ASOCIATIA ECONOMIE, MANAGEMENT
SI PSIHOLOGIE IN MEDICINA

THE ECONOMY, MANAGEMENT AND
PSYCHOLOGY ASSOCIATION IN MEDICINE

SANATATE PUBLICA,
ECONOMIE
SI MANAGEMENT IN MEDICINA

PUBLIC HEALTH,
ECONOMY AND MANAGEMENT
IN MEDICINE

revista stiintifico-practica
fondata in anul 2003

scientific-practical review
founded in 2003

2(29)/2009

Chisinau = 2009



Revista a fost inregistratd la Ministerul de Justitie al Republicii Moldova la 18-07-2003.
Certificat de inregistrare nr. 145.

Prin hotararile Prezidiului CSA (23.01.2004 si 3.03.2004), revista este inclusa in lista publicatiilor de
profil pentru publicarea rezultatelor cercetarilor stiintifice din tezele de doctorat.
Articolele prezentate sunt recenzate de catre specialistii in domeniile respective.

Cofondatori:
Centrul Stiintifico-Practic Sdndtate Publicd si Management Sanitar al Ministerului Sanatatii
Centrul National Stiintifico-Practic de Medicina Preventiva

Colegiul de redactie Editorial Board

Redactor-sef Editor in Chief
CONSTANTIN ETCO

Membri Members
Dumitru Tintiuc - redactor-sef adjunct
Oleg Benes, lon Mereutad,
Mihai Ciocanu, Mihai Morosanu

Consiliul de redactie

Secretar Secretary
Ludmila Goma

Editorial council

lon Ababii
Constantin Andriuta
Gheorghe Baciu

lon Bahnarel
Grigore Belostecinic
Grigore Chetrari

Dan Endchescu (Bucuresti)

Ludmila Etco
Grigore Friptuleac
Gheorghe Ghidirim
Victor Ghicavdi
Boris Golovin

Eva Gudumac

Luminita lancu (lasi)
Viadimir Hotineanu
Constantin lavorschi
Viadimir Kucerenko (Moscova)
luri Lisitan (Moscova)
Boris Melnic

lon Motanga (Moscova)
Oleg Lozan

Benoit Nautre (Franta)
Nicolai Opopol
Gheorghe Paladii
Valeriu Pantea

Stefan Plugaru

Mihai Popovici

Yousif Rahim (Italia)
Viorel Prisacaru

Andrei Rosca

Gheorghe Russu

Victor Savin

Aurel Saulea

Dumitru Sofroni
Constantin Spdnu

Boris Topor

Teodor Tulcinschi (Israel)
Georghe Tabarna

Teodor Tdrdea

Brigitha Viaicu (Timisoara)

Autorii poarta toatd responsabilitatea pentru continutul articolelor publicate.

Editura Epigraf S.R.L.
2012, str. Bucuresti 60, of.11, Chisinau
tel./fax 22.85.87, e-mail: epigraf@mtc.md

Redactor literar — Larisa Ersov
Machetare computerizata — Anatol Timotin
Asistenta computerizata — Rodica Fdramad

Coperta - lulian Grosu
Continutul revistei poate fi consultat pe adresa: www.public-health.md

Adresa redactiei:

Bd. Stefan cel Mare 1942 (blocul 4, et. 4)
MD-2004, Chisindu, Republica Moldova
Telefon: (3732) 22-63-56, 20-52-15. Fax: 24-23-44
E-mail: economiemanagement@yahoo.com



STIMATI COLEGI, COLABORATORI AI SISTEMULUI DE SANATATE
§I AL INVATAMANTULUI MEDICAL SI FARMACEUTIC,

Grija pentru imbunatatirea sanatatii populatiei este principala noastra misiune
si succesul realizarii acesteia depinde, in mare masurad, de consolidarea parteneria-
tului intersectorial si sporirea responsabilitatii individului pentru propria sanatate
- obiective care sunt trasate in Politica Nationala de Sanatate.

Pe parcursul ultimilor ani, in procesul de consolidare a sistemului de sanatate
activitatile noastre s-au directionat spre sporirea calitatii serviciilor de sanatate,
cresterea eficientei utilizarii resurselor financiare, asigurarea accesului populatiei la
servicii de sanatate de calitate prin dezvoltarea prioritara a asistentei medicale
primare ca element-cheie in promovarea sanatatii si profilaxia maladiilor, precum
si imbunatatirea asigurarii obligatorii de asistenta medicala.

Aceste mdsuri au fost si sunt o continuare a activitatilor initiate inca in anul 2001,
prin care s-a reusit stoparea declinului sistemului de sanatate, inregistrat in ultimul deceniu al mileniului trecut.

In cadrul activitatii noastre am promovat o protectie mai sigura a populatiei fata de riscurile financiare
asociate cu serviciile de sanatate. S-aimbunatatit accesul populatiei la asistenta medicala si au fost continuate
reformele sistemului de sanatate prin reorientarea acestuia de la politica de tratament spre politica de
promovare a sanatatii si prevenire a maladiilor.

As vrea sa mentionez ca in centrul sistemului de sanatate se afla pacientul, fapt confirmat de co-
munitatea noastra medicald, si aceasta este un mare succes.

Noi toti ne dorim sa imbunatatim sandtatea populatiei prin garantarea accesului universal la servicii-
le de sanatate publica si asistenta medicala de baza. Mereu suntem in cautarea instrumentelor pentru a
fmbunatati activitatea sistemului de sanatate prin asigurarea eficacitatii maxime a acestuia. Dar adaptarea
reala a serviciilor medicale la noile necesitati, asa cum recomanda Organizatia Mondiala a Sanatatii, poate
fi realizata doar prin devotament, fermitate si exigenta in realizarea reformelor.

Datorita eforturilor comune, pe fundalul unei politici adecvate promovate de catre conducerea statului
in sustinerea si fortificarea sistemului sdndtatii, astdzi beneficiem de o stabilitate evidenta la toate com-
partimentele, cu identificarea clara a domeniilor medico-sanitare prioritare, corespunzator asteptarilor si
necesitatilor reale ale societatii.

Este foarte important faptul ca crearea unui climat organizatoric favorabil in cadrul colectivelor medica-
le, cu scopul de a permite valorificarea completd a valentelor individuale si a potentialului uman, a devenit
un obiectiv important in managementul sistemului ocrotirii sanatatii, fata de care conducatorii institutiilor
manifesta un interes deosebit.

In ajunul sarbatorii noastre profesionale - Ziua lucrdtorului medical si a farmacistului -, V3 exprim
sincere multumiri pentru profesionalismul Dumneavoastrd, dedicatia cu care Vaimplicati in tratarea bolilor
si alinarea suferintei si pentru contributia permanenta la dezvoltarea sistemului de sandtate din tara.

Exprim respectul si recunostinta partenerilor din cadrul autoritatilor publice, institutiilor private si
societatii civile pentru colaborarea interesata in promovarea sanatatii in randurile populatiei, initierea cer-
cetarilor stiintifice si implementarea inovatiilor medicale, aportul considerabil in formarea profesionala si
instruirea specialistilor in domeniu.

Ca ministru, Va felicit si sunt mandra ca in Republica Moldova exista specialisti de elita, care pot intra
in competitie cu medicii din centre medicale renumite din lumea occidentala.

Va urez multa sanatate si realizari pe taramul profesiei noastre deloc usoare, care zi de zi ne ofera pro-
vocari si, totodata, motivatii pentru performanta si perfectionare.

Profesiunea de medic, lucrator medical mediu, farmacist este mai presus decit combinatia inteligentei,
gandirii, ratiunii si abilitatilor profesionale; este insasi viata umana in chintesenta ei.

Va doresc sarbatori frumoase si prosperitate!

B , . B Larisa CATRINICI,
: FELER Ministrul santatii

lunie 2009
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Rezumat

Opinia medicilor de familie despre
competenta lor in managemen-
tul practicii de asistentd medicala
primara

Asistenta medicala primara din
Moldova se caracterizeaza prin
schimbari rapide in structura sa, in or-
ganizarea §i dezvoltarea furnizorilor
de servicii medicale, a asigurarilor,
a pietelor si a structurilor sociale.
Aceste schimbari necesitd participanti
cu competente inalte la procesul re-
spectiv, pentru a indeplini sarcinile
si atributiile necesare. Medicii de
familie, in calitate de figura noud in
asistenta medicala primara (AMP)
din Republica Moldova, sunt legati
de un nivel ridicat de incertitudine
in ceea ce priveste opiniile despre cel
mai potrivit sistem de management.
Intelegerea si evaluarea competentei
medicilor de familie in domeniul
AMP reprezinta un indicator-cheie
pentru analiza sistemului de ingrijire
a sandtatii, care poate fi realizatd
prin colectarea opiniilor cu privire la
factorii care influenteaza dezvoltarea
abilitatilor personalului medical, ce
necesitda invatare de lunga duratd,
formare continuad si monitorizare.

Unul dintre obiectivele acestui studiu
a fost evaluarea opiniei medicilor
de familie cu privire la propriile lor
competente in managementul prac-
ticii de asistenta medicala primarad,
pentru a asigura o bund ingrijire a
diferitelor categorii de pacienti.

Studiul se bazeaza pe evaluarea
opiniei medicilor de familie referitor
la dezvoltarea practicii medicinei
de familie in Republica Moldova, cu
scopul de a estima situatia actuala
in ceea ce priveste practica, punctele
sale forte si problemele cu care se
confruntd, in speranta cd constatarile
fdcute ne vor ajuta sa evidentiem unele
probleme si sa gasim recomandarile
potrivite pentru a imbunatati practica
medicinei de familie si, in special,
sistemul de sandatate din Republica
Moldova.

SANATATE PUBLICA SIMANAGEMENT

FAMILY PHYSICIANS’
OPINION ABOUT THEIR COMPETENCE
IN PRIMARY CARE PRACTICE MANAGEMENT

Yousif RAHIM', Natalia ZARBAILOV?
'Department of Statistics and Applied Mathematics,
University of Turin, Italy

2State University of Medicine and Pharmacy Nicolae
Testemitanu, Republic of Moldova

140 de medici de familie au participat la studiu, iar rezultatele acestuia indicd

faptul ca competenta in organizarea serviciilor de asistentd medicald primara
este inalt apreciatd de 84.3% din medicii de familie. Rezultatele studiului arata,
de asemenea, ca medicii au niveluri de competenta foarte diferite in diverse
domenii: sandtate mintald, reabilitarea pacientilor cu boli cronice, tratarea
dependentei de droguri i a dependentei de alte substante, tratarea alcoolismului,
a leziunilor §i a traumatismelor. Am incercat sa sugeram anumite recomandari
potrivite pentru imbunatdtirea rolului si a competentei medicilor de familie.

Cuvinte-cheie. asistenta medicala primard, managementul practicii, medici
de familie, competenta, opinie.

Peztome

Muenue cemeiinplx gpaueii 0 ceoeil KOMREeMEeHMHOCMU 6 YNPAGIeHUU
NPAKMUKOU NEPEUYHOI MEOUYUHCKOU NOMOWU

Ilepsuunoe 30pagooxpanenue ¢ Mondose xapaxmepuzyemcs Oblcmpulmu
UBMEHEHUSIMU 68 €20 CMPYKMYpe, OP2AHu3ayuu U pazeumusi NOCMAGUUKOS
Yeaye, CMpaxo8anusi, PoIHKO8 U COYUATbHBIX CIMPYKmyp. Omu u3mMeHeHus
mpedylom, Ymobbl 8bICOKOKOMNEMEHMHbLE VUACHMHUKY NPOYECCa BbINOTHSIIU
Heobxooumble 3a0a4u u ovszannocmu. Cemetinvie 8paiu, Kaxk HO8As Queypa
6 nepsuunom 30pagooxpanenuu 8 Monooge, cesi3anbl ¢ GbICOKUM YPOGHEM
HeYy8epeHHOCMU BbICKA3bIGAEMbIX MHEHUL U COMHEHUAMU NO N0BOOY CAMOU
nooxooswetl cucmemvl ynpaeienus. Ionumanue u oyenka KomnemeHmHocmu
cemetinozo epaya ¢ oonacmu Ilepsuunoti Meouyunckoti Ilomowu — Kiouegoi
UHOUKAMOP K AHANU3ZY CUCMEMbl 30PA800XPAHEHUsL, KOMOPbLL Modicem Oblmb
nposeden, nymem co0pa MHEHUL OMHOCUMETbHO YAKMOPO8, GIUSIOUUX HA PA3-
sUMUe Y NePCOHALA HABLIKOG, KOMOPble Mpedylom OIUmelbH020 00pa306aHusl.,
HenpepvleHO20 00YUeHUs U PA3GUMUSL.

Oo0na u3 3a0ay UCcied08anust COCMOSLA 8 MOM, YMoObl OYEHUNb MHEHUe
CceMelHbIX 8pavell OMHOCUMENbHO UX COOCMEEHHOU KOMNEMEeHMHOCmU
6 ynpasieHuu NepeuyHol NPaKmuKou 30pas00XpaneHus, 8 obecneyerHuu
Haoexcaujell 3a00Mmvl 0 PATUYHBIX KAMe2OPUX NAYUEHMOS.

Hccnedosanue ocHosano Ha oyerke MHeHUs ceMelHblX 8payeli OMHOCUMENbHO
paseumusa nPaKmuKy cemelnol meduyunvl 6 Monooge, ¢ yenvio oyeHums
MeKYWYI0 CUmyayuio, KAcaoujyrocs npaKmuKu, ee CUIbHbIX CIOPOH, NpooieM,
8 Haoedicoe, YUMo noayienHsvle OaHHble, MO2YIM NOMOYb 0C8eMUMb HEKOMOopble
npoonemvl U HAumu nooxXoosuue pekomeHoayuu OJis YCO8ePULCHCMBOBAHUS
npakmuku cemetuHou meouyunnl, ocooenno, u Cucmemwvl 30pasooxpanerus
Pecnyonuxu Monoosa.

140 cemetinbix epauell yuacmeogaiu 6 uUccie008aHUU, U Pe3yTbMaAmbl
YKA36l8aI0M, 4Mo KOMNEMeHMHOCMb 68 OP2AHU3AyUU yciye 6 nepeuinom
30pasooxpanenuu oyenena cemelinbiMu 8paiamu blcoko —84.3 %. Pesynomamoi
UCCIe008aHUsL NOKA3LIBAIOM PAZIUYHBLIL YPOGEHb KOMNEMEHMHOCIMU 8padell 6
Pa3NUYHBIX 00ACMAX OP2AHUZAYUOHHOU OesIMeNbHOCY, MAaKux Kak: peadu-
JUMAayust XpoHU4ecKux NAyUeHmos, jedeHue aiko2onusmMa u Opy2ux 3a6UCUmo-
cmetl, ledenue mpasm u paneHuil u opyeux. Mol nonpobosanu npeodnoxcumo
HeKOmopbvle peKoMeHoayuu, nooxooaujue 05l YKpenienus ponu U nogvlueHus
KOMNemeHmHOCMU CEMEHbIX 6Payell.

KiaroueBble ciioBa: nepeuyHas Mec)uuuﬂcmﬂ nomouwlsb, ynpaesjieHue npakmukoﬁ,
cemeltinbvle epadu, KomnemeHmHnocms, MHEeHUe.




Summary

The primary health care in Moldova is characteri-
zed by rapid changes in its structure, in the organiza-
tion and development of care providers, of insurance,
markets and social structures. These changes require
high competence participants of the process to carry
out the necessary tasks and duties. Family physicians,
as a new figure in the primary health care (PHC) from
Moldova, are linked to a high level of uncertainty
regarding the opinions about the most suitable ma-
nagement system. Understanding and assessing the
competence of family physiciansin the field of PHCis a
key indicator for the analysis of the health care system,
which can be conducted by gathering opinions on the
factors influencing the development of abilities in the
personnel that require long instruction, continuous
training and follow-up.

One of the objectives of the study was to eva-
luate the opinion of family physicians about their
own competence in the primary health care practice
management, in order to ensure proper care of various
categories of patients.

The study is based on the evaluation of family
physicians’ opinion regarding the development of
family medicine practice in Moldova, in order to as-
sess the current situation concerning the practice,
its strengths and problems, in the hope that the
findings made will help us to highlight some of the
problems and to find suitable recommendations
for the improvement of the family medicine prac-
tice and, in particular, of the health system of the
Republic of Moldova.

140 family physicians took partin the study, the
results indicating that the competence in organizing
services in the primary health care is highly valued
by 84.3% of the family physicians. The results of the
study have also shown different levels of doctors’
competence in various fields such as: mental health,
rehabilitation of chronic patients, treatment of drug
addiction and addiction to other substances, alco-
holism treatment and trauma and injury treatment.
We tried to suggest some suitable recommendations
forimproving the role and the competence of family
physicians.

Key words: primary care, practice management,
family physicians, competence, opinion.

Background

In this study, we explore the opinion of
Moldovan family physicians about issues related to
the competence in the management of their daily
practices in the primary health care.

The word competence has been widely defined.
Schroder (1989) defines competences quite simply
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as “personal effectiveness skills”. Others consider
competences as being linked to personality and
therefore, within the context of the intended re-
search on input factors, potentially impact on the
understanding of managerial performance and
effectiveness. Nordhaug and Gronhag defined the
concept of competence as one of the most diffuse
terms in the organizational and occupational litera-
ture (Nordhaug and Gronhaug, 1994). This defini-
tion of competence refers to a set of skills that an
individual must possess in order to be capable of
satisfactorily performing a specified job. Although
the concept is well-developed, there is continuing
debate about its precise meaning mostly in the hu-
man resource (HR) function, and more particularly
of “strategic competence management”.

According to Young, competence is what a
manager is required to do - the job activities (func-
tions, tasks). These in turn lead to performance of the
individual [manager] (Young 2002). Competence can
be seen as professional competence. In his seminal
work “The Reflective Practitioner”, Schon (1983) at-
tempts to define the nature of professional practice.
He challenges the orthodoxy of technical rationality
- the belief that professionals solve problems by
simply applying specialist or scientific knowledge.
The primary competence of any professional is
the ability to reflect - this being key to acquiring
all other competencies in the cycle of continuous
improvement.

Examining the public health sector and the
health centres, as well as any other institutions, we
can see that the competence is used in the long run
asa critical element to achieve strategic goals. In this
study, we try to show that physicians’ competence
is considered to be the core for providing services
and contributing to the success of the primary health
care.Theresults are analyzed and the interpretations
are made on the basis of physicians’own opinion in
the case of Moldova, a country that has experienced
a transition in the health care system during the last
15 years.

The primary health care in Moldova is cha-
racterized by rapid changes in its structure, in the
organization and development of care providers, of
insurance, markets and social structures. It is also a
sector with various types of services and activities,
based on continuously developing skills of the per-
sonnel, which require long instruction, continuous
training and follow-up.

In a country experiencing health care transition
as Moldova, there is an apparent contradiction bet-
ween uncertainty, which makes planning difficult,
and the necessity to plan new competence develop-
ment with long response times. This contradiction




cannot be solved if competences are defined in a
static way, as structural attributes of family physi-
cians and other actors in the field.

We used a field study based on the semi-struc-
tured analysis to investigate how physicians are
rating their own competence in the tasks and duties
they are performing in their everyday practice.

The study aimed to provide an accurate pre-
sentation of the competences available in the PHC
services from Moldova. We also tried to suggest
some suitable recommendations for family physi-
cians’ continuous (re)interpretation of present and
future work environments and needs in terms of
critical competences.

