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A programme to improve quality of care for patients with chronic
diseases, Kazakhstan

Benjamin TB Chan,? Chris Rauscher,” Arman M Issina,® Laura H Kozhageldiyeva,® Dametken D Kuzembaeva,®
Connie L Davis, Helena Kravchenko,® Michael Hindmarsh,” Jessie McGowan" & Gulnara Kulkaeva'

Objective To evaluate the effect of a disease management programme in Kazakhstan on quality indicators for patients with hypertension,
diabetes and chronic heart failure.

Methods A supportive, interdisciplinary, quality improvement programme was implemented between November 2014 and November 2015
at seven polyclinics in Pavlodar and Petropavlovsk. Quality improvement teams were established at each clinic and quality improvement
tools were introduced, including patient flowsheets, decision support tools, patient registries, a patient recall process, support for patient
self-management and patient follow-up with intensity adjusted for level of disease control. Clinic teams met for four 3-day interactive
learning sessions within 1 year, with additional coaching visits. Implementation was managed by five local coordinators and consultants
trained by international consultants. National and regional steering committees monitored progress.

Findings Between July and October 2015, the proportion of hypertensive patients with the recommended blood pressure increased from
24% (101/424) to 56% (228/409). Among patients with diabetes, the proportion who recently underwent eye examinations increased
from 26% (101/391) to 71% (308/433); the proportion who had their low-density lipoprotein cholesterol measured increased from 57%
(221/391) to 85% (369/433); and the proportion who had their albumin : creatinine ratio measured increased from 11% (44/391) to 49%
(212/433). The proportion of chronic heart failure patients who underwent echocardiography rose from 91% (128/140) to 99% (157/158).
All patients set themselves self-management goals.

Conclusion This intensive, supportive, multifaceted programme was associated with significant improvements in quality of care for patients
with chronic disease. Further investment in coaching capacity is needed to extend the programme nationally.

Abstracts in S5 H13Z, Frangais, Pycckuii and Espafiol at the end of each article.

Introduction

Kazakhstan has a high rate of premature death from noncom-
municable diseases; in 2012, it was 648 deaths per 100000
adults compared with an average of 395 per 100000 in the
World Health Organization’s (WHO’s) European Region."?
Many deaths could be prevented by applying evidence-based
practices for treatment, monitoring and promoting healthy
behaviour. Previously, no system for routinely monitoring
adherence to best practice existed in the country and surveys
have identified major gaps in treatment. For example, in 2010,
only 27% of 1799 hypertensive patients surveyed were taking
prescribed medications daily. Moreover, in one city, only 34%
(119/350) of hypertensive patients had their blood pressure
controlled* and only 28% (33/119) of patients with diabetes
had adequate fasting plasma glucose levels.”

Combating noncommunicable diseases depends on
improving the quality of care. A 2018 report by the Lancet
Global Health Commission estimated that 8 million lives
are lost globally each year because of poor care quality. As in
Kazakhstan, health-care providers in many low- and middle-
income countries follow guidelines on common medical con-

ditions less than half the time.® Another 2018 report notes the
proportion of hypertensive patients treated adequately varied
from 7 to 61% globally.”

Better quality depends on a strong primary care system,
where most treatment, monitoring and counselling takes
place. Historically, primary care has been weak in countries of
the former Soviet Union, where care was strongly specialist-
based.® In Kazakhstan, change began in 2004 when the State
Health Care Reform and Development Program prioritized
primary care and decentralized health services.® Between 2008
and 2015, the country embarked on the ambitious Health
Sector Technology Transfer and Institutional Reform Project,
financed by the World Bank.” The project expanded universal
health insurance, accreditation programmes, information
systems and clinical practice guidelines.

The aim of this paper was to describe the results of a
disease management programme established in the last year
of the 8-year project. The programme set out to improve
process and outcome measures for diabetes, hypertension
and chronic heart failure in primary care by using quality
improvement techniques to maximize the adoption of clini-
cal practice guidelines. Previously, such techniques have been
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Box 1.Improvements to optimize quality of care of chronic diseases, Kazakhstan, 2015

Arecall process

This process helped to ensure that patients overdue for follow-up or a test returned to the
clinic. Practice guidelines recommend patients with diabetes undergo measurement of HbAc
every 6 months and LDL cholesterol measurement every 12 months. The patient registry was
designed to generate recall lists of patients overdue for follow-up or a test. Each polyclinic was
required to refine its recall process. Typically, polyclinics assigned one individual to review recall
lists weekly and ensure patients were phoned or otherwise encouraged to return to the clinic.

