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Emergency and disaster medicine for family doctors:
challenges of the modern life

G. Roshchin, L. Khimion

Shupyk National Medical Academy of Postgraduate Education

The constant increase in frequency and number of all kinds of
disasters globally requires proper training for all physicians
but especially for family doctors who are at the front line of
community defense, response and recovering.

The objective: to evaluate the knowledge and skills of resi-
dents and experienced family doctors in disaster medicine
(DM) and emergency medicine (EM) using specially devel-
oped questionnaire to determine the priority topics for the
improving of the curriculum in EM and DM.

Patients and methods. The answers of 268 physicians —
156 (57,8% residents and 113 (42,2%) experienced specialists
in family medicine) to 11 questions of the questionnaire about
EM and DM were analyzed.

Results. The group of certified family doctors demonstrated in
general better knowledge in EM and DM than residents except
of triage, both groups have overall not satisfactory skills in
emergency plan activity, care of contaminated victims, acting
in case of nuclear, bacterial and chemical (NBC) disasters.
Conclusion. The system of training in EM and DM in Ukraine
needs reforming and improvement, including the implementa-
tion of the international life support skills (BLS, ALS: ACLS,
ATLS, APLS) in medical curriculum, development of training
and simulative classes, mastering in reaction plan of emer-
gency medical system (EMS), care of contaminated victims,
activities in case of NBC disasters; basic tactic medicine.
Key words: emergency medicine, disaster medicine, family doctors.

he modern world is full of events like never before in the civ-
ilization history. New technologies, new professions and
interventions are developing with the tremendous speed.
Humans fly higher, deepen further, dissemble the world into
atoms and genes. And finally receive in return — new pandemics,
new wars — biological, chemical, nuclear; the horrors of targeted

terrorism and unconscious cruelty of the natural disasters and
cataclysms. According to statistics, the number of reported nat-
ural disasters in 2015 (376) showed an increase of 13,9% com-
pared to 2014’s number (330); the number of people killed by
disasters in 2015 (22,765) was significantly above its value for
2014 (7,959), number of reported victims in 2015 (110,3 mil-
lion) was the second lowest of the decade remaining however
9.8% above the number of victims of 2013 (101,5 million).

The American Red Cross defines disaster as an accident that
involves 100 or more persons, leads to 10 or more deaths, or an
appeal for assistance. The annual worldwide impact of disasters is
substantial, with an average of more than 500 incidents impact-
ing more than 80 millions persons, displacing 5 millions from
their homes, seriously injuring 74,000, and killing 50,000 peoples.

Someone survives, someone becomes a victim, most of them
face significant problems related to the physical and psychologi-
cal trauma, loss of homes and other material values. Is it possible
to reduce the number of victims? Is it possible to minimize the
costs for society to overcome the consequences of the various
catastrophic events? And is it possible to reduce the risk of any
disaster? Who should work on this?

The usual answer to these questions is a team of specialists,
including medical specialists in disaster medicine. To determine
the need for such specialists is very difficult or even impossible,
because the catastrophe is an unpredictable thing, disasters occur
for various reasons, affecting humans and technics at the same
time; they can develop as a result of the combined simultaneous
influence of several harmful factors, continue for indefinitely long
time and require the involvement of different services for the
most adequate response and consequences elimination (Table).

In addition, emergencies do not recognize borders; they can
occur or affect simultaneously the territory and population of
several countries. Well known historical events (earthquakes,

The main types of disasters

Natural Technological Intentions
Meteorological (hurricane, .
storm, heat/cold) Transport (air, land) Bombs
Geological (earthquake, Structural (falling houses, bridges) Shooting

volcano eruption, flooding)

power plants,

Nuclear (accident at nuclear

leakage of the radioactive substances)

Nuclear facilities

Other (fires, outbreaks of
diseases )

Agro-industrial or industrial (leakage of
chemicals, fire or explosion at work)

Biological agents:

— bacterial: plague, cholera, tularemia, anthrax, fever Ku;
— virus: smallpox, encephalitis virus,
hemorrhagic fever virus;

— toxins: botulinum toxin, staphylococcal enterotoxin B

Chemical substances
— energo-paralytic: zarin, insecticides, pesticides;
— skin and cramping: Lyusites, Mustard gas;
— precursors: chlorosis ommon, chlorosarin;
— fushing: phosgene, chlorine;
- hematological: cyanide;
— to control the crowd: tear gas, vomit
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volcanic eruptions, epidemics of the viral diseases) prove that
suffered countries often need medical, financial, humanitarian
and other kinds of assistance from the international community,
and therefore, specialists in disaster medicine must be prepared
not only for the local threats, but also in general to fight with dif-
ferent types of the catastrophic events.