As a conclusion, we suggested certain methods
and recommendations for improving the competen-
ce level in thefield of PHC in Moldova. The successful
management of physical illness often requires an
extension in the content of medicine to include the
management of cognitive, other psychological and
social factors (Donabedian 2000). But when working
environments are reflective factors of lack of the
appropriate needed skills, it is necessary to move
towards a holistic approach in improving the physi-
cians’working environment. By having competence
development as a key element, this approach will
help family physicians to define the competence
needed and to make sense of the situations in which
they are involved.

Competence components can be classified into
four major elements:

1. Skills: capabilities acquired through practice.
It can be a managerial skill such as administration,
financial skill such as budgeting or a verbal skill such
as making demonstration or presentation.

2. Knowledge: understanding acquired
through learning. This refers to a body of information
relevant to job performance. It is what physicians
have to know to be able to perform a job, such as
knowledge of required policies and procedures for
performing a task or complying with work process
requirements.

3.Personal attributes: inherent characteristics
which we brought to the job, representing the es-
sential foundation upon which our knowledge and
skills can be developed.

4. Behaviour: the observable demonstration
of some competency, skill, knowledge and personal
attributes.

Competence management may differ among
different settings, as content management in the
practice of primary care is different depending on the
primary health care, the traditions and the customs
in different countries, the degree of competence of
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the family doctors and the motivation to be involved
in managerial activities (Kekki 1994).

It is clear that what constitutes competence is
dependent on prior specification of a social-organi-
zational context for assessment (Donabedian 2000).
The key to understanding competence in the field of
PHC s thatalthough itincorporates a health system
component, it also involves the governance process
inside the health centre or organization (the quality
of relationships across functions, across units) and
collective learning across levels and functions inside
the health care facility.

Objectives

The main aim of the study was to evaluate
the opinion of family physicians about their own
competence in the primary health care practice
management.

Research methods

Prior to the study design, the tasks set included
the following:

1. Identifying the management skills of family
physicians that are needed to ensure proper care of
various categories of patients.

2. Assessing the competence of family physi-
cians in primary health care practice management.

We designed the study layout for assessing the
family physicians’ opinion about the development
of family medicine practice in Moldova in order
to evaluate the current situation concerning the
practice, its strengths and challenges, in the hope
of coming up with findings that might help us to
highlight some of the challenges and to find suitable
recommendations for the improvement of the family
medicine practice and, in particular, of the health
system of the Republic of Moldova.

According to the available data on 1% January
2008, there were 2001 qualified family physicians
in Moldova. After a random selection, about 20% of
the total number of physicians were included in the
study. The study questionnaire was designed and
sent to the 358 randomly selected family physicians.
Family physicians from all the geographical parts of
the country (North, Centre, South) were included in
the study sample. It also encompassed both physi-
cians who worked as medicine practitioners and who
occupied managerial positions.

Following the procedure of distributing the
questionnaire and collecting responses from family
physicians, 140 questionnaires were filled in and re-
turned.The statistical analysis program SPSS, version
15.0, was used for data collection, data registration
and statistical analyses.




Studied materials

In this research work, we assessed the family
physicians’ opinion about professional competence
in the primary health care practice management.The
questionnaire conducted included the following
topics: rehabilitation of chronic patients, treatment
of acute mental problems (except suicide), treatment
of drug addiction and addiction to other substances,
alcoholism treatment, treatment of acute injuries
and trauma, and description of electrocardiogram
recording. The authors'focus of attention was the pri-
mary health care service and ensuring good access
of population to health care and medical services.

Results

The age of the family physicians who took part
in the study ranged from 28 to 73 years. For this
reason, physicians were divided into age groups,
with intervals of 10 years in decreasing order, start-
ing with 1988. Up to 2.1% of the family doctors who
participated in the study were younger than 30 years
of age, another 27.9% were 30 to 40 years of age, and
the same share of 27.9% of the doctors were aged
between 40 and 50 years. A third of the respondents
(34.3%) were aged between 50 and 60 years, 7.8% of
the family physicians participating in the study were
aged over 60 years and only 1.4% of them had more
than 70 years of age.

The data submitted by the doctors have shown
that 43 of them or 30.7% received training through
one-year internships. The majority of physicians
(71.4%) followed specialized retraining programs
that lasted 6 months, which allowed them to be
certified as family physicians. Only a tenth of the
respondents (10.7%) were trained in the 3-year
family medicine residency program, which allows a
multilateral training in the field.

Before the implementation of family medicine
in the country, 65 % of the physicians who took part
in the study had another professional position. The
information offered allowed us to find out that 25.5%
of the physicians have previously practised internal
medicine, 25.1% of them were pediatric physicians,
2.9% were neurologists, 1.4% — military doctors
and 1.4% - dentists. The same share of 0.7% have
practised cardiology, physiopulmonology, trauma-
tology/orthopedics, obstetrics/gynecology or have
worked in units of infectious diseases or emergency
medical services.

Prior to the introduction of family medicine as
a speciality in our country, doctors’ experience was
focused on clinical work. With the implementation
of primary health care, the work of the family phy-
sicians and of their team has changed. At present,
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physicians are required to demonstrate managerial
skills for organizing, directing and coordinating ap-
propriate care for their patients, also involving other
professionals in their work. Physicians were asked to
determine the extent to which they possess manage-
rial skills that enable them to effectively take care of
patients with different problems. Their answers were
arranged on a 5-level scale: 1) “Very good”, 2) “Good",
3) “Fair”, 4) “Poor” and 5) “No comment”.

First, the authors were interested to find out
how competent family doctors are in the organiza-
tion of primary health care services. The responses
given show that the competence in organizing
primary health care services was assessed as “Very
good” by 27.9% of the doctors, as “Good” by more
than half of the respondents (56.4%), as “Fair” by
13.6% and as “Poor” by 0.7% of them. Two people
could not respond to this question.

The other part of the questionnaire focused
on the primary health care management. Therefore,
the authors were interested in the answers of the
respondents according to their professional position,
i.e. managers or ordinary family doctors. The replies
received show that 5.6% of the managers and 15 % of
the doctors have evaluated their skills in the primary
health care sector as“Fair”, while 0,8% of the doctors
answered that their skills were “Poor”. Also, 10.5% of
the male physicians and 16 % of the female family
physicians considered themselves not sufficiently
competent in the organization of PHC services.

Speaking about ensuring good access to pub-
lic health services, 27.9% of the doctors said they
were very competent in this field, 60% of the par-
ticipants in the study assessed their competence as
“Good’;10.7% of the physicians as “Fair” and 1.4% of
the respondents appraised their ability to provide
good access to public services as“Poor”. 94.7% of the
managers stated that they are able to provide good
public access to PHC services, while 11.7% of the
physicians replied that their abilities in this domain
are”Fair”and 1.7% estimated them as“Poor”. Among
those who were not confident in their abilities to
provide to the population good access to medical
services, 7.9% were male family physicians male and
13.8% were female.

Home care is one of the services which is
based on collaboration with other specialists. The
vast majority of the doctors (95 %) claim to possess
“Very good” skills (32.9% of the respondents) and
respectively“Good” skills (62.1% of the respondents)
in organizing support at home (Figure 1). Less self-
confident were 3.6% of the people from rural areas,
which assessed their skills as “Fair”; 0.7% of the doc-
tors considered that their abilities in this field are
“Poor”and also 0.7% of them gave no answer.
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Figure 1. Primary care practice management skills
according to the opinion of family physicians.

Rehabilitation of chronic patients appears to be
an area in which family physicians have limited ex-
perience. However, 81.4% of them argued that they
have “Very good” skills (19.3% of the respondents)
and respectively “Good” skills (62.1% of the respon-
dents) in the rehabilitation of chronic patients (figure
1). Almost every sixth doctor (15.7% of them) pos-
sesses“Fair”skills, 2.1% have “Poor”skills and 0.7% of
them did not answer. According to the professional
position, 22.2% of the doctor-managers responded
that they have “Fair” skills for managing the process
of rehabilitation of chronic patients. Moreover, 14.9%
of the doctors evaluated their competences in this
area as “Fair” and 2.5% of them appraised them as
“Poor”.

The competence of family physicians was as-
sessed on three aspects: treatment of acute mental
problems (except suicide), treatment of drug addic-
tion and addiction to other substances, treatment
of alcoholism. The results, based on the responses
received, are presented in the table below. Due to
their specificities, the authors have united these
problems in a block (table 1).

Block questions about the treatment of acute
mental problems, the treatment of drug addiction
and addiction to other substances and the treatment
of alcoholism were more complicated for ordinary
doctors than for managers. The distribution of re-
sponses is shown in the table below (table 2). Out
of the total number of family physicians who did not
know the procedure for the registration and descrip-
tion of the electrocardiogram (ECG), 5.3% were male
and 17.8% were female.
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Table 1

The competence of family physicians in the treatment of
acute mental problems (except suicide), the treatment of
drug addiction and addiction to other substances and the
treatment of alcoholism (%)

Scale of responses

No
Poor | com-
ment
Treatment of acute mental| 3,6 | 22,9 |55,7| 13,6 | 3,6
problems (except suicide)
Treatment of drug addiction | 2,1 | 24,3 |50,0| 15,7 | 7,1
and addiction to other sub-
stances

Treatment of alcoholism 64 | 214 (443|186 | 8,6

Activities Very

Good | Fair
good

Table 2

The competence of family physicians in the treatment of
acute mental problems (except suicide), the treatment of
drug addiction and addiction to other substances and the
treatment of alcoholism, according to the professional
position (%)

Prof Scale of responses
Approached s;gneasl_ Very No
field . Good | Fair | Poor | com-
ti
position good ment
Treatment of
acute mental | Family
problems (ex- | doctor 25 | 198|587 149 | 41
cept suicide)
Treatment of | Manager
drug addiction 11| 444 13891 56 0
and addiction Famil
to other sub- [ @MY 1,7 | 215 (521|174 | 74
stances Doctor
Manager | 56 | 444|389 | 56 | 56
Treatment of Famil
alcoholism Dao”c‘t'gr 58 | 19,8 | 44,6 | 20,7 | 9,1
Manager | 11,1 | 33,3 (444 | 56 | 56

Among the physicians who have problems with
the treatment of acute mental problems, the treat-
ment of drug addiction and addiction to other sub-
stances as well as the treatment of alcoholism, there
were more female than male who said to have “Poor”
skills in the field or did not answer the question at all.
The data are presented in the table below (table 3).

Doctors have shown themselves more confi-
dent in the treatment of trauma and acute injuries.
From all the answers received, nearly two thirds of
the physicians (63.6%) considered that they posses-
sed“Good”skills (50.7% of the respondents) or“Very
good” skills (12.9% of the respondents) in dealing
with the above mentioned problem. Also, 26.4% of
the doctors evaluated their abilities as“Fair"and 7.1%
of them as“Poor’, while a small number of responses
- 1.4%, showed that some doctors do not have skills
in the field at all (figure 1).




The number of managers, who consider themsel-
ves competent in the treatment of trauma and acute
injuries, was considerably higher in comparison with
that of doctors — 89.9% and 60.8% respectively. Spea-
king about competence according to gender, 97.4%
of the respondents who declared to be proficient in
this field were male and 89% were female.

Registration and description of electrocardio-
gram (ECG) is one of the doctors’ daily activities for
which 10.7% of them have “Very good” skills, 45
% — “Good"” skills and 29.3% —"Fair” skills (figure 1).
Despite numerous trainings conducted in the field,
11.4% of the doctors have stated that their abilities
in recording and describing the electrocardiogram
are”Poor”. No difference was observed between the
responses given by ordinary doctors and by those
who work as managers. Therefore, 11.6% of the ordi-
nary physicians and 11.1% of the managers admitted
to have little competence in the field, while 3.3% of
the doctors declared they had no skills at all for the
registration and description of ECG.

Table 3

The competence of family physicians in the treatment of
acute mental problems (except suicide), the treatment of
drug addiction and addiction to other substances and the
treatment of alcoholism, according to gender (%)

The level of working competence
Approached field | Gender | Very Good | Fair | Poor Not
good atall
Treatment of Male 10,5 |289 |526|79 |0
acute mental
problems (except
suicide)
Treatment of Female | 1,0 20,8 (57,4 (158 |50
drug addiction  |male (7,9 [263 [52,6 (10,5 (26
and addiction to
other substances
Treatment of Female |0 23,8 (49,5(17,8 |89
alcoholism Male [184 |184 |47,4 (105 |53
Female | 2,0 228 (43,6 (21,8 |99
Discussions

Before the introduction of family medicine
as a speciality in our country, doctors’ experience
was focused on clinical work. With the implemen-
tation of primary health care activities, the work
of the family physicians and of their team under-
went some changes. At present, physicians are
also required to demonstrate managerial skills.
In the study conducted, physicians were asked
to determine the extent to which they possess
managerial skills that enable them to effectively
take care of patients with different problems.
As the results show, the majority of the doctors
consider that possessing good managerial skills
helps them better organize the services of primary
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health care and enhance the public access to these
services.

Testing for competence is a broad and complex
subject (Donabedian, 2000). The difference between
certificate and competence is that certificate can
stand-alone for certain periods of time and certain
disciplines; the competence, on the other hand, is
getting consistently high yields in understanding
the requirements and performing the skills and
knowledge gained. The process of converting good
knowledge into high performance requires multiple
factors and multiple functions to work very closely.
And the recognition that competence represents
tacit as well as explicit learning and the cumulative
knowledge base involving a large number of people
is critical to understanding core competence. Techni-
cal capabilities, as stand alone skills, are not the key
to understanding core competencies. Competence
is embedded in the whole organization (Prahalad,
1993).

The answers indicate that the competence in
organizing services in the primary health care is
highly valued by 84.3% of the family physicians. As
far as the issue of ensuring good access to public
health services is concerned, 87.9% of the doctors
stated to be very competent in this domain. In the
case of managers, 94.7% of them said they were able
to provide good public access to PHC services, while
every seventh physician considered that he/she had
“Fair” or “Poor” skills. Among those who were not
confident in their abilities to provide to the popula-
tion good access to medical services, 7.9% were male
family physicians male and 13.8% were female.

Home care is one of the compartments which
is based on collaboration with other specialists. The
vast majority of the doctors (95 %) claim to possess
“Very good” and “Good” skills in this sphere. Home
visits have been and continue to be acommon prac-
tice for doctors who have worked in the old system
of primary health care, before the implementation
of family medicine.

Rehabilitation of chronic patients seems to be
an area where family doctors have little experience.
However, 81.4% of them stated that they have“Very
Good” and “Good" skills for handling this task. Ac-
cording to the professional position, 22.2% of the
doctor-managers responded that they have “Fair”
skills for dealing with the process of rehabilitation of
chronic patients. Also, 14.9% of the doctors appraised
their abilities in this field as “Fair’, while 2.5% of them
said they were not very well familiar with it.

The competence of family physicians was as-
sessed on three aspects: treatment of acute mental
problems (except suicide), treatment of drug addic-
tion and addiction to other substances, treatment
of alcoholism. Due to their specificities, the authors
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have united these problems in a block The results of
the study conducted show that the level of doctors’
competence is almost similar in all three areas. One
forth of the physicians stated they had no activities in
the field at all. According to the position held by the
respondents, managers have demonstrated better
managerial skills in comparison with doctors.

The family physicians have decided to treat
trauma and injuries with more confidence. Nearly
two-thirds of all the responses confirm that they
possess “Good” or “Very good” skills in this sphere.
The number of managers, who consider themselves
competent in the treatment of trauma and acute
injuries, was considerably higher in comparison with
that of doctors — 89.9% and 60.8% respectively.

Conclusions

The results of the study we conducted have
shown that male family physicians are more confident
than female in demonstrating managerial skills.

As we have seen, doctors possess different
levels of competence in performing their job. The
developmental challenge for family physicians,
health centres, health authorities and societies is
to understand the interdependence of these levels
and act to develop each of them appropriately, while
keeping the whole in mind. These developmental
challenges to sustaining competence can be classi-
fied into three categories:

1. Supporting Wholeness. Health centres cannot
sustain themselves as communities or as servi-
ce organizations unless they become capable
of thinking and planning as part of the whole
system and perspective.

Discipline and Mastery. Fulfilling the require-
ments in conducting daily practices in the dis-
cipline and mastering tasks and obligations, so
that the community and the individuals within
it move towards optimum professional compe-
tencies, satisfaction and aligned organizational
objectives.

Social Responsibility. The PHC services are not
standing alone; they are part of the community
and they have to sustain the relation with ne-
ighbourhoods and to be responsible for the
larger community they are serving.

Analysing the current situation of the family
physician’s practice in Moldova, we can highlight
some major problems and deficiencies that need
to be solved:
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1. There is a lack of a competence development
program;

2. Thereisalack of competence profiles. Job des-
criptions are available, but not a detailed and
well-structured competence catalogue;

3. Thecentralized training process is time-consu-
ming and a better effectiveness is desired;

4. There is no centralized knowledge manage-
ment system, e-learning is not used;

5. There are no/few detailed materials, instruc-

tions and training plans for senior family physi-

cian practitioners.

The role of the Ministry of Health is very es-
sential in creating and developing the competences
needed to provide excellent PHC services. The role
of top management is more essential in energizing
the whole PHC sector - all people, at all levels, in all
functions and in all parts of the world. This process
involves developing a shared mindset and shared
goals and developing strategies for acquiring com-
petency.
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Summary

Argumentation of organization ways of the epidemiological surveillance
and prevention of non-communicable deceases

Application the principle of epidemiological surveillance on non-communica-
ble deceases assumes the presence of argued structure and amount of existing
preventive measures carrying out on any territory or surveillance objects.

In this randomized study the attempt to determine the presence of epide-
miological surveillance reserves in order to enlarge activity on non-com-
municable deceases’ prevention was made.

The results, based on expert assessment of 1174 primary statistical docu-
ments of sanitary-hygienic examination of surveillance objects have shown
that activity and recommendations of state surveillance specialists are
oriented mostly on prophylaxis and prevention of infectious deceases (in
65,8+1,62% of cases of examined objects compared to 23,41+1,44% ones
recommended by experts on these deceases).

Generalized results of expert assessment have indicated the presence of

reserves in realization of epidemiological surveillance on public health
related with environmental factors. There are argued the possibility and
necessity of activity enlargement of non-communicable deceases’ preven-
tion on different objects of national economy with the determination of this
activity amount and structure.

Key words: morbidity, non-communicable diseases, epidemiological sur-
veillance, experts’ evaluation, prophylaxis.

Pe3zome

Obocnosanue nymeii Op2anu3auuu INUOEMUONOZUHECKO20 HAO30PA U
npogunakmuxku HeuH@peKyUOHHbBIX 3a001e6anull

Breopenue npunyuna snudemuono2uuecko2o Had3opa 3a HeuHPeKYUonHbl-
Mu 6ONe3HAMU NPEONOAASACI HALUYUE APZYMEHMUPOBAHHOU CIPYKINYPbL U
0bbeMa Cyuecmayouux NPOGUAAKIMULECKUX MEPONPUSINULL NPOBOOUMBIX
Ha Mot uny UHOU meppumopuu uiu obbexmax Hadsopa. B nacmoswyem
(PaHOOMUBUPOBAHHOM) UCCIEO08aHUU ObLIA NPEONPUHAMA NONBIMKA YCMA-
HOBUIMb HATUYUE PE3EPEOE 8 OCYULCCTNEILEHUL JNUOEMUONIOSULECCKO20 HA030DA
30 COCMOSIHUCM 300P08bSL HACEILEHUS. 8 YETAX PACUUDEHUS. OeSTMETbHOCTIU O
npogunakmuke 3a601e6aHul HeUPEKYUOHHO20 XapaKkmepa.