Patient segmentation

This process aimed to group patients by level of disease control. For example, diabetes patients
with a blood pressure and HbA1cand LDL cholesterol levels within desired limits were deemed
optimal. Those with an HbA1c level above 7% were suboptimal and an HbA1c level over 9%
indicated poor control. Each clinic developed standard processes for determining how frequently
and intensely each patient group should be followed up. For example, a patient with well
controlled hypertension could be seen every 6 months, whereas one with a systolic and diastolic
blood pressure above 160 and 100 mmHg, respectively, could be seen monthly until control was
achieved. Previously in Kazakhstan, all patients were seen monthly. The aim of segmentation
was to improve efficiency by reducing unnecessary visits for healthier patients and reallocate
staff time to those who needed more attention.

Structured visits

Clinic teams were encouraged to identify all tasks included in follow-up assessments, to assign
tasks to different team members, to consider shifting tasks between team members (e.g. from
a specialist to a primary care physician) to improve efficiency and to develop a routine to avoid

omitting tasks by mistake.

HbA1c: glycosylated haemoglobin; LDL: low-density lipoprotein.

used successfully in high-income coun-
tries for chronic disease management in
primary care. For example, the Health
Disparities Collaboratives in the United
States of America improved the qual-
ity of diabetic care among vulnerable
populations.'® This paper provides new
information on how quality improve-
ment techniques can be applied in a
middle-income country with a distinct
culture, governance system and primary
care infrastructure.

Methods

In Kazakhstan, primary care is pro-
vided through polyclinics by specialists,
therapists (i.e. internists), general prac-
titioners, nurses, psychologists, social
workers and health educators. Laboratory
and diagnostic imaging services are also
available on site. Polyclinics are publicly
funded and provide essential services
for free within their catchment areas.
Urban polyclinics report to the health
department of the oblast (i.e. subnational
region), which in turn reports to the
national health ministry.

We investigated the effect of the
initial design and testing phase of the
disease management programme, from
November 2014 to November 2015. The
programme was implemented in seven
large urban polyclinics in Pavlodar and
Petropavlovsk (population 308 000 and
195000, respectively). Three clinic teams

162

worked on diabetes, three worked on
hypertension and two worked on chronic
heart failure. In one clinic, two disease
types were tackled simultaneously. This
phase did not include private clinics or
public clinics in rural areas, which offer
a limited range of services.

Programme design

To assess quality, countries of the former
Soviet Union traditionally relied on
clinical protocols, which specified
standards for medical practice against
which physicians were audited and
sanctioned if found noncompliant.'
This approach assumed that poor care
quality was due to a lack of effort that
could be remedied by punishment
and ignored the fact that poor quality
was often due to systemic obstacles.
In contrast, the disease management
programme adopted a supportive, team-
based, multifaceted approach to quality
improvement that aimed to help clinic
teams address the root causes of poor
care in an environment that emphasized
learning, analysis and improving work
processes. The programme used the
Chronic Care Model as a blueprint for
designing a primary health-care system
to manage chronic diseases and included
the following components: (i) decision
support tools for clinicians; (ii) an
information system; (iii) care delivery
system design; and (iv) patient self-
management. '
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Decision support tools are intended
to remind clinicians of the actions to
be taken in different situations. They
address the problem that guidelines are
often complex and easy to forget and
that some health-care providers may
not be aware of their contents.”” The
main tool was a flowsheet — a one-page
document included in each patient’s
chart to remind staff which tasks should
be performed and documented at each
clinic visit. The document also recorded
clinical data, such as blood pressure,
laboratory measurements and health-
related behaviours. A flowsheet was
developed for each targeted condition
based on international examples.
Other tools included simple, one-page
algorithms for diagnosis or selecting
treatment and checklists for the tests
required. These tools were user-friendly
alternatives to clinical protocols, which
can be lengthy, legalistic and dense.
All tools were approved by a clinical
advisory group.

