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Abstract

Author: Kseniia Adamska

Title: Social Outcomes of Non-Communicable Diseases in Ukraine: Searching for Solutions
Master’s thesis WPMM42, 30 credits

Supervisor: Kjell Nilsson

Department of Sociology, spring 2018

Non-communicable, or chronic, diseases (NCDs) are the major contributors to the
mortality worldwide. In Ukraine, where the primary causes of deaths are chronic cardiovascular
diseases, a healthcare domain suffers from insufficient financial provision, facilities and resources,
and the lack of attention to social aspects of poor health conditions. The aim of this research is to
explore social consequences of chronic diseases in the lives of the affected patients and their
families, and to outline possible solutions to negative outcomes of NCDs. Methodologically, the
study relies on the qualitative approach with the intention to uncover people’s personal experiences
of enduring chronic illnesses. Ten in-depth semi-structured interviews are coded in several cycles
and analyzed through narrative analysis. Theoretical framework for the analysis is primarily set by
the theory of stigmatization proposed by Goffman and the concept of a “sick role” distinguished
by Parsons. Introductory chapter presenting the background of the issue precedes the discussion
of relevant previous research on social consequences of NCDs. Further, theoretical concepts
applied in the following analysis are presented in Theory, which is followed by Methodological
Considerations section demonstrating justification for methodological choices in the study. In
Results and Analysis, it is delineated how the data were analyzed in accordance to the research
question. Finally, conclusions and discussion on limitations of the study are suggested. The main

conclusions of the research regard solutions to negative social consequences of NCDs in Ukraine.
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1. Introduction

On the intersection of sociology of health, on the one hand, and healthcare as one of the
welfare domains, on the other, the concept of social gradient in health is essential when manifesting
the fact that socio-economic status and health are related. Not only individuals of different
economic classes are likely to suffer from different kinds of diseases, but also for people living in
poverty it is generally harder to bear the burden of poor health (Arcaya et al., 2015). The condition
of being sick excludes from, or hampers participation in, labor market, thus adding additional
financial losses on top of those expenses which an individual and one’s family has due to treatment
costs. If there are countries, like the USA or Denmark, where citizens are either preliminarily
health-insured or guaranteed with welfare, poorer states, e.g. India, shift a burden of healthcare
expenses onto citizens themselves, therefore large portion of medical payments are out-of-pocket
(Mahal et al., 2010). It indicates that social gradient in health is both a within-state and between-
state phenomenon.

Between-state differences are not only limited to the way healthcare is organized in relation
to the sources of payments. The countries also differ in which diseases prevail there, the latter
caused by geography, level of industrialization, advancement of medical services and other factors
(de-Graft Aikins et al., 2010). Low- and middle-income countries are still facing the problem of
communicable, otherwise named as infectious, diseases, exemplified by such as malaria, AIDS,
etc. to a much greater extent than developed high-income states which mainly bear non-
communicable diseases (NCDs) such as diabetes, cancer, and others (Boutayeb, 2006, p.191-192).
The distinction occurred primarily because richer countries had already afforded and applied
scientific achievements in medicine and better healthcare to cure communicable diseases as well
as provided more advanced amenity such as cleaner tap water, whereas healthcare and medicine
in poor countries are under-funded and underdeveloped. For example, de-Graft Aikins at al.
conclude that “historically, formal healthcare in Africa has developed in response to acute
communicable diseases and diseases of environmental degradation and pollution” (2010, p. 1).
However, presently, more and more research demonstrate that poorer developing states are
experiencing double burden of both communicable illnesses and NCDs (Boutayeb & Boutayeb,
2005; Biswas et al., 2016; Kien at al., 2016). In Global Status Report on Non-communicable
Diseases 2010, World Health Organization (WHO) states that “Contrary to popular opinion,



available data demonstrate that nearly 80% of NCDs deaths occur in low- and middle-income
countries” (2011, p. vii).

Not surprisingly, in the fields of medicine and healthcare, non-communicable diseases are
currently drawing special attention and concerns all over the world. The primary reason of being
a tremendous issue is their largest contribution to global mortality — around 70% of annual global
deaths are due to NCDs (WHO, 2017). Nevertheless, what makes NCDs even more crucial to
research and tackle is their chronic nature; being nearly impossible to be cured, NCDs become
nearly a life-long burden. Accordingly, NCDs exceed the scope of physical health concern and
touch upon the whole life of a patient and his/her family (Bury, 1982). According to the summary
of Bury’s (1982) study, “chronic diseases cause disruptions to the physical capabilities, social
identities and life trajectories of sufferers” (de-Graft Aikins et al., 2010, p. 3). For instance, one
might face the problems of unemployment, social exclusion, and potential economic downshifting.

Within quite a rich spectrum of research on NCDs, most discussions are devoted to
determinants of these diseases, especially social determinants are addressed by various parties
including medical specialists and policy-makers. Education, age, occupational category, and work
environment are among primary factors that determine how likely an individual is to have one or
another chronic illness (European Commission, 2010, p. 9). Nevertheless, although importance of
focusing on social determinants of NCDs cannot be overestimated, especially considering
prevention strategies, social outcomes of non-communicable diseases should be addressed to the
same extent on the world public agenda and in each nation’s public discourse. Social consequences
of NCDs are often explored from a macro-perspective: in what ways NCDs undermine countries’
GDP, how labor market is generally affected by the prevalence of diseases, what kind of healthcare
expenditures nations experience (Engelgau et al., 2011; Garg & Evans, 2011; OECD & EU, 2016,
p.17-34, 113-122).

However, relevant qualitative studies encompass inquiries into individuals’ experiences of
going through the cycle of a disease, including its psychosocial aspects (such as possible
stigmatization, “sick role”, changing everyday practices, shifting family roles) and economic
disruptions (such as job loss or inability to work with pre-NCD pace, changed consumer behavior,
and other phenomena). Accordingly, to launch or adjust policies directed towards mitigation of
NCDs outcomes, being aware of personal experiences of patients on micro-level is crucial

(Manwaring & Wilfrey, 2010). Hence, the framework for the thesis is to be settled around social



outcomes of NCDs on micro-level (individual and family) and respective policies apt to tackle
those outcomes.

Another reason for concentrating on social outcomes of NCDs is that vast attention to
determinants mainly leads to discussions on medical and social ways of prevention of diseases,
rather than post-factum coping with them. Prevention is undoubtedly an immensely significant
part of the issue, however, those people who have already acquired a certain non-communicable
condition face completely different questions and challenges compared to those who are just at
risk of becoming ill and may still prevent a disease. Thus, those who are already patients need to
be helped in different ways, for which awareness of social outcomes of their conditions is
necessary.

The localization of the study is Ukraine, a country in Eastern Europe with historical and
managerial echoes of the former Soviet Union. The latter fact is important to account for because
Ukraine’s past sets the ground for presently functioning healthcare system and health culture. As
referred to as one of low-/middle-income states with corresponding economic, social, and welfare
provision issues, Ukraine faces problems typical for this category of states in the domain of
medicine and healthcare (Peabody et al., 2014). High out-of-pocket health expenditures, expensive
imported medication, are, in addition, accompanied by social challenges specific for the Ukrainian
context, namely the absence of mass health culture and the low awareness level in the society,
among others.

Also, Ukraine can be an exemplary case in regard of studying negative social consequences
of non-communicable diseases as such outcomes are especially salient. The Ukrainian healthcare
system is currently mostly concerned about the biomedical aspects of diseases (Kiihlbrandt et al.,
2014; Luck et al., 2014), while a social dimension is seen as secondary and, thus, unmanaged.

The research design and the purpose of the current study aim at not only having an
academic value, but also yielding data of practical applicability. Hence, studying social outcomes
of NCDs is the medium through which understanding of solutions to them, that is a policy-making
dimension, becomes attainable. Questions leading to the formulation of the main research question
in my thesis are:

1. Which social consequences of NCDs do people experience in Ukraine?

2. In what ways are social outcomes of NCDs shaped?

3. In what ways do people perceive and endure social outcomes of chronic diseases?



4. How are social consequences of NCDs embedded into the general societal context in
Ukraine?

5. Which measures do people with NCDs and healthcare workers see as necessary to

mitigate negative social effects of chronic diseases?

So, the main research question of the study is: what are the solutions to the negative social
outcomes of non-communicable diseases in Ukraine are?

Theoretical part of the thesis paper includes a chapter of discussion on previous research
with accentuation of the most relevant conceptual constructs followed by a chapter presenting
theoretical considerations in the study, namely, theories and concepts by means of which collected
data is analyzed.

Methodological section informs that my study is conducted through application of
qualitative methods, namely, in-depth semi-structured interviews for data collection, qualitative
coding techniques, and a narrative analysis as a final step. Representatives of medical
communities, non-profit organizations working with the NCD-affected, and NCD-patients have
been interviewed in Ukraine. The reason for preferring selection of both patients and professionals
working with them is the necessity to get individual stories as well as expert opinions summarizing
many experiences of people with NCDs and relevant policies.

Empirical part of my research consists of a field work conducted in March 2018, in two of
the Ukrainian largest cities — Kyiv and Dnipro. Twelve people have shared their perspectives
within ten interviews, one of them being a group interview of three.

Analysis and discussion section demonstrates the results of the empirical phase. Coherently
with the research question and auxiliary subquestions, the chapter offers answers inferred from
data to each of the subquestions. Finally, conclusions include the summary of the research,

acknowledgement of study limitations, and suggestions for future research.



2. Previous research

The chapter aims at presenting existing knowledge and studies on social outcomes of NCDs
and, also, gives a background of the relevant research particularly in Ukraine. In the beginning, a
general overview of NCD-related research is presented to stress the breadth of the phenomenon.
A further subsection deepens into earlier studies specifically relevant to my research question, i.e.
communicates previously studied social outcomes of non-communicable illnesses. It summarizes
that social effects of chronic diseases can be assumed as life disruptions. Then, the following
subsection points out the notion of quality of life, frequently researched in relevance to the issue
of NCDs. Finally, | present some of the previous research on Ukraine in the context of social
consequences of chronic illnesses. Thereby, | elaborate on the fact that social aspects of the issue
are understudied. The chapter ends with brief conclusions.

2.1. Overview of the social research on non-communicable diseases

As the topic of non-communicable diseases is now one of the top issues on the world health
agenda, it has been addressed from multiple perspectives. Authors have elucidated its different
aspects such as peculiarities of chronicity and defining features of NCDs (Allen & Feigl, 2017),
medical and social determinants (European Commission, 2013; WHO, 2013), the role of NCDs in
comorbidities and mortality (de-Graft Aikins et al., 2010; Huang et al., 2016; Lindsay, 2009; Oni
& Unwin, 2016). Focusing on macro level comparison, researchers described different experiences
of low- and middle-income countries compared to high-income societies (de-Graft Aikins et al.,
2010; Boutayeb, 2006; The Swedish National Institute of Public Health, 2011; Mahal et al., 2010;
Biswas et al., 2016; Lingwood et al, 2008; Kien et al., 2016) and particular manifestation of each
of the major types of NCDs in economic and demographic situations of the countries (Engelgau et
al., 2011).

Bridging from mainly academic research to practical ways of addressing NCDs is vivid in
a considerable number of documents, policies, advice and directions by international and state
organizations (Marmot, 2014; Tackling NCDs: Best Buys, 2017; WHO, 2013). In order to better
understand micro-level social effects of NCDs, which is in accordance with the current research



question, it is necessary to frame the respective context of non-communicable diseases based on

previously conducted studies.

2.2. Social outcomes of NCDs: diseases as life disruptions

Studies on how chronic diseases influence psychological, socio-cultural and economic
contexts in people’s lives present clear evidence that disruptions in these domains undermine
quality of life of the NCD-affected as much as physical conditions and pain. One of the classic
works describing the way NCDs interrupt people’s lives socially was presented by Michael Bury
who labeled chronic conditions as “biographical disruption” (Bury, 1982). Bury argues that a
chronic illness is a condition that restructures everyday life and meanings within it. Major life
issues, later confirmed in studies by other researchers, are identified by Bury while interviewing
patients with rheumatic disease. Specifically, dependency on other people, necessity to reassess
plans for future, and loss of social ties in the form they existed before an illness are brought up by
patients as their main struggles (Bury, 1982, p. 169). Even though NCDs do not appear suddenly,
people do not always identify the first signs of a disease, thus, they risk perceiving the diagnosis
as somewhat unexpected and shocking. And once encountered with a disease, as Bury summarizes:
“It involves the initiation into a new social arena where common-sense guidelines are no longer
sufficient” (Bury, 1982, p. 170).

Speaking in very similar terms, Carranza (2017) highlights similar patterns that NCDs
bring to those affected. The author emphasized the way a mere diagnosis of a chronic condition
may change person’s perception of life and one’s vision of one’s social situation. When analyzing
narratives of patients with a chronic disease, Carranza turns to the notion of “chronicity”, i.e. “...the
sociocultural and subjective process that is constructed through the everyday experience of
subjects who live, in a permanent or prolonged way, with a damage, disease, dysfunction or
disability defined by its duration as chronic” (Carranza, 2017, p. 212). This concept plays
significant role in demonstrating how almost incurable nature of NCDs makes these illnesses a
turning point in people’s biographies, forces to alter lifestyles and “reassess certain aspects of
identity” (2017, p. 215).

Social outcomes of NCDs are also revealed through the uncertainty which people and their

informal caregivers are likely to experience due to the condition. Uncertainty about one’s future



(lifespan, economic potential, burden for a family budget, etc.) because of the illness might be
perceived as a negative life change, however, on the other hand, when the realization of full
meaning of a disease comes, it makes the situation slightly more certain, but can be perceived as
“life sentence” (Carranza, 2017, p. 214).

In addition to mostly psychological aspects, social struggles are also mentioned explicitly
in the study. NCDs cause inevitable changes in daily habitualized routines, losses in friendships
and community relations, ostracism and isolation from established social circles (Carranza, 2017,
p. 216). The findings are coherent with Bury’s assertion that “the disruption of friendship and
community involvement arises not only because of functional limitations (for example restrictions
in mobility, problems of fatigue) but also because of the embarrassment which such disabilities
create” (1982, p. 175).

Already mentioned dependency, uncertainty, and need to reorganize future activities in life
again arise in Sally Lindsay’s “Prioritizing Illness: Lessons in Self-Managing Multiple Chronic
Diseases” (2009). The researcher makes a great contribution by drawing attention to the fact that
people with a chronic condition are very likely to have another chronic illness concurrently or to
acquire it in some time. Lindsay stresses the problem of uncertainty that patients face in a way that
people do not know how to arrange their lives because they are never sure how severe their
condition might get and how long they will live. It undermines planning of financial investments
and expenses, relationship with family members, etc. Furthermore, a great physical and cognitive
struggle rises when NCD-affected people need to take care of somebody else like another ill family
member. Finally, the study uncovered patients’ struggles linked to wounded self-image. People
who experience early retirement due to their illness often cannot handle the feeling of perceived
personal uselessness and try to apply best of their skills in any everyday activities to feel valued
(Lindsay, 2009).

Some authors envision the phenomenon from the perspective of reduced functionality of
patients and consequent exclusion from habitual activities. Devins et al. asserted that “participation
in psychologically meaningful activity is fundamental to quality of life” (2001, p. 1098), implying
that chronic conditions are what prevents a person from participation of this kind. The researchers
have proposed a concept of “illness intrusiveness” which is meant to convey the property of non-
communicable diseases to hamper person’s well-being through disrupting 1) one’s relationships

and personal development, 2) intimacy with a partner, and 3) instrumental life tasks (Devins et al.,



2001, p. 1098). Having applied a factor analysis, Devins et al. showed that three aforementioned
factors including items such as family relations, passive recreation, self-expression, sex life, work,
financial situation and seven others, may successfully generate what the scientists named as IlIness
Intrusiveness Ratings Scale (2001). The scale may be found useful in clinical and social research
measuring the extent to which a disease interferes with normal life course and may be the base for
respective policy changes.

Another focus of NCD-caused social changes in people’s lives is occupational
transformation. Occupational adjustment is a complex process since it reshapes a person’s life in
different realms. Firstly, it destabilizes patient’s self-perception as an independent self-reliant
subject. NCD-affected people often feel discomfort because they need assistance in basic everyday
practices (Walder and Molineux, 2017, p. 234-236), especially if their chronic condition is severe
as after a stroke or during late stages of oncological diseases. In the analysis by Carranza (2017)
male patients were reported to experience higher level of occupation-related distress due to their
inability to remain primary breadwinners and necessity to rely on their partners economically wise.

Secondly, because occupation and work competence constitute a great part of our identity,
shape it, and determine confidence (Walder and Molineux, 2017), NCDs force people to cope with
identity breakdown when previous occupational engagement becomes impossible. People’s
identities are often expressed through what kind of jobs they do, what character traits they mobilize
at work, and how job and self-esteem are related. Chronic diseases deprive patients of these
common part of their lives.

Thirdly, occupation is an important factor determining our social capital and social circles.
“Social engagement and the social environment in which occupations were performed were likely
to be disrupted or significantly changed, with changed networks and/or decreased interaction with
regular social networks” (Walder & Molineux, 2017, p. 239).

Grande, Barg, Johnson, and Cannusio (2013) elaborate on the financial issues arising from
chronic diseases. The authors also mention the term of life disruptions implying that hardships
caused by non-communicable conditions have a considerable life-changing effect. As they
contend: “Financial stress and debt from medical expenditures had a strong influence on day-to-
day personal, financial, and medical decision-making” (Grande et al., 2013, p. 39). In fact, NCD-
patients faced the feeling of shame and guilt because of the necessity to turn to relatives and friends

for financial help in case this support had not been offered beforehand (Grande et al., 2013, p. 40).



Furthermore, since any chronic disease is tied to the uncertainty of how much is to be spent further,
people and their informal caregivers have to plan budgets strategically, often excluding themselves
from previous activities that cost money, taking credits and extending their debts, and changing
their basic habits in food spending and household maintenance such as heating (Grande et al.,
2013). All these issues are intricated by internal family conflicts emerging on that ground. The
feeling of guilt due to being a burden for a family puts a strain on a patient and his/her relations
with family members.

Aasbg et al. (2016) approach the topic of social consequences of chronic diseases from a
different perspective and focus specifically on social changes that happen to couples, in which one
IS a chronic obstructive pulmonary disease sufferer, and another is a partner or a spouse. Such a
holistic dyadic vision enables to see how informal care is perceived, interpreted, and managed by
patients’ partners and what experience couples go through. The authors reinforce the idea that a
chronic condition is linked to patient’s loss of identity previously thought of as normal, uncertainty
about future, and some disintegration from normal life. In fact, phenomena mentioned above are
associated with the lack of control and involuntary dependency on others, mainly on a spouse.
Families intentionally try to live a life maximally resembling the one before an illness, although it
is problematic due to many new limitations on social life a disease imposes. Spouses, in their turn,
report making extra effort to create situations when an ill partner can be useful and has a list of
own duties, thus they “maintain the sense of independence and integrity” (Aasbg et al., 2016, p.
788).

Roles within a couple also shift dramatically. Spouses naturally acquire a new status of an
informal caregiver that supposes full-time responsibilities akin to an extra job. Caregiving within
family contexts has become more extended as informal caregivers tend to take over those
responsibilities previously executed by clinical staff (Lynch, 2018, p. 10). The fact that partners
take up much of what can be performed by healthcare workers, like showering or massaging
chronic patients, is often a matter of rational choice not only because of financial saving
considerations. Also, even if a welfare system supposes providing patients with periodic home-
based assistance by skilled professionals, applying their help does not make much sense for
families because spouses still have to be present during different procedures to show around
(Aasbg et al., 2016). Partners caring for their ill spouses become limited in their social lives just

as much as patients themselves, therefore experiencing much discouragement and distress. So, a
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chronic patient’s spouse becoming a full-time informal caregiver shapes a new practical and

psychological arrangement within a couple, albeit a family tries to continue life as before.

2.3. Effects of Non-communicable Diseases on Quality of Life

Social outcomes of chronic diseases are inseparably tied to the concept of quality of life.
“Subjective quality of life (QOL) is becoming a standard health outcome measure especially for
people with multiple, chronic, functional, psychological, or incurable illnesses” (Lam, 2010). The
concept of health-related quality of life (HRQOL) is depicting that there are components of quality
of life which are associated specifically with health and thus can be changed or controlled through
health improvement (Lam, 2010, p. 383). Manwaring and Wilfrey conclude that considering
quality of life as an important social outcome of diseases has an implication for treatment
adjustments: “The medical field has come to realize the importance of assessing psychosocial
factors such as quality of life, as this construct may more accurately convey treatment efficacy,
more finely note treatment outcome differences, aid physicians and patients in making treatment
decisions” (2010, p. 210). Numerous definitions of QOL and HRQOL may propose slightly
different foci, but all have certain commonalities, namely, they imply that person’s quality of life
and perception of it are based on expectations, values, comparison of what is ideal and real in life
(Cella & Tulsky, 1990; Testa & Simonson, 1996; WHOQOL Group, 1993). Hence, since “quality
of life” concept is very much socially constructed as well as partially health related, it is fair to
state it is essential within the discussion on social outcomes of chronic diseases.

Health-related quality of life generally appears as the widespread subject of quantitative
studies on chronic diseases. Already in 1996, Italian researchers surveyed patients (N=6098) in
oncological centers in different parts of Italy in order to establish how the concept of quality of
life is defined and understood by patients themselves and which outcomes their health conditions
yield (Ballatori et al., 2010). Firstly, such “bottom-up” approach highlights that studying the topic
from the perspective of patients is valuable in terms of uncovering first-hand perceptions and
subjective views of an existing problem. Secondly, the survey revealed twelve disease-caused
problems that were found to significantly correlate with worse quality of life. The majority of the
problems are of predominantly social nature. In fact, the issues included “trouble in concentrating,

living in a particularly stressful, or anxious period, anxiety about follow up results, body changes
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due to illness, lack of optimism, difficulties in physical, working, and sexual activity, economic
troubles, unsatisfactory communication with doctors, lack of desire of social relationship, and
change in working skill” (Ballatori et al., 2010, p. 186).

In a research of predialysis patients by Meuleman, Chilcot, Dekker, Halbesma and Van
Dijk (2017) it has been found that different HRQOL trajectories may be explained not only by
demographic factors and severity of the condition, but also by different perceptions of illness.
Although this conclusion is not consistent in all studies, authors found that more negative
perception of the disease was associated with higher probability of faster illness progression and
worse adaptation of patients, naturally leading to lower quality of life (Meuleman et al., 2017).
This finding is noteworthy considering that societal perceptions of the disease are something
tangible for social policy-makers in the long run. Through education, action plans, and challenging
inadequate understanding of the disease such negative perceptions may be tackled (Meuleman et
al., 2017, p. 1089).

Manwaring and Wilfrey (2010) contribute to the topic by looking at the effect of obesity
on quality of life. On the one hand, it can be argued that obesity is very indirectly connected with
NCDs. Nevertheless, on the other hand, obesity is often a comorbid condition for those suffering
from diabetes and cardiovascular diseases, sometimes being a predefining cause (Field, Coakley,
Must et al., 2001; Golay & Yhbarra, 2005). Since it is also a condition that requires long action
strategy, undermines person’s physical capacity and psychological well-being, it is relevant to
address social outcomes of obesity in the discussion of non-communicable diseases. Undoubtedly,
perception of obesity will differ depending on social environment, cultural peculiarities, and a
person’s closest circle. However, generally, in social dimension obesity is likely to cause public
distress, work discrimination, stigmatization, and issues in personal life, which altogether may be
quite a challenging combination to handle (Manwaring & Wilfrey, 2010).

Another quantitative research by Keon Uk Park (2008) also highlights the notion of quality
of life in relevance to chronic diseases. Being conducted on a Korean sample, the study itself has
a more technical purpose of ensuring validity and reliability of Core Quality of Life Questionnaire
invented by European Organization for Research and Treatment of Cancer (Park, 2008). However,
the existence of a research of this kind proves that chronic diseases are important to be seen from
a social standpoint since quality of life encompasses much more facets than merely absence of

physical pain and disabilities.
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2.4. Social outcomes of NCDs in Ukraine

Non-communicable diseases are realized to be an immense health problem in Ukraine,
albeit they are addressed mostly in biomedical dimension. Psychosocial consequences that chronic
conditions have in patients’ and their families’ lives are in the focus of attention to a very modest
extent compared to the scope of attention they are given in some Western societies. Partially it is
explained by the post-Soviet healthcare deficiencies such as lack of material and human resources
which is the health welfare system primary concern pushing back other healthcare problems in the
country. Kiihlbrandt et al. (2014) contend that patient-centered perspective which would allow to
consider an issue from the holistic standpoint of an individual, including his/her personal feelings
and socio-economic environment, has not been achieved yet. The authors elaborate that a different
healthcare strategy is necessary: “Reforms should focus on improving self-management, the
coordination of care, involving patients in decisions about their care, and providing emotional and
practical support for patients” (Kiihlbrandt et al., 2014, p. 193).

A poor state of healthcare in the direction of NCDs is observed by Luck et al. (2014), who
evaluated the way heart illnesses and chronic obstructive pulmonary diseases were addressed in
Ukraine. The researchers found that healthcare for common NCDs is weak all over the country in
different types of medical institutions (Luck et al., 2014, p. 57). Considering that both patients and
providers are currently mostly concerned about the inadequate quality of medical solutions and
facilities for NCDs, it is not surprising that studies of social outcomes of chronic illnesses are
shifted to the far background. When the burden of NCDs is studied, concentration on medical
dimension of such conditions without particular interest in their social impact is observed in the
studies by Nugmanova et al. (2018), Starenkiy et al. (2010), as well.

As mentioned before, chronic diseases may often co-occur, usually one condition leading
to or exacerbating another, which is true for the Ukrainian reality as well. In the study of quality
of life of patients on hemodialysis with chronic kidney failure with and without concomitant
cardio-vascular disease it has been concluded that such a combination of conditions is associated
with much worse quality of life compared to that of patients who suffer from chronic kidney
disease only (Salyzhyn & Yatsyshyn, 2015). Apart from differences in physical consequences of

hemodialysis for patients either only with chronic kidney disease (CKD) or with CKD combined
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with chronic heart failure, Salyzhyn and Yatsyshyn mention social outcomes such as limited daily
activities, hindered role performance, worse social and emotional functioning, disturbed sexual
life, challenged social support, and lower quality of social interactions (Salyzhyn & Yatsyshyn,
2015, p. 75). Smikodub and Radzievska (2001) and Martsovenko et al. (2013) also demonstrate
awareness of the multidimensional nature of QOL and the significance of social and environmental
components, albeit when mentioning them briefly, conventionally turn to biological side of the
issue.

Thus, social consequences, being noticed and acknowledged, do not seem to be addressed
on a concrete policy level. Likewise, Boretska et al., while adapting the Thrombocytopenia
Symptoms and their Impact on patients Daily Activities Assessment Vignette to Ukrainian, point
out that quality of life should be also at the center of patients’ and doctors’ attention because that
is the way “optimum treatment” can be achieved (2016, p. 42). Similar conclusions are supported
by other Ukrainian medical researchers working on adjusting international HRQOL questionnaires
to the context in Ukraine (Shevchenko-Makarenko et al., 2017).

Non-communicable diseases lead to highly challenging economic issues since Ukraine
refers to one of lower-/middle- income countries where out-of-pocket payments by patients are a
common practice and often constitute a large part of total health expenditure (Murphy et al., 2013).
According to Global Health Expenditure Database by World Health Organization, in 2015 out-of-
pocket healthcare payments comprised 48% of total health expenditure in Ukraine (WHO, 2015).
In 2003, 44% of all patients suffering from stable angina were found to experience so-called
catastrophic health expenditure (Murphy et al., 2013, p. 4), i.e. healthcare payments that amount
to 40% or more of people’s total household income left after subsistence needs are satisfied (Xu
et al., 2003). The economic burden imposed by out-of-pocket health expenses is itself a challenge,
nevertheless it becomes even more socially problematic due to the frequent necessity to borrow
money from friends, family, and other agents, to sell assets, and to be strict in savings (Murphy et
al., 2013, p. 5). All of the above is often associated with respective stigma and social discomfort.

Hence, perceptions and studies of social outcomes of NCDs in Ukraine can be described
as rather controversial. On the one hand, medical and social management experts are not
completely unaware of the fact that non-communicable illnesses are important to tackle from a
socio-economic standpoint also. Most of them acknowledge the importance of social angle through

the lens of quality of life. On the other hand, studies mentioning quality of life perspective are
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mostly descriptive. They do not proceed with policy implications or deep research on specific

social challenges faced by NCD-patients and their families.

2.5. Summary of the section

To summarize, since the topic of chronic diseases is complex, it has been researched from
macro level as well as micro perspective. Accounting for my research question, previously studied
social outcomes of NCDs have been outlined in detail. According to the authors, chronic illnesses
affect people in the way they complicate socializing with families and other extended circles, lead
to changes in occupations, undermine normal daily practices and habits, and affect person’s self-
image and self-perception, thus, disrupting a usual life course. Particular interest is evoked by the
concept of quality of life because this compound phenomenon is influenced by all mentioned life
domains such as work, family, social relations, daily routines, and therefore, respective changes
that occur in each of them due to chronic conditions. The research on social outcomes of NCDs in
Ukraine is characterized mainly by its concentration on the biomedical part of the issue, whereas
social aspects are addressed occasionally and incomprehensively. The existence of social
consequences of chronic illnesses is mentioned, but deliberate studies of the reasons, patterns, and

people’s experiences are lacking.
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3. Theory

The chapter outlines theoretical premises on which the study is based. Firstly, |
conceptualize which consequences of non-communicable diseases fall under the research main
interest. Secondly, I present overarching theoretical concepts of a ‘sick role’ and stigmatization
that serve as an ‘umbrella’ framework within the analysis of NCD-related social outcomes.
Thirdly, 1 expound more specific and narrow theories that are apt at explaining how social

consequences of NCDs are endured. Finally, | recapitulate the central points of the section.

3.1. Defining ‘social outcomes’

The complexity and breadth of the topic related to social outcomes of chronic illnesses can
be understood by considering the scope and diversity of relevant theoretical premises. The term
‘social’ is applied to distinguish outcomes in the current study among the spectrum of other
consequences linked to NCDs. Biomedical, macroeconomic, and psychological effects of chronic
diseases equally complement the entire structure of the problem. However, social aspects of NCDs
are per se a distinct field of research and require particular emphasis as they demonstrate the way
in which incidence and prevalence of chronic illnesses affect social interactions on a micro-level
depicting the intersubjective communication between individuals. Nevertheless, prior to defining
‘social outcomes’ in that form the concept is used in the current work, it is necessary to argue that
the term ‘psychosocial’ is reasonably applied instead in some of relevant research (Gatchel et al.,
2007; Johnson et al., 2007; Livneh et al., 2014; Rolland, 1987; Stanton et al., 2007). By framing
outcomes as psychosocial, authors accentuate the fact that experiencing non-communicable
conditions is essentially an individual psychological process, varied from person to person, and
based on unique individual-specific cognitive, emotional and behavioral characteristics, but
simultaneously resulting in broader social contexts due to an individual’s interaction with others.
Thus, in this paper social outcomes of NCDs may sometimes seem balancing on the border
between psychological and sociological perspectives. However, in fact, it is ensured that all
phenomena under study are placed and explained within sociological framework.

Having said that, presently researched social consequences of chronic illnesses are defined

as such if they are related to social interactions and conditions produced, caused or maintained due
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to a chronic illness experienced by an individual. Bridging from the general definition, social
consequences encompass those impacting an ill person’s positioning in a family context,
communication with peers, work/occupational environment, broader societal roles and statuses,

and other social domains.

3.2. Fundamental theoretical basis: ‘sick role’ and stigmatization

3.2.1. ‘Sick role’

Originating in Talcott Parsons’ (1951) ideas regarding structural arrangement of social
systems, ‘sick role’ is a centerpiece of the author’s vision of modern medical establishment.
Despite dramatic transformations in medical systems all over the world since the time of
emergence of the term, the latter remains applicable to theoretical explanations of placing a sick
individual on the map of social interactions.

The concept of sick role is meant to reflect the phenomenon of sickness being such as a
special condition that gives an exclusive set of predefined responsibilities and expectations to an
ill person. The notion in its name implies that being sick is another role performed by a person,
complying with expectations of the role mostly unintentionally because they have been
internalized during socialization process. Expectations that this role supposes are bidirectional —
imposed by society towards a sick individual as well as by a person towards surrounding society
in terms of how one should think and act, and what kind of attitude from others to claim. The
theory of sick role holds that a sick person status includes such features as 1) exemption from usual
social tasks; 2) exemption from responsibility for being sick; 3) willingness to get well and seeing
sickness as undesirable; 4) seeking for professional medical assistance to combat sickness
(Parsons, 1951, p. 436 — 437).

‘Sick role’ concept might be crucial in analyzing how chronic conditions affect patients
and their environments since, firstly, adopting a new role can be considered an outcome in itself,
secondly, this role frequently becomes one of the person’s main roles due to a disease-centered
mindset that accompanies physical changes caused by sickness, and thirdly, a new role alters and
determines social interactions in which an ill person is engaged. For instance, on the one hand, as

stated earlier, chronically ill people are often likely to experience losses in the domain of
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employment, which is linked to the potential inability to perform a role of bread-winner or an
important contributor to a family budget. On the other hand, expected sick role may contradict
with certain advantages that an ill person gains due to a special status. Someone may see getting
extra attention from caregivers as a perk, thus desire to get well is questionable in the first place.
To add more, exemption from responsibility for being sick becomes a controversial matter when
it comes to certain chronic conditions which are proven to be also lifestyle diseases caused by
detrimental habits and poor health choices (lung cancer often caused by smoking, cardio-vascular
diseases caused by lack of physical activity, etc.).

Hence, there are vivid challenges in positioning a chronically ill person within social
environment as well as due to the conflicting circumstances of chronicity of a condition and some
implicit expectations towards a sick individual. Nevertheless, the concept remains extremely

pertinent in the analysis of how sickness transforms person’s life in society.

3.2.2. Stigmatization

Another fundamental notion arising in the study of diseases, especially chronic ones, is
referred to the process of stigmatization. ‘Stigma’, originally conceptualized by Erving Goffman
(1963), is “an attribute that is deeply discrediting”, which is “incongruous with our stereotype of
what a given type of individual should be” (Goffman, 1963, p. 3). Stigmatization is culture- and
context-specific and occurs when a person does not correspond to assumptions of others about
how s/he should look or behave.

Introduction of the concept of stigma is inevitable in the discussion of NCDs. Chronic
illnesses undermine ordinariness and normality as it is perceived by a person and others around.
Cancer patients going through chemotherapy may experience discomfort losing hair,
unintentionally having their image changed, thus they are likely to wear wigs to return to what is
normal for them in order to conceal their condition. Rheumatoid arthritis patients who have visibly
impaired joints as well as patients after stroke who involuntarily exhibit bodily differences caused
by paralysis might notice curious looks and elevated attention when they are in public. This
attention by others is signaling the process of stigmatization which regularly leads to a distressed
emotional state of patients. Therefore, apart from being an outcome itself, stigma is the cause of

numerous consequential problems such as jeopardized self-esteem, a lack of desire to participate
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in social interactions leading to lost social support and eventual exclusion (Johnson, Campbell,
Bowers, et al., 2007, p. 681).

Inasmuch as stigma is entirely based on what is seen as usual or unusual in a specific
environment, not all NCDs as well as not all social categories of patients will be stigmatized
equally. “An attribute that stigmatizes one type of possessor can confirm the usualness of another”
(Goffman, 1963, p. 3). Hence, an old person showing signs of severe cough sometimes indicating
lung cancer or chronic obstructive pulmonary disease (COPD) might not be given as much
attention as a young person with similar symptoms would be because smoking, considered the
primary cause of such conditions, was more socially acceptable decades ago acceptance Likewise,
obesity and related cardiological issues is likely to be stigmatized relatively less in countries where
the prevalence of such conditions is high (e.g., the USA, Mexico, Egypt) compared to countries
where obesity is low (e.g., African countries) (World Obesity Federation, 2018).

Overall, the theories of sick role and stigma are hereby deemed fundamental in the realm
of chronic diseases since they embrace implicit general characteristics of chronic patients’
experiences: how lives change and what is expected from and by the chronically ill. Further
theories and concepts below are shown to be related or derived from these major phenomena in

sociology of health.