Pesynomamut uccnedosanusi, ocnoganmwvle Ha sxcnepmmou oyerke 1174 nepeuu-
HbIX CIAMUCIUYECKUX OOKYMEHMOB CAHUMAPHO-CUSUCHUYECKO20 00CTIe008aHUS
00beKmMo8 HaA030Pa, NOKA3AI, YMO Yauje 6Ce20 OesMETbHOCHLb U PEKOMEHOAYUU
CReYUanUCmMos 20CYOapCMEeHHO20 CAHIMUOHAO30PA OPUEHNUPOBAHbL HA NPOPU-
JIGKMUKY U npedynpexcoenue uHgekyuonHvix bonesneli (6 635,8+1,62% ciyyaes
06cne008antbIX 00bekmos npomug 23,41+ 1,44% pexomenoyemvix aKcnepmamu
no smomy npogumo 3abonesanuti). Q606uieHHbIe Pe3yTbMamyl SKCNePMHOU
OYEHKU YKA3a HA HATUYUE PE3EPB08 6 OCYUeCMBNIEHUU INUOEMUOTOSULECKO20
HAO30pa 34 300P08beM KOHMUHZEHMO8 HACENEHUS 60 3AUMOCEA3U C (PaKmopamu
8HeuHetl cpeobl. bvlia ookazana 803modCHOCb U HEOOXOOUMOCHTL PACULUPEHUS.
MepOnpusImuLL no nPoPuUIaAKmuKe 3a601e8anull HeupeKyUuoHHO20 Xapaxkmepa
HA PAZTUYHBIX 0DEKMAX HAWUOHAILHOU SIKOHOMUKU C ONnpedeneHuem oovema u
CmpYKMypol SMOUL OesTMETbHOCIU.

Kntoueswie cnosa: sabonesaemocmy, HeuHeKkyuoHHble OONe3HU, INUOeMUONO-
2UYecKull Ha030p, SKCNEPMHASL OYEeHKd, NPODUIAKMUKA.
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Introducere

Structura morbiditatii populatiei
din anii’50-60 ai secolului trecut, domi-
nate de maladii infectioase, actualmente
este determinata preponderent de
maladii nontransmisibile, generate mai
ales de sinergismul complexal factorilor
exogeni. Anume polimorfismul etiologic
al morbiditatii contemporane impune
necesitatea adaptarii si implementarii
metodelor adecvate si complexe de
ocrotire a sdnatatii, de prevenire si di-
minuare a impactului factorilor nocivi
asupra organismului uman.

Performantele si experienta de
eradicare a unor boli infectioase sau
de diminuare a incidentei acestora
fn mare masurd s-au datorat imple-
mentarii sistemului de supraveghere
epidemiologica si interventie la nivel
populational.

in prezent, savantii care cercetea-
za lafenomenele de sanatate cu mani-
festare la nivel populational aplica in
studii principiile de sanatate publica
si tot mai frecvent utilizeaza metodele
si experienta acumulata in supra-
vegherea epidemiologicad a sanatatii.
in plan practic, aplicarea masurilor
in baza acestor principii contribuie
la diminuarea incidentei prin maladii
nontransmisibile sila ameliorarea ma-
croindicatorilor sanatatii publice.

Una dintre legitatile raspandirii
maladiilor nontransmisibile consta in
faptul ca agentul declansator (etio-
logic), de reguld, nu este unic si se
caracterizeaza printr-o expozitie de
lunga durata. in calitate de exemplu
poate fi adus mecanismul dezvoltarii
astmului bronsic (figural), propus de
St. Holgate (2005). in declasarea aces-
tei stari patologice suntimplicati un sir
intreg de factori — ereditari, ambientali,
comportamentali etc., calitatea me-
diului avand un rol semnificativ.
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Fig.1. Mecanismul dezvoltdrii astmului bronsic (dupd St. Holgate, 2005).
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Una dintre problemele actuale ale implementarii principiului si
metodelor de supraveghere epidemiologica a starii de sanatate este
lipsa argumentarii bine fondate a directiilor, volumului si structurii
activitatilor necesare. Prin studiul de fata se face o incercare de a eva-
lua structura, volumul si eficienta masurilor profilactice intreprinse de
medicina preventiva in procesul supravegherii sanitaro-epidemiolo-
gice de stat pentru argumentarea directiilor profilacsie a maladiilor
nontransmisibile.

Studiul a fost organizat in contextul realizarii prevederilor Hota-
rarilor Guvernuluinr. 717 din 07.06.2002 Despre aprobarea Conceptiei
organizdrii si functionarii monitoringului socioigienic in Republica Mol-
dova si nr. 886 din 06.08.2007 privind Politica Nationala de Sanatate.

Material si metode

Obiectul studiului este calitatea si complexitatea masurilor de
supraveghere sanitaro-epidemiologica de stat, intreprinse in diverse
domenii ale economiei nationale. Spectrul profilului de functionare
a obiectivelor examinate igienic (unitati economice, intreprinderi,
institutii etc.) a inclus invatamantul, agricultura, comertul, serviciile
etc. Studiul poarta caracter retrospectiv si randomizat de expertiza a
masurilor de ocrotire a sanatatii si prevenire a maladiilor in randulrile
consumatorilor in raport cu starea igienica a obiectivelor. Unitatea
statisticd de observatie a constituit-o formularul de evidentd medicala
primara f. 315/e Procesul-verbal de examinare sanitaro-epidemiologicd
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a obiectivului, care a fost extras

in mod aleatoriu de la bazele de

studiu - centrele de medicina pre-
ventiva (CMP) teritoriale.

Esantionul de studiu (tabelul 1)
a fost selectat conform metodelor
traditionale statistice si principiului
de obtinere a rezultatelor valide si
reprezentative pentru fiecare profil
igienic studiat. Esantionul necesar
a cuprins 1175 de obiective, previ-
ziunea erorii medii statistice (,A”)
fiind egala cu 3%.

Caracteristicile obiectivului
examinat au fost trecute in fisa de
expertiza la capitolul Date despre
obiectivul cercetat, iar estimarea re-
zultatelor a fost efectuata de catre
o echipa de experti din domeniul
dat - 35 de specialisti calificati cu
categorie profesionald superioara.
Bazele de studiu au inclus 6 CMP
teritoriale din cele 3 regiuni geo-
grafice ale tarii. Pentru reprezen-
tativitate in studiu au fost incluse
teritoriile ai caror indicatori medii
ai starii sanitaro-igienice a obiec-
tivelor sunt caracteristici zonei
respective.

Fisa de expertiza a fost des-
tinata obtinerii informatiei, cu
aportul expertilor, la urmatoarele
capitole:

e identificarea:

(a) profilului de activitate al
obiectivului cercetat;

(b) tipului de abateri de la cerin-
tele sanitaro-epidmiologice
constatate la obiectiv;

(c) impactului sau potentialului
impact asupra sanatatii la
obiectivele cercetate;

(d) volumului si structurii pro-
punerilor (recomandarilor,
masurilor sau activitatilor pro-
filactice) sanitaro-igienice sau
antiepidemice, care au fost
propuse de catre specialistul
CMP teritorial pentru amelio-
rarea situatiei la obiectiv;

(e) corespunderii propunerilor de
redresare a situatiei igienice
de la obiectiv in raport cu
constatdrile descrise in actul
de cercetare;
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(f) calificativului propunerilor recomandate de
medicii CMP;

e identificarea de catre experti, a patologiilor
spre profilaxia carora sunt orientate ropunerile
recomandate de medici pentru diminuarea sau
eliminarea impactului a factorilor nocivi;

e la necesitate, suplimentarea de catre experti
sau specificarea mai detaliata a propunerilor
de redresare a situatiei (sau masuri profilactice)
inaintate de medicii CMP teritorial;

e identificarea retrospectiva a cazurilor de boala sia
structurii morbiditatii la contingentul de la obiectiv,
inclusiv a cazurilor de maladii cronice s.a.

Tabelul 1

Structura esantionului de cercetare (de form.315/e) selectat
randomizat prin prisma regiunilor si teritoriilor (abs.; si %)

Esantionaul selectat (randomizat)
3 Teritoriul Nr. Ponderea
§ administratiy procese- | din nr. total Sumar
) .
& (mun.; verbale | completate pe
raion) (abs.) de medici regiuni
bs.
%@ | +m, |
Mun. Balti 255 17.86 1.01
Nord 430
Edinet 175 17.34 1.19
Mun.
L 505 7.07 0.30
Centru | Chisinau 605
Orhei 100 10.79 1.02
Sud | Cahul 65 12.26 1.42 140
Comrat 75 11.72 1.27
Total 1175 12.72 0,35

Baza de date care a inclus 1174 obiective a fost
procesata cu utilizarea tehnologiilor informationale
moderne.

Rezultate si discutii

Structura obiectivelor identificate in studiul de
expertiza a variat in raport cu semnificatia lor igienica
si/sau epidemiologica (figura 2). Functionarea obiec-
tivelor incluse in cercetare este asigurata de 9091 de
angajati (femei - 2633 sau 28,9% si barbati - 6458 sau
71,1%). Esantionul a inclus, de asemenea, un numar
de 15484 de copii dininstitutiile de invatamant. Astfel,
populatia cuprinsa in aria studiului a inregistrat cifra
de 24575 persoane.

Studiul denota faptul ca starea sanitaro-epide-
miologica a obiectivelor a fost examinata prepon-
derent in raza centrului administrativ (centru raional
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sau oras), constituind 861 de obiective (sau 73,3%)
si mai rar a celor din mediul rural - 313 obiective
(sau 26,7 %).

13.3

2.1 Q
33.6

9.3

11.9

13.6 -

: >

B

Comert cu produse alimentare

IN]

Habitat uman si deservire sociala
Invatamant

Agricultura, producere a materiei prime
Industrie alimentara

Industrie nealimentara

Zone de agrement

Altele

101 [ o = B 5 i

Fig. 2. Structura obiectivelor identificate in studiul de
expertizd, conform profilului de activitate a acestora
(in %).

Structura obiectivelor cercetate prin prisma
profilului de activitate (sau functional) si in functie
de aria de plasament al acestora denota un volum
diferit de activitate, acesta fiind statistic mai sem-
nificativ pentru doua grupuri de obiective — cele
cu profil de educatie, instruire si cele comunale, de
agrement si habitat (figura 3).

In rezultatul expertizei, a fost identificata atat
structura obiectivelor, cat si spectrul deficientelor
depistate. Cele din urma au si servit ca baza pen-
tru prescrieri privind necesitatea ameliorarii starii
igienice si pentru masuri de prevenire si profilaxie
a maladiilor.

Datele obtinute denota necesitatea ca identi-
ficarea abaterilor de la cerintele igienice in vigoare
la aceste tipuri de obiective sa fie permanent in
atentia specialistilor (atat in raport cu factorii de risc
prezenti, cat si in raport cu durata si potentialul de
influenta a acestora asupra sanatatii).

Trebuie mentionat faptul ca sanatatea an-
gajatilor anume din aceste ramuri ale economiei
nationale determina actualmente macroindicatorii
sanatatii publice.
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in centrul administrativ O la periferie Ototal

Fig. 3. Structura obiectivelor examinate prin prisma
teritoriului administrativ (in %).

Cele mai mari abateri de la cerintele igienice

in vigoare au fost identificate la obiectivele din

mediul ocupational si la cele din invatamant

(figura 4).

Conform cerintelorigienice stipulatein actele le-
gislative si normative in vigoare, masurile de prevenire
si profilaxia stdrilor premorbide si morbide trebuie sa
fie realizate incepand cu etapa de supraveghere sa-
nitaro-epidemiologica preventiva. Anume la aceasta
etapa specialistii intervin si propun (in cazul depistarii
abaterilor de la normele si regulile igienice) masuri
anticipate si prospective care contribuie la prevenirea
celor mai frecvente stari morbide, cum ar fi:

- patologia organelor respiratorii in raport cu
plasamentul si orientarea viitoarelor edificii si
obiective industriale, obiective cu tehnologii
poluante ale aerului atmosferic;

- traumatismele rutiere in raport cu schemele
de traseu a soselelor, garilor sau a traficului
rutier;

- patologiile sistemului nervos periferic in raport
cu conditiile igienice ale procesului tehnologic
sau ale procesului de invatamant, schemele
traficului rutier insotit de poluarea sonord etc.
La acest capitol am stabilit ca medicii-specialisti

din teritorii au subestimat abaterile de la cerintele

igienice, identificandu-le doar la 1,41+0,47% din
obiectivele cercetate, pe cand specialistii-experti au
considerat necesar a completa masurile profilactice
la etapa de supraveghere preventiva lacca4,3+1,2%
din obiective. Preponderent aceste completari, in
raport cu obiectiile constatate, au tinut de domeniul
proiectarii si amplasarii obiectivelor cu profil comu-
nal si industrial (2,34%) si de comert cu alimente

(1,95%).

La masurile de supraveghere igienica preven-
tiva se refera examinarea programelor de studii si
a orarului lectiilor elevilor din institutiile de invata-
mant, activitate orientatd spre profilaxia surmena-
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jului psihic, a maladiilor sistemului nervos si spre
fortificarea sanatatii mintale dezvoltarii fizice a ge-
neratiei in crestere. Abateri de la regulile in vigoare,
au fost depistate doar in 2 institutii din zona de Nord
n trimestrul doi al anului de invatamant.
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19.3 14.89
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comert cu produse
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20.00

17.55

Industrie
nealimentara,
agricultura,
producere a
materiei prime

Invatimant Habitat uman si

deservicre sociala.

[ Obiectivele la care masurile profilactice au fost completate de specialistii- experti.

[ Obiectivele la care misurile profilacticesi de redresare a situatiei igienice au fost
propuse de medicii CMP.

Fig. 4. Ponderea obiectivelor pentru care au fost propu-
semdsuri de redresare a situatiei igienice si de profilaxie
a maladiilor din numdrul celor examinate (in %).

Urmatoarea etapa de supraveghere este cea
sanitaro-epidemiologica curentd. Aceasta etapa de
activitate a serviciului este orientata spre evaluarea,
estimarea, controlul (inclusiv de laborator) starii igie-
nico-epidemiologice de functionare a obiectivelor,
proceselor tehnologice, ale calitatii igienice a produ-
selor de consum uman, al calitatii factorilor de mediu,
conditiilor igienice de munca si agrement, instruire,
educatie sicomportament —toate in raport cu starea
de sdnatate a persoanelor. Astfel, in procesul supra-
vegherii curente a obiectivelor din domeniul educa-
tiei, invatamantului si instruirei, medicii din CMP teri-
toriale au propus masuri profilactice si de redresare a
starii sanitaro-epidemiologice in cca 19,3+1,56% din
obiectivele cercetate (figura4).1n 2/3 (sau 12,9%) din
procesele-verbale au fost propuse masuri orientate
spre profilaxia maladiilor infectioase, inclusiv masuri
de prevenire a bolilor diareice acute (BDA) (in cca
5,28% cazuri), a intoxicatiilor si otravirilor alimentare
(3,18% ) si a traumatismului la copii (0,2%). Aceste
masuri, in opinia expertilor, s-au dovedit a fi insufi-
ciente in comparatie cu constatarile expuse in pro-
cesele-verbale. Astfel, ei au propus sa fie intreprinse
masuri de profilaxie a maladiilor organelor tractului
digestiv de origine neinfectioasa, notificind aceasta
in 6,86% din procesele-verbale supuse expertizei.
Alte metode de prevenire au fost propuse pentru
profilaxia maladiilor determinate de tinuta incorecta
a elevilor. Propunerile expertilor pentru completarea
masurilor profilactice la obiectivele din invatamant,
in proportia celorlalte domenii de supraveghere a
obiectivelor cu semnificatie igienica, s-au clasat pe




locul doi cu 31,2% din totalul obiectivelor cercetate,
dupa cele din mediul ocupational.

in domeniul supravegherii sanitaro-epidemio-
logice curente a obiectivelor din mediul ocupational,
atat medicii din teritorii, cat si specialistii-experti au
plasat masurile de profilaxie printre recomandarile
de redresare a starii igienice si de prevenire a mala-
diilor. Medicii au avut obiectii fatd de fiecare al doilea
obiectiv dintre cele cercetate (53,2+1,4%); expertii
au completat masurile profilactice in cca 42,442,97%
din obiectivele acestui profil.

81,3% din masurile propuse pentru aplicare
la acest profil de obiective in 24,2% de cazuri se
refera la profilaxia bolilor aparatului respirator, in
23,1% cazuri — la profilaxia intoxicatiilor de ordin
tehnogen, in 18,6% - la profilaxia bolilor sistemului
osteo-articular, muschilor si tesutului conjunctiv;
cate 5,5%, respectiv, revin profilaxiei traumelor la
locul de munca si maladiilor sistemului nervos; in
4,4% cazuri recomandadrile expertilor s-au referit la
profilaxia maladiilor organelor sistemului digestiv
(figura 5).
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5,5

4.4

24,2

23,1

Boli infectioase §i parazitare

O Intoxicatii, inclusiv de ordin tehnogen

Boli ale sistemului osteo-articular, mugchilor si tesutului conjunctiv
Traume la locul de munca

Maladii ale sistemului nervos

[J Maladii ale organelor sistemului digestiv

Fig. 5. Structura maladiilor pentru care specialistii-ex-
perti au propus mdsuri de profilaxie la obiectivele din
mediu ocupational (in %).

in unul dintre domeniile cu semnificatie igie-
nico-epidemiologica sporitd si cu un posibil impact
asupra sanatatii, si anume la obiectivele de alimen-
tatie a populatiei, medicii din CMP teritoriale au
depistat abateriin procesul de producere, comercia-
lizare si pastrare a produselor si a materiei prime in
14,89+1,41% din obiectivele cercetate. Majoritatea
recomandarilor de redresare a situatiei igienice la
aceste obiective, (sau 9,06 %) au fost orientate doar
spre prevenirea maladiilor infectioase.

Specialistii-experti au considerat necesar a
completa la acest capitol masurile profilactice si de
prevenire a bolilor suplimentar la cca 11,6+1,93%
din obiectivele de profil, preponderent cu masuri
de profilaxie a bolilor aparatului respirator in raport
cu conditiile regimului termic la obiective; cu masuri
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de prevenire a traumatismului (inclusiv profilaxia
combustiilor) in procesul de producere si transpor-
tare a productiei.

Un spectru larg de actiuni ale specialistilor din
CMP teritoriale tin de supravegherea sanitaro-epi-
demiologica curenta a obiectivelor din domeniul
igienei mediului si habitatului uman. Prin analiza
rezultatelor expertizei in acest domeniu s-a con-
statat ca medicii din teritorii au identificat abateri
de la cerintele sanitaro-igienice la cca 17,55+1,43%
din obiective, pe cand propuneri de ameliorare a
situatiei sau de profilaxie a influentei factorilor de
mediu asupra sanatatii populatiei au fost propuse
doar pentru 13,85+0,97% din acestea. Specialistii-
experti au considerat necesar a completa masurile
profilactice suplimentar incé la 9,78+1,79% din obi-
ective. Preponderent aceste propuneri se refereau
la activitatile serviciilor de salubrizare a teritoriilor
si localitatilor, de exploatare a edificiilor sociale si
incaperilor de locuit, la conditiile de mentinere si
exploatare a surselor de apa si de asigurare cu apa
potabila a populatiei, la mentinerea conditiilor igie-
nice in zonele de agrement. Astfel, situatia igienica
si epidemiologica a obiectivelor din acest domeniu
adeterminat expertii sa propuna activitati de pro-
filaxie a bolilorinfectioase si parazitare, traumelor si
otravirilor, maladiilor sistemului digestiv (figura 6).

26 19
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14.9

61.7
Boli infectioase si parazitare

O Traume i otraviri

& Maladii ale organelor sistemului digestiv

Boli ale sistemului osteo-articular, muschilor si tesutului conjunctiv
[ Maladii ale organismelor sistemului digestiv.

