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[bookmark: bookmark2][bookmark: bookmark3][bookmark: bookmark4][bookmark: bookmark5]1. Development of specialty
[bookmark: bookmark6][bookmark: bookmark7]1.1.  Definition and nature of specialty
Pediatric surgery is a medical specialty that deals with diseases and injuries of patients in their childhood that require or may require surgical treatment. According to the Convention on the Rights of the Child, a child means any human being below the age of 18 years unless, under the law applicable to the child, he is considered to be an adult.
Pediatric surgery is the only surgical specialty that is defined by the age of the patient, not by a particular organ system or problem. Thus, pediatric surgery is, by its very nature, a multidisciplinary specialty, covering practically all aspects of pediatric general surgical, urological, orthopedic, traumatic and oncological diseases.
In certain specialties, the division of labor between pediatric and adult surgeons varies according to the nature of the disease: congenital malformations and laser surgeons who typically treat childhood illnesses, whereas surgeons in their respective fields of adult illnesses. This is the case, for example, with thoracic surgical (e.g., esophageal and peritoneal malformations, thoracic deformities) and neurosurgical (e.g., neural tube defects) diseases.
According to the development and traditions of surgery in Estonia, pediatric surgeons in Estonia do not deal with eye and cardiac surgery, and most of the surgical diseases of the face and jaws and ear-nose-throat.
In addition to multidisciplinarity, pediatric surgeons need to consider the anatomical-physiological characteristics of different age groups of children in their work. Depending on the age of the patient (newborns, infants, toddlers, school children and adolescents), the principles of diagnosis and treatment of disease may vary considerably. In this context, adherence to the 18-year age limit for children without exception is not always appropriate. For example, the types of skeletal injuries, the principles of treatment, and the tools and accessories needed for the best evidence-based treatment vary significantly between victims before and after bone maturity. There are also major differences in the treatment of acute abdominal patients before and after sexual maturation, and particularly among adolescents who have begun sex. For example, pediatric surgeons do not have the experience (often the ability) to recognize and treat pregnancy-related or gynecological diseases. As a rule, the treatment of emergency surgical diseases and traumas up to the age of 16 is more expedient and effective in pediatric surgery units, later in the adult system. The exception is patients with acute scrotum, especially seminal malignant torsion, who often receive more urgent help from pediatric surgeons.
It is expedient to consider the nature of the disease and the treatment options for elective patients. Treatment of patients with predominantly childhood diseases (eg congenital, idiopathic and neuromuscular deformities of the spine) is more appropriate to be concentrated in a single center, regardless of the patient's age. There are also groups of patients with certain conditions, especially those with congenital malformations (such as neural tube defects), for whom there is no experience in the treatment of adults in the network. This is due to the significant increase in survival of these patients only in the last decade and the novelty of the problem for both primary and adult specialist physicians (see also Annex 1a).
[bookmark: bookmark8]Despite the complex integration of the specialty, surgical treatment of pediatric patients in Estonia is well guaranteed. Thanks to the close cooperation with the adult professions, no significant problems have been encountered in solving borderline cases either by age or by profession. For rare and infrequent surgical illnesses in childhood and atypical situations for other reasons, they obtain the necessary know-how both at home and abroad and, as a rule, arrange for surgical treatment by pediatric surgeons.