The clinical information system
comprised a patient registry, which
addressed the problem that health-
care providers may be unaware of gaps
in care that need attention. At each
patient encounter, clinic staff entered
data required by the flowsheet into an
Excel database (Microsoft Corporation,
Redmond, USA), which automatically
calculated values for quality indicators.
Staft could then review areas of
weakness monthly and target them for
improvement. The registry also reported
changes in indicators over time, which
helped in monitoring the programme’s
impact.

A care delivery system was
designed to ensure key processes were
performed consistently. The system
addressed the problem that the steps
involved in delivering care are often
poorly coordinated or implemented,
or ineflicient. There were three process
improvements: (i) a recall process was
created to ensure patients overdue
for follow-up or a test returned to the
clinic; (ii) patient segmentation was
introduced to group patients by level
of disease control; and (iii) structured
visits were introduced. Box 1 describes
these approaches in more detail.

The program introduced support
for patient self-management, an
approach which helps patients manage
their condition themselves. Research
shows that patients engaged in their own
care who understand their condition
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and know how to modify unhealthy
behaviour benefit most from improved
clinical care." Clinic stafflearned how to
shift from simply providing information
to patients or using scare tactics to
induce change to, instead, engaging in
supportive dialogue. Staft also learned
to coach patients to set small, but
realistic and specific goals and to help
them make several small changes that
could gradually strengthen their self-
confidence.

The programme was consistent
with the three pillars of WHO’s frame-
work on quality in primary health care:
(i) empowered people and engaged
communities; (ii) multisectoral policy
and action for health; and (iii) health
services that prioritize the delivery
of high-quality primary care.” The
first pillar was addressed by the pro-
gramme’s patient self-management
component. The second was addressed
by a concurrent project funded by the
World Bank, which aimed to expand
health insurance coverage, introduce
accreditation and provide financial
incentives for good performance.
The third was addressed by the pro-
gramme’s decision support tools,
performance feedback and process
improvements.

Implementation

We emphasized group learning over
multiple encounters instead of traditional
lecture-style teaching by using the

Breakthrough Series Collaborative
model developed for multisite quality
improvement initiatives.'® Clinic teams
attended four 3-day learning sessions
in Pavlodar or Petropavlovsk to receive
training from international consultants
on implementing quality improvements.
Each city had a regional coordinator (a
physician with management experience)
who worked with the polyclinics and
was also trained by the international
consultants. Skills, such as support for
patient self-management, were taught by
studying clinical cases and role-playing.
Before each session, teams were assigned
preparatory work and sessions were used
to report progress, identify obstacles
and brainstorm solutions with other
participating teams. Between learning
sessions, the international consultants
made coaching visits and participants
conducted Plan-Do-Study-Act cycles to
test and customize quality improvement
tools from elsewhere and adapt them for
local use (Fig. 1).

A formal leadership structure
was established at different levels.
Each polyclinic identified a clinical
coordinator (i.e. team leader) and
formed an interdisciplinary quality
improvement team. The health ministry
appointed a national coordinator and the
two regional coordinators noted above.
Progress across all sites was reviewed
by a national steering committee and,
at the regional level, by regional steering
committees.
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The core implementation team
comprised five international consultants
(two full-time equivalents) and two
full-time local consultants and was ac-
tive over 13 months. The programme’s
costs included staff remuneration, the
cost of office space, room rental, printed
material and translations, and travel
costs for meetings within the country
and for six missions by international
consultants. There were substantial in-
kind contributions of personnel time
from health ministry staff and other
key stakeholders, which included time
for participating in steering commit-
tees and clinical advisory groups. One
full-time staff member from the health
ministry was designated the programme
liaison officer.

Evaluation

Our investigation employed a quasi-
experimental study design, where
differences in quality indicators from
before to after the intervention were
examined for a single study group.
Clinic teams submitted data monthly
from July to October 2015. During this
time, teams implemented programme
components, such as recall processes,
patient segmentation and support for
patient self-management. Differences
between the two periods were assessed
using a two-tailed t-test for the differ-
ence between proportions. Quality
indicators were selected for diabetes,
hypertension and chronic heart failure

Fig. 1. Breakthrough Series Collaborative model used in the Kazakhstan disease management programme, 2015
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Notes: The diagram was adapted from the Institute for Healthcare Improvement.' Interdisciplinary quality improvement teams from each pilot site attended
quarterly learning sessions and were supported in between sessions by email, visits from consultants and phone conferences. Teams also started reported data

each month midway into the collaborative.
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Table 1. Effect of a disease management programme on the quality of chronic disease care, Kazakhstan, 2015

Disease and quality No. of patients assessed No. of patients who met criterion (%) P
G July>  August  September  October July® August September October
Hypertension

Blood pressure checked at 315 423 415 409 256 (81) 365 (86) 388 (93) 391(96)  <0.001
last polyclinic visit?