& Boli ale sistemului nervos
K Boli ale sistemului cardio-vascular

Fig. 6. Structura patologiilor propuse pentru profilaxie de
catre specialistii-expertila obiective, in raport cu factorii
mediului ambiant si celui de habitat uman (in %).

Generalizand rezultatele studiului efectuat am
constatat ca masurile existente de profilaxie a mala-
diilor, aplicate (recomandate) de medicii-igienisti din
teritorii (CMP), nu acopera necesitatile si prioritatile
reale ale sanatatii publice. Rezultatele obtinute in-
dica existenta unor rezerve semnificative de orga-
nizare a supravegherii sanitaro-epidemiologice a
obiectivelor si a factorilor de risc in raport cu starea
de sdnatate a populatiei.




Astfel, evaluand corespunderea masurilor
profilactice propuse de medici in raport cu situatia
existenta la obiective, expertii au constatat ca in
43,01+1,22% din procesele-verbale masurile au
corespuns situatiei; in 35,31+£1,39% au corespuns
partial, iar in 21,67+1,2% propunerile medicilor
n-au corespuns situatiei descrise in procesele- ver-
bale. Aceste diferente se observa si din datele finale
privind structura obiectivelor si recomandarile de
profilaxie a maladiilor (tabelul. 2). Cauza acestor di-
ferente se explica, in primul rand, prin faptul calaun
sir de obiective cu factori potentiali de declansare a
maladiilor, cum ar fi astmul bronsic, bolile organelor
genito-urinare, bolile aparatului circulator sau ane-
miile de ordin nutritional, au fost insuficiente masu-
rile de profilaxie propuse. in al doilea rand, la multe
obiective cu factori de risc pentru sanatatea umana
masurile recomandate pentru profilaxia unor boli au
fost completate de catre specialistii-experti.

In ceea ce priveste bolile infectioase si cele
parazitare, specialistii-experti au considerat ca un
sir de masuri pentru profilaxia acestora, recomandate
de medicii-igienisti din CMP teritoriale, nu reieseau
din constatarile prezentate in procesele-verbale, mai
mult fiind determinate de tendinta de autoasigurare a
medicilor, decat de necesitatea reala. lar o buna parte
din recomandari, in opinia expertilor, constituieau
obligatii si activitati functionale ale altor servicii, cum
ar fi ale administratiei publice locale, agentiei ecologi-
ce teritoriale, agentiei teritoriale Apd-Canal, agentiei
de protectie a consumatorilor etc. Astfel, luand in
consideratie starea reald de la obiectivele examinate,
descrisa in procesele- verbale, profilaxia maladiilor
infectioase si parazitare putea fi recomandata doar
pentru 23,41+1,44% din ele (figura 7).
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Tabelul 2
Maladiile propuse pentru profilaxie in cadrul obiectivelor
igienice examinate (in P+m %)

Obiectivele igienice la care au
fost propuse mdsuri de profila-
xie a maladiilor
) . identificate recomanda-
ne | Denumirea maladiilor/ in procesele g
claselor de maladii | yerbale ale me-| '€ 9€calre
dicilor din cmp | &PEH
teritoriale
(P%) | +tm | (P%) | +m
Boli infectioase si para-
12 ’ 65,80 | 1,62 2341|144
zitare
Bolile aparatului respirator
2 |(fara patologii de origine| 6,02 |0,81| 16,27 | 1,26
infectioasa)
3 f\'/lala!dulea'paratulyldlges— 082 |031]1539 1,23
tiv (inclusiv obezitatea)
4 | Astmul bronsic 0,00 [0,00| 824 | 094
Bolile sistemului osteo-
5 |articular, ale muschilorsi| 5,06 |0,75| 7,80 | 0,91
tesutului conjunctiv
6 | Traumatismul 4,51 0,71 7,73 | 0,91
7 Bqllleaparatulmgemto- 014 |013| 605 | 081
urinar
8 Maladiile aparatului cir- 0,41 022 547 | 077
culator
9 | Bolile sistemului nervos 2,05 0,48 | 3,79 | 0,65
Intarzierea in dezvoltarea
10 |fizica din cauza malnu-| 0,41 0,22 | 3,28 | 0,61
tritiei
1 Anemn determinate de 027 |018| 255 | 054
nutritie
0 10 20 30 40 50 60 70
1‘ ‘ ‘
2
3
4
5 8
6
7 3
s [
o |
10 1
11 [

Legendad: 1. Boli infectioase si parazitare; 2. Bolile aparatului respirator (fara patologii de origine infectioasa); 3. Mala-
diile aparatului digestiv; 4. Astmul brondic; 5. Bolile sistemului osteo-articular, ale muschilor si tesutului cojunctiv; 6.
Traume si otraviri (inclusiv de ordin tehnogen); 7. Bolile aparatului genito-urinar; 8. Maladiile aparatului circulator; 9.
Bolile sistemului nervos; 10. Intarzierea in dezvoltarea fizicd a copiilor; 11. Anemii cauzate de nutritie.

Fig. 7. Structura comparativd a maladiilor si claselor de maladii propuse spre profilaxie de cdtre medicii-igienisti
(A) si de specialistii-experti (B) la obiectivele cercetate (in %).
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Modelul de prevenire si profilaxie a maladiilor
existent [A], aplicat de medicii-igienistiin activitatea
de supraveghere sanitaro-epidemiologica, si mode-
lul [B] obtinut in rezultatul generalizarii recoman-
darilor propuse de experti, pot servi drept metoda
de ,corijare” a masurilor profilactice orientate spre
imbundtatirea supravegherii sanatatii populatiei in
relatiei cu factorii de mediu.

Concluzii

e  Expertiza eficacitatii supravegherii sanitaro-

epidmiologice de stat denota existenta unor
rezerve manageriale de implementare a prin-
cipiilor de supraveghere a sanatatii publice
si necesitatea plasarii accentului in aceste
activitati pe profilaxia primara a maladiilor ne-
contagioase.

Rezultatele studiului ne-au permis sa identifi-
cam si sa specificam directiile, structura si volu-
mul activitatilor de organizare a supravegherii
sanatatii publice si de profilaxie a maladiilor
nontransmisibile.

Studiul intreprins confirma oportunitatea si
posibilitatea implementarii masurilor de supra-
veghere a sanatatii populatiei, in raport cu
starea factorilor de mediu, side implementarea
principiului de supraveghere de stat a sanatatii
publice.
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Rezumat

Stabilirea legaturii cantitative in sistemul
conditii de muncd — factori de risc compor-
tamentali — stare de sandtate

Cercetarea abordeaza o problema actuala
— protectia si imbundtdtirea sandatatii miner-
ilor prin studierea influentei factorilor com-
portamentali asupra sanatdtii muncitorilor
in conditii nefavorabile de muncd. Au fost
evidentiati factorii de risc comportamen-
tali principali care, de rdnd cu influenta
factorilor mediului industrial, maresc riscul
dezvoltarii patologiilor pulmonare si neuro-
logice si micgoreaza potentialul de adaptare
a muncitorilor. In baza rezultatelor obtinute
au fost elaborate si implementate satndardele
activitatilor profilactice la nivelul asistentei
medico-sanitare in aceastad industrie si modelul
organizational complex al profilaxiei mala-
diilor, in vederea formarii unui mod sanatos
de viata.

Cuvinte-cheie: starea de sanatare a minerilor,
modul de viatd, conditii nefavorabile de mun-
cd, factori de risc comportamental, modelul
proficlactic.

Summary

Determination of quantitative correlations in
the system “work conditions — behavioral risk
Sfactors — health status”

The present research dedicated to the topical
questions — a health protection and health im-
provement for coal mining workers by studying
the influence of behavioral risk factors on the
worker s health status against the background
of unfriendly work conditions. The ranking has
been conducted and basic behavioral risk fac-
tors have been specified. The research shows
that these factors as well as work conditions in-
crease the risk of pulmonary and neurological
pathologies and decrease the index of adaptive
potential among workers. On the basis of the
research the standards of preventive activity for
industrial medical department and a complex
organizational model for diseases prevention
and healthy lifestyle development have been
developed and introduced.

Key words: miners’ health condition, lifestyle,
unfavourable working conditions, behavioural
risk factors, the prophylactic model.

YCTAHOB/IEHWE
KOJIMYECTBEHHbIX
B3AUMOCBS3EM B CUCTEME YC/IOBYS
TPYJA - MOBEAEHYECKNE GAKTOPHI
PUCKA - COCTOAHWME 3[10POBbA

Tamvsana CJIAJKHEBA, Hamanva AKOBJ/IEBA,
Andpeii KOPYEBCKH,

Anexcandp IV, Mepyepm JJAPUIIIEBA,
Hanuonanpustit LlenTp npobnem popmmpoBanus
3gopoBoro obpasa xxusHu, Kasaxcran

BBepgeHune

B HacToALLee BpemA B 06LLECTBEHHOM 34PaBOOXPAHEHIN
cbopmMupoBanuCb HOBbIE NOAXOAbI K OXPaHe 340poBbA pabo-
TaloLWMX, KOTOPble OCHOBaHbI HE TOMTbKO Ha YNyuULlEeHNN YCIo-
BWI TPYAa, HO 1 Ha NpodUNakTUKe BANAHUA NOBeAeHYECKNX
bakTopoB pUCKa 1 NOBbILEHUA OTBETCTBEHHOCTU PaboTHMKa
3a CcBOoe nosefeHre 1 06pas XKn3Hu. B aToli cBA3M HeobxoaMMO
n3yyeHne pacnpoCTpaHEeHHOCTW NoBefeHYecKnx GakTopos
pvcKa N yCTaHOBNEHME KONMYeCTBEHHbIX B3aMMOCBA3EN B
cucTeMe «yCJioBUA TpyAa — NoBegeHYeckme dakTopbl prcka
— COCTOAIHVE 340POBbA» aAeKBAaTHO COBPEMEHHbIM MeXAyHa-
poAHbIM TpeboBaHUAM 1 KpUTEPUAM OLEHKN [1, 2, 3, 4].

MaTepwan n metopabl

B kauectBe 6a3bl ANA NPOBEeAEHMA HACTOALLENO MUCCIle-
L0BaHUsA 6bl10 N36pPaHO OJHO U3 KPYMHENLIMX Ka3aXCTaHCKMX
npeanpuATUN No fobblye yrna OTKpbIThIM cnocobom — TOO
«boraTtblpb Akcec Komnp», pacnonoeHHoe B . JKkubacTys
MaBnogapckon obnactu. B nccnegoBaHnm, KOTOpOeE BKJIHOYANO
XapaKTeEPUCTUKY COCTOAHNA 300POBbA, 006pasa »KMU3HK, NCUXO-
NOrMYeCcKoro cTaTyca, ycroBui Tpyaa paboTatowmx, NPUHAIO
yuactume 406 paboTatowmx, 13 HUX 326 — pabOTHUKN OCHOBHbIX
nogpasgeneHuni u 80 - KOHTPOSbHOrO Liexa.

MNpoBeneHo M3yyeHne BANAHUA NoBeAeHYecKuX GakTo-
POB p1CKa Ha PacNpPOCTPAHEHHOCTb MHANKATOPHbIX ANA faH-
HOro NpeanpPUATUA rPynn 3aboneBaHni, K KOTOPbIM OTHOCATCA
NyNbMOHOJIOTMYECKas N HEBPOOrMyeckas naTonorus.

Pesynbratbl nccnegosaHus

M3yyeHune B3anmmocBA3n cteneHn TabayHONM 3aBUCMMO-
CTV U HanuuuA MyibMOHONIOMMYECKOro AMarHo3a BbIIBUO,
4TO B LIEJSIOM MO NpeanpuATMIO HanbonbLlUMi NPOLEHT nny
300pPOBbIX B NYNIbMOHOMIOMMYECKOM OTHOLUEHNWN BbIAABNEH B
rpynne HekypAwmx pecnoHaeHToB (84,6%). Cambil HU3KUN
nokasaTenb YMcia nuy 340POBbIX B MY/IbMOHONOIMYECKOM
OTHOLWEHW 3aperncTpPUpPOBaH B rpynne «3/0CTHbIX Kypuilb-
wmkos» (40,0%), pa3HOCTb 3HaYeHM gocToBepHa (t=6,0). B
CpaBHEHUU C HEKYPALLMMM Kosnieramu, paboTatoLme gaxe co
cnabon nnyM yMmepeHHON CTeneHbio TabayHoNM 3aBUCMMOCTU
ABNATCA MeHee 300POBbIMY B MYNIbMOHOJNIOTMYECKOM OT-
HoweHun (54,3%, t=5,44 n 55,6%, t=4,3 cooTBeTCTBEHHO). B
YaCTHOCTW, HEKYpALLMEe pPecnoHAEHTbl JOCTOBEPHO MeHbLUe
6051el0T XPOHNYECKM HEOOBCTPYKTMBHBIM GPOHXUTOM, YEM UX
KypsALme Konnern: «<yCnoBHble KypunbLnku» (22,5%, t=2,42),
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«6e3yCnoBHble KypunblymKkny (30,9%, t=3,25) N «3N0CTHble
Kypunbwukm» (33,3%, t=3,19).

PacnpoctpaHeHHOCTb 3aboneBaHWiA OPraHOB Abl-
XaHWA B 3aBUCMMOCTY OT NOKa3aTensa aHaMHe3a KypeHus
oTparkeHbl B Tabnuue 1.

Ta6bnuua 1

PaCHpOCfanHEHHOCI’nb ny/'leOHO/'IOZU‘-IECKOLj namaoJioeuu 8
3dsucumocmu om noKasamersid dHamMHe3d KypeHuA (%)

SANATATE PUBLICA SIMANAGEMENT

390possle 8 Bce nysie- Xpo#iuqe- XpOHu:
MOHoOJ10- cKul He- yeckuu
ny/1bMOHO-
2uyeckue | obcmpyk- | obcmpyk-
J102U4ecKom ; y
namono- | museHsll mueHslIl
OomHoweHuu
euu 6poHxum | 6poHxum
% m % m % m % m
Bcero 59,5 2,51| 40,5|2,51| 23,2| 2,16| 15,9| 1,87
He kyput 84,6 38| 154| 38| 11| 33| 331,88
CnyyanHble
Kypunbwmnkn | 54,3| 4,07 | 45,7| 4,07 | 22,5| 341| 219| 3,37
be3ycnosHble
Kypunblymkn | 556 5,56| 44,4| 556| 309| 5,16| 12,3 | 3,68
3noCTHbIe
KYPUIbLLMKIN 40| 6,38 60| 6,38| 33,3| 6,14| 25| 5,64

YcTaHOBNEHO, YTO PAabOTHUKM OCHOBHOIO MPOK3-
BOACTBA, MMeloLLme CTax KypeHua fo 5 neT JOCTOBEPHO
60nee 300pOBbI B NMYSIbMOHOIOMMYECKOM OTHOLLEHWN
(68,8%), uem ux konnern co ctaxkem 10-20 net (43,1%,
t=2,48) n 6onee 20 net (34,8%, t=3,33).

Ha yuacTke 6ypoB3pbIBHbIX paboT, rae pernctpu-
pyloTca Hanmbosee BbICOKME YPOBHU 3amnblNeHHOCTU 1
3ara3oBaHHOCTY BO34yXa pabouein 30Hbl, yCTaHOB/IEHA
yMepeHHas cTerneHb 3aBUCUMOCTU MeXAyY pPacnpocTpa-
HEHHOCTbIO 3a60N1eBaHNI OPraHOB AblIXaHUA W aHaMHe-
30M KypeHusa (r=0,5) n KonmyecTBOM BbIKYpMBaeMbIX B
AeHb curaper (r=0,5).

M3yyeHmne BNMAHMA aHaMHe3a KypeHus Ha pa3Bu-
TUe HeBPONIOrMYEeCKOW MaTosiorMy NoKasano, Yto Hau-
60MbLUMI NPOLEHT L, 340POBbIX B HEBPOOMMYECKOM
OTHOLLEHMY, BbIABNEH CPean HEKYPALLNX PeCMOHAEHTOB
(80,2%), UTO AOCTOBEPHO BbILLE B CPAaBHEHUW C FPYNMou
«3MOCTHbIX KypunblwuKoB» (65,0%, t=2,03). «3n0CTHble
KYpPUNbLUKN» OCTOBEPHO Yalle MMEeIT MOACHUYHbIN
0CTeoXxoHAPO3 (33,3%, t=2,3), uem HeKypsALlne PeCcnoH-
AeHTbl. B ctaxkeBom rpynne 6-10 neT HeKypALLMe pecrnoH-
LEHTbI OCTOBEPHO Hosiee 310POBbI B HEBPOIOTMUYECKOM
OTHOLLEHUN, YEM UX KOMNlern co clabor cTeneHbio 3a-
BUCUMOCTM OT Tabaka (t=2,62). M3 aToro cnepyert, uto
cTeneHb TabayHOM 3aBMCUMOCTM JOCTOBEPHO BIVAET U
Ha ypOBeHb HEBPONOrMYeCKor NaTonormu.

AHanus B3anMOCBA3M CTeNeHM ynotpebneHna anko-
rons v pasBuTUA 3aboneBaHUn OpraHoOB AbIXaHWA BbIABUI,
YTO B rpynne 3/10ynoTpebnaoLWwmx afKkoronem B cpaBHe-
HUM C PeCcnoHAEHTAMU, YMEPEHHO YNOTPebNAWMMM
ankoronb, LOCTOBEPHO Yalle BCTpeyaeTcAa XPOHUYECKnI
HeOOCTPYKTUBHbIN BPOHXNUT (26,2%, t=2,58). B KOHTpONE,
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B rpyrnne yMepeHHo ynoTpebnaioLLmx ankoronb
LOCTOBEpPHO 6osiblue NnL, 340POBbLIX B NyJb-
MOHOJTIOTMYEeCKOM OTHoLWeHun (t=4,58), uem
cpenun pecnoHAEeHTOB, 3/10ynoTpebnanLwmx
ankoronem.

BbiABNEHO, UTO YeM yvaule paboTatowme
ynoTpeOb/saT aIkorosb, TEM Bbille Pacnpo-
CTpaHEeHHOCTb 3ab0NeBaHUI OPraHOB AbIXaHUA.
B uenom no npegnpuATUIO HaMEHbLLEE YNCO
N1L 340POBbIX B MY/IbMOHONIOMMYECKOM OTHO-
LIeHMM OTMEYEHO NPY YacToTe ynoTpebneHus
3-4 pa3a B Hepgento (35,3%). JaHHbI Noka3aTenb
[JOCTOBEPHO HVXe B rpynne ynotpebnaowmx
ankoronb 1-2 pa3a B Hepento (65,2%, t=2,36) n
pexe 1 pa3a B mecal (73,3%, t=2,62).

Ounsnyeckas akTUBHOCTb paboTatowmx
OKa3blBaEeT BAUAHME Ha Pa3BUTME HEBPOSIOTU-
yeckol naTonornu. Tak, HaMMeHbLLWIA MPOLEHT
NN, 300POBbIX B HEBPOOTMYECKOM OTHOLLIE-
HWUW, BbIABNEH B rpynne pu3nyeckn He akTuB-
HbIX pecrnoHAeHToB (62,8%), UTO AOCTOBEPHO
HUXKe, YeM B FpyNne pecrnoHAeHTOB, AeNaloLwmnx
dusnueckne ynpaxHerunsa (82,1%, t=2,44) n 3a-
HUMaloLWKMxca cnopTom (84,9%, t=2,63).

