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Pilot project of mobile community mental health teams (mCMHT) for people with
mental disorders was organized in four regions. The goal was to improve the quality
of life and outcomes of people with mental disorders by providing comprehensive,
specialized mental health care in community settings as an alternative to inpatient
hospital care. Additionally project aimed to foster integration of mental health care
into the primary health care system.

Objective: to compare the organization of the mCMHTSs in four cites: their model
of work, most common diagnoses of patients they work with, the methods of referral
to the teams, their intervention types.

Materials and methods. Materials were collected from teams weekly data reports
completed via online data collection system, patient questionnaires, site visits and
interviews with specialists.

Results. Uneven coverage area, different available services and needs of the
population formed the individual characteristics of each mCMHT. The possibility to
adapt the general model of community-based care to the local context was an important
condition for the effective operation of mobile teams as well as teams could concretize
eligibility criteria, organize referral pathways and choose full or part time staft.

Conclusions. Community model had proven to be effective in the treatment of
patients with severe mental disorders, patients who have no access to mental health
services and internally displaced people with mental health problems. Furthermore,
first experience of community based mental health service implementation showed
not only the main gap which could be filled in, but also challenges which could
appear. The limits are related to the large geographical territories which need to
be addressed, to the incomplete knowledge of care and to the lack of support and
cooperation with primary healthcare system, social services and local organizations
taking care of people with mental disorders, stigmatization and community distrust
to psychiatric services.

Background. Pilot project in Ukraine Mobile commu-
nity mental health teams (mCMHT) for people with mental
disorders started in January 2016 with support from WHO.
Topicality of this project leads to current humanitarian crisis
in Ukraine caused by military events, absent community-
based services and limited mental health treatment provision
at the primary care level.

The data acquired from monitoring of displaced and
conflict - affected populations worldwide showed that this
cohort is at risk of not only developing the specific stress -
related disorders. The common mental disorders also have an
increased incidence in this group [1-3]. Mental health care is
provided mostly by state services which are still institutiona-
lized and stigmatized. In the situation of military conflict
strenuous activity of state psychiatric services still does not
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cover all the needs of the population, and in some regions
its activity is further complicated by the destruction of the
hospital buildings, presence of a large number of internally
displaced people (IDP) and the lack of services availability
due to destroyed roads and checkpoints.

General practitioners are commonly undertrained in
mental diseases recognition and treatment [4]. Non-govern-
ment organizations (NGOs) also take their part in providing
some mental health care to affected population but they
often focus on trauma-related mental health problems and
immediate consequences of stressful events [5, 6]. The com-
munication between state mental health services and NGOs
is very poor and everyone prefers to work separately.

The current international practice is to develop compre-
hensive community-based mental health care and switch away
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from institutionalized care [7-10]. The main differences are
not only in the structure of services but also in the principles
and objectives that govern the way in which service providers
perform their work and position their clients in relation to
themselves. Community-based mental health care is one part
of a balanced, comprehensive mental health system which
incorporates primary care services and inpatient services.
Strong linkages and formal referral pathways between each
element of the service system are vital to ensure continuity
of care for patients. Also services aim to coordinate and
collaborate with the various agencies and service providers
relevant to the needs of those with mental illness in the lo-
cal community, in order to improve access to services and
increase social inclusion.

In January 2016 the pilot project Mobile community men-
tal health teams (mCMHT) for people with mental disorders
was initiated with the support of WHO in four regions of
Ukraine: Odesa, Dnipro, Sumy, Slavyansk.

Subsequently a project was developed aiming to improve
the quality of life and outcomes of people with mental disor-
ders by providing comprehensive, specialized mental health
care in community settings as an alternative to inpatient
hospital care and to foster integration of mental health care
into the primary health care system. Also project aimed to in-
troduce and test a model of community-based mental health
care which could be scaled up over time to form a part of the
greater mental health reform process.

This paper aims to provide a brief description of the model
of care and to highlight the main differences in organiza-
tion of work of mCMHT in four pilot sites in Ukraine. Also
we shall emphasize on the aspects paramount in providing
mental health care and the obstacles that might arise during
the process.

Objective: to compare the organization of the mobile
community teams in four cites: their model of work, most
common diagnoses of patients they work with, the methods
of referral to the teams, their intervention types.

Materials and methods

Materials were collected from teams weekly data reports
completed via online data collection system, patient question-
naires, site visits and interviews with specialists.