[bookmark: bookmark10][bookmark: bookmark9]1.2.  Priorities for specialty development
The main goal of the specialty development is to ensure that all children in Estonia receive the best possible treatment at any age and for any problem requiring surgical treatment. In general, pediatric surgical assistance is of a high standard and well accessible. In the absence of significant problems, there is no need to formulate priorities that are distinct from overall development. The smooth and sustainable development of the profession would be best. However, we will try to highlight some aspects of development that may help to further improve pediatric surgical assistance and prevent any more serious problems that may arise.
1.2.1. A members only in evidence-based and best quality of life in the therapeutic methods in the specialty of pediatric surgery, and those perceptions Deploying the entire physician population.  
Given the age of our patients, the choice of treatment modalities must be based on distance analysis. Sometimes, the seemingly simplest and most economical solutions can delay problems, including adulthood, and, in that connection, significantly increase the burden on the taxpayer's wallet later on. An example of this is the increased use of surgical facilities (linked to rehabilitation and aids) in the treatment of children with neurological disorders that increase their ability to cope independently, reduce the need for outside help and ultimately ensure their better integration into society.
In recent decades, a better understanding of the child's developmental norms has significantly reduced the volume of non-evidence-based treatment (such as many infant umbilical cord problems, advanced foreskin congestion, flat foot physiology, etc.) and has significantly saved taxpayers' money. An even better understanding of child development norms at primary level could reduce unnecessary visits, save costs and improve access to specialist medical care in certain areas (such as pediatric orthopedics).
1.2.2. A complex, professional and rational approach to patient problems. 
Like many disciplines, there is a tendency in pediatric surgery to specialize in increasingly narrow sub-disciplines. In general, such a deeper commitment to a particular issue is professionally advanced and ensures better know-how and mastery of surgical techniques. Encouraging in-service training, research and post-graduate studies, and making recertification compulsory (see paragraphs 6, 7), must also support this development. However, most pediatric and orthopedic problems should be dealt with jointly by pediatric surgeons, family physicians, and emergency medicine. Patients and their parents should not receive conflicting information or treatment recommendations, depending on the physician or the profession. Developing guidelines for the treatment of commonly used pediatric surgery would be of great help here. The results of studies conducted in different healthcare settings and the reasoned opinions of different doctors must be accessible and understandable to both the patient's parents and the doctors involved in the treatment process. The harmonization of IT solutions and the introduction of electronic consignment notes will contribute to this (see point 8).
1.2.3. Use of treatment methods that cause the least pain, discomfort and suffering and work organization. 
Any treatment, and in particular surgery, is associated with inconvenience to our patients. In addition to ethical aspects, this priority is also related to economics. It is argued that childhood stress associated with medical procedures has an impact throughout life and translates into later access to health care in adulthood, thereby increasing health care costs later on.
This priority is increasingly supported by the use of less invasive treatments in pediatric surgery. We consider it important to develop endoscopic surgery. There is also an expansion in the use of modern surgical instruments, wound care products and sutures.
It is understood that infants and toddlers use completely different surgical instruments and supplies compared to larger children and adults. Thus, in addition to the usual instruments, pediatric surgery rooms must have analogues of different dimensions. Smaller instruments as well as sutures are always more expensive. This is not supported by developments in EHIF reference pricing. In the new list of reference prices introduced in 2012, the reference prices for procedures for neonatal malformations have been reduced for completely incomprehensible reasons (see Table 1).

Table 1. Changes in EHIF reference prices
	Until 2011
	Starting in 2012

	Name of the operation
	Code
	Reference price (EUR)
	Name of the operation
	Code
	Reference price (EUR)

	Surgery for esophagus, gastrointestinal malformation in newborns
	60113
	572.01
	Surgery for malformations of the gastrointestinal tract or abdomen in the newborn
	0J2103
	354.05

	Surgery for abdominal anterior abnormalities in newborns
	50111
	400.02
	 
	 
	 

	Procoplasty in anus atresia
	40113
	317.77
	 
	 
	 

	Radical surgery for Hirschprung's disease
	70113
	703.35
	Resection of colon and / or rectum
air with anastomosis
	0J2120
	480.98



Taking into account, for example, the number of the aforementioned operations performed in Tallinn Children's Hospital in 2011, the revenue earned for performing the same amount would decrease by 25%.
Of the diagnostic methods, those that emit the lowest possible ionizing radiation are preferred. In addition to the widely used ultrasound, the role of MRI is likely to increase significantly. The latter should also be available on an emergency basis and sedated if necessary.
Stress related to being away from the family is associated with the same priority. This can be reduced by possibly increasing the proportion of day surgery or home care. Arranging such treatment requires anticipating potential problems and fully informing the patient's parents or caregiver. Organizing day care and home care is much more labor-intensive and responsible than in-patient care. However, the cost of day care is lower than inpatient treatment. The fulfillment of the contract volume of the EHIF, which may be attributed to the increase in the share of day care in a hospital for pediatric surgery in recent years, has been cited by the employer as a pretext for wage cuts. This situation is not motivating.
1.2.4. Ensure the sustainability of the profession through competent and motivated staff. 
The current salary and opportunities for self-improvement for pediatric surgeons are inadequate. The average hourly wage of pediatric surgeons, based on data from the National Institute for Health Development, has fallen since 2008 (Figure 1).