No doubt, not only medical specialists should participate in
the first response to the catastrophe and further overcome of its
consequences. For example, the Sendai Fault Risk Reduction
Program 2015-2030 (adopted by the Third United Nations
World Conference on Disaster Risk Reduction (March 2015),
states that preventing the occurrence of threats is possible only
«...through the implementation of complex and inclusive econom-
ic, structural, legal, social, health, cultural, educational, environ-
mental, technological, political and constitutional measures...» at
the global level «by engaging the whole society» for «... reducing
the risk of exposure to dangerous factors and disadvantages disas-
ter, increased readiness for response and recovery». According to
this program, the main task of all involved sides is a significant
reduction in mortality and the number of victims of disasters
(globally 100 thousand less than during the period of 2005-2015).

At the present stage, in many countries of the world, regard-
less the level of socio-economic development, the health care
reforms with the formation of the public health system has start-
ed. One of the key tasks of the reform is planning of actions,
response and recovery for all types of disasters. Thus, theoreti-
cally, in all cases of any disasters, it is expected that at least spe-
cialists in public health and physicians will cooperate. In case of
a catastrophic event, especially in case of the mass destruction,
all available specialists must provide assistance in controlling
the situation. All local doctors, regardless of specialty, should be
able to provide such assistance. It must be emphasized that in
many cases should be expected some kinds of artificial isolation
of the community (for example, in case of natural disasters), and
in such conditions family doctors can become the only physi-
cians available to the affected population; in that case family
physicians will take all obligations and duties to control emer-
gency (in accordance with the pre-planned scenario), organiza-
tion and providing of medical care to community members.

Constantly increasing number of threats and frequency of dis-
asters has prompted the US medical community to conclude that
disaster medicine should be the second specialty for all physicians.
However, there are still unanswered questions remain — what
should these specialists do? What kind of education and training
should they have? How many such specialists should be trained, for
example, in Ukraine? Which other professionals should be involved
in such activities — nurses? Paramedics? Policemen? All citizens?

Taking into account the significant increase in the frequency
and number of the catastrophic situations at the end of the 20th and
early 21st century (terrorism, pandemics of viral infections, air and
land transport accidents, radioactive contamination, natural disas-
ters), in many countries, both governing bodies and citizens are
questioning the efficacy and effectiveness of the forces that should
be involved in solving of these problems. Thus, in the US, according
to the American Medical Association (AMA), ... doctors should
work in tandem with other professionals to develop a public health
strategy to improve the effectiveness and availability of medical
care during epidemics, terrorist attacks, and natural disasters».
AMA defines the following doctor’s responsibilities for disaster pre-
paredness and response (2004): «... national, regional and local
response plans for the epidemic, terrorist acts and other types of dis-
asters require a significant involvement of doctors. All doctors are
committed to helping the sick and the wounded, are obliged to pro-
vide assistance at a disaster. Ethical obligations of the profession
require even the risk of their own health, safety, life ...».

At the same time, the necessary condition for achieving the best
performance of the system is improvement in doctors training in
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disaster medicine. Since 2007, AMC has promoted the necessity of
specializing in this field for all physicians: only in circumstances
where disaster medicine will become the second specialty of each
doctor, it is possible to achieve a significant reduction in mortality
and morbidity rates in the case of any disaster type. At the same
time, the American Academy of Family Physicians emphasizes that
obtaining the required level of knowledge and skills for conducting
effective activities in case of disasters is the personal responsibility
of each family doctor and should be an integral part of their profes-
sional development plan; every family doctor should become a men-
tor of these issues for members of his family, colleagues, patients.

Despite the significant importance of the medical sector in
achievements of all the objectives of the response and recovery
plan, according to the results of published studies from different
countries the training of medical doctors in disaster medicine
remains limited and inadequate in terms of achievement of the nec-
essary competences. Thus, in Europe, the structured curriculum is
implemented only in Germany. Italy is undergoing a preliminary
phase (training of only selected medical students who have their
own motivation to participate in such programs). In Belgium dis-
aster medicine programs are introduced only to several faculties; in
the Netherlands, there are no such programs in any medical school.