3.3. Establishing specific theoretical framework: tying relevant concepts

When non-communicable illnesses are scrutinized in the vector of outcomes, it is probable
to encounter the notion of adaptation quite regularly in much of modern research (e.g., Kralik et
al., 2014; Livneh et al., 2014; Moss-Morris, 2013; Stanton et al., 2007; Telford et al., 2006).
Prevailing connection of the concept of adaptation to the outcomes of NCDs in relevant literature
is well-grounded and logical. Even though adaptation is not equated to an outcome per se because
it is rather aftermath of other outcomes such as identity shift or job loss, the necessity for patients
to adjust to their newly acquired condition and role is unavoidable. Thus, adaptation in its many
shapes and versions can be referred to as an indirect consequence of chronic diseases.

NCDs create a situation that may be likened to the loss of balanced position by a sick
person. As a result, adaptation is perceived “as a return to equilibrium after critical illness events

and stressors” (Moss-Morris, 2013, p. 681). There is significant heterogeneity in how adaptation



19

process is lived through by each patient due to the differences in severity of conditions, personality
types, and social circumstances. Stanton et al. (2007) propose the utilization of concepts of distal
and proximal risk and protective factors in adaptation. Distal factors — socioeconomic status,
culture and ethnicity, gender norms — vividly refer to the structural level, while proximal factors —
interpersonal communication, personality characteristics, cognitive peculiarities, and
individualized coping mechanisms — are linked to agency that an ill person has and can express
while adapting. Similarly, Moss-Morris (2013, p. 684) suggests a model of adjustment to chronic
illness that essentially includes the same factors, albeit named differently. The author stresses that
1) personal factors (values, personality, age, early life experiences) in connection with 2) illness-
specific (disability, severity, treatment types) and 3) background social and environmental factors
(SES, social support, the state of healthcare) determine the outcomes of a chronic illness and
person’s adaptation to them.

Given these points, social outcomes of NCDs can be analyzed through the concept of
adaptation which in turn relies upon personal, illness-related and structural factors.

Somewhat conterminous, but still distinct, notions for scrutiny of social consequences of
chronic diseases are acceptance (vs. denial), self-management, and coping. Distinctiveness of the
concepts is explained by peculiar accents they add to understanding of how disease outcomes are
perceived and dealt with by patients. Acceptance and denial are two conditionally opposite
approaches or perspectives that a patient undertakes while responding to incidence of a disease
and changes in life related to a new health condition (Telford et al., 2006). Acceptance is associated
with internalization of new life circumstances, formation of relatively positive view on life
regardless, and final learning how to live with a disease as harmoniously as possible. Meanwhile,
denial, a term stemming from the works by Freud (1961), is referred to as person’s refusal to
incorporate an illness cognitively and behaviorally into own life, acknowledge a role played by a
disease, and make corresponding life changes. ‘Acceptance’ and ‘denial’ are contested and
questioned because when explicitly applied to patients by doctors or broader society, the concepts
are believed to trap patients onto a path of self-labeling, self-prophesying their adjustment, which
should not be done since each experience is unique (Telford et al., 2006, p. 460). Nevertheless, the
concepts ought not to be excluded from an analytical toolkit since they are still commonly used in

patients’ and doctors’ narratives and vividly mirror differences in patients’ responses to a disease.
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Adaptation, acceptance and denial stressed above can be all summarized as processes or
types of coping with a disease. However, Kralik, Koch, Price and Howard (2004) suggest a
perspective that rests upon distinguishing coping and self-management in patients’ outcomes of
chronic diseases. Coping is seen as “the state of tolerating, minimizing, accepting or ignoring
things that cannot be mastered” (Richardson & Poole, 2001 as cited in Kralik et al., 2004, p. 260).
On the contrary, self-management emphasizes actions “people undertake to create order, discipline
and control in their lives” (Kralik et al., 2004, p. 260). Hence, coping and self-management bring
completely different behavioral patterns into action, meaning that NCD-inflicted consequences
will be interpreted and classified differently by patients themselves.

What logically follows from coping vs. self-management paradigms, what has been
acknowledged by different researchers and remains relatively consented is the idea that outcomes
of chronic pain and diseases and perceptions of them vary depending on patient’s personality
attributes (e.g., Livneh et al., 2014; Moss-Morris, 2013; Paterson, 2001; Stanton et al., 2007). Such
a conclusion reveals the connection between the variety of individual interpretations of diseases
and respective reactions of ill people to them. Personal characteristics that are the most relevant
within discourse of responses to chronic illnesses are dispositional optimism as opposed to
dispositional pessimism (Scheier & Carver, 1985; Engel et al., 2004). What the concepts indicate
is whether a person sees one’s own recovery or improvement of health state as highly probable or
not; whether NCD-related life changes are perceived as a surmountable challenge or devastating
calamity. Optimism has been proved to make adjustment to illness easier since it correlates with
decreasing depressive symptoms and better in-hospital recovery (Stanton et al., 2007).
Hypothetically, dispositional pessimism is the factor that might contribute to self-isolation and
avoidance behavior, negativity directed towards oneself and people around. Thus, the mechanism
of NCDs affecting people’s lives is again uncovered by nature of social interactions mediated and
partly determined by personal traits.

Further, an important facet of diseases in general and chronic illnesses in particular is that
these conditions tend to shift the entire focus of patients’ and their families’ attention from all
previously valued domains of life to the very disease. This phenomenon is revealed in Devins’
Illness Intrusiveness Model and Bishop’s Disability Centrality Model (Livneh et al., 2014). The
term of ‘illness intrusiveness’ is meant to reflect cumulative effect of “illness- and treatment-

induced disruptions to lifestyles, activities, and pursuits that are meaningful to the person, thus
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compromising perceived well-being” (Livneh et al., 2014, p. 131). The degree of illness
intrusiveness might be regarded as an outcome of chronic diseases and is evaluated by the extent
to which a person reduces his/her participation in one’s usual activities, by his/her perception of
personal ability of life control and subjective well-being.

Intrusiveness concept is different but related to the phenomenon of illness centrality
depicted in Bishop’s Disability Centrality Model (Bishop, 2005). Disabling chronic conditions
lead to declined quality of life by making people dissatisfied with centrally important life domains
(domain satisfaction), by undermining their perception of personal control over life (domain
control), and by intensifying negative emotions in patients’ lives (Bishop et al., 2009).

In sum, both theoretical constructions include three components of lost engagement in life
activities, compromised personal control, and lowered well-being. They also highlight the fact that
chronic diseases seize the lives of ill people and the rest of previously valued life domains
somewhat lose their worth or importance because of shifted attention towards coping with the
disease.

As derived from previous research, social outcomes of NCDs manifest themselves in all
life domains through direct or indirect transformation of patterns of social relationships (Turk et
al., 2008; Sturgeon et al., 2015). Subsequently, another remarkable theoretical pillar in the analysis
of NCD-related outcomes might be formed by explanations regarding the reasons of those critical
changes in social interactions. Stigmatization, as one of the mechanism through which a patient
experiences different attitudes to and from other individuals, has already been discussed earlier.

In addition to it, the concept of compassion fatigue enables interpretation of changed social
ties. Compassion fatigue is defined as “the physical, emotional, and spiritual result of chronic self-
sacrifice and/or prolonged exposure to difficult situations that renders a person unable to love,
nurture, care for, or empathize with another’s suffering” (Harris & Quinn Griffin, 2015, as cited
in Indiana State Nurses Foundation/Indiana Nurses Foundation, 2018). Compassion fatigue occurs
to those who are caregivers to patients suffering from severe health conditions, particularly chronic
illnesses. Initially applied exclusively to nurses as primary caregivers of seriously ill people, the
notion extended to describe family situations as far as family members undertook the leading
caregiving role in modern medical systems. Non-professional caregivers may experience
compassion fatigue as their emotional response to challenging responsibilities of “unpredicted

duration and intensity” that arise when a relative gets chronically ill (Lynch, 2018). Besides, a duty
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of constant support, limited time for themselves, and life in an emotionally unstable environment,
make informal caregivers feel worn out. The latter possibly results in communication strain
between a sick person and caregivers or within a family as a whole.

Deterioration of social relationships of a chronically ill patient also happens owing to
his/her reduced involvement in communication with others and social activities. This life change
is expected and hardly avoidable inasmuch as NCDs limit physical and emotional capabilities of
an individual, thus depriving one from shared experiences with other people. Smith & Osborn
(2007) illuminate this phenomenon by studying people with chronic back pain who reported seeing
situations requiring socialization as undesirable. Avoidance of communication is caused by
patients’ concerns regarding their images from the perspective of others and their need to act in a
certain way even if that way does not reflect their inner state. Il people may feel discomfort
because they realize unspoken obligation to express socially more acceptable cheerfulness and
positive mood while in reality they feel negative due to pain and related emotional distress.
Moreover, anticipated escape from social interactions is based on patients’ desire to restrain their
self-perceived pain-provoked negativity from spreading to other people around. “Negativity
becomes so strong and so centrally implicated in the self that it also becomes directed outward
towards other people, begins to contaminate those around them” (Smith & Osborn, 2007, p. 525).

In addition to emotional unease that the chronically ill may undergo while being around
other people, physical limitations of bodily functions equally interferes with participation in social
pursuits. Hirschberg (2012) contends that although not retreating completely from social and group
activities, chronically ill individuals shift their activities to private sphere, namely, family circles,
compared to people not affected by NCDs. The latter group is significantly more likely than the
former to attend cultural events taking place in public (Hirschberg, 2012). Possible theoretical
interpretation of such a case might be that NCD-affected people tend to feel more secure when
surrounded only by those who are well-informed about their state, can assist in case of flare-ups
and do not show judgmental or appraising attitude.

Eventually, partially compelled, but often intentional, self-isolation leads chronically ill
people to the situation of social exclusion defined as “a state in which individuals are unable to
participate fully in economic, social, political and cultural life, as well as the process leading to
and sustaining such a state” (UN DESA, 2016, p. 18). Social exclusion is essential in the analysis

of social outcomes of NCDs as it represents a widespread and frequent consequence of impaired
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intersubjective bonds. Social exclusion complicates the situation of a sick person by enabling the
following vicious cycle: sick people are devoid, involuntarily or intentionally, of social interaction,
leading to social exclusion which further prevents these people from engaging into new social

relationships and activities.

3.4. Summary of the section

To conclude, social outcomes of chronic diseases, can be considered and categorized in
accordance to several criteria. Firstly, it is the life domain — a family or work environment, social
participation, etc. — that classifies outcomes of any kind of NCD for those affected by it. Secondly,
adaptation can be seen not only in a narrow sense meaning the process of adjusting one’s life to
new illness-related circumstances, but also in a broader sense meaning the whole distinct paradigm
through which outcomes are perceived. Thirdly, the way patients and their close ones respond and
react to chronic diseases sets boundaries on how manageable outcomes of diseases become, which
in turn shapes additional framework for analysis. Overall, social impact of NCDs manifests itself
through altering social interactions in which people are engaged prior to the development of their
chronic condition. Respective alterations are inevitable inasmuch as chronically ill people become
stigmatized and have to abide by new social role they acquire —a ‘sick role’. Central frame-Setting
concepts for analysis of social outcomes of NCDs in the current research are:

Sick role

Adaptation

Distal and proximal factors in
adaptation

Acceptance vs. denial

Coping vs. self-management
Dispositional optimism vs. dispositional

pessimism

- Stigmatization - IlIness intrusiveness

IlIness centrality

Compassion fatigue

Reduced involvement in communication
with others

Social exclusion

Biographical disruption
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4. Methodology

The methodological chapter presents considerations taken at the stage of gathering
empirical data as well the phases of structuring and analyzing it. Explanations regarding the choice
of the most appropriate method for data collection, namely semi-structured in-depth interviews,
are followed by the outline of coding techniques as the intermediate nexus connecting initial data
and its structured version, and, finally, the argumentation of a narrative analysis applied during the
analysis. The section ends by the acknowledgement of methodological limitations.

4.1. Data collection

4.1.1. Selection of the method

The overarching paradigm within my research required the application of qualitative
methodology. Firstly, the research question and supporting subquestions refer to the phenomena
that are understudied in Ukraine, which, thus, compels to first generate a context-specific
framework of concepts laying the ground for future scrutiny. Secondly, not only is the lack of
knowledge on this topic a guiding factor for qualitative methodology choice, but also it is the
nature of the main research inquiry that dictates prioritizing meaning-discovering methods over
those related to quantification goals or mathematically proven cause-effect patterns. Thirdly, it is
aimed to summarize social outcomes of NCDs and desired solutions in those interpretations
assigned by patients and healthcare workers themselves. This would allow to understand the reality
from the perspectives of people who are chiefly affected by the issue.

Considering the argumentation above, in-depth interviewing is viewed as the most
appropriate method since it enables the encounter of first-hand experiences. As confirmed by
Seidman (2006, p. 7), “individuals’ consciousness gives access to the most complicated social and
educational issues, because social and educational issues are abstractions based on the concrete
experience of people.” As far as it has already been asserted, social outcomes of NCDs differ
depending not only on a particular disease, but also on the way people perceive and react to it.
People’s perceptions can be understood in the most detailed form by means of acquainting with

personal narratives, for which in-depth interviews serve as a well-suited instrument. Furthermore,
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social outcomes of chronic illnesses and respective solutions are necessarily context-related. To
this extent, interviewing lets a researcher to account for contextual details in people’s behaviors
and relevant meanings (Seidman, 2006).

Semi-structured format of interviews has been chosen due to its accordance to the primary
purpose of interviews. In fact, 1) it was necessary to provide the interviewees with space for their
own interpretations (which a structured guide would not let) and 2) yet | aimed at provoking people
to frame their standpoints within my topic of interest (which totally unstructured format would
hamper) (Mason, 2002). An interview guide in this research consisted of two major sections — on
outcomes and on respective solutions. Generally, the same questions have been suggested to both
patients and experts, with minor semantic changes caused by addressing experts as observers rather
than first-hand experiences holders.

4.1.2. Sampling

For the purpose of the study strict distinction between patients personally affected by
chronic illnesses and experts working with such patients is not considered crucial. Although it
should be acknowledged that even healthcare specialists working with patients cannot fully equate
in terms of the scope of personal experience to patients themselves, hereby both categories of the
interviewees are perceived as having equal competence to attest to the issue under study. There
were two reasons for including NCD-affected patients as well as experts working with them. The
first rationale was linked to the practicability of the research: patients are not an easily accessible
category, hence, it is complicated to recruit an adequate amount of interviewees. The second reason
refers to the phenomenon of multivocality (Holstein & Gubrium, 1995). When multiple voices
representing agents of different standpoints are considered, it is more probable to see a more
comprehensive picture of the issue.

Altogether, seven NCD-affected patients and five experts who are engaged in the
professional work with patients have shared their opinions on the matter of how chronic illnesses
affect people’s lives and which measures are necessary to manage the situation. Initially, to get
access to the experts, desk research and search through gatekeepers have been conducted. The
leaders of the relevant non-governmental organizations have been contacted via emails, and thus

interviews have been arranged. One of the familiar doctors served as a gatekeeper, i.e. a person
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who can reveal a network of competent individuals meeting the research criteria and facilitate
access to them, and introduced other doctors, thus, providing a snowball-type sample which is one
of the purposeful sampling strategies (Patton, 2002). Likewise, since health is a sensitive personal
topic, the strategy of accessible cases sampling has been considered the most feasible for
interviewee search. Therefore, patients in the same hospital have been screened by the criterion of
having any chronic illness (via contacting relevant departments only) and those who stayed in the
hospital within the period of field work have been asked for participation.

My field work has been conducted in Ukraine (two cities — Kyiv and Dnipro) during the
period from the 19" to the 27" of March, 2018. In total, there have been conducted ten in-depth
interviews, one of them being a group interview (three interviewees included). Below I present the
list of the participants in the research (See Table 1). None of them deliberately demanded their
participation to be confidential, however, given ethical considerations, the names are anonymized.

Table 1. Participants in the sample

# Name Details

1 | Expertl The Head of NGO “Psykhichne zdorovya” (people with psychic disorders),
Kyiv

2 | Expert2 A cardiologist in the Cardiac Emergency Department of Dnipro Emergency
Hospital
Associate Professor in the Department of Internal Diseases of Dnipro Medical
Academy

3 | Expert3 Professor of the Department of Internal Diseases of Dnipro Medical Academy

Member of European Society of Cardiologists
Member of European Association of Emergent Cardiology
Board Member of Ukrainian Association of Cardiologists

4 | Expert4 An anesthesiologist in the Cardiac Emergency Department of Dnipro
Emergency Hospital

5 | Expert5 The Head of NGO “Radist rukhu” (juvenile idiopathic arthritis), Kyiv

6 | Patient1 Chronic myeloid leukemia; age: 42
(+ the Head of Patients’ Charity Fund “Kraplia krovi”), Kyiv

7 | Patient 2 Angina pectoris; age: 69

8 | Patient3 Diabetes; age: 78

9 | Patient 4 Micro-infarction + diabetes; age: 69

10 | Patient 5 Myocardial infarction + diabetes; age: 82

11 | Patient 6 _ GVOI{P Myocardial infarction; age: 73

. interview — -
12 | Patient 7 Myocardial infarction; age: 58
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4.2. Coding as the initial stage of data analysis

Coding strategy applied in my research is based on The Coding Manual for Qualitative
Researchers by Johnny Saldafia (2009). A comprehensive outline of coding methods assists in
creation of a highly detailed canvas of codes and categories making further analysis exhaustive
and reliable.

Empirical data were examined through three stages of coding with the utilization of the
software NVivo. To start with, as the research design and the main research question required to
frame interviews accordingly, subtopics in the interview guide serve as provisional codes.
Provisional coding is “developed from anticipated categories or types of responses/actions that
may arise in the data yet to be collected.” (Saldafia, 2009, p. 120). Thus, ‘social outcomes’,
‘solutions’, and ‘perceptions of outcomes’ were prompted topics in the interviews, based on
relevant previous research and the purpose of the thesis. Throughout initial examination, two more
categories arose: ‘context’ and ‘determinants of outcomes’. The latter codes were not initially
expected or stimulated by the interview guide. They emerged naturally in people’s narratives. Five
generated codes can be also regarded as structural, according to Saldafia’s terminology, because
they are the result of assigning “content-based or conceptual phrases to segments of data that
correspond to a specific research question used to frame the interview” (Saldana, 2009, p. 66).

The first-cycle coding continued with ‘splitting’ approach, i.e. fixing multiple itemized
codes that a researcher evaluates as meaningful, within each of the five previously determined
categories. This second phase was accomplished by application of Descriptive, In Vivo, and
Process coding. Descriptive coding is a strategy to merely mirror in the main meaning of a segment
of data a brief phrase. In ViVo coding, on the contrary, does not suppose a researcher to apply
one’s own analytical thinking to summarize data in short phrases; In Vivo codes are identical to
the exact words used by the narrators. Finally, Process coding, allowing the usage of gerunds only,
reflects processes, rather than states, mentioned by interviewees (Saldafia, 2009, p. 70-80). During
the second stage around 70-150 codes were generated within each of the five subcategories.

The following second-cycle coding was based on Pattern Coding approach. Pattern Codes
equate to phrases that signify emergent themes or broader explanatory concepts. Pattern Codes are

semantic units in which numerous preliminary identified codes are summarized to constitute more
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meaningful theoretical constructs (Saldana, 2009, p. 152). The coding process is presented in the

scheme below to provide a more transparent picture (See Figure 1).

Figure 1. The coding pr

O

ocess

Provisional + Structural Coding

Social outcomes Determinants Perceptions Context Solutions
of outcomes of NCDs
Descriptive, In Vivo, Process Coding
@ (about 490codes)
E.g., “fear of uncertainty” (Descriptive)
“self-help groups” (In Vivo)
“leaving job” (Process)
@ Focus Coding
Social outcomes Determinants of outcomes Perceptions of NCDs
1. Cognitive conversion; 1. High vs. Low financial 1. Denial vs. acceptance
2. Compromised social opportunities 2. Dwelling on illness
interactions; 2. Strong vs. Weak emotional 3. Performing a ‘sick
3. Changes in work domain; support system around role’
4. lliness centrality; 3. Demographic characteristics
5. Financial loss; 4. Social-economic status and
6. New social circles; education
7. Search for alternative 5. llIness severity
activities 6. Awareness and care about
own health
7. Manual vs. Intellectual work
8. Personality attributes
Context Solutions
1. Personal health responsibility issues 1. Establishing economic and social
2. Stereotyping and prejudice security for sick people
3. Low information level and awareness 2. Launching more appropriate healthcare
4. Poor economic conditions in the state facilities and services
5. Inadequate healthcare facilities and 3. Ensuring extensive psychological help

services

4. “Enlightening” campaign: information
spreading and dispelling stereotypes
5. Promoting health and responsibility
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Such a detailed explanation of the coding strategy aims for avoiding ambiguity regarding
the formulation of eventual categories because the latter become the central units of deep analysis

and discussion.

4.3. Data analysis

Itis illogical to consider coding and analyzing the data as two separate processes that occur
in sequence. Especially second-cycle coding is intrinsically analytical since formulation of larger
categories-constructs is a sense-making process. Hence, the emergence of the final categories with
subsequent discussion became possible due to and simultaneously with the application of a
narrative analysis method. The topic of my research supposed immersing into people’s life stories
which are dynamic and intersubjective, i.e. “belonging to the context as well as to the author”
(Daiute & Lightfoot, 2004). A narrative analysis takes a general approach to people’s shared
insights, draws the connections between different parts of the content emphasizing narrators’
interpretations of them. What is specifically pertinent is the facet of a narrative analysis method to
compare and contrast multiple stories, and to account for the background (Ezzy, 2002). Inasmuch
as the contextual component is crucial in the topic of chronic diseases, a method that would

examine narratives wholly is needed.

4.4. Methodological limitations

Basing empirical research on the data from two largest cities in Ukraine may have led to
the omission of some ideas that could have emerged given people from other areas had been
interviewed, since local social contexts are crucial to the outcomes of NCDs. Besides, interviewing
six out of seven patients occurred within the same hospital, which requires to account for local
healthcare contextualization. Theoretical bias embedded in the interview guide should be
acknowledged as another methodological constraint. Questions regarding different domains of life
that are theoretically considered to be affected by chronic diseases were somewhat leading by their

nature, albeit formulations were attempted to be as less prompting as possible.
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5. Results and Analysis

5.1. Overview of the section

Presentation of empirical results along with concomitant analysis coherently follows the
research subquestions initially outlined. Aiming to develop an answer to the main point of inquiry,
namely, what the solutions to the negative social outcomes of non-communicable diseases in
Ukraine are, | organize results and discussion as follows: firstly, it is summarized which social
consequences have been introduced by the interviewees; secondly, factors that determine the
severity of negative outcomes for different people are presented; thirdly, | propose the synopsis of
different ways people with NCDs perceive and endure the effects of their diseases; fourthly, it is
noteworthy how social outcomes of chronic diseases are embedded into the general economic and
social context of the Ukrainian society; fifthly, I outline and discuss which changes and actions,
I.e. solutions, are desired by NCD-affected people and healthcare workers in order to mitigate the
negative social outcomes of experienced health conditions. Each of the subthemes in the study is
delineated in the format of a typology mirroring a corresponding aspect.

It is explicit that some categories generated during the coding process address or directly
refer to the relevant theories and concepts discussed previously. However, data received from the
interviewees also yields insights that might be groundbreaking for new theoretical models
describing experiences of NCDs more context-specifically. Contextual positioning of the subject
of research suggests an idea that the ways chronic illnesses are perceived and lived through cannot
be entirely explained by general theories since cultural localization of the issue plays a crucial role.
Overarching finding of the current study confirms that perceptions of the outcomes of chronic
diseases are as critical for people’s lives as outcomes themselves.

Each of the proposed typologies — outcomes, their determinants, perceptual responses,
contextual peculiarities, and solutions — is relatively extensive, thus seemingly concision-lacking.
Nevertheless, it is believed that further level of systematization would undermine highlighting

significant aspects of each subtheme.
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5.2. Social consequences of chronic diseases in Ukraine

The very essential starting point on the way of formulating the list of measures alleviating
negative social consequences of NCDs is examining the scope of those effects per se. Interviewed
patients and healthcare workers brought up social outcomes that can be classified into seven major
categories: 1) cognitive conversion; 2) compromised social interactions (incl. family relations); 3)
changes in work domain; 4) illness centrality; 5) financial loss; 6) new social circles, and 7) search

for alternative activities.

5.2.1. Cognitive conversion

Cognitive conversion, or metaphorically speaking, “cognitive earthquake”, which portrays
the magnitude of confusion experienced by patients and their families more vividly, is the primary
effect chronic illnesses have. Drawing on the theory of Moss-Morris (2013), | argue that
difficulties in comprehending one’s newly acquired health condition emerge when people find
their life out of “equilibrium”. In people’s narratives this instability is communicated through
expressions of “feeling lost”, “being hysterical upon finding out”, “thinking that is a mistake”, etc.
At the initial stage people come across the necessity to decide for themselves how to interpret the
fact that their life will go through transformations, yet difficult to predict. Emerged disequilibrium
occurs as a result of overwhelming uncertainty, previously emphasized by Lindsay (2009). “4
person gets into a completely different reality.” (Patient 1, 2018).

Bury’s (1982) conceptual frame of biographical disruption is pertinent to this analysis as it
enables us to see “a completely different reality” theme as evidence of powerful effect of chronic
disease on person’s self. In this regard, illness is not distinguished as a temporary stage or a period
naturally embedded in life, bur rather as an occurrence carrying person to a different coordinate
system. Throughout all interviews there has been noted a discourse of ‘life before and after’, which
completely coheres with the notion of biographical disruption. Chronic diseases are interpreted,
and, thus, endured as a life-turning event. The severity of a condition contributes to the degree of
how disruptive an illness is. However, envisioning their lives as divided into before-NCD and

after-NCD periods is consistent among patients.
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5.2.2. Compromised social interactions

Findings based on empirical data in this research align with those previously produced by
Turk et al. (2008), Sturgeon et al. (2015) in a way that they support the claim of hampered social
interactions due to chronic diseases. On the one hand, NCD-affected people get excluded from
different sources of communication because of the bodily limitations. Sometimes unpredictability
of physical responses that follow outburst of a disease indirectly contribute to self-isolation
because a person does not feel secure being alone without relatives who are able to help at the

moments of flare-ups.

“When I got ‘sugar’ [meaning: diabetes], if I worked with a group of women, and we were going
to go somewhere for a hen’s party, relax, of course, I prohibited myself to do that. Prohibited because I
knew that if | go somewhere, | need some close person to be with me. At any moment sugar level could have

dropped or risen.”
(Patient 3, 2018).

Goffman’s (1963) theory of stigmatization is generative for understanding another reason
why social interactions are externally compromised for the chronically ill. Some interviewees
reflected upon existence of uncomfortable feeling arising when other people find out about the
presence of a sick person among them. Interestingly, whichever reactions presence of a sick person
around provokes — whether it is sympathy, carefulness in communication or disregard — a “sick”
status is most frequently perceived as the main one, meaning that stigma assigned to a person is
overpowering other existent aspects of person’s identity.

On the other hand, jeopardized social interactions are the consequence of internal factors.
The data coheres with Smith and Osborn’s (2007) conclusions regarding negativity that a
chronically ill person holds inside because of the constant stress, pain, and dissatisfaction, and

conveys it to others while socializing.

“...Sick people are nervous and irritated people, who little by little start to annoy others, and they
themselves understand that. When you talk to them, they say, ‘Yeah, I feel that myself, I changed’, and they
get nervous. It is a vicious circle: blaming oneself, understanding everything, and getting more nervous
because of that.”

(Expert 4, 2018)
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In this regards, Devins’ Illness Intrusiveness Model (Livneh et al., 2014) demonstrates
great relevance to the analysis because it captures and explains how illness penetrates a person’s
life to the extent that it contaminates personal reactions on which further communication is
founded.

Having said that, a particular aspect of damaged social interaction lies within a family
domain. Family, as proved by the data within the thesis, usually becomes by far engrossing, if not
the only, socializing platform for sick people. This phenomenon is followed by two sometimes
contradictory processes. On the one hand, family ties get strengthened and deepened on the ground
of a common issue a chronically ill individual and his/her relatives share. On the other hand,
interactions within family are impacted negatively because of the very same reason: a sick one and
relatives share a common issue, but it becomes too overwhelming. “It happens that ‘the other half’
just can’t handle it and leaves.” (Patient 1, 2018).

Narratives in my study confirm that family relations are those that are the most susceptible
to the effects of chronic disease of one of the members. That can also be seen from the perspective
of compassion fatigue concept (Lynch, 2018), which mirrors how prolongation of extensive care

and sympathy exhausts family members and is linked to strained relationships.

5.2.3. Changes in work domain

As suggested by the previous research (Walder and Molineux, 2017), transformations in
occupational sphere are by far the least latent for ill patients and their families. Careers get
impacted relatively quickly as long as chronicity of people’s conditions is established and realized.
Despite the fact that work necessarily affects other life domains, all aspects of life are intertwined
and, thus, there are multiple indirect changes that ought to be rather called ‘work-related’,
distinction of a separate category among others within suggested typology is purposeful. It is meant
to summarize the interviewees’ reflections on how much their very opportunity to work is
influenced, not accounting for social interactions or identity crisis happening meanwhile. It is
noteworthy that work change is normally not a matter of occurrence of a fact, but rather a matter
of the magnitude of a change and its timing. Some people are forced to switch to a simpler job

because of physical inability to perform tasks. Others are first to be fired during companies’ staff
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reductions since they are seen as not prospective — ‘weak links’. Another group is so debilitated

by illness that the possibility of continuing any type of work is threatened.

“Say, I am a furniture maker after infarction...I used to be able to lift a 30-kg wardrobe. Now he
thinks that, ‘I am not allowed to lift more than five kilos’. And that’s it, he needs a partner.”
(Expert 4, 2018)
“I realized that I would not be able to work as I used to.”
(Patient 1, 2018)

Since the data in this paper shows that what varies is the degree to which work is limited
or made impossible, Iliness Intrusiveness Rating Scale (Devins et al., 2001) is again proven to be
of the first-level applicability to NCD-related research in general. I1IRS is exactly the measure that

emphasizes not only the mere fact of NCD-produced outcomes, but also the degree of their impact.

5.2.4. lliness centrality

Logically following illness intrusiveness concept, illness centrality is another obliquely,
but steadily, reported outcome of chronic diseases. Bishop’s Disability Centrality Model (Bishop,
2005) fully suffices to explain what was discovered during interviews: chronic illnesses seize to
dominate people lives and force other life realms to the background.

’

“All other charms of life go to the background...Life manifestations lose their degree.’
(Expert 2, 2018)
“It is a separate profession of a sick person.”
(Expert 3, 2018)
“What is left is only fighting with your disease. You start going to the hospital all the time,
sometimes nearly living there.”
(Patient 1, 2018)
Hence, the process of gradual illness centralization occurs through several mechanisms.
Firstly, disease-related medical procedures require time and effort, which quantitatively and
qualitatively take up a considerable part of life, meantime concentrating an individual mentally on
one’s disease as well. Secondly, emotional and cognitive comprehension of a chronic illness shifts
all previously important aspects of life aside, thus, not allowing people to experience them to the
complete extent. Thirdly, while also being perceived first and foremost as a ‘sick’ person as a

result of stigmatization, an individual starts to internalize such an attitude to oneself.
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5.2.5. Financial loss

The way NCDs financially affect patients and families is easily observable, and results
yielded by the current data are supported by previous studies (e.g., Grande et al., 2013). The logical
chain behind this causal link starts with treatment costs being very high, at times unaffordable, and
follows to the limited consumption of the very basic products and inability of participation in social
events that require money investments. In my study, older interviewees who are living on state
pensions only have reported their struggle regarding accommodation amenities payments, which
roots from enormously high healthcare costs. Furthermore, some people expressed their need to
cut expenses on trips or recreation activities because savings were spent on sudden outbreaks in

their health conditions. One reflection from the gathered data eloquently depicts this phenomenon:

“For example, let’s consider this time. I was saving up. My friend lives near the Azov Sea. I was
there in 2013 for the last time. She has been inviting me since. This year | decided that the person is waiting
for me, so I should save up till summer so that I have some money. And here I ‘came’. To the ambulance.
Now [ think if I will be able to do that. Can my pension solely suffice?”

(Patient 2, 2018)

In this regard, it is absolutely evident how interconnected consequences of NCDs are.
Impaired social participation is a result of financial losses which in turn are sometimes
insurmountable in the context of Ukrainian medical system which does not always provide free

medication of high quality.

5.2.6. New social circles

Further discussion requires specifying that not all social consequences of chronic illnesses
may be regarded as negative, i.e. detrimental or limiting for a patient’s life. One of those outcomes
manifested by patients and doctors is natural acquirement of new social circles mainly constituted
by other patients with similar health problems presently or in the past. The process of uniting with

people who experienced or are experiencing the same disease-related transformations is built upon
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the implicit human tendency to long for social groups which share characteristics as one’s own

(Andersen & Taylor, 2002, p. 135).

“Your communication circle changes from your colleagues to the ones like you.”
(Patient 1, 2018)
“If a patient is involved in some other activity, there she meets people who are also a bit

troubled... It makes you keep up...So, it’s some support.”
(Expert 3, 2018)

Emergence of new social affiliations is linked to the fact that people might feel more
relaxed communicating with those who do not stigmatize because they share the exact same
chronic illness. Finally, social groups of the alike are the sources of advice and information that

becomes of the first importance accounting for illness centrality mentioned above.

5.2.7. Finding alternative activities

Alteration of what was considered as normality in everyday life for people who got
affected by NCDs happens beyond work and communication domains as well. Concurring factors
such as work limitations, reduced social contacts, and changed bodily capabilities altogether force
a chronically ill person to search for activities that would substitute for those abandoned. As stated
by one of the patients with myocardial infarction, she could not remain as active as before, so she
took up embroidery which she enjoyed instead. Another cancer-ill interviewee communicated the
idea of finding his own place in helping others like him which produced positive results for both
parties. However, mostly people narrate about alternative activities in the discourse of destruction
rather than constructive ways of organizing one’s own time. In fact, it has been stated by the patient
with several chronic diseases (diabetes, three micro-infarctions) that up on the outbreak of
diabetes, all activities are restricted to household chores. Moreover, if somebody’s work was
linked to what a person saw as a hobby, job loss led to the inability to engage in that recreational
activity without an opportunity to replace it with something equally enjoyable: “7he director told
her to quit...She was an art teacher. She worked with kids exactly in the Arts. And she has got a
problem. Her husband, a colonel, could not stand all that creativity at home...” (Expert 1, 2018).

Overall, social outcomes of NCDs in this thesis have been summarized into seven distinct,

but interrelated, categories, two of which do not necessarily require to be referred to as negative.
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Thus, the latter is crucial to account for while further analyzing solutions and which undesired

NCD-related changes they should target.

5.3. Determinants of social outcomes of non-communicable diseases

It is critical to start with the explanation why discussion of determinants of NCD-provoked
social outcomes is generally necessary. What my qualitative data and the previous research
examined for this thesis have shown is the fact that there are certain phenomena which appear to
intermediate diseases themselves and their resulting social outcomes. Formulating otherwise,
patients with the same chronic illness are bound to experience different outcomes due to the
individual and contextual circumstances relevant to their particular case.

Specifically, in the current study, intermediating factors proved to be 1) high vs. low
financial opportunities, 2) strong vs. weak emotional support system around, 3) demographic
characteristics, 4) social-economic status and education, 5) illness severity, 6) awareness and care
about own health, 7) manual vs. intellectual work, and 8) personality attributes. All generated
subcategories support and do not go beyond findings by Moss-Morris (2013), Stanton et al. (2007),
Livneh et al. (2014). Even though these factors have been mentioned before rather within the
discussion of post-diagnosis adaptation, they also appear to be pertinent in the analysis of the
reasons why outcomes tend to vary among patients.

| draw especially on the concepts of distal and proximal adjustment factors (Stanton et al.,
2007) and a working model of adjustment to chronic illness by Moss-Morris (2013), but apply
them to the determinization of social outcomes of chronic diseases in order to clarify the
mechanism. Thus, determinants of NCDs outcomes encountered within the data in my study can
be categorized as follows (See Table 2).

Table 2. Determinants of social outcomes of NCDs

Proximal factors Distal factors
Personal Health-related Social and environmental
Personality - Optimism vs. Iliness severity Socio-economic status +
attributes — pessimism education
- Openness about | Awareness and care | Strong vs. weak - Family
one’s illness about one’s health social support — - Friends
condition - Colleagues
Demographics — - Age Financial situation
- Gender Manual vs. intellectual work
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Some of the aspects have been mentioned briefly. For instance, one of the healthcare
workers herself brought the discussion to a more analytical level by stating that socio-economic
status and education indirectly determine the way patients will experience the disease because
higher education and SES contribute to the better awareness and control of one’s own life.
Furthermore, age was emphasized as the predictor of not only biomedical outcomes, but also social
ones. What aligns with the previous studies (e.g., Johnson, Campbell, Bowers, et al., 2007) is that
the older person is, the more ‘normal’ it is for him/her to have an illness from the point of view of
the society. Thus, older patients might experience less attention and care from their relatives than
the young would. Additionally, health-related factors include the severity of a chronic condition
and the degree of how caring towards one’s health one is. The link between these factors and
outcomes is revealed in the way that the later a disease stage is and the less attention a person had
given to his/her health before developing an NCD, the more negative effect a disease will have on
person’s life from social standpoint.