[image: ]
Figure 1. Comparison of hourly salary by specialities
Legend, from top: blue/radiologist, red/anesthesiologist, green/general surgeon, lilac/orthopaedics, light blue/pediatric surgeon

The decline has been greater and total hourly wages are also lower in absolute terms compared to general surgeons and orthopedists. The difference in pay between radiologists and anesthesiologists has been quite embarrassing. This was in a situation where there were practically no novices or colleagues working in the outpatient department.
As we will later discover, there are many rare diseases in the field of pediatric surgery for which the standard approach is often not applicable. Therefore, expanding opportunities for self-improvement are crucial for maintaining a professional level and competitiveness in the labor market. In addition to domestic and international conferences must be at Pediatric opportunity at least every five years after a long (at least 1 month) traineeship in major centers abroad, or even in some other surgical specialties.
[bookmark: bookmark11]According to the employer, income from pediatric surgery does not allow for salary adjustments or higher sums to be used for personal development . There has been a hint of the unprofitability of pediatric surgery. The representatives of the non-profit making the development plan have no opportunity to verify or comment on such claims . In any case, this situation is not normal and does not support the sustainable development of the profession . Based on economic analysis, EHIF staff with sufficient powers and information should normalize this situation.

[bookmark: bookmark12][bookmark: bookmark13]1.3.  Comparison with the development of the profession and priorities in the Member States of the European Union and elsewhere
[bookmark: bookmark14]As stated , the priorities stem from specific bottlenecks and differ from country to country. In most developed countries, there is no reason to discuss separately the low salary or lack of further training opportunities for pediatric surgeons . On the other hand , there may be problems with poor access to specialist medical care in these same countries , which is certainly not the case in Estonia. The spread of drug resistance is often seen as a problem in the context of nosocomial infections, but also in non-socio-surgical infections. In Estonia this situation is not very worrying at the moment. The lack of hospital infections is believed to be due in part to the good condition of our inpatient units and operating rooms and the fact that they are not burdened to the brim.

[bookmark: bookmark15][bookmark: bookmark16][bookmark: bookmark17]2. Distribution of services
[bookmark: bookmark18][bookmark: bookmark19]2.1.  Division of patients and service provision between hospital and non -hospital specialized care and primary care
Since most surgical procedures in children performed under general anesthesia, which after necessary for patient monitoring, did not see me in their specialty ambulatory Surgery big role. Technically, a significant proportion of pediatric surgery (such as various hernias, removal of benign tumors) is performed as day surgery. In addition to the above benefits (see section 1.2.3) , day surgery also reduces the risk of hospital infections. However, regardless of the simplicity or complexity of the procedure, there are situations where inpatient treatment is indicated for social reasons or because of the risks associated with anesthesia . For example, all children under the age of 6 months (especially those born prematurely ) should be kept under surveillance for 24 hours after anesthesia .
Primary care also plays a role in the development of pediatric surgery. Depends it is very much on the particular practitioner. In many cases , improved theoretical preparation and / or motivation by a family doctor can significantly reduce unnecessary visits and improve access to specialist medical care . This problem is most marked in pediatric orthopedics. Due to a lack of knowledge of the child's developmental standard and preventive examinations , there are queues of healthy children for an orthopedic appointment . In addition to the longer waiting time for children who are truly in need of orthopedic treatment, this situation creates a favorable environment for non-specialist professionals. When concluding a contract, the EHIF should have the opportunity to assess essentially the competence of the contractor, at least requiring the contractor to have certified medical specialists. Taking into account the opinion of the professional advisers of the professional association or the Ministry of Social Affairs also contributes to the competence of such decisions.
[bookmark: bookmark20]Patients with chronic illnesses make up a relatively small proportion of our profession and generally do not pose a significant problem. The exception is patients with neural tube defects, who have only reached adulthood in recent decades. Such patients have relatively specific problems and the costs of dealing with them are significantly higher than those of ordinary people on the GP list. In a number of countries, such patients are dispersed to centers for myelodysplasia, which also provide primary care and social care to such patients. We have also highlighted this problem in our previous development plans, but no good solution has been found so far (see also Annex 1a).