In 2009, an analysis of a 523 medical students interviews was
published in the United States, which showed that only 26,2% of
future physicians consider their own training in pandemic infec-
tions as sufficient. Some of the students who had knowledge in the
natural disasters or radiation safety were even less — 17,2% and
13,4%, respectively, while most respondents (85%) did not even
know whom and where to report an emergency situation. At the
same time, the majority of students wrote that they would like to
have more trainings in disaster medicine and would participate in
all phases of disaster management (planning, response, and recov-
ery). Similar results were obtained in Belgium by the disaster
medicine specialists based on the self-assessment of medical and
disaster medicine skills in military and civilian medical students.

Most responders had full or partial basic training on CBRN
(response to chemical, biological, radionuclide injury) but
demonstrated insufficient knowledge of appropriate actions
(although military doctors showed better performance). Only
10-25% of all respondents gave correct answers to the basic
questions about the necessary steps to assist the victims with
chemical and radionuclide contamination. At the same time, the
majority of respondents, both military and civilian, indicated
their readiness to learn the subject (and pointed out the impor-
tance and necessity of such training), and to take part in the
elimination of the consequences of catastrophic events.

According to the definition of the American Academy of
Family Physicians, the family doctor is always at the first line of
the response to any disastrous situation, because is the closest
and most available to the community specialist. So integrating
the necessary knowledge and skills in disaster medicine into the
family doctors training program is an urgent need for all nations
and countries including Ukraine.

The objective: to determine the level of knowledge and skills in
«Emergency Medicine and Disaster Medicine> (EM and DM) of
family doctors (residents and experienced) by using questionnaires
to define the priority tasks for improvement of the curriculum.

PATIENTS AND METHODS

The study was performed at the Department of Disaster
Medicine and Military Training of the Shupyk National Medical
Academy of Postgraduate Education in 2016—2017 with the use
of specially developed questionnaire which covered the main top-
ics of EM and DM accordingly to the educational standard and
pre- and postgraduate curriculum. The questionnaire consisted of
11 questions, was proposed for voluntary answers to the doctors
and residents on specialty «General practice-family medicine».

CEMENHAST MEJIMILITHA Ne3 (71), 2017
ISSN 2307-5112



AKTYAJNIbHDBIE TEMbI

The answers were analyzed in statistic program using 3
points marks — (0 — not satisfactory, 1 — satisfactory, 2 — good).
268 doctors and residents were enrolled in the study (aged
23-65, mean age 37,2+6,1 years, women — 76%, men — 24%; less
than 2 years of practice had 58,2% of responders, 3—-25 years —
39,8%, and more than 25 years — 2% of the participants); 156
participants were residents (1 group of respondents, 57.8%) and
113 persons were certified physicians (2 group, 42,2%).

RESULTS

In general, 43,3% (n=2331) of all answers were marked as
«good», 37,6% (n=2022) — as <satisfactory» and 19,1% (n=1027)
— as «not satisfactory». Overall the 2 group of respondents demon-
strated better level of knowledge than 1 group. Thus, to the ques-
tion «What will you do in case of emergency state (ES) in your
region?» only 30.7% of the 1 group gave the good and satisfactory
answers, (in 2 group — 80,5%), did not know what to do at all
69,3% residents and 19,5% experienced doctors. Question «Whom
you should report the ES?» was better answered by both groups (2
points got 78,2% of 1 group and 86,9% of 2 group). It is needed to
emphasize that to the question «What is the regulatory document
for the physicians obligations in any ES?» we did not get right
answer among residents and only 8,3% doctors of 2 group knew the
document which means that «medical response plan» is not cov-
ered enough in both residents and advanced training curriculum.

To the question «What will you do in case of ES with mass vic-
tims?» 76,6% of residents gave good and satisfactory answers, com-
pare to 42,6% in 2 group, which can reflect better training in triage
in medical universities at present comparing to 10—15 years ago.

The 5% question «Who is the contaminated victims and
what is the first care for them?» was difficult to answer for the
majority of participants — only 22,3% of residents and 16,5% of
doctors got 1 or 2 points on this question.

