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Abstract

Introduction. Patient Support and Internal Expertise Services play a central role in
translating patient complaints into managerial decisions. In practice, day—to—day work may be
constrained by high workloads, multiple intake channels, and fragmented information systems.

Aim. To assess organizational and digital barriers perceived by Patient Support and
Internal Expertise Services specialists, and to evaluate the association between root—cause
recording and accounting for repeated complaints.

Materials and Methods. A cross—sectional empirical observational descriptive—
analytical study was conducted using an online questionnaire (Google Forms). Data were
collected between November 26, 2025, and January 21, 2026. A 16—item questionnaire was
used. The sample comprised 35 employees of medical organizations performing Patient
Support and Internal Expertise functions. Descriptive statistics were calculated; associations
were assessed using Fisher’s exact test (p<0.05).

Results. The main complaint channels were telephone and walk—in complaints, each
accounting for 37.1%. Working across multiple information systems was considered
inconvenient by 97.1% of respondents. The most common difficulties were the lack of data
export functions for reporting (42.9%) and overload due to task concentration on a single
specialist (34.3%). Recording the root cause of a complaint in the system was noted in 97.1%
of responses (predominantly in free—text form), while accounting for repeated complaints in
reporting was noted in 65.7%. An association was identified between recording the root cause
and accounting for repeated complaints (OR=6.67, p=0.038).

Conclusion. Digital barriers, high workload, and limited standardization in complaint
analytics were identified as key perceived constraints on the work of Patient Support and
Internal Expertise Services specialists. A unified approach to recording root causes and
monitoring recurrence together with improved data export and analytics functions may
strengthen the operational capacity of these services, while training needs were also identified
by respondents as an area requiring further attention.

Key words: Patient satisfaction, Quality of health Care, Health services administration,
Cross—sectional studies, Health information systems, Digital health.

Introduction. The quality of healthcare is increasingly assessed not only through clinical
outcomes and safety indicators, but also through patient experience, or the patient’s ability to
report a problem lucidly and get back a response that is equally intelligible. In international
methodologies, forms of feedback and complaints are considered indicators of system failures:
when patients describe experiences such as being treated unfairly, receiving confusing
information, encountering rude behavior, or experiencing delays, these situations often coincide
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with risk points such as gaps in communication, routing pathways, continuity of care,
organizational processes, and expectation management [1-4].

However, the potential of complaints as a source for managerial decision—making is not
automatically realized. Systematic reviews show that even when complaints are aggregated
within medical organizations, they are often analyzed on a «case-by—case» basis without
comparing recurrence, causality, or process bottlenecks, and therefore complaint data rarely
feeds back into systematic process improvements [5—7].

A separate body of research examines how medical organizations use patient feedback.
Qualitative hospital-based studies have identified a recurring problem: feedback is formally
collected but often does not reach the decision—making level and is not translated into changes
in processes. Barriers encompass time pressure and competing metrics combined with weak
internal communications plus lack of a defined process owner [8]. Reviews of staff behavior in
response to complaints show that complaint outcomes are largely shaped by staff behavior and
the organizational context in which they work, including leadership support, clear procedures,
training, feedback mechanisms, and psychological safety [9].

In this framework, these units at the interface between patients and systems serve as
primary points for coordinating feedback and routing appeals. These units are referred to as
Patient Support and Internal Expertise Services (PS and IE) in this paper. These services receive
patient appeals, select the routing channel, record the root cause, track recurrence, and
coordinate communication with departments, management, and commission decisions. When
such services operate under high workload on multiple disconnected platforms without
adequate resources or authority, regulatory requirements may be formally met while systematic
improvements do not occur [8—11].

Although researchers write about patients’ complaints and how they signal quality and
safety of healthcare, most studies are either restricted to complaint typologies or to policy
analysis. Relatively little empirical literature details how complaint-handling organizations
operate in everyday organizational life, especially from the perspective of specialists whose job
it is to process patient appeals and generate report analyses.

At the same time, the managerial reality of recent years is multi—channel communication.
In Kazakhstan, complaints and appeals can arrive simultaneously through internal
organizational channels and external platforms (including electronic government appeals),
increasing the burden on the primary processing circuit and complicating consolidation and
analytics. International practice is also moving in this direction: government and insurance
platforms, social networks, and public services form a "distributed" feedback loop, thereby
increasing the importance of a unified approach to classification, causal analysis, and recurrence
management [5, 8, 11, 12, 13—14].