MNpoBepaeHa oLeHKa BIMAHNA 0bpa3a »Ku3-
HW Ha NoKasaTenu aganTauMOHHOIro NOTeHUN-
ana (A). YcTaHOBNEHO, YTO HanbobLLWIA NPO-
LUeHT Ny C yOooBNeTBOpUTENbHON aganTtaunen
3aperncTpMpoOBaH B rpynne pPecroHAeHTOB CO
cnabow cTeneHbio 3aBUCMMOCTY OT Tabaka (t=-
2,44). Cpeaun nuL, C 0YEeHb BbICOKOW CTEMEHbIO
TabauHOM 3aBUCMMOCTHN («3NTIOCTHbIE KYpUib-
LUMKM») 3HAUNTESNTIbHO 60SblIe PECNOHOEHTOB C
Hanpa)keHneM MexaH13MOoB aganTaLuu.

Ha apganTayMoOHHble BO3MOXXHOCTU Opra-
HMU3Ma YMEPEHHYIO CTeMNeHb BAMAHUA OKa3bl-
BaeT CTax KypeHusa (r=-0,4). COOTBETCTBEHHO,
yem 6orsiblLe CTaX KypPeHMs, TEM HUXE YPOBEHb
aganTauNOHHbIX BO3MOXKHOCTEN OpraHm3ma
paboTaiowmx.

B rpynne nuu, NcnbiTbiBalOLWMX HaNpsXKe-
HMe mMexaHU3MOB afdanTauuu, 75,7% 3noyno-
TPebNAT anKkorosiem, YtTo 4OCTOBEPHO bosblie
B CpaBHEHUWN C peCnOHAEeHTaMM1, UMELNMMI
HopMmanbHylo agantauuto (50,6%, t=4,05).
Cpepmn pecnoHAEHTOB, YMEPEHHO ynoTpebna-
IOLWMX anKkorofib 4OCTOBEPHO 6osblue nuL ¢
yaoBneTBopuTenbHON agantauuen (20,3%,
t=2,39). Takum o6pa3om, Yem Bbllle CTeMeHb
yrnoTpe6nieHns ankorons, TeM HXKe YPOBEHb
Al paboTatowmx.

NMpoBefeHHbIN aHanNM3 NnokKasan, Ha-
CKOJIbKO PabOTHMKM C pa3HbIM YPOBHEM
afanTauVOHHbIX BO3MOXHOCTEN YCTONUMBDI




K cTpeccy. B uenom no npegnpuatuio
HanbONbLIMIA NPOLIEHT ML, MPaKTUUYECKN
He NCNbITbIBAOLWNX CTPECC, BbIABNEH B
rpynne nuy ¢ HOpManbHOW aganTaumnen
(60,2%, t=2,0), UTO [OCTOBEPHO BbiLLE B
CpPaBHEHUM C FPYMNMNon PecrnoHAEeHTOB,
VMELWNX HaMpAXeHne MexaHn3MoB
ajantaunm (47,9%). Takxke 60NbLUINHCTBO
pecnoHAeHTOB C HOPManbHOW aganTaum-
e NPaKTMUYeCKN He NCMbITbIBAKOT CTpecC
Ha paboTe (81,3%). OTOT NoKaszaTtesb B
rpynne nuuy C HaNPsKeHNeM MEXaH3MOB
aganTauuu OCTOBEPHO HMXKe (65,4%,
t=3,03). Kak 1 B Lieniom no npegnpuAaTuio,
paboTatoLe OCHOBHbIX NOAPa3aeneHnin
C HOpMaJibHbIM YPOBHEM aganTauuu go-
CTOBEPHO 6osiee yCTOMUMBBI K CTpeccy
Ha paborte (80,0%, t=2,16) n oma (88,9%,
1=2,36), Uem 1X Kosuieru, UCrbiTbiBaloLwue
Hanps)KeHne MexaHM3MoB agantayum
(66,5% 1 80,9% COOTBETCTBEHHO).

3HauuTenbHaA gonAa Ny C Hop-
MasnbHbIM YpoBHeM aganTtauum (80,7%,
t=2,55) oTBETWN, YTO MMEIOT CMIOKOWHbIE
n gobporkenartesibHble OTHOLIEHUA B
TPYLOBOM KOJIJIEKTUBE.

N3yueHo BnuAHMe pusnyeckon
aKTUBHOCTW Ha QyHKLMOHaNbHblE BO3-
MOXHOCTW opraHu3ma. Cpefu nuu, C ygo-
BNETBOPUTENIbHBIM YPOBHEM afanTauum
[IOCTOBEPHO 6OJIbLLIE UL, 3aHUMAIOLLIVIX-
ca cnoptom (31,0%, t=2,16).

YCTAaHOBNEHO, YTO B LENIOM MO
npeanpuATrio B 6onbluein CTeneHn co-
671104al0T PEXMM NMUTAHNA PECMTOHAEHTDI
C HaNpAXeHNeM MexaH13MOB aganTauum
(70,6%, t=2,23), UTO AOCTOBEPHO BbILLE,
yem B rpynne nvLy ¢ HopManbHOW agan-
Taumen (57,1%). Cpegn pecnoHAeHTOB C
HOpPMasibHOW aganTaumen BbiABEH 3Ha-
YNTESIbHbIN NPOLEHT NKL, NUTAOLWNXCA
beccuctemHo (42,9%, t=2,23). Takum
06pa3om, PeCcrnoHAeHTbl C XOPOLNM
ypoBHeM All B MeHbLUel CTeneHn cnegar
33 CBOUM PEXUMOM NUTaHKA.

Macca Tena oka3bIBaeT BNAHNE KaK
Ha COCTOAHME 30POBbA B LIESIOM, TaK U
Ha ypOBeHb ajlanTaLMIOHHbIX BO3MOXHO-
cTeli opraHmama. Cpeau pecrnoHOeHTOB C
yAOBNETBOPUTENbHOM aganTaumen 3Ha-
ynTesibHoe 6ONbLINHCTBO UMEIKT HOP-
ManbHyto maccy Tena (86,4%). B rpynne
JAL, NCMbITbIBAKOLWNX HANPAYKEHNE MeXa-
HM3MOB aianTaLnmM AaHHbIN NOKa3aTenb
[OCTOBEPHO HUxe - 40,3% (t=9,66).

SANATATE PUBLICA SIMANAGEMENT

MpoBeneHHbIN aHanu3 BnmAHNA Al Ha npodeccnoHanbHo
06yCnoBneHHy0 naTosiornto onpegennn, Yyto pabotatowme
OCHOBHOTO MPOV3BOACTBA C YAOBNETBOPUTENLHOM afanTaLmei
6osee 300pOBbI B NMYNIbMOHOIOMMYECKOM OTHOLEHUN (74,2%,
t=3,16), ueM nx Konnern ¢ HanpsxeHnem agantaumm (53,4%).
MpaKTnyeckn Bce paboTatoLue C yLOBNETBOPUTENIbHOW agan-
Tauuen (95,2%) 300poBbl B HEBPOIOTMYECKOM OTHOLLIEHUM.
Cpepnm pecnoHAEHTOB C HanpsaXeHeM MeXaHU3MOB aganTauum
NPOLEHT NKL, 310POBbIX B HEBPOJIOrMYECKOM OTHOLLEHWN A0-
CTOBEPHO HuXe (76,9%; t=4,56).

3yyeHa 3aBNCMMOCTb CAMOOLIEHKU 310POBbA Y BENTUYMHDI
All. YcTaHOBNEHO, YTO PeCNOHAEHTbI, OLIEHMBAOLLME CBOE 340-
pOBbe KaK Xopollee, OCTOBEPHO Yalle UMEKT HOPMAsbHbIN
ypoBeHb afgantauuu (t=2,12). Torga Kak ux Konneru, Kotopbie
OXxapaKTepun3oBany CBOE 30POBbe Kak cpefHee, JOCTOBEPHO
YaLle UCMbITbIBAIOT HAaNPSXXeHNEe MEXaHN3MOB aganTauui.

[ns ycTaHOBREHUs pPonuv OTAENbHbIX GpaKTOPOB Ha 340-
poBbe NPOoBefeH pacyeT 3HauYeHs xn-kBagpat (x2) u BKnaga
¢dakTopoB B 06LLee BNMAHKE Ha MOKa3aTeny 3aboneBaemMocTu.
Pe3ynbTaTtbl MCcCnefoBaHMA NOKa3anu, YTo B OCHOBHOM MPOU3-
BOJCTBE MMaBHbIMU GaKTOPaMU, CMOCOOCTBYIOLLMUN PA3BUTUIO
MyNbMOHOJIOMMYECKOW U HEBPOOMMYECKOI NATONOrn Ha poHe
HebnaronpPUATHbIX yCOBUIA NPON3BOACTBA, ABNATCA CTEMEHD
ynoTpebneHuns anKkoross, aHamHe3 KypeHus, 4acToTa CTPeccoB
[lOMa 1 Ha paboTe 1 ypoBeHb fenpeccun (Tabnuubl 2, 3).

Ta6bnuua 2

OmHocumenbHas 00718 8/IUSHUA 0MOe/IbHbIX d)aKmopoe Ha
nNys1ibMOHOJ102U4Y€eCKYHo 3a6onesaemMocmeo pa6omaf0Luux

®akmop pucka Cuna enusanus, | OmHocumesbHAA
%2 00715 (%)

1. CreneHb ynotpebneHuns ankorons 820,0 36,09

2. AHamHe3 KypeHuA 404,0 17,78

3. YacToTa cTpeccoB foMa 204,0 8,98

4. YpoBeHb filenpeccum 161,0 7,09

5. YacToTa cTpeccoB Ha paboTe 146,0 6,43

6. Pexkum nutaHuaA 37,0 1,63

7.YpOBeHb yTOMJIEHNA 35,0 1,54

8. YpOBeHb TPEBOXHOCTHU 34,0 1,50

9. Hu3Kana ¢pusmyeckas akTMBHOCTb 13,0 0,57

Ta6bnuua 3

OmHocumenbHas 00718 8/IUSHUA 0MOe/IbHbIX d)GKmOPOG Ha
HegpoJioeu4yeckyro 3a6osesaemMocmeo pa6omaf0Luux

®akmop pucka Cuna enuaHusa, | OmHocumesnbHas
%2 0014 (%)

1. CreneHb ynotpebneHus ankoronsa | 390,0 35,20

2. AHamHe3 KypeHuA 180,0 16,25

3. YacToTa cTpeccoB foMa 95,0 8,57

4. YacToTa cTpeccoB Ha paboTe 86,0 7,76

5. YpoBeHb fenpeccun 80,0 7,22

6. YpOBEHb TPEBOXHOCTYU 27,0 2,44
7.YpOBeHb yTOMJIEHNA 26,0 2,35

8. Pexxnm nutaHusA 19,0 1,71

9. Hu3KanA ¢pusmyeckan akTMBHOCTb 11,0 0,99

21




[nAa onpepeneHna coyeTaHHOro BAUAHUA
OAHOBpPEeMEeHHO ABYX GaKTOPOB Ha Nokasartenu
3ab6oneBaemMocTy paboOTHMKOB NpPeanpuUATUs Npo-
BelleH perpeccuUoHHbI aHanus. MNpu coyeTaHHOM
BAUAHMK, TabakoKypeHue 1 3noynotpebneHve an-
Koronem, ABAAIOTCA CMHEPTMCTaMN U 3HAUYNUTESIbHO
MOBbLILAKT PUCK Pa3BUTKA 3aboneBaHUn OpraHoB
AblXxaHuA cpean paboTHMKOB OCHOBHOrO NMpPous-
BOACTBA, OKa3blBaA MeHbllee Mo Cuie BAUSHME B
KOHTPONbHOW rpynne.

BbiBOAbI M peKOMeHzauun

Taknum o6pa3om noeefeHYeckMmn paktTopamm
puvcKa, ycyrybnaowmmmn gencTene Hebnaronpu-
ATHBIX YCJIOBUI TPYAa Ha OTKPbLITON yriepobbiye 1
YCUNMBAOLWUMUN PUCK PA3BUTKA MyNbMOHOJIOTMYe-
CKOW Y HEBPOJIOrNYeCcKon NaTonoruu, ABAAIOTCA CTe-
neHb ynoTpebneHus anKkoross, aHaMHe3 KypeHus,
CTpeccbl AoMa U Ha paboTe. Jlvuya ¢ BblpaXKeHHON
CTeneHblo TabayHOM 1 ankorosibHOWM 3aBMCUMOCTU
UMeloT 6osiee HM3KMe NokasaTenn aganTaunuoHHo-
ro noTeHUuana u, cnefoBaTenbHO, 60NbLWNIA PUCK
pPa3BUTUA NATONOMMYECKUX CUHAPOMOB 1 3abone-
BaHui. PakTopamm ob6pasza *KM3HU, BAUAIOLWMMMK Ha
CHWKeHME afanTaLIOHHOrO NOTeHLMana, ABSTCS
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SPITALICESTI IN REPUBLICA MOLDOVA

Summary

Up-to-datedness and outlooks of development of the Medical Hospital Assistance

in the Republic of Moldova

The organizing and structural reform carried out in the last years, as the official ad-
mission of the medical assistance offered by the medical institution caused directly
the substantial decrease of the allowances devoted to the financing of the health :
sphere (from 5.7 % in 1997 to 3% in 2003 from the Gross Domestic Product), fact :
that influenced negatively the quantity and quality of the medical assistance offered :

to the population.

Another default in the health system was conditioned by the fact that it didn't insure :
an afficient and progressive modality in the optimization of the medical services costs;
the decrease of unproductive expenses, the effective management of the financial :

sources and the strengthening of the technical-material basis.

Seeing that in the years 2000-2003 the public health financing covered only 50-60% fiom
the necessities, it had to use serious modifications in the organization of the medical as- :
sistance adjustment. Among all the studied and proposed methods by the Health Ministry, :
that were in accordance with the unsolved problems, the compulsory insurances of medical

assistance were chosen, implemented in practice at the st of January 2004.

Nowadays, the National Health Policy is serving already as a tool of systematic approach
of the health problems and of the integration of the intersectorial efforts, in the aim of the

improvement of the life quality and of the population health during the whole cycle of life.

Key words: the health of the population, healthcare financing, the cost of medical

services, stationary medical assistance, compulsory medical insurance.
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Actualitatea temei

Grija fata de sdnatatea
populatiei este un obiectiv
primordial in politica orica-
rui stat, deoarece sandtatea
constituie valoarea cea mai
de pret si este o componenta
indispensabila a dezvoltarii si
prosperarii sociale.

Reforma organizatorica
si structurala efectuata in anii
precedenti, precum si admi-
terea oficiala a prestarii ser-
viciilor medicale cu plata de
catre institutiile medicale au
condus nemijlocit la reduce-
rea substantiala a alocatiilor
destinate finantarii sectorului
sanatatii (ca procent, din PIB,
de la 5,7% in 1997 la 3% in
2003), ceea ce a influentat
negativ asupra volumului si
calitatii asistentei medicale
acordate populatiei.

Sistemul de sanatate nu
asigura o modalitate adecvata
si progresista de optimizare a
costurilor serviciilor medicale,
reducerea cheltuielilor nepro-
ductive, gestionarea eficientd a
surselor financiare si consolida-
rea bazei tehnico-materiale.

Pornind de lafaptul cain
anii 2000-2003 finantarea sa-
natatii publice acoperea doar
50%-60% din necesitati, s-a
recurs la schimbari profunde
in organizarea acordarii asis-
tentei medicale. Dintre toate
metodele studiate si propuse
de Ministerul Sanatatii, care ar
fi putut solutiona problemele
acumulate in sistem, au fost
alese asigurdrile obligatorii
de asistenta medicala, im-
plementate in republica in-
cepand cu 1 ianuarie 2004.




Actualmente, Politica Nationala de Sanatate
serveste drept instrument de abordare sistemica a
problemelor de sanatate si de integrare a eforturilor
intersectoriale, cu scopul ameliordrii sanatatii po-
pulatiei pe parcursul intregului ciclu de viata. Statul
va asigura in continuare monitorizarea respectarii
obligatiunilor partenerilor antrenati in implementa-
rea strategiilor elaborate si aprobate in baza Politicii
Nationale de Sanatate, inclusiv coordonarea coope-
rdrii internationale in domeniu.

Obiectivele lucrarii

Conform situatiei actuale din asistenta medicala
spitaliceasca din republica, in functie de teritoriu si
fondator, spitalele existente se clasificd in: a) raionale;
b) municipale; ¢) republicane; d) departamentale.

Tabelul 1
Numdrul si tipurile de spitale din Republica Moldova

Raionale | Munici Republicane Departa-

pale mentale
2003 | 35 10 17 35
2006 | 35 9 18 10
2007 | 34 10 18 11
2008 | 34 10 18 11

Trebuie sa tinem cont de faptul ca eficienta sec-
torului spitalicesc depinde de rezultatele activitatii
medicinei preventive, celei primare, de urgenta si a
celei specializate de ambulatoriu. Actualul sistem se
confrunta cu o problema majora, sianume reducerea
accesului populatiei la serviciile medicale, care ar
putea fi rezolvata numai prin diversificarea formelor
de prestare a serviciilor, prin dezvoltarea parteneria-
tului social si a parteneriatului public—privat la nivel
national si local.

In cadrul asigurarilor obligatorii de asistents
medicald, gratie masurilor de optimizare si eficien-
tizare a fondului de paturi din sectorul spitalicesc,
numarul de paturi din subordinea Ministerului Sana-
tatii inregistreaza o descrestere in dinamica cu 8,3%
- de la 21813 paturi in anul 2003 pana la 19997 de
paturi in anul 2008.

Tabelul 2

Dinamica numdrului de paturi si asigurarea populatiei cu
paturi spitalicesti (anii 2003-2008)

Anii Numdrul de paturi (date | Asigurarea cu paturila
absolute) 10000 de locuitori
2003 21813 60,3
2004 20752 57,5
2005 20457 57,0
2006 20265 56,6
2007 19856 55,6
2008 19997 56,0
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in baza analizei obiective a indicatorilor ce ca-
racterizeaza eficacitatea utilizarii fondului de paturi,
conform tipurilor de spitale din Republica Moldovain
perioada 2003-2008, am remarcat ca unele institutii
medicale spitalicesti inregistreaza un randament
redus de utilizare a fondului de paturi. Astfel, trebuie
elaborate standarde nationale privind functia medie
anuala a unui pat, dupa tip si profil, in concordanta
cu volumul de cazuri tratate.

Tabelul 3

Dinamica indicatorilor functiondrii patului in spitalele din
RM si nivelul de spitalizare a populatiei (anii 2003-2008)

Tipurile de spitale
Indicatorii principali Anii
ndicatorii principali i T Rao- Repu-
cipale | nale | blicane

Durata medie de utilizare a

patului pe an 2003 303 | 260 294

2004 196 | 216 250

2005 | 286 | 235 289

2006 | 300 | 241 293

2007 | 303 | 250 302

2008 313 267 306
Rotatia patului 2003 | 346 | 280 | 19,7
2004 | 346 | 293 | 184

2005 | 32,2 | 306 | 21,0
2006 | 33,0 | 320 | 21,0
2007 | 350 | 330 | 220

2008 36,0 | 350 | 230
2003 8,7 9,2 14,9
Durata medie de spitali-| 2004 | 7,9 74 | 136
zare 2005 8,9 7,7 13,8
2006 9,0 8,0 13,0
2007 9,0 8,0 13,0

2008 8,7 79 13,1
2003 152 | 10,4 -

Nivelul de spitalizare a bol-| 2004 | 150 | 10,0 -
navilor la 100 de locuitori 2005 | 12,1 | 101 -

2006 | 12,5 | 10,2 -
2007 | 129 | 10,5 -

2008 | 13,3 | 11,0 -

O problema aparte, ce necesita o analiza mai
minutioasa, este finantarea spitalelor. Analizand
cheltuielile institutiilor medicale spitalicesti subor-
donate Ministerului Sanatatii pe anul 2007, precum
si structura lor, deducem:

- 51,9% - retribuirea personalului si achitarea
contributiilor obligatorii de stat

- 3,6% - alimentarea pacientilor

- 17,5% - procurarea medicamentelor si mate-
rialelor consumabile

- 6,1% - achitarea cheltuielilor pentru serviciile
comunale

- doar3,0% revin pentru intretinerea bazei mate-
riale, procurarii de utilaj medical si cheltuielilor
de gospodarie




6.1
10.9 O Retribuirea muncii
OAlimentarea
41 BAMedicamente
O Contributii obligatorii de stat

OAlte cheltuieli de gospodarie

17.5 O Cheltuieli de regie

3.6
Fig. 1. Structura cheltuielilor inregistrate in spitale ( anul 2007).

Dupa cum vedem, cota cheltuielilor pentru dotarea institutiilor cu
utilaj medical si consolidarea bazei tehnico-materiale, nemaivorbind de
implementarea posibila a unor noi tehnologii medicale moderne este
extrem de mica.