At the same time to the question «Are you ready for work in
case of pandemic influenza?» the most frequent answer in both

ExcTpeHa meagunyHa gonomora i MeguumnHa katactpod
AJIS CiMeMNHOoro nikaps — BUKJIMKU Cy4aCHOCTI
I.r. Powyin, J1.B. XimioH

[nobGasbHe 3pOCTaHHSI YACTOTHU Ta KiIBKOCTI BCiX BUIIB KatacTpod Bu-
Marae sikicnoi migroroBku 3 nurtanp meauiuau karactpod (MK) ta
ekcrpenoi meanunoi gonomoru (EM/]) ikapiB Beix crenianibHocTed, a
0c0o6/IMBO — CiMEIHMX JTiKapiB, SIKi PAIOIOTh Ha MEePIiil JTiHii 3axuc-
Ty, pearyBaHHs Ta BiIHOBJICHHSL.

Mema 0ocniocenns: OliHIOBAHHSI 3HaHb Ta BMiHb JIiKapiB-iHTepHIB Ta
MPAKTUKYIOUHX CHeIaTicTiB 3 cimeitnoi megmiiin 3 mutanb EM /] ta MK
3 JIOTIOMOTOIO CTIEIia/IbHO PO3POOJIEHOTO ONMUTYBATIBHUKA /IS BU3HAYEH-
HS1 IPIOPUTETHNX HAIPSIMKIB y/IOCKOHAJIEHHS HABYAIBHIX IIPOTPaM.
Mamepianu ma memoou. Ipoananizosano Bignosini na 11 sanuranp
omuryBanpHuka crocosHo EMJL i MK 268 nikapis — 156 (57,8%)
inrepuiB i 113 (42,2%) mpaiioounx ciMeiHuX JTiKapis.

Pesyavmamu. I'pyna IpaKTHKYIOUNX JKapiB 3araJloM IIPOIEMOHCTPY -
Basya kpanti 3nauus crocosno EM/I ra MK nopiBustzo i3 sikapsmu-
iHTEpHAMHM, 32 BUKJIIOUYEHHSIM 3HAHb 3 MEANYHOTO copTyBaHHst. O6usi
TPYIIN PECTIOH/IEHTIB MOKa3a/IH He3aI0BiIbHUI PiBeHb 3HAHD 3 TTAHD
IIJIAHy pearyBaHHS B HAA3BHUAlHIN cUTyaiil Ta HaaHHS TOIOMOTH
KOHTAMiHOBaHUM TIOTEPIIJIUM 3a YMOB pajiaiiiinoro, Gax-
tepiosoriuroro ta ximiunoro (PBX) 3a6pyaHenHs.

3axmouenns. CruicteMa HiZITOTOBKHY JIiKapiB 3 MUTaHb €KCTPEHOI MEIITIHOT
JIOTIOMOTH i MeIMIHK KatacTpod norpedye pechopMyBaHHS i yIAOCKOHA-
JIEHHST IIISIXOM BIIPOBAJDKEHHS B HABYAJIBHI TIPOrPaMI MizKHAPOHNX CTaH-
napris 3 miarpumkn kuttst (BLS, ALS: ACLS, ATLS, APLS), ctBopenHs
TPeHIHIOBUX CUMYJISIIIHIX IIeHTPIB, Ha/laHHS MIPIOPUTETY Y BUKJIAAHH]
Ta 3aIIPOBA/DKEHHI IUIAHY PearyBaHHs y BUMAJKY HA/[3BIYAHOI cUTYaIlii,
HaJIAHHS JIOTIOMOTY KOHTAMiHOBAHUMH TIOTEPIT/INM Ta HABUYIKaM POOOTH y
suraky PBX 3a0py/iHeHHs, BABYUCHHIO OCHOB TAKTUYHOI MEJIUIIHU.
Kmouosi cnosa: excmpena meduwuna 0onomoza, meouyuna kamacmpog,
cimeunuil nikap.
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groups was «Ready» (51,3% in 1 group and 84,9% in 2 group),
which reflects the positive professional and psychologic atti-
tude to the physicians duties among participants. The same pro-
fessionally positive attitude and wish to work was shown by
respondents in answers to question «Are you ready to volun-
teering work in different ES with mass victims?» (positive
answer gave 78,2% of residents and 64,3% of doctors).

The significant difference between groups was found in level
of knowledge about work in case of chemical and toxic; nuclear
disasters: unsatisfactory mark got 82,7% (chemical) and 85.8%
(nuclear) participants from 1 group and 68,1%, 23,7% doctors
from 2 group accordingly. To the contrary the satisfactory
answers to question about skills in CPR were more often in res-
idents (84,8%) than in doctors (2topic1,6%) which means better
teaching of this topic at undergraduate level and its absent in
postgraduate training programs.