From a managerial perspective, the work of PS and IE can be considered through three
interrelated components: (1) process (speed, routing, completeness of cause recording, handling
of repeated appeals), (2) resources and environment (training, authority, staffing, digital tools,
data access), and (3) use of results for improvement (real corrective actions based on reporting,
feedback to departments, reduction of recurrence for the same reason) [1, 5—11]. The concept
of the root cause is particularly important here: if the cause is recorded in «free text» without a
unified approach or is not recorded at all, recurrence becomes invisible, and reporting becomes
merely formal.

Scientific literature suggests that structured causal analysis and systematic follow—up of
complaints are more feasible where unified categories, transparent coding rules, and adequate
data export capabilities exist. In this context, examining the organizational and digital barriers
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encountered by services that process complaints may provide useful empirical input for
healthcare management practice [5—8].

The present study aims to describe the organizational and digital barriers that PS and IE
specialists identify as most significant in their day—to—day work: departmental execution
discipline, workload and resources, training, authority, and digital infrastructure.

To situate this study in the context of what is already known, targeted literature searches
were conducted in the PubMed database for research published from January 2010 to October
2025, using combinations of the terms «patient complaintsy, «complaint managementy,
«patient support services», «internal audit» and «healthcare quality improvement». The
searches identified studies of empirical work on organizational attributes relevant to complaint—
handling units.

No studies were found that specifically examined operational barriers and practices
within PS and IE using survey data from frontline specialists charged with processing
complaints, reinforcing the rationale for the present study.

Thus, studying organizational and digital barriers encountered in the day—to—day work of
PS and IE specialists may contribute empirical evidence that is currently limited in this area.

Objective of the study: To describe organizational and digital barriers perceived by PS
and IE specialists in their day—to—day work, and to evaluate the association between approaches
to recording root causes of complaints and the practice of accounting for repeated appeals.

Tasks:

1. Respondents described the work context (workload, intake channels, reporting
frequency, decision—making on routing), then rated the organizational and digital barriers they
perceived in PS and IE work;

2. Evaluate the prevalence of key managerial practices (recording the root cause,
accounting for repeated complaints, implementation of improvement measures);

In addition, it was tested how recording root causes relates to accounting repeated
complaints.

The study was designed as a hypothesis—informed exploratory analysis intended to
generate empirical evidence for further organizational research.

Materials and Methods.

Ethical issues

The study was considered and approved by the Local Ethics Commission NJSC «AMU»,
Republic of Kazakhstan (Protocol No.2 dated 25.11.2025). Voluntary participation with an
anonymous questionnaire: Informed consent shall be deemed given by completing and
submitting the online questionnaire. The preamble in Google forms stated the goals and
objectives of this study, described the nature of participation as well as guarantees on
confidentiality. The main principles applied in conducting this study were based on ethical
standards for science practice and the Declaration of Helsinki [19].

Study Design

The study was designed as a cross—sectional observational survey in the form of an
Anonymous Online Employee Survey on PS and IE. The manuscript was prepared following
the IMRaD structure in accordance with ICMJE recommendations [15].

In Kazakhstan, the Patient Support and Internal Expertise Service (PS and IE;
Kazakhstani term: Ciry»x0a nmoaiep>Kku naleHTa 1 BHyTpEeHHE! KcepTushl) is a specialized
unit within a medical organization responsible for receiving, registering, and reviewing patient
appeals and complaints, as well as for conducting internal review of healthcare quality. The
establishment of this service is mandated by the Code of the Republic of Kazakhstan «On Public
Health and Healthcare System», which requires medical organizations to create such a service
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for internal expertise and assigns it responsibility for the ongoing analysis of care delivery,
identification of deficiencies in healthcare quality, and consideration of patient appeals [16]. Its
functions, structure, and role in the organization of internal expert review are further specified
in the Order of the Minister of Healthcare of the Republic of Kazakhstan dated 3 December
2020 No. KR DSM-230/2020 [17]. In practice, the work of PS and IE specialists is also carried
out within the broader legal framework governing the consideration of appeals, including the
Administrative Procedure and Process Code of the Republic of Kazakhstan [18].

Period and Conditions. The survey was conducted from November 2025 to January 2026.
Distribution of the questionnaire was carried out using a targeted recruitment method via
professional work chats of PS and IE specialists.