In cadrul asigurarilor obligatorii de asistenta medicala spitalul a fost
si va ramane cea mai costisitoare veriga a sistemului de sanatate. Din acest
motiv, managementul spitalului trebuie sa devina un factor important
pentru gestionarea adecvata a intregului sistem de sanatate publica.

Misiunea principala a spitalului consta in furnizarea unei asistente
medicale de calitate pacientului, in limitele cunostintelor si resurselor
curente accesibile. Totodata, spitalul mai are si alte obiective. El isi aduce
contributia importanta la viata sociald, oferind locuri de munca, stabilitate
financiara si prestigiu, efectuand cercetari stiintifice si asigurand accesul
populatiei la asistenta medicald. Reiesind din toate acestea, noile cerinte
fata de un spital modern impun o intoleranta totala fata de utilizarea ne-
corespunzatoare a resurselor, dublarea serviciilor si functionarea ineficienta
a echipamentului medical etc.

Concomitent cu avansarea realizdrilor tehnologice sia managementu-
lui sanitar, spitalul, ca veriga importanta a sistemului de sanatate, trebuie sa
sufere modificdri in structura sa organizatorica. Asistenta medico-sanitara
bazata pe tehnologii avansate, insotita de reducerea numarului de zile/pat,
conditioneaza necesitatea modificarii organigramelor traditionale prin in-
troducerea unor noi subdiviziuni preocupate de audit intern, marketing,
monitorizare a calitatii etc.

Reorganizarea serviciilor spitalicesti si utilizarea rationala a paturilor
pot fi realizate, daca orientam eforturile comune in trei directii principale:

1. Asigurarea echitatii si eficientei asistentei spitalicesti;

2. Restructurarea sectorului spitalicesc;

3. Optimizarea utilizarii spitalului si a numarului de paturi.

Trebuie sd recunoastem ca activitatea institutiilor medico-sanitare
publice, timp de mai mult de cinci ani, in cadrul asigurarilor obligatorii
de asistenta medicald nu a facilitat aparitia unei concurente sanatoase
pentru atragerea pacientilor, ci a tins spre mentinerea cu orice pret a in-
frastructurii.

In opinia mai multor experti, asistenta medicala spitaliceasca din
Republica Moldova necesita sporirea eficacitatii serviciilor prestate, argu-
mentarea si implementarea etapelor serviciilor spitalicesti, cu utilizarea
optima a fondului de paturi la nivel national.

O alta problema serioasa ramane a fiimbunatatirea continua a calitatii,
care presupune abordari multidisciplinare ale tehnologiior aplicate, dar si
cautarea unor cai mai reusite de functionare si satisfacere a necesitatilor
pacientului spitalizat.

In acest context, consideram necesar sa revenim si la lista medica-
mentelor incluse in standardele medicale care, in mod direct, reduc durata
de spitalizare a pacientilor. Ar fi de dorit ca aceste medicamente, sa fie
integral incluse in lista de achizitionare centralizata de catre Agentia Medi-
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camentului. Numai excluderea
acestor fenomene va duce la
o echilibrare a calitatii si cost-
eficientei.

Concluzii

1.

Asistenta medicala spita-
liceasca din R. Moldova
a trecut prin mai mul-
te etape de dezvoltare,
acumuland experienta si
ocupand locul sau meritat
in sistemul de sanatate
publica.

Procesul de reformare si
reorganizare a asistentei
medicale spitalicesti, in-
ceput la finele secolului
trecut, trebuie continuat
si definitivat.

Este necesar de a elabora
si implementa concep-
tia esalonarii asistentei
medicale spitalicesti, in
conformitate cu divizarea
administrativ-teritoriala a
tarii.

Modernizarea spitalelor
existente, la toate nive-
lele, prin consolidarea
bazeitehnico-materiale si
implementarea tehnolo-
giilor medicale avansate
urmeaza a fiapreciata ca
un pas strategic impor-
tant, ce tine de respon-
sabilitatea fondatorilor

si o directie prioritara in
activitatea managerilor.
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Summary

Management and strategic directions
in the concept of quality of health
services

The problems of the medical services
quality in the article. The main strate-
gy directions of the medical assistance
quality concept are represented. The
necessity of unique medical standards
for medical personal training is un-
derlined in this article.

Key words: management, compulsory
medical insurance, professionalism,
clinical protocols, medical assistance
quality, strategy, conceptions
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MANAGEMENTUL $I DIRECTIILE
STRATEGICE ALE CONCEPTIEI CALITATII
SERVICIILOR DE SANATATE

Victor TOLMACI, Victor CATANA,
Stefan MAHOVICI,
Centrul National de Management in Sénitate

Realizarea conceptiei si strategiei de dezvoltare continud a calitatii
serviciilor medicale constituie o componenta distincta a proceselor de
consolidare a sistemului de sanatate.

Implimentarea asigurarilor obligatorii de asistenta medicala duce
la schimbari esentiale in gestionarea calitatii serviciilor in institutiile
medicale de orice nivel. Satisfacerea deplind a necesitatilor si astepta-
rilor pacientului, poate fi obtinuta nu numai prin acordarea serviciilor
medicale calitative, ci si prin activitatea performanta a tuturor diviziu-
nilor institutiilor medico-sanitare.

Ridicarea nivelului profesional al personalului medical duce
nemijlocit la imbunatatirea calitatii serviciilor medicale prestate.
Prestatorul trebuie sa posede cunostinte si deprinderi ample bazate
pe un sistem de date performant, folosind protocoale clinice privind
dezvoltarea stiintei medicale contemporane. Apare necesitatea per-
fectionarii continue a cunostintelor si deprinderilor prin cunoasterea
tehnologiilor moderne. Lucratorii medicali trebuie nu doar sa ridice
nivelul calitatii serviciilor medicale, ci si sa contribuie la ameliorarea
calitatii sistemului ocrotirii sanatatii in intregime.

In urmaimplementarii asigurarilor obligatorii de asistenta medicala
au apdrut un sir de tendinte pozitive, ca adresarile mai frecvente ale
populatiei la medic, tratarea gratuita in stationar, asigurarea cu medi-
camente gratuite sau cu pret redus in cazul anumitor boli si stari etc.

Concomitent, se evidentiazad si fenomene nedorite, cum ar fi
reducerea duratei tratamentului in stationar (un numar limitat de
zile in functie de profilul maladiei), care duce la schimbarea radicala a
mentalitatii medicilor si pacientilor.

Asigurarile obligatorii de asistenta medicala duc la schimbari
esentiale in gestionarea calitatii serviciilor prestate in toate institutii-
le medicale, indiferent de nivel. Asistenta medicala de calitate inalta
are ca scop efectuarea corespunzatoare a interventiilor cunoscute in
practica medicald ca fiind lipsite de riscuri, pe care societatea ar avea
posibilitate sa le acopere financiar si care ar reduce invaliditatea si
mortalitatea populatiei.

Functiile managementului calitatii trebuie sa fie:

e  planificarea - activitatea de stabilire a obiectivelor in domeniul
calitatii si selectarea resurselor financiare pentru satisfacerea ne-
voilor clientilor;

e  organizarea - stabilirea structurii organizatiei si definirea rolului
lucratorilor in asigurarea calitatii, creand mediul favorabil pentru
obtinerea performantelor;

e conducerea si coordonarea — structura organizatiei trebuie sa pre-
vada un manager superior sau consilii de calitate pentru stabilirea
politicii in domeniul calitatii;

e  imbunadtdtirea calitdtii - functie care determina in permanenta
modalitati de crestere a performantelor;
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controlul si evaluarea - activitati de suprave-
ghere a proceselor de evaluare a rezultatelor
obtinute in domeniul calitatii.

Evaluarea calitatii serviciilor medicale prezinta
interes atat pentru pacienti, medici, manageri ai in-
stitutiilor medicale, cat si pentru societate in general.
Calitatea serviciilor medicale uneori poate fi evaluata
cu greu. Multe activitati medicale nu pot fi atribuite
la categoria standarda. Asistenta medicala depinde
de starea pacientului si de aprecierea specialistului.
Aici o mare importantd are pregatirea profesionala
si specializatrea medicului. lar pacientul simte ca
doleantele lui sunt luate in consideratie si serviciile
medicale acordate sunt de o calitate inalta.

Nivelul de calificare a fiecarui specialist in
domeniul respectiv, de obicei, era apreciat pana in
prezent nemijlocit de administratie, de grupele de
control din cadrul institutiei si din afara institutiilor,
dupa un sir de indicatori. Astazi, in multe tari se uti-
lizeaza sistemul de audit medical pentru aprecierea
cat mai detaliata a nivelului calitatii serviciilor medi-
cale, bazat pe culegerea sistematica si aprofundata
a informatiei.

Sistemul anterior de acordare a serviciilor in
domeniul sanatatii a avut atat laturi pozitive, cat si
negative, fiind impartit in plan clinic si organizatoric.
in perioada de tranzitie, cu dificultati economice,
a devenit problematica finantarea adecvata a sis-
temului, care a dus la imposibilitatea intretinerii
infrastructurii, la majorarea cheltuielilor populatiei
pentru tratament. in majoritatea localitatilor, orga-
nele locale descentralizate si finantate neuniform nu
suntin stare sa sustina institutiile medicale. A devenit
imposibila recalificarea cadrelor medicale in fiecare
5 ani. Situatia se agraveaza si din lipsa de literatura
de specialitate. in final, toate acestea influenteaza
asupra acordarii calitative a serviciilor medicale.

in vederea mentinerii si imbunatatirii sanatatii
populatiei, a aparut necesitatea elabordrii conceptiei
de ameliorare a calitatii serviciilor medicale acordate
populatiei din Republica Moldova. Implementarea
acestei conceptii se obtine prin abordare complexa si
de sistem, necesitd sustinerea Statului, concentrarea
fortelor tuturor organelor responsabile siimplicarea
structurilor nestatale.

Directiile strategice principale ale conceptiei
sunt:
e ridicarea nivelului profesional al lucratorilor
medicali;
accesul liber al lucratorilor medicali la infor-
matie si resurse necesare pentru activitatea
profesionala calitativa;
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imbunatatirea accesului populatieila resursele
medicale si la informatia ce tine de problemele
primordiale ale sanatatii;

realizarea masurilor de ridicare a calitatii servi-
ciilor medicale;

elaborarea si perfectionarea mecanismelor de
reglare a domeniului serviciilor medicale.
Ridicarea nivelului profesional al personalului
medical influenteaza nemijlocit asupra calitatii
serviciilor medicale acordate. Prestatorul trebuie sa
posede cunostinte si deprinderi ample in domeniul
medical, bazate pe un sistem de date performant,
folosind protocoalele clinice privind dezvoltarea
stiintei medicale contemporane. Lucratorii medicali
sunt datori sa foloseasca in practica toate avantajele
stiintei, sa-si autoaprecieze calitatea activitatii lor,
sa fie capabili de a activa in cadrul proiectelor de
ameliorare a calitatii.

Reiesind din cele mentionate, sunt necesare:

1) elaborarea si implementarea standardelor
medicale unice de pregatire a cadrelor cuintegrarea
planului si programelor de studii la diferite nivele
de educatie;

2) perfectionarea programelor de studii, in
corespundere cu cerintele medico-sanitare ale tarii,
elaborarea strategiei de reformare a medicinei cu
evidenta epidemiologica, demografica si a schimba-
rilor sociale, cu folosirea cunostintelor internationale
acumulate in domeniul ridicarii calitatii si a medicinei
bazate pe dovezi;

3) ridicarea nivelului si imbunatatirea metodo-
logiei de predare, cu folosirea principiilor contem-
porane de valoare;

4) perfectionarea si evaluarea sistemului stiin-
tific de apreciere a cunostintelor si deprinderilor la
toate nivelele de studiere.
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Summary

Aim: This study aimed to determine
whether tissue harmonic imaging,
used for the assessment of infant hip
in terms of examination, contributes
or not to conventional gray-scale
ultrasonography.

Methods: Nine anatomic regions were
defined as standard views and assessed
with the use of a scoring system (1:
not seen, 2: seen uncertainly, 3: seen
acceptably, 4: well seen, and 5: very
well seen). Tissue Harmonic Imaging
was compared with conventional gray-
scale ultrasonography.

Results: When the overall average
score was considered, tissue harmonic
imaging was, in general, higher than
conventional gray-scale ultrasonog-
raphy in all anatomic regions. The
highest score was obtained in prom-
ontorium and the lowest in cartilagi-
nous acetabular rim. Tissue harmonic
imaging was significantly better than
the plain conventional gray-scale
ultrasonography (P <. 001).

Conclusion: /n the sonographic exam-
ination of infants between four and six
weeks, it was found that conventional
tissue harmonic imaging can provide
better reproducibility and demonstra-
bility than conventional gray-scale
ultrasonography.

Key words: Hip, scoring system, har-
monic imaging, ultrasonography.
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Introduction

Although developmental dysplasia of the hip (DDH) is defined
as abnormal development and abnormal size, shape or unsuitable
alignment of femoral head and acetabulum or both, there is no con-
sensus on a strict definition [1, 2, 3, 4]. Recently, frequency of DDH
has been reported as 0,7 to 20 infants per 1000 births [2, 4, 5, 6] and
these values can vary due to differences in diagnosis methods and
examination time.

Premature degenerative changes, impaired walking and
painful arthritis are predisposing factors in children with DDH. It is
recommended not to delay the early diagnosis of DDH and when
diagnosed, treatment must be started immediately [2, 7, 8, 9]. With this
background, it has been reported that clinical screening programmes
have an important role for the surgical treatment incidence which
may be required in future.

Routine clinical screening for DDH in neonates and infants was
firstimplemented by Ortolani, Von Rosen, while US utilization was in-
troduced by Graf et al., Berman and Klenerman, Harcke et al., Clarke et
al.[10, 17, 20]. Clinical tests that are used by Barlow and Ortolani are
simple tests with high sensitivity, which can be conducted in short
time for hip instability in neonates [1, 14, 15].

In several studies, clinical and ultrasonographic examination is re-
commended within several days following birth. However, it has been
determined that ultrasonography (US) is the basic imaging method
for infants younger than 3 months. During this period, conventional
radiology cannot be used (as the femoral nucleus of ossification is
not yet fully developed, thus it is necessary to wait until 3-4 months)
[7,16,17].

USis a simple, reliable and non-invasive examination method in
DDH 1, 9]. Additionally, when no abnormality can be found in clinical
examination, it is also a useful and adjunctive examination method
for detecting pathology [17, 18, 19, 20, 21, 22]. Accuracy is defined
as over 90 % [23]. Moreover, the most significant advantages of US
are lack of X-rays and the direct imaging of acetabulum and other
structures [22].

Tissue harmonic imaging (THI) is a new sonographic technique
relative to conventional sonography and it provides a potentially
better image quality (24). Recently, THI is being widely used and the-
re are also studies on several organs such as breast [25, 26], thyroid
gland [27], liver [28], gall bladder [29], carotid arteries [27] and bile
duct [30]. Kendi et al. suggested that THI has a positive contribution
to the visualization of ligamentous structures such as scapholunate
ligament [23]. Moreover, it presents no difficulty in use as it can be
activated by pushing a single knob [31, 32]. Some advantages of THI
are: improvement of signal-to-noise ratio, narrowing of the width of
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the ultrasound beam and reduction of side-lobe and
reverberation artifacts [29, 33, 34].

There are many studies suggesting that ultra-
sonography plays a fundamental role in assessing
developmental dysplasia of the hip [1]. Additionally,
there is a great number of studies about the potential
of tissue harmonicimaging forimproving the image
quality. All these studies drew the conclusion that
tissue harmonic imaging (THI) can provide a much
better image quality than conventional gray-scale
ultrasonography [25, 26, 27, 28, 29, 30].

The aim of the present study has been two-fold:
first, to compare CUS and THI in the assessment of
hip morphology and second, to assess the variation
between examiners.

Methods

Several authors suggest that it would be ap-
propriate to conduct ultrasonographic examination
right after birth, whereas others consider that 4-6
weeks of age would be more suitable for ultrasono-
graphic examination. In general, the most suitable
period is reported as between 4 and 6 weeks of age,
although additional studies are warranted on this
issue [1, 35, 36]. Consequently, the patient group
of the study consisted of healthy infants, with ages
ranging between 4 and 6 weeks, who were admitted
to pediatric outpatient clinic of Gulkent Hospital for
general examination. All the patients had undergone
physical examination for DDH and normal individuals
were subjected to sonographic examination.

Sonographic examinations were conducted for
108 hips of the 54 infants (23 boys and 31 girls). The
Graf technique was used in ultrasonographic exa-
mination of the hips. Each hip anatomic region was
systematically assessed by using a scoring system.

During the examination, 9 anatomic structu-
res, stated below as ‘definition of anatomic region,
were taken into consideration. These structures
were first examined using conventional gray-scale
ultrasonography (CUS) and then each anatomic
region was scored according to the scoring system
and their angles (alpha and beta) were measured.
Later, assessments were made with the help of THI,
following the same procedure. Consistent with
these results, patients were categorized according
to Graf classification. During this period, iliac bone
and promontorium were examined and classified in
terms of shape.

A single score between 1 and 5 points was
obtained for each anatomic structure examined in
the hip. Each hip was examined by 2 separate radio-
logists, who gave scores for anatomic structure in
accordance with the predefined criteria.
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All measurements were performed using a
CDI set: Logiq S6 (GE Medical System, Milwaukee,
Wisconsin, USA) with a 4.0-11.0 MHz multifrequency
linear transducer.

Statistical methods

The statistical analysis was performed by Sta-
tistics Package for Social Science (SPSS) 13.0 com-
puter software. A p value of < 0.05 was considered
statistically significant. Data were presented as mean
+ SD. When comparing means of the 9 anatomic
structures in the hip (comparison of conventional
gray-scale imaging with tissue harmonic imaging),
the Mann-Whitney U test was used. When compa-
ring means of the 9 anatomic structures separately
(comparison of conventional gray-scale imaging
with tissue harmonic imaging) the Independent
Samples T test was used.

Definition of scores

1. Not seen: not even suggestive of a structure.

2. Seen uncertainly: suggestive of a structure, but
structure cannot be clearly distinguished.

3. Seen acceptably: structure can be clearly distin-
guished.

4. Well seen: structure can be very well distinguis-
hed.

5. Very well seen: structure can be very well distin-
guished, no better visualization possible.

Definition of anatomic structures

1) lliac bone (Baseline shape): Shape of the ilium
was recorded in 3 types: straight, convex and con-
cave. Image clearance of ileal perichondrium and
periosteum was scored.

2) Promontory (Promontory of osseous acetabular
rim): Edge of the superior acetabular rim is represen-
ted as the point at which the flat surface of the ilium
meets the acetabular cavity. This was recorded in 3
types: angular or sharp, rounded or flattened and
insufficient scan quality.

3) Acetabular rim of the iliac bone (Bony moul-
ding): Evaluation of this structure was performed by
the image clearance.