Systolic/diastolic blood 424 423 415 409 101 (24) 178 (42) 197 (47) 228 (56)  <0.001
pressure < 140/90 mmHg®

Diabetes

Eye examination in past 391 317 445 433 101 (26) 76 (24) 181 (41) 308 (71)  <0.001
yeard

LDL cholesterol measured 391 317 445 433 221 (57) 211 (67) 342 (77) 369 (85)  <0.001
in past year?

Albumin : creatinine ratio 391 317 445 433 44.(11) 107 (34) 131 (29) 212(49)  <0.001
measured in past year?

HbA1c measured in past 391 317 445 433 282(72)  188(59) 327 (73) 326 (75) 023
6 months¢

Foot examination in past 391 317 445 433 261 (67) 192 (61) 320(72) 305 (70) 0.21
yeard

HbATc level < 7%¢ 282 188 327 326 163 (58) 115 (61) 182 (56) 182 (56) 0.37
Systolic/diastolic blood 391 317 445 433 225 (58) 179 (56) 246 (55) 246 (57) 0.39
pressure < 140/90 mmHg®

LDL cholesterol level 221 21 342 369 59 (27) 50 (24) 74 (22) 64 (17) 0.01
<2.5 mmol/L®

Chronic heart failure

Underwent 140 162 162 158 128 (91) 144 (89) 161 (99) 157(99) <0.001
echocardiography?

HbATc:glycosylated haemoglobin; LDL:low-density lipoprotein.

2 Quality of care indicators were the percentage of patients who satisfied each criterion.

® The first time at which validated data were available from participating sites. The quality improvement programme was initiated between January and June 2015.
¢ We used two-tailed t-tests for differences in proportions to calculate if there was a statistical difference between patients meeting the criterion in July compared

with October.
4 Process indicator.
¢ Qutcome indicator.

Fig. 2. Change in care quality outcome indicators, disease management programme,

Kazakhstan, 2015
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-e- Patient with diabetes and an HbATc level <7%
Patient with diabetes and a systolic/diastolic blood pressure <140/90 mmHg
-e- Patient with diabetes and an LDL cholesterol level <2.5 mmol/L
-8~ Patient with hypertension with systolic/diastolic blood pressure <140/90 mmHg

HbA1c: glycosylated haemoglobin; LDL: low-density lipoprotein.

Note: Validated data were first available from participating sites in July 2015.
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by reviewing indicators used in other
countries or recommended by clinical
guidelines (Table 1). All indicators were
approved by a national clinical advisory
group. Indicators included both process
measures (e.g. adoption of guideline rec-
ommendations on the use of drugs and
tests, and on follow-up) and outcome
measures (e.g. blood pressure, blood
sugar and cholesterol levels).

Findings

Learning sessions began in January
2015, indicators and flowsheets were
established by March 2015 and the
patient registry became operational by
June 2015. All learning sessions between
January and October 2015 included
training on patient self-management.
Between July and October 2015,
the proportion of hypertensive patients
whose blood pressure was under control
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increased significantly (Table 1 and
Fig. 2), as did the proportion whose
blood pressure was checked at the last
clinic visit (Fig. 3). There were also sig-
nificant increases in the proportion of
patients with diabetes who underwent
low-density lipoprotein (LDL) cho-
lesterol and albumin: creatinine ratio
assessment and had eye examinations
in the past year. However, there was no
significant change in foot examinations
or regular glycosylated haemoglobin
(HbA1c) measurement. The proportion
of patients with good control of LDL
cholesterol (i.e. under 2.5 mmol/L) de-
creased significantly from 27% (59/221)
to 17% (64/369) but there was no
significant change in the proportion
with good glucose control (i.e. an
HbA1c level under 7%) or with a sys-
tolic and diastolic blood pressure under
140 mmHg and 90 mmHg, respectively.
The proportion of patients with chronic
heart failure who underwent echocar-
diography increased significantly from
91% (128/140) to 99% (157/158). All pa-
tients had self-management goals docu-
mented and 223 health-care providers
underwent basic training on patient
self-management. All seven polyclinics
achieved a significant improvement in
at least one quality indicator.