Inclusion criteria:

Participants were healthcare workers performing PS and IE functions who were 18 years
of age or older and who voluntarily consented to complete the questionnaire during the data
collection period. Participation was voluntary and anonymous. No personally identifiable
information was collected, and informed consent was obtained electronically prior to
questionnaire completion.

Exclusion criteria:

Questionnaires with missing key items as well as duplicate submissions with identical
timestamps and response patterns were excluded from the analysis. Duplicate submissions
caused by technical issues were handled conservatively: only the earliest complete response
was retained, while subsequent entries were removed during the data—cleaning procedure.

Recruitment flow was documented according to recommendations for reporting internet—
based surveys. The link to the questionnaire was distributed in professional thematic chats
uniting specialists of PS and IE (specialists of the service and managerial stafY).

Prior to distribution, the questionnaire was reviewed by several specialists in healthcare
management, who assessed the clarity, content relevance, and interpretability of the items in
relation to real organizational practices of complaint management. Based on this review, minor
wording adjustments were introduced before distribution. No formal psychometric validation
or systematic pilot testing was conducted; this represents a limitation of the instrument that
should be considered when interpreting the findings.

The approximate population pool is 129 registered members of the professional chat at
the time the survey was distributed. There were originally 37 responses collected. There were
2 participants who indicated that they had internet connectivity issues and thus had submitted
the questionnaire twice; for those 2 participants, the first ‘valid’ questionnaire administered was
used and duplicates were removed from the data prior to analysis.

After data cleaning, 35 questionnaires were retained for analysis. All 35 were used for
descriptive analyses. Where individual items relevant to the primary associative analysis were
missing, the affected respondents were excluded from that specific inferential test only.

Because recruitment was conducted through professional chats, selection bias cannot be
excluded, as more professionally active or motivated specialists may have been more likely to
participate.

Research Instrument

An original author's questionnaire consisting of 16 questions developed to assess
organizational and digital aspects of PS and IE work: work experience, average workload, main
channels for receiving appeals, reporting frequency, routing mechanism, recording of root
causes, accounting for repeated complaints, performance limitations, comfort of working across
multiple platforms, availability of training, implementation of improvement measures, sources
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of difficulties in information systems, list of platforms used, and an open question for
suggestions.

Confidentiality and Data Disclosure Risk Management.

Personal identifiers (full name, individual identification number, place of work with the
exact name of the medical organization, contact details) were not collected. Only the
researchers had access to the raw data. Data were exported in anonymized form, stored in a
secure account, and used exclusively in aggregated form. Possible risks of re—identification
were assessed as minimal (absence of direct identifiers). To further reduce risk when presenting
results, small subgroups were combined (aggregation of categories for experience and workload
where necessary), and free—text responses were not published verbatim if they could contain
unique details.

Statistical Analysis.

Data were analyzed in Microsoft Excel (Microsoft 365) using descriptive statistics and
contingency—table methods. Statistical significance was set at p<0.05.

Binary associations between categorical variables were evaluated using contingency
tables (2x2). Odds ratios (OR) with 95% confidence intervals (95% CI) were calculated to
estimate the strength of associations. Due to the relatively small sample size, statistical
significance was assessed using Fisher’s exact test.

All analyses were performed using standard spreadsheet—based statistical calculations,
and results were independently verified through repeated computation.

For analytical purposes, response categories were consolidated into binary variables (e.g.,
'yes' vs 'no/partial'). Responses indicating uncertainty or partial implementation were grouped
with negative responses for the purposes of exploratory comparison.

The association between root—cause recording and accounting for repeated complaints
was defined a priori as the key comparison; other analyses were descriptive/exploratory.

Results. A total of 35 specialists performing PS and IE functions in medical organizations
participated in the survey. Table 1 displays their professional characteristics and workload
indicators. Overall, the sample was dominated by PS and IE specialists. A significant proportion
of participants had 1-7 years of work experience in PS and IE, and the most common workload
was a flow of 11-20 appeals per shift (Table 1).

Table 1. Respondent Professional Characteristics and Workload

Indicator n %

Position in PS and IE

Specialist 22 62.9

Physician—Expert 10 28.6

Head of Department 3 8.6

Work Experience in PS and

IE

6—11 months 3 8.6

1-3 years 17 48.6

4-7 years 13 37.1

More than 7 years 2 5.7

Average Volume of

Appeals per Shift

Upto4 1 2.9

5-10 4 11.4

11-14 10 28.6
@)y | ’4
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15-20 18 51.4
More than 20 2 5.7

Main Channel for Receiving Appeals

The structure of the most frequent (primary) channel for receiving appeals is shown in
Figure 1. Most often, respondents reported in—person visits and telephone calls as the primary
intake channel.

