional hospital?

THE THEME SUMMARY

Medical aid to agricultural population is based on the same principles, as to urban population, but features of a life of rural population (character of settlement, the low population density, specific conditions of labour process, economic-household activity and a life, poor quality or absence of roads) demand creation of special system of the organization of the treatment-and-prophylactic aid. The medical aid organization in village, its volume and quality depend on remoteness of medical institutions from a residence of patients, staffing of TPE with qualified personnel and the equipment, possibilities of specialized medical aid reception. Staging of medical aid rendering is the feature of health services of agricultural population. There are three stages of medical aid rendering to countrymen: 

1. The rural health care area unites a rural district hospital, a medical ambulance station, obstetric-and-gynecologic posts, medical assistant's posts, preschool institutions, medical assistant's health centres at the enterprises, a dispensary. At this stage the rural population can receive the qualified medical aid. The qualified medical aid is the medical aid rendered to citizens at diseases, not demanding specialized methods of diagnostics, treatment and use of sophisticated medical technologies.

2. Regional medical institutions are central regional hospitals, regional hospitals, regional centres of the state sanitary-and-epidemiologic supervision. At this stage countrymen receive specialized medical aid.

3. Republican (territorial, regional) medical institutions are republican (territorial, regional) hospitals, clinics, polyclinics, the centres of the state sanitary-and-epidemiologic supervision. At this stage there is a highly skilled and highly specialized medical aid. 

Rural health care area (RHCA)

RHCA represents a complex of the medical institutions providing the population of certain territory by qualified medical aid, rendered on a coherent plan under the guidance of the head physician of district hospital. Quantity of RHCA in the area is defined by the population and the distance to regional hospital. The average population at one rural health care area fluctuates from 7 to 9 thousand inhabitants at optimum radius of a district of 7-10 km. The territory of a rural health care area includes, as a rule, 3-4 settlements. The structure of the establishments which are a part of a rural health care area is defined depending on arrangement and size of settlements, radius of service, an economic condition of area, condition of roads.

District hospitals are leading medical institution on a rural medical site. Rural district hospitals (RDH) are incorporated establishments in which structure the hospital and an ambulance station is provided. Capacity of a rural district hospital is defined by number of beds in a hospital. RDH of the first category are calculated for 75 - 100 beds, of the second one – for 50 - 75 beds, the third – for 35 - 50 beds, the fourth – for 25 - 35 beds. Now, a basis of rendering of medical aid to rural population is formed by rural district hospitals mainly of the 3 and 4 categories. Medical staff in RDH in-patient department is established on the basis of the specification – one medical post per 20 - 25 beds, thus, in hospital of the fourth category 1 medical post is allocated for service of patients in a hospital. Medical staff for the out-patient-polyclinic aid is defined on the basis of the recommended number of posts per 1000 countrymen (the adult and children's population).

Staff of a district hospital

	Post
	Number of posts per 1000 population

	
	adult
	children

	The therapist
	0,4
	-

	The pediatrist
	-
	0,8

	The accoucheur-gynecologist
	0,06
	

	The surgeon
	0,04
	0,03

	The stomatologist
	0,25
	0,25


At present, a process of integration of rural local hospitals is observed; hospitals of 1 and 2 categories are mainly under construction. Hospitals of 3 and 4 categories will turn into medical ambulance stations or into departments of CRH. Hospitals of 1 and 2 categories are better equipped with equipment and doctors. Integration’s negative side is the distance of medical aid from rural population.

The primary goals of rural district hospital

1. Provision of the population of RHCA with qualified out-patient, stationary and urgent medical assistance.

2. Carrying out of actions for prevention and decrease of morbidity and traumatism at various groups of rural population.

3. Carrying out of treatment-and-prophylactic actions for health protection of a mother and child.

4. The organizational-methodical management and control over OGP activity and other establishments of RHCA.

5. Practical application of modern methods of prevention, diagnostics and treatment.

Rendering of out-patient and in-patient aid to the therapeutic and infectious patients, assistance at delivery, the treatment-and-prophylactic aid to children, the urgent surgical and traumatological aid are included into a circle of direct duties of doctors of a district hospital, irrespective of its capacity. RDH carries out out-patient medical reception by the basic specialties (therapy, surgery, stomatology, etc.). Medical assistants are also involved in outpatient reception hours in some cases (absence of the doctor, his illness, holiday, a considerable quantity of references). Hours of outpatient reception should be the most convenient for agricultural workers and the work order of an ambulance station is defined taking into account seasonal prevalence of field works and a season. The home visit service should be reliable and timely; all calls should be carried out this very day. Further the doctor is obliged to provide regular (active) visiting of the patient in-home. According to the accepted specifications RDH doctor daily carries out 5-6 visits in-home. 40 minutes of working hours are given on the average for one visit. Last years the requirement for medical aid in-home increases in connection with increase in a share of elderly and senile age persons in rural population, thus the special role is played by the organization of patients care.

The organization of emergency and immediate care at a rural health care area is carried out by the personnel of a district hospital as round-the-clock watch. The schedule of watches on night medical aid rendering is established by head physician of RDH. In view of the limited staffing the personnel on duty on rendering of the emergency and immediate aid can be at home with the right of a sleep and cannot leave the house without the permission of the head physician. In case of need of hospitalization of the patient under emergency indications, the patient is delivered to a hospital by emergency and immediate care service of CRH or sanitary motor transport of a district hospital accompanied by the medical worker. In a case of the patient’s untransportability, the consultation with attraction of corresponding specialists of district, when necessary, of regional (territorial, republican) levels is convoked.

The large place in activity of medical workers of a rural health care area takes prophylactic medical examination. This kind of work has some distinctive features in countryside. The key person who is carrying out prophylactic medical examination of rural population is the district doctor, but since the doctor can carry out valuable dispensary supervision only over a small group of patients (60-70 persons), doctor’s assistant of a village first-aid and obstetric station as well as exit brigades of doctors from the central regional hospitals help him with carrying out dispensary supervision. 

In RDH there are available clinical-diagnostic laboratory, and the largest ones have a radiological room.

Village first-aid and obstetric station (FAOS) is a treatment-and-prophylactic establishment which is a part of a rural health care area and carries out a complex of treatment-and-prophylactic and sanitary anti-epidemic measures under the guidance of a district hospital (ambulance station) on a certain territory. It is a primary (pre-medical) unit of public health services in countryside. As a rule, FAOS is located in the most remote settlements from a district hospital that approaches medical service to rural population. It serves a part of rural health care area, submitting to a district hospital or an ambulance station in medical questions (in case there are no these establishments in area – to the central regional hospital). FAOS staff consists of: the head – the medical assistant; the midwife (visiting nurse) and a junior nurse. FAOS personnel renders the pre-medical aid to patients (within the competence and the rights of the medical assistant and the midwife) in outpatient reception hours and in-home, consults them at the doctor, carries out medical instructions. During field work personnel of FAOS, if necessary, assists directly at field camps.

The doctor of a district hospital (ambulance station) according to in advance made schedule of visits to FAOS carries out regular supervision of quality and timeliness of the medical service rendered at FAOS and also consults patients.

The important section of FAOS activity is rendering of treatment-and-prophylactic aid to women and children. Duties of the midwife include revealing of pregnant women and their registration at early terms of pregnancy, regular supervision over pregnant women, and their preparation for a birth of the child. With some pathology of pregnancy the midwife is obliged to transfer the women in due time under supervision of the district doctor or accoucheur-gynecologist of CRH. Medical staff of FAOS regularly observes healthy children under 1 year of life and carries out home nursing of children at the age from 1 year till 3 years old, renders medical aid to the sick children, and if necessary directs them to the doctor or calls in the doctor to the patient’s house, directs patients for hospitalization. Duties of FAOS workers include health services of the preschool centres which do not have medics in staff.

FAOS personnel observes rural population’s state of health, examines the patients under instructions of the doctor for their direction to prophylactic medical examination, makes card files of dispensary registration, calls the patients for planned inspections, surveys industrial conditions and a life of the patients observed by a specialized clinic, supervises performance of recommendations about their employment. Workers of FAOS carry out sanitary anti-epidemic work, in particular, reveal infectious patients, carrying out household rounds. Before hospitalization of the patient employees of FAOS provide carrying out of anti-epidemic measures in the nidus of infection - current disinfection, discharge of the persons who were in touch with the patient, from work in food, children's and medical institutions, etc. Final disinfection is carried out by a district hospital or the corresponding centre of sanitary-and-epidemiologic supervision. Medical staff of FAOS carries out also preventive inoculations.

Medics of FAOS carry out sanitary-and-epidemiologic supervision of territory settlements, water supply, industrial premises, municipal objects, public catering establishments, trade, schools and other child care centres, and also of storage and use of pesticides, etc.

Personnel of FAOS, under the guidance of the doctor, takes part in the disease and traumatism analysis and working out of a plan of measures of their prevention.

Premises of FAOS should consist not less than of three rooms for patients' examination. The separate room for patients' examination is necessary for reception of pregnant women and women in childbirth. Equipment of the village first-aid and obstetric station is intended for rendering urgent pre-medical aid, including emergency obstetric assistance. It includes devices, apparates, sets of medicines, medical instruments, medical furniture and equipment, disinfection equipment, a sanitary stretcher, articles for sanitary-educational work. At every FAOS there are articles of patients’ care: medical cups, eye baths, hot-water bottles, etc.

The necessary medical products are contained in a medical assistant's set, and also in a wall cabinet for medicines. FAOS equipment is carried out within assignments annually allocated for these purposes. Means of state, co-operative and other organisations are thus involved. The list of medical products for rendering of the urgent pre-medical aid is defined taking into account local conditions and is sanctioned by the head physician of the central regional or district hospital.

At FAOS certificates on a birth of the child, on the performed inoculations, as well as on death are given if supervision over the patient and treatment were carried out. 

The leading establishment of the second stage is a central regional hospital which carries out basic kinds of specialized medical aid and organizational-methodical management of all medical institutions of the area. SSES (State Sanitary-Epidemic Supervision) centre functions in each regional centre. There can be interdistrict specialized centers, clinics, health centres, etc. The head physician of a region (or regional medical association) who heads also the central regional hospital is the head of public health services. The main state health officer of the region is at the head of sanitary anti-epidemic service of the region; he is also the head physician of SSES centre. At region level regional specialists are defined whose duty includes medical-advisory and organizational work by specialty.

The primary goals of the central regional hospital
1. Rendering of the highly skilled and specialized treatment-and-prophylactic aid to the population of the region and the regional centre.

2. An operative and organizational-methodical management of all establishments of public health services of the region, the control over their activity.

3. Working out and realization of the actions directed to improvement of quality of health services of the population of the region, decrease of morbidity, death rate, health strengthening.

4. Rendering of the advisory help to RME specialists, improving of their qualification.

5. Rendering of the first and urgent aid to population of the region. 

The leading structural division of CRH is the hospital with five basic departments: therapeutic, surgical, pediatric, obstetric-gynecologic, infectious departments. The profile and quantity of departments in CRH structure depends on capacity of a hospital. CRH of the first and second category, calculated for 300-350 and more beds, can have specialized departments as well.

The polyclinic provides the qualified and specialized aid with consultative receptions of doctors-specialists in 10-12 specialties. Countrymen come to the CRH polyclinic for medical referral of rural health care area for functional examination, consultation and treatment at doctors-experts. For approach of the specialized aid to countrymen, mobile brigades of medical-out-patient aid are organized in CRH. The mobile medical brigade works under the plan and the schedule approved in accordance with established order by the head physician of the central regional hospital. The structure of brigades includes the therapist, the pediatrician, stomatologists, the accoucheur-gynecologist, children's nurses, laboratory assistants and pharmaceutical workers. If necessary, doctors-specialists – neuropathologists, ophthalmologists, allergists, etc. can be included in the structure of mobile brigades. Mobile brigades are provided with vehicles, equipped with necessary portable equipment and the equipment for inspection and treatment of patients. The mobile brigade developed on the basis of FAOS and RDH plays a considerable role in rural population prophylactic medical examination.

Important structural division of CRH is the organizational-methodical office which primary goal is working out of actions for perfection of medical service to the district population. The assistant to head physician of CRH on organizational work heads the organizational-methodical office. Annually, analyzing activity of medical institutions, the organizational-methodical office reveals certain regularity and shifts in their work. Activity of treatment-and-prophylactic establishments of the district is analyzed by such indicators as volume and quality of the aid rendered in a polyclinic and in-home, loading of doctors of separate specialties, use of bed fund, the organization and quality of prophylactic medical examination, etc. Great is a role of organizational-methodical offices in planning and the organization of specialization and improvement of professional skills of doctors and paramedical personnel. CRH guides and controls the activity of treatment-and-prophylactic establishments of a district; it regularly directs brigades of doctors-specialists to places, hears reports about the work of head physicians of district hospitals, the outpatient clinics, heads of FAOSs, analyzes plans of their work, statistical reports, case records of the died, certificates of postmortem examinations and other documentation. The great role in this activity belongs to the main specialist of the district. With a view of the best maintenance of the rural population with the specialized stationary and out-patient-polyclinic aid in large CRH the interdistrict specialized centres which render also the organizational-methodical and advisory help to medical workers of the treatment-and-prophylactic establishments of the attached areas are organized, they are also engaged in improving of their qualification, working out of concrete actions for improvement of corresponding kinds of specialized medical service.

At CRH, as well as at other hospitals, medical council, hospital council, council of nurses, and also sections of scientific medical societies function. The basic criteria of efficiency of activity of rural medical institutions are: indicators of morbidity of the population (the general morbidity, morbidity with temporal disability, children morbidity), primary registration as a disabled person, death rate, children's death rate, number of complaints of the population, etc.

The regional (territory, republican) hospital renders highly specialized in-patient and out-patient-advisory aid to the district population (territory, republic) and is the scientifically-organizational, methodical and educational centre of public health services. 

Aims of regional (territory) hospital
• Rendering of high-skilled and highly specialized advisory-diagnostic and medical aid to the population.

• Rendering of mobile emergency and planned-advisory medical aid with use of means of sanitary aircraft and land-transportation.

• Realization of examination of medical-diagnostic process quality in medical institutions of a district (territory).

• Bringing into practice of TPE of administrative territory the modern medical technologies, economic management methods and principles of medical insurance.

The basic structural divisions of regional (territory) hospital: a consultation polyclinic, a large hospital with a reception ward, diagnostic department (it is organized by functional association of all diagnostic divisions of a polyclinic and a hospital), organizational-methodical department, department of clinical-expert and organizational-economic work, department of the mobile emergency and planned advisory aid, postmortem examination department, a drugstore. The department of the emergency and planned-advisory aid is, as a rule, a basic medical division of the regional centre of medicine of accidents. It has a park of cars for visits to the countryside. Air craft tasks are carried out on the basis of contracts with local airlines. Their basic functions: they render the emergency and advisory aid with a visit to the remote settlements and places of work of countrymen, provides transportation of patients to medical institutions, directs specialists for calls from the regions, in urgent cases, it provides urgent delivery of various medical preparations and the means necessary for rescue of a life of patients.

Regional (territory, republican) hospitals were created mainly for treatment of the patients living in countryside where specialized in-patient aid and often the out-patient aid was absent. Now many of these hospitals, having concentrated the most prepared medical staff and modern hardware, have turned into the leading medical centres in corresponding administrative territory. In this connection regional hospitals render medical aid both to rural and urban population, carry out an organizational-methodical management of other treatment-and-prophylactic establishments of a district (territory), carry out the analysis of a state of health, morbidity of the population of the region, and also level and quality of the medical service rendered in it.

The state of health of village inhabitants and organizational aspects of rendering medical aid to them, in many respects, are caused by features of a life in countryside. The standard of living of countrymen is low. In comparison with urban population, the people living in village have less incomes, general educational level is worse, working conditions and residing are lower. In village high prevalence of bad habits – abusing of alcohol and tobacco smoking – is marked. Every year the number of inhabitants of countryside is reduced. "Ageing" of rural population of rural areas is observed, the share of citizens of senior able-bodied age among countrymen reaches 30-33 %. Death rate of the population in the countryside is higher than in a city. The maximum differences of indicators of death rate of townspeople and countrymen concern young age. In structure of death rate of countrymen a share of the unnatural and violent reasons is considerably higher. The population state of health is influenced by specificity of agricultural work, influence of various harmful factors: physical (dust, noise, vibration), chemical (pesticides, fertilizers), biological (tuberculosis, brucellosis), sharp climatic fluctuations. Supply with quality potable water remains still a serious problem. Adverse working conditions and abilities to live, high prevalence of abusing alcohol promote traumatism growth. In 2005 traumatism indicators in an agrarian complex were 1,7 times higher, than on the average in a national economy. By quantity of traumas with a deadly outcome the agrarian sector concedes only to a forestry and building.

The state of health of rural population is much worse, than that of the city. It concerns also adults and children. Among countrymen high level of morbidity is marked at tuberculosis, intestinal infections, the sexually transmitted diseases, mental and narcological frustration. The most serious problem of the rural population are narcological frustration and, first of all, alcoholism. The alcoholism problem at village has deep social and economic roots. The real situation with prevalence of this illness among countrymen is so unsuccessful, that acceptance of urgent complex measures by the state and a society is necessary.

Thus requirements of the rural population for accessible and qualitative medical aid are least satisfied, and the rural public health services actually are in an emergency. Considering that number of rural population makes 38,3 million persons or 26,6 % of an aggregate number of the population of the Russian Federation, the problem of availability and quality of medical aid to village inhabitants is one of the major for domestic public health services.

The village public health services traditionally lag behind in development from city that is caused by social and economic differences of a city and village. Disproportions of rural public health services have essentially become aggravated during social and economic transformations. In the conditions of public health services system decentralization rendering of medical aid to the citizens living in the countryside, is carried out by a municipal link of the public health services; and its resource maintenance was and remains obviously insufficient. The crisis phenomena in agriculture and change of ownership patterns of the agricultural enterprises were negatively reflected in a condition of rural public health services, as during the Soviet period material and financial maintenance of rural establishments of public health services in many respects depended on the support from the agricultural enterprises. Work expenditure of medical institutions in the village and complexity of tariffing constrain high-grade inclusion of rural TPE in the obligatory medical insurance (OMI) system.

The basic problems of public health services in village is prevalence of low-power TPE in its structure, personnel shortage, that, at insufficient financing and the extremely worn out material base of rural public health services, complicates maintenance of rural population with medical aid. Re-structuring of rural public health services is carried out slowly and has not only the advantages, but also such lacks as accruing remoteness of medical aid reception by village inhabitants; thus it reduces its availability. The critical condition of material and technical basis of rural TPE obviously is confirmed by the following data: deterioration of medical-technical equipment of rural TPE makes 58 %, deterioration of transport – 62 %, about 90 % of FAOS and 70 % of outpatient clinics have no central heating, running water and sewerage, in 25 % of FAOS there is no telecommunication, only 0,1 % of FAOS are provided by transport. More than half rural TPE require general overhaul. Absence of the modern medical equipment in rural establishments does not allow to introduce new effective methods of diagnostics and treatment of patients that involves negative medical-social and economic consequences. First aid work in village essentially becomes complicated with sharp shortage of motor transport, fuels and lubricants, communication facilities, personnel problems.

Availability to countrymen of specialized medical aid decreases. Hi-tech (expensive) kinds of medical aid are also inaccessible for rural patients. Medicamental supply is the vital problem for inhabitants of village. Defects of primary medical aid rendering, practically cessation of work on prevention of diseases, and population prophylactic medical examination lead to increase of cases of diagnostics of serious diseases at the late, neglected stages that promote high disabling and death rates among countrymen.

Provision of rural population with doctors and paramedical workers in comparison with urban population is less in 3,4 and 1,6 times respectively. In the countryside development of general practitioner system seems to be the most perspective. Assignment of the qualified medical personnel, paramedical personnel is restrained by poor quality of a life in village, small wages, and insufficient social support. Beginning from the 1 of January, according to the legislation of the Russian Federation measures of social support of medical workers of the municipal organizations of public health service, rural TPE are also among them, they, however, are established by local governments. 

For the recent years the federal target program (FTP) «Social development of village up to 2010» is realized, in which the means for development of a primary unit of village public health services are provided. However, last years, financing of this FTP has been concentrated on actions in other sections (supplying with gas, transport communications, culture, etc.). The rural public health services are financed from local budgets for 80%. In the conditions of legislative carrying out of differentiation of powers between authorities grading the organization of first aid rendering (except for sanitary-aviation), the primary medico-sanitary aid in in-patient-polyclinic and medical institutions, medical aid to women in pregnancy, during and after delivery is referred to powers of local authorities now. With a view of realization of regulations the specialized medical institutions are transferred from municipal level to the level of the Russian Federation subject.

At the same time, at differentiation of powers in public health services sphere a number of unresolved problems, including those directly connected with rendering of medical aid to rural population was designated. Formulation illegibility of the concept «specialized medical aid» in legislation causes ambiguous interpretation and, as consequence, on places various organizational decisions are made by local offices. Specialized departments and the offices, which preservation expediency is proved by long-term experience, are in an uncertain legal status in large municipal institutions. Implemented reform of local government, formation of new municipal unions, including rural, in some cases will demand reorganization and redistribution of forces and means of municipal system of public health services. There are apprehensions that new-formed municipal unions will aspire to construct their own closed system of public health services that will lead to principle infringement of stepwise medical aid rendering, to irrational expenditure of the limited resources of public health services at local level. Experience of the last years shows that without active support from the federal centre and subjects of the Russian Federation a municipal link of public health services is not able to provide availability and quality of medical aid for citizens. Besides, for achievement of higher efficiency of use of resources with a view of maintenance of a primary medical link the higher level of centralisation of management and financing, than municipality is required. As for specialized medical aid within the limits of differentiation of powers it is already made.

Substantive provisions of priority projects in the field of public health services are directed to improvement of quality of a life of citizens, including living in a countryside. In the field of public health services (the project "Health") it is planned: 

· development of primary medical aid, including prevention of diseases, 

· prophylactic medical examination of the population,

· instrumentation of municipal public health establishments with the diagnostic equipment,

· wage increase to district therapists, district pediatricians, doctors of the general practice, nurses,

· additional training of doctors of a primary health care, 

· immunization within the bounds of a national calendar of preventive inoculations, 

· revealing and treatment of the patients infected with an immunodeficiency and hepatitis virus, 

· introduction of new programs of medical examination of newborns, 

· updating of a motor pool of the first aid service, 

· increase of availability of hi-tech kinds of medical aid to the population.