Nevertheless, some aspects have been given considerable attention by the interviewees.
Financial opportunities of patients’ families have been reported to play a key role in whether
disease would be socially challenging or relatively easy to handle. Likewise, the type of job,
manual or intellectual, that a person used to perform before a disease is interrelated with social
outcomes a disease has. Manual workers are more likely to suffer socially from their health
condition because the latter hinders their ability to continue working while individuals with
intellectual jobs find themselves in a better situation because their work depends less on bodily
changes. Family support and considerate attitude at a workplace have been the second most
discussed phenomena. The more thoughtful, patient, and compassionate people who surround an
ill person are, the subjectively less intrusive a disease is. Finally, the interviewees extensively
highlighted the importance of personality attributes in defining social outcomes of NCDs

elaborating on positive attitude as the factor of less impairing social consequences of a disease.

“Those people who were more easy-going before the disease, more optimistic, having more friends,
are still more easy-going. They can find more hobbies for themselves.”
(Expert 1, 2018)
“Someone is callous, someone cannot develop that ‘skin’ which protects you till old age.”
(Patient 2, 2018)
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“One can whittle down all cons and yield as many pros as possible, find alternative ways of solving
the problem...But one can do the opposite — think that negativity is all around and one is abandoned by the

society, by close ones...”
(Expert 3, 2018)

Overall, personality attributes constitute a large part of the people’s narratives in my
empirical data because not only are they considered to be primary predictors of the ways chronic
diseases impact patients, but also they entirely shape how social outcomes are perceived and

endured. Hence, they gain thorough attention in the following subsection.

5.4. Variety of NCD-related experiences and perceptions in Ukraine

The reason why | include and elaborate on the subtheme of perceptions of NCDs is the fact
that the way people interpret their illnesses sets a framework for disease outcomes and
corresponding solutions. The analysis of perceptions of NCDs serves as the extension of a dialogue
on the role of individual level factors in determination of social outcomes of chronic illnesses
because possessing certain individual dispositions (a), perceiving a disease (b), and arriving to
accordant outcomes (c), comprise a logical sequence implied by my empirical data and examined
earlier works.

Hereby it should be disclosed that this aspect lies within a very interdisciplinary realm and
the work claiming to be of a sociological nature may be criticized for addressing psychological
phenomena excessively. Nonetheless, omission of the analysis of an individual level is believed to

disrupt deeper understanding of NCD social outcomes.

5.4.1. Denial vs. acceptance

The conceptual antagonism of denial vs. acceptance (Telford et al., 2006) is central
throughout the narrations of the interviewees. Chronic diseases, especially the ones leading to high
degree of stigmatization, are often imagined as a ‘life sentence’, which explains why it is

challenging for some patients to comprehend a new circumstance in their biographies.

“First comes the period of despondency, to be precise, denial.”
(Patient 1, 2018)
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“Perception of a disease goes through several phases. The first phase: fear, on the one hand, denial,
on the other.”
(Expert 3, 2018)

Denial is observed in several manifestations depending on the stage of an illness when it
occurs, and also on the functional role of this mechanism. Firstly, the feeling of disbelief may be
caused by the overwhelming disruption that a disease brings into one’s life and be a natural
response correlated with unwillingness or inability to picture forthcoming life adjustment steps. If
this type of denial happens on initial stages and has a temporary duration which gradually succeeds
by acceptance of the circumstances, social outcomes of NCDs are likely to be less destructive
because people start applying coping strategies and look for alternative activities earlier. Secondly,
the other way denial manifests itself is more long-term, possibly, constant. To illustrate the latter,

there is an excerpt from the interview with a diabetes-affected patient.

“Interviewer: In what ways has your life changed after you acquired a disease?

Interviewee: To be honest, it has not changed at all...

[Later] Interviewee: I started to feel discomfort...Due to diabetes, I went for a different job...I've stuck to
a particular diet up until these days...

[Later] Interviewer: And how about your hobbies, spare time?

Interviewee: When I was young and healthy, I walked all around, had fun. When I got ‘sugar’ [meaning:
diabetes], if | worked with a group of women, and we were going to go somewhere for a hen’s party, relax,

of course, I prohibited myself to do that.”
(Patient 3, 2018)

This diabetes patient consistently denies the fact of her life being changed, meanwhile adding
illustrative evidence of considerable transformations. Such a case exemplifies prolonged denial
that, as it might be hypothesized, serves as a defense mechanism aimed to make patients feel
‘normal’. The perspective of keeping an equilibrium and dwelling on ‘normality’ again permeates

people’s experiences because it is associated with reluctancy to make social adjustments in life.

5.4.2. Dwelling on illness

A response that might be seen as rather opposite is person’s extreme concentration on one’s
illness. It is reflected in narrowing down conversations with other people to disease-related topics,
abandoning previous work and leisure activities without substitution for new available ones,

frequent self-pitying periods, and self-limiting perspective with regard to the future. Self-limitation
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occurs when patients themselves create boundaries of what they can or cannot do due to their
diseases, regardless of whether such restrain is dictated by real physical abilities or medical
requirements. For instance, they have risk-averse attitudes towards travelling or leaving home
since people are uncertain regarding potential reoccurrence of symptoms and public perceptions
related to those. Hence, patients get themselves involved into a cycle of avoidance of social events
and subsequent deeper concentration on a disease supplanting the majority of other aspects of life,
thus, reiterating the cycle.

“You start thinking, ‘Okay, what did I inject today? What is tomorrow? Which tests?”
(Patient 1, 2018)
“There are those who dive into their illness, think only about that, direct all their actions to it.”
(Expert 4, 2018)

It may be suggested that similar behavioral patterns stem from a ‘sick role’ phenomenon
described by Parsons (1951). Internalization of a new social status is associated with abiding by
behaviors that are expected by the society. One of such anticipated behavioral aspect is the desire
to recover and readiness to make all effort for that purpose (Parsons, 1951). The latter is followed
by a disease-focused state of mind and the emergence of a ‘survival’ discourse. To be exact, the
NCD-affected people start interpreting their lives as the battle for survival, thus, repeatedly proving
the relevance of the illness centrality concept (Livneh et al., 2014).

5.4.3. Performing a ‘sick role’

Regularly mentioned ‘sick role’ is not merely a research-driven conceptual notion which
arises solely on analytical level. In similar wording it can be traced on narrative level as well. One
of the interviews provides a particularly eloquent example. “...IlIness is a separate profession of
a sick person...The professional ‘sick’ can be the one who always complains. And the professional
‘sick’ is also the one who will find ways from all situations. The second type is maybe 5%. " (Expert
3, 2018).

The illustration offers two scenarios of people’s perceptions of their new role to be
scrutinized. On the one hand, individual’s interpretation is connected to negative attitude and
seeing a disease through the paradigm of life destruction. On the other hand, ‘professionalism’ of

a sick person is manifested through perseverance in coping with the consequences of a disease.
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The notions of dispositional optimism and dispositional pessimism appertain to the evidence
(Engel et al., 2004; Scheier & Carver, 1985; Stanton et al., 2007). It might be hypothesized that
the scenario of a ‘sick role’ a patient chooses depends on relevant personal attributes. Applying
solely negative interpretation to a disease yields more emotionally difficult adjustment, logically
leading to reduced participation in social activities and strained relationships within one’s family.
The patients and those who work with them stressed, among others, the feelings of inferiority, fear,
and stigmatization-related discomfort leading to concealment of information about their diseases
from others. However, dispositionally optimistic patients may be the ones whose ‘profession of a
sick person’ generates active mindset, search for new opportunities, grasping control of their new
lives — what has been labeled as self-management techniques as opposed to mere coping with
circumstances (Kralik et al., 2004).

‘Sick role’ phenomenon is reported to be connected with another possible pattern.
Describing the life trajectory of children affected by rheumatoid arthritis, the interviewee
highlighted the process that can be conceptualized as ‘sick role abuse’. In fact, realizing their
special status, rights and obligations related to it, and attitude from other people, children may start
taking advantage of their sick role. It is revealed by excessive dependence, lack of desire to try
doing daily activities on their own, and justification of certain behaviors by the fact of a disease,
while all of the aforementioned is not genuinely caused by physical or mental limitations.

To summarize, social outcomes of NCDs vary not only in accordance with structural or
illness-related factors, but also personality differences expressed in the ways people perceive and
act on their chronic conditions. Denial vs. acceptance behavioral patterns, concentration on a
disease along with concomitant sick role interpretation determines how fast and successfully

patients can manage their lives and deal with social consequences of NCDs.

5.5. Contextual peculiarities of the outcomes of chronic illnesses in Ukraine

Description of the social context within which non-communicable diseases occur and affect
people in Ukraine is a necessary bridge to connect understanding of NCD-related social outcomes
and measures that should be undertaken to mitigate those consequences that are devastating for
patients and their families. Since there are numerous aspects of the Ukrainian economic and

cultural environment that might be assumed as relevant, it is reasonable to accentuate precisely the
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phenomena referred by the interviewees. Although the interview guide did not include any
deliberate questions on the contextual premises in Ukraine, people’s narratives granted much
context-specific information that allows more substantial interpretation of the issue under study.
While some of the contextual facets are more apparent and anticipated owing to previous studies
on NCDs in low- and middle-income countries, some can be uncovered in depth only by means of
addressing individual stories of those who have gone through the process of developing a disease
and establishing life in accordance with the present context. Below I outline five most prominent

aspects of the Ukrainian reality that are interwoven with social outcomes of chronic diseases.

5.5.1. Personal health responsibility issues

Rooted in the times of former Soviet Union, healthcare in Ukraine is generally the field of
certain paradigm collapse. On the one hand, since the old totally free healthcare system supposed
enterprises, industries, and other organizations to direct their employees to periodic obligatory
medical check-ups, the nation got used to the setting in which responsibility for individual health
is somewhat dispersed, shared by the employer and the state. On the other hand, as a result of
societal economic, legislative, cultural, and ideological fluctuations, people found themselves in a
different situation, in which healthcare provision is still officially free, but the approach towards
health itself stopped being structural. Even though educational institutions like schools and
universities continue including physical education in their mandatory curricula, overall, health
culture stopped being the matter of national scope. Nevertheless, on a micro level the paradigm
shift has not been finalized. Hence, responsibility for one’s own health is not yet internalized and

perceived as personal.

“It’s not imprinted in our upbringing that when you get sick, you have to give yourself some
attention, to go for a test, to go through the course of medication. To put home [meaning: house chores and
family] to the background is not a solution. We are slow in this.”
(Patient 7, 2018)
“There is no understanding of all parties that prevention and patients’ personal care about their
health is their own responsibility. Nobody pays attention to prevention.”
(Expert 3, 2018)
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Moreover, healthcare workers observe a tendency of patients to shift the responsibility for
treatment outcomes onto doctors. It cannot be claimed to be widespread, however the mere
existence of similar cases deserves attention. The doctor of a cardiological department mentions,

“We’ve come across such a position of patient organizations: presumption of innocence of a patient
and presumption of guilt of a doctor...What I see quite often is that a doctor is a little bit guilty from the

start. And it is natural because patients and families perceive emotionally.”
(Expert 3, 2018)

Thus, insufficient preventive behavior by patients and lack of realization of personal
responsibility for health are the crucial part of the context shaping negative social outcomes of
NCDs.

5.5.2. Stereotyping and prejudice

Stereotyping that affects ill people is not something unique and peculiar for the Ukrainian
environment only. Sick people are approached in communication differently due to either visibility
of symptoms (as in case of rheumatic disease), or special image of a particular illness (as in case
of cancer which is associated with death), or uncertainty about forthcoming flare-ups
(hypertension), or other signs of impairment. It is noteworthy that stereotyping may and frequently
does, but does not necessarily have to, hinge on negative attitudes imposed on the ill by those
surrounding them. Stereotyping defined as “evaluations based on erroneous preconceptions
regarding an out-group” (The Cambridge Dictionary of Sociology, 2006, p. 470) may be expressed
in the form of excessive sympathy and pity, over-protective attitude at a workplace, prevention of
person’s participation in some physically-challenging activities, etc.

However, discriminatory actions based on negative stereotypes are prevailing, workplace
being the major arena for such phenomena. 1l people whose work rhythm is critically impeded by
their health condition cannot be directly made redundant. Nonetheless, being known for frequent
sick leaves at times of illness outbreaks, slower pace of work, they are not considered as respected
valuable employees and are willingly dismissed from work when such an opportunity arrives to
an employer. In words of the interviewees, “the society is not friendly to the chronically ill” (Expert

1, 2018), “there is a lack of tolerance to them” (Expert 3, 2018). Furthermore, agism is a distinct



45

aspect of stereotyping process. “The younger a patient is, the more a family participates in his
destiny. There is some fatalism.” (Expert 3, 2018).

Fatalism the interviewee was referring to manifests itself in perceiving diseases at old age
as a usual occasion. This, not being a totally unreasonable assumption, albeit leads to more careless
attitude to senior people, perception of them as of less valued. Finally, stereotypes are especially
rigid and harming when it comes to people with chronic mental disorders. Regardless of their
actual illness severity and mental state, they are stigmatized the most because of the relevant
stereotypes circulating in the society. “Even the most sensible people do not know what
schizophrenia is. They instantly picture a person with an axe.” (Expert 1, 2018).

As concluded by the latter interviewee herself, the society reinforces stereotypes and
stigmatizes the ill “not because people are mean, but because they don’t know about diseases”,

which is further examined in the following subsection.

5.5.3. Low information level and awareness

One of the most emphasized subtheme in my data concerned the level of awareness that
both patients themselves and the society in general have about health protection and the nature of
chronic diseases. Low awareness level is inseparably linked to the limited scope of information
flow, which in its turn latently results from the absence of deliberate and powerful national health
protection discourse mentioned earlier. Shortage of knowledge regarding chronic diseases and
related issues is reasonable to be analyzed from two angles: insufficient patients’ comprehension
and public ignorance.

On the one hand, patients do not always completely grasp what their health conditions are
associated with, which life adjustments should be made instantly, and which should be expected
in the future. A diabetes patient described her way of acquainting with her disease as fragmentary.
Some important aspects such as the prospect of leg amputation, occasionally being the part of
diabetic condition, were encountered by the patient due her communication with other patients,
not due to doctor’s explanations or individual research by the patient herself. Interviewed doctors
also shared their reluctance to be explicit with patients about possible life modifications an illness

might bring since doctors are unsure about patients’ emotional responses.
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“They try not to tell straightforward. It’s not because doctors are monsters. It’s because of
stigmatization [meaning: patients’ self-stigmatization; inferred from the context]. They are afraid of telling
directly.”

(Expert 1, 2018)

“You don’t always mention the word ‘life-long’ because for them it’s like... ‘So how long?’— ‘For
now, all the time.’ or ‘Long time, but we’ll see.” Some doctors tell ‘life-long’, but not everybody can accept
that. Those who have been with a condition for long time...they have put up with it more or less.”

(Expert 2, 2018)

Thus, patients often remain unaware of the entire chain of circumstances that their illnesses
lead to. The most salient reasons are incomplete guidance from doctors and lack of feeling of
personal responsibility for own health resulting in low health-related self-education.

On the other hand, general public ignorance regarding health protection, risk factors, and
disease symptoms, is another aspect of the low awareness issue. As stressed before, NCDs are
highly associated with lifestyle, hence, prevention in cases of NCDs can be quite controllable.
However, there is not enough understanding of how to control for the behavioral determinants of
chronic diseases. Moreover, people who have never encountered a certain disease or do not have
other affected people in their surroundings, are not likely to have clear apprehension of potential
biomedical and social outcomes. | hypothesize that if the society had been more aware of the
possible consequences, it would have taken more preventive measures on both individual and

structural levels.

5.5.4. Poor economic conditions in the state

Addressing what has already been mentioned, people in low- and middle-income countries
are prone to experience more financial struggles related to healthcare and protection (Boutayeb,
2006). In Ukraine, as in one of such countries, out-of-pocket payments amount to nearly a half of
total health expenditure (Murphy et al., 2013; WHO, 2015). To further illuminate economic
contextual aspects, compared to the 2017 average factual subsistence minimum which amounted
to 2646 UAH (881 SEK) (Ukrstat, 2018a), average pension was estimated to be 1828 UAH (609
SEK) (Ukrstat, 2018b).

Because of the statistical rigidness, the national average salary does not represent the real
situation because large cities estimates somewhat distort the general picture, while there are many

smaller towns and villages where wages and salaries are lower than in metropolitan regional
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centers. Nevertheless, even if the national average income was everywhere three times as high as
the minimal subsistence level, healthcare costs in cases of chronic diseases would still have
detrimental effect on families and individuals because medication of a good quality might be yet
unaffordable. Taking into consideration that by the time of the person’s advanced age the
combination of chronic diseases tends to enrich, pensioners are very likely to find themselves in
the most restrained condition. Hence, the juxtaposition of the average factual subsistence minimum
and average pensions provides some eloquent evidence of the reasons why NCDs are extremely
difficult to be endured and managed from socio-economic viewpoint. All these fragments of the

Ukrainian reality are conveyed in the interviews.

“Pharmacy [meaning: the cost of medication bought in pharmacies] is absolutely unaffordable for
old people.”
(Patient 6, 2018)
“There are just few people who can afford whatever they need.”
(Expert 2, 2018)
“Very few people can afford high-quality treatment with oncological diagnosis.”
(Patient 1, 2018)

Participants of my study altogether independently agreed on the extreme deficiencies in
economic aspects of healthcare and on the primary role of economic security for more positive
outcomes of the diseases. In addition, confined by respective financial hindrance, ill people often
do not have other choice except to continue working, albeit their health conditions do not
correspond to that. Prioritizing earning money over taking proper care of their health, thus,
becomes, a necessity. “Of course, it is no good that a person is occupied with bread-winning
instead of taking care of one’s health.” (Expert 2, 2018).

Having said that, it is pertinent to develop the discussion of the context with the aspect
logically intertwined with the poor economic state of Ukraine. Namely, it is insufficient healthcare
provision in terms of facilities and resources that considerably determines social outcomes of

chronic diseases.

5.5.5. Inadequate healthcare facilities and services
As in most low-/middle-income countries, in Ukraine public spending is prioritized in the
way that unequally favors certain sectors and underestimates the importance of the others. Based

on the observed governmental financing strategies, public opinion in Ukraine has formed images
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of Ministry of Health and Ministry of Social Policy as departments of “residual principle” (Expert
3, 2018), i.e. receiving as much financing as it is left after all other expenditures have been made
first by the government. Such a perception mirrors the reality in which sectors in charge of public
health and relevant policy-making are not granted necessary resources to establish sufficient
illness-preventive and health-promoting setting.

One of the remarkable topics raised by the interviewees, patients as well as healthcare
workers, concerned the lack of human resources, namely, time shortage that doctors face while
consulting patients. The issue appears to be structural and systematic rather than individual and
episodic. State-financed healthcare is organized in the way that imposes high responsibilities onto
doctors in terms of the number of patients per doctor and the frequency of doctors’ hospital shifts.
Consequently, a usual consultation with a doctor cannot last long enough for a patient to ask all
questions and discuss concerns. “Some patients are just lucky with their doctors who would
psychologically help, explain that the life is not over. Everything is up to the enthusiasm of doctors
with this system.” (Expert 4, 2018).

Also, another category of inadequate medical facilities comprises the virtual absence of ad
hoc rehabilitation cliniques. This phenomenon has a direct connection with social outcomes of
NCDs because both emotional and physical kinds of rehabilitation after outbreaks of heart
diseases, cancer tumor removals or other incidents, are desired and needed by patients to work out
coping strategies and learn self-management skills. Prevention-driven sport facilities and places
where nutritional guidance can be received are also very scattered, few in numbers, and hardly
promoted in the public eye. Besides, if they exist in the first place, they are usually privately owned
and not affordable for the big part of the population.

Finally, the aspect covered explicitly by one of the interviewees, but also latently
mentioned by some others, refers to community-based services as a phenomenon per se.
Community-based services imply the organization of centers where patients can gather, cooperate,
receive assistance from the parties other than the state and institutionalized healthcare
representatives. Founded on the community premises, such organizations provide more personal

attitude, support, free communication, and flexibility.

“Doctors perceive it as antipsychiatry...Services that are beyond institutions, beyond hospitals, for
them it’s kind of miserable firm...When experts come from abroad, the topic is central — the need of
community-based services. Here people don’t even understand what it is, why it is needed.”
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(Expert 1, 2018)

As portrayed above, community-based services have not received legitimacy from formal
healthcare community. Thus, since the idea is not widely supported and spread, occasional
initiatives by communities remain invisible and do not reach out to become conspicuous and
exemplary.

In essence, among various deficiencies in the current healthcare system in Ukraine there
are some characteristics deserving most attention of the interviewees. Time and work capacity
limitations of doctors, a paucity of rehabilitation and prevention/health promotion institutions, and
underestimated status of community-based services are all obstacles for smooth and consistent

reintroduction of chronically ill patients to their changed life circumstances.

5.6. Solutions to the negative social outcomes of NCDs in Ukraine from the perspective of

patients and healthcare workers

Even though previously presented considerations in this study have been intrinsically
important to acquaint with the phenomenon of NCD-related social outcomes, they primarily have
a utilitarian application since the main research question posits rather a policy-making perspective
on the forefront, thus, explores measures which can implemented to allay NCD-related social
issues. The heading of the subsection communicates two crucial details to account for. Firstly,
despite most of the outcomes being negative, there are some which cannot be deemed as
destructive for people’s lives. Specifically, finding alternative activities and engaging into new
social circles are not referred to as negative consequences, hence, there are not policies and actions
to be addressed in this regard. Therefore, only those outcomes that are perceived as virtually
negative are of any research value further, in accordance with relevant solutions. Secondly, it must
be emphasized that my discussion embraces the solutions which surfaced solely within the
narratives in this study. It is intentional to examine what patients themselves and those who work
with them strive for rather than speculate what would or would not be pertinent in the
contemporary Ukrainian context. It is apparent that all of the solutions are directly linked to the
outcomes outlines earlier.

5.6.1. Establishing economic and social security for sick people



50

As far as a financial struggle is considered a key social adversity caused by NCDs, the first
change to be made is setting such conditions in which economic and social security of the sick will
be guaranteed. Realizing that it requires the total modification of governmental spending and
depends on the general economic course of the state, it is yet realistic for people affected by chronic
diseases to claim improvements in regards of securing individual labor rights during sick leaves,
increasing disability pensions, and managing out-of-pocket healthcare expenditures by taking
more responsibility for high-quality medication provision by the state. “The most important thing
is to guarantee a decent old adulthood. To count money till the next pension — it is humiliating”
(Patient 2, 2018). Inasmuch as NCD incidence is likely to correlate with older age, especially in
cases of cardio-vascular diseases, raising pension amounts is supposed to relieve economic burden

posed by illnesses.

5.6.2. Launching more appropriate healthcare facilities and services

By applying terms as ‘more appropriate’, I argue that the present combination of healthcare
facets does not satisfy the needs of the sick population, which was also attested by the interviewees.
Given that a biomedical aspect of chronic diseases is not under consideration in the current paper,
I draw mostly on improvements in the sphere of healthcare provision that are not related to better
medicine or medical equipment.

Firstly, application of a more complex approach to treatment process is necessary.
Required complexity is manifested through uniting specialists of different expertise in a coherent
cooperation in order to provide patients with multi-faceted help. Thus, disease-specialized doctors
should be accompanied by psychologists, physiotherapists, nutritionists, and other experts, if
necessary, to address patients’ experiences meticulously. This step is likely to partially combat the
feeling of uncertainty that patients and their families might have because diseases will thus become
more understood. In addition, a more complex approach consists of working not only with a patient
oneself, but also with the entire group of people, whether it is a family, a partner alone, a closest
friend, etc., who support a patient along the way. By means of family consultations, in-group
psychological sessions, it is possible to diminish the feelings of fear and isolation in patients.

Secondly, better healthcare provision requires establishing accessible and effective

rehabilitation cliniques or recreation centers. Although chronic diseases by definition mean
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permanence of some symptoms and treatment, there are certain periods such as post-diagnosis time
or flare-up aftermaths that immensely disbalance patients’ lives. Especially during these intervals,
it is pertinent to provide people with additional assistance, both medical and psychosocial.
Thirdly, what is attested by the interviewees can be summarized as the urgency for better
physical activity facilities. It entirely complies with one of the objectives in Global Action Plan
for Prevention and Control of NCDs 2013-2020 by the World Health Organization: “to reduce
modifiable risk factors for noncommunicable diseases and underlying social determinants through
creation of health-promoting environments” (WHO, 2013). Creation of sport events, sport grounds
in the neighborhoods, affordable sport centers, and, what is significant, providing ill people with
respective counseling is believed to yield positive results. Functionally, such establishments serve
as healthy-lifestyle enhancing entities, meeting hubs where ill people can create new networks,

and, for their most obvious purpose, places of recovering people’s health to the possible extent.

5.6.3. Ensuring extensive psychological help

Analysis of social outcomes of NCDs has shown that all negative social transformations in
patients’ lives are reflected in the way ill people start feeling about and evaluating the world around
them. Altered social interactions, concentration on the illness, disharmonized family and work
environment — all have a psychological aspect in themselves, but also need psychological
assistance to be handled and managed. Nearly all interviews highlighted the importance of

psychological counseling, meantime one of them giving a more salient example:

“From the side of the government there should be a way more active psychological help. Just like
groups of anonymous alcoholics. Maybe there are some somewhere, but very spontaneous...I mean
communities where people gather themselves. This has to come from the state — creation of psychological
support. Say, thirty diabetics came together, discussed, they saw that there are many of them, they
understand each other and there is a psychologist who moderates everything.”

(Expert 4, 2018)

The quote above successfully features three major agents in the process of psychological
help: doctors, peer patients, and communities. The latter refer back to community-based services
already mentioned. Doctoral assistance represented by psychologists, but not limited to those, is

effective from the perspective of providing expert authority sometimes needed to encourage
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patients. Peer-to-peer communication is highly beneficial since patients can listen to first-hand
experiences of those who have already gone through stages of illnesses, receive advice and support.
Community-based principle helps to shape the abstract notion of psychological help into a feasible
project by organizing self-help sessions from local initiatives instead of relying on bureaucratic

institutionalized format of hospitals.

5.6.4. “Enlightening” campaign: information spreading and dispelling stereotypes

Low level of awareness about chronic diseases and health-facilitating behavior calls for
actions that have to be taken on a structural level. In people’s narratives the topic of knowledge
gap has been consistent and suggestions regarding information-disseminating policies have been
both implicitly and explicitly introduced. Patients attested to their situational necessity to research
on their diseases a lot on their own. However, not being acquainted with a particular disease until
it comes does not seem to be an irrational tendency. What, however, does appear to indicate the
flaws of health-education system is catastrophic shortage of awareness about lifestyle determinants
of NCDs as well as disease-management techniques for those who have already developed a
condition. “Patients have to be taught the way they should act, what they should eat, drink, what
kind of workload to be given.”’(Expert 2, 2018).

Throughout their narratives, the interviewees have used the term of ‘enlightenment’ to
communicate the idea of diminishing information gap. It is quite indicative of the scope of the
problem and urgency of its solution. Having said that, making the public more knowledgeable
regarding the issue of NCDs is interwoven with destereotying those people who are affected by
them. It is rather naive to suppose that stereotypes, lookism, and agism, with respective
discriminatory practices at workplaces and in public, will vanish completely because sick people
may be and sometimes are externally different whereas differences are the cornerstone of
stereotypes. Nevertheless, refuting misconceptions about chronically mentally ill people, about
physical capabilities of people with cardio-vascular or rheumatoid diseases, about oncology
patients allegedly sentenced to death, is a measure that would change the position of such patients
on the social coordinate plane. Communicating corresponding messages through media or public

social events is one of the possible ways.
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5.6.5. Promoting health and responsibility

Finally, the concluding category of solutions to negative social outcomes of NCDs
addresses policies directed towards promotion of health culture and personal responsibility for
health. On the one hand, health promotion may be regarded as a very general approach. Moreover,
it might be criticized that as a mainly preventive strategy it is not so applicable to those who have
already got affected by sickness conditions. On the other hand, exactly because it is a general
approach, it cannot be overlooked since it sets the framework for all health-related phenomena in
the society. Besides, even once a disease is developed, its future course depends on the way a
patient will treat one’s body, manage one’s habits, and incorporate health-facilitating activities.

One of the feasible policies is role modelling and creating the positive image of a healthy
fit person. In words of one of the interviewees: “The image of a healthy fit person has to be socially
and sexually attractive: not a sportsman, but a fit person...Creation of target-groups with
involvement of celebrities, sport stars, politicians will be effective” (Expert 3, 2018). Targeting
certain social groups mentioned by the healthcare worker means communicating different
messages to various social categories depending on evaluations of risk factors for each category:
teenagers at risk of engaging in substance abusing behavior, physical overload for manual workers,
etc. Conveying accordant ideas by role models for each social group might, thus, make the goal of
reaching the targeted category more attainable.

Adjacent to the aforementioned policy, setting the discourse and culture of personal
responsibility for health is imperative to prevent or mitigate negative consequences of chronic
diseases. As long as people have the full realization of control over their health, their lifestyle can
be changed. Especially within the discussion of non-communicable diseases, daily nutritional and
exercising habits can not only contribute to the complete prevention of illnesses, but also lessen
the effect of acquired diseases on patients’ lives, hence, neutralize some of possible social
outcomes.

To summarize, this paper outlines five main directions of actions considered to be the most
necessary when it comes to management of social outcomes of chronic diseases in the
contemporary Ukrainian context. Logically following the discussion of social outcomes of NCDs,
policies such as securing people economically, establishing better medical services and facilities,

providing psychological assistance, combatting awareness shortage, and promoting health culture



have been introduced in the people’s narratives as priorities in healthcare domain.
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6. Conclusions and Discussion

Within this research it was aimed to explore social outcomes of non-communicable
diseases and related solutions in the Ukrainian context. Considering the leading role of NCDs in
mortality worldwide, their devastating effect on people’s social and economic circumstances, and
the limited scope of relevant research on social aspects of chronic illnesses in Ukraine, this study
is believed to pertinent in the current academic and social agenda. The concluding chapter suggests
synthesis of the results, discussion of the main limitations and shortcomings, and finally,

suggestions on the future research.

6.1. Summary of the findings

In connection with the research subquestions, data were categorized and analyzed from the
angles of NCDs-related social outcomes per se, determinants of outcomes, perceptions of chronic
ilinesses, contextual conditions in Ukraine, and solutions to negative social consequences from the
perspective of chronic patients and healthcare experts. Because of the lack of personal
responsibility for health and awareness about chronic diseases and their causes, people in Ukraine
tend to take inadequate care of their health by ignoring nutritional and physical activity guidelines.
Chronic illness diagnoses often appear to be unexpected, thus, leading to people’s perceptions of
them as life disruptions, critical events splitting lives into “before” and “after”. Cognitively,
diseases are difficult to comprehend, which hampers smooth adaptation to the new life conditions,
namely changed social interactions, transformations in work and family domains, illness centrality,
engagement in alternative activities, and financial losses. These changes are not universal and may
vary in dependence on individual background — personality factors, demographics, previous
relationships within one’s family and work environment, illness-related factors, and pre-disease
type of work. Overall, patients with chronic diseases acquire a new role which is centered around
the status of being sick. The way people perceive this status and socially assigned behaviors further
determines how social outcomes are endured. Either denying the fact of a disease or dwelling on
it completely defines future outcomes for an individual and one’s family.

Linking the aforementioned phenomena, it has been synthesized that the main solutions to

negative consequences of non-communicable diseases are, first and foremost, promoting health
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and personal responsibility for it, establishing economic and social security for sick people,
providing more appropriate healthcare facilities and services, ensuring extensive psychological
help, and “enlightening” people in the country by spreading information and dispelling
stereotypes. Each of the categories of actions comprised a more detailed explanation of which

measures would need to be taken to approach the desired improvement.

6.2. Reflections on the conducted research, limitations of the study, and possible

reconsiderations

Qualitative study design and respective methodology enabled deep exploration of people’s
personal experiences, albeit caused certain research limitations as well. Due to the snowball and
accessible cases sampling, the sample in the study was not balanced gender wise, being constituted
mostly by women. This fact is considered to be a serious research shortcoming since gender
differences in perceptions of NCDs have been traced by other authors. Besides, in Ukraine, where
gender roles are quite distinctly separated in family domain, the results may have been more
insightful in this regard, if the methodological choices had been made differently.

Another aspect that might require improvement concerns theoretical framework, its
presentation, and a general conceptual model in the study. It could have been made more
transparent that chronic diseases are not static phenomena, but rather they have quite processual
nature. Thereafter, their emergence and effect on people’s lives should be presented as a process
model depicting dynamics of the issue. Behaviors prior to a disease, the time point of diagnosis,
post-diagnosis perceptions, further coping strategies and adaptation, and long-term outcomes
altogether constitute a gradual process, rarely linear and supposedly more complex. Envisioning
applied concepts and theories in the light of the processual model may have made understanding
of the issue clearer and more concise.

A point for future reconsideration is the application of the concept of quality of life. As
extracted from the relevant literature, quality of life is frequently used as an analytical tool in the
discussion of non-communicable diseases. However, even though life changes that affect quality
of life have been extensively described in this thesis, they have not been sufficiently analyzed in
the light of quality of life. Making connection to the latter concept and comparing findings to the

previous research may have made my work more relevant to the policy-making agenda.
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6.3. Suggestions for future research

Based on the listed limitations and possible improvements in the study, further research
can begin from incorporation of aspects not covered presently. In fact, accounting for gender,
redesigning the approach into a more process-based one, shifting emphasis on the quality of life
notion may be a starting point.

In addition, further research is suggested to connect micro-level findings to a more
structural level. Nevertheless, | do not refer to the replication of studies on the effects of NCDs on
country’s macroeconomic indicators. Linkage to a structural level can be made through exploring
discrepancy between solutions desired by patients and people closely working with them, on the
one hand, and visions of the issue by healthcare managers and social policy-makers, on the other
hand. Such a research would bring a topic to a completely practical realm and be useful for welfare
management.

Finally, turning to quantitative methodology, namely, representative surveys, a further
research may correlate social outcomes of NCDs to the age, gender, geographical location within
the country, and other factors, which can illustrate a broader situation regarding non-
communicable diseases in Ukraine and yield additional explanations of the ways and reasons social
outcomes vary for different people.
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Appendix A

Interview guide for experts (translated from Ukrainian and Russian)

Introduction

- The theme and the aim of the project

- Confidentiality if desired by an interviewee
- Free to interrupt me any time

- Free not to answer

- No right/wrong answers

- How the results are used

Framing the
interview, general
drilling

Since you are working with NCD-patients, you hear their stories, how would
you describe their own and their families’ lives considering their special
condition?

Social outcomes

. What are the main hardships NCD-patients face in their social life after

acquiring their health condition?
a.  What, in your opinion and from what you see, are their main
struggles?
b. What do they complain mostly about, physical problems not
considered?
(Family, friends, the society, habits, everyday errands, etc.)

Economic
outcomes

How do non-communicable diseases affect people and their families
economically, from what you have seen or heard?

a. Jobs, salaries

b. Deprivation, limited consumer choices

c. Other ways

Transition to
challenges

o

How do people with NCD talk and feel about these issues?
Do they ever hint or suggest what they would like to be done in this realm?

Present solutions

. To what extent are these actions effective/useful?

In your opinion, how does society or any of its particular parts solve these
issues? Or doesn’t it?

Please tell about your kind of work with people with NCDs. What kind of help
or assistance does your organization provide?

a. What are the reactions of patients themselves to these kinds of actions
and solutions provided?

Suggested best 9. What do you personally think would be the best solutions at this point?
solutions a. Which policies or actions from the society or particular
agents/organizations should be implemented to help people mitigate
obstacles they face?
b. Solutions for social challenges
Conclusion - Reminder of their right to withdraw the transcript

- Gratitude for participation
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Appendix B

Interview guide for patients (translated from Ukrainian and Russian)

Introduction

- The theme and the aim of the project

- Confidentiality if desired by an interviewee
- Free to interrupt me any time

- Free not to answer

- No right/wrong answers

- How the results are used

Framing the
interview, general
drilling

How would you describe your life in the light of your illness?
Have any changed happened? Which? In what ways?