Results

The initial model of care was developed in consultation
with local stakeholders to ensure sensitivity to the context.
This initial model was then presented to the teams in each site
and adapted as necessary depending on local factors including
the structure of existing services, perceived gaps in service
delivery and access, geography and workforce availability.

1. The general model of care

Aims and objectives of the mCMHT

MCMHTs perform the following distinct and important

functions as required:

« provision of biological and psychosocial interventions
for individuals experiencing severe mental disorders
with the objective to prevent hospital admission, mini-
mize disability and improve functioning;

« provision of focused support for FD and other primary
medical service providers in order to improve their ca-

pacity in dealing with patients who have moderate and
mild mental disorders.

Management

Direct management by Chief Doctors of the regional
psychiatric services.

Service provision and office base

Services can be provided in the community (home visits,
field visits to local medical facilities etc) and in the mCMHT
office which can be based in regional psychiatric dispensaries
or rehabilitation centers.

Staffing

Teams consist of psychiatrists, nurses, social workers and
psychologists, who received short-term training in multidis-
ciplinary team management, main principles of community
based care and goals of the project. Additionally teams re-
ceived regular supervision. Team coordinator role was given
to one or two of the team members.

Referrals

Referrals can be accepted from family physicians and
other primary health care staff, hospital psychiatrists, outpa-
tient psychiatrists, social services, family, self-referral.

Eligibility

Individuals, requiring treatment and care for psychosis or
other severe mental disorders either recently discharged from
hospital or at risk of hospitalization, or people experiencing
a significant decrease in functioning due to the impact of a
severe mental disorder, or people unable to access outpatient
services because of any reason are eligible for treatment at a
mCMHT. Eligibility criteria were specified by each team with
priority to IDPs, conflict-affected communities, people who
cannot access mental health services or individuals with first
episode of psychosis.

Case-finding and linkages

Chief Doctors and team coordinators decided how to
organize cooperation with potential local referrers (FD, out-
patient and inpatient psychiatrists, psychological and social
services, NGOs, school counselors, student polyclinics etc).
Methods used: letters, callings, meetings with coordinator /
team members, conferences, flyers etc.

Interventions

Bio-psychosocial interventions were guided by treatment
plan developed by team staff along with patient (including
medications and psychosocial support to patients and their
families).

2. Differences in work organization and functioning
in mCMHTs

Different social and geographic background as well as
range of local mental health services substantially influenced
the choice of service model. The management staff and teams
themselves contributed to the process of adaptation.

Table 1 provides an overview of the differences of team
models in four pilot sites.

Discussion

The possibility to adapt the general model of communi-
ty-based care to the local context was an important condi-
tion for the effective operation of mobile teams. Uneven
coverage area, different available services and needs of the
population formed the individual characteristics of each
of the teams.
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Table 1. Differences in work organization and functioning in mCMHTs

Components influencing
work organization

Location

Odesa

Slavyansk

Dnipro

Sumy

Local context

- Relatively developed
outpatient and rehabilitation
Services;

- many camps with internally
displaced people (IDP)

- Near the fighting area;

- main psychiatric facility
was destroyed by shelling;
- many roadblocks
complicate patient’s access
to services

- Developing outpatient

and rehabilitation services,
whole mental health system
still old-fashioned ;

- many international
targeted projects aimed

to improve rehabilitation
Services;

- many IDPs

- Developing outpatient

and rehabilitation services,
whole mental health system
still old-fashioned ;

- lack of international
targeted projects aimed

to improve rehabilitation
services

Office base

Rehabilitation service

Regional psychiatric
dispensary

Regional psychiatric
dispensary

Regional psychiatric
dispensary

Service provision

Half of the team provides

outreach services (home visits

and field visits to IDP camps)
and another half provides
services at the team office

Predominantly outreach
services

Predominantly at the
team office (preferable by
patients)

Predominantly at the
team office (preferable by
patients)

Staff

2 psychiatrists
2 psychologists
3 nurses

1 driver

1 nurse
1 social worker
1 driver

~200 sq km+ distant field visits | ~1500 sq km ~200 sq km ~100 sq km
Catchment area

corresponds to 100-150 000 population

Full-time: Full-time: Half-time: Full time:

1 social worker 1 psychiatrist 3 psychiatrists 1 social worker

Half-time: 1 psychologist 2 psychologists 1 psychologist

2 nurses
1 social worker
1 driver

Half-time:

2 psychiatrists
2 nNurses

1 driver

Coordinator

Medical deputy of the Chief

Doctor and nurse from the team

Psychiatrist and nurse from
the team

Psychiatrist from the team

Nurse from the team

Patient 76 %
Inpatient hospital 3 %
Other 5 %

Patient 35 %
Family member 21 %
Family doctor 17 %

Outpatient psychiatrist 83 %
Family member 2 %
Patient 1 %

Outpatient psychiatrist 23 %
Patient 11 %
Family member 17 %

inpatient psychiatrists) which
were conducted by team
coordinator

and inpatient psychiatrists)
which were conducted by
all specialists from the team
(separately)

Referrals Not reported 17 % Outpatient psychiatrist 19 % | Family doctor 1 % Family doctor 5 %
Inpatient hospital 3 % Other services 13 % Other 3 %
Other 6 % Not reported 41 %
Flyers and proactive callings Flyers, local media and Team mostly used existing | Flyers and calls by Chief
and meetings with potential proactive meetings with network of referral Doctor to potential local
local referrers (FD, social potential local referrers (FD, pathways referrers (FD, outpatient
Case-finding services, outpatient and social services, outpatient and inpatient psychiatrists),

team mostly used existing
links with outpatient
services

Eligibility criteria

Individuals with serious mental

disorders, particularly those
at risk of hospitalization or
recently discharged from
hospital, with priority to
IDPs and people who need
more intensive support than
standard outpatient services
can provide

Individuals with serious
mental disorders,

particularly those at risk of
hospitalization or recently
discharged from hospital,
with priority to IDPs, conflict-
affected communities and
people who cannot access
mental health services

Individuals with first
episode psychosis
(psychotic disorder duration
of up to 5 years)

Severe mental health
disorders, priority is given
to Individuals with first
episode psychosis and
people who need more
intensive support than
standard outpatient services
can provide

Most common diagnoses
according initial
assessments

Schizophrenia 19 %

Anxiety disorder 5 %
Depressive disorder 1 %
Acute psychotic episode 1 %
Other psychosis 1 %
Substance abuse 1 %
Other 71 %

Schizophrenia 24 %
Depressive disorder17 %
Anxiety disorder 14 %
PTSD 5 %

Adjustment disorder 5 %
Other psychosis 4 %
Bipolar disorder 2 %
Acute psychotic episode 1 %
Personality disorder 2 %
Substance abuse 1 %
Other 21 %

Acute psychotic episode
55 %

Schizophrenia 13 %
Anxiety disorder 7 %
Depressive disorder 6 %
Other psychosis 6 %
Bipolar disorder 3 %
Personality disorder 2 %
Acute stress 1 %
Adjustment disorder 1 %
Other 1 %

Schizophrenia 40 %
Anxiety disorder 12 %
Acute psychotic episode
10 %

Other psychosis 9 %
Depressive disorder 7 %
Personality disorder 3 %
Bipolar disorder 2 %
PTSD 2 %

Substance abuse 2 %
Other 10 %

Consultations provided

~ 204 per month

~ 109 per month

~ 51 per month

~ 111 per month

Estimated from number of client visits during 9 months (medical, psychological, psychosocial, family Interventions and

secondary consultations)
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In general, a pilot project has shown the efficiency of mC-
MHTs working with patients with serious mental disorders.
Mostly, team worked with patients with psychotic disorders
or severe anxiety and depressive disorders. Evaluation of
the results showed a significant increase of patients’ social
functioning, as well as patients’ satisfaction of a new form of
work (according to interviews and questionnaires). Patients
willingly participated in the project and the main referral
source was self-referral.

Team’s staff also rated this project as effective mode of
work with psychiatric patients. Noting, however, that it is
resource — consuming due to the necessity of adjustment to
the new work model, to a pilot project status (not legislated)
and to a greater intensity of work with the patient.

Trainings and supervisions were another important strat-
egy aimed to support teams and increase their efficacy.

Variations in the model adopted by the different cities
provided valuable information about the elements that were
successful. For example: full-time employment of at least part
of the specialists in the team, proactive personal and team
meetings with potential stakeholders, using flyers and leaflets
to increase self-referrals and awareness in the community,
communication with broad network of organizations which
can deal with people with mental disorders, using unmarked
vehicles, involving management staff to coordinator position.
Adequate communication with FD created the conditions for
better detection of primary psychiatric disorders. However,
secondary consultations were rare, because FD have little
desire to keep patients with mental disorders in their practice
(according to interviews with team members).