For the specified problems’ decision, beginning from 2006, allocation of considerable means from the federal budget is planned. Realization of the planned problems should directly concern rural public health services as well. At realization of the priority national project "Health" it is recommended to provide strengthening of rural public health services in a prime order, to create necessary conditions for increase of availability and quality of medical aid to rural population. It is necessary to develop a complex of actions directed to strengthening and preservation of rural population health (prophylactic medical examination, mobile forms of specialized aid rendering, etc.). The young specialists possessing modern level of knowledge should be involved in professional work of a primary health care in countryside. Timely and full financing of actions for development of a network of the primary medico-sanitary aid establishments provided by the Federal target program «Social development of village up to 2010» should be done. 

THEME 20
THE BASIC LINES OF REFORMING OF PUBLIC HEALTH SERVICE SYSTEM OF RUSSIA. THE ORGANIZATION OF THE PRIMARY MEDICO-SANITARY AID ON THE GENERAL PRACTITIONER PRINCIPLE (THE FAMILY DOCTOR)

Objectives of the lesson: to study the basic directions of reorganization of system of medical aid rendering to the population of the Russian Federation. To study organization models of the general practitioner’s work, functional duties of the medical personnel working on the principle of the general medical practice, criteria of activity estimation of the general practitioner. To acquire a technique of the analysis of the general practitioner’s activity.

Techniques of lesson conduction: The students prepare for the practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks the degree of preparation with the use of testing and oral interrogation. Then the students independently make calculation of indicators of GP activity. They analyze the obtained data and formulate the conclusion. At the end of the lesson the teacher checks the students’ independent work.

CONTROL QUESTIONS

1. What caused the necessity of reforming of public health services in Russia?

2. What are the basic principles of reforming of public health services?

3. What is the difference between the system of medical aid rendering at our country and abroad?

4. How are the concepts of the general practitioner and the family doctor correlated?

5. What are the models of organization of the general medical practice in the world?

6. What model of the organization of the general medical practice is the most reasonable to our country?

7. What are the functional duties of the general practitioner?

8. What problems are solved by a nurse of the general medical practice?

9. What does the structural reorganization of the in-patient aid consists of?
THE THEME SUMMARY
Overcoming of structural disproportions in system of organization of medical aid became one of key problems of domestic public health services at the turn of the twentieth and twenty first century. The system of public health services of Russia was financed by a residual principle (2,5% - 3% of gross national product whereas in the western countries for needs of public health services it was spent 3 times of more means), however these scanty means were spent inefficiently. Low efficiency of domestic system of public health services in many respects is the result of the fact that it has been focused on development of in-patient medical aid to the detriment of primary pre-hospital medical services. Essential disproportions in the volumes of financing of the out-patient-polyclinic and in-patient care (20%-30% and 70%-80% of all public health expenses, respectively) limited possibilities of material base development and introduction of modern resource-saving technologies at medical aid rendering at pre- and post-hospital stages, led to expansion of indications to hospitalization. Hospitalization level in Russia makes 22-24 persons per 100 inhabitants, while in the western countries – 13-15 %. Excessively large number of in-patient establishments and hospital beds; irrational use of bed fund occupied in 30 - 40 % of cases by patients demanding only nursing, leads to high financial expenses of the in-patient care and, as a whole, promotes medical aid rise in cost.

Understaffing with doctors rendering primary medical aid (i.e. district therapists, pediatricians, shop doctors, accoucheurs-gynecologists) was the result of this structural disbalance. The share of the doctors rendering primary medical aid in Russia makes 20-25 % of the total number of doctors while in Canada and Denmark the share of doctors of the general practice reaches 70 %. Besides, the existing out-patient-polyclinic aid is characterized by unnecessary specialization. Frequency of patients’ referral to doctors-specialists of a polyclinic makes 30% - 40% of the number of primary visits while in the western countries it makes only 4% - 10%. The majority of treatment-and-prophylactic functions and medical manipulations making the base training of the district therapist (pediatrician) has been transferred to other doctors of the outpatient clinic and polyclinic health care. It has led to succession loss in work of the district therapist (pediatrician) and other specialists at an individual approach to preservation of the patient’s health. Besides, family orientation is not traced in the work of a district doctor as the child in a family is served by a district pediatrician, and the woman – by the accoucheur-gynecologist. At present, the district doctor is not a central figure in a primary health care and is not responsible for health of the patient as a whole. Lack of the doctor providing a constant supervision over the patient’s health, succession in examination and treatment of the patient in treatment-and-prophylactic establishments of various levels and bearing responsibility for volume and quality of medical aid leads to higher level of chronic and neglected forms of diseases, to invalidism of the population. Unlike our country, all over the world a key figure of public health services is a doctor of the general practice. He is responsible for health of the population (not more than 1,5 thousand persons is usually under his supervision). His aim is supervision over a life and health of their, as they say, population. The doctor abroad is interested in preserving health of the person; this doctor supervises the person since a birth to the old age. The doctor of the general practice treats children, solves gynecologic problems. Only in the case he cannot cope with anything, he directs the patient to a doctor-specialist. You might say the doctor of the general practice is the main conductor of the orchestra called "Health".

Now in Russia, the complex approach to carrying out of re-structuring of all sectors of public health services is considered perspective: out-patient-polyclinic, in-patient department, first-aid station. For achievement of optimum use of available resources, increase of availability and quality of medical aid and efficiency of activity of public health service establishments, in a basis of reforming of all sectors of public health services the following is taken as a principle:

· Development of primary medical aid on the basis of principles of the general medical (family) practice and integration of emergency medical aid into it;

· Development of health service forms substituting in-patient department;

· Differentiation of rendering of medical aid by the degree of medical-diagnostic process intensity;

· Intensification of interaction and integration of public health services system and social security system;

· Reduction of bedspace and unreasonable hospitalization. Intensification of in-patient medical aid;

· Perfection of specialized medical aid.

Reforming of the out-patient-polyclinic care is the key moment of the whole system of structural reform as the out-patient-polyclinic aid is the most popular kind of medical aid. At pre-hospital level about 80 % of patients begin and finish their treatment. In essence, the concept of reforming of primary medical aid is based on transition to the system of the single responsible attending physician, i. e. the doctor of the general practice (the family doctor). Purposeful work in this direction in the country is carried out since 1992 when the Order of Ministry of Health of Russia № 237 "About stage-by-stage transition to the organization of primary medical aid by a principle of the doctor of the general practice (the family doctor)" has been issued. For the recent period the standard-legal base of the doctor of the general practice is basically generated. With participation of foreign experts within the framework of projects of the European Union Tacis, the World Bank "Zdravreforma" and variety of other projects, GP models, legal, organizational, financial, methodical and other questions of their activity are fulfilled. The branch task program "Family medicine" is confirmed and realized. For expired period in the country over 5000 doctors of the general practice are trained, preparation of paramedical personnel is carried out. However, reforming of primary medical aid in subjects of the Russian Federation is carried out, nevertheless, at a slow pace; in many administrative territories program measures on reform carrying out are not developed; financial and economic mechanisms of reform, scientifically-methodical maintenance of this work demand more accurate scientifically proved study.

The main objective of reforms is to bring medical aid nearer to the population, to make it more accessible and qualitative. This is strategy. Tactics is to create institute of the doctor of the general practice as such and to introduce work by this principle over the country. 

The doctor of the general practice, or the family doctor, is the doctor who had undergone special versatile training on rendering of the primary medico-sanitary aid to the members of a family irrespective of their sex and age. The specialists received higher medical education in a specialty "Medical business" or "Pediatrics", finished clinical internship on a specialty "General medical practice (family medicine)", or district therapists and district pediatricians, passed professional retraining on a specialty "General medical practice (family medicine)" and received the certificate of the expert in this specialty are designated to a post of the doctor of the general practice (the family doctor). The doctor of the general practice (the family doctor) carries out the activity in the medical organizations mainly of municipal system of the public health services, rendering the primary medico-sanitary aid to the population: 

· in the centres of the general medical (family) practice;

· in ambulance stations and district hospitals of municipal system of public health services;

· in branches of the general medical (family) practice of out-patient-polyclinic establishments;

· in other medical organizations.

According to the Order of Ministry of Health and Social Development of the Russian Federation №84 of January, 17th, 2005 the doctor of the general practice (the family doctor) in his activity is guided by the legislation of the Russian Federation, standard legal certificates of federal executive authority in the field of public health services, executive authority of subjects of the Russian Federation and the local government. He renders the primary medico-sanitary aid to the contingent formed on the basis of a free choice of the doctor by patients.

Functional duties of the doctor of the general practice (the family doctor):

– He forms a medical district of the attached contingent;

– He carries out sanitary-and-hygienic education; advises members of a family concerning formation of a healthy way of life;

– He carries out the preventive work directed to revealing of early and latent forms of diseases, socially significant illnesses and risk factors by prophylactic medical examination of the attached contingent in accordance with established order, including children, invalids, persons of the senior age groups;

– He directs patients for consultation to specialists for in-patient and rehabilitation treatment under medical indications;

– He organizes and performs treatment of patients in out-patient conditions, at a day hospital and at hospital in-home;

– He carries out home nursing of pregnant women and children of early age, including newborns, in accordance with established order;

– He organizes and carries on anti-epidemic actions and immunoprophylaxis in accordance with established order;

– He gives the conclusion about the necessity of patients’ direction for sanatorium treatment under medical indications;

– He co-operates with the medical organizations of the state, municipal and private systems of public health services, the insurance medical companies, other organizations;

– He has the right to carry out supervision over the patient at all stages of rendering of medical aid;

– Together with social protection organs, he organizes the medico-social help to a family for socially unprotected groups of the population: single, aged people, to invalids, the chronic patients requiring care;

– He supervises over activity of the medical personnel which is carrying out the primary medico-sanitary aid by a principle of the general medical practice (family medicine);

– He keeps records and reports in accordance with established order.

Creation of general medical practices is carried out on the basis of operating system of primary medical aid rendering. In polyclinics and ambulance stations for adults it is necessary to introduce gradually general medical practice financed from means of the municipal budget instead of district therapists. The organization of work of the primary medico-sanitary aid by a principle of the doctor of the general practice in village is especially claimed. 

In a city district it is more preferable to organize group general medical practice, on occasion, especially in the remote microdistricts, it is necessary to organize individual general medical practices, as additional structures to available out-patient network. It is expedient to include the social worker, the psychologist, etc in the centres of the general medical practice. 

The work experience of general practitioners shows that they take more than one third of visits to doctors-specialists, accordingly reducing the number of directions to consultation and raising satisfaction of patients in some kinds of the specialized aid. 

In the conditions of introduction of the general medical practice (family medicine) activation and change of a role of the nurse is necessary. Being a direct assistant of the GP (the family doctor) in prevention, rehabilitation and treatment of the members of a family, the nurse at the same time performs large independent work. The basic place in the nurse’s activity takes home-nursing work which main objective is performance of appointments of the doctor, supervision over priority families, revealing of families with socially-hygienic problems, timely informing of the doctor. Home-nursing visits, flat rounds, personal contacts with inhabitants of a district, with members of families and in a family circle is the form of the organization of work checked up by practice which should make a basis of work of a nurse of the general practice. Home-nursing work is carried out with the assistance of the doctor; it is advantage of the nurse of the family doctor over the medical assistant and the midwife in countryside. The medical assistant and midwife of first-aid and obstetric station (FAOS), owing to remoteness from rural district hospital, have no possibility of daily contact to the doctor. The nurse of the general practice of a city polyclinic has possibility to receive the doctor’s advises as required and sometimes to do independent examinations. At the same time she carries out all necessary manipulation in out-patient or polyclinic conditions – injections, measurement of arterial pressure, temperature, pulse, cupping, etc.

At home-nursing visit the nurse observes the patient, reveals a state of health of members of a family, checks correctness of performance of the recommended treatment, a regimen. If at visiting of a family the nurse reveals deterioration in a state of health of patients and regular default of recommendations by a family she takes corresponding measures, invites patients to the doctor of the general practice or visits a family together with the doctor. Home-nursing visits are used for sanitary-educational work in families, increases of sanitary culture and sanitary literacy of the population. 

Results of home-nursing works are discussed with the doctor. The doctor looks through records of the nurse, analyzes results of work and gives the instructions. Thus, all preventive work at a district can effectively be carried on only by home-nursing visits, and a nurse should be considered on a par with GP (the family doctor) – a prevention conductor.

Division of all volume of home-nursing work by activity types gives the chance to single out three basic directions:

– Medical work by performance of GP appointments in-home;

– The preventive work directed to preservation and maintenance of health and prevention of diseases both chronic patients, persons of risk groups, being under dispensary supervision, and practically healthy persons;

– The sanitary-educational work differentiated by the requirements of a family.

It demands from medical sister a profound knowledge of a family, prevention of diseases, psychology of patients, knowledge of ethical standards of work with a family. And always affable, optimistic tone of mutual relations, without excessive officiality in relations should be the irreplaceable assistant in work of the nurse with a family. At the same time excessive familiarity, limiting politeness and keenness, high culture of dialogue – the basic requirements for establishment of mutual contacts – is not supposed. Unlike the doctor, the nurse has more time for detailed acquaintance with a condition of the patient, his life conditions in a family, features of mutual relations in a family, attitude of the patient to disease that makes a basis for performance of medical appointments.

The sphere of action of the general practice nurse becomes much wider, than functional duties of simply district therapeutic nurse. Working in a command with the doctor of the general practice, she should know enough in the basic adjacent specialties, be capable to render the versatile out-patient aid at the most widespread diseases and emergency conditions, she should synthesize as preventive, social, and medical, and at times the psychological aid.

The polyclinic, being gradually transformed to the diagnostic-advisory centres, concentrates the specialized consultative, diagnostic, preventive and health improving aid that allows to pass from specialized in-patient medical aid to the specialized out-patient-polyclinic aid in the structure. Rendering of the consultative-diagnostic aid in the conditions of polyclinics is possible only at modernization of the available medical-diagnostic equipment.

In structure of polyclinics nursing services, the centres of the medico-social aid, day hospitals and the centres of out-patient surgery, a hospital in-home, departments and centres of medical rehabilitation develop.

For clearing of the first aid service of functions unusual for it (60 % of all calls make references concerning an aggravation of chronic diseases) it is necessary to transfer functions of the emergency aid to an out-patient section and general medical practices, by creation of departments, offices of the emergency medical aid in municipal treatment-and-prophylactic establishments.

For the doctor of the general practice the following indicators of final results model estimation are established:

1. Performance of the out-patient-polyclinic aid plan; 

2. Quantity of preventive visits (individual and mass) – not less than 25 % of total amount of visits; 

3. Dispensary visits – not less 5% of total amount of visits. Thus – not less than 51 % of dispensary visits, prophylactic medical examination of pregnant women of «a risk group», children of early age of «a risk group», able-bodied population (a group of cardiovascular diseases); 

4. Conduction of not less than one «Health School» per month (diabetes, bronchial asthma, essential hypertension, coronary heart disease, questions of reproduction and family planning, «School of Mothers» and breast feeding; 

5. Absence of reasonable complaints of the attached population (including those of deontological character); 

6. Absence of cases of maternal-infantile death rate; 

7. Performance of the plan of preventive inoculations not less than by 98 %. 

8. Working out and introduction in work of out-patient-polyclinic establishments of the medical reports providing use of modern medical technologies, including those for conducting patients with essential hypertension, with a stroke, with bronchial asthma, with other pathology.

Ten years' experience of introduction of the general medical practice in Russia gives evidence of its acceptability in the developed crisis conditions demanding urgent and adequate measures on improvement of health of the population. By example of some territories, at general medical practice introduction the reality and accessibility of improvement of indicators of health of the population, earlier revealing of disease, increase in volume of the medico-social aid, including in-home, and urgent medical aid, and also possibility of considerable decrease in expenses for one inhabitant and for the maintenance of the medical personnel in an out-patient link is marked.

Reorganization of the in-patient aid
Structural reorganization of the in-patient aid obtains great value in the conditions of differentiation of powers and financial obligations between executive authorities on federal, regional and municipal levels. Necessity of reorganization is dictated as by remaining low efficiency of bedspace use and the developed structural disproportions of kinds of medical aid in branch. 

It is expedient, that the most part of municipal hospitals has been kept and integrated into modern model of in-patient service of the population. It assumes:

– The organization of the in-patient aid within the limits of the primary medico-sanitary aid mainly in hospitals (departments) of the general profile;

– The organization of day hospitals of all types;

– Introduction of in-patient replacing technologies, such as the centres of out-patient surgery, in-home aftercare service;

– Differentiation of a hospital network according to intensity of medical-diagnostic process. 

Under the authority of municipal level there should be hospitals of the general profile with a set of the main basic departments. Low-power specialized departments of municipal hospitals should be transformed to departments of the general profile. 

Low-power medical institutions (25-30 beds) which do not provide the demanded standard of medical aid, can be transformed to treatment-and-prophylactic establishments of the medico-social aid for "unloading" of more expensive hospital beds of the central hospitals. 

The system of establishments (departments) of the in-patient medico-social aid should include: geriatric departments (hospitals), nurse care houses of different types and hospices.
At realization of re-structuring of hospitals it is necessary to be guided by the following indicators of bedspace distribution:

– Beds of intensive treatment – 20 %;

– Beds of planned (usual) treatment - 35 %;

– Beds of regenerative treatment, rehabilitation – 20 %;

– Beds of nurse care – 15 %;

– Beds of day stay – 10 %.


The important problem is working out of the accurate and proved indications for round-the-clock treatment in hospitals and accordingly routes of movement of the patients. Hospitals should turn to continuously working system of intensive enough treatment of patients with round-the-clock use of all hospital resources.

The first aid

The primary goals and actions for perfection of the first aid are:

– Increase of efficiency and medico-economic efficiency of work of service of the first aid by creation of offices (departments) of the emergency aid at out-patient-polyclinic establishments and at the expense of use of the first aid in the cases demanding the emergency help.

– Increase of efficiency of use of resources of first aid is reached at the expense of equipment of stations and brigades of the first aid by the necessary medical equipment, sanitary transport, a modern communication facility for co-ordinate definition of mobile objects and operative communication with dispatching service and the medical organizations rendering the emergency aid.

– Involving the personnel of life-support services (militia, traffic safety inspectorate, fire service) in process of first aid rendering (at level of the first medical aid) will demand working off of the interdepartmental interaction mechanism at liquidation of extreme situations, including creation of uniform dispatching service.

– Creation of brigades of emergency medical aid of ex-territorial basing, specialized (sanitary-aviation) first aid in medical districts will allow to react operatively in due time and to render adequately emergency medical aid.

– Change of structure of brigades of the first aid (change of a parity of specialized, linear and medical assistant's brigades). Working out and introduction in the first aid service work of the reports providing use of modern medical technologies at rendering of emergency medical aid. Division of emergency and immediate care services in large cities and transfer of urgent medical aid to out-patient-polyclinic establishments. 

The organization of specialized medical aid rendering

Specialized medical aid is rendered mainly in official bodies of public health services of regional level in the conditions of maintenance of continuity and stages of medical-diagnostic process.

Separate kinds of specialized in-patient medical aid taking into account available material and personnel resources can be rendered in establishments of public health services of municipal level: in city and regional hospitals, medical care units. 

If it is impossible to render specialized medical aid in municipal establishments it can be organized at inter-territorial level in medical districts.

The organization of specialized kinds of medical aid to the patient with socially-significant diseases (tuberculosis, HIV/AIDS, narcotism, mental diseases, sexually transmitted diseases) and socially-dangerous diseases is referred to powers and financial obligations of regional (territorial) executive authorities and they are performed in regional (territorial) establishments of public health services.

Powers on the organization of separate kinds of specialized medical aid, including that at socially-significant diseases, under condition of conformity to regional standards can be delegated to municipal executive authorities in legislatively established order.

Hi-tech (expensive) medical aid is rendered in federal specialized medical institutions on a basis of:

– Observance of a principle of sequence and stages of medical-diagnostic process;

– Monitoring of requirement of the region population in some kind of the aid and formation of the register of patients.

At conformity to standards on the level of medical aid rendering in federal institutions, hi-tech medical aid can be rendered in regional treatment-and-prophylactic establishments under the state task at the expense of means of the federal budget. 

Development of regenerative medicine and medical rehabilitation

The regenerative medicine and medical rehabilitation is the important making part of medical-diagnostic process and gets recently the special importance. In this connection their development assumes the following:

· Working out of the standard-legal documentation of a protection service of health providing creation and strengthening of health of the healthy person, including all its necessary components: structure of the profile organizations and divisions, the equipment sheet, standards of improving services, resource maintenance, interaction with the insurance companies, continuity with other services of public health services.

· Reorganization of existing and formation of new divisions in public health services of the region, responsible for regenerative treatment, medical prevention and preservation of health for the decision of problems of preservation of health of the population.

· Effective use of existing and creation of new, modern improving-rehabilitation complexes uniting streams of healthy persons and patients in a stage of remission, requiring medical rehabilitation on the basis of uniform technological base of regenerative medicine and high quality of services.

· Strengthening and health preservation, reduction of terms of health recovery by introduction in practice of public health services of modern methods the express-diagnostics and complex improving programs with use of all arsenal of traditional and nonconventional methods of treatment.

· Formation of a healthy way of life at the working population and motivation increase to its preservation.

· Strengthening of material-technical base of existing divisions of the public health services which are responsible for regenerative treatment, medical prevention and strengthening of health of the healthy person.

Re-structuring in public health services should promote a regrouping of resources of budgetary financing of public health services between links, stages and levels of medical aid with increase in a share of the primary medico-sanitary aid. Increase of structural and economic efficiency in public health services sphere is based on use of new methods of medical aid payment which stimulate application of intensive technologies of diagnostics and treatment, improvement of quality of medical aid rendering. Thus in parallel it is necessary to carry out introduction of mechanisms of maintenance of medical workers’ interest in results of the work and it should be accompanied by reforming of payment system currently in force in public health services. 

With a view of stimulation of activity of a primary out-patient-polyclinic unit the way of polyclinic head financing to the total amount of out-of-hospital activity can be applied. A preferable way of the in-patient payment is financing for the co-ordinated volumes. The given method is not connected with bedspace and the number of the personnel and is urged to stimulate medical workers in optimisation of volume of the stationary help, treatment intensification, an effective expenditure of resources and reduction of cases of unreasonable hospitalization.