Social outcomes

. What are the main hardships you face because of your health condition?

a. What are the main struggles?
b. (Ifrich answers not given) — Questions regarding different domains
of life: family, friends, the society, habits, everyday errands, etc.

Economic
outcomes

. How does the disease affect your and your families economically, overall?

a. Jobs, salaries
b. Limitations
c. Other ways

Transition to
challenges

Now, that we have talked about some challenges you face, let me ask
you if you see any ways your social obstacles can be changed to the better.

Present solutions

. In your opinion, how does society or any of its particular parts solve these

. Who do you put the most responsibility for tackling these problems on?

issues now? Or doesn’t it?

Suggested best
solutions

. What do you personally think would be the best solutions at this point?

. What would you want from the side of the government, the society, any other

a. Which policies or actions from the society or particular
agents/organizations should be implemented to help people mitigate
obstacles they face?

parties to do?

Conclusion

- Reminder of their right to withdraw the transcript
- Gratitude for participation
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Appendix C
Interview transcripts

Ne 1

Expert 1

I'O «Ilcuxiune 370poOB'sD» (NGO “Psykhichne zdorovya” — works with patients with psychic disorders)
[MpomomkurensHoCTh: 30:37 (Duration: 30:37)

HN.: [Berymnenne. O0bsicHenue Tembl]. s Havyana, MOKaIyHCTa, MPEACTaBbTECh, PACCKAKUTE, YEM 3aHUMACTCS
Ballla OpPraHU3aNys, Kakas Balla poib B Hel. 1 OykBabHO mapy ciioB o cebe.

JI.A.: Hama opranusanust poauiack B OOJNBHHMIIE, B ICUXHATPUIECKOH. S Tam paboTato KIIMHUYECKUM IICHXOJIOTOM.
K HaM npuesxanu HeMelKHe KOJIeTH, 00y4any, Kak OHH pehoOpMHUPOBAIN ICUXUATPHUIO B | epMaHuy Iy Tb JIU HE JIET
40-50 nazan. I moToM HaM MOCYACTIMBUIIOCH ChE3AUTh Ty/Aa. MBI yBHIEIH, Kak 3T0 paboTaeT y HUX. Mbl Hadanu
JlenaTh TPYMIsl CaMOIIOMOIIM B OOJNBHHIE, a MOTOM IIar 3a IIaroM poAuiach Hies oOpa3oBaTh OOLIECTBEHHYIO
Opranu3aluio U3 MalueHTOB, CIICHUAIUCTOB U POACTBEHHUKOB, ITIOTOMY 4YTO B 60J'H)HI/IHC CTajJI0O TECHO, IMTOTOMY 4YTO
TaM CBOM TIpaBHJIa, KOTOPBIE MeLIajl HaM Jalbllie Kak-TO 3TO pa3BuBarh. 1 xorma Mbel ee 00pa3oBaiiy, IepBbie JBa
roja BcE€ OBbUIO HA BOJIOHTEPCKUX OCHOBAHUSX, HE OBUIO MAaTEpUAIbHOM MOJIEPKKH, U Mbl HAIIUIM B COILMAILHOM
LEHTpPEe, HaM TaM JaJH MoMelleHre OecIyIaTHO Ha JiBa yaca B Hezelnto. M MBI 1Ba yaca BCTpEYaIMCh POBHO KaXkIyIO
HeNeNo, 3To Obulo Kak rpymma camoroMomy. Camblii TVIaBHBIM NPUHIOWI, KOTOPHIH MBI IBITaeMCS B CBOEH
OpraHU3alUH BOILIOTHTH — 3TO MMOOOPOTH CTHUTMY B OOIIECTBE, HY H ITPEXK/E BCETro, 3TO HAIll ceiyac NMepBblii Tall, y
CaMHX IalMeHTOB, TIOTOMY YTO HEPABEHCTBO, Kyda CTEPEOTHIIOB Y HUX I10 OTHOIIEHHIO K caMuM cebe. Y BoT Ha sToi
TpYIIIE CaMOIIOMOIIM MaKCHMAaJIbHO CTapaeMcsl NMPHUAEPKUBATHCS NPHHINIA «PaBHBIM paBHOMY». To ecTb 5
TICHXOJIOT, HO BCE BOMPOCHI, KOTOPBIX MBI Kacaemcs, s TOYHO TaK jK€ OCBemaro. To ecTh eclu 3TO KaKhue-TO
TICHXOJIOTHYECKHE MPOOJIEMBI, sI TOKE CTAapaloCh KaKMe-TO aHAJIOTH 3TOr0 BOcHpou3BoauTh. Camas riiaBHas upaes
Obu1a — 9TOOBI 3TO OBLIO BHE TOCYIAPCTBEHHBIX HHCTHTYTOB, BHE OONBHUIIBI. I10TOM y Hac mosBmiIacs GUHAHCOBAS
BO3MOXHOCTb, HAC MOJAACPKAIN, MBI CTAJIN cy6rpaHTep0M U MbI CMOIJIM YK€ BbIPBATbhCA U3 COLMAJIBHBIX CJ'[y)K6,
IIOTOMY 4YTO 3TO I'OCYAapCTBEHHBIC YUPCKACHUSA.

HN.: To ects Bbl, HaCKOJIBKO 5 MOHUMAIO, IPUTTIAIIAETE JIFOJCH C IICUXUYECKUMH 3a00JIeBaHUSIMHU JJIS TAKUX KPYTIIBIX
CTOJIOB, O0CYKICHHUN?

JI.A.: He Tonbko. Y Hac B MpUHIMIIE camasi IJ1aBHas Ues, TO, YTO MBI XOTHM, 3TO B IPOMaJli, CKa)KeM TakK, ClIeNIaTh
KITyOHBIH OM WJIM LIEHTP JHEBHOTO NMPEeObIBaHMs, YTOObI OHM MOTJIM BHE HHCTUTYIIUH IOCYIapCTBEHHBIX TPUXOIUTD,
MOJTy4aTh MOJIEPKKY, OOIICHNE, 3aHATHS, HallpaBieHHbIEe Ha OOIICHHE, MOAEpKKa TPYAOYCTPONHCTBA, TO €CTh B
npuHOMIE JI000H cepe connanbHON KU3HU, KOTOPOH TOIBKO MOXKHO. [Iroc rcnxoo0pa3oBaTenbHbIE IPOTPaMMBL,
94TOOBI OHH 3HAJM, YTO TaKoe NX OO0JIE3Hb, KaK OHU MOTYT ce0e OMOraTh, BOT TaKOTO TUIaHa.

HN.: Xopomo. Torna kak pa3 nepeiieM K BOIIPOcaM HACUET COLMATIBHBIX MOCIEACTBUN. BBl yke HECKOIBKO Ha3BaJIU:
CTHIMYy, BocnpusiTue ceds onpenenéHnoro xapakrepa. Ho kakue Bel Ha3oBeTe rimaBHbIC IPOOIEMBI, C KOTOPBIMU OHA
CTAIKUBAIOTCS?

JI.A.: Hy, neproe — cturma. Tyna sxe BXOIUT U CO CTOPOHBI OOIIECTBA, B CO CTOPOHBI Ce€0sl, TO €CTh CAaMOCTHIMA.
BTOpOG — OTO U30J10UA, TO €CTh OAUHOYCCTBO. HOTOMy YTO OHHU BBIITAAAIOT, UX YBOJBHAIOT M3-3a AMCKPUMUHAIINU,
uHorAa u3-3a 6ose3nu. M o0yueHre oHu wHOTAAa OpocaroT. OT HUX OTPEKAIOTCS T€, KTO TaM 0Jin3ko. briBaeT Takoe,
4TO U ceMbU. TO €CTh €CJIM 3TO MYK C JKEHOH, TO My MOXET Pa3BEeCTHCh, 3a0path Aereil. [1o cyTu camas Gosbias
npoOiiemMa JJIsl HUX, KPOME CTUTMBI, 3TO M30Jsinus. I1oaToMy MBI BcTpedaeMcsi BMECTE, TOTOMY YTO OHU B CBSI3H C
JMCKpUMUHALIUEH, HE MOTYT M3 3TOW M30JISIIMU BhIpBaThesl. ECiM OHM Ky/a-To WAyT, TaM UX HE NIPHHUMAIOT, a Koraa
MBI coOMpaeMcsi BMecTe, JUIsi HUX 3TO KaK IOJUIOKKA Takas, TO €CTh IHOCMOTPETh, 32aHOBO HAYYHTHCS OOILIATHCS,
MIOCMOTPETH, YTO BCE OKEil, 1 00paTHO BO3BpaIaThes B 001mecTBo. To ecTh Kak IPOMEKYTOYHOE 3BEHO TaKOE.

HN.: A sTa TpaekTopus, cxema, ycnenrHo padoraet? OHA IOTOM AEHCTBUTEIHHO BO3BPAIIAIOTCS B 00IIECTBO?

JI.A.: Hama 1iens — 9T0OBI OHH BEpHYJIHCH B 001IeCTBO. MBI HE paccMaTprBaeM Kiry0 Wi IEHTp Kak KOHeUHAas KakKasi-
TO Touka. Y ma, OoHM BO3BpamIaroTCs, HO HEe Bce. ECTh Te, KOTOphle O1arogapio TOMy, YTO OHH XOJST, HAYMHAIOT
00II1aThCs, ABUIAThCS KyAa-TO, HAXOIAT cebe paboTy, yBieueHus. OHM MOTOM MOKKIAIOT BOOOIIE Halll 1eHTp. EcTh
Te, KOTOpBIE XOAAT BCE BpeMsl, HO OHU ce0e HaxosT Kakue-To noapabotku. Ecth Te, kTo BooOIe He padoTator. OHH
MPUXOJIAT, TIOTOM Hcue3alT. B cpepHem, st Aymaro, 4To MpoueHToB 60 HaXOIAT KaKoW-TO cede MyTh JNallblle: WIn
paborta, WM yBIICUEHHUS], WM 00ydeHHE, BO YTO-TO YBJIEKAIOTCS.

HN.: A ckoNbKO MalMeHTOB BOBJICYEHBI B BAlly OPraHU3aLNIO?
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JI.A.: YecTHO roBOpS, CIIOXHO NOCUUTATh, IIOTOMY YTO Y HAac TPYMIBI OTKpHIThIE. HO ecni Tak cyMMapHO B3SITb, 5
JyMaro, 4TO HaC IIOCETHIIN YETIOBEK, MOXKET OBITh, AEBIHOCTO.

HN.: A xak oHH y3HAIOT O Balllel opraHU3aIin’?

JI.LA.: V Hac ecth mpobiema ¢ >TuM. B ocHOBHOM m0 capadanHOMY pamuo. [pyr npyry nepemaror. U3 JTAIHBIX
KOHTaKTOB — KTO-TO M3 Bpadeil HampasiseT. Ho Takue ycmyru...Kak Obl 3TO CKa3aTh...HE OYEHb €IIE NPHUHATHI B
o01mecTBe, M03TOMY OGHINATLHOTO HANPABICHHUSI MBI HE MOXKEM IIOKA YTO JOOUTHCS.

HN.: Bot Br1 cka3anu, 9T0 MHOTHE JIIOJM TIOTOM HaXOAAT KaKHe-TO paboThl, HOAPAaOOTKH. DTa 3aHATOCTH Kak OBl Ha
YPOBHE TO 3aHATOCTH, KOTOPasi ObliIa 0 00JIe3HHU, WIIN OHH JAOJIKHBL, TPy0O0 TOBOPSL, MATH Ha YTO MOMAJIO, JIUIIb ObI
rze-To padborarh?

JI.A.: Bounb1iast 4acTh — y HUX MEHSETCsI, He BCET/1a CIIeNNaIbHOCTh, HO BRICOKOKBATN(HIIMPOBAHHOCTh pabOTHI — OHA
CHIDKaeTcs. JTO enlé OYeHb CBSI3aHO C IKOHOMHYECKOW cuTyarueil. S mymaro, eciu OBl HE 3TO, TO, BO3MOXKHO, TaK U
He Obuto 0. To ecTh y HUX camast Oosbliasi IpoOsieMa B TPYAOYCTPOHCTBE — 3TO TO, YTO OHM HE MOTYT padoTaTh
TOJHBINA AeHb. OHM TPOCTO HE BHIAEPKUBAIOT. A TaK, /1, Yalle BCETO UM MPUXOIUTCS COTIAIIAaThCS Ha TO, YTO €CTh.
HexoTopbIM Be3ET 1 OHN HaXOAAT PabOTY IO CBOEH CIIEINAIBHOCTH.

H.: A xakoe ux OTHOIIEHHE K 3TOMY? DTO OBET IO CAMOCO3HAHUIO WIIM OHM MPUHUMAIOT HOPMaJIbHO BCE?

JI.A.: Her, ouens cunbHO 0bET. OHH 3TO M 03BYYHBAIOT OYSHB YaCTO, YTO OHH OOSATCS, YTO Y3HAIOT, €CIIH Y3HAIOT, TO
yBoisAT. OHU OYeHb OOATCA, KOTa Y HUX 00OCTPEHHS HAYMHAIOTCS, M €CIM OHH, Tpy00 TOBOPS, TIC-TO 3aIaJIIIINCh,
YTO-TO C HUIMH HE TaK, OHM HE B aJieKBaTe — KaK [IOTOM BO3BpamaThcsa Ha padoty? 310 90% Bcex, kTo paboTaror,
MOTA/IAI0T B OOJILHUIIBI M CTAIKUBAIOTCS C OOJIE3HBIO, ATOT BOMPOC UX O4YEHb OECIIOKOMT.

HN.: Ecau paccmaTpuBaTh MOCIEACTBUSA OO0JIE3HU ¢ TOUKH 3pEHHS €KEIHEBHBIX NMPAaKTHK, TOBCEIHEBHOM KU3HU, TO
€CTh pa3BiicueHsI, X000H, OOIICHNE ¢ IPYTUMH JIIOABMU — MOXKETE ellle 00 3TOM pacckas3arbh, OCBETUTH 3Ty chepy,
KaK UX JKU3HH MEHSIOTCS?

JI.A.: B cBs3u ¢ usomsnuei ects 2 MyTH, 0 KOTOPBIM OHU UAYT. Te JIto[u, KOTOphIe 0 CBOEMY XapakTepy W 10
6ose3Hu ObLIM OOJIEE MOBMIKHBIE, ONITHMUCTUYHBIE, B CBSI3U C TEM, YTO Y HUX OOJIbIIE APY3€H, OHH JIeT4Ye HA HOABEM,
OHHU MOTYT Oouibllie cebe yBIIeUeHNH Kakux-To HalTH. TyT emé Hago y4uThIBaTh, YTO B JIIOOOM Cilydae, KOT/ia OHH
3a00JIeBAIOT XPOHUYECKUMH OOJIE3HSIMH, Y HUX TaJaeT SKOHOMUYECKHE BO3MOKHOCTH. TO €CTh OHM HE MOTYT HOHTH
KyIuTh cebe oneT, Oombmast yacts. U Te, KTo NoaBMXHEE, OHM HAXOAAT My TH. [IJIst Mro/1e# ¢ MHBAIMAHOCTHIO KaKHe-
TO ckuaku. Ho Oompiias yacTh — OHM B KAKOM-TO CMBICIIE, TI0 CYTH, JHIIAIOTCS pa3BiedeHuH. YacTo, TO, 4TO U MBI
JienaeM Kak OpraHu3alusl, Mbl CTapaeMcCsi OpPraHU30BbIBATh, YTOO OHM BEIOMPATICh BMECTE KyJa-TO, YTOOBI IPHBUBATH
HHTEpeC K KakoMy-To Xxo000u. Ho ocHOBHast Macca — B IPHHIMIIE CTaHAAPTHBIM HAO0Op pPa3BICUEHUI: KMHO, TeaTp, B
JI000M clty4ae, 3TO KaKoi-To TPyMHIoOBO# MOXOI.

HN.: Kpome u30111u, CTUTMBI, €KeTHEBHBIX MPAKTUK, HA YTO €IIIE JIFOJU B OCHOBHOM >KalTyIOTCsI, YTO UX OE€CITOKOUT?
JI.A.: Camoe GombIioe — 3T0 OEHOCTD.

H.: Dro cBs3aHO ¢ O0NE3HBIO?

JILA.: CBs3ano. Ouu Gonerot, yXoIsT ¢ paboThl, U3 CHEUUAIbHOCTH TOH, BEPHYTHCS HE MOTYT, IOMCKH HE BCETAa
ycremHsl. [Touemy? [ToToMy 4TO OHHM HE BCETia MOTYT COM3MEPUTH «4TO S MOTY/4TO 51 HE MOTY». Y OZHHX BOT 3Ta
cTHrMa — J1a, s 3a0osen, s He Mory paboTats. HekoTopsle peasbHO He MOTYT. Ml UM TsDKENO yCTpOUTHCS Ha paboTy.
To ectb momydaercss 3aMKHYTBIM Kpyr: OeaHOCTb, 0OJE3Hb, M30JALMS, elie Oousbias OeAHOCTh, emie Oobrias
00J1e3Hb, ellle OOJIbIIas N30SI,

HN.: Yto-T0 eme kpome 6eqHOCTH?

JI.A.: Hy BOoT HEeyMeHHe 00maThesa. DTO yXkKe Kak IOCIEeICTBHS H30JSIHHA. DTO caMble TIaBHEIE TpobiaeMbl. Kakoe-To
nckiroueHue. Hy 3To Ta jxe U301, HO C ApYToi cTOpOoHBL. To ecTh OHM HE MPUHUMAIOTCS OOIIIECTBOM.

HN.: Torga MeI ceifuac nepeéM Ko BTOpOi yacTi HHTepBBI0. O TOM, UTO AeTaTh C 3TUM BceM. [IoHATHO, 4TO MOXKHO
NEPEYUCTINTD MUJIJIMOHBI BAPpUAHTOB HeﬁCTBHﬁ. Ho uto BBI Ha ﬂaHHBIﬁ MOMCHT OLICHUBACTC KaK CaMO€ Sq)q)eKTI/IBHOe
C TOYKH 3pEHHMs TOCy1apCcTBa, 00IIECTBA, CAMHX JIFOJIEH, YTO CTOWIIO OBl cleIaTh, YTOOBI TOMOYb TAKUM JIFOIM?
JILA.: C Hameit TOYKH 3peHus — 3TO B IPUHLUIIE TO, YTO MBI U JielaeM. ECTb 1Be OCHOBHBIE TOUYKH, KOTOPBIE Ba)KHO,
CKa)kKeM TaK, pa3BuBaTb. MoxeT ObITh, 1 TpH. [lepBoe — 3T0 cama MoMoIb, HEMOCPEACTBEHHO LIEJIEBasi, ITUM JIIOJISIM.
Sl mMero B BUIy HE MarepualbHyI0, a HMEHHO 00y4aTh WX MpaBaM, paccKa3blBaTb UM 00 WX OOJE3HH, Kakue
TIOCIICACTBYSL, TIOMOTaTh UM HAJIQ)KUBATh COLMAIbHBIC KOHTAKTHI, TO €CTh YCHJIMBATh WX MO3HIHMIO B oOIIecTBe. A
BTOpOE — 3TO TO, YTO camasi OoJbIIas MpodaeMa — 3TO pacrnpocTpaneHne HH(GopManun. JIFou CTHrMaTH3NUPYIOT X
HE TIOTOMY, YTO OHHM 3JI00HBIE, @ TIOTOMY YTO OHH IIPOCTO HE 3HAIOT, YTO 3TO Takoe. TO ecTh Jake aJCKBaTHBIC
OTKPBITHIC JIFOAX HE 3HAIOT, 4TO Takoe mu3oppeHns. OHU cpa3y MPEACTABISIOT YeJI0BeKa C TONOpoM. To ecTs 3TO To,
410 MBI ¥ JienaeM. Ho emié BaxkHoe — TpeTuii MOMEHT, IUIsl TOTO, YTOOBI YJJOBJIETBOPUTH MEPBbI M BTOPOM MYyHKT —
3TO CO3J]aHME JIFOOBIX KaKWX-TO MHULIMATHB, KOTOPhIe BHE MHCTUTYIHH, 4TOOBI 3TO OBIIIO OTKPHITO. UTOOH! THI caM
MIPUILIEI CIOJIA, 3TO HE LIEHTP, 3TO HE OOJIBHMUIIA, TO €CTh ThI CaM IIPHUILIEN CIOJA 1T0 CBOEH BoJIE.
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HN.: BoT ThI HECKOIBKO Pa3 yxKe yNOMSHYINH. .. KaKyl0-TO CEIperaluio HHCTUTYLIUI rOCy1apCTBEHHBIX U TO, KaK BbI
XOTHTE BUAETH OOIIECTBEHHbIE OPTraHNU3aliH, ToMoraromniye JoasM. [Touemy Ber u3 pasnensere?

JI.A.: [ToTomy 4TO, BO-TIEPBHIX, 3TO KaK KakKasg-TO aJbTepHATHBA. DTO pa3. Bo-BTOPHIX, MOTOMY YTO OOIBHUIIEI Y HAC
3aKpBIThIE. DTO KaK OTAEIbHBINA opraHu3M. Iloxydaercs 3aMkHYTHIN Kpyr. C OJHOW CTOPOHBI, OHH 3aKPBITHI, U HE
0c000 KTO MX OyIeT OTKpbIBaTh, MOTOMY YTO OTHOIICHHE TAKOE K 3TOMY BCEMY, a C APYrOd CTOPOHBI — HET
BO3MOXKHOCTH 3THM JIIOJSIM KaK-TO BO3BPAIATECS B OOILIECTBO, IOTOMY YTO HY 3aKPBITO, Hy NPUXOAUIIb Thl TYAA U
Bcé. U BTOPOI MyHKT — 3TO TO, YTO YEJIOBEKY HET/E MOIYyYUTh MMOMOIIb. TO €CTh, €CTh HHCTUTYT, O, O0JHHHIIA, THI
cebe 3aboen, moneuwics, Boimucaincs. Beg. ntu Tebe Hekyna. B 6ombHMIE ecTh yacTh peadbunuTanuu. Ho Bce paBHO
9TO 4YacTh OOnbHUIBL. Tam apyras cxema. Tam Oojbllle CIEIUATUCT-TAIIMEHT, @ MBI CTapaeMcs 3THU TPaHUIIBI
MaKCUMAaJIbHO CTUPaTh. BTOPOI MOMEHT — 3TO TO, YTO YEJIOBEK BBHIIMCBIBACTCS, €My Ja)K€ HeKyna nouTu. To ecTsb
JlaKe B COIIMATBHBIX CITY)K0ax €CTh OT/IEJIbI, CHEUAIICTHI 10 JIIOJSIM C MHBAIUAHOCTBIO, TI0 3aBUCHMOCTSIM, €CTh JIJIS
nereii-cuport. Ecnut y Te6s 601e3Hb, HO ThI 0€3 MHBAIMIHOCTH, TO THI HE MOJKEIllb, HE HMEEIIb IpaBa Ha 3Ty yCIyTy,
YCIIOBHO TOBODA.

H.: BeI emé ynmoMsiHyH, 9TO HY>KHO 00pa30BbIBATH O0IIECTBO, YTOOBI HE ObII0 00s3HY 3THX JroaeH. M Bl roBopum,
YTO Ha BAIlINX BCTPeUax, BBl PacCKa3bIBaeTe JIIOAAM 00 MX O0JIE3HsIX, 00 NX MpaBax. MHE HHTEPECHO — 5 TaK IIOHUMAIO,
9T0 00K ypoBeHb HH(POPMHUPOBAHHOCTH JOCTATOYHO HU3KHH.

JI.A.: Ouenp HU3KHMHA. Y Hac He MpUHATO...Bpad He 03ByunBaer...X0Ts HODKEH, HO Y Hac 3To He npuHATo. OHM He
TOBOPSIT ANArHO3.

HN.: Kax 310?

JI.A.: Hy BOT cTrapaioTcsi He TOBOPUTH. DTO CBA3aHO OMATH-TAKH HE C TEM, YTO BpadyM KaKHWe-TO MOHCTPBI, a CO
cTHrMaTH3anuei. Bpad MoxxeT nepexuBaTh, YTO OH ceifyac CKaxeT B J100, 4To «y Bac mm3odpenus». [loaromy moau,
KOTOpBIE BBIIMCHIBAIOTCS, HE 3HAOT. OHM B TAKOM IIOKE, YTO C HUMHU npon3onuio. OHM He 0000 3aMOPaYNBAIOTCA,
KaK{M CJIOBOM 3TO Ha3bIBaeTcs. To eCTh TOBOPST, UTO «y Bac TaM IICUXOTHYECKOe OJ1a-0a-6ia». YenoBek HUYEro He
TIOHUMAET, OH BBIXOJUT U3 OOJILHUIIBI, HY OHO Tak M ocTtaércs. [IoToM yxke MOXKeT y3HaTh, 4TO Y HETO IU30(peHHs,
KOTZIa YK€ WHBAJIMIHOCTh XO4ET MOIyJuTh. Bpau ero HampasiseT, 9T00 OH MOT MOJYyYHTh TIOMOIb OT TOCYAapCTBa.
U Bcé. YpoBeHb MH()OPMHUPOBAHHOCTH HACTOJBKO HU3KHMH, YTO YEIOBEK MHOTAA TaKHE HEJEIbIe BOIPOCH 331alT.
Hanpumep, «Mory 1 s TOJIeTeTh 3a TPaHHILy CO CBOMM 3aboseBanneM?» To ecTh Takue, KOTOpble TeOe 1aXke B TOJIOBY
HE TPHIYT, YTO YEJIOBEK MOXKET HACTOJIBKO KaKHe-TO OTpaHHUYeHMs Ui ceOs cTaBUTh. «Mory Jm s IpOJOIIKHUTH
obydgaTscs?», « Mory I 5 IPOAOIDKUTE paboTaTh?» B 00mieM Takue, KOTOphIe KaKoe-TO CPETHEBEKOBHE B IUIaHE IPaB
yenoBeka. [loaToMy Toxe cTapaeMmcsi Kak-TO 3TUM 3aHUMAThCs, YTOO OHU 3HANN.

H.: A KpOME€ TOI0, 4TO B#1 kak OopraHu3zanusa MOXKETEC CACIaTh, KakK YCJIOBEK, IPEACTABBTE, UTO Br1 MokeTe MOJACIIUTH
OTBETCTBEHHOCTh 32 PElICHHE MPOOIeMBbI C JIIOOBIMH JIPYTUMH areHTaMu, 0 4éM Obl B emié qyman, 4yto «BOT 3TO
ObLIO OBI KJIACCHO M HY)KHO CIIeNIaTh)»?

JI.A.: Camoe 0oJbII0€, YTO XOTENOCH OBI, 3TO TOCYAAPCTBO, AaXe HE B KOHTEKCTE MaTepUANIbHOM MOJIEPIKKH, XOTS
9TO TOXKE OUCHBb XOTENIOCH ObI, HO B CMBICIIE, YTOOBI OHH IIOMOTAJIM BCKO 3TY TEMY MPOJBUTATh, ITUX COMMunity-based
Service, moToMy 4To 3TO HE MPUHATO, U €CJIU OBl 3TO LIJIO B MOJUTHKE TOCYAAaPCTBa, HAPHUMED, TOTO K MUHHUCTEPCTBA
3/IpaBOOXPAHEHUsI, TO OHO OBI Jierde Be3ze NMPUHUMAIOCh, B OoJbHHUIAX. BTOpoe — 3T0 Gosiee rocynapcTBEHHBIX
MHCTUTYTOB. TO €CTh YTOOBI OHU TOXKE MOTJIH IPUHITH MOEb 3TY, YTO YEJIOBEK NPHICPKUBACTCS MpaB U 4T00
community service He BOCHPUHUMAJIOCH KaK...BoT BbI mpaBHiibHO TOBOPUTE, MBI COBCEM HE BHIUM B 3TOM KaKOi-TO
Bpax1pl. MBI BUAMM, YTO €CTh OOJIHHIA, @ TAKHE YCIYTH 3TO KaK MPOJOJDKeHHE. bonbHUIa Kak Obl M HE HOJDKHA
CTONBKO B cebe BMenars. Ho 04eHb 9acTo CTaIKUBAEMCS MBI C TIPOOJIEMOM, UTO NMCUXHUATPHI, Bpa4l BOCIIPHHUMAIOT
9TO Kak aHTUNcuxuaTpuo. Ho 3To abComoTHO HE Tak, MOTOMY 4TO s caMa paboTaro B OOJBHHUIIE.

HN.: A 9yTO IMEHHO OHU BOCIIPUHUMAIOT KaK aHTHIICUXUATPUIO?

JILA.: Te, KTO COBCEM paauKalbHbIC, IPOTHUB BOOOIIIE TOTO, YTO CBA3aHO C KaKOH-TO peabmmuTanueii. Eciau 3To 6osee
CMSITYEHHBIH BapHaHT OTHOLICHUSI, TO J1a, K KAKMM-TO TaKHMM CEpPBHCaM, KOTOPbIE BHE MHCTUTYLIWH, BHE O0osbHHLL. To
€CTh JJI HUX IIapallkuHa KoHTopa. Ecnu s roBopro, YTO HET, TO: «3aueM 3TO HykHO?». HeT y Hux Bepsl uau
TIOHUMaHHSI, YTO 3TO HYXKHO. TONBKO OUeHb MPOJIBUHYTHIE BpauH, KOTOPbIE €3MIM Ky1a-To Ha o0y4yenue B EBpory,
oHH OoJiee pacIIMPEHEI.

HN.: D10 crnoxHBIH BONpoc, HO Kak Brl onieHnTe 3¢ GeKTHBHOCTD TaKMX BCTped Jitoaei? MoxeT, caMu JIIOAN KaKon-
T0 Puadex narot?

JI.A.: Ot0 o4eHb 3()(eKTHBHO, HO OHO HE IS BCeX MOAXOMUT. Y Hac ObUIO Mapy TaKHWX, CKaXKeM TaK, CYACTIUBBIX
HCTOPH, KOT/Ia YEJIOBEK TaM 0c000 HH ¢ KEM He 00mIaics, TO €cTh IU30(PEHNSI U OH JJOMa, N30JIHPOBaH, U OTOM
MBI €TI0 10 YyThb-4yTh BBITACKUBAJIU, HA OAHO 3aHATUC, CHaA4YaJla OH MOXET MOJIYATh. n Korja 4€JIOBEK MEcAla Tpu
nocelial, OH CHavalla HaXOJuJl ceOe yBIIeUeHHs], IOTOM MOJPabOTKy, MOTOM MOKHIAJ HAIK 3aHSTHS, TIOTOMY YTO
HauuHa1 pabdortars. [loToM 3TH sroaM yalie BCero uepe3 MOJrofia BO3BPAILAIOTCA B 3Ty MEPBYIO TOUKY, HO U Te€,
KOTOpbIE HE BO3BpalalOTCsA. ITO 3(PGHEKTHBHO, MOTOMY YTO OHH CTAHOBATCS CaMOCTOSTEabHbIMH. [lo Harrei
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CTaTUCTHKE, yCIOBHO, U3 10 yemoBek 6 HaxoAsT Ha Kakoe-TO BpeMs IO KpaiiHe Mepe cebe WM MoJapaboTKy, Win
paboTy, 1 UM JieT4e yaepKUBATHCSA Ha padoTe.

N.: A moan nenarcst pealbHIMA UCTOPHSMH O HEMPHUATHH B o0miecTBe?

JI.A.: OHE TIpOCTO CKPBIBAIOT. PeanbHas HCTOPHS — 3TO KOTJa Y HAC OBIBINAS MAIMEHTKA, €Il B3I BOJIOHTEPOM B
oTIeneHue, oHa paboTana npenogasarenaeM. OHa nonana B OOJBHUILY, €i mocTaBmwid mu3odpernto. OHa mpruHecIa
CIPaBKy, TaM CTOSUI IITaMII «IICHXHATpUUECKasi OonbHULAY. JIUPEKTOp ei cKasan «yBOIbHANWTECh». OHA IHIINIACH
Bo3MOXkHOCTH. OHa Oblma mefaror-xynokHuK. OHa 3aHMManach C JETbMH MMEHHO Ta TaKUM H300pa3sUTEIbHBIM
mtykaMm. 1 y Heé Obuta npobniema. E€ My»k OJIKOBHUK BOOOIIIE He TepIIeN KaKoTro-TO TBOpUYecTBa B joMe. U eli Hekyaa
6BIJ'IO Ce6ﬂ PCaIn30BbLIBATE. nu MMO3TOMY OHHU 4YaCTO XOJAT B HEPKOBbL, IIOTOMY YTO 3TO €AUHCTBEHHOC MECTO, I'I€ OH
3TO ampuopu npuHHMain. Korna oHa k HaM B OAMH U3 pa30B IOMajia, Mbl € y)Ke MPeIOKWIN Y Hac MPOBOAUTH
3aHATHs. U 3TO KITacCHO, TOTOMY YTO OHA 3HAET, YTO TaKOe OBITH MAIIMEHTOM, YTO TAKOE CIBIIIATE r0JI0ca, U IIPH 3TOM
OHa MOXXET ce0sl pealTM30BbIBATh U KAKIOMY 110100paTh TO, UTO €My HYXHO. BBIBalOT HCTOpUH XyKe, KOrja pa3Bos,
y3HaJIH, 9TO ThI MOMal B OONbHUIY, TeOst yBommuin. M3 TaknX BOT MENKHX HCTOPHUI — 3TO TO, YTO OHH CTApaIOTCS
BOOOIIIe HIKOMY HHYEro He pacckasbiBaTh. Jla s M IO CBOEMy OIBITY 3HAIO, YTO €CTb JIIOIW, KOTOPhIE JaXe caMu
KpYTSITCS BO BCel 9TO# chepe 1 Bce paBHO Ha MPEJIOKEHHSI IPUBECTH YeNIOBEKa U3 KiIy0a, 4TOOBI OH pacckasai Beé
cam, peaknus: «Heeet, HeT. A BIpyr Kakoe-To o0ocTpeHne?»

HN.: Ecou Bl xoTuTe 9T0-TO 10 BCell TeMe 100aBUTH, 51 OyIy O4eHb pajia yCibIaTh.

JILA.: Hy, TO, ¢ 4ueM MBI celdac CTaJIKMBAeMCs, ’TO B MHUHHMCTEPCTBE 3IPaBOOXPAHEHUS UAYT CIyLIaHUs HacdeT
KOHLIETIINY CUXUYECKOTO 30pOBbsL. 1 s Tak CMOTPIO. .. IaXke caMble IPOJBHHYTHIE JIFO/IM HE BOCIIPHHUMAIOT. Y Hac
elle TOCYAapCTBO MPOCTO HE TOTOBO, YTOOBI TAKUM JIIOJISIM OKa3bIBAIIMChH YCIYT'H BHE OONBHUIBL. VX BOCIpUHIMAIOT
Kak omacHbIX. To ecTh OJMH 4YeNOBEK, KOTOPBIM KOro-To yOWJI, OH JAWCKPUMHUHHUpPYET BCIO TpYMIy, 3TO
pacmpoctpansiercs. I MHe 310 HemoHsATHO. Korna npuesxaroT Jr0I1 13-3a TPaHHLbl, Y HUX 3TO KPACHOM HUTKOH —
410 HaO0 COMmMuNity-based services. YV nac mpaxe JIi0oaM He MOHUMAIOT, YTO TO TAKOE, 3a4eM 3TO HY*)HO. Hano, uTob
Kak BOT C OHKOJIOTHEH.. . HECKOJIBKO JIET Ha3aJ HUKTO HEe TOBOPHJI, a cedac ¢ KaXIOro KaHaia, M TOXe camoe, C
nHcynsTamu, CIIM oM, TyOepkynézom. Jlo Hac oueHb maneko. CouumanbHbIE CITy>KObI BooOme ux OosiTcs. Mbl B
OJTHOM LIEHTPE MOOBUIH, TaM y>Ke KaK-TO TIOMSTYe, YBHAEIH, YTO OHM 0ObIYHbIe Jrou. OUeHb HEe XBaTaeT, 9Tod KTo-
TO 337aJ TOH CBBIIIE. Ecii Tl Mems CHU3Y, TO 3TO OYeHb JUTMHHBIA IyTh U OH HE MIPEATIOaracT PEeBOIOLHIO.

Ne 2

Patient 1 (42 years old)

IMB® «Kparis kpoBi» (Patients’ Charity Fund “Kraplia krovi” — chronic myeloid leukemia)
Tpusanicts: 33:12 (Duration: 33:12)

I.: Yn ve mMorum 6 Bu, Oynp nacka, mpecTaBUTUCH 1 PO3MOBICTH, SIKUM YHHOM BH penpeseHTyeTe 110 opraHizamito?
Yum BoHa 3aiiMacThea? Sknii konTakT Bu Maere 3 mamienramMu?