Another decisions hindered implementation at the opera-
tional level. Among them were: too strict eligibility criteria,
part-time employment of all specialists, field visits to regions
where initial medical examination was not carried out and
where the team had to perform a greater amount of work
consulting many people without mental disorders.

The limits are related to the large geographical areas which
need to be addressed, to the incomplete knowledge of care
and to the lack of support and cooperation with primary
healthcare system.

Other drawbacks included the fact that project was tem-
porary and hence patients did not want to join it as well as
specialists did not want to refer their patients because of not
knowing what will be next; large geographical areas which
need to be addressed; incomplete knowledge of principles
and methodology of community based care and need for
additional training; lack of awareness and ability to identify
mental illness among family doctors; lack of support and
cooperation with primary healthcare system and NGOs;
stigma and deficiency of public awareness.

Lessons learned:

1. Strong and active support of medical directors and
local authorities is crucial for effective implementation of
mCMHTs.

2. New referral pathways must be organized. The current
system of referrals cannot be relied on.

At least part of the mCMHT should be represented by
the full-time employed staff. Staff should be properly trained.

3. Special attention should be paid to communication
with GP and this algorithm should be regulated legislatively.

4. Cooperation with NGOs must be encouraged.

5. Proactive case-finding should also accept the possibility
of patient self-referral.

6. The staff should be properly trained and supervisions
are necessary.

7. Efforts should be made to decrease stigmatization and
raise public awareness.

Conclusions

The pilot project showed the effectiveness of the mobile
community mental health care for people with severe mental
disorders and with impaired social functioning or difficulties
in access to mental health services. Also, this first experi-
ence outlined the main difficulties that may arise in further
implementation. Such difficulties can be overcome by creating
competent legal framework, educating mental health special-
ists and general practitioners and by raising public awareness
and decreasing stigmatization.

Perspectives for further research

In the future it is necessary to continue the assessment
of effectiveness of the mCMHTs in long term perspective,
as well as to evaluate the features of the implementation of
community based mental health care in other regions.
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CHUIBHOTHI BPUTAJIN 3 OXOPOHM IICUXIYHOTO 3[IOPOB’A I OCIB 3 IICUXIYHMMU PO3/TATAMU: IUIOTHUI IPOEKT B YKPATHI
I 4. Ilinuyk, 0. B. fIunik, A. K. Jlagux-Bpusranosa

Mo6inbHi cniibHOTHI 6purazu 3 0XopoHu ncuxivyHoro 3gopos’st (MCBOII3) s oci6 3 mcuxidHMMYU po3aaMy OpraHisoBaHi B 40TMPbOX perioHax Ykpainu. Merowo
[POEKTY € MOKPAILeHHs AKOCTI XKUTTSA Ta (yHKIIOHYBaHH: 0Ci6, XBOPUX HA NICUXIYHI PO3/Iajy, WILSIXOM 3a6e3IIedeHHs] KOMIUIEKCHOI CIIelia/i3oBaHol JOOMOrH 3a MicLieM
HPOXXMBAHHA B AKOCTi a/IbTepHATUBY rocmiranisanii. KpimM Toro, mpoexT 6yB CpsAMOBaHMIl Ha CIPUAHHA iHTerparii OXOpOHM IICUXiYHOTO 3[J0POB’A B CHCTEMY IIePBMHHOI
MeJIMKO-CaHiTapHOI JI0IIOMOT.

Merta 1aHO0i pO6OTH — IPOBECTY HOPIBHAHHA OpraHisaniiiHux Mogeneit po6oru MOBII3 y 4oTHpbOX IMiZIOTHMX perioHax: MicLieBMil KOHTEKCT, 0COOMMBOCTI pobOTH, Hall-
MOIIMPEHIll iarHO3M MaLi€HTIB, 3 AKMMU BOHU IPALIOIOTH, METOM, HAIIPAMKN, TUIIM BTPYyYaHH.

Marepianu i MeTOIM JOCTIIKEHHA: WOTVDKHEBI OH-MaliH 3BiT MOBII3, onuTyBanbHUKN 1A NALiEHTiB, MaTepian, OTPUMaHi 3a pe3y/IbTaTaMy BiIBijyBaHHs 1il0T-
HIMX perioHiB Ta inTepB’1o 3 paxiBIaAMML.