THEME 21
Medical examination of invalidity
Objectives of the lesson: to study features of the organization of invalidity examination in the Russian Federation. To study an order of carrying out of temporary invalidity examination in TPE at its various kinds, functional duties of the medical personnel: the attending physicians, head physicians and health authorities of TPE. To acquaint oneself with the basic legislative and instructive-methodical materials on temporary invalidity examination. To acquire a technique of official registration of papers at temporary invalidity. To get acquainted with structure, function and organization of work of the Medico-Social Examination Bureau. To study main provisions for definition of physical inability groups.

Techniques of lesson conduction: The students prepare for the practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks the degree of preparation with the use of testing and oral interrogation. Then the students solve situational problems and make out medical certificate of temporary invalidity, carry out typical tasks by physical inability definition. At the end of the lesson the teacher conducts business game on invalidity examination.

CONTROL QUESTIONS

1. What are the kinds of invalidity?
2. How is temporary invalidity executed? What are the rules of delivery of medical certificate of unfitness for work?

3. What is medical, legal and financial value of a sick list?

4. Who has the right to give out temporary invalidity medical certificates?

5. What are the role of the attending physician and the assistant of the head physician by clinical-expert work in temporary invalidity examination?

6. What is the structure and functions of TPE health authorities?

7. How is temporary invalidity executed at diseases and traumas?

8. How is temporary invalidity by pregnancy, labor, abortion, adoption executed?

9. How is temporary invalidity on care of a sick member of a family executed?

10. How is temporary invalidity executed at a direction for sanatorium treatment and to the rehabilitation centres?

11. What is the order of a direction of patients for medico-social examination?

12. What is the structure and functions of the Bureau of Medico-Social Examination?

13. What are the first, second and third groups of physical inability characterized by?

14. How is rehabilitation of invalids carried out?

THE THEME SUMMARY

Medical and labour examination (MLE) is the area of medical and scientific knowledge studying working capacity of the person at a disease, trauma, mutilation, pregnancy, and also some other reasons regulated by the legislation on the state social insurance. MLE is subdivided into examination of temporary invalidity and permanent disability. Temporary invalidity is the condition of the person caused by disease or a trauma at which infringement of functions of the organism is accompanied by impossibility of performance of professional work in usual industrial conditions during the limited time interval, i.e. has reversible character. Temporary invalidity is subdivided into:

· Complete invalidity – full impossibility of performance of any work for the limited period of time, necessity for a special regimen and treatment (ARVI, trauma, abortion). 

· Partial invalidity – temporary invalidity concerning the usual professional work at preservation of ability to carry out easier work or work in the reduced volume.

Examination of temporary invalidity is carried out according to the current legislation and the Instruction about an order of delivery of the documents certifying temporary invalidity of citizens. It is carried out by attending physicians in treatment-and-prophylactic establishments under the licence for the given kind of medical activity. On occasion (in remote rural areas, in regions of the Far North, etc.), under the decision of public health authorities, carrying out of temporary invalidity examination is authorized to the paramedical worker. Doctors and the paramedical workers working in the state (municipal) establishments of public health services, carry out examination of temporary invalidity on the basis of the licence which has been given out to the establishment. The doctors who are engaged in private medical practice out of treatment-and-prophylactic establishment, should have the licence for a principal view of medical activity, and also for carrying out of examination of temporary invalidity and the certificate of the termination of courses of improvement of qualification on examination of temporary invalidity.

Levels of examination of temporary invalidity

The first level – the attending physician; the second level – medical commission of experts of treatment-and-prophylactic establishment; the third one – medical commission of experts of public health authorities of the territory entering in the subject of Federation; the fourth level – medical commission of experts of public health authorities of the subject of Federation; the fifth one – the main expert in examination of temporary invalidity of the Ministry of Public Health of Russia.

The attending physician who is carrying out examination of temporary invalidity defines signs of temporary invalidity on the basis of estimation of a state of health, character and working conditions, social factors. In primary medical documents he fixes complaints of the patient, anamnestic and objective data, appoints necessary inspections and consultations, formulates the diagnosis of disease and the degree of functional infringements of organs and systems, presence of the complications causing invalidity. He recommends medical-improving actions, a character of treatment-and-protective regimen. He defines terms of invalidity taking into account specific features of a course of the basic and concomitant diseases, presence of complications and rough terms of invalidity at various diseases and traumas. He gives out a sick list (medical certificate) according to the Instruction about the order of issuance of the documents certifying temporary invalidity of citizens (including at visit in-home), appoints date of the next visit of the doctor and makes corresponding entry in the primary medical documentation. At the subsequent surveys he reflects dynamics of disease, efficiency of the treatment, proves prolongation of terms of the patient’s leaving from work. In due time he directs the patient for consultation to medical commission of specialists for prolongation of a sick list and decision of questions about the further treatment, and other expert questions. He also reveals signs of permanent restriction of life activity and permanent disability; in due time he organizes referral of the patient for a medical commission of experts and medico-social examination. He performs prophylactic medical examination of being long and often ill patients (the citizens having 4 and more cases during a year and 40 days of temporary invalidity on one disease or 6 cases and 60 days taking into account all diseases). He analyzes the causes of disease with temporary invalidity and a primary invalidity. 

The private practitioner, in need of prolongation of a sick list over 30 days, directs the patient for consultation and the decision of a question on the further treatment to a medical commission of experts of the public health service establishment providing him with medical aid according to the program of obligatory medical insurance.

The head of the department of a hospital, a polyclinic carries out the constant control over execution of organization and carrying out of medical-diagnostic process and examination of temporary invalidity by attending physicians, giving out of the documents certifying temporary invalidity of citizens, a timely and correct direction of patients to a medical commission of experts and for medico-social examination; carries out an expert estimation of quality of medical aid rendering to patients at different terms of treatment with obligatory personal survey and record in primary medical documents, and also carries out an expert estimation of the medical documentation upon termination of the period of temporary invalidity or while transferring the patient to the other stage of treatment.

Deputy Head doctor of the establishment by clinical-expert work: carries out selective course and in the finished cases the control (under the medical documentation or after personal survey of patients) over execution of functions on diagnostics, treatment, rehabilitation and examination of temporary invalidity by doctors. Takes part in the decision of difficult clinical-expert questions; analyzes clinical-expert errors, reports the results of the analysis at medical conferences and carries out actions for decrease of morbidity with temporary invalidity; carries out interaction with corresponding medico-social commissions of experts, considers and analyzes divergences of expert decisions, errors and infringements of the order of patients’ direction for medico-social examination. Considers claims of the medical insurance organizations, territorial Funds of social insurance, complaints of patients concerning quality of medical aid and examination of temporary invalidity; organizes education of attending physicians concerning examination of temporary invalidity.

Medical commission of experts of treatment-and-prophylactic establishment: draws conclusions at prolongation of a medical certificate in difficult and conflict situations of examination of temporary invalidity; at a direction to treatment within the range of administrative territory; at a direction of the patient for medico-social examination; in need of transfer of able-bodied persons to other work by a state of health or to rational employment of persons with the limited work capacity. The commission conclusions are registered in the case record (an out-patient card); a blotter of the conclusions of a medical commission of experts is signed by the chairman and members of the commission.

The head of the public health services establishment is responsible for examination of temporary invalidity in treatment-and-prophylactic establishments, issues orders concerning its organization and carrying out. He organizes the registration and reporting on temporary invalidity, confirms structure of a medical commission of experts, regulations of its work. He appoints the persons responsible for registration, reception, storage and usage of forms of the documents certifying temporary invalidity of citizens, creates conditions for their registration and issue. He applies measures of disciplinary and material influence to the workers who have committed clinical-expert errors, infringement of the order of carrying out of examination of temporary invalidity, rules of storage, the account, registration and issue of the documents certifying temporary invalidity.

Medical commission of experts of public health authorities of the subject of the Federation: carries out a selective expert estimation of quality of medical aid to the population and examinations of temporary invalidity in subordinated treatment-and-prophylactic establishments. It organizes the control of performance of standard and instructive-methodological documents on examination of temporary invalidity; it makes the decision and draws the conclusion in difficult and the conflict situations arising at carrying out of expert estimation of medical-diagnostic process and examination of temporary invalidity, in cases of claims and claims of territorial Funds of social insurance, the medical insurance organizations, complaints of citizens.

The main non-staff expert in medical expert work of the Ministry of Health of Russia analyzes condition and quality of medical aid rendering, examination of temporary invalidity in administrative territory, prepares offers on the given question for consideration at a medical commission of experts and board of public health authorities. Studies the disease reasons, including those with temporary invalidity and a primary invalidity, takes part in working out of programs on their decrease; supervises the organization and an overall performance, spent by public health services establishments on complex rehabilitation of patients and invalids; organizes work on quality assurance of medical aid and perfection of examination of temporary invalidity; organizes actions for regular improvement of professional skills of doctors concerning examination of temporary invalidity.

THE INSTRUCTION ABOUT THE ORDER OF DELIVERY OF THE DOCUMENTS CERTIFYING TEMPORARY INVALIDITY OF CITIZENS

Substantive provisions

The documents certifying temporary invalidity and confirming temporary work (study) release is the sick list and, on occasion, the certificate of the established form. At presentation of a sick list, according to the current legislation, the temporary disablement allowance is appointed and paid, at pregnancy and labor.

The sick-leave certificate is given to:

· To the citizens of the Russian Federation, foreign citizens, including citizens of CIS member states, to persons without citizenship, to refugees and the compelled immigrants working at the enterprises, in the organizations and establishments of the Russian Federation irrespective of their patterns of ownership.

· To citizens at whom maternity leave has come during a month after dismissal from work on good reasons.

· To the citizens recognized as the unemployed and registered in territorial organs of work and employment of the population.

Sick-leave certificates are issued by the attending physician at presentation of the document proving the identity of the patient. Delivery and prolongation of the document certifying temporary invalidity are carried out by the doctor after personal survey and prove to be true record in the medical documentation proving temporary work release. The document certifying temporary invalidity is given and closed, as a rule, in the same treatment-and-prophylactic establishment and, at indications, can be prolonged in the other.

To the citizens who are out of a constant residence, the sick-leave certificate is issued (prolonged) by the attending physician who has ascertained the fact of invalidity, with the permission of administration of treatment-and-prophylactic establishment, taking into account the days necessary for journey to his residence. The documents confirming temporary disability of the Russian citizens in their stay abroad, after returning are subject to replacement by a sick-leave certificate of the attending physician with the statement of its treatment-and-prophylactic establishment administration.

Order of delivery of a sick-leave certificate at diseases and traumas. 

At diseases and traumas the attending physician gives out a sick list individually and at a time for the term up to 10 calendar days and prolongs it individually for the term up to 30 calendar days, taking into account rough terms of temporary invalidity at various diseases and traumas.

The doctors who are engaged in private medical practice out of treatment-and-prophylactic establishment, have the right to give out the documents certifying temporary invalidity, for the term of not more than 30 days.

In special conditions (in the remote areas of countryside, the Far North, etc.) under the decision of local public health authorities delivery of leaves of invalidity can be resolved to the attending physician before full restoration of work capacity or a direction for medico-social examination.

The paramedical worker, having the right to give out invalidity leaves, individually and at a time gives out it for the term up to 5 days and prolongs till 10 days, in unusual cases, after consultations of the doctor of the nearest treatment-and-prophylactic establishment, – within 30 days.

At terms of temporary invalidity more than 30 days the decision of a question of the further treatment and prolongation of a sick-leave certificate is carried out by a medical commission of experts appointed by the head of medical institution.

Under the decision of a medical commission of experts at the favorable clinical and labour forecast a sick list can be prolonged up to full restoration of work capacity, but for the term of not more than 10 months, on occasion (traumas, conditions after reconstructive operations, tuberculosis) – not more than 12 months, with periodicity of prolongation by the commission of not rarely than in 30 days.

In case of time transfer of the citizen to easy work in connection with occupational disease or disease with tuberculosis under the decision of a medical commission of experts the sick-leave certificate for the term of not more than 2 months with a mark "sick list with additional payment ".

At diseases (traumas) a sick list is issued on a day of establishment of invalidity, including excluded and red-letter days and days off. Its delivery for the last days when the patient has not been examined by the doctor is not supposed. In unusual cases the sick-leave certificate can be given out for the last period under the decision of a medical commission of experts. To the citizens who have addressed for medical aid at the end of the working day, the invalidity leaf, at their consent, is issued beginning from the next calendar day. To the citizens directed by a health centre to the treatment-and-prophylactic establishment and recognized invalid, a sick-leave certificate is issued from the moment of reference to a health centre.

At discharge from a hospital, the invalidity leaf is given for all period of hospitalization, for nonresident – taking into account days for journey to a place of residence. 

In cases when disease or trauma which has become the reason of time invalidity, were a consequence of alcoholic, narcotic, non-narcotic intoxication, the invalidity leaf is issued with a corresponding mark about the intoxication fact in the case record (an out-patient card) and in a sick-leave certificate.

At temporary invalidity of the woman who is in parental leave, or the child care persons, working in the terms of part-time working day or in-home, the sick-leave certificate is issued in accordance with the general practice.

At out-patient treatment of patients for carrying out invasive investigations and treatment methods (endoscopic biopsy, chemotherapy by intermittent method, hemodialysis, etc.) the sick list can be falteringly given out under the decision of a medical commission of experts, for days of staying in a medical institution. In these cases in a sick list the days of carrying out of procedures and work release are specified only on these days.

In case of temporary invalidity during the unpaid leave, parental leave, in partially paid child care leave the sick-leave certificate is issued from the date of the termination of the specified leaves in case of proceeding invalidity.

At the temporary invalidity which has arisen during annual next holiday, including that at sanatorium treatment, the invalidity leaf is issued in an order provided by the present Instruction.

In case of disease of students and pupils of secondary and higher educational institutions for their release of study the certificate of the established form is issued.

Order of delivery of a sick-leave certificate for the period of sanatorium treatment and medical rehabilitation

The leaf of invalidity for sanatorium (out-patient-resort) treatment, including that of boarding houses with treatment, sanatoria "Mother and the Child", in tubercular sanatoria, is issued for the number of days lacking to the next and additional holidays, and journey time. At total next holiday for 2-3 years all its duration is subtracted. In case of use of the next and additional holidays before departure to sanatorium and by granting by administration of unpaid leave for the quantity of days equal to the next and additional holidays, an invalidity leaf is issued for the term of treatment and journey, minus days of the basic and additional holidays.

The invalidity leaf is issued by the treatment-and-prophylactic establishment before departure to sanatorium after permit granting (voucher for treatment and meals) and certificates of administration for duration of the next and additional holidays.

For tuberculous patients the sick-leave certificate is issued by the attending physician of tubercular sanatorium beginning from the date of the termination of the basic and additional holidays, except cases, when the next holiday is not supposed to be given (employee has worked less than 11 months), after phthisio-surgical treatment, and also at primary revealed active tuberculosis without hospitalization (at tuberculosis forms when sanatorium treatment replaces primary hospitalization). In the specified cases the invalidity leaf is issued by the attending physician of specialized treatment-and-prophylactic establishment for the period of journey to sanatorium and is prolonged by the attending physician of tubercular sanatorium without a deduction of days of the basic and additional holidays.

At a direction to the centres of rehabilitation of patients directly from medical institutions the invalidity leaf is prolonged by the attending physician of the centre for the whole term of aftercare or rehabilitations. At a direction of patients to sanatorium from medical institutions after the transferred acute heart attack of myocardium, aorta-coronary shunting, operative intervention apropos heart aneurysms, stomach ulcer, duodenal ulcer, cholecystectomy, the invalidity leaf is prolonged by the attending physician of sanatorium for all period of aftercare.

At a direction to sanatorium treatment in public health services sanatorium "Mother and the Child" the child-invalid is more than 16 years old, in the presence of medical certificate about the necessity of his individual care the invalidity leaf is issued to one of parents (trustee) for all period of sanatorium treatment of the child taking into account journey time.

To the citizens directed to clinics of rehabilitation of scientific research institutes of balneology and physiotherapy, the invalidity leaf is issued by the attending physician of treatment-and-prophylactic establishment on the basis of the conclusion of a medical commission of experts for the period of treatment and journey and, at indications, is prolonged by the attending physician of clinic of institute.

Order of delivery of a sick-leave certificate on care of the sick member of a family, the healthy child and the child-invalid

The medical certificate on care of the patient is issued by the attending physician to one of the members of a family (trustee) who is directly carrying out the care.

The sick-leave certificate is issued on the care:

· for an adult member of the family and a sick teenager over 15, receiving treatment in out-patient-polyclinic conditions within 3 days, under the decision of a medical commission of experts – till 7 days.

· for the child under 7 years old at out-patient treatment for all period of acute disease or before remission at aggravation of chronic disease; for the child over 7 – for the term up to 15 days if the medical certificate does not require a longer term.

· for the child under 7 years old at hospitalization for all period of treatment, over 7 years old – in unusual cases after the conclusion of a medical commission of experts about the necessity of care. For children under 15 years, infected with the immunodeficiency virus, suffering heavy diseases of blood, malignant new growths, burns – for all period of stay in a hospital.

· in case of illness of mother who is in the leave on care for the child under 3 years old, the sick-leave certificate is issued to the person who is actually carrying out care for the child, the establishment in which mother is treated, within 5 days, and under decision of the medical commission of experts – till 10 days. In unusual cases at the adverse forecast for recovery – for the whole period of stay in a hospital.

At simultaneous disease of two and more children one sick-list on care of them is issued. If the second child was ill during the work release for care of the first child the sick-list is issued from the date of closing of the first sick-list following day.

If the mother is on the annual or additional holiday, maternity leave, leave without pay, and also on red-letter days or holidays, the sick-list is issued from the date of start of the work irrespective of how many days the child was ill till this day.
Order of delivery of sick-lists at quarantine

The persons who were in contact to infectious patients, or were revealed as bacteria carriers, can be discharged from the work for the confirmed term of isolation of the persons transferred infectious diseases and being in contact with them. The sick-list is issued by the infection disease doctor or the attending physician at the absence of the doctor-epidemiologist.

The sick-list on care of the child under 7 years old or for the citizen, recognized incapacitated, is issued to one of working members of a family for all period of quarantine.

Order of delivery of sick-lists at prostheses

At prostheses passage to an in-patient department of the prosthetic-orthopedic enterprise the sick-list is issued for all period of stay in a hospital and journey time to a place of treatment and back.

At prostheses in out-patient-polyclinic conditions the sick-list is not issued.

Order of delivery of sick-lists on pregnancy and labor

The sick-list on pregnancy and labor is issued by the accoucheur-gynecologist, at his absence – by the doctor conducting the general reception. The term for which the sick-list is issued makes: in the general cases – since 30 weeks of pregnancy at a time for 140 calendar days (70 days before labor and 70 days after labor); at multiple fetation - from 28 weeks of pregnancy, and the general duration of antenatal and postnatal leave makes 180 days. At the complicated labor the invalidity leaf is issued in addition for 16 calendar days, and the general duration of antenatal and postnatal holidays makes 156 days. At approach of labor to 30 weeks of pregnancy and a birth of the live child the sick-list is issued for 156 days, in case of a birth of the dead child or his death within the first 7 days after labor – for 86 days.
At adoption of the newborn child – for 70 calendar days from the date of a birth; at operation of embryo «planting» – for the period from the moment of hospitalization to establishment of the fact of pregnancy.

At operation of termination of pregnancy (including at miniabortion) – for all period of invalidity, but not less than 3 days.

Order of the direction of citizens for medico-social examination

For medico-social examination (MSE), the citizens having signs of proof restriction of ability to live and work capacity and requiring social protection are sent:

· At the obvious adverse clinical and labour forecast without dependence on terms of temporary invalidity, but not more than 4 months;

· At the favorable labour forecast in case of proceeding invalidity till 10 months (in case of: traumas, conditions after reconstructive operations, tuberculosis - till 12 months), for the decision of a question on prolongation of treatment or establishment of physical inability group;

· Working invalids for change of the labour recommendation in case of deterioration of the clinical and labour forecast.

Attending physicians of the out-patient-polyclinic and medical institutions of various levels and patterns of ownership with the direction statement to MSEC have the right to direct citizens for medico-social examination at medico-social commission of experts.

At establishment of group of physical inability term of temporary invalidity comes to the end with the date of registration of a direction to MSEC at medico-social commission of experts.

To the persons who have been not recognized as invalids, the invalidity leaf is prolonged by a treatment-and-prophylactic establishment before restoration of work capacity or a repeated direction for medico-social examination.

At refusal of the patient of a direction for medico-social examination or his untimely appearance for examination for the disrespectful reason the invalidity leaf is not prolonged from the date of refusal or the day of document registration by a medico-social commission of experts. Refusal or absence is underlined in the invalidity leaf.

Medico-social examination

Medico-social examination establishes the reason and physical inability group, degree of disability of citizens, defines kinds, volume and terms of carrying out of their rehabilitation and a measure of social protection, gives recommendations about the employment of citizens. Medico-social examination of the citizen is made in the Medico-Social Examination Bureau (MSEB) in a place of his residence, or in an attachment place to the state or municipal treatment-and-prophylactic establishment of public health services. In a case if according to TPE conclusion the person cannot come to MSEB by his health state, medico-social examination can be made in-home, in a hospital where the citizen is treated, or in absentia, on the basis of the presented documents from his consent, or with the consent of his lawful representative. Medico-social examination is carried out by experts of the bureau by inspection of the citizen, studying of the documents presented to it, the analysis of social, professional-labour, psychological and other data.

The decision on recognition of the citizen as invalid or about refusal of recognition him invalid is accepted by the simple majority of voices of the experts conducting medico-social examination. The decision is announced to the citizen, passing medico-social examination, in the presence of all experts making medico-social examination who in case of need make explanations on it. To the citizen recognized as the invalid, the medical certificate is issued confirming the fact of establishment of physical inability, with indication of physical inability group and degree of restriction of ability to labour activity or with indication of physical inability group without restriction of ability to labour activity, and also the individual program of rehabilitation. The extract from the certificate of medico-social examination of the citizen recognized as the invalid, is sent by a corresponding bureau to the body which is carrying out his retirement, in 3-day term beginning from the date of decision-making. 
Social insufficiency owing to infringement of health with permanent dysfunction of the organism, leading to restriction of vital activity and need for social protection is called permanent disturbance of work capacity (physical inability).