Most Frequent Channels for Receiving Complaints

In-person Appeal |, 7.1 0%
Call Center  |— 8 < 7. 107
Written Complamt (Paper-based) [l 2.90%
Dagital Platform E-Otiuish | 2.60%

Qoldau 24/7 Platform | 14.30%

Social Networks and Messengers | 0,00%

0.00% 500% 1000% 1500% 20.00% 2500% 30,00% 35.00% 40,00%
Figure 1. The most frequent channel for receiving patient appeals, according to PS
and IE specialists, in percentages

Digital Environment and Challenges of Working in Multiple Systems

The assessment of comfort when it is necessary to use several information systems and
channels in parallel is presented in Figure 2. Most participants (97.1%) reported that using
multiple information systems and channels in parallel is perceived as inconvenient (Figure 2).

Assessment of Comfort Working in Systems

:

2.90%

48.60%
~_46,50%
» Very comfortable = Mostly comfortable
= Mostly uncomfortable Very uncomfortable
= Only one system is used at work
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Figure 2. Assessment of comfort when simultaneously using multiple information systems
and channels for processing appeals, in percentages

Difficulties when working with complaints and appeals in information systems are shown
in Figure 3. Leading positions were occupied by the lack of data export capabilities for reports
and high workload associated with the concentration of tasks on a single specialist. Issues
related to access (logins, passwords) and technical failures were noted less frequently (Figure
3).

Most Frequent Difficulties When Working with Appeals
50,00%
45,00%
40,00%
35.00%

30,00%
25,00%
20,00%
15,00%
10,00% .
5,000
0,004 -

Different Logins ~ System Failures No Data Export for Time Constramts

and Passwords Reports (Added due to Single Staff
Across Systems Manually) Member per
System

Figure 3. Most frequent difficulties when working with appeals in information systems,
in percentages (multiple choice, n=35)

Organizational Practices and Managerial Decisions

Features of organizing work with appeals and key managerial practices are presented in
Table 2. Respondents indicated that a substantial share of appeals appears to be resolved at the
PS and IE level without reaching commission review, with predominant reporting frequency
being quarterly. In respect of complaint routing, respondents most often indicated the
organization’s director (34.3%) and the head of the PS and IE service (28.6%) as the persons
responsible for routing decisions (Table 2).

Table 2 also presents data on root—cause recording and accounting for repeated
complaints. Root causes were reported as recorded predominantly in free—text form (Table 2).
Accounting for repeated complaints in reporting was noted by 65.7% of respondents, while
34.3% either did not follow this practice or were uncertain whether it was applied.

Staff training and perceived work-related barriers

Table 2 also summarizes staff training and perceived work-related barriers. Most
respondents reported that they had not undertaken any specific training in complaints handling.
The most frequently reported barriers were poor execution discipline across departments, lack
of training in complaints handling, psycho—emotional burden on specialists, insufficient
authority of PS and IE, and an insufficient number of specialists (Table 2).

Table 2. Organizational Practices and Managerial Conditions of PS and IE Work
Indicator n %
Share of appeals resolved at the PS and IE level (without
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commission/management)

40-60% 17 48.6
20—-40% 13 37.1
10-20% 2 5.7
More than 60% 2 5.7
Less than 10% 1 2.9
Frequency of Reporting on Complaints

Every quarter 28 80.0
Every month 5 14.3
Every year 1 2.9
Irregularly 1 2.9
Decision—Making on Complaint Routing

Director (Head) of your organization 12 343
Head of PS and IE 10 28.6
Deputy Head 7 20.0
Specialist of PS and IE 6 17.1
Recording of Root Cause of Complaints in the System

Yes, in free form 25 71.4
Partially 8 22.9
Yes, according to approved list 1 2.9
No 1 2.9
Accounting for Repeated Complaints in the Report

Yes 23 65.7
No 7 20.0
Difficult to answer 5 14.3
Completion of Training on Handling Complaints

No 29 82.9
Difficult to answer 5 14.3
Completed training on internal audit 1 2.9
Main Perceived Limiting Factor in PS and IE Work

No discipline in departments regarding execution 13 37.1
Lack of training on complaints 8 22.9
Psycho—emotional load on specialists 7 20.0
Insufficient authority of PS and IE 4 114
Insufficient number of PS and IE specialists 3 8.6
Are Improvement Measures Conducted Based on Report

Results?