L.3.: B 2009 pomi MeHi MOCTaBWIIA [iarHO3 XPOHIYHUN Mi€oneiiko3. [0 mboro 5 KUB 3BUYHNAM KHUTTSIM, IPAIIOBAB
Ha Kpemenuympkiit TEC. IlpamroBaB HauansaukoM 3Miad Ha TEC i gymaB, oo B MEHE BCce XOPOIIO B JKU3HI, HISIKIX
mpobiieM He icHyE. [ TyT st IpOXOIUB YePTOBUI MEIOTIIA, B3SJIH aHAJi3 KPOBi, Ha HACTYITHHUI IEHb A3BOHSATEH 1 K&XKyTh
«IIpUDKIDKA B JiKapHIo, 00 B TeOe aysKe moraHi aHasi3u KpoBi». Xo4a s BimuyBaB cede HOpMalibHO. MeHi OCTaBUIIn
JIarHo3 XPOHIYHUH Mienoseiko3. ITicis 1bOoro Mo€e KHUTTS KapAHHAIBHO MOMIHsUTOCS. $I 3pO3yMiB, IO diarHO3
CepHO3HUIA, 110 MTPAIFOBATH, SIK 5 IO TOTO MPAIIOBAB, HABPS UM 5 3MOXKY. JIIKyBaHHS KOILITYE J0OPOT0, BOHO TPUBAJIE,
MIOXKHUTTEBE Maibke. Jlech uepes MmiBpOKY s 3p03yMiB, 1110 JUIs TOTO, 00 OTPUMATH T€ JIIKyBaHHS, K€ MEHI HEOOXiTHe,
MeHi Tpeba 3rypTyBaTH HaBKOJIO ce0e TAKMX CAMUX MAI€HTIB, SK 1 s, TOMY II0 pPa30M Habararo JieTIie aneioBaTy J10
Jiep>KaBHUX OpraHiB BIIAAW, JJISl TOTO 1100 BOHM BWALIMIM rpomi Ha Hamn npenapatd. | Bxe B 2010 poui B
JIHinmponeTpoBChKiii 00J1acTi 1 CTBOPUB OCEPE/IOK MAIli€eHTChKOI opraHizamii. Lle BpsiTyBaso BCiM HaM JKUTTS IO (aKTy.
Mu nobwnwmcs Toro, mod HaM BUAUTIIIN Tporrmi. Tak My KWK, MPOBOAWIA aKTUBHY TisUTbHICTE. A B 2015 pomi 5
BUHIIOB 13 Ti€l opranizaii, B kil Oys, ctBopuB HOBY — bnaroxiiinuiit ®onp [amienTis «Kparist KpoBiy».

I.: TobTo Bu MaeTe MOCBif SIK caM MAIi€HT, TaK 1 CIIKYBaHHS 3 JTIOABMH 31 CXOKUMH ITpodIeMaMu’?

L.3.: Tak, s i cam maIfi€HT, i KOXHOTO ITHS MeHi TeneoHyroTh 5-10 monei 3 Takumu npobmemamu. Born nuraioTs
SIKOTOCh JTOCBIfY, SIKOICh TIOPaIH.

I.: Toni mounemo Tpoxu 3 3aranbHoro. Sk Ou Bu onucanu TpaekTopiro )UTTs nanieHTiB? OT JII0ANHA Ti3HAETHCS CBil
JIiarHO3, TOYyBAETHCA Tipiie. SIKUM YHHOM Iie MiHS€E i1 )KHUTTS B COI[iaTbHOMY TUTaHi?
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1.3.: SIx mpaBuIo, KOJIM JIFOAMHA Yy€ CBilf 1iarHO3, 0J(pasy € nepioJ| 3HEBipH, TouHile, HeBipr. ToOTO BOoHA HE BIpUTH
B NIEPBUHHUM JiarHO3, [yMae, IO IIe, MOKIINBO, MoMIIKa. | me HopManbHo. Lle y Bcbomy cBiti Tak. Jlikapi Tex, Konn
0ayaTh CepHO3HMH iarHO3 UM HOTO MPEAITOCHIIKH, IEPEBipsroTh. Ha If0 mepeBipKy Tex #ae SKUich J9ac, MPHOIU3HO
TKIEHb. AHaJi3M TMUOOKi. [HOMI TOBOAWTHCS TXaTH B sIKECh OLUIbINIE MiCTO, MO0 MIATBEPAUTH a00 3HATH MiarHO3.
[Ticns Toro, SIK AiarHO3 BiIOMHMA, IS JIIOJUHH B COLIaIFHOMY IUIaHI B HAIIii KpaiHi e mok. Tomy 1o Bci mpexpacHo
PO3YMIiIOTh, IO CTPaXOBOi MEAUIIMHM B Hac Hemae, Ha *kaib. [lepxaBa He 3abesnedye Bcix Ha 100%. Bimpa3y Bci
PO3YMIIOTB, IO L€ Iy’Ke BEIHKHHA (PiHAHCOBUH TATap A poauHH. [[yke Mano mromel 3MOXyTh cobi 3a0e3neunTu
SIKICHE JIIKYBaHHSI IPH TaKHUX TSDKKUX J1arHO3axX SIK OHKOJIOTs.

I.: OxpiM BUTpAT Ha MEAMKAMEHTH, 11I€ XK JIFOIMHA MOXKE BHITIQJIaTH 3 PUHKY IpaLli.

L.3.: 3BicHO, Tak. Taki TSHKKI AiarHO3W MOTPEOYIOTh rocmiTamizariii. Jyske 4acTo mpuBOAATH A0 IHBAITU3ALIIT JIFOJHHH.
Tomy mroauHa 3MyIIeHa WTH 3 poOoTH, Jie BOHA paHillle palioBana, ado HTH Ha OUIBII MPOCTY poOOTY. A Iie Bee 3a
c00010 TsITHE 3MiHM B (hiHaHCOBOMY >KUTTi. CTUIBKHM TPOIIEH, SIK JI0 JiarHo3a, BoHa He Moke 3apoOuT. OCHOBHHUI
TATap HA CIM’i.

L.: fIx nie BIUIMBa€e Ha BHYTPIMIHBOCIMEITHI CTOCYHKH?

1.3.: 3a i poku s 6auuB Macy, MabyTb, THCAUI, BCIIIIKHUX ICTOPii. 3BiCHO, SIKIIO Y JIIOJMHU Ha TOH MOMEHT, KOJIX BOHA
III3HAETHCA NIIaTHO3, € CIM S TOCTATHBO MOTY>KHA, TO BOHA OTPUMYE MATPUMKY. AJle OyBalOTh BUMIAJKH, KOJIH CiM’1
po3manmaroThes. | He 3aBxaAM Tak OyBae, IO Ti JIFOH MOTaHi, SIKi HIyTh. ByBae, 110 BOHM TPOCTO HE BUTPHUMYIOTH TOTO
MICUXOJIOTIYHOTO HaBaHTAKEHHA, SKE Hece 3a CO0O0I0 OHKOXBOPHIA marieHT. JlfoanHa >k momazae B 30BCIM iHIITY
peanbHicTb. Konm Mu Bci tymaeMo, 1110 HaM KyNUTH, 1[0 HaM T0ICTH, SK Halla Kap’epa OyJie pO3BUBATHUCH, SIK lyMa€
3BHYaiiHa 370pOBa Jr0AMHA. XBOpa JIF0IMHA JyMa€ Mpo OJHE — SIK i 3aJIMIIATUCH )KUTH Ha 1bOMY CBITi. L{e BUX0auThH
Ha nepimii wiad. CiM’s B 11 TPOBAIOETHCS 1 Ta IpyTa IMOJIOBUHKA HE BUTPUMYE, OyBae.

I.: A six 6u By onmcany cipuifHATTS TaKMX XPOHIYHMX XBOPHX y HAIIOMY CYCIHLIbCTBI?

1.3.: SIx npaBuio, oax B YKpaiHi CHiBUYBalOTh TUM, B KOTO TaKMH TSDKKUH JiarHo3. | ekcTpanosoroTs 11e Ha cede.
Or six B MeHe Oyiio, MeHi 34 Oyio TOJi, sI CBiif IiarHO3 HE CKPUBAaB, MCHIi OYyJIO TOCUTH JIETKO Iie pooutu. Jlo pedi, €
YacTHHA JIFOJIEH, SKi pOKaMH He KaXyTh IPO CBiif miarHo3. BoHU 0osTHCS, MO0 ciM’sl po3manack, 3MIKaTH OaThKiB,
mo06 Ti He mepexuBau. € JIOIH, SKi He KaXyTh Ha poOOTi, 00 He BTpaTUTH If0 poboTy. S 3ycTpiyaB MiBUMHKY,
CTYICHTKY MeImdHOoro. B Hel miarHo3 XpoHiuHWA Mienoneilko3. Tak BOHA IT’STh POKIB He Kasaia. Tit BmaBanocks
MIPUXOBYBATH. SIK paBMIIO, JIO/H, SIKi TI3HAIOTHCS MPO AiarHO3, CIIiBYYBAIOTh.

L.: fIx cami mamieHTH CIPUAMAIOTH [I€ CITIBUYTTS?

L.3.: TTo-piznomy. Lle 3anexuTh Bif JIFOOMHM, SIK BOHA CBIT el cripuiiMae. OT MeHi JIeTTiie Ka3aTH Ipo 1€, MOHITOPHUTH.
B3arasi MOHITOPHHT i€ Taka IITyKa MpPU OHKOJOTIYHHMX 3aXBOPIOBAHHSIX...BIH JACTh 3MOTy €()eKTHBHO JIIKYBaTH,
SKIIO XBOpoOa 3’siBUThCs. To s mpomnaraHayro BiIKPUTICTh Taky. A € JIOJHM, sIKi He KaXyTh, 00 MEPekKUBaIOTh, 110
SIKIIIO CKaXKyTbh, TO JIFOJW MOYHYTH BijJ HUX SKOCH BiZICTOPOHIOBATHCE.

L.: Slkum ynHOM XBOpOOa BIUTMBAE Ha MOOYT i MOBCAKICHHE XUTTA? Uepes ocnabneHuii Gi3MyHMiA CTaH 1 JOAaTKOBI
BUTPATH — II€ X, HATICBHO, JTIMITY€E B TUIaHI TOTO, IO JIFOJMHA POOUTH B BUTbHUIA Yac?

1.3.: 3BicHO. Ty MiHs€ CBOE )XNTTS KapAWHAIBHO. THM OlbIIe Ha IOYATKY JIIKyBaHH, KOJIM Kyda o0CIiayBaHb, TH
MIHSEN i BCi X001, MOT3AKU KYI¥Ch, HA MOPE YH e MIOCh — BOHH OTIAAAl0Th. 3aIHIIA€THCS TUTHKU OHa O0OpOTHOa
3 xBopo6oro. Lle Moke TAHyTHCS MicAlsIMH, iHOAI pokamH. [IoKM TH He BiauyBaem, 0 TAKW TH XBOPOOy 1MoOOPOB i
TH MOJKEII TTOCTYIIOBO MOBEPTATUCH JI0 TOTO JKUTTS.

I.: A Bu ocobucro nmoBepHymmcs?

L.3.: A BepHYBCS OBHICTIO. J{eCh MICIIS POKY 5 ITOYaB KUTH MaiKe THM CaMHM JKHATTSIM, 110 1 10 Toro. B3araii mobuit
OHKOJIOT'IYHHI J1larHO3 He 3HiMaeThes. [Ipocto € pi3Hi cuctemu Teparmii. OT Mosi cucTeMa Teparnii Taka, 10 5 110
CBOIO TAaOJICTKY KOXKCH JIeHb. Pa3 Ha JBa MicsiIi 5 Wy 10 JiKaps, pa3 Ha MiBPOKY s TaM II¢ IKiCh aHasi3u 31a10. To0TO
1e TabJIeTKa 1 MOCTIHHUI MOHITOPHUHT. AJI€ st HACTIJIBKH JI0 IIbOTO 3BHK, 10 5 [IEPECTalo 1€ BXKe 3aMiuarh. 5 He aymaio
KO>KEH JIeHb, II[0 B MEHE paK KpoBi. S| HIYMM He BiJIPi3HSIOCH BiJI IHIINX JIFO/IEH, BiJl rinepToHika, Bix qiabeTnka, ToOTO
TaKUX, SKi 3BUKAIOTh 1 )KUBYTh 3BUYAHHNUM JKHTTSIM.

I.: Ane 3aranom, Bu kaxere, mo 1e KapAuHaJIbHO 3MiHIOE? MoxkeTe Tpoxu JeTaipHime? MOoXIHBO, TPHUKIAIN
3HAlOMHX HaBECTH.

1.3.: Tlo-niepiue, TH mepecTaenm XOAUTH Ha poOOTy. A Ui 6araThoX Jrofel Bes TXHA comianbHa cdepa 3B’s13aHa 3
pobototo. Ilepectaem xoauTn Ha poOOTY, MOYMHAENT XOJUTH B JIIKAPHIO 1 iHOAI TaM >KUTH. TBOE KOJIO CITIJIKYBaHHS
MIHSIETBCA 3 TBOIX KOJIET IO poOOTi Ha TAKUX CAMUX, SIK TH. 3BICHO, I1€ MiHS€ CBITOTIISIA. TH MOYMHAEIT JyMaTH: «TaK,
a mo g ceoronni BkooB? I1lo 3aBTpa? fxi anamizu? A sK y cyciza?».

I.: A mo nns Bac Oyno nauibinbuum BUKITAKOM?

1.3.: [epure — ne cipuidHsATTS cBOro AiarHo3a. OcoOiuBO KO JtoanHa Mosiofa. OT K TH Wel 1o ByJuii, Tebe
OCTaHaBJIIOIOTH 1 KaXyTh — B TeOe pak. lle HaliBaxxue — 3po3yMiTH, 10 B TeOe cMepTenbHa xBopoba. Jlech Micsib
Tpeba JoauHi, 1100 BiiiiTH Big Toro moky. /Jeski 3amukaroThes. [leski X0uyTh MOKIHYUTH KUTTSI CaMOTyOCTBOM.
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Hacrymuuii Tsirap — ne ¢inancosuid. Konm T ni3Haemics, ckinbku Oyze JIIKyBaHHs, 1 CTae MHUTaHHS, e OpaTH wi
komrty. Le ctocyernest Beix. Komm MeHi I3BOHATH MaLi€HTH, A BXKE MMiCI IEPIIOTo PEUSHHS BiIUyBato, UM e eI
MICSITb, M BXKE MIiBPOKY.

L.: Toxi Mu mepeiigemMo 10 TOro, MO 3 UM poduTH. Lle myxe OaraTokOMIIOHEHTHE NUTaHHS, s 3Hato. 11lo Ha maHuWit
MOMEHT, Ha Bamn nmorusiz, 31a€Thest HalOUIbI peaicTUYHUM 1 HaHO 1T TOTPIOHUM, 1100 TOTIOMOTTH ITUM JIFO 1M ?
L.3.: Meni 3maeThcs, oo HaifrojoBHimie B Oyab-sAKid KpaiHi, He TUTBKM YKpaiHi, Ileé CTBOPEHHS TaKOi CHCTEMH
MEIWIUHY, siKa O Jajxa MOXKIMBICTD JIIOAMHI HE OOATHUCH HisSKOro niarHo3y. 1 OaumB sromeil i3 MaJeHBKHUX
€BPOIEHCHKUX KpaiH, Y IKUX )K€ BEIHMKI MEANYHI ITaKeT. BOHU 3HAIOTB, 1110 O HEe TPAIMIOCh, B IEPIKABH € JICKiTbKa
IHCTPYMEHTIB, 00 JIFOANHY CITacTH 3 1i€l cutyarlii. OT Taka OT Bipa B 1ie Ma€ Jy’Ke BeuKe 3HaueHHs. L{g BieBHeHICTh
Jl0Jla€ BIIEBHEHOCTI 1O XHTTIO. A B OIIHMX KpaiHax TH OOilIcs BChOro, 00 TH po3yMiell, M0 e Oyae BETUKHM
¢inaHcoBUM Tsrapem aus cim’i. ToOTO CTBOpEHHS TaKoi CUCTEMH, sKa O TIOKprBaa, sika O laBajia If0 BIEBHEHICTh —
1le Ha/IBXXJIMBE 3aBJaHHs. | Ipyre — e ncuxoJoriyHa miaTpuMKa. S 3aBxIu peKOMEHAYIO THM, XTO 3aXBOPIB, 3aiiTn
B [HTEpHET, 3HAWTH CIIUTBHOTH THX JIFOJIEH, SIKi MAIOTh CXOKi AiarHO3u. | iy 1o TakuX, sKi 1e BXKe ITEPEKIUTH i MaloTh
MMO3UTHBHUH OCBif. ToOTO BOHU TOOI CKaXXyTh «He Oifics, s K MPOUIIOB, i TH Tpoiinenn». ['ooBHa 3amada Hamol
Oprasizaiii, Ile CKa3aTH JIOANHI 3 IepIINX peueHb, M0 He Oiics, Bee, IO TH co0i HaayMaB, Iie HelpaB/a, OT s KHUBY,
1 M HaBYMMO TeO€ 3 1M KHATH.

I.: A HacKiTBbKM Taka IICHXOJIOTIYHA MIATPUMKA IO YKpaiHi B3araii nmommpena? € Bama opranizamis, € JeKiabKa
MoMiOHUX. AJte 1ie 3aJ0BONIBbHSIE TOTpedr yKpaiHiiB?

1.3.: Ha >xans, Hi, He 3a10BoJIbHsIE. TOMY 1110 KOJHM TSDKKI JTFOJIM B AiarHO31 JIIKYIOTECS, iM He 10 MiATPUMKH KOTOCh
11e. A KOJIM BOHU BUHIIUIH 3 JIiarHO3a, KOJIU )KUTTS HAJIAINJIOCh, BOHH CTaparoThesl 320y TH TOM Yac, KOJIM OyII0 OTaHo.
Tomy Takux opranizauiii, Ha >xanb, Maio. Ha 3axoi st 6auuB 4acTo, 110 Ti XBOPI, SKi NPOUIILIH Yepe3 e BCe, MOTIM
XOJATH JI0 Ti€l caMoi JIiKapHi pa3 Ha TWXJICHb 1 MIATPUMYIOTh THX JIIOAEH, sKi TaM 3HaxoaaThes. lle iHoxi HaBiTh
Kpalle Ipaltoe, HiK ITaTHUHA TICHXO0JIOT OHKOBIUTIICHHSI.

I.: Ha Bamy nymky, 1ie Mae iHIIiIOBaTHCh TaKMMH JIFOIBMH, SIKi uepe3 1ie npoium? Yu ne mMae WTH 3Bepxy, BiX
nepxxaBu?

1.3.: S He Bipio, IO Jep)kaBa MOKE 3aCTaBUTh KOTOChH SIKYCh I'DOMAJChKy poOoTy pobutn. Unmm Ounbine y Hac
TPOMAJTHChKE CYCIIIBCTBO OyIe 3°SBIATHUCH, TUM OuIbINe Oyne Takux opranizamiid. [lep»xaBa mae OyTH TOoTOBa
r7100aTbHO MIATPUMYBATH TPOMAISTHCHKE CYCIUIBCTBO. SKIIO 11e poOuTH, TO OYAYyTh 3’ SIBISATUCS TaKi OpraHizallii, siK
Hama. A) Jlomomarats. b) IHomi mpocTo He MimaTe.

I.: 3 Bamoro criikyBaHHS 3 MAIlieHTaMH, SKi 3aX0IH CaMi JIFOAN HAa3UBAIOTh, SKi O BOHHU XOTinn?

1.3.: Baxxko Tak cka3aru. HarmeBHo, BCi MPilOTh «KOH LILOTO HE TPAIMJIOCH 31 MHOIOY. SIKIIO 11€ BXKE TPaIiIoch, TO
SIKOM OyJIM rapHi Jtikapi, SIkOu JIiku OyJIu.

L.: ToOTO BCe K TakH BCi B METUYHY CTOPOHY O1IIbIIIE AYMAtOTh?

L.3.: Tak. B igeani Bci MpirOTh PO OJHY TaOJIETKy a00 OJIMH YKOJ, SIKUi BepHE Bce Haszal. Lle, 1o pedi, He yTOMIYHO.
3apa3 Hayka Tak IIBUJIKO PO3BUBa€Thcs. HaBiTh Miil npukian — ue npukian oxHiei Tadnerku. Jlo 2000 poky Taki
JIO/H, SIK 1, WK 2-3 poku. A B 2000 porii 3HaHIIUIN JIKH, SIKi TAIOTh 3MOTY KUTH HOPMAJIBHUM XHUTTSIM, 200 HaBITh
mi3Hime He npuitMarty nikn. Crnovatky Bonu komrtyBanu 4000 monapis micsanuit kype, norim 1000, a 3apa3 dipma
BTpaTHJIa MATEHT, 3’ SIBUJIMCS TEHEPHKH, 1 BOHO komTye 40 nonapiB Ha micais, To6To B 100 pasiB. ToO6To HaBITH 115
VYkpaiau OUTbII-MeHI MigiioMHa CyMa.

L.: 3 ycix cropiH, SKII0 MU OepeMo IepkKaBy, caMy JIOAWHY, KoMy BH BifnaeTe roJoBHY BiAIIOBiAadbHICTE, IIO0 MIOCH
MIPUIYMYBATH, 3 IIUM OOPOTHCH?

1.3.: 3BicHo, mepiie e aepkapa. Ajie MU MaEMO PO3YMITH, 10 Jep)kaBa — I MH. YIIOBaTh Ha OJHY aepraBy...He
TpeOa BBakaTH, IO Jep)kaBa — II€ II0Ch abcTpakTHEe. Mu BHOpaiu 110 JAepiKaBy, el YCTpid, 1 MU MOXKEMO HOro
3MIHIOBATH, SKIIO BiH HAM HE MiAX0AUTh. UM MU TYT 3aiiMaeMoch? MU 3MIHIOEMO CUCTEMY Ty MEAMYHOI OXOPOHH,
sKa Hac, K Malli€HTiB, HE BIAIITOBYE. MU NMpUHMAaEeMO aKTHUBHY y4yacTh y BHOOpI HOMEHKIATypH, sika NpHiiMae
PIIICHHS IIOJI0 3aKYIKK MpenapaTiB. My BUXOIUMO 31 CBOIMH iHII[IaTHBAMH O PO3MOALTY IUX JIKIB, TOCTABKHU IHX
JiKiB. Mu BenemMo mneperoBopH 3 (apMKOMIIaHISIMKA MIONO HiH Ha JIKH. 3apa3 BIIAKPHIOCH JyXKe BEJIHKE BiKHO
MOKJIHBOCTEN.

I.: ToOTo sIKmIO mWincyMyBaTH, IO IIONO Iii, sIKi Tpeba BINPOBaJLKYBAaTH, L€, MO-TIEPIIE, Taka OIOCEPEAKOBaHA
JrorioMora 3 00Ky JIepKaBH B IUIaHI HE 3aBaXKaTH 1 MiATPUMYBATH CTBOPEHHS TaKMX IPOMaJChKUX opranizarii. [pyre
— 1€ Te, IO KOJHIIHI XBOPi MAafOTh MIATPUMYBATH THX, XTO...

1.3.: ...1mo#HO 3’ IBUBCH.

L.: 1llo 6 Bu HaliroioBHiIlIe IOPAIUIX Til JIFOIUHI, SKa Ai3HAIACH, 1110 MOWHO 3aXBopijia?

L.3.: Ilepiie — ue Te, mo He Tpeba OosTHchk. Jpyre — 1e Tpeba 3HANUTH JIiKapsi, AKOMY TH IoBipsernt. | Tpete — 3HaiiTu
JozeH, ki Tebe 3MOXKyTh miATpuMaTH. Un B Koui ciM’i, 9u B KO marlieHTiB. Lle 103BOIUTH BUITH 3 BOTO CTYIOpa
TICUXOJIOTIYHOTO.
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Ne 3

Expert 5

'O «PamicTb pyxy» (NGO “Radist rukhu” — juvenile idiopathic arthritis)
TpuBaicts: 45:39 (Duration: 45:39)

l.: Moxerte, Oynp J1acka, Ui TOYATKy IPEACTaBUTHCH 1 OMICAaTH, YMM 3aiiMaeThcsl Bama opranizamis?

T.Bb.: lle kmacnyHa mamieHTCbKa opradizaiis. O0’emHye POIMHHU, B SIKUX € XBOpI Ha IOBCHUIBHHN PEeBMATOITHUI
aptput. Lls XBOpoOa MOYMHAETHCS B TUTHHCTBI, A€Ch Bi 2-X 1 10 18-u pokiB. Mae renetndHo npupoay. B3araini Bona
He nociipkeHa. Lle aBroimyHHa xBopoO6a. CUMITOMH — Iie O11b B CyTJI00ax, MOKe IIPHEAHYBATHCH CITKIBKA OKa. SIKI0
He JIIKyBaTH, TO B OLIBIIOCTI BUMAJKIB JIIOMHA cTae iHBaiigoM. JlikyBaTd Baxkko. | moporo komTytots Jiku. Kpim
TOT0, BXIIUBO, 100 Oyl HOPMaJbHI JIiKapi.

Mu icHyeMO TIOBHOIIHHO iech poKiB 7. Jlo Toro Mu Oyiu npocTo sk ToBapucTBo. OdiniiHO 3po0HiIH SIK rpoMajchbKa
oprasizaiis, ko Tpeda 0yJI0 aJBOKaTyBaTH JOPOTOBapTiCHE JTiKyBaHHS. Y Hac ()aKTHIHO B KOXKHIN 001aCTi € IIOAH,
3 SKFMH MU CITIBIIPAIIoeMO. SKIo Tpeda miATprMaTH OJHE OJJHOTO — Iie pa3, KMo Tpeda MOAUTUTHCS iHPOpMAIIiero
— e aBa. OOCYANTH SIKiCh BIIACHI MPOOIIEMH; SKIIO 1€ CTOCYETHCS COIIATBHIX MPOoOIeM — IK 0OPMUTH iHBAJI THICTB,
SIK 0(pOPMUTH TUTHHY B IIKONY, € 3aXBOPIOBAHHS UM €IiIEMis — SIK MU 10 TOTO CTaBUMOCs. OKpiM TOTO, IIPHETHAIOCS
aZBOKaTyBaHH!, 00 y>ke nopori miku. Ha 28 nriB meck Bix 1000 mo 1500 momapis. TyT noTpiOHa momomora aepikaBH.
Ponvan 9acTkoBO 3MiHIOIOTECS. XTOCH Mepeikmkae. B xorock pemicis. Komych Tak Baxko, 110 B3arajii HE XOUyTh
CHIJIKYBAaTHCh.

|.: SIxuio 3aranom omucyBary, SIK Iisl XBOPOOa BIUIMBA€E HA AUTHHY, Ha CiM’10? SIK 3MIHIOETBCS KHUTTS, KOJU POJMHA
NI3HAETLCS, 10 B IUTHHH TaKUH JiarHo3?

T.B.: Ilo-niepe, € aerki gpopmu i Baxkki popmu. Jlerki popmu — 1ie He Ay’ke cTpairHo. B3arani B 6ararbox BHIamkax
Lel JiarHo3 JiKapi MoJarTh TakK, 0 L€ CTpec At poauHu. HacTymHui KpoK: UM € JOCTYI 70 JIKyBaHHS, Y1 HEMA.
SIKIIo € OCTyN i HeMa CTpaIllHUX HACHiJKiB, TO, 3BHYAiHO, 1€ CTpec JJIsl pOJHMHH, aine Ie He Katactpoda. Sxmro
MIPaBHIBHO IMiTiOpaHe JTiKyBaHHs, TO BOHO JOIIOMArac i € cTilika MeJUKaMeHTO3Ha peMicis. B Takomy BUmaaky crpec
Bce o/1HO Oynie, ane BiH He cTpamHuil. B Ykpaini 3apa3 gitu Maiots 100-BincoTkoBe 3abe3neuenns. Hani moxe OyTn
YacTKOBO: B I 0ONacTi Jlikap He BpaxyBas, He Ipu3HaumMB. A B3aram 3a 2017-2018 mm mobummcst 100%-ro
3a0e3nedeHHs.

|.: fIxmo ¢gopma Baxkka, TO SIK Iie BILTHBAE?

T.B.: BrmuBae, 60 TaM JIiKyI0Th iMyHOCYIIpecopamu. Bu npurHidyere imyHiTeT. JItoquHa cTae ypa3nuBoro.

l.: A sKI10 B coriaibHOMY IIJIaHi ObIire AMBUTHCH? [T0BCSKIEHHE KUTTS, X001, epeoir aHs?

T.B.: CouianbHo BoHO BIMBaE. Lle 3aexuThb Bii poJuHy i Bill popmu 3axBoproBaHHs. B 6araTbox BUMaKax MOxKHa
YKUTH TTOBHOIIIHHUM JKUTTSIM. SIKIIIO TUTHHA MaJia, 1ie He Mpo0iieMa, BOHH ye akTuBHi. Tam, Jie moKaiueHi cyraoou
Y1 Gavyarh MOTaHo, Iie, 3BUYaiiHO, Haknaaae. s aiByar 1e mpobiema MaiOyTHIX giteil. Ha nux mpenaparax He
MOYKHa MaTH JiTeH, ix Tpeba BiaminaTH. List xBopoOa mpoaoBxKyeThes BCe KUTTS. SIKIIO TH XOUell MaTH TUTHHY, TH
Ma€ell JIech /B2 POKM He NpHiiMaTH mpenapatd. st XJ1omuiB tam Jiermre. Tam, e BYacCHO IOYANM JIIKyBaTH, TO
npoOiema €, ajie BOHa He Kpuayia. €, 3Budaiino, mpobiema uist 6aTbkiB. Takuid TepMiH sk «rineporikay. e Tumosa
npo6ema. Ile kosu uTHHA cripaBii XBopa i oTpebye nonomory. Ii Tpe6a Bij yorock GepertH, mock 3a Hei 3poOHTH.
Tit ne Moxna xBumoBatHch. HepBoBHii cTpec MOKe BUKIHKATH 3aTOCTPEHHS. A TiTH, 3BUUAiHO, PO3yMHEHbKI. | BOHH
MTOYMHAIOTH M KOPUCTYBATHCS a00 CBiIOMO, a00 HecBioMo. JlopocTimaroTs iTH He TaK, K iXHi OMHONITKA. BoHN
CIIOYATKY CTalOTh TPOLIKH CcTapmIuMu. Takoro, mob nutrHa Oirana, Higoro He 0omiio, 3 yciMa cTpubana, Take He
4yacTo OyBae.

l.: A 30BHIIIHBO SIKOCh XBOPOOA MPOSIBISIETHCS?

T.B.: SIki10 HOpMAJIBHO JIIKYBaTH, TO Hi. A Tak, 3BU4aiiHO. Y Bac Cyriio0H, 3 HUMH MOXe OyTH 110 3aBTOJTHO.

|.: SIx miTH CIPUIIMAIOTHCS OHOJIITKAMH Ta IHITUMHU JTFOIEMU?

T.B.: [Iyxe no-pizHoMy. 3aleXUTh Bij cepefoBuIna. € cepeoBHIa, B SKUX iM JONOMArarTh i BOHH 3HOBY-TaKU
MiANaIak0Th MiJ TieporiKy. A € O611b11 )KOPCTKi. BOoHM MaloTh IpaBoO HE XOANUTH B HIKOJTY. A € Ti, XTO XOUYTh XOJUTH
1 XoATh. Y MeHe TOHbKa He XOIMJa B IIKOJY J0Bro. Mu ii Bumim Baoma. MU >KHITH TaJIeKo BiJ IIKONH. Bunrensim
OyJl0 BayKKO TPUXOAMTH. BoHM npuxoauim pa3 Ha 4BepTh, MOXe. Asle BoHa 3aiimanacs Manoro Akanemiero Hayk,
Oyna HaBiTh pu3epoM. IToTiM BoHa BeTymuia B yHiBepcuTeT. BoHa B yHIBepcHTETI ClIouaTKy HikoMy He Kazana. Le
BHOIp KOKHOI JTFONWHY — Ka3aTH YM He Ka3aTtd. BoHa He xoTina. Xorina, mob 1o Hei ctapuimcs sk...Hy, He xoTina.
l.: A siKoro cTaBieHHs BOHA Oosach?

T.B.: Hy, He xotina. XoTiia 3 4ucToro jucta. | Mosi TOHbKA, 1 1HIII, 51 3HAK0, KOJIH JOPOCIIIIA0Th, 3MIHIOIOTh IMIDK.
MoxyTb 3MiHIOBaTH iM’. XOUyTh 3aJHMIIMTH 1Lie B MUHYJOMY. Mosi ToHbKa Baxxko xBopina. Konu iii Tpeba Oyio,
B3araii B YkpaiHi He Oyno Teparmii. € Takuii MOMEHT 1mie. Bonu no-inmomy mopociimaioTs. Co9aTky BOHH CTalOTh
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HiOW IOpOCI, CHUTKYIOTECS OlbIIe 3 TOpOCIUMH. BOHM po3yMitoTh, 110 Take 6isb. BoHu Ok po3yMHi. A motim
TPOIIKH ITi3HIllIe BOHU TOYHNHAIOTH BUPOOISTH AypicTh, MOBOAUTUCH Hade iM 13, komu im 18.

l.: A 3 9nM TIOB’s13aHa Taka paHHS 3piTicTh?

T.B.: bo xBopoba. Ie 6inb, e mikapHi. [HIIE %KHUTTS cTae. Sk Oyap-aKi BUIIpoOYyBaHHS, TO IIOJUHA Aopociimae. s
0araTboX Ie HaBIAKH 3arapTOBYE, BOHH CTAIOTh OIMIIIMU, OLIBIIE JyMarOTh.

l.: A B utani npy3iB?

T.Bb.: Ilo-pizHOMy. Arne B3arajii y BciX, 3BHYaifHO, € npy3i. 3po3ywmiiite, mpobiaemMu MiATiTKa — XBOPOTO YH HE
XBOpPOro...3BHYAiHO, XBOpoOa BILIMBAE, ajic CKa3aTH, 00 11e OyJI0 BU3HAYAIBHO, TO Hi.

|.: Ha mo B nepiy 4epry >kanitoTbes caMi IiTH, caMi poAuHU?