Discussion

Our investigation showed that the
quality improvement tools for chronic
disease management developed in
high-income settings could be deployed
effectively in Kazakhstan. Improvements
were achievable despite fewer national
resources and the country’s history of
limited primary care development. In
2009, only 17% (26 vs 156 per 100000
population) of physicians in the country
were general practitioners and their
training programmes were relatively
new and focused on knowledge rather
than practical skills."”
Implementation of the disease
management programme was associ-
ated with substantial improvements in
care quality process measures, such as
ensuring patients had recently under-
gone recommended tests. The recall
lists generated by the patient registry
were critical for success because they
identified patients who needed to
return for missed tests. Our observa-
tions are consistent with those of the

Research
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Fig. 3. Change in care quality process indicators, disease management programme,

Kazakhstan, 2015
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-e- Patient with chronic heart failure who underwent echocardiography
-e- Patient with hypertension whose blood pressure was checked at the last polyclinic visit
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Patient with diabetes whose LDL cholesterol was measured in the past year
Patient with diabetes who had a eye examination in the past year
-o- Patient with diabetes who had their albumin: creatinine ratio measured in the past year

HbA1c: glycosylated haemoglobin; LDL: low-density lipoprotein.
Note: Validated data were first available from participating sites in July 2015.

United States’ Health Disparities Col-
laborative, which found that improve-
ments were greatest for similar quality
indicators."®

Although quality outcome mea-
sures improved for hypertensive pa-
tients, similar outcomes did not improve
for patients with diabetes over the short-
term. However, clinical algorithms
were introduced relatively late in the
programme and they might have had
little impact during the observation
period. Moreover, it may require more
time to optimize decision-making for
more complex treatment decisions. In
the Health Disparities Collaborative,
early results also showed no improve-
ment in diabetes outcomes,'® but some
sites demonstrated reductions in HbAlc
levels after 4 years of follow-up."

The unusual finding that the pro-
portion of patients with diabetes and
an LDL cholesterol level <2.5 mmol/L
decreased probably occurred because
increased testing led to greater inclusion
of people who were not compliant with
the regular visit schedule and who were
also probably less likely to comply with
dietary recommendations. Members of
the national steering committee noted
that statins were not free under universal
health insurance in Kazakhstan - drug

Bull World Health Organ 2020;98:161-169| doi: http://dx.doi.org/10.2471/BLT.18.227447

policy may, therefore, need to change.
Similarly, the proportion of patients
with diabetes whose HbA1lc level was
measured did not change. Although
HbA 1c testing is free, some participants
noted that budgetary constraints at clin-
ics hindered access to the test. Better
planning could improve access.

As the disease management pro-
gramme had numerous complex com-
ponents, frequent interactions between
international consultants, local coor-
dinators and participants were key to
success. These interactions helped clinic
teams adapt the quality improvement
tools developed elsewhere for local
use and assisted in problem-solving.
During learning sessions and coaching
visits, implementation problems were
observed, such as the incomplete use of
flowsheets, data entry errors, incorrect
techniques in patient self-management
discussions and confusion about inter-
preting guidelines, algorithms or indi-
cators. The traditional learning model
of attending a single lecture would
probably not have resulted in similar
improvements.

The programme’s formal leadership
structure provided an accountability
mechanism that probably contributed
to its success. Progress was reviewed
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regularly at national and regional steer-
ing committees, where problems were
identified and solutions discussed. The
implementation rate of different quality
improvement tools and in the improve-
ments achieved varied between clinics.
Later in the programme, clinic teams
were asked to present progress reports to
their peers during learning sessions and
to compare results with each other. This
friendly competition helped motivate
teams to improve.