Difficult to give an answer 20 57.1
Yes 9 25.7
No 5 14.3
Assistance from higher authorities is needed 1 2.9

* 1 Odds ratios were calculated from 2x2 contingency tables. Statistical significance was assessed using Fisher’s

exact test. Confidence intervals are reported at the 95% CI.

Association of Managerial Practices

The association between these two variables was analyzed to evaluate potential links

between different stages of the complaint handling process.
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To assess the consistency of managerial practices, an analysis of the relationship between
recording the root cause of the complaint and accounting for repeated complaints in reporting
was performed. A statistically significant association was identified: where the root cause is
recorded, repeated complaints tend to be noted in reports more frequently (Table 3). This pattern
indicates that respondents who recorded root causes also more frequently reported accounting
for repeated complaints.

The observed association should be interpreted cautiously given the wide confidence
interval, reflecting uncertainty related to the exploratory sample size. Therefore, the observed
relationship should be interpreted as a preliminary empirical indication rather than evidence of
a stable organizational relationship.

Table 3. Association between Root Cause Recording and Accounting for Repeated
Complaints (2x2)

Repeated Complaints: Yes | Repeated Complaints: No
Root Cause Recorded: Yes 20 6
Root Cause Recorded: 3 6
No/Unsure

* 2 Fisher's exact test, OR=6.67, 95% CI 1.27-35.04, p=0.038.

Discussion. In daily work, PS and IE activity appears to rely largely on fast, familiar
channels such as telephone calls and face—to—face visits (Figure 1). These findings indicate that,
despite the availability of digital platforms, direct interaction remains the preferred mode of
first contact in complaint routing.

However, this approach also has limitations. Although rapid responses are valuable,
communication through unstructured channels increases the risk of incomplete records, which
may complicate subsequent analysis.

The respondents’ general feeling of ‘inconvenience’ when working across multiple
information systems is consistent with evidence from international studies linking digital
fragmentation to the administrative burden of multiple systems in healthcare organizations.
Earlier qualitative studies also warn that fragmented platforms and duplicative systems may
increase cognitive burden and reduce the time available for analysis and improvement activities.
These findings suggest that working across multiple disconnected systems may create
additional operational constraints for specialists responsible for complaint processing.

Studies using structured complaint taxonomies suggest that systematic use of complaint
data depends not on the volume of complaints per se, but on whether information is coded and
grouped rather than recorded in free—text form. This is relevant to the present findings:
respondents mostly reported free—text documentation of cause, which may reflect the absence
of standardized classification frameworks in the information systems used, rather than broader
system—level differences in digital infrastructure. In this context, the limitation appears to lie
not in the collection of complaints itself, but in the absence of structured approaches to
categorizing and aggregating complaint data for reporting purposes [1, 10].

An interesting relationship was noted between recording the root cause of complaint and
reporting on repeated complaints (Table 3). This pattern may reflect differences in
documentation practices rather than a definitive indicator of broader organizational
characteristics: where the root cause is fixed, monitoring of problem recurrence appears more
often. This finding may be considered as exploratory support for the need to standardize
approaches to causal analysis and minimally unify categories of root causes (even if allowing
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for a free—text field), though confirmation in larger studies is needed. Such approaches may
improve the analytical usability of complaint data for internal reporting and monitoring.

The originality of this research lies in examining complaint management processes from
the perspective of specialists who directly process patient appeals. Where earlier research
focused primarily on complaints in policy or administrative settings, this study offers empirical
descriptions of everyday organizational and digital constraints in complaint—handling, allowing
practical barriers to be understood that are arguably hidden from administrative reporting data.

The issue of staff training deserves separate attention. A significant proportion of
respondents had not undergone specialized training in handling appeals and complaints (Table
2), while poor execution discipline across departments and psycho—emotional burden were also
frequently reported as barriers in day—to—day work. Work with appeals requires not only
knowledge of regulatory deadlines and procedures, but also communication skills and effective
coordination with departments responsible for corrective actions. Although the present study
did not assess whether training improves work outcomes, the high proportion of respondents
without specialized training suggests that training needs in this area warrant further
investigation.