Pesynpraru. Pisuuiis B 06Cs3i 30HM IIOKPUTTSI, JOCTYIIHUX NOC/Tyrax Ta norpe6ax HaceneHHs copMyBaa iHauBigyanpui ocobmmsocti koxxunoi MOBII3. Moxiusictb
a/JaNTyBaTy 3arajbHy MOJE/b CIIIbHOTHOI OIIOMOTH 10 MiCIIeBOTO KOHTEKCTY CTajIa BaK/IMBOK YMOBOIO /1A eeKTUBHOI po6OTH Opuraj 3 ypaxyBaHHAM MOX/IMBOCTI KOH-
KPeTHU3yBaTy KpUTepii BKIIOUEHHs, OPraHi3yBaTy IUIAXY HAIIPAB/IeHHA Ta 06paTy OBHY Y YaCTKOBY 3aHATICTD IIEPCOHATTY.

Bucnosku. MCBOII3 fosenu cBoo epeKTUBHICTD IPY /TiKyBaHHI XBOPUX 3 TAXKKMMY ICUXIYHUMI PO3/IalaMH, 1O CYIIPOBOMKYIOTbCS 3HAYHUM 3HVDKEHHAM COLia/Ib-
HOro (PyHKIIOHYBAHHSI,  TAKOXK IALIEHTIB, AKi THMYaCOBO He MAKTh JOCTYIIY /IO IIOCAYT 3 OXOPOHM NICUXIYHOTO 3[,0POB’s i BHYTPIIIHBO NepeMilennx ocib 3 mpobremamu
ICHXivHOro 370poB’s1. KpiM Toro, mepiumii ocBi mokasas 6ap’epi, sKi MOXXYTb BUHMKHYTH Ha IIUIAXY TIOAA/IbLIOL iMIUIeMeHTaLil criiibHOTHOI hopmu roromorn. O6MexeHHst
II0B’5I3aHi 3 BE/INKOIO IUIOLIEI0 TePUTOPIIi, sKi IIOBUHHI 6y TH OXOIUIEH], HeJOCTATHIM 3HAHHAM HOBOI pOpMY po6OTH, BifICYTHICTIO IIATPUMKM i CIIIBIPAL]i 3 IIEPBUHHOIO JIAH-
KO0 MEJIMYHOI JI0IIOMOTH, COLLia/IbHUMIU CTy>KOaMM Ta OpraHi3alliiMi, 10 MOXYTb 3aliMaTICA 0CO6aMM, AKi MAIOTD IICUXiYHi PO3/Ta/iM, a TAKOXK CTUIMATH3aIli€l0 Ta HeOBIpOIo
3 6OKY CITIIBHOTH [0 TICHXIaTPUUHOI CITyKOM.

KnrouoBi cnoBa: ricuxiyHe 370poB’s, criibHOTHI 6purajm, MobinbHa CriiibHOTHA Gpyrajia 3 OXOPOHM NICUXIYHOTO 3{OPOB s, HIIOTHUII IPOEKT.

OBIIVIHHBIE BPUTAIBI ITIO OXPAHE IICUXMTYECKOTI'O 3[JOPOBbS
IS JIULTL C IICUXUYECKMMU PACCTPOVICTBAMM: IMJIOTHBIN ITPOEKT B YKPAMHE
JI. 41 IIunyyk, 1O. B. Iunuxk, A. K. JTapeik-Bpbisranosa

Mo6unbHble O6LMHHbIE OpUrafbl 10 OXpaHe NCUXMIecKoro 35oposbs (MOBOII3) s muiy ¢ ICUXMYeCKUMY PacCTPOIICTBAMY OPTaHM30BAHbI B YETHIPEX PETMOHAX
Vkpansbl. Lenbio mpoexTa AB/ATCA YTy dllleH)e KayecTBa XU3HM U QYHKIMOHMPOBAHMA /LI, CTPAJAIOUX IICUXINYECKMMI PACCTPOIICTBAMI, ITyTeM 00ecrede N KOMIUIeKC-
HOJI CIIelMa/M3YPOBAHHOI OMOIIM IO MECTY )KUTEIbCTBA B KadeCTBe abTePHATHUBBI rocmuTamsanum. KpoMe Toro, mpoekt Obll Halpap/ieH Ha COLEMiCTBUE MHTErPaliui
OXpaHbl IICUXNYECKOTO 3J0POBbs B CUCTEMY HEPBUYHON MEIKO-CAHUTAPHOI TOMOILM.