[bookmark: bookmark21][bookmark: bookmark22]2.2.  Distribution of patients and service provision between acute care hospitals
The pediatric surgery specialty is represented as separate departments at Tallinn Children's Hospital and Tartu University Clinic. Based on the pediatric and surgical departments, pediatric surgery is performed in Ida-Viru and Pärnu central hospitals. In addition to pediatric surgery, colleagues who work there have other responsibilities to get enough workload. All four of these hospitals also have a pediatric surgeon's consultative appointment.
All planned pediatric surgery should be concentrated in two regional hospitals in the future. The long-term sustainability of the specialty in Ida-Viru and Pärnu central hospitals is questionable. On this subject, colleagues in these hospitals have justified their disagreement (see Annex 1b).
These central hospitals currently have competent pediatric surgeons and the overall number of children is projected to increase in Estonia in the coming years, so the current organization of work can be continued during the period covered by this development plan, ie conservative pediatric surgery admissions and lighter scheduled operations. In addition to pediatric surgery, the latter requires competence in pediatric anesthesia and, where appropriate, in intensive care and nursing. Given the projected decline in the number of births after 2015 and the steady decline in the number of children from 2024 onwards, sufficient burden on the pediatric surgeon will remain problematic in the future. As the population forecasting model becomes more precise (the total number of births, the concentration of families with children in larger cities, etc.) and the development plan of the hospital network becomes clear, we will make corrections and adjustments in our specialty development plan as necessary.
Pediatric surgery is not planned at Level I and Level II hospitals. In remote areas, telephone and internet consultations can be used. Good experience of this kind of cooperation is, for example, in the treatment of patients in Saaremaa. A general surgeon or pediatrician who is more dedicated to pediatric surgical problems will conduct a patient review, conduct research if necessary, and consult a pediatric surgeon for further treatment tactics. However, such consultations should be electronically documented and a price should be set for such a service.
General surgeons and orthopedists are also involved in the treatment of emergency surgical illnesses and injuries (especially in older children) in county hospitals. The prerequisite for such activities is the competence of the surgeon and the anesthesiologist and the adequacy of the intensive care options. In the absence of competence and facilities, children in need of emergency surgical treatment are sent to Tallinn or Tartu after first aid.
[bookmark: bookmark23]Relationship and good cooperation with other specialties have already been mentioned in defining the specialty. From support services, we would love to see developments in radiology, especially improving the availability of methods that emit ionizing radiation as low as possible. Emergency ultrasound and magnetic resonance imaging (also under anesthesia) must be available in Tallinn and Tartu.

[bookmark: bookmark24][bookmark: bookmark25]2.3.  Rare diseases
Due to the multidisciplinary nature of the profession and the differences between age groups, the proportion of rare diseases in pediatric surgery is relatively high. It is estimated that one in five ( about 20%) operations at the Tallinn Children's Hospital Surgery Department in 2011 was associated with a disease considered to be rare by the European Union (affects up to 5 in 10,000 people) and is listed below : http: //www.orpha. net / consor / cgi- bin / index.php.
[bookmark: bookmark26]It is understood that the treatment of such diseases is many times more labor-intensive. This requires constant self-improvement, more in-depth know-how and planning for the operation, but often also consultation with more experienced colleagues at home and abroad. This work cannot be measured by the amount of time spent in the operating room, which, to our knowledge, has been used as the basis for setting the operating cost limits by EHIF specialists.

[bookmark: bookmark27][bookmark: bookmark28]2.4.  Rare conditions
[bookmark: bookmark29]As far as the treatment of rare conditions is concerned, we prefer to invite a visiting surgeon to send a patient for treatment abroad. This organization of work saves resources and contributes to the professional development of local medical staff (doctors, nurses, etc.). Good and long-standing contacts have been established with Finnish, German and Austrian colleagues.

[bookmark: bookmark30][bookmark: bookmark31]3. On-call service
The pediatric surgeon's 24-hour security is organized at Tallinn Children's Hospital and Tartu University Clinic.
In Tallinn, both the surgeon and the traumatologist are on duty at the hospital. It has been considered to leave only one emergency surgery specialist on duty around the clock. Such a decision requires, in addition to economic justification, a contribution to the training of workers. This is important for the quality of the treatment and the motivation of the employees is a prerequisite for its success. Certainly, this is also a source of annoyance to our patients, who are used to being around the clock with both a surgeon and an orthopedist.
[bookmark: bookmark32]In Tartu, there is a pediatric surgeon at home during the evening and night hours. The need for an initial examination of the child and the need to call the pediatric surgeon must be made by the hospital's on-call doctor (EMO doctor, traumatologist, pediatrician, general surgeon or intensive care physician).