At realization of medico-social examination the following classification of degrees of dysfunction of an organism by expressiveness degree is used: 1st degree – insignificant impairments of functions; 2nd degree – moderate impairments of functions; 3rd degree – the expressed impairments of functions; 4th degree – considerably expressed impairments of functions.

Organizational structure of the Medico-Social Examination (MSE)








Criterion for definition of the first group of physical inability is the social insufficiency demanding social protection or help, owing to disturbance of health with permanent, considerably expressed dysfunction of the organism, caused by diseases, consequences of traumas or the defects, leading to sharply expressed restriction of one of the following categories of vital activity or their combination: abilities to self-service of the third degree; abilities to movement of the third degree; abilities to orientation of the third degree; abilities to dialogue of the third degree; abilities of the control over the behaviour of the third degree.

Criterion for establishment of the second group of physical inability is the social insufficiency demanding social protection or help, owing to disturbance of health with the permanent expressed dysfunction of the organism, caused by diseases, consequences of traumas or the defects leading to expressed restriction by one of the following categories of vital activity or their combination: abilities to self-service of the second degree; abilities to movement of the second degree; abilities to labour activity of the third, second degrees; abilities to training of the third, second degrees; abilities to orientation of the second degree; abilities to dialogue of the second degree; abilities of the control over the behaviour of the second degree. Restriction of ability to training of the second and third degrees can warrant the establishment of the second group of physical inability at a combination to restriction of one or several other categories of vital activity, except for pupils whose restriction of abilities only to training of the second, third degrees can cause necessity of establishment of the second group of physical inability.

Criterion for definition of the third group of physical inability is the social insufficiency demanding social protection or help, owing to disturbance of health with the permanent slightly or moderately expressed dysfunction of the organism slightly permanent, caused by diseases, consequences of traumas or the defects leading to not sharply or moderately expressed restriction by one of the following categories of vital activity or their combination: abilities to self-service of the first degree; abilities to movement of the first degree; abilities to training of the first degree; abilities to labour activity of the first degree; abilities to orientation of the first degree; abilities to dialogue of the first degree. Restriction of ability to dialogue of the first degree and ability to training of the first degree can warrant the establishment of the third group of physical inability mainly at their combination with the restriction of one or several other categories of vital activity. 

Re-examination of invalids of I group is carried out once in 2 years, invalids of the II and III groups – once a year, and children-invalids – once for the period for which the category "invalid child" is established to the child. 

Re-examination of the invalid can be carried out beforehand, but not more than 2 months prior to the expiration of a fixed date of physical inability.

Causes of invalidity

1. Systemic disease – the loss of working ability occurred during the period of labor activity or study and it is not associated with work injury, occupational disease, etc. (86% of the total number of invalids).

2. Work mutilation is the injury obtained at working duties performance (industrial injury) (1,2%).

3. Occupational disease – there is a resolution of the vocational pathology centre, clinics, vocational diseases department.

4. Childhood disability – the vital activity restrictions occurred before 18 years old. (4,4%)

5. War injury – a wound, trauma, contusion were obtained at discharge of duty of military service (7,6%).

6. Diseases obtained during a period of military service – diseases occurred during the military service or in the first 3 months after demobilization.

Physical inability is established before the first date following after the month of re-examination appointment. Without indication of the term of re-examination physical inability is established to men over 60 years old and to women over 55 years old, to invalids with irreversible anatomic defects, to other invalids according to the criteria confirmed by the Ministry of Social Protection of the Population of the Russian Federation. Criteria of the establishment of physical inability without re-examination term are: impossibility of elimination or reduction of social insufficiency of the invalid owing to long restriction of his vital activity (at terms of supervision not less than 5 years), caused by the health disturbance with permanent irreversible morphological changes and dysfunction of organs and organism systems; inefficiency of rehabilitation actions that leads to necessity of long-term (constant) social protection; other criteria provided by the current legislation.

THE TASK FOR INDEPENDENT WORK

Task №1

Read a problem; explain what order of registration of invalidity exists in connection with some reasons of temporary disability; write out an invalidity leaf.

Problem 1

The laboratorian of factory "Luminofor" on October, 4th in the beginning of the working day has felt the general indisposition and she has been compelled to leave work. In the evening her temperature has raised, she had a pain in her throat, a cold, and a cough. The district doctor called in the following morning diagnosed acute respiratory virus disease and has prescribed a house regimen and corresponding treatment. The state of health of the patient has improved in seven days, and on October, 12th she has started her professional duties. Is it possible to give out a sick-list in this case? What is the order of invalidity registration in connection with disease?

Problem 2

During the annual holiday from August, 1 till August, 28th, working on a lawn-and-garden plot, the master of the commercial enterprise traumatized the fingers and was invalid from August, 9 till August, 20th. Will the sick-list be issued in this case? Since what day and for what term can the sick-list be given out? Since what day of invalidity can the invalidity leaf be paid? Write out an invalidity leaf if required.

Problem 3

A three-year daughter of the kindergarten teacher Semenova E.K., 24 years old, was fallen ill on March, 18th. The doctor of a children's polyclinic has diagnosed a flu and treated the child till March, 30th. How should the invalidity in connection with care of a sick child be issued? Write out an invalidity leaf.

Problem 4

The seller of a grocery №11 is under supervision of maternity consultation concerning pregnancy. She has arrived under supervision with term of pregnancy of 10 weeks; the expected term of delivery is on January, 15th. How should a maternity leave be issued? Write out an invalidity leaf.

Problem 5

The child of 12 years old was fallen ill with acute bronchitis on March, 4th. He was on out-patient treatment till March, 20th. The child was looked after by the father, the insurance organization employee. Will the sick-list on care of the sick child be issued to the father? What are the features of registration of the sick-list at carer's leave?

Problem 6
The inhabitant of Budennovsk, 30 years old, has adopted the child from maternity hospital on April, 10th. The term infant was born on March, 25th. What is the order of registration of invalidity at adoption? Write out an invalidity leaf if required.

Problem 7

The worker of shoe factory was in the annual labour holiday from January, 1 till January, 28th, on January, 22nd during ski walk he traumatized a shoulder joint. On January, 24th at the reference to a polyclinic the surgeon diagnosed intra-articular fracture of a humeral bone; in this connection, the patient has been hospitalized and was treated till February, 20th. On discharge, invalidity remained, and from 21.02 till 02.03 the citizen passed rehabilitation treatment in out-patient-polyclinic. Issue his invalidity.

Problem 8

Due to difficult prostheses, the patient was in a hospital of the orthopedic enterprise from January, 17th till February, 23rd. For the passage to the orthopedic enterprise where prosthetics was made and on a way back 4 days are required. Will the sick-list be given out in this case? If it is so, for what term and by whom, according to regulations, can it be issued?

Problem 9

The radiologist of a city hospital had medical abortion; it became complicated by uterus perforation on May, 30th. In connection with the complication the woman was in the gynecologic department till June, 18th. What is the order of registration of invalidity at abortion? Write out an invalidity leaf if it is required.

Problem 10

After discharge from the infarction department of a hospital the senior staff scientist of scientific research institute was given the permit for sanatorium treatment from September, 3 till September, 27th. The annual holiday, 24 days, has been already used time of journey to sanatorium and back is 3 days. How should be holiday on sanatorium treatment issued? Write out an invalidity leaf if it is required.

Problem 11
Worker P. who has come to work in a night shift, has referred to the enterprise health centre on the night of 17-18 February, on the occasion of renal colic. The medical assistant on duty has considered necessary to release him from work and has suggested referring to the doctor in the morning. On February, 18th the doctor recognized the worker able-bodied and recommended him to be examined in the out-patient clinic. Will the sick-list be given out in this case? If it is so, for what term and by whom, according to regulations, can it be issued?

Problem 12

Employee I., being on unpaid leave from March, 13 till March, 27th, had a flu and was invalid from March, 24 till March, 30th. Will the sick-list be given out in this case? If it is so, for what term and by whom, according to regulations, can it be issued?

Problem 13

A five-year child of the fitter of factory "Voskhod" D. during her labour holiday from December, 1 till December, 26th, has fallen ill; and from December, 16 till December, 30th the mother was in a hospital in connection with care of the sick child. Will the sick-list be issued in this case? If it is so, for what term and by whom, according to regulations, it can be issued?

Problem 14

Engineer К. who has arrived on business trip was taken ill with a flu and was invalid from February, 15 till February, 21st. Will the sick-list be issued in this case? If it is so, for what term and by whom according to regulations it can be issued? How should the sick-list for nonresident patients be issued?

Problem 15

The nurse of city hospital S. because of impossibility of hospitalization of her six-year old son for acute right-side pneumonia could not come to work from January, 3 till January, 25th. The attending physician has made decision to organize a hospital in-home. Will the sick-list be issued in this case? If it is so, for what term and by whom according to regulations it can be issued? How should supervision over the child be organized in this case?

Problem 16

The teenager of 16 years old was taken ill with acute respiratory disease, then it became complicated with acute bronchitis. He was treated in a children's polyclinic on a residence from November, 9 till November, 28th. The mother cared for the child as the high temperature and intoxication was marked in the first days of the disease. Will the sick-list be issued in this case? If it is so, for what term and by whom according to regulations it can be issued?

Problem 17

The worker of a locksmithery of 32 years old in connection with a trauma of the lower extremity is on the sick-list from 5.01 till 7.08. Hospitalization lasted from 5.01 till 22.02. The prognosis at intensive rehabilitation is favorable. Have the doctors of municipal TPE the right to prolong the sick-list further? If the sick-list should be prolonged who will do it? What is the maximum period of prolongation of the sick-list in this case? What should be done after the expiration of the maximum term of delivery of the sick-list if the invalidity condition remains? 

Problem 18

Teacher Т., in connection with imposing of quarantine on a kindergarten and necessity of care for the 4-year-old child was out of work from November, 2 till November, 10th. During this period from November, 6 till November, 21st the child was ill with pneumonia and was on out-patient treatment. How can invalidity of mother be issued? Will the sick-list be issued in this case? If it is so, for what term and by whom, according to regulations, it can be issued?

Problem 19

The invalid of the 3d group D. was on in-patient treatment from June, 1st till August, 7th because of aggravation of a chronic osteoarthritis of the left coxofemoral joint, and from August, 8 till August, 29th with the same disease he was treated at the polyclinic arthrologist and has been released from work for this term. Issue his invalidity. Will the sick-list be issued in this case? If it is so, for what term and by whom, according to regulations, it can be issued?

Problem 20

Engineer U. working part time at the enterprise with harmful working conditions, has received the preferential permit on sanatorium treatment for 24 days (from April, 1 till April, 24th) for treatment of a bronchial asthma. The paid leave of 20 working days has been used. Time of trip to sanatorium and back is 4 days. Will the sick-list be issued in this case? If it is so, for what term and by whom, according to regulations, it can be issued?

Problem 21

Seamstress О. being in partially paid holiday on care for the child, is hospitalized on October, 17th to a hospital with the diagnosis «acute virus hepatitis» and was on treatment till November, 21st. At this time the father has been compelled to look after the nine-monthly child. What is the order of registration of invalidity of parents? Will the sick-list be issued in this case? If it is so, for what term and by whom, according to regulations, it can be issued?

Problem 22

The patient K. 57 years old, was treated at the family doctor in-home for essential hypertension from 4.04 till 1.05 and for this period he has been released from work. Improvement has not come, on the contrary, the patient feels worse. Will the invalidity leaf be issued in this case? For what maximum period can the invalidity leaf be issued? What kind of invalidity has the patient? Who will sign the sick-list at registration? What should be further tactics of the attending physician at conducting the patient?

Problem 23

Builder К during his business trip to the Chechen Republic has got a gunshot wound of a face; and from 15.06 till 9.07 he was treated in maxillofacial department of a hospital, on discharge from the hospital he remained invalid and was on out-patient treatment from 10.07 till 27.07. Issue his invalidity.

Problem 24

Engineer Н during the annual holiday lasting from 1.07 till 28.07, was in a hospital from 15.07 till 9.08 in connection with care of the three-year old daughter operated on uranoschisis. Issue invalidity in connection with care of a sick child.

Problem 25

Metalworker Z. was treated for suppurated periradical cyst of the 6 tooth in a stomatologic polyclinic and has been released from work from 7.03 till 10.03. In connection with occurrence of retropharyngeal abscess, on 8.03 he has been hospitalized and was treated in a hospital till 15.03. Issue his invalidity.

Problem 26

Plasterer Н. is employed in Construction and Mounting Organization №3 with a week evaluation period on September, 5th. She was taken ill with acute necrotizing gingivitis on September, 9th and she was treated in this occasion in a stomatologic polyclinic. Invalidity remained till September, 23rd. Issue invalidity in connection with disease.

Problem 27

In a family of the doctor of the obstetric-gynecologic department of the regional maternity home L. a 10-year-old son was taken ill with diphtheria on September, 12th. Can the doctor come to work? Will the sick-list be issued in this case? If it is so, for what term and by whom, according to regulations, it can be issued?

THEME 22
work Management of THE treatment-and-prophylactic establishment. Public health planning
Objectives of the lesson: to acquire grounds of TPE management and its structural divisions in modern conditions. To know the basic methods of public health management and management algorithm. To study planning forms in public health services, the basic methods of planning and sections of the TPE plan, the features of standard planning. To acquire a technique of work scheduling of the TPE structural divisions.

Techniques of lesson conduction: The students prepare for the practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks the degree of preparation with the use of testing and oral interrogation. Then students independently calculate a number of planned indicators for out-patient-polyclinic and in-patient divisions of the central regional hospital (CRH).

CONTROL QUESTIONS

1. What changes have occurred in the maintenance of administrative activity and methods of its realization in the conditions of market relations?

2. What modern management methods are applied in public health?

3. Name the basic functions of management.

4. What kinds of plans and planning methods exist? 

5. What is programmed-targeted planning?

6. Give the characteristics to standard and analytical methods of planning. What is the difference between them?

7. What is the order of drawing up of the financial plan of the treatment-and-prophylactic establishment?

8. What data are necessary for calculation of Item 1 of the estimate?

9. What does such function of management as the work organization provide?

10. What ways of making active the people working in the organization can you offer?

11. What forms of control are expedient for using in TPE?

THE THEME SUMMARY

Development of the new economic relations in our country for last two decades have bared a number of contradictions in the principles of organization of management and scheduling of public health establishments. There was a basic change of object of application of forces of public health services. Now the individual with unsatisfied requirement for health became the object, and the planning and financing system, focused on «a cot» and «number of visits in a shift» as archaic indicators of counting of a medical institution capacity could not motivate the medical personnel on overall performance increase. 

At present, the management is the purposeful, progressive process providing effective functioning and development of the system at available resources. The control system focused on satisfaction of public requirements for the goods and services, in the conditions of market managing is called management. Management as the science has arisen in the twentieth century in the USA. Management is a science about administration; it is a set of principles, methods, means and forms of management for the purpose of increase of a production efficiency and profit reception. Management is an art of receiving the necessary things by means of management of people and ability to achieve a definite purpose, using intelligence and motives. The manager (the subject of management) is the person, organizing the work of a certain number of employees in the conditions of a market economy on the basis of modern management methods. In public health system professional managers are the Minister of Health, chiefs of regional health authorities, head physicians and their assistants, heads of departments, directors and chiefs of clinics, heads of private TPE. Objects of management are workers, collectives, the economical objects perceiving administration influence from the subject of management and subjected to certain transformation by the will of the manager. 

At management of the public health organization modern methods of a management are applied, i.e. the ways and methods of influence of the head of the organization on collective for more effective utilization of available resources with a view of the decision of the problems put before it. For today, the following management methods are widely used by public health services: administrative-executive method is used for distribution of functions, duties, responsibility, powers, regulates business mutual relations. Economic-mathematical method includes the economic analysis of TPE activity, planning and forecasting methods, methods of the statistical analysis. Socially-psychological method is a set of levers on the collective, separate workers, on the processes occurring in labour collective, ability to motivate the worker to effective work, partner relations and creation of a favorable psychological climate in collective. Public (collective) method is management democratization, participation of workers in performance of administrative functions (medical council, board, council of labour collective).
Managerial process represents a system of the operations which are carried out in certain sequence. The algorithm of management includes following basic functions of management: 1. Planning, 2. Organization, 3. Coordination, 4. Motivation and activity optimization, 5. Control.

Planning is the kind of administrative activity directed on optimum development of the branch, the organization and its structural divisions with a purpose of the fullest satisfaction of the population in medical aid according to economic possibilities. Planning includes:

· the establishment of the purposes and problems of the TPE. 

· working out of strategy, programs and plans for achievement of the purposes.

· definition of necessary resources and their distribution by the purposes and problems.

· bringing of plans to the notice of everybody who should carry out them, and bears responsibility for their realization.

In public health services strategic, perspective and routine planning are defined. Strategic planning defines the purposes, priorities, an order and conditions of activity of public health services, its subjects, municipal unions and separate TPE for the prospect of 10 years and more. It is carried out at federal level and at level of the subject of the Russian Federation. Forward planning provides working out of plans and programs of development of public health services of subjects of the Russian Federation and municipal unions for 3 - 5 years taking into account features of social and economic development of the territory. Routine planning provides working out of annual plans and programs of activity of system of public health services of subjects of the Russian Federation, municipal unions and concrete TPE. The elementary form of routine planning is individual planning. With this purpose each employee makes the plan-schedule of work for the certain period (as a rule, for a month). Plans-schedules of business trips, performance of treatment-and-prophylactic, sanitary-educational, scientific work, etc. are made. At plan-schedule drawing up the general problems of the annual plan of the establishment are the necessary preconditions. Any kind of plans should show not only what should be reached, but also the ways of achievement of the purposes and problems, sequence and tactics of activity of concrete executors.

At scheduling it is possible to be guided by functional-branch, problem-thematic and program-target principles. The functional-branch principle of planning allows to specify targets for the planned period taking into account volume and character of activity of a concrete branch, laboratory, specialist. It is most convenient at routine planning of sections of work at each division. The problem-thematic principle of scheduling allows to specify the core, the general for administrative territory actions irrespective of the fact which treatment-and-prophylactic establishments or their divisions are leading executors. This method is most comprehensible at drawing up of comprehensive plans on separate problems (prevention of tuberculosis, intestinal infections, traumatism). At this method of planning actions various by character are united by the general task, common orientation that allows to define their cost, expected economic, medico-social efficiency. The program-target principle of planning is more science intensive and effective. It provides the system approach to scheduling. It allows to direct each planned action on performance of specific goals on the scale of the whole establishment or territory; definition of the problems necessary for realization of the plan; specification of expected results. Program-target planning allows to develop a suite of the actions focused on performance of concrete purposes; to distribute planned actions for executors, to define dates of performance and to develop monitoring systems of realization of the planned document; to calculate cost of actions and to define sources of their financing.

Among planning methods the most often applied are: analytical, standard, balance, experimental and other special methods (parities, proportions, etc.). The analytical method is applied to an estimation of the reached degree of service and comparison of planned indicators to a state of health of the population and results of activity of the establishment in previous years. At use of the analytical method demographic indicators, disease indicators, appealability of the population for medical aid, loading of the medical personnel, work indicators of bed fund, etc. are studied. The balance method allows to co-ordinate requirements of the population for separate kinds of medical aid to their resource maintenance. At use of the experimental method calculation of indicators is carried out on the basis of the previous organizational experiment. The standard method is applied for calculation of predicted and planned targets on the basis of norms available in public health services and the specifications confirmed by the Ministry of Health of the Russian Federation. The following specifications of work of treatment-and-prophylactic establishments are defined: standards of requirement of the population in the out-patient-polyclinic and in-patient aid, staff standards, standards of use of medical workers’ work, standards of material maintenance, financing standards. So, for example, the specification at definition of requirement of the population in the out-patient aid is the number of visits to the polyclinic, falling to one inhabitant in a year (for adult population – 9,5 visits by all specialties, and for children and teenagers – 8,6). 

Now, the requirement of the population of the attached territory for certain kinds of medical aid should be the basic moment of planning. Established posts are planned mainly proceeding from volumes of work and planned loading for a post, a cot, etc.; and the requirement in material, labour and medical institution financial resources is defined on the basis of the volumes of the necessary medical aid.

The major section of TPE plan is still a budget (the financial plan) or the estimate of a medical institution which represents the sum of incomes expressed in the monetary form and expenses for the certain period of time (year, quarter, month). TPE provisional expenses consist of three sections: 1. Incomes and earnings (it includes earnings from the budget, the insurance medical organizations, paid medical services, incomes from securities, etc.). 2. Expenses and investments. 3. Income. An income and expenditure part of the provisional expenses can be made on the basis of several kinds of classifications. Thus, economic classification groups the expenses by their economic maintenance or under the articles of the provisional expenses.

The articles of the provisional expenses of the TPE

110100 Remuneration of labour

110200 Charge on pay-roll (38,5%) including: 

Inpayments on national insurance – 5,4%

Pension plan contributions 28%

Obligatory medical insurance fund – 3,6%

Employment-population fund – 1,5%

110300 Purchase of supply articles and expendable materials including:

110301 Office accessories and materials for household purposes

110302 Drugs and dressing material

110303 Soft inventory and uniform

110304 Food products

110400 Business and official trips

110500 Transportation payments

110600 Communication service payments

110700 Municipal service payments (electric supply, central heating, etc.).

The second function of management is the work organization the aim of which is formation of the organization structure. The organization of work includes the following elements: 
1. Maintenance of sufficiency of premises, the equipment, materials, money resources. The organization of a workplace for each employee. 
2. Selection and effective arrangement of the personnel, distribution of responsibility and powers. Acquaintance of employees with functional duties, standard documents. Correlation between various kinds of works. 
3. Creation of benevolent atmosphere in the working collective. 
4. Development of strategic and economic thinking in the personnel. Support of workers of the entrepreneurial constitution inclined to creativity, innovations, not afraid to risk and incur responsibility for the decision of problems.

The third function of management is motivation (interested activity and adherence of the personnel). The motivation has the purpose to make active the people working in the organization, and to induce them work actively for performance of the purposes put in plans, provides economic and moral incentives, creation of conditions for display of creative potential of workers and their self-development. For realization of this function it is necessary to diversify personnel work content, to provide growth of professional qualification and employees’ satisfaction from the received results, to create conditions for initiative. Among the qualitative ways of influence on collective in management the important role is played by the style of leadership.