4) Triradiate cartilage: Examination was madein
terms of image clearance.

5) Ischium: Judgement was made in terms of
image clearance.

6) Cartilaginous acetabular rim (Hyalinized
cartilage between the bony acetabulum and the
limbus): Examination was made in terms of image
clearance.

7) The Labrum acetabular (The limbus acetabular,
Echogenic lateral limbus, Fibrokartilage of the limbus)
and CLC (capsule-ligament complex): Thisis represen-




ted by the triangular echogenic structure extending
laterally from the cartilaginous rim.

8) Gluteus minimus, gluteus medius, gluteus
maximus and fibrofatty plane between these three
muscle planes: Examination was made in terms of
image clearance.

9) The ossific nucleus of the femoral head: 1t
was recorded attributable to its positiveness or ne-
gativeness, as well as medial or lateral location of
baseline.

Angle Measurement Criteria: The ‘alpha’ angle
is located between the baseline and the osseous
roof line, and the’beta’angle is located between the
baseline and the cartilaginous roof line.

alfa angle beta angle

1

Figure 1. Schematic drawing of the hip.

Results

The mean age of the total of 54 infants (23 male
and 31 female) was 34.22 + 3.94 days.

When all anatomic structures in the hip were
assessed in B-mode, the mean score (general mean)
for the first operator was 3,30; among these anatomic
structures the highest score was 3,56 for promonto-
rium and the lowest score was 2,69 for cartilaginous
acetabular rim (see table). When all anatomic struc-
tures in the hip were examined in B-mode, the mean
score (general mean) for the second operator was
3,19; among these anatomic structures the highest
score was 3,56 for promontorium and the lowest
score was 2,53 for cartilaginous acetabular rim (see
table). When B- mode examinations of the first and
second operators were compared, no statistically
significant difference was found (P = 0,599).

THI examinations of the first operator for all
anatomic structures of the hip identified a mean
score (general mean) of 3,92; among these anatomic
structures the highest score was 4,31 for promonto-
rium and the lowest score was 3,13 for cartilaginous
acetabular rim (see table). THI examinations of the
second operator for all anatomic structures of the
hip identified a mean score (general mean) of 3,19;
among these anatomic structures the highest score
was 4,21 for promontorium and the lowest score
was 3,01 for cartilaginous acetabular rim (see ta-
ble). When THI examinations of the first and second
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operators were compared, no statistically significant
difference was found (P = 0,529).

When CUS and THI means of the first operator
were compared, a statistically significant difference
was found between CUS and THI (P = 0,006). When
CUS and THI means of the second operator were
compared, a statistically significant difference was
found between CUS and THI (P = 0,016).

When means of each anatomic structure for
each operator were examined and compared (using
the Independent SamplesT test), a statistically signi-
ficant difference was detected (for both operators,
P <0,05).

In accordance with the measurements of the
first operator with tissue harmonic imaging, hip ana-
tomy was more clearly visible in 65,4% of the cases. In
the conventional gray-scale ultrasonography, it was
more clearly visible in 33,8% of the cases and worse
in only 3,6% (see table). According to the examina-
tion results of the second operator with tissue har-
monicimaging, the anatomy was more clearly visible
in 64,6% of the cases. In the conventional gray-scale
ultrasonography, it was more clearly visible in 35,7 %
of the cases and worse in only 2,5 % (see table).

Following the evaluation of all hips by both
operators, the first operator classified 46 hips as Graf-
la and 62 hips as Graf-Ib, while the second operator
classified 48 hips as Graf-la and 60 hips as Graf-Ib. Ho-
wever, no difference could be found as a result of CUS
and subsequent THI between the two operators.

When infants were classified in terms of risk, 6
infants had breech presentation and 24 infants were
first child of the family.

lliac bones were examined in all hips for baseline
shape. 76 hips were straight, 24 were concave and 4
were convex. According to the shape of promontory,
58 were angular or sharp, 46 were rounded or flatte-
ned. lliac bone evaluation results of both operators
were the same in terms of promontory. Ossified
nucleus was observed in 6 hips and both operators
defined them as medial of baseline. When THIand CUS
were evaluated with two operators, they suggested
that THI provided better image in 6 hips.

Recently, two different methods are being
used for hip US. The first one is a static technique
suggested by Graf [11, 20] and the second one is a
dynamic method defined by Harcke et al. [37, 38,
39]. The static method emphasizes morphology
and classifies the status of the hip on the basis of
angular measurements of alpha and beta angles [7,
21, 40]. The ‘alphg’ angle (the bony roof) is formed
by the intersection of the line parallel to the lateral
wall of the ilium and the line parallel to the osseous
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Tissue harmonic imaging compared with the B-mode ultrasonography

Mean score THI and B-mode

B-mode THI Better Same Worse

| Il | Il | Il | I | I
iliac bone 3,45| 4,09| 337| 4,01 72 73 34 32 2 3
Promontorium 356| 4,31 3,56| 4,27 81 78 27 29 - 1
Acetabular rim 3,52| 4,24| 3,55| 4,17 77 70 30 34 1 4
Triradiate cartilage 306| 3,67| 2,76| 3,38 71 68 33 39 4 1
Ischium 3,54 412 3,29 391 69 72 32 32 7 4
Cartilaginous Acetabular rim 2,69| 3,13| 2,53| 3,01 56 55 44 50 8 3
Labrum acetabular and CLC 3,23| 3,80| 3,05| 3,69 64 70 42 37 2 1
Gluteus muscle 3,37| 4,02| 3,42| 4,06 75 72 28 33 5 3
Nucleus of ossification (3,33)| (4,33](3,33|(4,33) (6) (6) - - - -
Average mean (score) 3,30 3,92| 3,19| 3,81 70,6 69,8 3,8 55,7 3,6 2,5

(65,4%) | (64,6%) |(31,3%) | (33,1%) | (3,3%) | (2,3%)

n: 54 infants ( male: 23, female: 31) and 108 hips
Score 1: not seen, 2: seen uncertainly, 3: seen acceptably, 4: well seen; and 5: very well seen.
Tissue harmonic imaging is better, the same or worse compared with the B-mode

acetabulum. The ‘betg’ angle (the cartilage roof) is
formed by the intersection of the line parallel to the
lateral wall of the ilium and the line parallel to the
roof of the cartilaginous acetabulum [1]. In the Graf
method, only a single appropriate coronal image is
sufficient for the hip to be examined. The infant shall
be in lateral decubitus position and the hip shall be
in 35 degrees of flexion and 10 degrees of internal
rotation. In this position, the morphological image of
the hip can be examined and angle measurements
can be conducted [1, 15, 41]. In the study, classifi-
cations are made by morphologic examination and
angle measurements are performed with the help of
the Graf method. According to the results obtained
from both operators, there were differences only in
2 hips. However, in both hips, there were no changes
following CUS and subsequent THI.

The rim of the bony acetabulum can be easily
seen in neonates; however, it may not be possible
to completely view image acetabulum in older
children due to the ossified femur head [42]. Ace-
tabulum was one of the structures which obtained
the highest scores both in CSU and THI conducted
by both operators. Cartilaginous acetabular rim
(hyalinized cartilage) in hip is hypoechoic and is
located between two echogenic structures such
as promontory and fibrocartilaginous limbus [22,
42]. Cartilaginous acetabular rim was one of the
structures which obtained the lowest scores both
in CSU and THI conducted by both operators. The
ossific nucleus of the femoral head can be seen as
echogenic femur head associated with hypoechoic
fields in other regions by US between 4-12 weeks
in neonates [42]. In the study, only 6 hips could be
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imaged by both operators and itis observed that THI
provides better image in all of them.

Conclusion

Breech presentation, female sex, positive family
history, firstborn status and oligohydramnios can be
included among the factors affecting DDH. Among
them, intrauterine position, sex and positive family
history are the most important risk factors [2, 4, 43,
44, 45]. None of our patients had family history. When
examined in terms of sex, 31 were female infants.
Six infants had breech presentation history and 24
infants were first child of the family.

The study investigated whether or not THI has
a contribution to conventional gray-scale ultraso-
nography. It was found that, in anatomic structures
defined by examination results of both operators
in US examination of infant hip, THI provides better
image quality than CUS. Although not significant,
it was also found that both examination methods
have a somewhat similar image quality. However,
the striking point is that the imaging quality of THI
was slightly worse than that of CUS in accordance
with the results of both operators.

As a result, it was determined that, in general,
THI is more useful for the evaluation of anatomic
structures than CUS and it provides a significant
contribution to image quality (figures 2a-2b).

We conclude that tissue harmonic imaging
provides a considerably better image quality in the
sonographic examination of the infant hip than CUS
and, thus, it would be beneficial as an adjunction for
CUS in sonographic examination.
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Figure 2. 34 days infant; B-mode (a) and tissue harmonic imaging (b), demon-
strating better visibility with tissue harmonic imaging.
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Summary

The impact of uterine myoma in preg-
nancy

The aim of the study was to evaluate the
interrelations between uterine myoma and
pregnancy. The study included 120 pregnant
women that were divided in two groups:
70 pregnant women with uterine myoma
in the study group and 50 pregnant women
without uterine myoma in the control group.
The pregnancy course and complications
were analyzed. Our results show that the
pregnancy associated with uterine myoma

is a pregnancy of a high risk because of

multiple possible complications. Practical
recommendations for pregnancy surveil-
lance in women with uterine myoma were
elaborated and methods for complications
prophylaxis were described.

Key words: uterine myoma, pregnancy,
complications, gynecological morbidity,
pregnancy management.

Peztome

Bo3zoeiicmeue muomvl mamxu ha pazeumue
oepemennocmu

Jannoe uccrneoosanue 6uiA6uUL0 83aU-
MoOeticmeue mexncoy bepemMeHnocmyio
u muomoti mamku. Obcaredosansvt 120
bepemenHbvIX, KOmopbvie ObLIU pa30eieHbl
Ha 08e epynnvl: 0cHOGHas epynna — 70
OepeMeHHbIX C MUOMOU MAMKU U KOHMPOTb-
Has epynna — 50 bepemennvix 63 Muombl
mamku. Bvinu onucanvl ocnoocnenusn 6o
8pems bepemMeHHOCU Y HCEHWUH C MUO-
Mmou mamxu. Ha ocnose nonyyennvix pe-
3Y16Mamo8 6vi10 NPOOEMOHCTNPUPOBAHO,
ymo bepemeHHOCmb, aACCOYUUPOBAHHAS
¢ MUOMOU MAMKU, Npeocmaeisem cooou
OepemMeHHOCb 8bICOKO20 PUCKA, UCX005
U3 BO3MONCHBIX MHOSOUUCTEHHBIX OCILOJIC-
nenuil. Ha ocnoge ucciedosanus bvLiu pas-
pabomansl npaxmuyeckue peKoMeHOayuu
no 6edeHut0 6epeMenHOCU V HCeHUUH C
MUOMOU MAMKU.

Knrwuessle cnosa: muoma mamxu, bepe-
MEHHOCb, OCILONCHEHUSA, 2UHCKOLO2UYe-
cKas 3a001e6aemMocmsb, 8e0eHue pooos.
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IMPACTUL MIOMULUI UTERIN
ASUPRA EVOLUTIEI SARCINII
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Natalia PRODAN, Gutiera DARII,
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si Farmacie Nicolae Testemitanu

Actualitatea temei

Miomul uterin este cea mai frecventa tumora genitala
feminina, care ocupa circa 10-27% in structura morbiditatii gi-
necologice [6]. In Republica Moldova frecventa miomului uterin
constituie 44,8 cazuri la 1000 de femei [9].

Incidenta asocierii miomului uterin cu sarcina, conform
datelor literaturii de specialitate, variaza intre 0,3% si 7,5% [8].
In studiile efectuate de Rasmussen K.L. et al., aceastd incidenta
constituie 0,1-5 % [10]. Dupa Stemberg M; Gladun E; Friptu V;
Corolcova N. (2002), prevalenta miomului uterin + sarcina con-
stituie 0,5-3% [13].

in ciuda progresului semnificativ din obstetrica moderna,
problema complicatiilor in sarcina insotita de miom uterin rdamane
actuald. Opiniile autorilor referitor la aceasta patologie raman
controversate.

Aydeniz B. et al. (1998) relateaza ca mioamele submucoase
retroplacentare maresc riscul retardului fetal (14%) si al abruptiei
placentare [1].

Kommos F. et al. (1993), din contra, afirmad cd existenta unei
corelatii intre prezenta fibroizilor uterini si insuficienta placentara
este incertd [7], pe cand Davis J. et al. (1990) sustin ca numarul,
dimensiunile sau localizarea miomului uterin nu influenteaza
evolutia si rezultatul sarcinii [3].

Efectul fibroizilor uterini asupra evolutiei sarcinii este dificil
de apreciat cu exactitate, din cauza lipsei trialurilor clinice mari.
in literatura de specialtate se observa o tendinta de a subestima
prevalenta fibroizilor in sarcind si de a supraestima complicatiile
care le sunt atribuite. In plus, pana in prezent nu exista o opinie
unanima asupra masurilor si cdilor terapeutice de conduita a
sarcinii complicate de prezenta miomului uterin.

Toate cele expuse impun necesitatea studierii mai profunde
a specificului evolutiei si conduitei sarcinii la gravidele cu miom
uterin, ceea ce ar putea permite prevenirea complicatiilor asociate
tumorii si fortificarea metodelor de supraveghere si tratament
aplicat.

Material si metode de cercetare

Studiul retrospectiv (perioada 2004-2008) a inclus 120 de
gravide, care au fost divizate in doua loturi:
lotul | (lotul de baza) a inclus 70 de gravide cu miom uterin;
lotul Il (Iotul-control) a cuprins 50 de gravide fara miom
uterin.
in studiu au fost utilizate urmétoarele metode de investigare:
selectarea datelor din documentatiea medicala;
e clinice:anamneza, examenul obiectiv general si cel obstetri-
cal;
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e  paraclinice: examenul ultrasono-
grafic si ecografie Doppler;

e de laborator: examenul histopa-
tologic al placentei si al pieselor
postoperatorii;

e  statistice de programare a in-
registrarilor si de prelucrare a
rezultatelor obtinute.

Rezultate si discutii

Varsta medie a gravidelor cu
miom uterin a constituit 32,17+1,6 ani,
iar varsta medie a persoanelor din lotul
de control a constituit 31,80+1,9 ani.

Analiza datelor referitoare la
mediul de trai denotd, ca marea ma-
joritate a gravidelor cu miom uterin
incluse in studiu proveneau din orase
si doar 25% din sate.

De asemenea, studiul atesta o in-
cidenta crescuta a miomului uterin la
femeile angajate in domeniul muncii
intelectuale si, deci, supuse mai frec-
vent factorilor psihogeni stresanti.
Astfel, majoritatea gravidelor din lo-
tul de baza erau functionare - 40 de
persoane (57,14 £ 5,91%), comparativ
cu lotul-control, in care in domeniul
muncii intelectuale erau incadrate 20
de gravide (40,00 T 6,93%).

Analizand datele ce se refera la
durata si intensitatea sangerarii men-
struale la pacientele incluse in studiu,
am constatat un ciclu normal, cu
durata de 25-35 de zile si o sangerare
menstruald normala la 66 de gravide
(94,29 £ 2,77%) din lotul de baza sila
50 de femei din lotul-control (100%).

Un ciclu prelungit, cu durata de
peste 35 dezile, s-a constatat doarlao
singura pacienta cu miom uterin (1,43 *
1,42%). O sangerare menstruala cu du-
rata de peste 7 zile (polimenoree) s-a
inregistrat la4 paciente (5,71 % 2,77%).
Cicluri neregulate din momentul in-
stalarii functiei menstruale au avut 4
gravide cu miom uterin (5,71 £ 2,77%).
Toate gravidele din lotul-control au
avut un ciclu menstrual regulat, nor-
mal ca interval si durata.

Studiind antecedentele persona-
le patologice, pentru toate categoriile
de varsta, am constatat o incidenta
relativ mai inalta a patologiilor extra-
genitale la gravidele cu miom uterin,
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comparativ cu cele din lotul-control. Astfel, calculand raportul dintre
numadrul de femei gravide cu miom uterin ce au suportat maladii
extragenitale si cele din lotul-control, a fost determinata o crestere
de 1,57 ori mai mare a frecventei maladiilor extragenitale la gravi-
dele cu miom uterin, comparativ cu cele fara miom uterin.

Colecestita cronica a fost depistata la 3 gravide cu miom uterin
(4,29+2,45%), pielonefrita cronica — la 7 gravide (10,00 £ 3,59%),
patologia glandei tiroide - la 2 femei (2,85 £ 1,99%), amigdalita
cronica in 5 cazuri (7,14 % 3,07%), pancreatita cronicd - intr-un
caz (1,43 T 1,42%), varice, patologie gastro-intestinald — la cate o
gravida cu miom uterin (1,43 £ 1,42%). Obezitatea in lotul de baza
a fost prezenta la 18,57% din femei.

Sintetizand datele referitoare la maladiile ginecologice ale
gravidele cu miom uterin, am stabilit ca din 70 de cazuri studiate, in
37 de cazuri au fost depistate maladii ginecologice in antecedente,
ceea ce constituie 52,85 % 5,97%. In lotul de control s-a constatat
prezenta bolilor ginecologice in antecedente doar la 3 gravide
(6,00 T 3,36%).

Studierea antecedentelor ginecologice la gravidele cu miom
uterin a evidentiat predominarea interventiilor chirurgicale pe uter
— 11 cazuri (15,71 £ 4,35%). Anomalii de dezvoltare au fost diagnosti-
catein 2 cazuri (2,85 T 1,99%), polichistoza ovariana in antecedente
afost evidentiata la 9 gravide (12,86 * 4,00%) din lotul de baza si doar
la una (2,00 = 1,98%) din lotul-control. Anexita in antecedente a fost
depistata la 1 gravida din lotul de baza (1,43 £1,42%) sila 2 gravide
(4,00 2,77%) din cel de control. Cervicita si colpité in antecedente
au suportat cate o sinqura gravida din lotul de baza si cel de control
- 1,43%1,42% si 2,00 £ 1,98%, corespunztor.

Tabelul 1
Frecventa maladiilor ginecolgice la gravidele incluse in studiu
Lotul de bazd Lotul-control
Nr. Nr.
Afectiuni asociate -
1 absolut Y= m% abso mE m,% p
de lut de
cazuri cazuri
Anomalii uterine 2 285+t 199% | -
Endometrioza 3 429t 2420 | -

Hipoplazie uterina - -

Operatii pe uter 11 1571% 4350 -

Operatii pe col - -

Polichistoza ovariana 9 12,86 X 4,00% | 2,00 T 1,98% | <0,05
Rezectie de ovar 1 143%5142% | -

Anexectomie - -

Anexita 1 1,43 + 1,42% 2 4,00 + 2,77% >0,05
Cervicita, colpita 1 1,43 + 1,42% |1 2,00 i 1,08% |>0.05
Sterilitate primara 2 2851 1,99% |-

Sterilitate secundara |10 14,29% 4,18% |-

Sarcind ectopica 1

1,43%1,429% |-
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Antecedentele personale ginecologice ale
gravidelor cu miom uterin se caracterizeaza printr-un
procent relativ inalt al sterilitatii. 10 gravide cu miom
(14,29 £ 4,18%) au suferit de sterilitate secundara,
sterilitate primara a fost inregistrata la 2 gravide (2,85
£ 1,99%). In cadrul lotului-control nu s-a evidentiat
nici un caz de sterilitate in antecedente.