Recent WHO recommendations
for governments on improving health
care emphasize the need for clear strat-
egies on care quality to ensure success
and sustainability."” Specifically, WHO
guidelines recommend: (i) setting
priorities and targets; (ii) engaging
stakeholders; (iii) specifying account-
ability; (iv) identifying indicators; and
(v) creating information systems for
performance feedback and report-
ing.”® As part of this project which was
financed by a World Bank loan, the
consulting team in Kazakhstan made
recommendations on a national chron-
ic disease strategy that were consistent
with WHO’s framework. Stakeholders
were engaged in programme design
through national and regional steer-
ing committees and clinical advisory
groups. These committees served as an
accountability structure. In addition,
it was recommended that account-
ability be strengthened by extending
accreditation criteria to include pro-
gramme components, such as the use
of a patient registry and flowsheets.
The quality indicators identified and
listed in Table 1 were approved nation-
ally. Regarding information systems,
it was recommended that the patient
registry be incorporated into future
electronic medical records. Finally,
financial incentives were introduced to
improve primary care performance and
recommendations were made on how

incentives could be better aligned with
the programme’s objectives.

Our quasi-experimental study de-
sign was limited by the lack of a control
group. However, it is unlikely the large
improvements we observed over a short
time were due to any factor other than
the disease management programme.
Moreover, there was no major change
in infrastructure, staffing, catchment
population or remuneration at pilot sites
during the study period. Another limita-
tion was that, although all patients set
themselves self-management goals, the
quality of the self-management support
provided for patients was not assessed.
Future studies should include a patient
survey to evaluate this support.

The generalizability of the study’s
findings may be limited for two reasons.
First, only urban settings were included;
implementation of the programme in
rural settings with fewer resources may
require more support. Second, although
Kazakhstan has relatively few primary
care physicians, the polyclinic model
has strengths that may have contributed
to success, such as different health
disciplines working together in the
same facility. In addition, data literacy
was good and most clinics already had
data entry staff. Implementation may
be harder in settings without equivalent
staffing.

Following the success of this pi-
lot, attempts were made to extend the
programme throughout Kazakhstan
by establishing trainers in each oblast
to support local polyclinics within the
existing health-care system hierarchy.
Designing a system to support clinic
teams throughout the country proved
challenging because the quality im-
provement model we employed requires
high-intensity support and because
the number of local coordinators and
consultants trained was insufficient
for rapid expansion. Currently, a new
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project financed by a World Bank loan
is underway that will increase the num-
ber of local facilitators. Our experience
confirms that investment in capacity
building at the ground level is essential
for ensuring sustainability.

The disease management pro-
gramme in Kazakhstan included a
holistic package of interventions,
such as patient flowsheets, decision
support tools for clinicians, process
improvements, support for patient
self-management, measurement of
quality indicators and performance
feedback through an electronic registry.
Our pilot study found that significant
improvements in care quality could
be achieved without an increase in
clinic staff. However, success depended
critically on intensive coaching and
regular support for local clinic teams.
The priority for policy-makers who
wish to apply this approach in their
own countries is to invest in building
capacity to provide external support
for local clinic teams. Also important
are strong leadership, an accountability
structure, incentives and continued
engagement with stakeholders within
the framework of a national plan for
improving health-care quality. ll
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Résumé

Un programme destiné a améliorer la qualité des soins pour les patients atteints de maladies chroniques au Kazakhstan

Objectif Evaluer I'impact d'un programme de gestion des maladies au
Kazakhstan sur des indicateurs de qualité chez des patients souffrant
d'hypertension, de diabéte et d'insuffisance cardiaque chronique.

Méthodes Un programme de soutien interdisciplinaire pour
I'amélioration de la qualité a été mis en ceuvre entre novembre 2014
et novembre 2015 dans sept polycliniques a Pavlodar et Petropavlovsk.
Des équipes spécialisées ont été créées dans chaque établissement et
des outils d'amélioration de la qualité ont été instaurés, parmi lesquels
des diagrammes de flux de patients, des dispositifs d'aide a la prise de
décision, des registres de patients, un processus de rappel des patients,
ainsi qu'une assistance pour 'autogestion et le suivi des patients dont
lintensité est ajustée en fonction du degré de controle requis. Les
équipes cliniques se sont rencontrées a quatre reprises durant I'année
pour participer a des sessions d'apprentissage de trois jours chacune,
agrémentées de visites d'encadrement complémentaires. La mise en
ceuvre a été effectuée par cing coordinateurs et consultants locaux
formés par des consultants internationaux. Des comités directeurs
nationaux et régionaux se sont chargés de suivre les progres accomplis.
Résultats Entre juillet et octobre 2015, la part de patients hypertendus
affichant le niveau de tension artérielle recommandé est passée
de 24 % (101/424) a 56 % (228/409). Pour les patients souffrant de