From a practical and managerial perspective, the findings are consistent with broader
approaches to healthcare quality management that emphasize structured complaint handling,
standardized documentation, use of feedback for improvement, and system—level analytical
capacity [20-24]. In this context, improving complaint handling may involve greater
standardization of root—cause recording, better interoperability and data export functions in
health information systems, and further attention to training needs among specialists
responsible for complaint processing.

Study limitations

The study has several methodological limitations. First, the sample was collected through
convenience recruitment in professional chats and cannot be considered representative of all
regions or types of medical organizations. Second, data are based on self-reports and reflect
individual perceptions that may vary across organizations. Third, the author—designed
questionnaire underwent expert review for content clarity but was not subjected to formal
psychometric validation or systematic pilot testing, which limits the assessment of instrument
reliability. Fourth, the small sample size (n=35) limits the statistical precision and
generalizability of the findings. Nevertheless, the study provides a practical “map” of the key
PS and IE difficulties and helps identify directions for improvement that can be examined in
future studies: unification of root—cause recording, tracking recurrence, training needs, and
digital solutions for data export and analytics. Given the exploratory design and context—
specific organizational environment, the findings should be interpreted primarily as indicative
of operational patterns rather than directly generalizable to all healthcare systems.

Conclusion. The findings of this exploratory survey suggest that PS and IE specialists
perceive their work environment as characterized by digital fragmentation and high workload,
with limited standardization in complaint analytics.

We found a statistically significant association between recording the root cause of a
complaint and accounting for repeat appeals in reporting; given the cross—sectional design and
our small sample size, we treat this as an association as opposed to evidence of causality. These
results suggest that more systematic documentation of complaint causes may be relevant to the
development of recurrence—monitoring practices, although this interpretation requires
confirmation in larger studies.

From a managerial perspective, these results suggest the potential value of standardizing
complaint classification and strengthening the analytical capabilities of information systems.
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Specialists also frequently cited lack of training as a limiting factor, which warrants attention
in future organizational interventions, though the current study did not measure the effect of
training on performance outcomes.

Improvements in these components may support the more structured use of patient
feedback in internal monitoring and improvement activities.

Future studies with larger and more varied samples and across organizations are needed
to assess how digital infrastructure and organizational practices affect the success of complaint

management systems.
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Makcartspl. [lanuentrepai Kongay >KoHe iIIKI capamnTamMa KbI3METI MaMaHJIapbIHbIH
YUBIMIACTBHIPYIIBUIBIK JKOHE THU(PIBIK KenepriuiepAl Kajdail KaObUITAaWTHIHBIH Oaraiay,
COHJIali—aK IMIaFBIMHBIH OacTamnkbl ce0eOiH Tipkey MEH KaliTajlama OTIHIIITEpi ecemKe aly
apachIHIaFbl OalIaHBICTHI OaFajay.

Marepuangap men aaicrep. 2025 xbutFbl 26 Kapama meH 2026 >xbutbl 21 KaHTap
apaibIFbIHIa oHTaliH—aHKeTa (Google Forms) Konmany apKbUIbl SMIUPHUKAIBIK CUIIATTaMaJIbl—
AQHAJTUTHKAIIBIK KOJJIEHEH 3epTTey JKYprizuimi. 16 cypakTaH TypaTblH aBTOPJBIK AaHKETa
nalganaHbeUIAbRL. [pikTeMere marueHTTepal KOJjay >KOHE IIMIKI capanTtama KbhI3METTEpPiHIH
(GYHKIUSTAPBIH  OPBIHIANTBIH  MEIUIWHANBIK YABIMAAPABIH 35 KBI3METKEpl EHTI3UIII.
CunaTtTamanblK CTAaTUCTHUKA >KYPri3uii, accoruarnusap OUmep/IiH 107 KpUTEpUi apKbLUTbI
Oaramanel (p<0,05).