T.B.: Ilepie — 11e cTpec, KoM Ai3HAIOTHCS PO XBOPOOY 1 BYATHCS 3 HEto KHUTU. HeMae Tiel ICHXoIoTi9HOT JOTOMOT Y
cim’sim, sika Mae OyTu. GakTHYHO Mae PO3MOBIIITH TICUXOJIOT Bifpasy i3 poanHoIo. Lle iHIe )KUTTs U1 BCiel pOAuHH.
Tak six y Bac € miaberuk. Hy Bu posymiere, mo TOpTHKH He I Bcix. Tpeba mpamioBaTH 3 yCi€l0 POJIUHOIO.
Hanpuknan, y JIeBoBi Tak OLTBII-MEHII i poOIsSIThE. A HACTYIHA coIliaibHa TpobieMa — Iie SAKII0 TUTHHA BaXKKa, TO
MaMa He MOXe TpalioBarty, il Tpeba 3aiimMarucs AuTHHOKO. | XTO X Oyne yrpumyBatu? Biaraini ne BUIpoOyBaHHS.
Te, oo cTOCy€eThCS B LIKOJI — TaM TEX Ha MEpIINii TU1aH OLTbIIe BUXOAATH MPOOJIEMH MaTepiajbHOTO IUIaHy. AJe 3a
OCTaHHIH pik AiTH BxKe oTpuMyroTh 100-BiZcoTKOBO, Jikap 3aMOBJs€. TOMy MU IOYHHAEMO MPALIOEMO 3 TUMH, XTO
crapme 18, 60 B HuX Takoro Hema. Bu mmTaeTe, CKiNbKM Jronedl B opradizamii? CphOTroAHI JIIOJUHA aKTHBHO
CITIBIIPAITIOE, a TTOTIM B Hel 1i pobiaemMu Bimiiinum i BoHA... SIKo moTpiOHO 10 HEl 3BepHYTHCH, 00 BOHA MTPHUHAIIIA
Ha SKyCh 3yCTpid, IeCh JJOMIOMOTJIa, TO OYyAb JIacKa, a TakK...

|.: o, na Banry nymky, Mae OyTH 3po0JieHO B TIEpILy Yepry, 100 MpamoBaTh 3 IIUMH COLIaTbHUME pobieMaMu?
T.B.: Hackinbku 11e mpobiiema coliaibHa, HACKUIBKH JIIKapchka — s He CKaxy. Ilepiire — e MaroTh BY4acHO 1 100pe
mikyBaTH. HacTynHuil Kpok — 1ie Mae OyTH colLliaJbHMH 3axHcT. B TOMy IutaHi, o SIKIIO MaTH Ma€ AOTIISJAaTH 3a
JTUTHHOIO, BOHA Mae OyTH MaTepialibHO 3a0e3IeueHolo, o0 BoHa OyJa criokiiiHa. HacTymHuii Kpok — 11e peadisitaris,
K (i3nyHa, Tak i ncuxosoriuHa. di3uvHI BIpaBH, IPH YOMY CIIEliainbHi — I[bOT0 HeMae (GakTHIHO B YKpaiHi. XBopi
oJ1i HabaraTo BIEBHEHIIIe ceOe movyBatoTh. MeHi 34aBanocs, 10 IICUXOJIOTiYHa peadimiTariis Mae OyTH...0T TaMm, Jie
iX JIKYIOTH HE OJUH Ma€ OYTH JTOKTOpP, PEBMATOIIOT, @ Ma€ OYTH KOMIUICKCHUH miaxia. Mae OyTH OKyJicT, OpTOIEN,
¢izioTepaneBT, KapaioJor, peBMAaTOJIOT, 1 TaM ke X Mae OyTH 00OB’S3KOBO ICHXOJOT. [Ipy 4oMy TaMm Iyxe mo-
pizHOMY. MU BOIMIN MOIO TOHBKY 0 TICHXOJIOTa, TAK BOHA 3HAYHO O1BII IICHXOJIOTIYHO cTabiabpHa, HIK OLTBIIICTE
miaiTKiB. ToOTO peanbHO ICHXONOTIYHHX MPOOJEM SIK TaKMX HEMae, X0da IIOCh €, AKich TaM Komiutekcu. Lo
CTOCY€THCS CYCHITIBCTBA — B3araji-To MH MAaEMO IIPOBOAWTH IIKOIK. MM HaMaraeMoch, ik BUXoxuts. Hy 1e koo,
JIe 3yCTPiYaroThesl OAThKH, B SIKMX JITH BXKE JaBHO XBOPitOTh. HOBI TINBKM MI3HAIOTHCA, SIK IIC: [0 MPUAMATH, 110
Ka3aTH, Jie He 3BEePTaTH yBary. bilbll cTapiin MOXYTh PO3Ka3yBaTH SKICh MOCHIIKH YM SIK AiTH AopociimaiwTts. OT
MOXYTb OYTH IIKOJIM, KyI{ MOKHA 3alIPOCUTH IICUX0JIOTa, MOJKHA HE 3alpOIIyBaTH, MOKHA MK COOO0 POBOIUTH.
Haiibinbime maMm, 3BU4aiiHO, YOJIOBIKIB Jali Oor, mo0 TpeTuHa OyJia.

B mostonux mozeit Hy ki MOXyTb OyTH nipoOsiemu? Sk OTpUMaTH iHBAIIAHICTb, 00 3 YHIBEPCUTETY HE BUTHAJIH 32
CTaHOM 3710pOB’s, 1 00 T He G6iraB 100 MeTpiB, 60 TH HE MOXKeTI.

l.: A OT i mIKOM MatOTh OYTH iHIIATHBOIO JEP>KAaBU UM I'POMaJICHKOIO?

T.b.: Hi, rpomanceka. €auHe, MO TPOIIKH TYIU TpoIneld Tpeba, MO0 OIUIATUTH JIOASM, II00 BOHHU TPHIXANH,
gac/KaBa, AKIIO JiTH, TO SKIiCh KIOYHH, 00 XTOCh HUMH 3aliMaBcs. TaM 30BCiM He mIaNeHi Tpori. Ajie BOHH MalOTh
OyTH. AJe 51 BBaXkaro, 10 TPOMAJIChKi opraHizaiii, 0co0IMBO 3apa3, MaroTh OYTH IyXkKe «IICNETHIBHI» BiJ KOTO BOHU
6epyTs Tpomri. Hanpukian, € rpoMaaceKi opraHizaiiii, IK BETEepaHH, Ki pOKAMHA «JIOSITb)» ep)KaBy. 3BHYAITHO, BOHI
He OyayTh WTH NMPOTH YMHOBHHUKIB, BOHM 3aiexHi. J[Js maieHTChbKUX OpraHizamiil skio X (iHAHCYIOTh KPYIHI
(bapmdipmu, TO € MUTaHHS, YK He JIOOIIOIOTh BOHU iXHI iHTepecu. Tomy Tpeba obepexHo. MeHi 31aeThbes, 1110 abo €
sikick ponu...B Ykpaini Baxkko 30upatu rpoiui. [lamieHTcpki opranizanii MaroTh OyTH He3aJIeXKHi.

l.: Tobro Bama mosuriss Taka, M0 TOJOBHHMHU MdisIMH MalOTh OyTH SKach TOTYXHA CIIBIPAIl TI'POMAICHKHX
oprasizaiii.

T.B.: Te, mo crocyeTbcs 3a0C3MEUCHHS JIIKaMH, JOCTYIYy JO HABYAaHHS — II¢ TUIBKK JepikaBa. MatepianbHe
3a0e3MeveHHs — 11 TeX JIIOJMHA HIKOJIM He 3pO0OHTh. A Te, 10 CTOCY€EThCS LIKIJI, B3arajii TOJIEPaHTHOTO CTABJICHHS,
BiZIcyTHOCTI KceHOo(o0il — 1e, 3BH4aifHO, Mae poduTtn rpomancekicts. ll{ono mpanesmamtyBaHHS — TaM Oararto
oOMeskeHb. AJle s He 3Halo, 1110 3 UM poOuTH. Mosi TOHbKa, HANPUKIIa, HABYAETHCS 1 mpatoe. S 3Haro, 1o 6arato 3
HHX TPAIIOOT.

l.: A B3araii Mae OyTH JOTIOMOTa y TparieBIalliTyBaHHi, Ha Bamry mymky?

T.b.: B3arani OiibLIicTh 3 HUX MalOTh CTaTyC iHBamiAIB. | To/1l podoTOAaBIIO IM BUTiIHO HaiiMaTh. B3arami-To Mae
OyTH, 0COOJHUBO I MAJICHBKUAX MICTEUOK, TaM, jJ¢ Baxkko. B Ykpaiui s mie He Oaumia )OIHOTO MPUKIALY, 100
JFOJSIM, SKi ITOTPeOyIOTh OCOOIMBOTO CTABJICHHS, JOIOMArajy 3 MPaleBIaIlTyBaHHM.

|.: SIky Bce-Taku rosoBHy piu Bu Ha3Bere y 10110MO31 TaKMM XBOPHM?
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T.B.: [lepme - matepianbaa gonomora. Jpyre-coniansauii 3axuct. Mawmi, MoTiMm 100 rpoii IpocTo Ha Takci Oy,
SKIIO BAXKO XOIOHTH. A HACTYITHHH BXKE KPOK...3pO3yMilTe, SKIIO B JIOIUHU HE OOJUTH, SKIIO BUUTENH MOXKE
npuixatu. B 6araThoxX BUITagKax BUMTENI HE MOTAHO 1 cTaBiAThCA. JlypHi OyBaoTh, Tak AypHi BCloau OyBaroTh. Tak
00 BYMTENb HaBMHUCHO OOpakaB, s TAKOTO MPAKTHYHO He 3ycTpidana. MoxyTe He BYHTH. AGO MOXKYTh YOTOCh
BHMArard i He po3yMiloTh, II0 TUTHHA 3 TUM He BHopaeThes. Lle Bin kBamidikalii BunTens 3anexuts. Bu Bxe Oynere
cebe mouyBaTu BXKe 30BCiM iHakmIe. Bike Toxi momomora moTpibHa 30BciM iHmA. Sk ybepertuck Bif iHIIUX XBOPOO.
Tpeba, 3BU4aifHO MaIlieHTIB iHPOpMYBaTH, Tpeba 00’ € JHYBATHCE.

l.: SIxmio y Bac € mock goaatu 3 yciel TeMaTuku, TO s Oyay paja moyyTH.

T.B.: Ta BoHO He cTpamine. Bu tak roBopure! 3 1M mpocto tpeda sxutu. Ot Mainuii OyB, Bif 2 poKiB, CTpUOaB yCIOIH.
Mos ctpubana 3 mapamrytoM. BoHu Bci qocuTh Taki akTuBHI. Lle Baxkka XBOpoOa, aje He kax, jkax, kax. lle myxe
Oararo mpaii.

Ne 4

Expert 2

Bpau-kapmuosor BeICIIEi KaTeropHy, (Doctor, cardiologist, highest degree +

JloueHt kadeapsl BHYTPEHHHUX OOe3HeH Associate Professor in the Department of
JlHenponeTpoBCcKoit MeanmHCcKol AKaaeMuu Internal Diseases of Dnipro Medical Academy)
[pomomkutenbHOCTh: 20:58 Duration: 20:58

HN.: Hauyny c obmero Bompoca. Kak MeHSIOTCSl KM3HM TALMEHTOB C TOTO MOMEHTa, KaK OHH IOJy4YalOT CBOW
3aboneBaHus?

II.K.: MeHsroTCSI, B OCHOBHOM MEHSIOTCA. B mepByIo ouepens, eCTECTBEHHO, Y TeX, KTO HAUWHACT IPUHIMATh KaKue-
TO JIeKapcTBa. Hamm jekapcTBa HE MMEIOT KaKOTO-TO CPOKa, YTO, BOT HAIO CTOJBKO-TO MPOIMHUTH. Y HAC OHH
MMO’KM3HEHHBIe. He Bceraa JrosiM Ha3BIBacIlb 3TO CIIOBO «IOXH3HEHHO», MMOTOMY YTO Ui HUX 3TO.... «Hy kak
nmonro?» - «Iloka moctosHHOY». VN «qumMTENbHOE BpeMs, a TaM ITOCMOTPUM». HeKOTOpBIe TOBOPAT «II0KU3HEHHO,
HO HE BCE 3TO MOTYT MPHHATH. Te, KTO O0JICIOT KaKoe-TO [UINTEIEHOE BPeMs U MPUXOIAIT, yiKe UMesl KaKoi-TO CTax,
OHHM YK€ KaK-TO C ’TUM CMHPHBIIUCH». A Te, KTO TOJIBKO BKIIIOYAIOTCS B 3TOT MPOIIECC, 0cOOeHHO Mojoable, 10 30-u
JIET YK€ HUMCIONIUC TUIICPTOHHUIO, UM CKa3aTb, YTO 3TO IMOXU3HCHHO, 370...IIoTOM 5TO MOKET BBI3BAaTh HEKHE
OJICMCHTBI JCTNIPECCUH, OTTOPKCHUC, YCTIOBECK HHUYCTO HE XOYET, YCIOBEK IMpONaaacTt, NEPeCTacT JICKApCTBa IUTh,
MIPUXOJUT yKe ¢ OONBIIMMU ITpo0IeMaMu, Y4eM UCXO/IHO.

HN.: A kak, u3 Toro, yT0 BBl HAOIFOMAIH, CEMBU B3aUMOJICHCTBYIOT?

I1.K.: HaGmonaeTcs oueHb no-pasHoMy. KTo-To cliemur n yxakuBaeT, KTO-TO HACTPOEH MO3UTHBHO, YTOOBI TIOMOYb
cBOEMY pOACTBEeHHHKY. KTo-To Humkak. [Ipme3karoT, OCTaBIsAOT, BCE, nenmaiite, 4to XoTute. «MBI OTHANH,
3aHUMAKNTEChy, MPH TOM, YTO MOHUMAIOT, YTO TOCYapCTBO PeajbHO HUYEro He mpemocTaBiseT. Ho B OCHOBHOM
POJICTBCHHUKH 3aWHTEPECOBAHBI B TIO3UTHBOM HcXojne. Jlelo B TOM, YTO HYAHO pa3roBapHBaTh C MANUCHTOM H
poICTBeHHMKaMU. Bcerma MokHO BBIpa0OTaTh KaKyl0-TO TAKTHKY JICUeOHYI0, KOTOpasi ObUIa OBl ONITUMANFHON U TI0
3¢ (GeKTUBHOCTH, M TO cBoeil qocTymHOocTH. C POICTBEHHHKAMH HYXXHO pPa3rOBapHBaTh, 9TO OHH MOTYT ceOe
MTO3BOJINTH, UTO HET. [IoTOMY 4TO B ITAHOBOW TEpaIuy rOCYIapCTBA €CTh ATH MPOTPAMMEI TOCTYIIHBIX JIEKAPCTB, HO
M0 ATOM MporpaMMe JIeKapcTBa HEe HaJUISKAIEro KayecTBa U HE BCE, YTO JIOJDKHO ObITh, MOKpbIBaeTcs. Ho ecnu
YEJIOBEK HE MOXKET BCE CaMOCTOSATENILHO 00ecreurnBaTh, TO 00 3TOM HYKHO TOBOPHTb.

n.: A KaK XpOHUYCCKHUEC 336OJ'ICB3.HI/I${ BJIMAIOT HA MOBCCIHEBHBIC ITPAKTUKH, TOBCCIHEBHYIO )KI/ISHB?

I1.LK.: Hy, nonycrum, y 4yenoBeka npu (U3MYECKOH Harpy3ke BO3HHMKaeT 0oib B rpyau. YemoBek uzberaer 3Toi
¢usnueckoil Harpy3ku. YenoBek crapaeTcsi HaXOJUTh KaKHUe-TO JIpyTue BHUJIBI JIESTENbHOCTH. bhiBaeT Takoe, 4To
JIIOIM MEHSIOT paboTy W3-3a TOTO, YTO OHM HE MOTYT BBINOJHATE...TaM OH OBUI IPY3YMKOB WJIM YTO-TO HOCHJI,
MTOSIBIJIACh CTCHOKAP.TUS HIIH MIepeHeC WHPAPKT, OH HE MOXKET ITOTO JICNIATh.

HN.: A o marpieETaM BHIHO, YTO OHHU OT 3TOTO KaK-TO CTPAJAOT WU HET?

I.K.: Bunno. [TosBasroTcs smeMeHTH nenpeccud. OHM CHavgaia MOTYT OBITh HEOOJIBITUMH, B 3aBUCIMOCTH OT TOTO,
HACKOJIFKO CHJIBHO BBIpa)XKEHO 3a005IeBaHIEe, HACKOIBKO OHO MHBATHAN3UPYET. ECITM OHO CHIIBHO OTpaHWYHBAET, TO
U JeTipeccus JOCTaTOYHO BBIpaKeHa. YEIIOBEK MOXKET HACTOIBKO YXOIUTH B ICMIPECCHIO, YTO MPUXOIUTCS KaKHe-TO
npenapaTsl IPUHUMATh, ICUXUATPHUS U TaK Jajee.

HN.: Ha 4to OoJibIlie BCETO KaMyIOTCs MAMEHTHI, €CJIM HE BKIIOYATh MEIUIIMHCKUC JKaI00bI?

II.K.: Yto um He XBaTaeT JeHET Ha KaueCTBEHHBIE JiekapcTBa. He Tak MHOTO J1r0/1eH, KOTOpBIe cebe MOTYT IO3BOJIHUTH
BCE, UTO UM HEOOXOAUMO.
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H.: Ha naHHBIH MOMEHT €CTh KaKHe-TO MPOrpaMMBl, KOTOpbIe rmoMoraroT JitoasiM? He o0si3aTresnsHO B MaTepHaibHOM
wiade. Hampumep, ogHa crenmanicTka NPUBOAMIIA NPHMEP MPOrpaMM CaMOINOMOINH, TIE YeNOBEK olmancs ¢
JIPYTUMH 1 TOHUMAJI, IYTO OH HE OAMH. Y HAC 3TO0 OBIIO O aKTyaJIbHO, PEATMCTHIHO, MIIH ITOKA MBI JI0 3TOTO HE TOLUTH?
II.LK.: Bo-mepBrix, 3T0 HyXHO. [loToMy YTO TCHXOJOTHYECKas peadWiIuTalus W IICHXOJIOTHYECKas MOMOIIb
KapIUOJIOTHYECKUM OONBHBIM M JHAa0ETHKaM aKTyasjbHa, OHA BCET/a aKTyalbHa. Jlake eclii 4eJOBEeK caM 3TOro
MOXET HE OCO3HaBaTh, OHA aKTyajbHa. ECTh Kakme-TO cooOIecTBa: IMa0ETUKOB, OHKOOOJBHBIX M T.O. EcThb
OpraHHW3alUM, KOTOPhIE CaMM TAIMEHTHl CO3JAal0T, HO IO OONBIIOMY CUYETy AOJDKHA OBITH TOCYJapCTBEHHAS
MoJIep)KKa B IJIaHE IICHXOJIOTMYECKOH MOMOINM. 51 He ToBOpIO O MaTepuanbHOM, TO MOHATHO. JomkHa OBITH
NICUXOJIOTUYECKas aJanTanus NalueHToB, KOTopble nepeneciu HdapkT. M gaxe xorga-to B COBETCKUE BpeMEHa B
WH(APKTHBIX LEHTPaxX ObUTH MITATHBIE CTABKHM MCUXOTEPAIIEBTOB MIIH TICHXOJIOTOB.

H.: Bel ckazany, 4To ecTh HaeHTckue coobmectBa. OHU MPOCTO cede CyNIECTBYIOT MIIM peajbHO YTO-TO JIEJNIAIOT,
MIOMOTAIOT ¥ 3TO BUAHO?

I1.K.: Her, 510 He BuaHO. OHM MOTYT OBITH Ha ypoBHE (HOPYMOB KaKuX-TO. JIFOH I'7ie-To COOMPATHCSI MOTYT, TIE-TO
YTO-TO 00CY’KAaTh. A Tak YTOOBI HHCYJIMH 3aKyIaJICsI WIIM JIpyTasi peaibHasi HOMOIIb — HIYETO TaKOro HeT.

N.: Kakue emie >MeMEHTHI C TOYKH 3PEHMS COLMAIBHOM MOJWUTHKH OJDKHBI OBITH BBEJCHBI, YTOOBI JIIOASM C
XPOHUYECKIMH 3200JIeBaHUSIMH [TOMOTATh?

II.K.: IToMumo MaTepHabHBIX ¥ TICUXO0JIOTHIECKIX MOMEHTOB, a ICHXOJIOTHYECKON BOOOIIIE HET, OHA HE IIOCTABJICHA,
€Ie €CTh IICUXUATPUUYECKUE NPOOIEMBI, HEBPO3bI, TaM YEJIOBEK, €IIe €My MOMOTaloT. A KOrja ICHXOJIOTn4ecKas
npo0OJiemMa, 4enoBeKy IPOCTO HeKyJa MOWTH. Bpaun y4acTKOBbIE MM KOTOpBIE Ha PHEMe, Y HUX peajbHo 10 MUHYT
Ha OOJILHOTO, TYT HAJI0 YCIETh XOTh MEIUIIMHCKKE MPO0JIeMbl peinTh. Ho Tak B mpUHIIUIIE Bpay, KOTOPBII B YaCTHOU
KIIMHUKE, TAC 60.]'[])]]_[6 BpEMCHN Ha MNPHEM, YCJIOBCKY B KaKoH-TO CTENeHHU MOT'YT OKa3aTb XOTb KaKyIO-TO
TICHXOJIOTUYECKYIO TIOMOIIb, Pa3bsCHUTH. JIIOM MPUXOIAT, OHU peajbHO HUYEro O cBoel Ooyie3HH He 3HaIoT. VX
HYXHO y4YHTh, KaKk ce0sl BECTH, YTO KyIIaTh, YTO ITUTh, KAK J)KUTh, KaKHe HArpy3Ku naBaTh. Maio Toro, B pabore ¢
MalMeHTaMH HEMaJIOBRKHYIO POJIb UTPAET MOTHBAIHA. UelloBEK IOJKeH MOHUMaTh. J{is Toro, 4Tod oH 4To-TO Aeial,
OH JIOJDKEH OBITh MOTUBHPOBaH. J{J1s1 HEKOTOPBIX JIFOJIEH, X OYEHB MaJlo, JOCTATOYHO TOH MOTHBAIINH «IOKTOP CKa3all
XOZUTH - 51 XOXKY, JOKTOP CKa3aJ MUTh — s IbIO, & YEeTO S IbI0, 5 He 3HAI0». A 1715 OOJIBIIMHCTBA JIIOJIeH TOJDKHA OBITh
MOTHBALUS JpyTas, YeIOBEK J0JDKEH TOHUMATh, AJIsl KAKOM KOHKPETHOH LeJIN OH IBET TOT WIIM HHOH Ipernapar.

HN.: Ha Baw B3z, 3T0 3aja4ya Bpadeil UM APYTUE CTOPOHBI OJIKHBI MOAKIIIOYATHCS B ATOM IPOCBETUTENIBCKON
pabote?

IL.K.: [leno B TOM, 4TO OOBSICHUTH NMPABUIBHO U KOMIIETEHTHO MOXKET TOJIBKO UE€JIOBEK, KOTOpPBIE B 3TOM paboTaeT.
Moxert, ecTb Kakue-To apyrue...Ho na, mo Gonsimomy cueTy, Bpaud J0JDKHA O TAKOM PAcCKa3bIBaTh.

H.: D10 nyumie aenath WHAUBUAYAIBHO WU B rpymnnax? Bo3MoXHO, eclii 3TO KaKkue-TO MEAWIIMHCKHUE JIEKIIUU Ha
6aze OOJBHHUI] WK elIE YTO-TO. ..

II.K.: B mpuHIMne Takoe yCTpauBarOT COOOIIECTBA MAIMEHTOB. ECTh 3a rpaHUIlCl 0OIICCTBEHHBIC OpPraHU3allHH,
KOTOpBIE COOMPAIOT JIFOAEH, MPUTIIAIIAIOT U1l HUX CIICIMAIMCTOB U3 JAHHOW 00JIaCTH M 9TH CHEIUAUCTHI UX yYar.
VY Hac ecTb 3TO: IIKOJa TUa0CTHKOB, aCTMA-IIKOJIA, KaK 4To Jenars U T.4. Ho y Kakmoro 1mo 60JbIIOMY CUETY CBOS
MotuBanus. Hapon 3assaT 3apabaTpiBanueM paeHer. Jlioan He XOTAT MHOTO BpPEMEHM, CHJ TPAaTHTh Ha TO, 4TOO
3aHUMaThcs co000#. IM Hamo roToBOE pemieHue [uis TOro, 4YTo0 OHM MOTJIM 3TO MCHONHATE. HO OHM MOIDKHBEI 3TO
MTOHUMATh.

HN.: Kak Bs1 k 5ToMy oTHOCHTeCh? CKENITHYECKH FITH TPOCTO Kak K (hakTy?

I.K.: Kak x ¢axty. EcTecTBeHHO, 3TO HE XOpOIIIO, KOT/Ia YeJIOBEK 3aHUMAETCs TEM, YT00 TOOBITH cebe mponuTanue,
U HE 3aHUMaeTcsl CBOM 370poBbeM. [ pesynmpTaTra Je4eHHs O3TO HE NOJOXKHUTENbHO. HO MBI JTOIKHBI
l'lpI/ICI'lOCB.6J'lI/IBaTBC$[ K TEM YCJIOBUAM, KOTOPBIC Mbl UMCCM. M&1 HE MOKEM TOMEHSATh CUTyalllIo B CTpaHEC. HOBTOMy
MBI TOJIBKO MOKEM YTO-TO COBETOBAaTh KOHKPETHOMY UEIIOBEKY.

W.: [KpaTkuii BBIBOJI, OJBEICHUE UTOTOB, IOATBEPIKICHNE TPAaBUIILHOCTU BBIBOJIA Y DKCIIEpPTa].

Ne 5

Expert 3

IIpodeccop kadeapsl BHyTpeHHEH MeUIUHBI JIHEMPONEeTPOBCKOH MeTUITMHCKON AKaleMUH

Unen EBponerickoro O61mecTBa Kapin0I0roB

Unen Espomneiickoit Acconunarm Heornoxuoit Kapnuonoruu + Uien pabodeli TpyIb IO aTepoCKIepo3y
Unen npasnenus Y kpauHckoil Acconuanuu Kaparonoros

[IpencenaTens pernOHAIBHOTO OTIEICHUS aCCOMUAIIH HEOTIOKHOW KapIHOJIOTHH



79

IpomomxkurensHocts (Duration): = 01:00:00

HN.: JIng Hawama, moXamyicTa, MOXKETe BKpaTIe IIPEACTAaBUTHCS U OIICATh, KAKIMH OOJEHBIMU BBI 3aHUMaeTech?
E.K.: [IIpeacraBnenue, THTYIIHI ]

N.: Torga HauHy c ouyeHb oOmero Bompoca. Kakne M3MEHEHHs NMPOUCXOAAT B JKU3HAX MAlMCHTOB B CBSI3U C U3
6one3npto? (04:45)

E.K.: Her kakoro-to aGcTpakTHOTO marieHnTta. Peakmus cpa3y ompenensercss TeM 3TO MYXXYWHA WM JKCHIIHMHA,
BO3pAacT, €ro COIMAILHOE TOJIOKEHNE U YPOBeHb 00pazoBanusi. OHU ITOJHOCTBIO ONPEENsIoT cynp0y nanuenta. 1
xapakrep. Mensercst pakTuuecky Bc€. BocnpusiTue maneHToM XpOHUYECKOH 00JIE3HH MTPOXOJHUT Yepe3 HECKOIBKO
¢as3. [Tepas daza: cTpax, ¢ OJHON CTOPOHBI, OTPHUIIAHHUE, C IPYTOi CTOPOHBI. Bpay pa3yMHBIi BCeraa HCIOMHSICT POJIh
CBE/ICHHSI YOHIIOB IICUXMKHM TNAallMeHTa, YCTpaHEeHWs KpallHMX Todek 3peHus. Jlake abcontoTHOe clenoBaHHe
TpeOOBaHMAM Bpaya TOXKE MOXKET TATOTUTH MalMEeHTa. DTO CKa3bIBaeTCsl Ha KaUueCTBE JKU3HH.

HM.: A xaxue OTHOIIEHH ITaIleHTa C ero ceMben? Kak 0HO MOXKET MEHATLCA?

E.K.: HecomHeHHO. DTO OIATH-TaKH 3aBHCHUT OT TOTO, KaK OTHOIICHHS IIPECYIIECTBOBAIH B CEMbE. 31eCh NMEIOT
3HAYEHHS T€ YeThIpe (aKTopa, 0 KOTOPHIX 5 TOBOPHIiIA. YeM MOJIOKe MaueHT, TeM OOJIbIIe CeMbs IPHHUMAET yIacTHe
B ero cynp0e. Y Hac nmpucyTcTBYyeT patann3M. bonbmioit rpy3 o0s13aHHOCTEH Ha OOIIECTBO MTOPOXKAAET IPUTYIUICHHBIN
B3I HAa OOJBHOTO, €CIIM YENIOBEK 3peiblid. Sl MMero B BUIy OTHOLIEHHE ceMbH. ECTh pa3HuIa, ecnu 4eiaoBeky 18
net nnn 81.

HN.: To ects ueMm crapiie 4enoBek, TeM 0oJIblIe 00JIe3Hb BOIIPUHIUMAETCS KaK JAHHOCTH?

E.K.: Kak nanHocts, 1a. Ha camoM fiesie 3T0 0ueHb oracHOe BOCTIPUSTHE, TOTOMY YTO MHOTHE BEIII MHOTO U3MEHHUTh
u B 81 rog. U B TO ke BpeMsI MHOTHE BEIIH, €CIIU HE C/IeTaTh BOBPEMsI, TO HEJb3s U3MEHUTH U B 18.

W.: TIporcxoasT 11 Kakue-To M3MEHEHNUS B )KU3HX MAallUeHTOB B IIaHE BOCIIPUATHS UX 0OIIECTOBOM?

E.K.: [JJa. S pacckaxy omuH mnpumep cyneOHOro mporecca. ECTh YenoBeK, W3BECTHBIH TaJAHTIMBBIA B
aBUaKOCMHUYECKOH cdepe, COBEpIIEHHO HE CIEAsIMA 3a CBOMM 370poBbeM. OH HUMeeT HacleICTBEHHYIO
MIPEACPACIIONIOKEHOCTh K HIIEeMUYecKol 00JIe3HM, PAaHHIOI0 CMEPTh OT MH(papKTa B ceMbe, M TeM He MeHee, 30 jeT 1o
¢aranpHOoro mMcxonma kyput 40 curaper B meHb. Ilpm 3TomM HuUKOrga He oOpamaercss K BpadaM, HE H3MepseT
apTepHaibHOE JaBJICHHUE, Caxap B KPOBU M YPOBEHb JIMIHJOB, HE JAENACT KapAHOTpaMMy. DTO MPEAIIHMCAHO BCEMHU
oOmecTBamMu Kak MepBUYHAs MpopMIakTHKa. EMy CTaHOBUTCS NJIOXO B KOMAaHAMPOBKE, OH Ha HAroX NEPEHOCHT
nH(apKT MUOKapaa. Ero apy3bst OTBOIAT KyZa-To B LICHTP HETPAJULIMOHHON MEANIMHEL, TAE €ro BCEro 00CIeayIoT,
BBIJJAIOT PE3yJIbTaT B BUAE KAKHX-TO JHarpam, 4To eMy HpPaBUTCS Kak TexHapio. CeMbs, MOCKOIbKY OH HE JKaIlyeTcs,
0c000 HUYETO MO 3TOMY MMOBOAY He ToBopuT. CiiydaeTcs Bropoi anu3oia. HecMoTps Ha Bee ycunus, ciacTy 00JIbHOTO
He ynaérea. BekpeiTHe MOATBEp)KIaeT TOT OHArHO3, KOTOpHIH ciuyuwicsa. Ha mporsokenuu 15-u met ero cembs
0OBHHSET Bpaya, BCEX BCTPETUBILUXCS Bpadeil, KOTOPbIE MOSIBISUIMCH, KOT/Ia Pa3BHUIICS BTOPOH 3MH30]1, TpeOyeT ux
MOCaJKU B TIOPbMY U HakazaHus. Korja Bompocs! “A nouemy *ke OH KypHJI, €CIH Jake Ha Mayke CUrapeT HalnucaHo
“Kypenue youaetr”? OTBET: OH caM 3HAET, KaK eMy JIydllie, OH He kanoBayicsa. OH K Bpady He oOpamaics. Bot B
camoi spKoit popMe COOTHOIICHHE OOIIECTBA, CEMbH U MAIUCHTA.

HN.: Ho 3T0T city4ail yaCTHBINH?

E.K.: OH o4enb He uacTHBIN. S k ueMy Begy? 15 €T CTOIBKO yCUIMM TPAaTUTCA U HET IOHUMAHHS BCEX YYaCTHUKOB
Tporiecca, 4To Mpo(ITaKTHKa 1 THIHAst 3200Ta OOJIBHBIX O 37I0POBBE €CTh JIMYHAS OTBETCTBEHHOCTH. [IpodmmakTike
HUKTO HE Y/ICISeT BHUMAHHS.

H.: O1o oueHp BaxkHas MH(GOPMAIHS - O TOM, KaKOE y Hac OTHOIIEHHME K mpoduiaktuke. Ho Bcé-Takn Kak MeHsETCH,
W MEHSIETCS JIM, CaM CTaTyC 4eoBeKa B OOILIECTBE, KOT/Ia OH CTAHOBUTCS OOJIbHBIM?

E.K.: Hecomuenno, mensiercs. [loromy 4to 4enoBek - cyliecTBo ouonorndeckoe. EMy npucyie camocoxpaHeHue u
COXpaHEHHE CBOMX OJM3KMX. Il0ATOMY HEBOJNBHO BOCHPHUSATHE HHOTO 4YEJIOBEKa, I0-IAPYroMYy BBITJISIAIIETO,
HEOOBIYHOTO BHJIa, BOCIIPUHUMAETCS, TIepBast OMOJIOTHUecKasl peakius, Kak yrposa. 3ajada o0IiecTBa — 3Ty yrposy
cienath 0ojiee OCO3HAHHOM M pa3BesTh B OOJIBIIMHCTBE ciydaeB. JInOo HA000OpOT €€ BBHIYICHUTH, ClieNlaTh Oosee
Cepbe3HOI! U paccesTh MyTEM HalPaBICHHBIX MEp.

H.: To ects kineiiMo yopats?

E.K.: KieliMo HeraTuBHOTO COIMAIEHOTO OTHOIIEHHS — 3TO Yepe3 BOCIUTaHKe U camooOpazoBanue. Hame obmiecTBo
HEJIPY>KEIFO0HO K XpPOHNYECKUM OOIBHBIM. J{ake Mo yJmIle eciin Mbl IPOHAEM U TIOCMOTPHM, KaK YCTPOCHBI TTaH/TyCHhl,
TO MBI 3TO cpa3y BuAMM. Celfyac Koe-4ToO Hayaslo AEHCTBOBATH, MAHIYChl HAYAIN JIENIaTh, HO B PSAAC CIy94aeB OHH
OUYCHb KPYTHIC, U HE Bce OONbHBIC, AaXXE€ HE MOTYT 3alTH CONMPOBOXKIAIOIINE WX POJICTBEHHHMKH. O4YeHb 4acTo
KoMMepueckue ycranoBbl «Ha 1061, boxke, 1110 Meni Heroxxe». S BOT czenan maxayc, moTOMy 4TO €ro MOXKHO Ha3BaTh
MaHIycoM, HO peanbHo. Ho eciu Mbl moiaéM fnaneine, TO gake TUGTHL, KOTOPbIE TOJDKHBI OBITh, MX HEeT. PacuncTka
YJIUII: CETOAHS y MEHs OONbHBIE OTKA3aJIMCh, IOTOMY YTO OHM HE CMOTyT mpoiTH. Kpome Toro, HemoCTaTOuHO
TEPIUMOCTH K OOJIbHBIM HH(EKIIMOHHBIMH, HO HE 3apa3HbIMU 3a00sieBaHusIMH. HeT pa3bscHEHM, KOraa U YTO MOXKET
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O0bITh onacHO. C OmHOM cTopoHBI, HemoctaTouHas npodwmiaktuka CIIWM][la, ¢ qpyroif cTOpOHBI — HEIOCTATOYHO
BOCITUTAHHS TOJISPAHTHOTO OTHOIIEHHS K YEIOBEKY, KOTOPbIH MH(pUIMpoBaH u 6osneet. Toxe camoe ¢ renmatutoM. Ho
YEJIOBEK HEBOJBHO OyAeT ceds 3aliIaTh OT BCETO TyKIOTO.

HN.: Kak Bbl MoxeTe onmcarh, HACKOJIBKO BIMSAIOT 3a00J€BaHMS Ha ITOBCEAHEBHBIE 3aHATHA? UeM JFOIM TOIKHBI
»epTBoBaTh? Kak 3T0 Ha HUX O0TOOpaXKkaeTCs, ObET MCUXOIOTHIESCKU?

E.K.: fI xo4y mpuaparbcst K MOCIEAHEMY CIOBY. S momnararo, 4To MOBEICHHWE M Bpada, U MeApabOTHHUKA, U CEMbU
COCTOHT B TOM, YTOOBI CIIOBO «KEpPTBa» yoparh u3 JekcukoHa. C OgHOI CTOPOHBI, YTOOBI OONBHON HEe CUnTAal, YTO
OJM3KKE eMy KEPTBYIOT. BOibHOM H0JKEH MOHATH, 4TO 00JIE3Hb — 3TO CTECHEHHASI B CBOEH CBOOO/IE KHU3HB, HO KU3Hb,
KOTOPYIO MOKHO HalpaBUTh B Apyroe pycio. Korja st TOBOpIo 0 IMETHYECKUX PEKOMEHAAIMAX MM O (hU3NIeCcKoit
aKTHBHOCTH, 51 BCErJla HA4MHAI0 C TOrO, 4TO OOJILHOM MOXeT ce0e IMO3BOJIUTh, YTO €Ile MOXKHO, a TIOTOM YKe
NepexoXy K orpaHudeHusM. To ke s coBeToBaja O jgenaTh OMM3KMM M camoMy OonmbHOMy. Hy Her Bemmwm ¢
a0coIoTHEIM HeratuBoM. KoHIeHTpupoBaTh 0OJBHOrO Ha IUTocax. Kpome Toro, GOJNBIIMHCTBO MEINKAaMEHTOB
noxu3HeHHbIe. Ho 51 KOHCYIhTHPOBANACh C BEAYIIUM IICHXHATPOM M TOBOPIO, YTO S HUKOTAA HE TOBOPIO, YTO «BBI
JIOJDKHBI TIPUHUMATH TTO’KU3HEHHO», TIOTOMY YTO 3TO Cpa3y HEMEUIEHHO HACTPanBaeT Ha TO, YTO )KHU3Hb YKOPOUEHa.
51 TOBOPIO COBEPIIIEHHO HENMPABIIBHYIO (pa3y ¢ TOUKH 3peHuUs] (OpPMaIBbHOI JIOTHKH, KOTopas ycrokanBaet: «[loka
MOCTOSTHHO». ET0 JKH3HP M3MEHHUIAch, HO € MOJKHO NMPHUIATh HHOE Ka4eCTBO, COXPAHUB €€ KOJIMUYECTBO. XOpOIas
Tepanus, IpH JODKHOM KadecTBE, HE OyIeT OCYLIECTBISATHCA 3a CUET IOJHOTO Pa3pyLICHUs KH3HM IalHEHTA.
B03M0XHO, HEKOTOPOTO OTPAHUUYCHHS.