[bookmark: bookmark33][bookmark: bookmark34]4. Load standards
There are no load standards for optimal workload planning so far. The development of such standards is very complex given the varying on-call duty of pediatric surgeons, the specifics of patients and operations. The current workload heavily depends on the employer and his / her agreement with each individual employee.
The Estonian Medical Association, in cooperation with professional societies, has prepared a proposal to set maximum load limits. According to this estimate, a full-time pediatric surgeon could have a maximum of 280 inpatient patients or 4,000 outpatient visits per year. Comparison with similar disciplines (general surgery, orthopedics, and pediatrics) is true.
[bookmark: bookmark35]We believe that every full-time pediatric surgeon should have at least 1 day for outpatient appointments and 2 days for elective operations in addition to on-call duty and other duties during the working week in order to maintain professional competence. The latter does not mean 2x8 hours of self-operation. This should include pre- and post-operative examination and treatment of patients, assistance with colleagues' surgeries, and documentation of the activities listed above.

[bookmark: bookmark36][bookmark: bookmark37][bookmark: bookmark38]5. Forecasts
[bookmark: bookmark39][bookmark: bookmark40]5.1.  Service demand forecast
	 
	2015
	2020

	Change in treatment incidence, in addition to demographic change (%)
	0%
	0%


 
The decline in treatment cases due to demographic change should be stopped and the number of children is likely to increase in 2015-2020. Those born between 1997 and 1998 (the fewest births) become adults, and the birth rate has increased.
Data on changes in the number of treatment cases from different primary sources differ significantly: pediatric surgical care provided and total surgical care for those under 14 years of age are significantly different. The leap in changes over the years is probably due to the different coding method. We try to highlight trends in change.
The number of inpatient cases has decreased in recent years and the number of day care cases has increased. This trend may continue, especially if the EHIF's pricing policy favors it.
Overall, the number of inpatient cases has decreased somewhat in recent years. Mostly due to the decrease in the number of children, but also in connection with the revision of the indications for the surgical treatment of certain diseases (eg, developmental foreskin, umbilical and aqueous sacs of infants, etc.). According to current understanding, no major changes are expected in the indications for surgical treatment and this trend has stopped.
Outpatient admissions have fallen. The largest decrease was observed for patients over 14 years of age living outside Tallinn and Tartu. Given the projected rise in the proportion of smaller and urban children, this decline should be replaced by an increase in the coming years.
[bookmark: bookmark41]In summary, the number of treatment cases has declined in recent years due to both demographics and a review of some treatment principles. No further significant decrease due to treatment policy is expected. A small increase in treatment cases due to demographics can be expected.

5.2. Estimated number of beds
	 
	2015
	2020

	Number of beds
	 
	 

	Regional hospitals
	39
	39

	- of which intensive care in surgical wards
	5-10
	5-10

	- of which day care
	?
	?


 
Pediatric surgery beds have already fallen more than twice in the last 10 years. This is due to the significant reduction in treatment cases and bed days. No further significant reduction in the number of surgical beds is expected.
[bookmark: bookmark42]There are no physical beds or departments adapted for day care in Estonia and the service is provided at the expense of inpatient facilities.

5.3. Need for specialist doctors
	 
	2015
	2020

	Optimal number of specialists
	18
	18


 
The optimum number of specialist doctors is overestimated in the current development plan (22) and the training forecast model (21) and needs to be adjusted. In addition, retirement at the age of 65 according to the projection model is not a reality. In recent years, 3 specialists have been prepared who have not found full-time professional work in Estonia.
The need for doctors is likely to decrease further. According to Eurostat, we are ranked 4th in the EU, with 1.3 pediatric surgeons per 100,000 inhabitants, behind Greece, Lithuania and Poland.
Our problem is the small country and the existence of historically established two pediatric surgery centers. On the other hand, the large number of pediatric surgeons does not ensure the number of cases required for professional competence.
From now on, we see no reason to prepare specialists for central hospitals and outpatient clinics. The training of non - operating pediatric surgeons and orthopedists in outpatient surgery is not justified. The number of doctors employed on duty in Tallinn is also likely to decrease.
[bookmark: bookmark43]Pediatric surgery should not open a residency in the coming years. The optimum number of pediatric surgeons and the training forecast must be adjusted in the future in accordance with decisions concerning the hospital development plan and the organization of on-call duty in Tallinn.