The fourth function of management is the control organization (quantitative and quality standard, the account of results of work of the organization). According to the functional approach, the financial, industrial, marketing control and quality assurance are defined. The control includes three basic stages:

– establishment of norms (standards);

– measurement of conformity of work performance to these norms;

– correction of deviation from norms and plans.

The leading form of the control is the account; the main version of the account is the statistical account. The control should function constantly and automatically, only the regular control can become the important management method. 

Coordination is the function of management providing it uninterrupted operation and continuity. The coordination main task is coordination achievement in work of links (branches) of the organization by establishment of rational communications and information interchange between them. For performance of this function reports, analytical materials, results of discussion of the arisen problems at meetings, conferences, means of communication for fast reaction to deviations in organization work are used.

THE TASK FOR INDEPENDENT WORK

Task №1

Using the data of the annual report of treatment-and-prophylactic establishment, make scheduling of separate divisions of the out-patient-polyclinic service by means of a standard and analytical methods. Calculate the following planned targets:

1. Definition of amounts of works, proceeding from appealability rate of the population to a polyclinic

Planned number of visits = (C × Ч):1000,

where C – norms of the out-patient aid to the population of Russia, Ч – number of the served population

Table 1.

Norms of the out-patient aid to the population of Russia

	Specialty
	Number of visits per 1000 population

	
	Children and teenagers
	working-age population
	population above working-age
	All adults
	All population

	Cardiology
	47
	147
	158
	148
	125

	Rheumatology
	109
	95
	104
	97
	100

	Gastroenterology
	19
	43
	44
	43
	38

	Pulmonology
	5
	9
	11
	9
	8

	Endocrinology
	9
	107
	115
	107
	85

	Nephrology
	5
	2
	5
	3
	3

	Haematology
	43
	14
	11
	13
	20

	Allergology
	14
	9
	11
	9
	10

	Pediatrics
	4741
	-
	-
	-
	3225

	Therapy (general)
	-
	2699
	2902
	2752
	2500

	Infectious diseases
	57
	12
	16
	15
	24

	Traumatology
	116
	278
	300
	281
	244

	Orthopedy
	494
	13
	42
	37
	128

	Urology
	17
	130
	127
	129
	104

	Stomatology
	1392
	1877
	2022
	1903
	1788

	General surgery 
	365
	522
	563
	530
	492

	Oncology
	21
	109
	120
	111
	90

	Obstetrics and gynecology
	5
	889
	936
	890
	690

	Otolaryngology
	649
	481
	519
	492
	528

	Ophthalmology
	415
	486
	519
	492
	475

	Neurology
	263
	531
	568
	536
	474

	Psychiatry
	88
	138
	148
	141
	128

	Phthisiology
	37
	93
	104
	96
	83

	Dermatovenereology
	230
	541
	585
	547
	475

	Total by all specialties
	8652
	9324
	10036
	9482
	11920


2. Planning of volumes of work for doctors of a polyclinic, proceeding from function of the medical post (it is calculated for each specialty separately)
Function of a medical post = [(А×В) + (С×Д)] ×Г, where:

A – loading of the doctor per hour of outpatient reception hours at a polyclinic,

B – number of working hours at reception in a polyclinic,

C – loading of the doctor on a business hour on service of patients in-home,

D. – number of working hours at service in-home,

E – number of the working days in a year.

Table 2.

Settlement norms of loading for doctors of out-patient-polyclinic establishments

	The name of a post of the doctor
	Number of visits per 1 working hour

	
	At reception
	At routine inspection
	At service in-home

	The therapist
	5
	7,5
	2

	The accoucheur-gynecologist
	5
	8
	1,25

	Dermatovenereologis 
	8
	12
	1,25

	Infectiologist 
	5
	-
	2

	The neuropathologist
	5
	8
	1,25

	The oncologist
	5
	-
	1,25

	The cardiologist
	4
	-
	2

	The otolaryngologist
	8
	10
	1,25

	The ophthalmologist
	5
	16
	1,25

	The pediatrician
	5
	7
	2

	The stomatologist
	3
	9
	-

	The dental surgeon
	5
	-
	-

	The dental orthopedist
	2
	-
	-

	The surgeon
	9
	-
	1,25

	Endocrinologist 
	5
	-
	1,15


Duration of the working day of doctors in a polyclinic is established by the head of the establishment, but on the average it makes at district therapists and pediatricians 4 hours at outpatient reception hours and 3 hours of home visiting service at a five-day working week. Doctors-specialists of a polyclinic, as a rule, work on six-day working week and duration of their working day makes 5 hours at outpatient reception hours and 1 hour at rendering assistance in-home. Duration of the working day of stomatologists makes 6 hours 15 minutes at a six-day working week.

3. Definition of a planned number of medical posts (by each specialty)

Planned number of medical posts = (Л×Н):Ф,

where: Л – the specification of visits per 1 inhabitant in a year, 

Н – population

Ф – function of a medical post.

4. Planning of posts of the paramedical personnel

Posts of the paramedical personnel are established from calculation: 1,5 rates for each post of the district therapist and pediatrician, 2 rates for each post of the surgeon, 1 rate for each post of the cardiologist, the otolaryngologist, infectiologist; 1 rate for every two posts of the neuropathologist, endocrinologist, the stomatologist and 1 rate for each three posts of the stomatologist-orthopedist.

Task №2

Calculate planned indicators of activity of a dental office.

1. The filling plan.

Standard number of the imposed fillings for one working day × number of the working days in a year × number of planned posts for therapeutic reception

The norm of imposing of fillings for a children's office = 6, for the adult = 7.

2. The extraction plan.

The norm of extractions for one post of the surgeon in a day × number of the working days in a year × number of planned posts for surgical reception

The norm of extraction = 22

3. The plan of sanitation.

The monthly plan of sanitation × number of planned posts for therapeutic reception × number of months

The monthly norm of sanitation for adult population = 25 persons, for children = 100.

Task №3

Using the data of the annual report of a treatment-and-prophylactic establishment, make hospital scheduling by separate specialties by means of a standard and analytical method. Calculate the following planned indicators:

1. Planned number of mid-annual cots.

K = (C × H) ÷ 10000, where: C – necessary number of cots for meeting the requirement of the population in the in-patient aid, Н – number of the served population.

Table 3.

Norms of the in-patient aid to the population of Russia

	Profile of cots
	Expected number of hospitalization per 1000
	Necessary number of cots for meeting the requirement for the in-patient aid per 10000
	Planned turn of a cot
	Average of days of stay on a cot

	
	
	Children
	Adults
	In total
	
	

	Cardiology
	4,77
	1,76
	3,31
	2,96
	16-17
	21,3

	Pediatrics
	4,39
	7,43
	-
	1,68
	25-26
	12,6

	Therapy
	39,42
	-
	26,29
	20,35
	18-19
	18,4

	Infectious diseases
	24,47
	23,61
	5,53
	9,64
	25-26
	11,8

	Traumatology
	8,23
	2,53
	4,37
	4,12
	19-25
	15,5

	Stomatology
	1,16
	0,33
	0,47
	0,44
	26-30
	12,2

	Surgery
	28,71
	5,21
	11,97
	10,45
	26-28
	12,6

	Oncology
	3,72
	0,35
	3,12
	2,49
	14-17
	21,9

	Obstetrics
	12,58
	-
	4,84
	3,75
	31-35
	9,0

	Gynecology
	23,64
	0,13
	7,81
	6,07
	38-40
	8,7

	Otolaryngology
	9,96
	6,44
	2,13
	3,10
	29-33
	10,8

	Ophthalmology
	6,17
	1,22
	2,86
	2,49
	25-28
	12,8

	Neurology
	11,61
	2,39
	8,40
	7,04
	16-17
	20,6

	Psychiatry
	5,91
	3,80
	16,40
	13,55
	4-6
	68,0

	In total
	243,00
	83,10
	133,10
	121,80
	19-20
	-


2. Planning of volumes of work proceeding from quantity and structure of cots

A planned turn of a cot (at planning of closing of cots in surgical branch for repairs for 20 days)

Planned turn of a cot = (365 – days of idle time of cots) ÷ (average duration of stay of the patient on a cot + 1 day)

Number of hospitalized patients

Planned quantity of cots × a planned turn of a cot

An average of days of work of a cot

Average duration of stay of the patient on a cot × a planned turn of a cot

The plan of bed-days 

Number of hospitalized patients × average duration of stay of the patient on a cot

3. Calculation of established posts of the medical personnel

The department for 60 beds is considered the optimum under the list of staff as in this case the best parity of staff and patients turns out. Staff of doctors is calculated with the account of the confirmed norms of loading according to a department profile, besides, rates of doctors-on-duty are calculated in addition.

Table 4.

Norms of loading of doctors in hospitals

	Department
	Quantity of cots for 1 post of the doctor

	Obstetric Department
	15

	The Gynecologic Department
	20 - 25

	The Pediatric Department
	15 - 20

	The Therapeutic Department
	20 - 25

	The Surgical Department
	20 - 25

	The Neurologic Department
	20

	The Infectious Department
	25

	The Stomatologic Department
	20 - 25


THEME 23
Financing of public health services in the conditions of obligatory medical insurance. Public health economy
Objectives of the lesson: to familiarize oneself with the order of TPE financing in the conditions of budgetary-insurance system of public health services. To study the content of TPE financial plan. To gain the fundamentals of knowledge of economic relations in public health services, a method of calculation of indicators of the general economic damage in connection with the disease, prevented economic damage, factor of economic efficiency, economic losses due to idle time of cots, etc.

Techniques of lesson conduction: The students prepare for the practical class independently by the recommended literature and do individual home tasks. The teacher checks their homework for 10 minutes and specifies the committed errors, checks the degree of preparation with the use of testing and oral interrogation. Then the students carry out typical tasks on public health services economy.

CONTROL QUESTIONS

1. What is the purpose of obligatory medical insurance (OMI) introduction?

2. How is financing of public health establishments carried out in the conditions of budgetary-insurance medicine? 

3. Name the subjects of obligatory medical insurance. What are their rights and duties?

4. How are the OMI means formed for medical aid financing?

5. How are the OMI means distributed?

6. Who are the insurers and what is their role in OMI?

7. Has the insurer the option of the insurance medical organization?

8. What promoted separation of an independent science – public health economy in the second half of the XX century?

9. What is the aim of public health economy? 

10. What are the primary goals facing the public health economy?

11. What is the role of economy of public health services in public health care system?

12. What kinds of efficiency of the available system of public health services do you know?

13. How are indicators of efficiency of public health services calculated?

THE THEME SUMMARY

With implementation of the Law "About medical insurance in the Russian Federation" (1991) in Russia in 1993, the process of direct reforming of public health system has begun. It has been focused, first of all, to improvement of model of financing. The reforming purposes were associated with the increase of efficiency of use of available resources, improvement of quality of the medical aid, strengthening of preventive work, elimination of actual inequality of access to the qualified medical aid depending on a place of residing and level of incomes of the citizens. As a basis of reforming, a social insurance system – obligatory medical insurance (OMI) and voluntary medical insurance (VMI) has been accepted by the Law of the Russian Federation "About medical insurance of citizens in the Russian Federation".

Obligatory medical insurance is the form of social protection of citizens in the conditions of national economy transition to market relations and is urged to provide accessible and free medical aid of the guaranteed volume and quality at rational use of available resources of public health services. Means of OMI are in a state ownership of the Russian Federation. Obligatory medical insurance of citizens of the Russian Federation is general and provides equal possibilities to all population in reception of the medical and medicinal aid in the volume provided by programs of OMI. These programs spread to all principal types of the aid. Voluntary medical insurance provides reception of additional medical and other services, in addition to the provided ones, and it is not general.

Introduction of OMI system started with an overall objective – reception of additional sources of financing of public health system and improvement of quality of health services of patients. Now public health services financing is carried out not only from means of the state budget and local budgets, but also from means of the system of obligatory medical insurance and off-budget means (means of VMI, personal means of citizens, credits of banks, means of sponsors, profit on securities, etc.). The state establishes legislatively the sources of financing of public health services and the percent from a gross national product (GNP) going for rendering of medical aid to the population. In our country this indicator fluctuates from 3 % to 4 % of an expenditure of the budget that is obviously not enough. Under the WHO recommendations, the share of GNP allocated for needs of public health services should be not less than 5 %, and many economically developed countries spend for these purposes 10% - 12% of GNP. 

The law "About medical insurance in the Russian Federation" defines participants (subjects) of the obligatory medical insurance. As subjects of OMI stand: the citizen, the insured (physical or legal person concluding the contract on insurance of citizens), the insurer (physical or legal person providing insurance and managing an expenditure of means of the insurance fund), a medical institution. Fundamental laws and duties of participants of medical insurance are also reflected in the Law. So, the citizen in OMI system has the right for a choice of the insurance medical organization, medical institution and the doctor, for reception of the guaranteed (free) aid in all territory of the Russian Federation, including outside of a permanent residence. He has the right for reception of the medical services corresponding by the volume and quality to the treaty provisions, irrespective of the size of actually paid insurance payment; for the presentation of the claim to the insurer, to the insurance medical organization, medical institution for material compensation of the damage caused by their fault.

The insurer is the one who brings means for medical aid rendering. Insurers in OMI for the working population are employers (the enterprise, establishment, the organization where the insured citizen works), the persons who are engaged in individual activity, and self-employed persons. The insurer for the non-working population (children, students, invalids, pensioners, temporarily jobless), and also for working at the budgetary enterprises are the bodies of the state subjects of the Russian Federation and local administration. The law provides the option of the insurer of the insurance medical organization. The insurer should check up, first of all, whether the insurance medical organization has the state licence for the right of realization of insurance activity on obligatory medical insurance in the given territory, as well as indicators of its financial condition and solvency. If the insurer is satisfied by the degree of reliability of the insurance medical organization chosen by it he has the right to make the independent decision on the conclusion of contracts of obligatory medical insurance. The insurer is obliged to bring insurance payments for OMI in an order established by the current legislation. In case of default of the given duty payments can be collected under compulsion. At the expense of means of insurers the Federal and territorial funds of obligatory medical insurance of citizens are formed, where the insurers pay accordingly 0,2 % and 3,4 % of salary fund (total 3,6 %). Unfortunately, means of obligatory medical insurance are enough only for payment of 30 % of the developed volume of medical aid. In order to keep medical aid free for citizens in full, indemnification of missing means from state and local budgets is necessary.

The OMI funds and the insurance medical companies can be insurers. The basic functions of a territorial fund of OMI are accumulation of OMI finances, an establishment of personal financing specification per 1 inhabitant of region, the approvement of territorial base programs of OMI, working out of OMI rules in corresponding territory, granting of credits to insurers at the proved shortage of financial assets. Federal fund of OMI provides unity of system of obligatory medical insurance in Russia and subsidizes territorial funds at a lack of means at them, caused by the objective reasons (economy poor condition, a considerable quantity of sick and aged persons, etc.). Federal fund of OMI carries out also gathering and the analysis of the information about OMI system financial resources, carries out methodical work on its activity perfection. It is necessary to stress, that OMI funds are noncommercial financially-credit institutions. 

The insurance companies are state noncommercial organizations, not subordinated to public health services bodies. The insurance companies conclude contracts with state, private TPEs, with private practitioners on rendering of medical services to the insured citizens and are financed from the means of OMI territorial fund. For this purpose, 4 % of means which territorial fund contains are deducted. The insurance companies have two departments in their structure: 1 – a department of financial-settlement activity (accumulation of money resources for payment of cost of medical aid), 2 – a department of examination of medical services rendering to the insured citizens. In this department the highly skilled doctors who are supervising quality of rendering of medical aid and taking part in selection of medical institutions for participation in OMI work. Mutual relations between the insurance medical organizations (insurer) and medical institutions are regulated by contracts on granting of the in-patient and out-patient aid by obligatory medical insurance.

The medical institutions working in OMI system are independent business entities and build the activity on the basis of contracts with the insurance medical organizations. They give the medical-diagnostic and preventive aid to the persons having an insurance policy – the monetary document certifying the conclusion of the contract of insurance and containing its conditions. Pay cost of the given medical aid to the insured citizens within the limits of OMI Base Program (the minimum volume of free medical services) is paid by the insurance medical organizations. Mutual settlement can be carried out for one treated patient by the average of the tariff or for specifically rendered medical services. In case of infringement of treaty provisions by the medical institution the insurance organization has the right not to compensate partially or completely an expense on rendering of medical services.

In the conditions of OMI medical institutions have additional sources of financing: budgetary funds (means of controls of public health services if they participate in target and complex programs); means of insurance companies of OMI and VMI; and also means for rendering of paid services to the population (medical and not medical character); direct contracts with the industrial enterprises – the contract on medical inspection carrying out, charitable means, etc. Every TPE, working in OMI system, should pass licensing and accreditation. The licence is the special permission to realization of a concrete kind of activity (a medical aid kind) at obligatory observance of licence requirements and the conditions, given out by the licence commission. All medical institutions, irrespective of a pattern of ownership should pass licensing. Official bodies pass licensing once in 5 years; private –once in 3 years. The licensing purpose is estimation of possibility of rendering of different kinds of medical aid and services. Accreditation is definition of conformity of TPE activity to the established quality standards of medical aid and services. TPE is given a certain category and the certificate is issued. Accreditation is carried out by special accreditation commissions working under the guidance of authorities. The purpose is consumer maintenance in necessary volume and quality of medical service. In many regions there are uniform accreditation-licence commissions. 

With transition to OMI system, by no means all problems of public health services of Russia have been resolved. For the past period the overwhelming number of regions has never managed to provide financing of the minimum volume of the free medical services defined by OMI Base Program guaranteed by the Law. Therefore a part of the medical services provided by this program began to be transferred to sphere of paid medicine. Level and health services volume began to depend on solvency of patients. Till now insufficient financing of public health services is combined with low efficiency of use of resources and imbalance of structure of medical aid rendering. In this connection the primary goal in strengthening of financial base of obligatory medical insurance is working out of new approaches to formation of the program of provision of citizens with free medical aid, and also increases of efficiency of use of allocated financial and material resources.

Introduction of insurance medicine and development of market relations in the country have led to reorganization of economic base of public health services, economy reforming of the branch. 
Public health services economy is the area of economic sciences and public health services organization, studying economic efficiency of measures on public health care and developing methods of rational use of resources of public health services. The public health services economy is a rather new area of economic knowledge generated as an independent science in the second half of the XX century. The reasons of separation of public health services economy in an independent science: 

· In the XX century the public health services became a resource-intensive branch of the economy of the country which accumulates in it a great volume of material, labour, financial, information resources. The problem of their rational planning and effective utilization has ripened.

· The volume of offered medical services and demand for them has increased, therefore, there was a necessity of regulation of a supply and demand for public health services.

· The importance of the economic problems following from reproduction of labour-power is realized. Investments into the programs connected with strengthening of health of the population became economically justified.

The purpose of public health services economy is research of the most rational and economic ways of use material and financial resources allocated for public health care, and also estimation of public health services efficiency. 

The primary goals of public health services economy: the analysis of efficiency of use material, labour and financial resources; an economic substantiation of plans, target programs, preventive actions; definition of expenses on various kinds of medical aid; studying and estimation of economic efficiency of medical aid, various medical actions and medical aid forms.

Efficiency is a relation of any received results to expenses of resources. Results can be expressed in the form of medical, social, economic, etc. indicators.

The following kinds of efficiency of public health services are distinguished:

· Medical efficiency is estimated by quality and degree of achievement of positive result of one or another technique, technology of treatment, preventive maintenance, diagnostics or rehabilitation. It can be expressed by various indicators of quality and efficiency of activity of medical institutions (reduction of average terms of diagnostics, average duration of disease, stay of the patient in a hospital). For medical efficiency also the increase of percent of favorable outcomes of diseases, decrease in level of physical inability and lethality, optimum hospital bed usage, the medical equipment, labour and financial resources speak.

· Social efficiency estimates not only the number of the saved lives, increase of persons of economically active age due to decrease in morbidity, physical inability and death rate, but also availability of measures in the field of health protection to all levels of population. It is expressed in decrease in negative indicators of health of the population (morbidity, death rate) and increase of positive indicators (physical development, birth rate, average lifetime, etc.).

· Economic efficiency is reception of a maximum of the possible welfare from the available limited resources that is optimization of expenses for health services, an economic substantiation of actions for health protection, the economic analysis of use of means in public health services.

By the end of the XX century, the problems of economic estimation of treatment efficiency became one of the important problems of clinical medicine. Necessity of the economic analysis of efficiency of medical interventions is defined by several reasons. First, it is fast rates of treatment cost growth of the most widespread diseases and the general rise in price of medical services. Secondly, it is occurrence of alternative methods of treatment of the same disease at which choice it is necessary to consider not only their clinical efficiency, but also the cost. And, at last, thirdly, it is backlog of possibilities of financing of hi-tech and expensive methods of treatment which exists in all countries. Growth of cost of treatment of some diseases becomes a serious public and economic problem. So, improvement of direct results of medicamentous and surgical treatment of the most widespread heart diseases increases a share of patients which live to more advanced age and to that stage of development of the disease at which the probability of development of chronic heart failure (CHF) is high. Progress in treatment of heart diseases increases the number of persons suffering CHF. This is a paradoxical situation which some authors have designated as "an ironical failure of success". Only in the USA the annual factor cost connected with treatment of heart failure has increased twice within 10 years. Existence of alternative approaches to treatment of the most widespread diseases puts a problem of a choice of the most effective one. However, high clinical efficiency can be accompanied by unacceptably high financial expenses. 

The economic estimation of efficiency of a certain medical program or treatment method as a whole represents comparison of efficiency of these interventions and the expenses connected with them. The account of expenses means estimation of the direct and indirect expenses expressed in monetary units. Definition of a factor cost is considered less a challenge. Usually these expenses include cost of the equipment and medical products, expenses on transportation, food, payment to attendants, correction of by-effects. It is more difficult to take into account indirect expenses: the losses connected with the termination of participation of the patient in a social production owing to disease, and also decrease in his personal income. An estimation of efficiency of interventions is a more difficult component of economic estimation of efficiency of interventions. Unlike the expenses estimation which always leads to a money's worth, the interventions efficiency can be expressed both in a money's worth, and in other, more comprehensible units in the given situation: life duration, number of the saved lives, decrease in morbidity with temporary invalidity and others. According to a choice of criterion of estimation there is a requirement for various forms of the analysis of economic efficiency. 