Horuxenep. baiinanbic apHaapbIHBIH €H KEH TapajifaH TYpJepi a3aMaTTapblH JKEKe
Kemyl JoHe TelneoH apkpuUibl Oainanbic Oommbl (37,1%). XKarmatimapaein 97,1%—biHna
OipHeIe )KYHeMEeH )KYMBIC 1CTey KOJIAaHChI3 JIeT OaraliaH/bl. AKIapaTThIK )KYHeIePMEH KYMBIC
icTeyieri Heri3ri KUBIHABIKTAP €CENTUINK YIIH JepeKTepIiH IKETKUIIKCI3IIrT KoHe
MiHJIEeTTepAIH O1p MaMaHFa IMIOFBIpJIaHybIHA OAMIaHBICTHI IIIAMAIaH THIC )KYKTEME 00Jbl. by
dakropnap Ttuicinme 42,9% xone 34,3% xarmaiina OaramaHnel. JKyiiene IIarbIMHBIH
Oacrtankbl ce0eOiH Tipkey >kayantapabiH 97,1%—biHaa (Heri3iHeH epKiH TYpAeE) KepceTul,
€CENTLIIKTe KalTamama IIarbIMaapibl ecenke amy — 65,7% sxarmaiina. bactanksl cebernri
TIpKEy MEH KalTajaMa UIaFbIMJapAbl €cCelKe ajly apachblHAa acCOIMaIUsl aHBIKTAJIIbI
(OR=6,67, p=0,038). 3epTTeyniH KoeHEH AU3alHBIH €CKepe OTHIPHIN, aJbIHFAH HOTHXKEIEep
ceben—canaapiiblk OaiIaHbIC PETIH/E eMEC, acCoMAIUsIap PETIHIAE TYCIHIIPITY1 THIC.

KopbiTbiHabl. [udpraeik  kemepriiep, JKOFaphl KYKTEME JKOHE  IIaFbIMIAp
AQHAJTMTUKACBIHBIH MIEKTEYJ CTaHIapPTU3AMICHI TAIMEHTTEP/A1 KOJAay JKOHE 1IIKI capanTama
KBI3METI MaMaHJapbIHBIH >KYMBICBIHIAFBl HETI3r1 KeIepriiep peTiHAe aHBIKTaNAbl. TymKi
cebenTepil TIpKEyre *)oHe KaWTajlaHAThIH OTIHIMTEPAl MOHUTOPHUHTLIEYre OIpbIHFAl TOCLI,
JIepeKTEP/Ii KCIIOPTTaY MEH Tayigay GyHKIMSIAPBIH XKETIIAIPYMEH KaTtap, OChl KbI3METTEPIiH
OTIEPANMSUTBIK  MYMKIHJIKTEpIH KYIICHTyl MYMKIH, ajl OKBITYFa JETeH KaKETTUNK Te
PECTIOHJICHTTEP TapalnblHaH KOCBIMIIIA Ha3ap ayaapy/Ibl Tajarm eTeTiH OaFbIT PETiH/E aTajIbl.

Tyitinai ce3nep: mamueHTTEpAIH KaHAFaTTaHYbl, MEIUIIMHAIBIK KOMEKTIH Carachl,
NEHCAayJbIK CaKTay KbI3METTEpiH Oackapy, KeJIeHEH 3epTTeyliep, MEHCAYJBIK CaKTay
aKIapaTThIK Kyhemnepi, U PIIbIK ASHCAYIIBIK CaKTay.

OPTAHU3BALIMOHHBIE U IU®POBLIE BAPBEPBI B PABOTE CJIYKb
MOJJEPKKHA NAIIMEHTOB U BHYTPEHHEM SKCIEPTU3BI:
INONNEPEYHOE AHKETHOE UCCJIEJOBAHUE MEJIUITUHCKHUX
PABOTHHMKOB B KASAXCTAHE

N.B. TU3ATOBA, C.E. UBPAEB
HAO «MemuuuHckuil yauBepcutetr Actana», Actana, Kaszaxcran

AHHOTAUA

BBenenne. Cnyx0a MOMNEPKKH TMAlMEHTOB W BHYTPEHHEH OKCIEPTH3BI UTPAET
KIIIOYEBYIO POJIb B MPeoOpa30oBaHUM OOpalleHUH MallMeHTOB B yIpaBlieHdeckue pemeHus. Ha
MPAKTUKE CYIIECTBEHHBIMHU OapbepaMu MOTYT OBITh BBICOKAs Harpy3ka, MHOKECTBO KaHAJIOB
npuema oOparieHuii 1 GpparMeHTUPOBAHHOCTh HH()OPMAITMOHHBIX CHCTEM.
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Heab. OneHka OpPraHW3alMOHHBIX W MHQPPOBBIX 0aphepoB, BOCIPUHUMACMBIX
COTPYJIHUKAMHU CITY>K0 MOJACPKKHU MallMEHTOB U BHYTPEHHEH SKCIEPTU3bI, a TAK)KE U3yUeHUE
CBSI3U MEXKIY (UKCAIMel TIepBONPUYMHBI KaJT0Obl M YI€TOM MOBTOPHBIX 0OpaIlieHH.