Self assessment of the knowledge in the life support skills
(BLS, ALS: ACLS, APLS, ATLS) showed satisfactory level in
no more than 30% of residents and only in 6,8% of physicians,
which points to the significant need for Ukraine to adopt and
implement the well known international programs of EM into
medical curriculum.

Less than 10% of all participants gave satisfactory answers to
the question about tactic medicine which is the sign of low level
knowledge in military medicine and battle trauma.

CONCLUSIONS

1. The system of training in EM and DM in Ukraine needs
reforming and improvement, including the implementation of
the international life support skills (BLS, ALS: ACLS, ATLS,
APLS) in medical curriculum and development of training and
simulative classes.

2. The priority in teaching and training in EM and DM
should be given to reaction plan to ES, care of contaminated vic-
tims, activities in case of NBC disasters; basic tactic medicine.

AKCTpPEeHHas MegUuLUMHCKas NOMOLLb U MeauuuHa
KaTacTpod Anga cemMemnHoro Bpaya — BbiI30OBbl BDEMEHU
I.r. PowunH, J1.B. XuMnoH

[oGasibHoe yBeIueHie YacToThl U KOJIMYECTBA BCeX BHIOB KaTacTpod
TpebyeT KauyeCTBEHHON MOATOTOBKH IO BOIIPOCAM HKCTPEHHOH MeJiu-
nuHekoit omonu (IMIT) n meautmnsl katactpod (MK) Bpaueit Bcex
CIENMAIBHOCTEN, HO 0COOEHHO — ceMeHbIX Bpayeil, KoTopbie paboTaioT
Ha [IePeI0BOM 3aIUTHI 0OIIECTBA, PEArnPOBAHIISI 1 BOCCTAHOBJICHHISI.
Ilenv uccnedosanus: onenka 3HaHUIT 11 HABBIKOB Bpayeii-MHTEPHOB 1
MPAKTUKYIONINX ceMeiHbIX Bpaueil B Bonpocax IMII u MK npu nomo-
I CHIEIUAIBHO Pa3pabOTaAHHOr0 OTPOCHUKA [UISA OTIPe/Ie/IeH st TIPUO-
PHUTETHBIX HATIPABJIEHUH YCOBEPIIEHCTBOBAHST Y4eOHBIX TIPOTPAMM.
Mamepuanot u memoowt. [Ipoananusznuposanbl oTBeThl Ha 11 BoOmpo-
coB onpocuuka orrocutensio IMIT u MK 268 Bpaueii — 156 (57,8%)
unrrepHoB 1 113 (42,2%) NpakTHKYIONMX CEMEITHBIX Bpayveil.
Pesynvmamot. B 11es10M TpyIina MPaKTUKYIONUX Bpayeil TPOIeMOH-
crpupoBasia 6oJsiee BBICOKUIT ypoBeHb 3HaHuil 110 Bompocam IMIT u
MK uem rpyIia HHTEPHOB, 32 HCKIIOYEHUEM BOITPOCOB MEANIIMHCKO
coptupoBkr. OGe TPYIIbI PECTIOHIEHTOB TOKa3aI HEYI0BIETBOPH-
TeJIBHBIN yPOBEHb 3HAHMII B BOIIPOCAX IJIaHA PearnpoBaHusI IIPH KaTa-
cTpodax, oKazaHUs MOMOIIN KOHTAMIHUPOBAHHBIM MOCTPAJABIINM B
YCJIOBUSAX PAJMAIMOHHOTO, OAKTEPUOJIOTHYECKOr0 M XUMHYECKOTO
(PBX), TokcHuecKoro, pajinainoHHOTO 3arPSI3HEHNS.

3axmouenue. Cucrema noaroToBku Bpaueii 1o sorpocam IMIT u MK
Tpebyer pehoOpPMUPOBAHUST 1 YCOBEPIIEHCTBOBAHMS TIyTeM BHEJPEHUS B
yueGHBIE TIPOrPAMMBbI MEK/LYHAPO/HbIX CTAHIAPTOB TTO/UIEPIKKI KI3HE e~
areasrocTnn (BLS, ALS: ACLS, ATLS, APLS), co3nanust TpeHUHTOBBIX 1
CUMYJISIIMOHHBIX KJTACCOB, TIPHOPUTETHOMY M3y4eHHIO 1 BHEJPEHHIO IL1a-
Ha pearnpoBaHysl PH KaTacTpodax, HABBIKOB OKA3AHHMST TOMOIIN KOHTa-
MUHUPOBAHHBIM MOCTPAJIAaBIINM 1 paboThl B ciiydae PBX sarpsasneHus.
Knioueevte cnosa: sxcmpennas MeOUUUHCKAS NOMOUb, MEOUUUHA KA~
macmpoq, cemennwlii pay.
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Cmamws nocmynuna 6 pedaxuuio 03.07.17