[bookmark: bookmark44][bookmark: bookmark45]5.4.  Need for new technologies and medical devices
The development of fetal surgery mentioned in the previous development plan is not expedient on the basis of modern understanding. It is a very elite and expensive branch of medicine where good results can only be obtained in larger centers (see also Annex 1a).
In many cases, MRI has become a diagnostic method in children and the indications are constantly expanding. The availability of this research method needs to be improved (including emergency, anesthesia and off-site examinations should not cause harm to the sponsor of the study).
We need a pathologist specializing in pediatric diseases.
[bookmark: bookmark46]Development of craniofacial surgery on the basis of Tallinn Children's Hospital (see also Appendix 1a).

[bookmark: bookmark47][bookmark: bookmark48][bookmark: bookmark49]6. Regulatory environment and necessary changes
[bookmark: bookmark50][bookmark: bookmark51]6.1.  Legislation
The legislation does not regulate the professional standard of a pediatric surgeon. All surgical disciplines have a similar problem.
[bookmark: bookmark52]Most pediatric surgeons and pediatric orthopedists currently working in hospitals have undergone professional training (ordination or residency) and many have a valid certificate. As re-certification is not required by the laws of the Republic of Estonia for professional work, there is a possibility that more and more professionals will abandon this cumbersome endeavor. This situation could open the door to unskilled people working in the profession. Part of it can be seen already. In an outpatient network, pediatric orthopedic and surgical appointments are made by physicians who are clearly incompetent in the field.

[bookmark: bookmark53][bookmark: bookmark54]6.2.  Treatment guidelines
As repeatedly emphasized above, pediatric surgery is a multidisciplinary specialty. Most of the guidelines for pediatric surgery are part of a guide written by general surgeons, orthopedists, or pediatricians that focuses on a specific disease and problem.
In addition, treatment guidelines addressing specific pediatric surgical and orthopedic problems (eg, groin, testis, and scrotum-related diseases, foreskin-related conditions and diseases, development and abnormalities of the ankle arch and mandible, etc.) would be needed.
[bookmark: bookmark55]Developing diagnostic and therapeutic guidelines based on syndromes (vomiting infant, limp toddler, etc.) in collaboration with various pediatric professionals would certainly be very helpful.

[bookmark: bookmark56][bookmark: bookmark57]7. Raising the responsibility of the profession as a specialist medical specialist
The assessment of doctors' competence has been carried out every 5 years on the basis of certification by the EEA. Certification is voluntary and does not oblige the employer to require it. So far, the Commission and the experts have carried out work on a substantially social basis. Certification and re-certification of (pediatric) surgeons is necessary for patient safety. It must be mandatory. In the interests of objectivity, impartiality and sustainability, this must be done at the expense of public funds. The expert assessment of the work of the certified person must be available to him / her (until now it has been public only for the members of the commission) in order to draw conclusions if necessary for better organization of his / her work.
It is estimated that a higher-grade illness (especially a university clinic) is sustainable if 1/3 of the employees have a degree. In our specialty this proportion is much smaller. Pediatric surgeons lack both motivation and resources for all kinds of scientific research . Scientific research and postgraduate studies should be encouraged.
Due to the intensification of work and the increase of workload in recent years, it is often not possible to use even the prescribed training days. In addition, the financial resources provided by the employer for in-service training are non-existent. The suggestion that an employee should seek additional funding through his / her own drug representatives can be considered highly corrupt in the case of malicious behavior. A dissuasive example is the clear negative attitude in society in early 2011 following the "investigation of doctors' conflicts of interest" by Äripäev.
[bookmark: bookmark58]The cost of EHIF services must include the resources needed for in-service training.

[bookmark: bookmark59][bookmark: bookmark60]8. E-health
Tallinn Children's Hospital has been at the forefront of the implementation of e-health. Despite some resistance in the start-up phase, the system has worked very well within the hospital. For a few years now, we have been sending epic crises to both outpatient and inpatient patients.
There are problems with ordering out-of-hospital examinations between different hospitals and getting their answers. This system needs harmonization.
[bookmark: bookmark61]Electronic cover letters are a separate topic. We see a very big future for it. The GP or other specialist would describe the problem in the cover letter and include details of any examinations already performed. Based on the information in the referral, it is decided by the referral authority how quickly and precisely to which specialist the patient should be referred. This improves the priority of accessing a physician with faster problems (tumors, inflammations, etc.) and reduces the chance of a patient running away. The role of the referring physician is also expected to improve in the patient's commitment to the problems.