Economic estimation of efficiency of medicinal therapy

There are four basic methods of the analysis of economic efficiency of medicinal therapy: the analysis of minimization of cost; the analysis of efficiency of expenses, or the cost analysis of efficiency; the "expense-utility" analysis, the cost analysis of profit. The most widespread method of the economic estimation of efficiency is the analysis of efficiency of expenses, or the cost analysis of efficiency. It is applied in the case when it is necessary to compare economic efficiency of methods of treatment with different clinical efficiency. One of interventions usually allows to achieve more expressed medical effect at additional expenses. This method of the analysis estimates size of the additional expenses demanded for benefits in a state of health at the expense of use of the given method of treatment. Thus, as more economically effective it is considered the intervention, which: demands less money resources, but thus, at least, is the same effective; is more effective, but more expensive, and its additional benefits justify additional expenses; is less effective, but less expensive, thus the benefits of competing intervention do not justify additional expenses.

As a result of the expenses efficiency analysis, or the cost analysis of efficiency, the ratio "cost/efficiency" is received specifying, what additional sum of money is necessary for spending for side benefit reception (usually expressed in so-called "natural units": one rescued life in a year, elimination of one aggravation of a disease, reduction of expressiveness of a certain symptom). The given ratio is calculated under the formula: C / Э = (С2 - С1) / (Э2 - Э1), where: 

C / Э – "cost/efficiency", С1 and С2 – a total cost of the first and second intervention accordingly, and Э1 and Э2 – efficiency of the first and second intervention accordingly, expressed in natural units (usually life duration in years). Let us suppose that the cost of a method of treatment A – 5000 monetary units, and a treatment method B – 10000 monetary units. As a result of application of a method A expected life duration will make 3 years, and as result of applications of B method – 5 years. The economic analysis of efficiency of expenses, or the cost analysis of efficiency, will include the following calculations: "Cost/efficiency" = (10000 - 5000) / (5 - 3) = 2500 monetary units for a year of the rescued life.

Calculation of economic benefit of reduction of terms of treatment 

The reduction of terms of treatment of patients in the polyclinics and hospitals, based on introduction of new technologies, modern methods of inspection, treatment and improvement of organizational work in public health services practice has an important social and economic value. Economic benefit of reduction of terms of treatment of patients can be calculated under the formula:

 Э = (Э1р ×P) + (Э1н ×H), where: Э1р – economic benefit of reduction of terms of treatment of 1 worker, Р – number of the treated working citizens, Э1н – economic benefit of reduction of terms of treatment of 1 unemployed citizen, Н – number of the treated unemployed citizens.

Calculation is carried out in the following sequence:

1. The difference in calendar days of term of treatment is defined and multiplied by factor 0,75, for calculation of number of the working days.

2. Economic benefit of reduction term of the treatment falling to 1 sick working citizen is calculated.

(The sum of the national income made by one worker for 1 working day + the average size of the temporary disablement allowance) × number of the working days to which treatment term is reduced. To the received size the expenses for treatment of one patient in day multiplied by a difference in calendar days of term of treatment are added.

3. Economic benefit of reduction term of the treatment falling to 1 sick unemployed citizen is calculated.

Expenses for treatment of one patient in day are multiplied by a difference in calendar days of term of treatment.

4. The general economic benefit of reduction of terms of hospitalization of all treated patients is calculated under the formula Э = (Э1р ×Р) + (Э1н ×H).

Calculation of economic losses from idle time of cots in medical institutions

The problem of effective hospital bed usage is one of the main in improvement of quality of medical aid to the population in the conditions of OMI. Efficiency of hospital bed usage is measured by comparison of actually developed indicators with provided by the plan, or taking place in the previous period of time, and it is possible to express the received effect with the number of additionally hospitalized patients. An idle time of the cot not only reduces the volume of the in-patient aid, but also causes the considerable economic losses connected with increase of charges of hospital cots, except for expenses on food and acquisition of medicines as they are made per a cot occupied with the patient. The difference between planned and actual cost of one bed-day gives representation about size of economic losses as a result of idle time of cots. Calculation of economic losses because of idle time of cots is defined in the following sequence:

1. Actual cost of one bed-day is defined.

Actual expenses for the hospital maintenance per a year

Number of actually executed bed-days

2. Planned cost of one bed-day is defined.

Planned expenses for the hospital maintenance per a year

Planned number of bed-days in a hospital

3. The difference between actual and planned cost of one bed-day (how much expensive was managed one bed-day for the hospital, in comparison with the cost of bed-day in the conditions of rational use of cots) is calculated.

4. Economic losses because of idle time of cots as a whole in a hospital are defined.

Difference between actual and planned cost of one bed-day × 

Number of actually executed bed-days

Example of a task solution.

In a hospital there are 300 mid-annual cots. Actual expenses per a year on the in-patient maintenance of this hospital (without expenses under the articles 9 and 10 of estimate of cost) have made 5885051 rbl. at 95944 bed-days though under the plan the hospital should execute 97500 bed-days. Calculate economic losses from idle time of cots.

The solution standard.

Actual expenses per one bed-day = 5885051 rbl. ÷ 95944 bed -days = 61,3 rbl. The expense for one bed -day under the plan = 5885051 rbl. ÷ 97500 bed -days = 60,4 rbl. The difference between actual and estimated cost of one bed-day will make 61,3 rbl. – 60,9 rbl. = 0,9 rbl. As a whole on hospital economic losses from idle time of cots within a year have made: 0,9 rbl. × 95944 bed -days = 86349,6 rbl.

THE TASK FOR INDEPENDENT WORK

Task №1

Calculate economic benefits of reduction of terms of treatment in a hospital if the sum of the national income made by one worker for 1 working day is equal 530 roubles. The average size of the temporary disablement allowance makes 198 roubles, and expenses for treatment of one patient for 1 calendar day in the in-patient department of a city hospital – 480 roubles, and in the in-patient department of CRH – 370 roubles.

Problem 1

In Trunovsky CRH there are 250 cots, for a year in a hospital 4560 patients were treated, of them 3400 working persons and 1160 unemployed citizens. In 2007 average terms of stay of the patient in a hospital were reduced in comparison with 2005 from 18,6 to 15,0 days without change of duration of out-patient treatment. Calculate economic benefit of reduction of terms of treatment.

Problem 2

In Andropovsky CRH there are 320 cots, for a year in a hospital 6110 patients were treated, of them 3900 working persons and 2210 unemployed citizens. In 2007 average terms of stay of the patient in a hospital were reduced in comparison with 2005 from 17,0 to 15,0 days without change of duration of out-patient treatment. Calculate economic benefit of reduction of terms of treatment.

Problem 3

In city hospital there are 650 cots, for a year in a hospital 12350 patients were treated, of them 8300 – working persons and 4050 – unemployed citizens. In 2007 average terms of stay of the patient in a hospital were reduced in comparison with 2005 from 19,0 to 17,5 days without change of duration of out-patient treatment. Calculate economic benefit of reduction of terms of treatment.

Problem 4

In Stepnovsky CRH there are 200 cots, for a year in a hospital 3720 patients were treated, of them 2550 – working persons and 1170 – unemployed citizens. In 2007 average terms of stay of the patient in a hospital were reduced in comparison with 2005 from 21,0 to 18,0 days without change of duration of out-patient treatment. Calculate economic benefit of reduction of terms of treatment.

Problem 5

In Novoselitsky CRH there are 250 cots, for a year in a hospital 4780 patients were treated, of them 3100 – working persons and 1650 – unemployed citizens. In 2007 average terms of stay of the patient in a hospital were reduced in comparison with 2005 from 19,0 to 15,0 days without change of duration of out-patient treatment. Calculate economic benefit of reduction of terms of treatment.

Problem 6

In city hospital №2 there are 820 cots, for a year in a hospital 14760 patients were treated, of them 9900 - working persons and 4860 – unemployed citizens. In 2007 average terms of stay of the patient in a hospital were reduced in comparison with 2005 from 18,0 to 16,0 days without change of duration of out-patient treatment. Calculate economic benefit of reduction of terms of treatment.

Problem 7

In city infectious hospital there are 310 cots, for a year in a hospital 7750 patients were treated, of them 6120 – working persons and 1630 – unemployed citizens. In 2007 average terms of stay of the patient in a hospital were reduced in comparison with 2005 from 15,0 to 11,0 days without change of duration of out-patient treatment. Calculate economic benefit of reduction of terms of treatment.

Task №2

Calculate economic losses from idle time of cots

Problem 1

In in-patient department of Izobilny CRH there are 300 mid-annual cots. Actual expenses for a year on the maintenance of an in-patient department of this hospital (without expenses under the articles 9 and 10 of the estimate of expenses) have made 9685751 rbl. at 95944 bed-days though under the plan the hospital should execute 97500 bed -days.

Problem 2

In Blagodarnensky CRH there are 260 cots. The plan of performance of bed-days has made 85800 bed-days for a year at planned mid-annual cot usage of 330 days in a year. 83789 bed-days are actually executed. It is spent 8536685 roubles for the maintenance of the in-patient department (without expenses on food and acquisition of medicines).

Problem 3

In Mikhaylovsky CRH there are 450 cots. The plan of performance of bed-days has made 153900 bed-days for a year at planned mid-annual cot usage of 342 days in a year. 149800 bed-days are actually executed. It is spent 18799900 roubles for the maintenance of the in-patient department (without expenses on food and acquisition of medicines).

Problem 4

In the central city hospital of Georgiyevsk there are 440 cots. The plan of usage of bed-days has made 153120 bed-days for a year at planned mid-annual usage of a cot of 348 days in a year. 152110 bed-days are actually executed. It is spent 18553200 roubles for the maintenance of the in-patient department (without expenses on food and acquisition of medicines).

Problem 5

In maternity hospital of Pyatigorsk there are 350 cots. The plan of performance of bed-days has made 98000 bed-days for a year at planned mid-annual cot usage of 280 days in a year. 94580 bed-days are actually executed. It is spent 15288000 roubles for the maintenance of the in-patient department (without expenses on food and acquisition of medicines).

Problem 6

In city infectious hospital there are 380 cots. The plan of performance of bed-days has made 117800 bed-days for a year at planned mid-annual cot usage of 310 days in a year. 105480 bed-days are actually executed. It is spent 151962000 roubles for the maintenance of the in-patient department (without expenses on food and acquisition of medicines).

Problem 7

In children's city hospital there are 330 cots. The plan of performance of bed-days has made 114510 bed-days for a year at planned mid-annual cot usage of 347 days in a year. 110096 bed-days are actually executed. It is spent 12252570 roubles for the maintenance of the in-patient department (without expenses on food and acquisition of medicines).

Control tasks for examination in discipline «Public health and public health service 
Public health and public health service 
001. What does the public health and public health system as a science study?

а) It is the science about organizational, economic and legal problems of medicine and public health services.

*b) It is the science studying public health, its forming factors and conditions, and creating the treatment and prophylactics methods aimed at public health improvement.

с) The science studying a complex of social, legal and organizational actions, aimed at public health care.

002. Specify the definition of health given in the WHO Charter:

 а) Health is a condition of optimal functioning of the organism, allowing it to carry out the species specific functions in the best way.

*b) Health is a condition of full physical, mental and social well-being but not just absence of disease or physical defects

c) Health is a condition of an organism at which it functions optimally, without signs of disease or any disorder

003. Main principles of public health care in Russia are everything, except:

    a) Respect for human and citizen rights in the field of health protection

    b) Preventive measures priority

    c) Availability of the medico-social aid

  *d) Provision of all kinds of the medical and medicinal aid free of charge

    e) Responsibility of state governing bodies for maintenance of the human rights of citizens in the field of health protection

    f) Social security of citizens in case of health loss

004. Definition of the public health, accepted by the WHO, includes all listed elements, except:

    a) Conditions of full intellectual and social well-being

    b) Absence of illnesses and physical defects

   *c) absence of physical disability

005. Characteristics of public health are everything, except:

   a) Morbidity indicators

   b) Demographic indicators

  *d) Indicator level of population employment in social production

   e) Indicators of physical health

   f) Physical disability indicators

006. The basic information sources about population health are everything, except:

   a) Official data about death rate and birth rate

  *b) The insurance companies data

   d) The epidemiological information

   e) Data of environment and health monitoring

   f) Registers of diseases, accidents and traumas

007. The major tasks of public health services at the present stage of economy development are all stated below, except:

   a) Not to admit decrease in volumes of medical and medicinal aid below the standards

   b) Use of financial resources at priority directions

   c) Preservation of public sector in public health services

 *d) Not to suppose a competition between traditional forms of medical aid and its alternative forms

   e) Preservation of personnel potential

   f) Transition to obligatory medico-social insurance 

008. The basic indicators of public health are:

   *а) Demographic indicators, indicators of morbidity, physical disability, physical development

  b) Indicators of morbidity, physical development, the physical disability, natural movement of the population

c) Demographic indicators, indicators of natural movement of the population, disease, death rate, physical inability

009. According to the WHO data, the greatest influence on population health is rendered by:

   a) The medical aid organization 

   b) Ecological conditions

  *c) Social and economic conditions and population’s way of life

   d) Heredity

010. Indicators of physical development are used for all listed purposes, except one:

   a) Estimation of efficiency of the performed improving actions

   b) Standardization of clothes, footwear, the rational organization of workplaces

  c) Definition of constitutional predisposition and constitutional features of a disease course

   d) Definition of tactics of labor conducting 

   *e) estimation of prophylactic medical examination efficiency

The medical statistics
001. The term "statistics" means:

  *a) The independent social science which studies the quantitative part of the mass public phenomena in close connection with their qualitative part

   b) Scientific discipline on collecting, processing and keeping the information, characterizing quantitative laws of public phenomena

   c) The scientific discipline uniting mathematical methods, applied at gathering, processing and analyzing the information 

002. Medical statistics is a branch of statistics which includes:

   a) Statistical methods of population health study 

   b) Set of statistical methods necessary for the analysis of TPI activity

  *c) Set of statistical methods of studying the population health and the factors influencing it, as well as the questions connected with medicine and public health services

   d) Statistical methods of studying and perfection of management in public health services establishments 

003. Which of the stated below questions are included into a plan of statistical research?

 *a) Definition of a place of carrying out of research

   b) Observation unit choice

   c) Drawing up of statistical tables breadboards

004. At what stage of statistical research breadboard models of statistical tables are created:

  *a) At making plan and programs of researches

   b) At a stage of material collection

   c) At a stage of statistical processing of materials

   d) At analyzing the results

005. Quantitative representativeness of sample is provided for the account of:

   a) Ten-percentage sample of a general totality

   b) Fifty percentage samples

  *c) the sample including sufficient number of supervisions (is calculated under special formulas)

006. What kind of statistical supervision is birth rate and death rate registration referred to?:

   a) The single

   b) The continuous

  *c) the current

   d) The selective

007. Which of the stated below ways of information gaining gives the most exact information about population state of health?

   a) Interrogation

   b) Questioning

   *c) Copying of data from the medical documentation

008. Single supervision concerns:

   a) Registration of births

   *b) Population census

   c) Marriage registration

   d) Registration of diseases

009. The program of statistical research includes:

  *a) Definition of the registration signs which are subject to registration

   b) Definition of object of research

   c) Definition of executors of research

010. The observation unit choice depends on:

   a) Research programs

   b) The research plan

  *c) the purpose and problems of research

011. Among the listed kinds of statistical tables the most informative is:

   a) a simple statistical table

   b) a group statistical table

   *c) a combinational statistical table

012. Results of statistical research are analyzed on the basis of:

   a) Statistical registration documents

   b) Out-patient medical cards

  *c) Statistical tables

   d) Case records

013. The observation unit is:

*a) The primary element of statistical set which is a carrier of signs, subject to registration

   b) Each sign of the phenomenon which is subject to registration

013. Two district doctors have made age grouping of the served population. What doctor made it correctly?

 *a) under 20 years old, 20 - 39 years old, 40 - 59 years old, 60 years and older

   b) under 20 years, 20 - 40 years old, 40 - 60 years old, older than 60 years

014. Morbidity with virus "A" hepatitis in area K current year has made 6, 0 per 10000 population. The specified index is:

   a) an extensive index

  *b) an intensive index

   c) parity index

   d) evidence index

015. Extensive indicators are applied at definition of:

   a) frequencies of the phenomenon in aggregate (environment)

  *b) relative density of a part in the whole (inside one set)

   c) ratio between two phenomena

016. What indicators allow showing changes of the phenomenon in time or on a territory without disclosing the true sizes of this phenomenon?

   a) extensive indices

   b) intensive indices

   c) ratio index

  *d) evidence index

017. Doctors provision of the N city population makes 36, 0 per 10000 people. This index is:

   a) an extensive index

   b) an intensive index

  *c) ratio index

   d) evidence index

018. Extensive indicators can be presented with the following kinds of diagrams:

  a)  linear diagrams

*b) sector diagrams

  c)  column diagrams

  e)  cartograms

019. Intensive indicators can be presented with the following kinds of diagrams:

  *a) column diagrams 

   b)  sector diagrams

   c) intra column diagrams

020. Extensive indicators are:

  a)  Birth rate indicators

*b) Distribution of doctors by specialties

  c)  Indicators of infant death rate

021. A variational series is:

 a) a number sequence, reflecting frequency (repeatability) of digital values of a studied sign 

  b)  a number of digital values of various signs

*c) a range of options placed in a certain sequence of ascending or descending order and characterized by certain frequency

022. Arithmetic average is:

  a)  a variant with the greatest frequency of occurrence

  b)  difference between the greatest and the least value

*c) a generalizing value characterizing the size of the varying sign of a set

  d)  a variant, placed in the middle of the series

023. Mean square deviation shows:

  a)  the difference between the greatest and the least variant in a variation series

*b)  the degree of variation number fluctuations

  c)  generalizing characteristics of the size of a studied sign

024. The variation factor is applied:

  a)  for definition of variant deviation from an average result

  *b)  for comparison of fluctuations degree of variation series with heteronymous signs

  c)  for representativeness error definition 

025. The typicalness of average arithmetic size is characterized by:

  a)  the mode

  b)  the median

*c) the square deviation

  d)  the average error of the average arithmetic

026. At normal distribution of a sign within М±2 σ there will be:

  a)  68 % of variations

*b) 95 % of variations

  c)  99 % of variations

027. An average error of the average arithmetic is:

 a) average difference between average arithmetic and number variants

*b) value, by which the received average arithmetic in selective researches differs from average result of a general totality

 c)  value, by which every variant differs, in average, from the average arithmetic

028. An average error of the average arithmetic is directly proportional:

  a)  to the number of supervisions

  b)  to the frequency of a studied sign in a variation number

*c) to square deviation

029. An average error of the average arithmetic inversely proportional:

*a) to the number of supervisions

  b)  to indicator of studied sign variety

  c)  to frequency of a studied sign

030. The size of an error of the average arithmetic depends on:

  a)  type of a variation series

*b) the numbers of supervisions

  d) the way of average calculation

031. The difference between the compared values (average ones, relative ones) at the large number of supervisions (n › 30) is considered significant (reliable), if:

  a) the confidential Student factor (t) is equal 1,0

  b) the confidential Student factor (t) is more than 1,0 and less than 2,0

*c) the confidential Student factor (t) is more or equal 2,0.

031. With the increase of the amount of supervisions an error of average arithmetic:

  a)  increases

*b) decreases

  c) remains constant

032. How many observation units are in a small choice?

  a) 50

*b) 30 

  c) 10

033. The confidential interval is:

 a) an interval, in which there are not less than 68 % of the variant close to average value of a given variation series

*b) limits of possible fluctuations of average value (relative indicator) in a general totality

  c)  difference between the maximum and minimum variants of a variation series.

034. For medical statistical researches the minimum sufficient probability of the faultless forecast is:

  a)  68 %

  b)  90 %

*c) 95 %

  d)  99 %

035. At an estimation of difference reliability of the received research results the difference is significant (reliable) if at n > 30, value t is equal:

  a)  1,0

  b)  1,5

*c) 2,0 and more

  036. The size of average value’s error is directly proportional:

  a)  to the number of supervisions (n)

*b) to the square deviation value (σ)

037. To what degree of probability does the confidential interval M±2 m (n › 30) correspond?:

  a)  68,3 %

*b)  95,5 %

  c)  99,7 %.

038. The estimation of reliability of the received value of confidential Student factor (t) for small sample is made:

  a)  under the special formula

  b)  by a principle: if t ≥ 2, P ≥ 95 %

*c) under the table

039. At carrying out of the correlation analysis it is necessary to consider following parameters:

  a)  connection direction between events, its force and the error of the correlation index

  b)  connection direction between events, its force, the error of the correlation index and the value of the variation index

*c) connection direction between events, its force, the error of correlation index and the value of reliability criterion

040. Make definition of functional communication between the phenomena:

*а) Strict dependence of processes at which with change of one phenomenon, strictly proportionally to it another changes also

  b) connection between the phenomena by which with the increase in one phenomenon another one decreases

  c) connection by which with the change of one phenomenon, another one changes also, but its change fluctuates about the average value

  d) when the series of the interconnected signs distribution have open variants.