W.: Eciu roBoputh O TOM, Ha 4TO XaJyIOTCsS caMu OOJbHBIE, TO Kakue MpoOJeMbl OHU camu Has3biBaroT? U ¢
SKOHOMHUYECKOW TOUKH 3peHHsI KaK1e MPOUCXOIAT n3MeHeHHs? UTo JIIo1u epexuBaroT?

E.K.: D10 3aBHUCHT OT NCHXOJIOTMYECKOTO THIIA JIMYHOCTH. W BpauM, U CeMbs JOJDKHBI MOKA3aTh OOJBLHOMY, YTO
W3MEHEHHE B XM3HU MOJXET OBITh MHTEpecHBIM. M aisi ceMbM Halo HAaWTH albTepHATHBHBIC M3MEHEHHS KaK BO
BHYTPEHHEH KapTHHE MHpa, TaK U B ASKOHOMHYecKo# curyarmu. Ho 3to tpebyer Gombine padotsl. IloTomy uto
Oone3Hb — 3TO OTAeNbHas mpodeccusi 00IFHOro. MOXKHO CBECTH Ha HET BCE HETaTHBBI M M3BJIEYb MAKCUMyM
TIO3UTHBA, HAWTH Te-TO AIFTEPHATHBHBIC HCTOYHUKH PELICHUS IIPOOJIEMBI, CITIaIUTh SKOHOMHUYECKHE ITOTEPH, HAN IS
KaKOe-TO eIlle 3aHsITHE, KOTOPOe 10 CHJIaM, HO AAa&T SKOHOMHYECKYIO TIOMOIIb. A MOKHO Ha000pOT — CUUTATh, YTO
BE3/Ic HETaTHBHI U €ro OpOCHIM M O0ILIECTBO, U OMM3KHE, U CEMbsI, U JIpy3bs. [IpodeccrnoHanbHbINH O0NBHON — ecTh
TOT, KOTOPHIA Bceraa kaiyercs. VM mpodeccrnoHadbHBIN OO0NBHOM Takke TOT, KaK U3 KaKUX CHTyalud OH OyIer
BBIpynMBaTh. Takux 60nbHBIX HY 5 %. [losToMy Hama 3aga4a, 1 Bpada, 1 0OIIECTBa, T0KA3aTh, YTO HA JAHHOM 3Tare
pa3BuTHsL OOIIECTBa YTO-TO MOXHO, YTO-TO HENb3s, HO OH BHYTPEHHEH KapTHHBI >KMU3HH, KaK €€ IaIueHT
BOCIIPUHMMAET, OyJeT 3aBHCETh €€ KayecTBO M KOJIMYECTBO. 3ajaya oOIlecTBa — MPEIOKUTh KaKoe-TO pPelIeHUe,
anprepHatuBy. OOIECTBO MpeJyIaraeT, HO elIe OYeHb CIadyI0 abTepHATHBY — OecCIIaTHbIE MEIUKaMeHThl. MHOTO
oHa He u3MeHuna. Ho nepsslit mar caenas.

HN.: Mb1 celiuac nmepexoJuM K TeMe MyTH peuieHus npobneM. Kak skcnepT B MenuuuHe, kakue Obl Bl HazBanu
CaMBIMU HY>KHBIMHU JAEUCTBHSI C TOUKH 3pEHHSI COLMANBbHON MOJIUTHUKH, TOCY1apCTBa, CAMUX MaIllMeHTOB?

E.K.: Opranuzanusi 3aiuTbl NpaB MAaUMEHTOB YpPE3BbIYAHHO XOopoma. MBI CTONKHYJIUCh C MO3UMLUEH TaKUX
OpraHM3aLi: TPEe3yMITIIsI HEBUHOBHOCTH MAMEHTa U MPE3yMMIINs OONbIIeH WM MEHbIIeH BHHOBHOCTH Bpaya. Bot
a yeM Borpoc. HeT mpe3ymItiiy HeBUHOBHOCTH HY TAIMIEHTa, HA Bpada — 3TO s XOTeNa ObI IOJIOKHUTH B OCHOBY BCEX
oOmIecTBeHHBIX 00BeIMHEHHH. [ pyTITbI MAIHEeHTOB — 3TO OYEHB XOPOIIIO, HO He OOPHOBI ¢ BpayaMH, a IIOMOIIH APYT
npyry. To, 4T0 5 3a4acTyro BHXKY — 3TO TO, UTO Bpad HEMHOXKKO 3apaHee cpa3y BUHOBAT. M 3To ectectBeHHO. [loTomy
YTO MAIMEHT ¥ CEMbsl BOCTIPHHUMAIOT 3MOLMOHAIBHO. BTOpOE, connansHas pekiama, TeJIeBU3HOHHBIE POJIMKH — 3TO
OUYEeHb BaYKHO, y4acTHe 3BE3] B COLMAIBHBIX poinkax. U cozmanue taprer-rpymnm. [19:25 — 20:20 - npumepst Onera
BuHHMKa s TapreT-rpymnn OOJBHBIX C PaKOM MOJIOUHOM JKene3bl M T.J.; MOJOJAEXKb — OalKepbl, POKephl].
[IpuBnedeHue 3BE311 CIOPTA, MOJIUTHKH, OyaeT 0ueHb 3((HEKTHBHO.

3arnosiHeHHe peKiIaM Jake B IPOrHO3€ MOro/bl MEAUIMHCKUX CPEJCTB — 3TO OUE€Hb HEXOPOIIO, 3TO OUEHb HETATUBHBIN
¢axTop. MbI npoBoaniu onpoc 15 ThIC. ManueHToB ¢ aprepuanbHoi runeprensued B 2000 roay. Crnpammsaim,
OTKY/la OHU YepIaroT HHPopManuio. ITo ceMbsl, POACTBEHHUKH, 3HAKOMBIe, cocenin, CMU, cTosin COBOKYITHO, 1axe
IIpeBbIIas MHEHWE Bpada. [103ToMy 3TO AeHCTBHTENbHO BaXKHBIH actekT. M emé, Bc€ ke, YTOOBI TOCYIapCTBO
MIPOMOTHPOBAJIO CO3/IaHKE OOIIECTBEHHBIX OpraHU3aIMi Bpaueil, ¢ ropucrtamu. [PacckassiBaeT 00 miee cooduiecTB
COLIMAJIbHO aKTHBHBIX BpaueH, Ky/ia Ipyrue Bpauu MOTYT 0OpaTUThCA 3a IOpHIMYecKoi momorbio u T.1. o 23:40].
N.: A ecnu BepHYTBCS K ICHCTBHAM, HAPABJICHHBIM HA IIOMOIb CAMHM OOJIBHBIM. ..

E.K.: Hy Bot Taprer-rpynmsl B ®eiicOyk, Muacrarpam. Ceiiyac W3BECTHO, TAe Kakas TpPYMIa CHAAT MO KaKUM
conuanbHbIM ceTsiM. Co3ZaHne TOJNOKHUTENBHO HampaBiIeHHOW pexsiaMbl. OHa MOMET CTOMUTH TOpa3fo JCIICBIIE.
Hcnonb3oBaHue colManbHbIA CeTe! sl CO3JaHue MEIUIIMHCKOM BMECTE C TICUXO0J0TaMH MPaBUIIbHOU PEKIIaMBI.

HN.: To ecThb eciu MOIBITOKUTH, TO 3TO 1) pekiiama, 2) npoQuIaKTHKa, MCHITh OTHOIICHHE CAMUX OOJIBHBIX. ..
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E.K.: la, uro ¢u3KynbTYypa — 3TO cyacTee, 3T0 00pa3 sxu3Hu. O0pa3 GU3KYIBTYpHHUKA JOIDKEH OBITh COLMAIBLHO U
CEKCyaJIbHO TIPHBJICKATEJICH: HE CIOPTCMEHa, a (HU3KYyIbTypHHKA. HaunHas co mIKOibI M 10 JTFOOBIX COLMABHBIX
rpymm. Y, BO3MOXHO, lake Kak-TO Yepe3 TOCyIapCTBEHHBIE WIIM YACTHBIE. ..CO3AaHUE YCIOBUH I (DPU3KYIBTYPHI:
KaKHX-TO MEPONPHUATHI, MOTUBALNS (HU3MUECKOH aKTUBHOCTH JIIOZICH, HAa 3TO BBIAEICHHE KAKUX-TO CPEACTB. DTOTO
peaspHO HET, IOTOMY 4YTO 3TO TpebyeT BnmBaHUM. Her mocTymHbIX yupexneHmil. HagaTe ¢ OOBIYHBIX BeIei:
JIOTHPOBAHME NMPENIPHUITHH, CO3AaHNE CIIOPT3ala, CIOPTIIIOMAAKH, CO3IaHHE XOPOILETO NUTaHHE B MIKOJIAX.

HN.: Ho BwI celffuac ToBopHUTE CKOpee O MPEBEHTHBHBIX MeTonaX. A eciu OONbHBIE y)Ke 3a00Nenr U 3TO HyXKHO
BOCIIPMHUMATh KaK JaHHOCTH U YTO-TO C 3TUM JIEJIaTh?

E.K.: Bor misg XxpoHHueckux OONBHBIX CO3JaTh TaKHe K€ JOCTYIHBIE CIOPTHBHBIE KIyObI, B 3aBUCHMOCTH OT
WHTEPECOB TOXKE, KOTOPhIE TOTUPOBAIHCH OBl B HUX HHCTPYKTOPHI 10 JieueOHOM (uskynbType. Panbiie 3To Obu10. A
ceituac 3Toro Het. Eciii MBI XOTUM 4TO-TO CZI€NaTh, Ha 3TO HY’KHO 4TO-TO MOTPATUTh. JlaXke eCIId Mbl XOTUM U3MEHHUTh
OTHOUIEHHE K YeMY-JTH00, «HE HaJ0 CyIUTh YeJIOBEKa B MTAPUKE, ECIIH Y HETO OHKOJIOTHS», TO KTO-TO JOJIKEH YMHBIN
MIPUITH U TIOTOBOPUTH C TPYIIIIOH, KOTOPask 3TO JIEJIAET, a 3TOMY YMHOMY HaJI0 3aIUIaTHTh. BooHTeps! OyayT Beeraa,
HO 3710 15%. Kak e 310 Oyner ¢puHaHCHpOBaThCsA? OT0 MUHHCTEPCTBO CONMUAIBHONW MOJIUTHKH - MHHHACTEPCTBO
OCTaTOYHOTO TPHHIMNA. BKiIajplBaHWe B 3TH COLMAIBHBIE CTPYKTYPHl HE SBISIETCS NOMyJspHBIM. CaMbiM
MOMYJISIPHBIM  SIBISIETCSL CO3AaHKME JETCKUX IUIOMIAJOK MO0 CIOHCHPOBAHHE OTICIBHBIX OOJIBHBIX, YTOOBI HX
MIPOJICUMIIN. A CO3/IaHHE CUCTEMBI KITyOOB I XpOHUYECKUX OOJBHBIX, MEAUIIMHCKIX PEAOUINTAIMOHHBIX IIEHTPOB,
IZIe OHH MOTYT MOJIYYNUTh KOHCYJIBTALUIO TICHXO0JIOTa. JTO MO MPUHIUILY TEPPUTOPUATBHON IpOMajbl — BOT, ceiyac
JIEHbI'H TIOSIBHJIKCh, TaM CO3/1aTh KJIy0 TaKOW-TO, TaM TaKOW-TO, TaKKe KIIyObl U IEPBUYHON MPO(UIAKTHKH.
bonbHOI HHOTAA OLIYIIAIOT JIeKapcTBa Kak (axkTop Bpexa. Ho eciy oH BOBIIEYEH B KaKylO-TO €Ile JOIOIHUTEIbHYIO
aKTUBHOCTB, M OHAa TaM BCTpeYaeT JoJei Toke HECKOJIBKO 00e3/10JeHHbIX. 1 KakIbplif mOyMaeT, YTo 5 CEerOIHS
BBITJISDKY JIyullle, ueM Bacs. DTo 3acTaBiseT TaHyThCA U TSHYThCA. [M ¢ Ipyroil cTOpoHsl, c10Ba OT APYTUX JIOAEH,
4TO 51 OB, Kak ThI|. To ecTh mojepxkka. ToT e Icnxoor MoXKeT co31aTh KOCTsK. [103uTHBHO MpodeccroHaIbHbIE
6onpHBIe. Hazmo 310 cienaTh conmanbHO MPHUBIIEKAaTENbHBIM (MYHHIUIAIBHBIE TPOMAJIBI COJEPKAT KaKoi-TO LEHTD,
OIIaYMBaeMble TPEHEPHI, OHH rcuxoior). Ceifdac s ¢ BaMH IpuayMaia, Kak Obl s 3T Aeiaa.

Ne 6

Expert 4

Bpau-anecTe3nosnor oTaeneHus KapauopeaHuMarui J[HenponeTpoBcKoit OOTBHHUIIBI CKOPOIT MOMOIIN
Bpau BeIcHIEH KaTeropuu

IMponomxkurensuocts (Duration): 26:27

N.: Kax B nienom, Ha Bam B3rusia, nu3aMeHsercst )KU3Hb YeI0BeKa, KOT/Ia OH y3HAeT O CBOeM 3a00JIeBaHNH, TTOJTydaeT
ero?

B.A.: D10 3aBHCHT OT ero XapakTepa, OT IICUXOTHIIA YeJoBeKa. HekoTopsle moan moGurucThl, ¥ y3HaBasi O TSHKEIOM
3a00JIeBaHAN, OHH TIPOJIOJDKAIOT JKM3HB TaK, IMIOKA UM HE CTAHET COBCEM IUIOXO. BTopas rpymma momed, BTopas
KpaifHOCTb, KOTJ]a C TIEPBOTO MOMEHTA YXOIST B CBOIO 0OJIE3HB, TOIBKO 00 3TOM IyMaloT, Ha 3TO BCSI IEATEIFHOCTh
HampaBieHa. Torma ux >KU3Hb KapAWHAIBHO MeHsieTcs. Y TpeThs rpymma Tie-To mocepenuHe: moka ux 0oie3Hs He
cTaHeT B OoJee TshKeNnbIX (opMax, KM3Hb MX MPAKTUUECKH He MeHseTcs. Bompoc ObuT B TOM, Korna OONe3Hb yxe
WHTEHCUBHO ce0s mposBIsieT?

W.: [da, connanbHbIE aCIEKTHI.

B.A.: ConuanbHble acreKThl, KaKk Ha MOM B3IV M3 OOLIEHUS C CAMMMH NalMeHTaMH, OOJIbIIe BCEr0 MEHSEeTCs
oTHouIeHHE B ceMbe. [IoToMy uTO Kak Obl MBI HE JIIOOWIM YeOBEKa, HE JKAJIeN, He JIeNesUTH, HO KOTZla Y TBOETO
napTHEPA MOCTOSIHHO YTO-TO OOJIMT, KaK ObI THI €r0 HE JIF00HII, OHO MOTUXOHBKY HAYMHAET BO BPEMEHEM JIeHCTBOBATh
Ha HepBbl. M3-3a pa3apaskUTENEHOCTH U BCETO TaKOTo, sI [yMaro, YTO TOSBIIIOTCS TaKHe HalpsDKCHHBIE MOMEHTHI B
ceMbe, CBsI3aHHbIE C 00JIE3HBI0, KAKOH-TO TUCKOM(OPT. Y GOIBHOTO MOJCO3HATENFHOE YyBCTBO BUHBL, YTO OH OoJteeT,
a 'y 4eJoBeKa, KOTOpBIH He OoJieeT, Ha000POT MOJICO3HATEIFHOE YyBCTBO BUHBI, UTO «S1 T€OS JOJDKEH JKaleTh, HO ThI
MeHS JOCTam. JDTO BCE CKa3hIBACTCS Ha OTHOIICHUSIX B CEMbE. DTO BBIXOIUT Ha TEPBBIN IIaH, TIOTOMY YTO ITOTOM
MTOCTENICHHO TaKOe CTAHOBUTCS M Ha padoTe. Thl HaunHaem s OpaTh OOJHHUYHEIE, TBOIO PaOOTY AOJDKEH JIENIaTh KTO-
TO Apyroii. Bee nmoan moHnMaroT, 4To 3T0 60NE3HB, OT 3TOTO HUKY/IA HE ICHEUIbCs, HO IOTUXOHEYKY TaKoi OOJIbHOM
HauMHAaeT BCeM HajoenaTh. Ha co3HaTrenbHOM ypoBHE Bce BCE IIOHUMAIOT, a Ha TI0/ICO3HATEIbHOM TOSIBIISICTCS] TAKOU
HETaTHB.

HN.: A xpoMe ceMbH, KaK YeIOBEK 00IaeTcs, Kak oH BocpuHumaetcs? Kak 3to y mozaeit ¢ 6onesnsimu cepia?
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B.A.: EcrecTBeHHO, BOOOIIE MCHUXOJIOTHYECKOE OTHOIICHUE K xku3HHU. Korma y Tebs 4To-TO OONHT, THI HU O YeM
JIIPYTOM JyMaTh HE MOXeIb. Bce ocTabHBIE TpeecTH )KU3HH YXOIAT Ha BTOpoH 1uiaH. [lepecraer OomeTh — THI
cYacTIIMBEIA. Bee mposBieHns KU3HEHHBIE TEPSIOT CBOM Tpaxyc. YelmoBeK He MOXKET CHIIBHO PaloBaThCsl, CHIBHO
ropeBath. OHa 3aIMKIICH Ha CBOCH OO0JIe3HU.

HN.: D10 Oynet BepHBIM, €CITH 51 CKaXy, YTO XPOHHUYECKHE 3a00JIeBaHIS OTPaHUYNBAIOT TOBCETHEBHYIO NESITEIHHOCTD,
x000m, pa3BievyeHus 1 T.1.7

B.A.: A6comotHo. Tak MoxHO ckazaTh. [loTomMy uTO TOsIBNIeHHE Bcex OoNe3Hei, cepAedHO-COCYTUCThIX, C OTHON
CTOPOHBI, THA0ET, OHKOJIOTHS, CTABUT KAKUE-TO PaMKH: PaMKH MO (hU3UYECKOM Harpy3ke, paMKH...HY OHO XK BCE
CBSI3aHO...YEJIOBEK M OBICTpEe MpOCTysKaeTcs. .. Best TBOs (u3nveckas ak THBHOCTh, MOYKEIITh ThI TOTHATH pedeHka 10
KT y KaXXI0ro 4€JIOBCKa HO'paSHOMy, HO y KaXXI0Tr0 IMOABJISKOTCA BOT OTHU paMKI/I 1 Ha (I)I/ISI/I‘IeCKyIO AKTUBHOCTb, U B
poheCCHOHATHFHOM IUIAaHE. Y CJIIOBHO, BOT S MEOEIBINHUK, MOCe HH(PAPKTA. .. paHbIIe OH MOT 3aKUHYTH 1Kad 30 Kr,
Terephb OH MMOCTOSIHHO 00 3TOM JIyMaeT, YTO MHE OOJIBIIE 5-H KT IOJHUMATh HEJIB3sI U BCE, EMY YXKe HYXKCH HallapHUK.
[ocTostHHO B TOW WJIM MHOM Mepe eCTh OTPaHHYCHUS ¢ PU3MUSCKON HATPY3KOU, U OHU TOXKE JCHCTBYIOT Ha HEPBHI.
«Kax 310 Tak? S, 3m0poBHIit MyXHK, Tox Ha3aa mogauMan 30 Kr, a celdac s He MOTY» — H 9TO OECHT.

HN.: Ha gto emi€ 6ompie BCero sKadyIoTCs caMU MalueHTsI? MoXeT, B pa3roBopax WM HaOIIOICHUH.

B.A.: BoT 5 Ha mepBoe MECTO CTaBIIIO OTHOIIEHHS C IPYTUMH JIfoApMH. [loToMy 4TO GOJBHBIE JIIOIH — 3TO HEPBHBIE
U pa3fpakuTeNbHBIC JIOAH, KOTOpPBIE IMOTHXOHEYKY HAYMHAIOT NEHCTBOBATh BCEM Ha HEPBBI, M OHH 3TO CaMH
moHrMaroT. Korja roBopuins o mymam, OHH TOBOPAT: «Jla, st caM 4yBCTBYIO, 9TO U3MEHHJICH, 51 KAK HCTOYHHK. ..», U
OHM HEPBHUYAIOT. DTO 3aMKHYTBIN KpyT: CeOs BUHHUT, BCE MOHUMAET, HEPBHHYAET, OT 3TOTO 0OJICE PA3IPAXKCH.

N.: Bbl yxe npuUBOAWIM TPUMEpP, 4TO OOJIE3Hb OTpaHUYMBAET (PU3NUYECKUE BO3MOXKHOCTH, a 9TO OrPaHHUYMBAET
pabory...

B.A.: EcrectBenHo. [IpakTHuecku y BCeX JOAeH ¢ HeMH(PEKITMOHHBIM 3a00JICBaHUEM, CIICAYIONIAS IIETT0YKa COOBITHI
— YeJoBeK 0OJIeeT, MEHEBIIE MOSBIIACTCS Ha paboTe, eMy HYXHO IUIATHTh OOJIBHUYHEIN, KPOME TOTO, CYIIECTBYIOT
KaKHe-TO 3aKOHOAaTeIIbHEIC. . . YCIIOBHO, KaK HEJB3sI 0EpEMEHHYIO B HOYB BBITYCKATh, TOYHO TAK)KE YETIOBEKA C KAKIM-
TO 3a00JICBaHNUEM, €CIIA OH O(OPMIIT 3TO, HETIB3S IIOCHUTIATH B TOPSIYME TOYKH, TOCTABUTH B IIeX. YeroBek paboTai Ha
METAJUTypTrHYECKOM 3aBOJIe, TepeHEc MH(PAPKT MHOKap/a, padoTall B TOpIYEM IIeXy, BCE, TeIeph M0 3aKOHY €To TynIa
YK€ CTaBUTH Helb3st. EMy HY»KHO MCKaTh Kakoe-TO Apyroe Mecto pabotel. OpraHu3anus U He MOXKET BBITHATH €T0 U
IOJbKHA o0ecrieunTh. To eCTh HAUMHAIOTCS MPOOJIEMBI U3-32 TOTO, UTO THI YaCTO OOJIeelIb, ¥ 32 CYET TOTO, YTO THI HE
MOJKEIIb BBINIOJHATH CBOIO pabory. M Ha TakoM HEOTOBOPHMOM YpOBHE THI HAYMHACHIH pPa3ipa’kaTh CBOIO
aIMUHUCTPAINIO. DTO BCE BIHAIOT Ha 3apIriaTy, €cii YejIOBeKa HAYMHAIOT IepeMemaTh. I[I0HATHO, 3TO MeHbIIe
Kacaercsl TeX, KTO 3aHMMaeTcsi OyMakHOW paboToM, u OoJble TeX, KTo 3aHnMaercs Gpusndeckoid. Ho naxe mpocto
KOJIMUECTBO BPEMEHH, POBEJCHHOI0 Ha OOJILHUYHOM: YCJIOBHO, YeJIOBEK, KOTOpbid 30% Oeper OONbHUYHBIN, NpU
ONKalIIeM COKpAIICHUH, TaK WA UHAYE, KOTo OyayT cokpamarh? TeX, KTO MEHBIIIE paboTaeT.

HN.: A nonsna. Torma Mel iepeiiieM ko BTOpoi yactu. UTo Ha JaHHBI MOMEHT Pa3BUTHS HAIIETO OOIIECTBA OBLIO OBI
CaMbIM HYKHBIM, aKTyaJIbHbIM U 3()()EKTUBHBIM B IUIaHE TOMOIIY TAKUM MalueHTaM?

B.A.: TlepBoe - co CTOPOHBI TOCYIapCTBA TOPa3Io Ooiee aKTUBHAS JOJDKHA OBITh HIMEHHO IICUXOJIOTHIECKas [TOMOIII.
Kak ecTb KiTyOBI aHOHIMHBIX aJIKOTOJINKOB. BO3MOXKHO, OHU TJIe-TO €CTh, HO OHU OOJIBIIIE HE OT TOCYAapCTBa HITYIIHE,
KaK#e-TO CIIOHTaHHbBIE, MOXeT, B KueBe ecTh o0miecTBa AnadeTHKOB, HanpuMep. 51 IMero B BUy OOIIECTBA, TAC CaMU
JIOIH COOMPArOTCA. DTO JOIDKHO HIITH OT TOCYIapCTBA — CO3/IaHUE TICHXOIOTHYeCKOH moaaep kku. Bot cobpanocs 30
InabeTHKOB, 00CYAMIN, OHHU YBHEIH, YTO UX MHOTO, OHH APYT OPyTa IIOHUMAIOT, ¥ €CTh IICHXO0JIOT, KOTOPBIH 3TO BCE
KoppekTupyeT. OT TocyIapcTBa Takoro HeT. ['ocymapcTBo 6eqHOe, 3TO XK eIlle MCUXOJIOTY INIATHTh, 3TO HUKOMY He
HY)KHO Ha JaHHOM 3Tarle.

HN.: A B xakom (opmare Bbl ObI BUEIH TaKYHO ICUXOJIOTHYECKYIO TOMOIIb?

B.A.: 310 MOXeT ObITh, YCIOBHO...Y Hac ceifyac OCHOBHOW CTPYKTYPOIl MEAMIIMHBI SBJISETCS HE CTAllMOHAPBHI, a
aMOyJIaTopuH, ¢ eCTh SHJOKPHUHOJIOT, IJIe Ha Y4YeTe CTOSIT BCE ero auadeTuku, Hampumep. Ha 0aze amOymnaropuit
MOJXKHO OPraHH30BBIBATH TAKOE. Y CJIIOBHO, MOHCACIBHHUK — JICHb TPYII Ui TUAOCTHKOB, BTOPHUK — JJIs JAPYTHX.
Uto0ObI TaM COOMpATIKCh M peliaid Bce ATU MpoOieMbl. [Ipu Takux aMOynIaTOpUSX JOJDKCH OBITh MEIUIIUHCKHIMA
TICUXOJIOT, ¥ BOT BMECTE IICHXOJIOT + CICIIHAIHUCT BEIAYT IPYIIIBL: IICUXOJIOT + Kap IHOJIOT, IICUXOJIOT + SHIOKPHHOJIOT,
T.1. Bropoe — TyT s He 3HaIO Kak...Y Hac CyHmIECTBYIOT KaKHE-TO B TPYAOBOM IIpaBe MPaBHJIA, YTO SCIU YEIOBEK
IIepeMeIIaeTCs 10 KETAHUI0 aIMIHUACTPAITUH, TO OHU HE JTOJDKHA TEPATH B 3apIuiaTe. TeopeTHecKd, IOpHIuIecKas
0a3a gomKHa OBITH Ha 3aIuTe JIoAeH. B )KU3HM OYeHb MHOTO JIFO/ICH HE CIeqyroT. Y Hac cTpagaeT cyaeOHas cucreMa
BooOme. JlomkHa OBITH Takas TyMaHHas ropuamdeckas 6aza. Ho 3To odeHp TsDKENO, MOTOMY YTO HIET YIHETCHHE
6OJ'IBHI)IX HC HaMepeHHO KaKUMU-TO ]lef/'ICTBI/IHMI/I, a II0ACO3HATCJIBHO...TAKHEC JIIOAHU KakK 6])[ BBDKUBAKOTCS
KOJUIEKTHBOM. DTO HE Be3Je, 9TO HE CUCTEMA, HO TaK 4acTO OBIBAET.

HN.: BooOie Ha qaHHBIA MOMEHT €CTh YTO-TO, YTO ITOMOTAET JIOASAM OOPOTHCS C COITMAILHBIMY Mperpagamu?
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B.A.: Her. Tonpko ecni TMYHOCTH OTAEIBbHBIX Bpadel. [1oBe30 KakoMy-TO MalMeHTy ¢ BpauoM, KOTOpBIH OyJer
TICHXOJIOTHYECKH TIOMOTaTh, OOBSICHHUT, YTO )KN3Hb HE 3aKOHYMIACh. Bee nepykuTes Ha sHTy3Ha3Me Bpadeit. S mymaro,
HUYET0 He JeNlaeTcs ceifuac B ruraHe peabmmmranmu. [1o xpaliHe# Mepe s He 3HAIO.

HN.: A camy man@eHThl 9TO-TO YIIOMUHAIOT B Pa3roBOPax O TOM, YTOOBI OHM XOTEIH, KaKyIO TIOMOIIb OHU O 0xXugamu?
B.A.: Bor oHE MHE BCE B IPUBATHBIX Pa3roBOPax JKaIyIOTCS HA OTHOIICHUS B ceMbe. TO €CThb, BO3MOKHO, JIOJKHBI
OBITH CEMEHHbIE TICHXOJIOTH, KOTOphIe OyaAyT OecenoBaTh co Beeil ceMbéil. OCHOBHAs Macca CEeTYIOT He Ha TPOoOIeMbl
Ha paboTe, 3T0 UX MeHbIlIe BoMHyeT. OCHOBHAsA Macca KaJIyloTcs Ha H3MEHEHNUS B CEMbE.

Ne 7

Patient 3

Juaoer (Diabetes)
78 ner (Age: 78)

IMponomxkurensHocts (Duration): ~ 23:00
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HN.: [O0wsacHeHue Tembl |. He Mmormim 061 Bei kpaTenpko npencraButhesi? Ckonbko Bam netr? Kakoe y Bac 3a0oneBanue?
ITouemy Bei 3necs? U T.1.

P.C.: Mue 78 net. Ilnadbetom s 6oieto ¢ 82-ro rona. Eciau yecTHO cka3ath, 1 0c000 BHUMAHUS HE 3alMKJIMBAIO, YTO 5
OosibHast quabeToM. Y MeHs IoMa OYeHb CHIIbHAS MOAJEPIKKA, MOl CEMbs BCE MOHMMAET. B ocHOBHOM 3a0oieBaHue
MpoTeKaeT y MeHs ctabmwipHO. Caxap cHadana ObLI OyKIArOIINM, Imocie 95-To rofa cTa CTa0MIIEHBIM.

HN.: A xax Bama >xu3Hp H3MEHMITIACH TIOCIIE O0JIC3HN?

P.C.: Eciu yectHO, coBCceM He M3MeHmIach. Kak s ckazaia, MOst ceMbs MEHS MOAEpKUBaeT. S cTtporo cobmromana
muery. S oueHb MHOTO Xoamia, 1mo 15-20 KujoMeTpoB B IeHb XOMIa, TOTOMY YTO 5 IOHUMAaJa, eCl s OyIy CHAETH,
KaJiopuu OyIyT COXpaHAThCs, 5 Oyoy pacimyxaTh OT caxapa. Sl [Uis ceMbH TOTOBHJIA OIHO, IS ceds, Kak ObI MHE He
XOTEJIOCh, COBEPILIEHHO JPYTOe.

HN.: Bo1 paboranu?

P.C.: 5 pabotana. Y mens craxa 57 ner. Pabortana s OyxrantepoM, a KOraa caxap HpYKHICS, MHE PUILIOCH YIHTH,
MIOTOMY YTO CUETHBIE MalIMHBI OBUIM COBEpIIEHHO JApyrue. S crama omrymark, 4To MajbllaM HeKOM(OpTHO. MHe
MIPUIIUIOCH YUTH.

HN.: A xax tot dakr, yto Bam npunutocs yiitu. .. Kak Ber aTo nepexxusanu?

P.C.: HopmansHo abcomoTHO. B cBsi3u ¢ nrabeToMm s nepenuia Ha IpyTyio padoTy, OHa OblIa CBA3aHa ¢ MaTepHAIBLHOM
OTBETCTBEHHOCTHIO — CKIIaAbl. S He 3alMKIMBaNach Ha TOM, YTO y MEHs caxapHbIi anader. Kornma tonpko y3Hana,
KOHEYHO, HCTepHKa ObIIa, MOTOMY YTO S CIbIIIaNa, 9TO TOMY HOTY OTpe3alid, TOMY TO...S] aToro He nmonnmaina. Ho
KoTZa s 6osiee 03HAKOMMIIACh C 3TOH 00JIE3HBIO, 51 MTOHSIIA, 4TO s Oymy )KUTh TaK, Kak Bce. S crapanach Aenarh BCE s
TOrO0, YTOOBI MHE OBIIO XOpomIo. JIueTy s mpuaepKuBaiach ¢ Hadasa U 10 CeH AEHb.

H.: Bam 310 OBLTO TPYAHO?

P.C.: bbuto, 0coOeHHO eciii y KOTo-TO JHH poXJeHus. Bee KynraioT TopTel, a MHe Henb3s. U To, Ha cBou 75 ner s
no3BoJimiia cebe montopra checth KueBckoro. Bce MeHs1 ocraHaBnuBaiu, a MeH oouaHo Obuto. Ho korga s yrpom
caxap rmomepsijia, OH ObUI 6, 1 ycroKouack. TOpT momen MHe Ha MOJIb3Y.

HN.: S nonsna. To ects Barmry xwu3Hb 0c000 He n3MeHns0. Ho Bce-Taku Kakue-TO MEAUIIMHCKOE MOMEHTEI. . .

P.C.: bbuin MOMEHTHI Takue, YTO €CNM Bpad HAuMHAET YTO-TO JUKTOBATH, 51 JOJDKHA TO JENaTh, TO AEJIATh, S, €CIH
YeCTHO, He mpuciymmBanack. [louemy? [loromy 4to s npocunena Ha ManuHmIe 5, caMa cebe Ha3HadaIa, HUKya He
muta. Y MeHs caxap aepxancsa. Ilorom rme-to B 2013 romy s mocemana, KOHEYHO, 3HIOKpHHOjiora. S
MIPUCITYIIBAIACh, TOTOMY YTO yCJbIIIaga OT JIOJEH, 9TO KAKHe-TO U3MEHEHMUSIMH C HOTaMH, HOTH OIyXaloT. Y MEHs
9THX Beleil He ObUT0, TIOTOMY YTO s IIHJIa TpaBbl. Bec y MeHsI HUKOTja HE MEHSIICS.

H.: A xpome Toro, 4T0 BBl CMEHMIN pOJ JESATENPHOCTH, KaKWe-TO €IIE M3MEHEHHUS B NOBCEAHEBHBIX 3aHATHAX
TIPOM3OIILIA B CBSI3U € O0JIE3HBI0?

P.C.: [la, xoHeuHo. CmeHmIHCh Tpaduku padoThl. S 370 ornymana. Ho st Bce paBHO mbITanack O0JIbIIE XOAUTh. Eciu
s HEe Wy TYJISITh, My)X MHE cpa3y: Thl He ObliIa Ha mporyJike. Myx cobupaercs U UAET CO MHOIL, YTOO MHE He ObUIO
ckyuHo. Ho 51 ObI cka3asa mo cede, Kak MpoTeKaeT 00JIe3Hb, TO IPEXK/IE BCEr0, HY)KHO CICIUTH 32 TUTAHUCM.

N.: V Bac 0b110 Takoe, uro Bel MOHHMAIH, YTO H3-3a OOJIE3HU HE MOXKETE YTO-TO KEJIATh, KAKHME-TO X000 MU
3aHATUS?

P.C.: bouto, koHeuyHo. [Toka Mbl MOJI03k€e OBLIN, MBI BCIOAY TYJISUIN, XOIWIIN, PAa3BIEKAINCh. A KOTJIa CTaja C caxapoM,
ecI 1 paboTalo ¢ KOJJIEKTHBOM JKEHIIMH, ¥ MBI COOMpaeMcs MONWTH Ky1a-TO Ha JICBUYHHK, OTJAOXHYTbh, TO, KOHEYHO,
st cebe 3ampeTmiia 3To. 3anpeTuia, MOTOMY YTO s 3HaNa, YTO, €CIIH s UAY KyAa-To, Hajl0, YT00 cO MHOMW ObII ONM3Kuit
YesioBeK. B mo0yio MUHYTY MOT caxap ynacTb, caxap HOBBICHTECS. BoT 310 51 cebs orpannunBana.