[bookmark: bookmark62][bookmark: bookmark63]9. Other specialty problems and suggestions
The following topics are further covered in the annexes:
- Annex 1.a. Member of the Board of the Estonian Society of Pediatric Surgeons dr. Approaches to treatment of patients with Ann Paul neurodysplasia 
- Annex 1.b. Pediatric surgeons at the Central Hospital, dr. Ave Aava and dr. Ruti Soometsa's position on the sustainability of the profession in these centers 
[bookmark: bookmark64][bookmark: bookmark65][bookmark: bookmark66]

Annex 1a. Problems of patients with neural tube defects
These thoughts and suggestions have been presented by Dr. By Ann Paal for inclusion in the pediatric surgery development plan. As the proposals are made after the discussion of the main text has been completed, dr. Pali has the best expertise on this issue, and the issues to be solved go far beyond childhood, so we decided to present this document as an appendix to the development plan.
Patients with neural tube defects have only reached the young adult age limit in the last decade. Previously, the survival of this multi-profile contingent, requiring very specific teamwork, was limited to early childhood. Expenditures on the specific problems of these patients and the expensive aids needed to cope are significantly higher than the average peer or disease group. Thanks to changes in treatment options and techniques, the survival rate of this rare severe central nervous system malformation has been raised to the so-called average life expectancy. Both in the world and in Estonia, a new contingent of young adults needing special, multiprofessional care starting in their newborn age, with a consistently surgical profile at certain stages of life but whose problems are common to conventional medical structures, has emerged.
While the system of pediatric surgeons provides complex treatment and expansive care of the patients, the systems are still developing for adults. “ The future is now ” at the II Spina bifida World Congress on Scientific Development and Therapy in Las Vegas, 11-14 January On March 3, 2012, guidelines were identified for the development of specialized centers for this complex group of patients, with specialized, specialized team care access and monitoring, and research and development to support patients' lives. Most leading countries such as Canada, Belgium, USA, Germany, Spain, England have managed to transfer the pediatric treatment system to specialized centers. The pediatric team has been gradually upgraded to include a psychiatrist, adult urologist, gynecologist, sexologist and others. (More information at: www.ifglobal.org)
Originally developed from circumstances and needs, this unconventional, unique, specific treatment structure is increasingly recognized as a new type of treatment system. Under Estonian conditions, the spinal cord and hydrotherapy treatment and follow-up care system operated by pediatric surgeons is forced to "grow" into a cross-border state-funded system that would include all NTD pathologists from the neonatal age. The family physician system and the fragmented specialist system do not provide the necessary treatment and monitoring for nearly 300 patients currently living in Estonia. The growth of this contingent is about 15 people per year.
It is worrying that Estonia has not officially joined the EUROCAT registry for the registration of malformations and rare diseases, which is preventing evidence-based quantification of the contingent of certain patients. This would be very important information for the future when planning nationally the economics, prevention and necessary structural changes in pediatric care.
In Estonia , the current NGO Estonian Spinal Cord and Hydrocephalus Society is to organize Spina bifida and Hydrocephalus patients center on the basis of Tallinn Children's Hospital and North Estonian Regional Hospital. It is likely that the outpatient part of the new community will be able to function with the capitation system, which is currently proven in England, Canada, Germany, and with specific inpatient care according to the need profile and age of the hospital. Preliminary work to create a new kind of structural unit is under development.
A new approach is to develop a treatment and monitoring system for patients with myelodysplasia, so that the transition from childhood to adulthood does not result in the disruption of the simultaneous multi-profile teamwork system for medical reasons (currently funded as a work organization and pediatric system).
Although the number of treatment cases has decreased in recent years, no further decrease is foreseen. In the NTD pathology patient group, the age-related need for surgery from birth is estimated at an average of 6 for years to come. Given the increase in childbirth, the number of demographic cases may be expected to increase in the coming years compared to today.
The turbulent development of fetal surgery in the last decade has been held to be less effective than expected and a high complication rate. II Spina bifida World Congress in Las Vegas 11.03-14.03.2012. was one of the decisions that fetal surgery was promising for a contingent of 19 to 25 selected according to very specific criteria. during pregnancy week and in centers specialized in fetal surgery only. The establishment of a center should be considered in an area with a minimum birth rate of 100 000 children per year. Specialists of the center should be specially trained pediatric surgeons and the equipment is very demanding. In Estonia, there is probably no prospect of this. The focus should be on prevention of developmental defects as a national program that does not yet exist in Estonia. Secondly, the development of fetal diagnostics is justified in terms of planning a timely delivery and providing optimal surgical treatment for a sick child.