041. The correlation factor between the solar radiation level and prevalence of skin malignant new growths (rxy) is equal + 0, 81. The established connection:

  a)  inverse and weak

  b)  inverse and strong

  c)  direct and weak

*d) direct and strong

042. The force of connection between studied signs (correlation factor) can be in limits:

*a) 0, 0 - 1, 0

  b) 0, 0 - 2, 0

  c) 0, 0 - 3, 0

  d) 0, 0 - infinity

043. The standardization method is applied:

  a) for definition of character and force of connection between two signs

*b) for comparison of intensive indicators in non-uniform sets by structure

c) for definition of distinction reliability of two compared indicators

044. The essence of a method of standardization consists in:

  a) conformity establishment between compared groups and the standard (standard)

*b) elimination of distinctions influence in compared groups by the size of generalizing indicators

 c) determination of distinctions reliability of two compared groups by any indicator

045. What statistical methods allow estimating reliability of the results received at selective researches?

  a)  correlation

*b) definition of confidential borders

  c)  standardization

  d)  estimation of results in dynamics

046. For an establishment of force and character of connection between signs it is necessary to find:

  a)  square deviation 

*b) correlation factor

  c)  criterion of reliability

  d)  the standardized indicators

047. At comparison of the intensive indicators received in sets homogeneous by structure, it is necessary to apply:

  a)  correlation method

  b)  standardization method

*c)  estimation of difference reliability of the received indicators

048. The estimation of distinctions reliability in the results of research is made with the help of:

  a)  correlation index (rxy)

  b)  variation index (Cv)

*c) confidential Student factor (t)

049. In what limits by force and direction the correlation index may be?

a) 0 to +1

 *b) 0 to ±1

c) ±1 to ±3

050. What ways of transformation of a dynamics series (line) are there?

*а) the integration of intervals

   b)  calculation of chi-square

   c)  calculation of a variation coefficient

051 Basic indicators of a dynamics series are all, except:

  a)  rate of growth

  b)  pure gain

  c)  rate of a gain

*d) square deviation

052. What indicators can be used for studying the structure of morbidity?

 *a) extensive indicator

b) intensive indicator

c) ratio indicator

d) obviousness indicator

053. For what purpose alignment of a dynamic series (line) should be done?:

 a) for revealing the distribution frequency of phenomena or events

*b) for establishment of tendencies at phenomena or processes studying

c) for the proof of influence of factors

d) for definition of process speed change

054. Transformation of a dynamic series is necessary for:

 a) establishment of tendencies for each period of time

*b) establishment of tendencies in relation to one period accepted for a unit (100 %)

 c) establishment of process dynamics law

 d) revealing of factors influence

055. Specify, in what of below listed cases correlation connection is a direct one:

 a) the work experience at the enterprise and traumatism level

 b) production of hypophysis and thyroid gland hormones

*c) quantity of absorbed calories and excess body weight 

056. For revealing the dependence between growth and weight it is necessary to calculate:

 a) variation index

*b) correlation factor

 c) indicator of distinctions reliability 

057. Functional connection takes place between:

*a) value of radius and value of a circle

b) concentration of a dust in air at a working zone and the level of occupational diseases

c) environment air temperature and the level of catarrhal diseases

058. The standardization method is applied for:

 a) definition of the differences importance in intensive indicators;

 b) definition of connection character between compared signs

*c) comparisons of intensive indicators in non-uniform by structure groups of the population

059. The standardized indicators are necessary:

  a) for characteristics of two or several compared sets;

*b) for elimination of differences influence as a part of compared groups by the size of generalizing indicators;

  c) for establishment of differences importance between generalizing indicators

060. At comparison of intensive indicators in non-uniform sets for the purpose of revealing of influence of any factors is applied:

  a) method of estimation of relative sizes reliability

*b) standardization method

     c)  correlation method

Demography
001. The demography is a science, which:

   a) studies medical aspects of structure of the population

   b) studies the factors influencing birth rate, death rate and other indicators of reproduction of the population

 *c) studies laws of the phenomena and processes in structure, placing and dynamics of the population

002. All indicators concern statics of the population, except:

   a) population

   b) city and agricultural population ratio

   *c) identical annual birth rate levels of the population

   d) population distribution by sex and age

003. Structural components of infancy death rate are all listed, with the exception of:

   *а) perinatal mortality

    b) postneonatal mortality

    c) early neonatal mortality

   d) late neonatal mortality

004. For definition of population age structure type it is necessary to know the population of the following age groups:

   a) under 10 years old, 10 - 29 years old, 30 years old and older

   b) under 20 years old, 20 - 39 years old, 40 years old and older

 *c) 0 - 14 years old, 15 - 49 years old, 50 years old and older

005. The difference between average duration of a forthcoming life at men and women in Russia makes:

  a) up to 4 years

  b)  5 - 10 years

*c) 11 years and more

006. Infant mortality is a death rate of children:

   a)  in the first week of life

b)   in the first month of life

   *c) in the first year of  life

007. The demographic policy of the state, irrespective of demographic situation in the country, is aimed at:

  a)  birth rate increase

  b)  death rate decrease

*c)  optimum population maintenance

008. Specify a principal cause of mortality at children of the age from 1 till 4 years old:

   *a) traumas and poisonings

    b) respiratory diseases

    c) infectious and parasitic diseases

009. In the structure of infant mortality reasons in the Russian Federation the first place now is occupied by:

  a)  congenital anomalies

 *b) individual conditions arising in perinatal period

   c) infectious and parasitic diseases

   d) traumas and poisonings

   e) respiratory diseases

010. The indicator of infant mortality in Russia is now in limits:

*а) to 15 ‰

  b) 15 - 20 ‰

  c) Above 20 ‰

011. Birth rate level (for 1000) of the population in Russia is now in limits:

 *а) to 10

   b) from 10 to 15

  c) from 15 to 20

012. Level of the general mortality (for 1000) of the population in Russia is now in limits:

  a)  from 5 to 10

*b) from 11 to 15

   c) from 16 to 20

013. In the structure of population mortality in economically developed countries the first three places are occupied by:

  a)  infectious and parasitic diseases; diseases of digestive system; mental diseases

*b) cardiovascular diseases; new growths; traumas and poisonings

  c)  new growths; traumas and poisonings; respiratory diseases

014. Average duration of a forthcoming life is:

  *a) a number of years which should be lived by the given generation which was born provided that throughout all life of this generation age-specific mortality indicators remain the same, as in the given year 

   b) a number of years which should be lived by the given generation which was born provided that throughout all life of this generation death rate and birth rate indicators remain the same, as in the given year 

   c) average age of those died during the year

015. For calculation of the birth rate general indicator it is necessary to have:

  *a) number of born alive and a mid-annual population

   b) number of deliveries and number of the female population

   c) number of born alive and dead and a mid-annual population

016. The indicator of mortality in infancy is:

  a) mortality of children under 4 years of a life

*b) mortality of children under 1 year of a life

  c)  mortality of children of the 1st month of a life

017. In the Russian Federation relative density of the children's population of the whole number of inhabitants makes last years:

a) To 15 %

*b) 15 - 24 %

c) 25 % and more

018. The birth certificate is given by:

   a) the head physician of treatment-and-prophylactic establishment

   b) the doctor delivering a child

 *c) the clerk of the registry office

019. The integrating indicator reflecting influence of socio-economic factors on health of the population is:

  a)  Birth rate

  b)  Death rate

*c) Expected duration of a forthcoming life

  d)  Natural increase

020. At calculation of perinatal mortality as a phenomenon are taken the children:

a) died under 1 year of a life

b) died during first four weeks of a life

c) died beginning from the 29th day of a life and up to 1 year

*d) born dead and died at the first 168 hours of a life

021. The population natural increase is a difference between:

  a)  birth rate and death rate at able-bodied age

  b)  birth rate and death rate by age groups

*c) birth rate and death rate for a year

  d)  birth rate and death rate by seasons of year

022. At calculation of birth rate indicator the number of infants born for a year is taken into account:

 *а) alive

   b) dead

   c) alive and dead

023. The depopulation phenomenon is characterized by presence in the country of such type of the age pyramid, as:

  a)  stable type

*b) regressive type

  c)  progressive type

024. The main causes of mortality of the population at able-bodied age in developed countries are:

 a) Cardiovascular diseases, respiratory tracts diseases, occupational diseases and poisonings

   *b) Traumas, blood circulation diseases, neoplasms

   c) respiratory diseases, trauma and poisoning, nervous diseases

025. The fullest source of gaining information about population statics is:

 a)  Current registration of birth rate

   *b) Population census

  c) Current registration of death rate

  d) Sociological interrogation of the population

026. At carrying out of a population census the data are taken from:

a) Housing offices

b) Reports of medicoprophylactic institutions

 *c) Personal interrogation of the population

d) Questionnaires of sociological interview 

027. A principle of carrying out of population census is:

 a)  Generality

 b)  Presence of the uniform program

 c)  Presence of the information by persons

 d)  Data gathering for one moment of time

*e) All named is correct
028. Indicators of the population statics concern:

*а) A population taken for the certain moment of time

 b) Birth rate

 c) The indicators of age-specific death rate taken for the certain moment of time

 d) Physical inability

029. The urbanization is a process of:

a) Acceleration of growth and development of children

 *b) Increases of a role of cities in society development

c) Population depopulations

d) Excess of a death rate indicator over a birth rate indicator

e) Excess of a share of children in age structure of the population

030. Departure of citizens from the country for another one for domicile is called:

a) Immigration

b) Internal migration 

c) Pendulum migration 

    *d) Emigration

031. Natural movement of the population is studied on the basis of:

a) Pendulum migration

b) Seasonal migration

*c) Birth rate and death rate studying

d) Emigrations and immigrations

032. Fertility is considered to be the period:

a) The period of a sexual life

b) The period from the beginning of menses to a climax

 *c) Age of 15 - 49 years

d) Age of 18 - 40 years

033. At calculation of fertility general factor as a denominator is taken:

a) Average number of women at the age of 18 - 40 years

b) Mid-annual population

c) Average number of the female population

 *d) Average number of women at the age of 15 - 49 years

034. At calculation of maternal mortality rate as a denominator is accepted:

a) Mid-annual number of women

 *b) Number of born alive

c) Average number of women of fertile age

d) Mid-annual population

035. What period does not include an indicator of infant death rate? 

 *a) Antenatal 

b) Early neonatal

c) Neonatal

d) Post neonatal

036. Death rate of children in the first 168 hours of a life is called:
a) Post neonatal

 *b) Early neonatal

c) Perinatal

d) Antenatal

037. Death rate of children in the first four weeks of a life is called:

a) Intranatal 

b) Post neonatal 

c) Perinatal

*d) Neonatal

038. At calculation of perinatal death rates for the phenomenon are accepted children:

a) Died beginning from 29 days of life till 1 year

b) Died in the first four weeks of a life

c) Died in the second, third and fourth weeks of life

*d) born dead and died during the first 168 hours of a life

039. Now in Russia it is observed:

a) Positive natural increase of the population

 *b) Unnatural decline in population

c) Equality of birth rate and death rate

d) All answers are not true

040. If the share of persons at the age of 50 years and more is equal to a share of the children's population - this type of the population is called:

a) The regressive

 *b) The stationary

c) The progressive

d) The aggressive

Morbidity
001. Morbidity is:

  a)  Set of the diseases registered for year in certain territory

  b)  Set of primary references of the population in a polyclinic for a year

*c) Frequency, prevalence of all diseases taken together or separately, both among all population, and among its separate groups for a certain period (year)

d) Set of the diseases defined among certain contingents for a certain period of time

002. The basic methods of morbidity research are everything, except study:

  a) By data about causes of death

  b) By appealability

*c) According to population census

  d) According to medical examinations

e) By results of epidemiological researches

003. Primary morbidity is:

*а) Frequency of diseases, for the first time in a life revealed and registered in the given year

   b) All diseases registered by the doctor for year

   c) Frequency of all diseases available among the population for the first time revealed in given year and known earlier, on the occasion of which, patients have appealed again in the given year

004. The general morbidity (prevalence, morbidness) is:

  a) All diseases registered by the doctor for year

   *b) frequency of all diseases available among the population, as for the first time revealed in the given year, and known earlier on the occasion of which patients have appealed again in the given year

   c) Frequency of all diseases for the first time registered in given year, including infectious diseases, not epidemic diseases, diseases with time invalidity

005. The intensive indicator characterizing a set of all new diseases, nowhere else registered and registered for the first time in given calendar year, is called:

a) Prevalence

b) Pathological affection
 *c) Primary morbidity

d) Morbidity

006. Frequency of the diseases revealed at routine inspections is called:

a) Prevalence

 *b) Pathological affection
c) Primary disease

       d) Morbidity

007. Ischemic disease, due to its aggravation the patient appeals to a polyclinic doctor annually for a number of years, will be included into statistics of: 
   a) Primary morbidity

 *b) The general morbidity

c) Pathological affection
008. According to what proportion of the population is the general morbidity calculated?

a) per 100 people

*b) per 1000 people

c) per 10000 people

009. According to what proportion of workers is the morbidity with temporary disability calculated?

*a) per 100 people

  b) per 1000 people

c) per 10000 people

010. To reveal influence of various factors on occurrence of diseases is possible with the following indicators: 

   a) Prevalence (the general morbidity)

 *b) Primary morbidity

   c) Structure of causes of death

012. Specify characteristic lacks of a method of morbidity studying by the appealability data:

   a) Does not give an idea of acute pathology prevalence

 *b) Does not allow to judge prevalence of all chronic diseases at the population

  c) Economically expensive

013. Medical inspections as a method of morbidity studying possess the following advantages:

  a) Give representation about prevalence of chronic diseases at all population

  b) Allow to reveal acute course of pathology

   c) takes relatively small financial expenses

 *d) Allow to judge frequency of a chronic pathology at different contingents

014. Specify characteristic lacks of a method of studying morbidity by causes of death:

 *а) Does not reflect real position about prevalence of diseases

   b) Does not give representation about frequency of the most severe pathology

   c) Does not provide with accuracy of diagnostics

015. By the appealability data the first place in morbidity structure in Russia takes:

 a) Blood circulation systems

  *b) respiratory system

c) Nervous system

d) New growths

016. Special kinds of morbidity registered by the appealability data are everything, except:

   a) The general morbidity in ambulance stations and polyclinics

   b) infectious

   c) hospitalized

 *d) by causes of death

   e) Not epidemic

017. What is the necessity of separation out of infectious pathology for a special kind of morbidity study caused by:

   a) High lethality

   b) Necessity of organization of dispensary observation over the patients

*c) Fast spread and necessity of the organization of anti-epidemic actions

018. The major not epidemic diseases are separated out into a special kind of morbidity study in connection with:

   a) Fast spreading

   b) Necessity of carrying out of rehabilitation measures

   c) High level of lethality

*d) Necessity of the organization of specialized medical aid

019. The morbidity with temporary disability as a special kind of studying is separated out in connection with:

 *а) The big economic losses

   b) Influence of domestic conditions

   c) The requirement of heads of the enterprises

020. It is possible to refer to methods of morbidity study the data received:

a) by the appealability data 

b) by medical inspections

c) by causes of death

 *d) All aforesaid

021. An observation unit at general morbidity study by the data of appealability to polyclinics and ambulance stations is:

   a) Each reference to a polyclinic in the given year concerning disease

  *b) Each reference the first in given year concerning the given disease

   c) Each visiting of a polyclinic in the given year concerning the given disease

022. The basic registration document at studying the morbidity with time disability is:

a) The Medical card of the out-patient
 *b) The sick-list

c) The emergency notice on an infectious disease, food, acute, professional poisoning

d) Discharge Card

e) The statistical coupon of registration of the specified (final) diagnosis

023. Choose the registration-accounting documentation applied at studying of the general morbidity:

a) The Medical card of the out-patient

   *b) The coupon of the out-patient patient

c) The sick-list
 d) The report on activity of treatment- prophylactic establishment (for a year)

024. Choose the registration-accounting documentation which is not applied at studying of hospitalized disease:

 a) Medical history

b) The report on hospital activity

 *c) The summary sheet of the account of the diseases registered in the district of service of the establishment

 b) Discharge Card
025. At the analysis of morbidity with time disability the following indicators are used:

a) morbidity level

b) morbidity structure

c) Frequency rates of diseases in a year

d) Average duration of one case of disease

* e) All listed is true

026. In structure of morbidity by the appealability data the first place in Russia are taken by:

a) Cardiovascular diseases

b) Infectious diseases

 *c) Respiratory tract diseases

d) Nervous system diseases

027. Revision of the international classification of illnesses is engaged by:

a) the Ministry of Health

b) The United Nations Organization

 * c) the WHO

d) National Scientific Research Institute of Public Health of the Russian Academy of Medical Sciences

028. What is the first cause of population’s morbidity in developing countries?

a) Cardiovascular diseases
b) Respiratory tract diseases
c) Traumas, accidents and intoxication
*d) Infectious diseases
e) Education
The organization of the treatment-prophylactic aid
001. The primary goals of a city polyclinic are everything, except:

   a) Rendering of the qualified and specialized medical aid to the population in a polyclinic and in-home

   b) The organizations and carrying out of a complex of preventive actions among the population

   c) The organization and realization of prophylactic medical examination of patients and persons with risk factors

  *d) Working out of medico-economic standards

   e) The organization and carrying out of hygienic education of the population

002. It is not a part of out-patient (polyclinic) establishment’s activity:

   a) Medical-diagnostic work

 *b) permanent disability examination 

   c) Preventive work, prophylactic medical examination

   d) Organizational-methodical work

   e) Hygienic education and population training

003. In Russia the most comprehensible model of general practice (family doctor) is:

   a) Group medical practice

   b) The doctor of the general practice, the family doctor, working individually

 *c) The doctor of the general practice, the family doctor, working in out-patient (polyclinic) establishments

   d) Association of group medical practices

004. The doctor of the general practice (the family doctor) renders medical aid:

   a) To all adult population

   b) To adult population, except persons of a pension age

*c) To all population, irrespective of age and sex

005. The number of served by the doctor of the general practice (a family doctor) should make the population:

   a) Less than 1200

 *b) 1200-1700

   c) 1701-2200

   d) 2201 and more

006. It is not a part of functions of a polyclinic registry:

   a) making an appointment with the doctor

   b) Call acceptance for visiting of patients in-home

   c) Maintenance of safety of outpatients’ medical cards 

  *d) patient referral to investigation

007. At home-health service of patients the district doctor of a polyclinic should not:

   a) provide early revealing of diseases

   b) render medical aid to the patient in due time

   c) visit patients in-home on the day of a call

*d) individually make the decision on the hospital organization in-home for the patient whom hospitalization is indicated

008. The basic sections of medical specialist’s activity are everything, except:

   a) Medical-diagnostic work in a polyclinic and in-home

   b) Advisory work in a polyclinic and in-home

 *c) The control over activity of the local therapist

   d) Carrying out of preventive actions for the profile

009. The basic directions of the stationary help perfection are:

   a) Displacement of accents to increase in volume of the stationary aid

b) hospital bed specialization 

    *c) Differentiation of medical institutions by intensity of medical-diagnostic process

    d) Increase of the number of paid services

010. The doctor of a reception department of a city hospital does not carry out:

   a) Round-the-clock hospitalization of patients by types of diseases

   b) Rendering of the first medical aid to the patient

*c) The operative analysis of causes of denied hospitalization

011. The continuity in work of a hospital and a polyclinic provides:

   a) Preparation of the patient for hospitalization

   b) The analysis of divergences of polyclinic and hospital diagnoses

   c) The analysis of validity of an appointment card for hospitalization

   d) Centralization of planned hospitalization

*e) All listed is true

012. The continuity in work of a hospital and emergency aid includes everything, except:

   a) Continuation of hospital treatment adequately begun at a pre-hospital stage

   b) The analysis of divergences in hospital and "emergency" diagnoses

*c) Planned hospitalization of chronic patients

013. Ways of hospitalization improvement quality include everything, except:

   a) Quality control of the stationary aid

   b) Continuity observance in medical-diagnostic process at stages of the out-patient-polyclinic and stationary aid

 *c) Increases in duration of the patient’s stay in a hospital

014. The main feature of the organization of the treatment-prophylactic aid to rural population is:

 * a) The stages of rendering of medico prophylactic aid

 b) Seasonal prevalence

c) dispensary method of work of all establishments

d) All listed is true

015. The first stage of rendering of medical aid to countrymen is:

a) Medical assistants’ and obstetrical stations

*b) Rural district site

c) Obstetrical-pediatric-therapeutic complex 

d) The central territorial medical association (led by the central regional hospital)

e) Regional stage

016. Functions of a rural district site are reduced to all following, with the exception of:

   a) Rendering of the treatment-and-prophylactic aid to the population

   b) Carrying out of sanitary-and-epidemiologic measures

 *c) Rendering of the specialized help to the patient 

d) Health protection of children and teenagers

017. What stage of the treatment-and-prophylactic help rendering to countrymen is a central regional hospital, regional centre of the state sanitary-and-epidemiologic supervision?:

  a) the first stage

*b) the second stage
  c) the third stage

018. The functions of medical assistants’ and obstetrical stations cover everything, except:

   a) Rendering of pre-medical aid to the population

 *b) Quality assurance of prophylactic medical examination of the served population

   c) Increase of sanitary-and-hygienic culture of the population

019. Basic functions of a central regional hospital are all listed, except:

   a) Maintenance of the qualified stationary and polyclinic medical aid to the area and district population

   b) Operative management of all treatment-and-prophylactic establishments of the area

 *c) Realization of medico-social examination

   d) Introductions of the best practices in the field of public health services management

   e) The organizations of quality assurance of patients’ treatment

020. What population is planned at a rural district site in Russia?

a) up to 800 persons

b) up to 1 700 persons

c) up to 3 000 persons

d) up to 5 000 persons

*e) up to 9 000 persons

021. Function of regional hospital is not:

a) provision of the area population in full scope with highly specialized qualified advisory, stationary and polyclinic help

b) Rendering of the organizational-methodical help to area medical institutions

c) Rendering of emergency and planned medical aid

*d) Supervision of realization of sanitary anti-epidemic actions in area

022. A regional hospital does not consist of:

   a) a hospital with specialized departments

   b) an advisory polyclinic

   c) emergency and planned aid departments

*d) a regional department of medico-social examination

   e) an organizational-methodical department

023. The tasks of state maternity and child welfare service include everything, except:

   a) Participation in working out of legislative documents concerning motherhood and childhood protection

   b) The state, material and social help to the families having children

   c) The qualitative, guaranteed and accessible medico-social help

*d) The further escalating of the general (unspecialized) beds fund

024. Choose the indicator which is an integrated indicator of children's population health now:

   a) Primary morbidity

   b) Prevalence of morbidity

   c) indicator of prophylactic medical supervision coverage

 *г) distribution by health groups

025. Relative density of healthy children among all children (0-14 years old) makes in Russia:

 *а) 8-15 %

   b) 25-35 %

   c) 40-60 %

026. Morbidity of newborns in Russia for the last years tends to:

   a) reduction

  *b) increase

   c) Does not change

027. Efficiency of preventive work in a children's polyclinic is defined by an indicator of:

   a) completeness and timeliness of carrying out of preventive actions

 *b) dynamics of children health indicators

   c) Indicators of children preventive inoculations coverage

028. The leading expert in estimation of a child health state at carrying out of prophylactic medical examination is:

   a) each medical specialist

  *b) a local pediatrician

   c) a doctor of preschool department

   d) a manager of a children's polyclinic 

029. The most effective form of work with a family on education of a healthy child is:

   a) Lecturing

   b) Carrying out of questioning among the population

*d) Home nursing

030. A parity of childbirth and abortions in the Russian Federation is:

  a) 1:1

*b) 1:2

  c) 1:3

031. The following definition reflects the concept "family planning" most full:

  a) System actions directed to restriction of the birth rate

  *b) The system of actions allowing married couples and separate persons to avoid undesirable births