Bull World Health Organ 2020;98:161

diabéte, la proportion de patients testés pour un taux de cholestérol
lié au lipoprotéines de basse densité est passé de 57% (221/391) a
85% (369/433); la proportion de patients testés pour le ratio albumine-
créatinine est passé de 11% (44/391) a 49% (212/433); et la part des
patients qui ont récemment subi un examen ophtalmologique a
augmenté de 26% (101/391) a 71% (308/433). La proportion de patients
souffrant d'insuffisance cardiaque chronigue qui se sont soumis a une
échocardiographie auparavant aaugmenté, passant de 919 (128/140) a
99% (157/158).Tous les patients se sont fixé des objectifs d'autogestion.
Conclusion Ce programme multiforme de soutien intensif a entrainé
une nette amélioration de la qualité des soins aux patients souffrant de
maladies chroniques. Des investissements supplémentaires dans les
capacités d'encadrement sont nécessaires pour déployer le programme
a |'échelle nationale.
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Pesiome

Mporpamma no NoBbILLEHNI0 KaYeCTBa MEANLNHCKON MOMOLLM NALMEHTAM C XPOHUYECKMMM 3a601eBaHUAMM

B KasaxctaHe

Lenb OueHnTb BAMAHME NPOrpamMmbl ynpasneHus 3abonesaHuii,
[lenCTBytoLLEeN B KazaxCTaHe, Ha NoKasaTtenu KadyecTBa MeAVLMHCKON
MOMOLLW, NpeaaraeMor NaLveHTam C rmnepTeHsvein, avabeTom u
XPOHMYECKOW CepaeyHOm HeAOCTaTOUHOCTbIO.

MeTtoabl KomnnekcHaa mexancumniamHapHaa Nporpamma,
HanpaBfeHHaA Ha ynydleHne KayeCTBa MeANLMHCKOM MOMOLLM,
NpPOBOAMNAC B CEMM NONMKVHIMKax [1aBnoaapa v lNeTponasnoBcka
B nepwof ¢ HoAbpAa 2014 roga no Hosbpb 2015 roda. B Kaxaon
NOAVKNNHMKE OblAK CO3AaHbl rPYNMbl NO MOBbIWEHWIO KayeCTBa
MEAVLIMHCKOrO OOCNYKMBAHWSA, CMONb30BaBLLUME COOTBETCTBYOLME
TEXHWYECKMe CPeacTBa, BKoYaa rpaduki nprema nauyeHTos,
CPEeACTBa NOALEPKKM MPUHATUA peLleHni, peecTpbl NalUnMeHToB,
NpOoLECC NMOBTOPHOIO BbI30Ba MaLMEHTOB, ObyueHre NauveHToB
METOAaM CaMOMOMOLLM 1 Nocneayiollee HabnoaeHe nauMeHToB
C YacTOTOW, 3aBMCALLE OT YPOBHA KOHTponA 3aboneraHus. B
TeueHue rofa rpynnsl CNeUManCTOB NONMKIVHUKA YeTbIPEXabl
cobupannce Ana NpoBefeHUA 3-AHEBHbIX KyYPCOB MHTEPAKTVUBHOIO
00yueHs 1 NoMyYani AONONHUTENbHOE VHAVBIAYaNbHOE OOyUeHMe.
BHenpeHviem nporpammbl 3aHUManmCh NATb MECTHbBIX KOOPAMHATOPOB
1 KOHCYNETaHTOB, MPOLLEALLIMX MeXAyHapoaHoe 0byyeHrie. 3a XOAoM

BbINMOMHEHNA NPOrPaMMbl CeAUV HALMOHANBHDBIV 1 PErMOHANbHbIN
PYKOBOAALLME KOMUTETDI.