Marepuanabl u Metoabl. B epuon ¢ 26.11.2025 mo 21.01.2026 roxa 6s1710 TPOBEICHO
IMIUPUUYECKOE OMHUCATETLHO—AHAIUTHYECKOE TIOTIEPEUYHOE UCCIICIOBAHUE C UCTIOIb30BaHUEM
onnaitH—ankeThl (Google Forms) u3 16 BompocoB. B BeIOOPKY BKIIOYEHBI 35 COTPYIHHUKOB
MEIWIIMHCKUX OPTaHU3AIHKA, BBIMONTHIIOMNUX (YHKIHH CIYXOBbI MOJIEPKKH MAIUEHTOB U
BHYTpeHHEN »sKcnepTusbl. [IpoBeneHa omnucarenbHas CTaTUCTHKA, aHalW3 acCOLMAIUN
BBITIOJIHEH € NTPUMEHEeHneM TouHoro kputepust Gumepa (p<0,05).

Pe3yabTaTbl. Hanbonee pacnpocTpaHeHHBIMH KaHAJIaMH TTOCTYIUICHUS OOpalieHui
OBLTH TIMYHBIC BU3HUTHI TpakaaH U Tenedonnbie 3B0HKH (37,1%). B 97,1% ciydaeB — pabota ¢
HECKOJIbKUMH CHCTeMaMH Oblila OlleHeHa Kak HeyAoOHas. OCHOBHBIMU TPYAHOCTSIMH OBLIU
HexBaTKa (PyHKIMI BBITPY3KM JAaHHBIX JJisi OTYETHOCTH (42,9%) u meperpys3ka BCIIEICTBUE
KOHIICHTpAIlMU 3a7a4 Ha oHoM crienunanucte (34,3%). @ukcanusi mepBONPUYUHBI K00k B
cucreMe otrmedanack B 97,1% oTBeTOB (NMpeMMYILECTBEHHO B CBOOOIHOW (opme), yder
MOBTOPHBIX ’kKajo0 B OTUYETHOCTH — B 65,7%. BrisiBnena acconmamus Mexay Qukcarmueit
NEPBONPUYMHBI U YYETOM MOBTOPHBIX kanod (OR=6,67, p=0,038). C ydeToM momepeuyHoro
nu3aifHa MCCIEOBaHUs TIOJMy4YEHHBIE pe3yJbTaThl CIEAyeT WHTEPHpPEeTUpPOBaTh Kak
BBISIBJICHHBIE aCCOIUAIINY, & HE KaK IPHYNHHO—CJICICTBEHHBIC CBS3H.

3akaouenue. [ludppoBbie Oapbepbl, BbICOKas Harpy3ka M  OrpaHUYEHHAas
CTaHJApPTHU3AIUsl AHAJTUTHKU JKAJI0O OMpeieNieHbl KaK KIIYEBBIE OTpaHUYCHHUS B paboTe
CHEIMAINCTOB CiIyXObl. EnuHBII moaxon K ¢uKcauuu MepBONPUYUH, MOHUTOPUHTY
MOBTOPHBIX OOpAIeHUH, HApSAY C yIydlleHHeM (YHKIWA BBITPY3KH JaHHBIX U aHAUTUKH,
MOJKET YCUJIUTh ONEPAllMOHHBINA MOTEHLIMAN 3TUX CIY’kKO, TOrJa Kak MOTPEOHOCTH B 00yUeHUU
Takxe ObUTM 0003HAUEHBI PECTIOHACHTAMH KaK 00J1acTb, TPeOyIoIIas BHUMAHUS.

KutoueBble ciioBa: y/10BIETBOPEHHOCTh MAIUEHTOB, KAU€CTBO MEAMIIMHCKON ITOMOIIH,
yIOpaBleHUE CIyk0aMu 37ApaBOOXPAHEHHUS, MOMEPEYHbIC HUCCIENOBaHUs, WH(DOpPMAIIMOHHBIC
CUCTEMBI 3JpaBOOXpaHeHMs, HIU(POBOE 3IpaBOOXpaHEHHE.
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