Development of craniofacial surgery based on pediatric surgery. Craniofacial malformations are one expression of NTD pathology. Timely treatment and timed tactics can successfully help this group of patients to a state of the art. A potential patient should, like other NTD pathologies, be exposed to pediatric surgeons from birth, as today, information is available on children with Spina bifida pathology. Treatment is a multi-faceted team effort that should include, in addition to a pediatric surgeon, neonatologist, pediatric anesthesiologist, speech therapist and physiotherapist, a specialist in pediatric neurosurgery with specific training and a pediatric physician with specific knowledge of pediatric dental surgery. This medical team should be single-minded and, in particular, in the event of an inability to correct complicated severe pathologies, decide where the patient can be best treated, using competent consultants from the craniofacial surgery center.
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Annex 1b. Opinion of pediatric surgeons in central hospitals on the sustainability of the profession in these centers
We disagree with the plan presented in section 2.2 in Ida-Viru County and Pärnu as of 2020 to terminate planned pediatric surgery and to no longer consider a specialist in these areas.
This would significantly worsen the availability of pediatric surgery for children in these relatively large areas. Account must be taken of our dispersal, transport problems, cost of living and lack of relevant social services. Therefore, day surgery in Estonian conditions and especially in children is questionable.
The principle of equal treatment in the provision of surgical assistance to children should be taken into account.
At the moment, the pediatric surgeon in both areas has sufficient pediatric surgery load.
The immediate responsibilities of the area pediatric surgeon include:
1) Reception of pediatric surgical patients in the outpatient clinic (in Pärnu: Dr. Aava - 12 hours a week and Dr. Lättekivi - 35 hours a week and in Ida-Viru County: Dr. Soomets - 8 hours a week). This includes orthopedic pediatric examination and admission to recurrent trauma patients, in addition to general pediatric surgery. 
2) Consultations in the maternity ward. 
3) Elective pediatric surgery 3-4 hours (surgery) per week. 
4) Consultation and, if necessary, operation of all emergency pediatric surgical patients. 
5) Supervising pediatric surgery (including orthopedics) in the pediatric ward. Patients with burns are also included. 
We consider it right that children still receive the first consultation at home from a specialist doctor who is not only a so-called outpatient surgeon, but an operating doctor. The central hospital should remain primarily competent for so-called surgical surgery. Acute surgical conditions in children, such as lacerated hernia, acute scrotum, paraphimosis and acute appendicitis, must be resolved locally for the sake of the child's health in order to avoid complications that may arise from the delay.
As for the experience of anesthesia, 764 children were anesthetized last year in Pärnu Hospital and 326 children in Ida-Virumaa last year. This should ensure, in our opinion, an adequate anesthetic experience. Last year there were 219 pediatric surgery operations in Pärnu and 208 in Ida-Viru County.
Both central hospitals also have excellent diagnostic capabilities for children with advanced CT and ultrasound equipment. Magnetic resonance imaging has been ordered in Pärnu. At the moment we are served by an MRI bus. Inpatient MRI is working in Ida-Viru Central Hospital.
Natalia Dmitrieva, a third-year resident of Ida-Viru County who is preparing for work at Ida-Viru Central Hospital , is going through some cycles of residency in pediatric surgery on the basis of the Ida-Viru Central Hospital. Estonia may lose yet another specialist with special education when making prudent decisions.
The effort to centralize each hernia operation center further increases the burden on top pediatric surgeons there. (see subsection 7) We believe that pediatric surgery centers, as advanced hospitals, have a key role to play in congenital pathology in infants and in the diagnosis and treatment of rare diseases in children and in training future colleagues.
However, in the case of young colleagues not finding a job in the Republic and leaving Finland, we recommend organizing a pediatric (orthopedic) outpatient service network in the city of Tallinn (see section 6.1) to fill the seats with competent young colleagues.
We also believe that young people are more likely to go abroad because of good stable work arrangements, normal workloads, a good psycho-climate and better wages.
We propose to maintain section 2.2 in its original form, where planned pediatric surgery would be concentrated in four hospitals in Estonia - Tallinn Children's Hospital, Tartu University Clinic and 2 central hospitals: Pärnu and Ida-Virumaa.
We believe it is important to maintain the well-functioning staged pediatric surgery service in the Republic so far.

Ave Aava, Pediatric surgeon, Pärnu Hospital
[bookmark: _GoBack]Rutti Soomets, Pediatric surgeon, Ida-Viru Central Hospital
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