BeccoHHuua — npobnema, KoTo-
pas paHoO WUAM NMO34HO NPUXOAUT K
Kaxgomy. [lonroe Bpems ¢ Helt 60-
pIOTCA Kak C TMCUXOJIOrMYeCcKom
npo6nemMoii. 3TO He YyANBUTENbHO,
Tak Kak B COBPEMEHHOM 00LLecTBe
Hac Ha KaxaoM Lary noacrepera-
10T CTPECCHI, Neperpyskn, XpPOoHU-
yeckasi ycTanocTb.

Ho saBnseTtca nu cTpecc eauvH-
CTBEHHOW U OCHOBHOW MPUYNHOM
6eccoHHnLbI? lNocnenHne uccne-
[oBaHMe NpPOBEfEHHbIE HENPODU-
3uonoramu Hupgepnangos, Nepma-
HUM n WcnaHpun, panu OTBeT —
yeTkoe "HeT". YueHble onpenenu-
nn, 4yto 6EeCCOHHMLLA UMEET reHe-
TUYeckoe Hayano. IdTO NoATBeEp-
XaaeTcs v npeapliaywmmm ncene-
[OBaHMSMK, KOTOpbIE onpenenu-
nn, 4To 6€CCOoHHMLA, YacTo MMeeT
CeMeNHbIN XxapakTep.
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B xopne wvccnepoBaHuii yyeHble
npoBenn aHanua reHoma Oonee
cTa ThicAY 4yenoBek. YTobObl Bbl-
ABUTb reHeTn4yeckme ¢akTopshl,
cBfi3aHHble C Xanobamu Ha OGec-
COHHWULY, OblsI NPOBEaEeHbl Uccre-

[OBaHUS accouuaunm reHoma
(GWAS) n wnccnepoBaHus reHo-
doHOHOM accoumaumm reHoma

(GWGAS). B peaynbraTte 6b1710 Bbl-
[eNleHO CeMb BapuMaHTOB reHoma,
KOTOpble CNOCOOCTBYIOT Pa3BUTUIO
6eccoHHUUbI. HekoTopble BapuaH-
Thbl 3TUX FeH COBMajaloT C reHammn
OTBETCTBEHHbIMU 3a pas3BuUTue ae-
npeccumn, cuHapomMma 6ecrnokKomHbIX
HOT 1 OPYrUX COMYTCTBYOLWMX CUH-
apomoB. B xone atoro nccnenosa-
HUA OblI0 COBEPLUEHHO ellle OOHO
yanBuTENbHOE OTKpbITME. WN3-3a
pas3HbiX MEexaHU3MOB B OpPraHusa-
Max y XeHUMH U MYX4YUH, pasHble

reHbl oTBEYaloT 3a pasBuTue bec-
COHHMUbI. Pe3ynbTathl nccnenosa-
HUSA OatoT HOBOE npeacTaBiieHne o
reHeTu4yeckol apxmtektype bec-
COHHULUBI U OOKa3biBaloT, 4TO Hec-
COHHMLA He MOXeT BO3HUKaTb
TOMIbKO Ha MOYBE HEePBHOro pac-
CTPOWCTBa 1 CTPECCOB.

Benywmii aBTop mccnenosaHui
npodeccop Ban ComepeH n3 Hu-
[epflaHACKOro MHCTUTYTA, YBEPEH,
4YTO AaHHOEe OTKPbITUE MPUBEOET K
nepeBopPOTY B Ie4eHn 6eCCoHHU-
ubl. M oH abcontoTHo npaB! HoBoe
OTKpbITUE NPUBEAET K HOBOMY MOJ-
xo4y B nevyeHun 6eCCOHHULbI, CO-
3[aH1I0 HOBbIX MpenapaTos, KOTO-
pble 6yayT ynpasgHaTb npobnemy
He TOJIbKO C MCUX0N0rM4YecKoii cTo-
POHBbI.
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