Pesynbratbl B neprion Mexay vionem 1 oktabpem 2015 roga aons
NaLUMeHTOB, CTPAAAIOLNX TMNEPTEH3NEN, Y KOTOPbLIX OTMEYaNoCh
pPEKOMEHA0BAHHOE KPOBAHOE AaBneHKe, Bblpocna ¢ 24% (101 v3
424) no 56% (228 13 409). Cpean naumeHToB C AvabeTom A0Ns
NV, HeflaBHO NpoLLeALWnx 00CneAoBaHMe Y OKyIMCTa, BO3POCHa C
26% (101 13 391) go 71% (308 113 433); nona Tex, KoMy onpefenanu
YPOBEHb XOnecTepyrHa NUNONPOTENHOB HU3KOW MIOTHOCTH,
yBenuumnacb ¢ 57% (221 13 391) go 85% (369 n3 433); a gona
Tex, KOMy M3MepAny COOTHOLWEHWE anbbymuHa K KpeaTUHWHY,
Bo3pocna c 11% (44 13 391) 0o 49% (212 13 433). Cpean NaumeHToB
C XPOHNYECKOW CepAeUHON HeOCTaTOUHOCTbIO A0NA MALMEHTOB,
npoLeaLVx 3xoKaparorpaduio, ysenmyumnacs ¢ 91% (128 13 140) go
99% (157 13 158). Bce naumeHTbl MoCTaBniv cebe Lienvi rno nsyyeHunio
METOL0B CAMOTOMOLLA.

BbiBog, /IHTEHCKBHAA, KOMMNEKCHAA, Pa3HOMNIaHOBaA NPorpaMma
6blna CBA3aHa CO 3HAUMTENBbHbIM YTyULIEHVEM KaueCTBa MeAMLIMHCKOM
NMOMOLLM NaLMeHTaM C XPOHMYECKUMK 3abonesaHuamm. [na
pacnpocTpaHeHnsa NPorpaMmMbl B HALMOHaNbHOM MacLuTabe Hy»KHbl
JanbHelwmne MHBECTULMM B 0OyYaloLLyto AeATeNbHOCTb.

Resumen

Un programa para mejorar la calidad de la atencion a los pacientes con enfermedades cronicas, Kazajstan

Objetivo Evaluar el efecto de un programa de gestién de enfermedades
en Kazajstan sobre los indicadores de calidad de los pacientes con
hipertension, diabetes e insuficiencia cardiaca crénica.

Métodos Entre noviembre de 2014y noviembre de 2015 se llevd a cabo
un programa de apoyo, interdisciplinario y de mejora de la calidad en
siete policlinicos de Pavlodar y Petropavlovsk. Se establecieron equipos
de mejora de la calidad en cada clinica y se incorporaron instrumentos
de mejora de la calidad, como hojas de evolucién de pacientes,
instrumentos de apoyo a la toma de decisiones, registros de pacientes,
un proceso de llamadas para recordar citas a los pacientes, apoyo a la
autogestion de los pacientes y seguimiento de los pacientes con una
intensidad ajustada al nivel de control de la enfermedad. Los equipos
clinicos se reunieron en cuatro sesiones de aprendizaje interactivo de
tres dfas en el plazo de un afio, con visitas adicionales de entrenamiento.
Cinco coordinadores y consultores locales, formados por consultores
internacionales, gestionaron laimplementacién. Los comités directivos
nacionales y regionales supervisaron los progresos realizados.

Resultados Entre julio y octubre de 2015, el porcentaje de pacientes
hipertensos con la presién arterial recomendada aumenté del 24 %
(101/424) al 56 % (228/409). Entre los pacientes con diabetes, el
porcentaje que se sometié recientemente a examenes oculares aumentd
del 26 % (101/391) al 71 % (308/433); el porcentaje a los que se les
midié el colesterol de lipoproteina de baja densidad aumento del 57 %
(221/397) al 85 % (369/433); y el porcentaje a los que se les midi6 la
proporcion albuimina/creatinina aumenté del 11 % (44/391) al 49 %
(212/433). El porcentaje de pacientes con insuficiencia cardiaca cronica
que se sometieron a una ecocardiografiaaumenté del 91 % (128/140) al
99 % (157/158).Todos los pacientes se fijaron objetivos de autogestion.
Conclusién Este programa intensivo, de apoyo y multifacético se asocid
con mejoras significativas en la calidad de la atencién de los pacientes
con enfermedades crénicas. Se necesita una inversién adicional en la
capacidad de entrenamiento para ampliar el programa a nivel nacional.
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