HN.: A B mrane obmenws ¢ aApyruMu moasmu? Kak kpyr oomenus?

P.C.: Brl 3HaeTEe peKpacHo, 4TO JIFOAU, KOTJla COOMpAIOTCs B KOMITAHHH, KTO-94TO YTO-TO TOBOPHT O Oone3Hu. S
u30eraia 3TH Pa3roBOPbI, HE BOCIPHHUMAJIA 3TH Pa3roBopbl. Sl crapanack, 4TOObI JIFOM HE YyBCTBOBAJIH, YTO CPEAU
HUX eCTh 00JIbHOIT YenoBek. 51 3To koHTponpoBana. [ToroMy uTo He Bcer/a JItoau 00T, Koraa o 00JIe3HN TOBOPSIT,
MOTOMY YTO €CJIM YEJIOBEK XOUeT CKa3aTh O OOJIE3HH, OH XOYET, YTOO eMy yIesuiIi OoJibllle BHUMAHHUS, TIOTOMY 4TO
oH 00JbHOM. DTO He B Moel HaType. Ecii y MeHs1 KakoH-TO Kpu3, s MBITalOCh CaMa €ro nepedopoTh, 51 YyBCTBYIO, YTO
JIFO/ISIM 9TO HENPUATHO BOCHPUHHUMATE.

HN.: Bl ckazanu, 4To B ceMbe OOJIbIIAs MOAEPIKKA. A IPOUCXOIUIIN KaKHE-TO N3MEHEHHs B OTHOLICHUSIX B CEMBE B
mporecce 60e3Hn?

P.C.: [la, ny>xHO Oonblie BHUMaHKsA. Ho Korya Tak IponcXouT, s BCET/Ia MO T4EPKHUBAl0: JKaJleTh MEeHs He Hazo. Bee
3HAIOT, BHYKH 3HAIOT.

HN.: C s5xoHOMHUYECKO# TOUKH 3peHNs, Kak 00JIe3Hb MOBNIHsIA Ha Bamry xu3Hb?

P.C.: [la, oTo camas Oomnpmas mpoOiema. JlekapcTBa odeHs moporue. ECTh Kakas-TO mporpamma, HO TaM Jar0T
COBEPIIIEHHO HE TAaKHE JIEKapCTBa, KaK Te, YTO MHE momoraioT. OHM HHUKakWe. BpIIo Takoe, 9TO HE MOTY YTO-TO
MI03BOJIUTD, IOTOMY YTO 3TO 3aTPaThl, TOTAA 1 MEHBIIIE BHUMaHHMs Oy/y yJenaTs Ha cBoE JeueHue. EquHcTBeHHOE UTO,
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ST K&XIBIH TO e3)Ky Ha Mope. MHe JaoT IyTEBKY B TOM Mecte, e s paborana. [laxe aBa pa3a B TOJ: B Mae U B
ceHtsi0pe. EcTb ucrounnku ropsturie B ['eHnuecke. A Tak, KOHEUHO, OYEHb TSDKEIIO.

HN.: Korna Ber paboty mMensumi, kak Bl k aToMy oTHecnuch?

P.C.: Jlerxo. He Opu10O Yy MEHS TSDKECTH, ITOTOMY UTO 5 4eJIOBeK JNETkui. beicTpas Ha Bce moapEéMEL. Tem Ooiree s 1o
00pa30BaHUIO MOTJIa IBUTATh Kak XoTena. 51 Boobmie sxonomucT. Ho xorma s mepecTponinack Ha CKIAACKYIO paboTy,
OHa MHE TOYHO TaK e Ommke OblIa, Kak Oyxrantepckas. [loaTomy st merko Bcé pemnana.

HN.: Torma MeI mepeiaéM Ko BTOPOH YacTH — penieHne 3Tux mpobieM. Yto Brl ans cebs, cunrtaere, 6pU10 6 TI1aBHOE
TOMOILBIO?

P.C.: 4 cunraio, 94TO TOCYIapCTBO JOJDKHO IMTOMOTaTh AuadeTnkaM. He Bce Jr0u 0MHAKOBO IMHUTAIOTCS M HE Y BCEX
OJNHAKOBO ITPOTCKACT. I_II/ICTOJ'IOFI/I, KOHCYJIbTalluX JOJIKHBI OBITH pu 6OJ'II)HI/IH8.X. Ecan Y YC€IOBEKaAa €CTb CEMbs, OH
yIKe OILYIIAEeT, YTO OH HE OJIMH. A €CIIM OH NpUILeN OAUHOKUI. .. Hano, 4To0 rocyiapcTBo 3a00THIIOCH.

H.: B xakom cmbiciie «3abotunock»? [Ipocsemanu?

P.C.: IIpocBemniany, o6s3atenbHO. [IoOTOMY U4TO HEKOTOPEIE. ..y MEHS 3HaKOMBbIe, Toxe nuader. Ona 130 wm 140 kr.
U oHa cunmut U He 3HAET, Kakue eif TabneTky nuTh. Hy s He 3Haro...MOXeT, 00IIECTBO JOIDKHO YTO-TO OPTaHU30BaTh.
JlomkeH dYenoBeK 3HATh, YTO Takoe auaber, 4yTo eMmy JAeiarb. JTOr0 HE XBaTaeT y Hac. Y Hac MaleHbKas
MTOTOTOBICHHOCTh. Korza k Bpady MpUXOAT, €CITU TaM PYKH IMOCMOTPENH, HOTH MTOCMOTPENH — 3Toro Maio. Hamo
Mpomarafay YTo0bI IPOBOIIUTH, OOBSICHEHHS, M TOT/Ia He OyIeT Takoi CMepTHOCTH. MHe MOBE3JI0 B TOM TIpoIiecce,
49TO Ha paboTe cO MHOW OYEHb CUMTANWCH. Y MEHS OTIBIX BCETAa COOTBETCTBOBAN TOMY, Kak Hamo. Brina odeHb
mojiep kKa Ha paboTe, s1 paboTana B )KEHCKOM KOJUIEKTHUBE, BCe IOHUMAIH. Y MeHs ObUT JradeT, y KOro-To OHKO, HO
HUKTO HE 3aMBIKaJICS, He OBLIO TaKOTO, YTOO HE OOIAIHCH TOIBKO IIOTOMY, YTO Kakoe-To 3a0ojeBanue. To ecTh Ha/I0
YTOOBI ellle Bpauu 00BsICHSIN. UeT0BeK CIBIIINT «IuadeT», OH cpa3y majgaeT AyxoM. MHe 3BOHUT HOAPYTa, IiaveT.
S roBopro «uto Takoe?». OHa TOBOPUT, YTO y Hee caxap. 51 roBopio «Hy u uTo?». BOT s ¢ Heil pasroBapuBaia,
6ecenoBana. Ona cmpammBaia: «Kak 51 Oymy paborath?». 51 roBopro, 4To 3Haelib, CKOJbKO s paborana. OHa
HEMHOKO yCIOKOMJIACh, MHOT/Ia 3BOHUT.

HN.: A y Hac IPaKTUKYIOTCS KAKUE-TO LIEHTPHI, T/I€ JIIOAX MOTYT IIOTOBOPUTH APYT C Ipyrom?

P.C.: 5 He caprmiana. beuio 6 ouenp xoporro. Koneuno, mroau 6 coOpanuck, oauH Ok CKa3al 0JIHO, IPYTOi — IpyToe.
Bce 6 00penMHIIIOCE U YK€ 9eTIOBEK MOT ObI KOHTPOJIHPOBATE.

Ne 8

Patient 2

Crenokapaus (Stable angina)

69 ner (Age: 69)

[poaomkurensHocts (Duration): 19:20

HN.: [O0bsicuenne Tembl]. He Mmormnm Ol Bel BKkpaTiie npeacTaBUTHCS?

H.T.: 30ByT Mens Haranps McaakoBra. Mue 69 ner. A 3a0oneBaHue — S MOCTYIIJIA CIOJIa C OCTPHIM MPHCTYIIOM
CTEHOKapuH. AHAJIN3 KPOBH ITOKa3all, YT0 HH(PAPKT UMEET MecTO ObITh, HO MUHH.

H.: Kak 651 Bl onncany u3MeHeHHs1, KOTOpPBIE POU30ILIH B Bameil ;ku3Hu B cBsI3H ¢ 00ne3HbI0?

H.T.: Bo-miepBEIX, s IPUBHIKJIA CTPOUTH CBOIO KI3Hb TAK, YTOOBI MEHBIIIEC 3aBHCETH JTAXKE OT CBOUX OJIM3KHUX. Y MEHA
€CTb CBIH JJOCTATOYHO B3POCIIbINA, CEMbSI ChIHA, ST YEJIOBEK OANHOKHMI. Tak BOT MHE IIPHIIIOCH CTPOUTD, KHU3HB, PaOOTy,
4T00 HaJIeAThCs TONBKO Ha cebs1. KoneuHo, koryia 3a0oseBaelb 1 NpuBIieKaelb K cede OIM3KUX, TO 3TO HE XOTEJIO0Ch
ObI1. DTO 3aBHCHT TOKE OT HEPBHOW CHCTEMBI UTO JIH.

HN.: A xem Bbi paboTanu unu pabortaere?

H.T.: S cama momkonbHUK. BocmurateneM, MeToanCTOM, 3aBeqylolieil JeTckoro komOuHara paborana. Hy BoT
TOCIIEeIHEE BPEMSI, KOT/Ia yIKe BBIIILIA Ha [IEHCHUIO, CTasla padoTaTh MCUX0JIOroM. To ecTh jake Ha IIEHCHU 5 HE CUJIeNa,
B OKOILIKO He cMOTpena. MeHs 3TO To)ke HEeMHO)KEUKO HacTopaxuBaet. S paboTaia BIJIOTH J10 9TOro MoMeHTa. Ceifuac
MOKa MpepBana BCE 3TO AETO.

H.: Xopomo, uto Be1 B 310 pycio cBepHynu. Bot kak Bel epexxuBaere TOT hakT, 4TO HE MOKETE BPEMEHHO padoTaTh?
H.T.: YyscTtBO TpeBoru ectb. [loHMMaeTe, eciu 6 EHCHOHEP, BBIMIEIIINI Ha TEHCHIO, OBUT YBEPEH B 3aBTpaIIHEM
ITHE, YTO Ha TICHCHUIO0 OH MOYKET MUHHUMAJIFHO 00eCTIeunTh ceds, Tora Okl 3TOH MpoOIeMbI, TOTO TBO3/S B TOJIOBE HE
OBLITO OBI

HN.: A B 001ICHNY C APYTUMHE JIOAbMHU YTO-TO U3MEHHIIOCH 32 BpeMs 0oJe3Hu?
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H.T.: MHe nonanack oueHb HHTEPECHAsI CTAaThsl, HIMEHHO CBsi3aHHas ¢ Oose3Hb10. OHA 0 TOM, YTO YeJI0BeK, 3a00eBas,
XO0YeT MOJYYUTh TO, YTO €My HE JI0CTaBajio B KM3HHU. Hampumep, ThI cTapaics K ceOe He MpUBJIEKAaTh BHUMaHUS, a
ceifyac Bposie Kak K TeOe BHUMaHue. Eciii yecTHO, MeHs 3TO Hanpsraer. A, BOT, cTaTbsl Ha3blBaeTcs: «bone3Hs yxonur
TOT/a, KOTIa B Hell pomagaeT HeoOX0AUMOCTEY. «3afaiiTe cebe BOIpOC: YTO IMO3BOJISET MHE ITOJTyIUTh 3Ta O0JIE3HB?»
Hauunaercs y>xe TOpro,is.

OTo Moii croco0 KU3HU — IOMEHbINe MpuBiekaTh k cede. Kakol panbme Obu1 m03yHT? CKPOMHOCTH YKpamiaer
yenoBeka. A ceifuac nepedpazupoBain: CKPOMHOCTH — 3TO MYTh K 3a0BEHUIO.

H.: B nmane moBcegHEBHBIX Bammx 3aHATHH, Kak 001e3H W3MeHmIa Bamry xu3Hb?

H.T.: Haunéwm c Toro, 94To s B Hadayie MyTH TOJIBKO, IIOTOMY YTO JI0 MapTa Mecslla eClid U OBUIH KaKue-TO MpoOIeMbl
C cep/IleM, TO BCE pelaiock OBICTPO — BbI3Bala KApeTy U Ha 3TOM JIeNTy KOHEIl, ¥ 3aBTpa s Uy U 3aHUMalOCh CBOUMHU
JleJlaMu 10 ouepeHoro Bei3oBa. Ho celiuac s B Hauane myTu. S He 3Har0, Kak s OCTPOIO CBOKO KU3Hb. S He 3Hato, Kak
s1 Oyy ceOst uyBCTBOBaTh. S HHUero He 3Haro. 5 00 ITOM JAymaro, Kak OHO OY/IeT.

HN.: A c TOUKH 3peHUs] SKOHOMUUYECKOI? JTO 3K HE TOJILKO TPaThl Ha METMKaMEHTbI, HEBO3MO)KHOCTH PadOTAaTh.

H.T.: Drto Oeccriopno. Bor, Hampumep, B3AThb Ha CETOAHSIIHUA MOMEHT. S OTKiajmpiBana JEHBIH. Y MeHS
MIpUSATEIbHUIIA )KUBET Ha A30BCKOM Mope. Sl Obuta Tam nocnenHuid pa3 B 2013 rogy. OHa MeHs mo3Bajia. A B 3TOM
TOAYy 51 pelIria, 4YTO BCE-TaKH YEIOBEK MEHS XAET, s Oyly OTKIAAbIBaTh, YTOOBI K JIETy y MEHS Obula Kakas-To
JeHexka. 1 Bor st «puexanay. Ha ckopyto momonts. Teneps s 3a1yMatoch, a CMOTY JIM S 3TO CAEIATh? A MOIyIHTCS
JIM Y MEHS BBIICJINTH TOJIBKO U3 TICHCHH Ha 3TO?

HN.: Kakne nyTtu pemenus 3toi npodiemsl Bel 061 Bumeny, xotenn Kak nmamueHT? Kakyro momomis oT oOriecTsa,
OpTaHM3aIMH, IEHTPOB KAKUX-TO?

H.T.: 5l He nymato, 4To 4TO-TO JienaeTcs. ITO Ha/I0 HE OUYSHb CKPOMHO ce0sl BECTH, HAIIOMUHATH O cebe, HalpuMep, s
orpaboTana 42 rosia Ha OZTHOM NPEANPHUSITHH, TO3BOHKUT B COBET BETEPAHOB. 5 3TOr0 He enaro. 51 1axe BUHUTH HUKOTO
HE MOT'y, KpoMme ce0sl.

HN.: A ce0st 32 4TO BUHUTH?

H.T.: 3a To, 4T0 HEe HajOeqar0, YTO MBITAIOCH PEHIUTH MPOOJIEMBI caMa WIIM C MOMOIIBIO CBOMX OJM3KHX. BBI %
noHumaete, B 4éM gerno. Ceiyac HUKTO HUKOMY HHYEro He JNOJDKeH. BoT Bpoxe Obl Xopollne HauMHaHHUSA €CTh Y
@unatoBa I meHcHOoHepoB. Ha HemenbKy BBIBO3STCS IIEHCHOHEPHI NOTHXOHEUKY...Y 3armma KpacnHosa
OPTaHHM30BBIBAIOT ISl BETEPAHOB, IICHCHOHEPOB, OCOOEHHO 110 KaKMM-TO Ipa3fAHUKaM. JTO XOPOIIO, HO 3TOT0 MaJo.
OT0 eaMHWYHBIE Ciydaw B TedyeHue roxa. Hy, y @maroBa Oosee mMacmTaOHBIE, HA HENENBKY UYEIOBEK IOEXal
TIOYYBCTBOBAI. ..

HN.: D10 KaKue-To 03J0POBUTEIHHBIE TIOE3AKH?

H.T.: {a, o3nopoButensHbIe. S TaM HE pa3y He ObLTa, HO X0odeTcs rmomnacts. Y 3aruga KpacHoBa opranmsanus kiyoa
BETEpPaHOB. BOT 3TO elle YHUBEPCUTET TPETHETo MOKOJICHHS, YTOOBI JIFOAX OOIAIUCH, YTOOBI OHH YYBCTBOBAJIH Ce0sl
COLIMAIbHO aKTHUBHBIMH. TaM ecTh (haKyIbTCThI, OHHU MTOJYYar0T AUIIOMBL. MOXKET, 00IIeHHE, 1 YBEPECHA, BaXKHEE, YeM
JIeKapcTBa.

HN.: Pacckaxkute 00 3TOM moipooOHee.

H.T.: fI cuurato, uto oOIIEHHE TOIDKEH NCKATh caM YesioBeK. He Tebst oImKHbI HCKaTh, a ThI JoJKeH. Ecin Thl Xxouenrb
YyBCTBOBATh ce0s COIIMAIBLHO aKTUBHBIM YEJIOBEKOM, JIAXKE ITPU TOM, YTO y TeOsl Cep/lle, IMUTOBHUIKA, ThI JJOJDKEH caM
9TO JIeNaTh.

H.: Brl ckazanm, 4To o0IIeHHE BaXKHEE, YeM JiekapcTBa. PacckaxuTe 00 3TOM.

H.T.: 1a, aT0 Mo¢& y6esxnenne. @akTHUECKH, 5 5K HE OTKPHIBa0 AMEPHKY, YTO BCE HAIIK OOJISTYKU CBSA3AHBI C HEPBHOM
CHCTEMOM, C OTHOIICHNEM K JKH3HH, KaK THI BcE mporyckaems. OINH TOICTOKOPHIH, IPYTO U K CTApOCTH HE HAKII
ATy KOXY, KOTOpast 3amuiiaetr Teos. OOmeHre — 3TO TOXe MPOIecC TICHXOIOT HIESCKHH.

HN.: 51, 9T0OBI MOABITOKHUTS. ... TO €CcTh NEHCTBHS TOJIBKO KaKHUE-TO IMU30INICCKUE CYIIECTBYIOT.

H.T.: [Ia, na, na. Her mporpammbl conuanbHo# OT rocyaapctsa. OT OTENBbHBIX ITOJUTHKOB, Kak OHU cebe BuasatT. U ato
K ObIBaeT, KOTa IpsinyT BeIOOpHI. OHM HAYMHAIOT aKTHBHUYATh, BCIIOMUHAIOT KOro? — 6a0yIleK, BETepaHoOB.

HN.: To ecTh cucTeMaTU9eCKOil MOMOIIHY HeT. A Kak Obl Bel fi1st ce0st e€ mpeacTaBisiin?

H.T.: Ta xots OBl JaJid TICHCHIO, YTOOBI YCIIOBEK HE CUMTaja Komelku. [loyeM 4enoBek, KOTOPBIH O0TpadoTall BCIO
JKH3Hb...J1a, B IPyTrOM TOoCynapcTBe, Ho oTpaborai xe. S Ha [lerpoBke pabortaina, y Hac ObLIM JETCKUE YUPEXKICHUS,
coraibHas cpepa. Y Hac e€ ceiiyac MpakTUIeCKH HeET.

HN.: Eciiu Bl XoTHTE 9TO-TO 10 TeMe 100aBHUTh, TO S paja yCibIaTh.

H.T.: DTy TeMy MOHO MyCHPOBaTbh CO BceX CTOpoH. ' TaBHOE — obecneunTs AOCTOHHYI0 cTapocTh. Korna yenoBex
CUMTAET JICHBIN JI0 IEHCUH, 3TO YHU3HUTEIBHO, JI0 CIE3.
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Ne 9

Patient 4

Huaber + undapxkr (Diabetes + infarction)
67 ner (Age: 67)

Iponomxkurensrocts (Duration): 10:03

H.: Bkparue, nmoxanyiicta, mpecTaBpTeCh, OIMHUIINTE, YeM Brl Ooeere.

I'.K.: Ky3pmuna ["anmna [TaBnoBHa, 67 net, y MeHs oO1iee 3a0oieBaHre, CaXapHbIH AHa0eT, a Teneps erie u HHPapKT,
nmourpanack. [lo neHcun paboTana MeACcecTpoi.

H.: Kax 651 Bbl onmcany 13MeHeHus1, KOTOpbIe Havallu MPOUCXOIUTh B Baruel xwu3Hu, koraa Bel 3a0onenun auadberom?
I'.K.: A 5 3Ha10? bose3np — 310 AuCKOM(OPT. ITO JHUIIHKAE TPAThl HA MEAMKAMEHTHI, U IUTaHUE WHIUBHIYAIbHOE,
9TO K caxapHbId 1uader. KoHeuHo, Ci10yKHO.

H.: A B mnaHe KaKUX-TO €KEAHEBHBIX 3aHITUI?

I'.K.: Huuero, kpoMe 4TO-TO MPUTOTOBHUTH, yOpaThes, mornaauTb. Uro s eme mory? Huuero. Tonbko o nomy.

HN.: Do 6bUTO O-ApyroMy 110 Ooe3HHn?

I''K.: Hy torma x mononmas Obina, paborama. Sl Oonero numaberom 17 mer. Y MeHS Tpu MHKpPOMH(APKTa, MOpe
oTieparyi, Ba Kecapena, IPhDKECEUeHHS /1B pasa.

HN.: Ho Ber 3aMevany kakue-TO OrpaHUYCHUS B JKH3HH U3-3a 00e3Hei?

I'.K.: Koreuno, orpaan4nBaer. MoxeT, 4eM-TO U 3aHsIIcA Obl, Iie-To nmoapaboTan. A 370poBes HeT- Bc€. Horamu
XO0XKy OYCHb IIOXO: apTPO3bl, APTPUTHI, BOOOIIIE 10 Bpaya TSHKENO JOUTH.

HN.: A nonnepxky Bbl oTkyna-To momy4aere?

I'.K.: Her. [Tencus muzepHas. Hy BOT mpenaparsl ’ 3TH Jal0T AnabeTHYeCKHUe.

H.: A ecnu He B MaTepUaIbHOM IUIaHE CMOTPETH, TaM OT CEMBH, JIpy3eit?

I'.K.: Hy, xoHe4Ho, ceMbs, netu. Kto emé? Jpy3bs kaxablid caMm cebe 3anat. [looxanu, moaxaiu, v JajbIlle CaMH O
cebe, Tak e KaK H 1.

HN.: Y Bac xak-To NOMeHsUICS KpYyT OOIIEHHs B CBS3H C O0JIE3HBIO?

I'K.: Te, xTo Gnu3Kue OBUTH APY3bsi, MHOTHE YMEPIH. A Te 1m03a00JeNn Tak, 9YT0 Kakoe o0ImeHne? — KaXAblid 1oMa
cuurt. [1o TenedoHy CO3BOHMIMCEH — Ha 3TOM KOHEIl. A B 00I1IeM, TOJIBKO K gouepu. [1o Bpauam CHIIBHO HE XOXKY, XOTA
HaJo.

HN.: Kakyro 651 Ber momomrs ot obmiectBa, oT rocynapersa Ber Ob1 xotenu? [IpencraBpre, uTo BRI MOXeTe mpocTo
o aHTa3upPOBaTh.

I'.K.: B canaropwuii 061 oexaia, moajieduachk, oTaoxuyna. [lpun nquadere rmaBHoe — nutanne. Hy>KHO mpocBemaTs.
Yem OoJIblIIe YEIOBEK 3HAET, TEM JIyUllle.

HN.: Korna Ber 3a60nenu, Bel npogomkanu padoTars?

I'.K.: Her, y MeHs Hauasoch ¢ BEICOKOTO faBieHus. Y MeHs 6pu10 280 Ha 120. MeHs nojoXKiIi, HeBporartoor. S He
Mory joiTH. S mararo u st Ha oHOM MecTe. S ene noexaina. B3sum ananussl ¥ BBISIBUIIN Y MEHS caxapHblil quader. S
paboraia emeé, yxe ¢ caxapHsIM 1uabeToM, Ha MscokoMOuHare, canrnoctoM. [Torom npekparnna. Tspkeno ObLIO...TA
BOOOIIIE cuAETh JoMa, Toraa 47 pyOsnei neHcust Obuta. YxkacHo Obuto. Be€ 3aBUCHT OT MaTepHalIbHOTO TIOJIOKEHUSI.
Ha nepBom MecTe MaTepuaibpHoe obecniedenune. Toraa Moxenib cede MO3BOINTh KYIHUTh YTO-TO ITOKYIIATh, YTO TeOe
HaJl0, ¥ IIpenaparsl HOpMaJbHbIE KyIIUTh, @ HE TO, YTO TeOe AaayT, KOTOPbIE HUYEro He MMOMOTaroT. Y MEHS MEeHCHS
ouyeHb ManeHbkast — 1700. Ecniu 6 He netw, s 6 BooO1e nponana. MaTepranbHBIi JOCTaTOK — CaMoe TIIaBHOE.

HN.: To ecThb eciti MOABITOXKUTD, TO B Bamiell k31 n3MeHEHHS. . .

I''K.: ...B MaTepuaibHOM IUIAHE.
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Ne 10
I'pynnoBoe untepBblio (Group interview): Patient 5 (82 rona), Patient 6 (73 rona), Patient 7 (58 neT).
Undapkr muokapaa (Myocardial infarction)

Iponomxkurensaocts (Duration): = 26:00

HN.: [O6psacHenne Temsl|. He mormm 661 Ber kpaTerpko npenctaButsesi? Ckonbko Bam netr? Kakoe y Bac 3ab6oneBanue?
M.: [MeaumnmacKue neraiu, Aapiuerne]. BerzBanmu ckopyro, ckazamm «Msr Bac moioxum». S xe ropmas 6adymka.
Yero s Oyny nexath B 6onpHuIe? MHe Obu10 80 neT. Oto Havasock B 2016 roay. 51 He XoTela JI0KHUTHCA.

H.: A nouemy Bl HE XOTenu JIOKUTHCS?

M.: He xotena. Y BHYYKH BBITyCKHOH. UTO 4, mpomyury BbimycKHOH? Korja 3auMThIBajIM aTTeCTaThl, MHE CTaJlo
IJ10XO.

HN.: Kak 651 Bl onncany u3MeHeHuHs1, KOTOpbIE IIPOU30ILIH B Bameid »kn3Hu B CBsI3U ¢ 00JI€3HBIO?

M.: 51 pazBe mory cuzeTs? S BbIILIa 1ocie GonbHULEL... Sl yxe 7-0if pa3 B 6onpHuLE. [Tocne aToro noma Oblna, Ha
nage. [lommmm ¢ noukoit OpaTh MOJIOKO M MeHs cxBaTwio. IlogxBaTmiia MEeHs HOYKa, BHyYKa, MEHS CBEJIH BHU3, S
HHUYETO HE MTOMHIO.

HN.: Ho Bot BeI ckazanm, uro Bl He x0oTenu B O0IBHUIYY? A MoueMy UMEHHO?

M.: He xotena 6pocaTs 10Ma, y HAC OTOPOI, A oJuBaia. S gymaina, KTO JIETOM HOJIbET. Y MEHS KOIIka, codaka. S He
XOTena exaTh B OonpHUITY. Ho TOTOM Kak CXBaTHIIO yiKe. ..

H.: Tol pacckaxu neBOYKe HE PO CBOM OOJISUKH, @ TIPO TO, TOMOTAET JIM Tede roCyAapCTBO, UM BCE JIOKHUTHCS Ha
TBOUX JIE€TEH.

HW.: beuty 1 y Bac KaKue-TO MBICIH, KaK TOJDKHO MOMOTaTh TOCYIapCTBO WM YTO eiie Bbl ObI XoTemu?

M.: Ta Hugero... S naxe 06 3TOM He QyMaia.

H.: U mbIcneii, HaBepHO, HUKaKuX He OBbUIO, TOTOMY YTO JJOCTaTOYHO Y HUX CBOMX CpeJcTB. baOyIIky HOCAT Ha pyKax.
M.: Criacn60 MOMM J1eTKaM, BHyKaM.

H.: Ho M&5I ceifgac TOBOPHM O TOM, UTO €CTh. A €CITM TOTOBOPHUTH O TOM, Kak ObI Bam xoTenock, uto0s1 Os110? HaBepHO
X, €CTh YTO-TO, UTO IIPUBENO K OOJIE3HH. ..

B.: Koneuno, mepepabarsiBana BCIO )X13Hb. BClo U3Hb OHa paboTana.

HN.: A xem Br1 paboranm?

M.: Kem Tompko He pabotama. M menmHy ocBamBasa, BaroHbl Ipy3uiia, IUTAKOOJIOKH TPy3Wsa, 4TOO IECHEXKY
3apaboTarTs.

H.: Hy 4T0, CONHBINIKO, XOTh OHA, XOTh BCE MBI, IIOXKHIILIE JIFOIU, YTOOBI MBI XOTENHU? ATITEKa JJIsl TOKUJIOTO YeIoBeKa
HENOIbEMHAs BOOOIIIE.

B.: BooOe.

H.: Eciii y Te0s1 HeT neTeid, BHYKOB, WIIM KAKUX-TO CIIOHCOPOB, ThI IPOCTO OyJIelIb yMUPaTh. XOTEIOCh Obl, KOHEYHO,
OT rOCy/IapCTBa Mo AePXKKH. Vnn ecTh 0JMHOKHE JIFO]TH, XOTSI OBl KTO-TO TIO3BOHUII, CIIPOCHJI, KaK BbI ce0sl YyBCTBYETE.
YToOBI THI HE TIOJI3KOM B OOJIBHHMILY, @ YTOOBI KTO-TO IOMHTEPECOBAJICS.

H.: Bel nmeete B BULy, 4TOOBI HHTEPEC OT OOIIECTBA MPOSIBIISIICS ?

H.: Koneuno, KoHe4HO.

B.: A 4ro B noaukiIMHUKaX TBOpUTcsa? Ouepean Kakue, BHUMAaHHUS HUKAKOro.

HN.: Korga Brl roBopuTe 0 BHEMaHNH, KAKOTO poJja BHUMaHuA Bb1 Ob1 X0TETH?

B.: UToOBI MO3BOHMIJI YYacTKOBOMY Bpady, pa3 — yYacCTKOBBIM Bpad IpHexasl, OCMOTpen TeOs. B mommKimmHuKy
HpU/Ieiib- OYACIIb CTOJIBKO B OUEPEAN CTOSTh.

H.: Hy BoT ceiiuac B 5-0ii O0bHUIIE CAETaTH KOMIIBIOTEP, IEKTPOHHAS 3aMUCh, ouepeacH HeT. U TajgoH tebe.

HN.: A xorna y Bac Hauanuch mpo0iemsl ¢ cepaiem, Bl yxe Ha neHcuu Obuin?

H.: Hy BoT uenoBek Tonbko pabdoran (nokassiBaet Ha B.). [la, Baneuka?

B.: /la, s TOJIbKO MeCsII Ha TICHCHU.

H.: A xak Oosne3Hb ¢ paboToii cBsizaHa?

B.: Bce paBHo nmom3émb. TabneTok Hanmbémbes U NON3ENb, HOTOMY 4To Hafo paborars. JKnusHb 3actaBisier. Ceituac
e KaKue COLUalIbHbIE YCIIOBHs Tshkemnble? ['a3, CBET — 3TO BCE HA/I0 3aIUIATHTh.

H.: Ecitut cemps...EcTh Takue, 9To He MOTYT 00ECIIEUHTb.

HN.: Y Bac 6511 KaKO#-TO OIIBIT OOIICHNUS ¢ OpraHU3alHsIMHU, KOTOPBIE JAal0T IIOMOIIIb MITH MOIICP KUBAIOT COIIMATIBHO?
H.: Berpeuanocs takoe. He y MeHs, HO y 3HAaKOMBIX. ECTh B KaXXZIOM paiiOHE, OKa3bIBAETCs, peaOMINTaIlMOHHBIH
neHtp. Tam paboTaroT connaibHble paOOTHHMKH. TaM THna AHEBHOTO CTanMoHapa. Tam NuTaHue, MEAWKAMEHTHI,
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TpeHaXKephl KaKue-TO, HaBEepHO, IO Tpymmam, 1o 3abosieBanus. Jltoau moBosibHBL. JTO BCE OecruiaTHO. B Hamem
paifoHe s Takoro He 3Hato. S moayMbIBaia, HO MHE Kak OblI oOke 6. A Tak KyIa-To €XaTh WIK KyJa-TO HITH.

HN.: A 3arparuBaer Bac 60j1e3Hb B ICHXOJIOTHYECKOM IIIaHe?

H.: Bce MBI HEe XOTHM UATH B OOJBHHUILY, TSHEM IO mociienHero. [lotomy uto GombHUIA HE JOM. Bpoxe mocrensb
qucTast, TOKOPMSAT, HO BCE PaBHO 3TO TIopbMa. [IpocTo ThI HE T0Ma.

B.: IIpocTo MBI Tak BOCIIUTAHBI, HE 3a00TUTHCS O CBOEM 370POBEBE.

H.: Jloma TBI 4eM-TO 3aHAJICS, TOMBLI TOCYJKY, BCTPETHI POACTBEHHUKOB, JETH ¢ PAOOTHI MPHUIILIH, BHYKH.

B.: B BocniuTaHuu y Ha CHE 3aJI0XKEHO, 4TO 3a00J1€] — Ha0 YAEIUTh ce0e BHUMAaHUE, 00CIEeN0BATLCS, IPOHTH KypC
JICUCHHUS, JOM OCTaBUTh HAa BTOPOH IUIaH — HE PEIIeHHE. 3aTOPMOKECHHBIE MBbI.

M.: YV mens undapkr ObL1, 51 8 qHEH Jexana B peanumanun. Korja yxxe Ha pykax BBIHECIH. Y MEHS ellle U caXapHbIi
nuaoer.

HN.: To ecTh 51 Tak HOHUMAIO, YTO ITTABHOE — 3TO IKOHOMUYECKHE IPOOIEMBI, YTO BCE UIET Ha JIEKapCTBa.

B.: I Bocniutanue.

H.: Koneuno. XKnenip, uyto npoiiner. Maems B 00NbHUILY, 9TOO MPOMUCAIH, HACHIb B alITEKY, TAHEIIb, TIHEIb, aBOCh
TPOMIET.

H.: 51 ceituac onmmry cutyanmio. Bl kuBeTe, y Bac €CTh KaKHe-TO IIOBCETHEBHBIC 3aHSTHS, TO, YTO BBI JTFOOHUTE JETaTh.
51 moHMMalo, 9T0 OOJIE3HB 3TO MOAPHIBAET.

H.: Koneuno, BeiOnBaeT u3 konen. TpymHO 3TO mepexuBaenb. I10ToMy 9TO THI 3TO JeNall, a YK€ CTPAIIHO YTO-TO
Jenatb. X0TeJoCh ObI, @ HE MOXKEIIb.

B.: HenonHoIeHHBIM ce0s cunTaenb. 3IMIIbCS, HEpBHAs CHCTEMA PAclIaThIBACTCSI.

H.: Hy paxe 3amnatuth 3a KOMMYyHajbHble TPyAHO. Jla)ke MOCMOTpPETh MOKa3aHUsI CUETYMKA TSAKEIO, €CIU OH B
Hey100HOM MecTe. DTO yJel MOXKHIIBIX JIIOACH.

M.: U Ha xomynsx s Xxoauiaa. 3a MpoAyKTaMu HE XOaua.

H.: Ecnu ecTb ceMbs, 9TO cUacTIUBas CTapOCTb.

M.: S cunena BeluMBaina. berats He Moruia, Tak BhIIIMBajA.

N.: Ecau MBI ele HEMHOXKO BEpHEIIBCS K TeMe TOro, 4YTO JeNaeT rocyJapcTBO WM 00IiecTBo. Brl HazBamm
peadHINTalMOHHBIC IICHTPHI.

H.: [la, uM HpaBuTCSI, OHN OBUTH TOBOJIBHBL. XOTEIOCH ObI, 4T00 HE OMH B paiioHe.

HN.: U BeI roBopuim 00 00paTHOH peakIui. . .

B.: Panpme xak Opu10? B mr000i monukimnHNKE OBUIM KapTOYKH, KpAaCHBIE, 3€JIeHbIe, Bce OBIIO pachpeneneHo. JTo
oputo stetr 20-30 Hasanm. YuacTKoBas MeAcCecTpa €3[uiia, ObUI CONMANBHBIA ONMpPOC «KaK BBl cedS dyBCTByeTe?).
Brumanust Het HuKakoro. Cam cebe Ha Iu1aBy. BeDKHBENIb — 3HAYNT, BEIKHUBEIIb.

H.: VM 6bI Tak ycrieth B 6osbHHIIAX. OHHM TOXE 3aBHCHUMBIE.