Ilens faHHOI paboTHI — IPOBECTI CPABHEHNE OPTraHN3ALMOHHBIX Mopeseit paborsl MOBII3 B yeTbIpex IMIOTHBIX PErMOHAX: MECTHBII KOHTEKCT, 0COOEHHOCTI PaboThI,
Hanbosee pacpoCcTpaHeHHbIe ANATHO3BI IALMEHTOB, C KOTOPbIMY OHYU PAbOTAIOT, METO/bI, HAIIPAB/ICHII, TUIIbI BMEIIATe/IbCTBA.

Marepuanbl 1 METObI MCCIEIOBAHMA: eXXeHejleNlbHble OH-/1aitH oTyeThl MOBII3, ompocHMKY /151 TAlMEHTOB, MaTepuaJibl, OTyYeHHbIE 110 Pe3yabTaTaM I0CeIeHMs
MMJIOTHBIX PEIMOHOB U MHTEPBBIO CO CIeLMaTNCTAMU.

Pesynbrarsl. PasHuia B TeppUTOPUATBHOM OXBATe, JOCTYIHBIX YCIYTaX U MOTPeGHOCTSX HaceneHus chopMmupoBaa MHMBIAYa/IbHbIe ocobeHHocT Kaxkioit MOBII3.
B03MOXXHOCTD /Al TUPOBATD OOILYI0 MOJIe/Ib OOL{MHHOI OMOLIM K MECTHOMY KOHTEKCTY CTa/la BaXKHBIM YC/I0BIeM i1 9 eKTHBHOI PaGOThI GpUraz ¢ yIeToM BO3MOKHOC-
TV KOHKPeTU3MPOBATh KPUTEPUI BKIIOYEHNS, OPTaHU30BATD ITyTH HAIIPAB/ICHNA 1 BBIOPATh HOJHYIO MM YACTUYHYIO 3aHATOCTD IIEPCOHANA.

BeiBogsr. MOBOII3 fjokasanu cBoo 9¢(GeKTUBHOCTD NPy jledeHny GOMBHBIX C TSDKEIBIMU IMCUXMYECKUMU PACCTPOIICTBAMMY, COMPOBOXKAAIOLIMMUCS 3HAYNUTETbHBIM
CHIDKEHMEM COLMAIbHOTO (YHKIMOHMPOBAHN, @ TAKXKe NALMEHTOB, KOTOPble BPEMEHHO He VIMEIOT JJOCTYIA K YCIyraM IO OXpaHe IICUXMYECKOIO 3J0POBbsA U BHYTPEHHE
IepeMeleHHBIX /IULL C POo6/IeMaMy ICUXINYECKOro 350poBbsi. Kpome TOro, 1epBbIii OIBIT I10Ka3a1 6apbepbl, KOTOPble MOIYT BO3HUKHYTD Ha Iy T Ja/IbHeNlIIeil MMIIeMeHTa-
1y o6uMHHON GopMbl oMo, OrpaHideHNst CBA3aHbI ¢ 6O/IBIION IIOWAbI0 TePPUTOPUIT, KOTOPbIE HO/DKHBI ObITH OXBayeHbI, HEOCTATOYHBIM 3HAHUEM HOBOII HOpPMBI
PabOTLI, OTCYTCTBUEM IIOZICPXKKM M COTPYAHMYECTBA C IIEPBIYHBIM 3B€HOM MeMIIMHCKOI OMOIIY, COLMaTbHBIMMU CITy>KOaMJ 1 OPTaHM3aLMAMM, KOTOPbIE MOTYT 3aHMMATh-
A MLAMM, MMEIOIIMMI TICUXIYeCKUe PACCTPOIICTBA, a TAK)Ke CTUIMATH3alliell 1 HeJ[oBEPMeM CO CTOPOHBI COOOIIIeCTBA K IICHXMATPIIECKON crryxoe.

KitroueBsle coBa: IICuxuyecKoe 350poBbe, OOLMHHbIe Gpurajbl, MOOMIbHAs OOLMHHAs OpUraja [0 OXpaHe ICUXNYECKOTO 30POBbsL, IIIOTHBL IPOEKT.
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