032. The most widespread method of undesirable pregnancy prevention, testifying to absence of insight into family planning, is:

   a) hormonal therapy

   b) intrauterine contraception

 *c) artificial abortion

   d) sterilization

033. The method of the contraception prevailing in the majority of the developed countries of the world:

 *а) hormonal contraception

   b) intrauterine contraception

   c) sterilization

   d) barrier methods

034. Perfection of the stationary aid to the population can be reached for the account of:

   a) decrease in loading of the medical personnel

 *b) the organizations of day stay hospitals

   c) application of the total hospitalization doctrine

035. The primary goals of emergency institutions are:

 *a) Rendering of emergency medical aid in the shortest terms on the spot, and during transportation

b) Delivery of medical certificates, recipes

c) Maintenance of work of home care

d) Rendering assistance in off time

036. In the structure of emergency institutions there are:

 *a) Operations section

b) Registry

c) Preventive maintenance department

d) Department of disinfection and disinsection

e) Rehabilitation department

037. Indications for emergency aid call are:

 *a) sudden diseases, life threatening conditions

b) alcoholic intoxication

c) fever

d) need of the patient’s transportation at planned hospitalization

038. The basic figure in preventive maintenance system at the level of primary health care is:

   a) The doctor of a preventive medicine centre

   b) The doctor of state sanitary-and-epidemiologic service establishments

  *c) The district doctor of a polyclinic

039. For an estimation of efficiency of carrying out of prophylactic medical examination the following indicators are used:

*a) Indicator of aggravations frequency

   b) Supervision system

  d) Indicators of volume of carrying out of treatment-and-prophylactic actions

040. Postoperative lethality is:

   a) The relation of a number of died after operation to a number of the hospitalized

   b) The relation of a number of the patients who have died after operation to a number of discharged from the hospital

 *c) The relation of a number of died after operation to all operated patients

041. The main types of mass prophylactic examination are:

a) The periodic prophylactic exam

b) The preliminary prophylactic exam

c) The target prophylactic exam

 *d) All listed is true

042. Prophylactic medical examination of the population does not aim:

a) health preservation and strengthening

b) Increase of working capacity and labour productivity of the workers

c) Increase in active longevity

*d) Examination of time disability

043. Stationary medical aid provision is:

*a) a number of beds per 1000 inhabitants

   b) a number of the patients treated for a year

   c) a number of all beds 

044. By an organizational principle, the polyclinics are subdivided to: 

  *a) independent and united with a hospital

b) multifield

c) independent and united with emergency institutions

d) specialized 

045. Polyclinic medical aid provision is:

  *a) a number of medical visits per 1 inhabitant in a year

b) a number of visits to doctors for a shift

c) full strength of medical posts in a polyclinic 

046. The rough specification of bed use (mid-annual occupancy of a bed) in city hospitals is:

   a) 300 days

   b) 310 days

   c) 320 days

*d) 340 days

047. The norm of adult inhabitants number at one district covered by a therapist in Russia is:

   a) 1200

 *b) 1700

   c) 2000

   d) 2500

048. What is relative density of the patients receiving medical aid in out-patient-polyclinic establishments?:

   a) 50 %

   b) 60 %

*c) 80 %

  d) 90 %

049. Hospital capacity is defined by:

   a) Number of the served population

 *b) number of beds

   c) volume of rendered medical services

   d) number of working doctors

050. The quantity of the doctors working in a hospital (according to the staff list), depends on:

   a) Number of the served population

   b) Diseases of the population

   c) Volume of rendered medical services

*d) Quantities of beds in a hospital

051. An indicator of rational use of hospital beds fund is:

   a) Average duration of patient’s examination in a hospital

   b) Volume of the medical services carried out in a hospital

  *c) Mid-annual bed occupancy

   d) Timeliness of diagnosing

052. Quantity indicators of polyclinic activity are:

a) % of divergence of polyclinic and hospital diagnoses

b) frequency of late revealing of oncologic diseases and tuberculosis

c) completeness of dispensary service

*d) average population at a district

053. The load calculated standard of outpatient reception hours of the therapist is equal:
a) 2 visits per hour

*b) 5 visits per hour

c) 7 visits per hour

d) 10 visits per hour

e) 12 visits per hour

054. The load calculated standard of the therapist at in-home service is equal:

 *a) 2 visits per hour

b) 5 visits per hour

c) 7 visits per hour

d) 10 visits per hour

e) 12 visits per hour

055. A measuring index of polyclinic capacity is:

   a) territory population 

 *b) Number of visits per shift

   c) Population on a therapeutic district

   d) Number of therapeutic districts

056. The main spheres of work of the doctor-therapist are everything, except:

   a) Rendering of the timely qualified therapeutic aid to the district population

   b) Examination of temporal invalidity

 *c) Participation in establishment of cause and physical disability group

   d) Prophylactic medical examination of the patients who are subject to supervision

057. Active visiting of the patient is:

a) Out-patient visiting with the preventive purpose

*b) Visiting of the patient in-home at the initiative of a doctor

c) Repeated visiting on a call of the patient 

d) Visiting by the doctor of a sub-specialty

058. Prophylactic medical examination tasks are the following: 

a) Studying and elimination of the reasons promoting occurrence and distribution of diseases

b) Formation of population aspiration to a healthy way of life

c) Active revealing of pre-morbidity conditions and diseases at early stages

d) The prevention of relapses and complications of available diseases

   * e) All listed is true

059. For estimation of hospital activity all indicators are used, except:

   a) Mid-annual occupancy of a bed

   b) hospital beds circulation

   c) Average duration of stay of the patient in a hospital

   *d) Percent of hospitalized, having undergone examination in a polyclinic completely

060. Medical personnel of medical departments of a hospital is established depending on:

*a) Numbers of beds, type and establishment profile

b) The means allocated from the budget

c) The means allocated from medical insurance

061. What indicators characterize quality of the stationary help?

a) Hospital lethality

b) Structure of the died patients

c) Pre 24 hour lethality

d) Coincidence of clinical and postmortem diagnoses

*e) All listed is true

062. The over fulfillment of the plan of hospital beds fund use exceeding the number of calendar days in year can be connected with:

a) High intensity of work of doctors

b) Good work of diagnostic departments

c) High quality of treatment

d) Introduction of additional paid services

*e) Expansion of additional (added) beds

063. A main objective of a medical-guarding mode:

a) Maintenance of the legal rights of the patient at treatment within the limits of obligatory medical insurance

*b) Maintenance of optimum conditions of stay in the hospital, promoting a rising of the general psychological tonus of the patient

c) Maintenance of treatment for patients in institutions of confinement

d) Prevention of spread of intra-hospital infections

e) Health protection of citizens from criminal encroachments

064. Specialized departments of a versatile hospital concern:

 *а) The cardiology department

   b) The therapeutic department

   c) The surgical department

   d) The pediatric department

065. Medico-sanitary clinics are organized at the usual industrial enterprises with number of the workers:

a) 2 000 and more

b) 3 000 and more

 *c) 4 000 and more

d) 5 000 and more

e) 6 000 and more

066. Medico-sanitary clinics of the closed type are organized for rendering assistance to: 
*a) Workers of the enterprise at a place of their work

      b) Factory administration

      c) To the population of the "closed" cities 

  d) Workers of the fixed enterprise and to the attached population

067. The medical site at the enterprises is formed with the account of:

a) Uniformity of technological process

b) hardness of working conditions and harm of professional factors

c) Shop arrangement

d) Number of workers

*e) All listed is true

068. Medical health centers are organized at the enterprises with the number of workers:

a) 500 and more

b) 800 and more

c) 1000 and more

*d) 1200 and more

069. Kinds of routine inspections at the enterprises are:

a) Precautionary and current

*b) Preliminary and periodic

c) Prophylactic medical examination

d) All listed

070. In the structure of a medico-sanitary clinic the following are not provided:

a) Polyclinic

b) Hospital

c) Sanatorium-dispensary

*d) Substation of first aid 

e) Shop health centers

071. The preventive maintenance department is a part of:

a) Hospital

*b) Polyclinics

  c) Clinic

  d) Maternity home

 072. The greatest volume of the out-patient obstetric-gynecologic aid is carried out by:

a) Consultations "Marriage and a family"

b) The centers of perinaital diagnostics

*c) maternity welfare clinic

d) City polyclinics

e) The centers of family planning 

073. In the maternity welfare clinic staff, besides obstetric-gynecologists, the following specialists are provided:
*a) a therapist and stomatologist

b) a surgeon and ophthalmologist

c) a neurologist and surgeon

d) All listed is true

 074. The post of the local obstetric-gynecologist is established from calculation of 1 post for:

*a) 6000 persons of adult population or for 3300 women more than 15 years old

b) 1700 persons of adult population or for 800 women more than 15 years old

c) for 3300 women of all age groups and 800 children

d) for 800 women at the age from 15 till 49 years old (inclusive)

075. The number of supervision by the gynecologist of women in the postnatal period, at its normal course, should be not less than:

a) 1 time

*b) 2 times

c) 3 times

d) 4 times

e) 10 times

076. A timely (early) registration of pregnant women for supervision at maternity welfare clinic is considered their registration:

*a) before 12 weeks of pregnancy

    b) before 18 weeks of pregnancy

    c) before 22 weeks of pregnancy

 d) before l 28 weeks of pregnancy

077. A late putting of pregnant women under observation at maternity welfare clinic their registration is considered after:

    a) 12 weeks of pregnancy

    b) 18 weeks of pregnancy

    c) 22 weeks of pregnancy

*d) 28 weeks of pregnancy

078. The following frequency of visits to maternity welfare clinic by the patient in first half of pregnancy is recommended at its normal course:

a) 3 - 4 times a month

b) 2 times a month

*c) Once a month

d) 1 time in 2 months

e) 1 time in a quarter

 079. During pregnancy, at its normal current and timely registration, the woman should visit maternity consultation not less than:

a) 5 times

b) 10 times

*c) 15 times

d) 20 times

e) 30 times

080. For one reception hour in maternity consultation the local obstetric-gynecologist should see on the average:

a) 1,25 women

b) 2 women

*c) 5 women

d) 8 women

e) 10 women

081. In the reception ward of maternity hospital the following premises are not provided:

a) Rooms-filters

b) rooms for patients' examination

c) decontamination rooms

*d) boxes of Meltser-Sokolova

082. To observation department of maternity hospital there are not directed:

*a) Pregnant women with threat of abortion

b) parturient women without an exchange card of maternity hospital

c) parturient women at the long waterless period

d) parturient women with a dead foetus

e) parturient women with a fever

083. In observation maternity hospital department parturient women are directed at lack of following documents:

a) Individual card of the pregnant woman and the woman in childbirth

b) certificates of absence of contacts to infectious patients

*c) Exchange card of maternity hospital

d) Invalidity leaf

e) Control card of prophylactic medical examination

084. Contra-indications to joint stay of the mother and the child in postnatal physiological department of maternity hospital are not:

a) Extra genital diseases of the woman in childbirth in decompensation stage

b) Operative interventions in childbirth

c) Patrimonial trauma

d) Anomalies of development of the newborn

*e) agalactia 

085. At the newborn’s discharge from maternity hospital they send to a children's polyclinic: 

a) The notice 

*b) The telephone message

c) Exchange card of maternity hospital

d) History of the newborn 

e) The emergency notice

089. The children's polyclinic renders medical aid to children aged:

a) under 7 years

b) under 12 years

c) under 14 years

d) under 15 years

*e) under 18 years

090. Preventive work with children in the conditions of a children's polyclinic does not provide:

a) Carrying out of routine inspections and prophylactic medical examination of children

b) Carrying out of preventive inoculations

c) Maintenance of dynamic supervision over healthy children

d) Carrying out of sanitary-educational work

*e) Delivery of free medicines 

091. Planned number of children at a pediatric district in Russia should not exceed:

a) 500 persons

*b) 800 persons

c) 1000 persons

d) 1700 persons

e) 2500 persons

092. The organization of the preventive measures aimed at health protection of the child, should begin:

*a) before its birth

b) From the moment of childbirths

c) From the first days of a life

d) In the first week of a life

e) in the first month of a life

093. The first home nursing of the newborn should be carried out by a children's polyclinic:

*a) In the first 2 days after discharge from maternity hospital

b) In the first week of a life 

c) on the 10th day after discharge from maternity hospital

d) on the 15th day after discharge from maternity hospital

e) Within a month

094. Planned load of a local pediatrician in reception hours at a polyclinic makes (on the average for 1 work hour):

a) 1 child

b) 2 children

c) 3 children

*d) 5 children

e) 7 children

095. Planned load of a local pediatrician at mass health examination makes (on the average for 1 work hour):

a) 1 child

b) 2 children

c) 3 children

d) 5 children

*e) 7 children

096. The basic document used in daily work of the local pediatrician is:

a) History of the newborn

b) Medical card of the outpatient 

c) case record 

*d) History of development of the child 

e) Medical card of the child

097. At planned hospitalization of children it is necessary to have the following documents:

a) outpatient department order

b) Extract from history of development of the child

c) certificate of absence of contact to infectious patients

d) certificate of inoculations

*e) All listed documents one should have in hands

098. The reception ward of children's hospital should have:

*a) Boxes of Meltser-Sokolov

b) a small operating room

c) Registry

d) All mentioned divisions

099. At wards formation in a children's hospital it is not obligatory to consider:

*a) Social status of parents 

b) Age of children

c) Sex (for senior children)

d) Character of disease

e) It is necessary to consider all aforesaid
100. Anti-epidemic regimen in a children's hospital does not provide:

a) Presence of the boxed reception ward

b) registration of data about contacts to infectious patients

c) Carrying out of regular medical inspections of the personnel

d) Reception of toys and the books unless being in the use

*e) All aforesaid provides

101. The basic medical document which is kept on schoolboys in educational institutions is:

a) History of development of the child

b) The case record

*c) Medical card of the child

d) Medical card of the outpatient 

e) All listed is true

102. The post of a doctor-pediatrician in kindergartens is established by calculation - 1 post per:

a) 180 - 200 children

*b) 600 children

c) 800 children 

d) 1 000 children

e) 2 000 children

103. The post of a doctor-pediatrician at schools is established by calculation - 1 post per:

*a) 1 200 children

b) 1 000 children

c) 800 children

d) 600 children

104. What is the main establishment involved in sanitary-and- epidemiological business?

a) Hospitals 

b) Houses of sanitary education

*c) Center of hygiene and epidemiology

105. What activity elements of the Hygiene and Epidemiology Center do you know?

a) The organizing of the population’s medico-social services

b) The organizing of industrial workers sanitary services

c) Rendering the methodical help to medical institutions in realization of anti epidemiological actions

*d) The organizing of infection control, public health education

106. Specify a main goal of prophylactic medical examination of the population:

   a) Estimation of health of the population at the moment of inspection

   b) Supervision over the attached contingent

   c) Rendering of specialized medical aid;

*d) Preservation and improvement of health of the population

    e) Timely hospitalization of patients
107. Quality of medical aid is the characteristics reflecting:

  a) Possibilities of medical establishments in the use of medical technologies

*b) Degree of conformity of medical aid to established in advance criteria and standards

c) Population state of health
108. The medical aid standard is:

a) Volume and the sequence of the medical-diagnostic actions reflecting possibilities of the given establishment

*b) The formalized model of conducting the patient, providing volume and sequence of medical-diagnostic actions

109. The medico-economic standard of conducting the patient defines:

    a) Volume and sequence of performance of medical-diagnostic actions

    b) The guaranteed volume and quality of medical-diagnostic actions

* c) The guaranteed volume and quality of medical-diagnostic actions and expenses for their realization

110. The most informative method of estimation of quality and efficiency of medical establishment activity is:

   a) Method of establishment activity statistics analysis

 *b) Method of expert estimations

   c) Sociological method

111. Primary preventive maintenance is aimed at:

a) The prevention of transition of acute diseases into chronic ones

*b) The prevention of adverse influence of environment and life conditions factors on the separate person, a group of persons and the population as a whole

 c) possible early revealing of deviations in the organism ability to live

112. Indicators of efficiency of primary preventive maintenance are:

 a) Dynamics of chronic disease

 b) Decrease in frequency of physical inability

 *c) Increase of healthy persons rate in population

113. Secondary preventive maintenance:

  a) is directed to early revealing of deviations in organism abilities to live

  b) is directed to decrease of diseases complications and lethality rate

*c) is directed to decrease of primary morbidity

114. The secondary preventive maintenance is estimated by:

  a) the increase of healthy persons rate in population

  *b) the dynamics of primary morbidity

   c) the decrease of lethality

   d) the dynamics of physical inability and death rate

115. Indicators of efficiency of tertiary preventive maintenance are everything, except:

 *a) Decrease in primary morbidity

   b) Decrease in invalidity

   c) Decrease in lethal and death rates

   d) Decrease in frequency of complication

116. Screening is:

   a) Presumable identification of not distinguished illness or defects by means of tests, researches or other procedures

  *b) Presumable identification of not distinguished illness or defects by means of tests, researches or other not time-consuming procedures 

   c) The diagnostic (clinical) inspection, specifying stage of disease

117. The primary medico-sanitary aid includes everything, except:

   a) Treatment of the most widespread illnesses, traumas, poisonings

  *b) Rendering of all kinds of specialized and highly specialized medical aid

   c) Carrying out sanitary-and-hygienic actions and anti-epidemic actions

   d) Sanitary-and-hygienic population formations

   e) Carrying out of measures on protection of motherhood, paternity and the childhood

118. The family doctor functions are all below listed, except:

a) Rendering the primary medico-sanitary aid to the adults and children

*b) Rendering of highly specialized help in full

c) Direction for subspecialty consultation

d) Hygienic education and training

e) Rendering of the psychotherapeutic help to members of a family

119. What is the current sanitary inspection?

*a) A sanitary-and-hygienic estimation of technological process, reception of the constructed objects

b) Periodic visiting of objects

c) Scheduling construction and a sanitary-and-hygienic estimation of the project

d) Realization of the laboratory researches

e) Organization of population medical examination

120. Precautionary sanitary-and-epidemiologic supervision begins at a stage of:

 *a) Designing

b) Building

c) Object delivery

d) Decision-making on building

Economy and management of public health systems
001. In structure of an economic science the public health economy is studied as:

a) Basic fundamental discipline

b) Applied economic discipline

* c) Branch economic discipline 

d) Special economic discipline

002. The public health economy studies everything, except:

a) The mechanism of action of the general economic laws in public health services system 

b) Methods of a finding and rational use of public health resources 

c) Efficiency of public health services

* d) Population state of health

003. Mark indicators of economic efficiency of public health services:

 a) Number of saved lives at able-bodied age

 b) Number of saved lives at a pension age

 *c) Volume of the money resources returned to a society for the account of health indicators improvement.

004. The technique of the proof of public health economic efficiency is a definition:

 a) Medical aid costs at polyclinic and stationary stages

 b) The general expenses for medical staff training

 c) Costs of scientific researches and their introduction

*d) correlation of medical aid expenses and economic benefit

005. The criterion of economic efficiency is defined as:

   a) correlation of the general economic damage and the prevented economic damage

*b) correlation of a total cost of medical aid and the prevented economic damage

   c) correlation of treatment expenses and expenses for preventive actions.

006. At the economic efficiency analysis everything is defined, except:

  a) Total cost of medical aid

  b) The general economic damage in connection with morbidity

  c) The prevented economic damage

  d) Criterion of medical aid economic efficiency

*e) The social efficiency criterion

007. Medical efficiency of public health services can be measured by such indicators, as:

  a) Decrease in premature death rate

b) Depreciation of medical service

  c) Use of new technologies of diagnostics and treatment

*d) Improvement of treatment outcomes

008. Everything concern indicators of social efficiency, except:

   a) Decrease in number of cases of premature death rate

 *b) Decrease in expenses for health-care benefit payment

   c) Decrease in number of cases of a primary physical inability

d) Decrease in infectious morbidity

009. At definition of the specification of expenses for one patient treated in a hospital by complexity category are considered: 

a) Total sum of complexity factors

b) integrated effectiveness ratio

*  c) Average duration of treatment

010. The prevented economic damage is:

*а) Reduction of the sum of the general damage for the account of carrying out of a treatment-and-prophylactic actions complex (within several years)

 b) Economy of money resources for the account of reduction of expenses for medical technologies

 c) shifting of relative density of expenses from traditional forms of medical aid rendering (a polyclinic and hospitals) to the alternative ones
011. Deductions for public health services from a total national product under the recommendation of the World Health Organization should be not less then:

 a) 3 %

  *b) 5 %

c) 7 %

d) 9 %

012. Medical insurance is a form of:

a) Property insurance

* b) Social insurance

c) Responsibility insurance

      d) All listed is true

013. Object of medical insurance is:

a) Insurance case

*b) Insurance risk

c) The insured

d) The insurance medical organization

014. In system of medical insurance the insurance medical organization has the following rights:

*a) Free choice of establishments for rendering of the treatment-and-prophylactic help under medical insurance contracts

b) Participation in accreditation of treatment-and-prophylactic establishments

c) Rendering of the treatment-and-prophylactic help to the insured

     d) All listed is true

015. Experts of the insurance medical organization have following duties:

*a) Control of volume, terms and quality of medical aid rendering

 b) Rendering of the treatment-and-prophylactic help to the insured

  c) Carrying out of medico-social examination

     d) All listed is true

016. Management in public health services is a science about:

*a) Management of public health services

 b) Market relations in public health services

 c) Social and economic development of a society

  d) All listed is true

017. Level of a control system of public health services is:

*a) strategic

 b) functional

 c) methodical 

  d) All listed is true

018. Administrative management methods of public health services include:
*a) Administrative decisions

b) The economic analysis of activity of treatment-and-prophylactic establishment

c) Forecasting methods 

d) All listed is true

019. Economic-mathematical management methods of public health services include: 

a) Administrative decisions

*b) Planning and forecasting methods

c) group decisions

d) All listed is true

020. Social-psychological management methods in public health services mean:

a) The organization of medical councils

b) Administrative decisions

*c) Set of levers for collective

d) All listed is true

021. Collective management methods of public health services mean:

a) Management centralization

*b) Management democratization

c) Management de monopolization

022. The following features of management of public health services of the Russian Federation are specified:

a) Management monopolization

*b) Management decentralization

c) Management centralization

d) All listed is true
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