La aproximativ %2 dintre gravidele lotului de
baza (33 de gravide (47,13 £ 5,97%)), miomul uterin
a fost diagnosticat in timpul sarcinii; la 18 gravide
(25,71£5,22%) - cu 1-2 ani inainte de sarcini. La
16 gravide (22,86 T 5,02%) miomul uterin a fost
stabilit cu 3-8 ani anterior sarcinii, iar in 3 cazuri (4,29
£ 2,42%) tumora a fost depistata cu 8 ani mai inainte
de instalarea sarcinii actuale.

Miom uterin unic a fost diagnosticat la 37 de
gravide (52,86 £ 5,97%), iar noduli miomatosi multi-
pli - la 33 de persoane (47,14 % 5,97%), astfel incat
rata gravidelor purtatoare de noduli miomatosi unici
si a celor cu noduli multupli a fost comparabila.

Examenul USG a evidentiat localizarea inter-
stitiala a nodulilor miomatosi la marea majoritate
agravidelor din lotul de bazd — 48 de cazuri (65,75 £
5,55%).1n 21 cazuri (28,77 £ 8,34%) au fost depistati
noduli subserosi si doar in 4 cazuri (5,48 < 2,66%)
- noduli miomatosi submucosi.

La o singura gravida din lotul de baza nodulul
miomatos de 7 cm era localizat la nivelul colului
uterin, producand deformarea acestuia. Conduita
obstetricala adoptata pentru aceasta pacienta a
impus finalizarea sarcinii prin operatie cezariana.

La 2 gravide (2,86 = 1,99%), la termenul sarcinii
de 7-14 saptamani au fost depistati noduli mioma-
tosi giganti, cu localizare intraligamentard, care
determinau tulburarea evolutiei sarcinii si simptome
de comprimare a organelor bazinului mic. Aceste
gravide au fost supuse miomectomiei conservative
la termenul de 16-18 saptamani de gestatie. Cu
3-5 saptamani inainte de interventie a fost initiata
terapia de pastrare a sarcinii, care prevedea admini-
strarea remediilor tocolitice.

in functie de dimensiunile nodulilor miomatosi
depistati la examenul ecografic, am constatat ca in
38 de cazuri (54,28 £ 5,95%) nodulii miomatosi aveau
dimensiuni mai mici sau egale cu 5 cm, in 26 de cazuri
(37,14 % 5,77%) acestia se incadrau in limitele 5,9-9,9
cm, iar in 6 cazuri (8,57 T 3,34%) nodulii miomatosi
depdseau 10 cm.

In 65 cazuri (92,86 £ 3,08%) placenta a fost
inserata la distanta de nodulul miomatos, iar in
5 cazuri (7,14% 3,08%) a fost constatata insertia
placentei la nivelul nodulului miomatos, fenomen
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ce implica riscuri majore de tulburari vasculare la
nivelul endometrului si al placentei, putand angaja
complicatii cronice de dezvoltare a fatului si acute
de decolare a placentei.

in cadrul studiului, monitorizarea dinamicii
cresterii nodulilor miomatosi a fost realizatd in baza
examenului ecografic efectuat sistematic pe parcur-
sul intregii sarcini. La cele 70 de gravide cu miom
uterin, in 41 cazuri (58,97 £ 5,88%) s-a constatat
lipsa dinamicii crestereii nodulilor miomatosi. La 23
gravide (32,45 % 5,59%) s-a inregistrat un ritm lent
de crestere a nodulilor miomatosi (cu 3-4 cm in dia-
metru), iarin 6 cazuri (8,57+3,35%) a fost depistat un
ritm rapid de crestere a miomului in timpul sarcinii
(cu 5-12 cm in diametru).

Rezultatele studiului nostru suntin concordan-
ta cu datele publicate in literatura de specialitate.
Astfel, conform opiniei lui Kypuep M.A. et al. (2001),
in marea majoritate a cazurilor nodulii miomatosi in
timpul sarcinii nu cresc, cu toate ca dilatarea vase-
lor sangvine, cu intensificarea debitului sangvin la
nivelul uterului, prezinta conditii favorabile pentru
cresterea tumorii [17].

Analizand datele referitoare la complicatiile
n sarcina asociata cu miomul uterin, precum si la
gravidele din lotul de control, am constatat prezenta
iminentei de avort spontan, intre 12-21 de saptamani
la 24 de gravide din lotul de baza (34,28 £ 5,67%),
frecventa aceleiasi complicatii in lotul de control a
constituit 8,00 % 3,84%, respectiv 4 femei din 50.

Rezultatele obtinute de noi sunt comparabile
cu cele ale lui Kypuep M.A. et al. [17], conform ca-
rora incidenta avorturilor spontane la gravidele cu
miom uterin variaza intre 6,4% si 36,1%, precum si
cu cele obtinute de JopoHuH 1., conform carora
rata avorturilor spontane la gravidele cu miom uterin
constituie 30 -75% [16].

Incidenta iminentei nasterii premature la gra-
videle cu miom uterin, conform datelor obtinute in
studiile efectuate de Monnier J.C. et al., reprezinta
17,02%.1n datele relatate de Thibaud S. et al. se men-
fioneaza ca iminenta nasterii premature se intalneste
la 24,6% din gravidele cu miom uterin [14].

Rezultatele studiului nostru demonstreaza o
frecventd mai mare a acestei complicatii la gravidele
cu miom uterin, comparativ cu datele publicate in
literatura de specialitate. Astfel, iminenta de nastere
prematura a fost constatata la 22 de femei (31,43
£ 5,55%) din lotul de baza si la 3 persoane (6,00
* 3,36%) din lotul-control, diferentele fiind statistic
semnificative (p<0,001).




Gestozele, de asemenea, reprezinta complicatii care se in-
talnesc frecvent la gravidele cu miom uterin constituind 15-20%
cazuri.

In cadrul studiului, disgravidii precoce au fost determinate
la 12 gravide din lotul de baza (17,14 % 4,50%) si la 6 (12,00
4,59%) din lotul-control, diferentele fiind statistic nesemnificative
(p>0,05). Rezultatele obtinute sunt similare cu cele descrise in
literatura de profil.

Necroza nodulilor miomatosi este una dintre complicatiile
grave intalnite in sarcina asociata cu miom uterin si se poate
declansa la orice termen de gestatie. Conform datelor literaturii,
frecventa acestei complicatii variaza de la 6% la18%.

in cadrul studiului nostru, necroza aseptica a nodulului
miomatos s-a produs in 2 sarcini, constituind 2,86 £ 1,99%. Ast-
fel, incidenta inregistrata de noi este inferioara acestor limite,
fiind insa comparabile cu datele obtinute in studiile efectuate
de Strobelt N., conform cdrora necroza nodulilor miomatosi pe
parcursul sarcinii se intalneste doar in 1,5% cazuri [12].

Miomectomie in sarcina au suportat 2 gravide din lotul de
baz, reprezentand 2,86 T 1,99%, la fel si apoplexia utero-pla-
centard a fost constatata in 2 cazuri (2,86+1,99%).

Conform datelor din literaturd, insertia joasa a placentei la
gravidele cu miom uterin se intalneste in 1,6-4% cazuri.in cadrul
studiului nostru aceastd complicatie a fost depistata in 2,86 T
1,99% cazuri, rezultatele fiind comparabile cu cele publicate in
literatura de specialitate [3, 5, 8, 17].
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Tabelul 2
Frecventa complicatiilor in sarcina gravidelor incluse in studiu
Lotul de bazd Lotul-control
. ... | Nr.ab- Nr.ab-
Tipul complicatie
P plicatiel solutde| Mt m,% solut de + p
, . ML m,%
cazuri cazuri

Iminenta de avort

12-21 sapt. 24 13428567 4 | 800t 3,84% <005
Iminenta de nastere

prematuri 22 |3143%t555) 3 | 600t 336% |<005
Toxicoze 12 17,14 =+ 4,50 6 12,00 + 4,59% >0,05
Placenta praevia 2 2,86% 1,99 0 0

Necroza aseptica a

nodululuii mioma-

tos, miomectomie 2 2,86% 1,99 0 0

in sarcina

Apoplexie utero-

placentara 2 2,86 + 1,99 0 0

RDIU 10 |1428%418| 2 4,00% 2,77 <005

Studierea gradului de insuficienta feto-placentara la gravi-
dele din lotul de baza si cel de control a evidentiat ca din cele 70
de gravide cu miom uterinla 10 (14,28 T 4,18%) au fost depistate
diferite grade de insuficienta feto-placentara.

Astfel, gradul | de insuficienta feto-placentara a fost de-
terminat in 5 cazuri (7,14 3,08%), gradul Il —in 3 cazuri (4,28

£ 2,42%) si gradul Ill - in 2 cazuri (2,86
£ 1,99%). In cadrul loltului de control au
fost inregistrate 2 cazuri (4,00t 2,77%)
de insuficienta feto-placentara de gra-
dul I. Rezultatele noastre sunt similare
cu cele obtinute in studiile efectuate de
Dilucca D., in care se mentioneaza ca
aceastd patologie seintalneste in 14-30%
din sarcinile asociate cu miom uterin [5],
fiind un factor de risc major de aparitie
a retardului de dezvoltare intrauterind a
fatului. In cadrul studiului nostru, retard
de dezvoltare intrauterind a fatului a
fost depistat la 10 gravide din lotul de
baza (14,28 £ 4,18%) sila 2 din lotul de
control (4,00 2,77%). Astfel, numarul
complicatiilor la gravidele cu miom ute-
rin a fost de 3,5 ori mai mare, comparativ
cu persoanele din lotul-control.

Multi autori mentioneaza ca frec-
venta anomaliilor de pozitie a fatului in
caz de miom uterin este considerabil mai
mare decat in lipsa acestuia. Corespun-
zator datelor publicate in literatura, frec-
venta acestei complicatii constituie circa
20,8%-24,0%. In opiniea altor cercetatori
(Buxnsea E.M, Managn A.), frecventa
anomaliilor de pozitie a fatului in caz de
miom uterin nu este mai mare decat la
gravidele fara miom [15].

Analiza datelor referitoare la situa-
rea fatului in uter la femeile incluse in
studiu ne-a permis sa stabilim ca, din
numarul total de gravide cu miom uterin,
la 62 (88,37 £ 3,80%) a fost determinat
situs longitudinal al fatului in uter. Situs
transversal a fost intilnit in 7 cazuri (10,00
* 3,58%), iar situs oblic - intr-un singur
caz (1,43 T 1,42%). La gravidele din lotul-
control, in 48 cazuri (96% T 2,77%) s-a
inregistrat situsul longitudinal al fatului,
iar in 2 cazuri 4,00%2,77% - situsul
transversal.

Astfel, datele obtinute in cadrul stu-
diului nostru indicd prezenta anomaliilor
de pozitie a fatuluila 11,43% din gravi-
dele cu miom uterin, aceste date fiind

similare cu cele obtinute de Batoniak B.,
Stomko Z. et al. [2].
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Concluzii

1. Sarcina asociata cu miom uterin este o sarcina
curisc crescut, din cauza complicatiilor multiple
posibile, cele mai frecvente fiind: iminenta de
avort spontan, iminenta de nastere prematura
si anomaliile de pozitie a fatului.

2. Prezenta miomului uterin mareste riscul dez-
voltarii insuficientei feto-placentare, a retar-
dului de dezvoltare intrauterina si a apoplexiei
utero-placentare.

3.  Studiul prezent n-a edepistat o crestere semni-
ficativa a miomului uterin in timpul sarcinii, in
59,1% cazuri tumora fiind stationara si doar in
9,1% prezentand un ritm rapid de crestere.

Recomandari practice

1. Gravidele cu miom uterin trebuie sa fie supuse
unui examen complex clinic si paraclinic cu
utilizarea ecografiei, dopplerometriei, cu sco-
pul de a determina grupa de risc si de a aplica
tratamentul corespunzator.

2. Conduita sarcinii pacientelor cu miom uterin
trebuie sa fie strict individualizata in functie
de varsta gestantei, patologia extragenitalg,
anamneza obstetricala si ginecologica, numarul
localizarea si dimensiunile nodulilor miomatosi,
durata procesului miomatos, relatia oului fetal
si a placentei cu nodulul miomatos.
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Summary

Aviabiliy and accesibility of opeoid analgesics
for pain management: problems identifica-
tion and an action plan to remove barriers

The present article addresses an actual prob-
lem, of national and international level, which
refers to accessibility and availability of opio-
ids for pain management. There are discussed

importance of pain problem, the underuse of

opioid analgesics for pain relief, is mentioned
national legal frame which regulates opioid
drug circulation. In the paper is presented
national system of opioid analgesics distribu-
tion, are identified potential legal barriers
which limits the use of these drugs for pain
treatment. In conclusion, is made an appeal
to the competent institutions to discuss the
identified barriers in order to remove them
from national legal frame.

Key words: opeoid analgesics, pain, barrieds,
law.

Pezrome

Hanuyue M J0CTYNHOCTH OMMOMIAHBIX
aHAJbIeTHKOB [JIs1 JieYeHHs1 00JIM: 00Cy:K-
AeHUe MPodIeMbl U yiajieHne 0apbepoB U3
3aKOHOIATEeNBHBIX TEKCTOB

B oannoii cmamve obcyscoaemes npoonema
20CY0apCmeeHH020 U MeXCOYHAPOOHO20 3HA-
YeHUsl — Hanuyue U O0OCMYNHOCMb ONUOUOHBIX
ananrveemukog 0 aevwenusi 6oau. Obcyoic-
daemcs 8aiCHOCMb npobiemsbl OO, Hedo-
CMAmMOYHOCHb UCHONIL30BAHUSL ONUOUOHBIX
ananbeemuxog OJis AedeHus 60U, YnoMuHa-
I0MCst 3aKOHOOAMENbHbLE MEKCMbl, KOMOpble
peznamenmupyrom 060pom  YROMAHYMbIX
cpedcms. B pabome npedcmasnsiemcst opea-
HUZPAMMA pacnpeoeneHus ONUOUOHBIX AHAb-
2eMUK08, UOCHMUDUYUPYIOMCIL 803MONCHDbIE
3aKoHoOamenvhvie bapbepvl, KOMopwvle npe-
NAMCMEYIOM UCHONb308AHUIO ONUAMOE 0I5l
Jiewenust 601e6020 CUHOPOMA.

B saxntouenue, npuenawaiomes komnemenn-
Hble 8e0OMCMEBA 071l 00CYHCOeHUsl U YOANeHUs.
HAlOeHHbIX OApbepos U3 3aKOHOOAMETbHbIX
MeKcmos.

Knwoueswie cnosa: onuoudnvie ananveemuxu,
bonb, bapvepul, 3aKOHOO0AMENLCNEBO.

DISPONIBILITATEA
STACCESIBILITATEA ANALGEZICELOR
OPIOIDE PENTRU TRATAMENTUL DURERIL:

IDENTIFICAREA PROBLEMELOR §I UNELE
ACTIUNI PENTRU INLATURAREA BARIERELOR

Adrian BELAI,
asociat IPPF/PPSG*

Introducere

Cand pacientii vin cu durerea lor, ei ne acorda noud, medi-
cilor, o mare incredere si posibilitatea de a-i asculta siaintelege
cum suferinta fizica le afecteaza viata. De fapt, ei ne pun la in-
cercare ambitia profesionala de a gasi, in labirintul clinic, cauzele
exacte ale durerii, 5i, in cele din urmd, de a le prescrie tratamentul,
fie ca e medicamentos, fie cd e un sfat util despre un mod nou de
viata. Sfarsitul secolului XX a fost foarte prielnic in deschiderea
noilor orizonturi in domeniul managementului durerii. Pe langa
performantele stiintei, o adiere de aer proaspata a adus-o schim-
barea radicala a mentalitdtii si atitudinii fata de pacientul suferind
de durere. Posibilitatea calmarii eficiente si durabile a durerii si
suferintei a depdsit demult limitele stiintifice si medicale, fiind
determinata (si, totodatd, limitatd) astazi in proportie de 80% de
aspecte de organizare si... prevederi legislative.

Desigur, apare intrebarea: Ce prevederi legislative ar putea
limita calmarea durerii si suferintei unui pacient, mai ales daca
este vorba de un copil, un batran, o persoana bolnava de cancer,
boli degenerative, HIV/SIDA sau de orice persoana doboratd de
o maladie incurabild?

Aceste prevederi, existente in orice tard, numite generic Le-
gislatia drogurilor, includ conventii internationale, legi organice,
hotarari de guvern, ordine ministeriale, requlamente etc. Scopul
lor este, in esenta, nobil si, in acelasi timp, foarte dificil: pe de o
parte, ele trebuie sa protejeze individul si societatea de droguri,
iar pe de alta parte, sa permita utilizarea in scopuri medicale (in
special, pentru calmarea durerii) a analgezicelor opioide, asi-
gurand o buna accesibilitate a pacientului si, totodata, evitand
traficul sau abuzul lor.

Analgezicele opioide reprezinta una dintre clasele de me-
dicamente ce necesitd un regim special de securitate, evidenta,
prescriere si asigurare a trasabilitatii. Aceste aspecte sunt regle-
mentate prin conventii internationale (de exemplu, Conventia

* IPPF/PPSG (International Pain Policy Fellowship/Pain &Policz Group).
Misiunea PPSG este de a promova conceptul ,echilibrului” in politicile
internationale, nationale sau regionale, in scopul asigurarii accesului adecvat,
dupad indicatii medicale, la analgezicele opioide al persoanelor suferinde de
durere, concomitent evitand traficarea sau abuzul lor. PPSG este parte a Cen-
trului Multidisciplinar al Cancerului Paul P. Carbone si a Scolii de Medicina si
Sdndtate Publicad a Universitatii din Wisconsin. Este desemnata de OMS drept
Centru de Referinta si Colaborare pentru Politici si Comunicare in Tratamentul
Cancerului (www.painpolicy.wisc.edu). IPPF este un program destinat tarilor
cu venituri mici si mijlocii, care sustine dezvoltarea proiectelor de evaluare
a politicii nationale si cadrului legal ce se refera la disponibilitatea si ac-
cesibilitatea analgezicelor opioide in scopul calmarii durerii. Actualmente, pe
langa Republica Moldova, de programul IPPF beneficiaza Armenia, Georgia,
Guatemala, Jamaica, Nepal si Kenya.
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Unica cu privire la medicamentele stupefiante din
1961, cu Amendamentul din 1977, www.incb.org) si
legislatia nationala [1]. Aceasta dubla misiune asigura
principiul «echilibrului». Problema este ca «balanta»
deseori este inclinata in defavoarea pacientului si, in
acest caz, anumite modificari in cadrul legal devin
indispensabile [2].

Catde importanta este problema durerii? Merita
oare sa-i acordam atentie sporita?

Pentru a raspunde la aceasta intrebare, va invit
sa trecem, in revista cele mai importante «surse» de
durere si suferintd, in care utilizarea analgezicelor
opioide este indispensabild. Acestea sunt: cancerul,
maladia HIV/SIDA, o buna parte din bolile degene-
rative si durerea postoperatorie.

Daca ne referim doar la cancer (din lipsa de spa-
tiu), tabloul din Republica Moldova este urmatorul:
n anul 2002 au fost depistate 6080 de cazuri noi de
cancer, in 2006 - 7361, in 2007 — deja 7487 [3]. Au
decedat din cauza cancerului 5438 de persoane in
2006 si 5387 in 2007. Deci, din structura mortalitatii
totale (43050 decese in 2007), aproximativ fiecare a
8-a persoana din Moldova decedeaza de cancer [4].
Prevalenta exacta a durerii printre pacientii cu cancer
in republica nu a fost inca studiatd, insa datele litera-
turii ne indica urmatoarele: 30-50% din pacienti au
experienta unei dureri de lamoderata pana la severa.
In stadiile avansate de cancer, pana la 95% din bolnavi
sufera de dureri violente, ce le perturba serios cali-
tateavietii [5, 6, 7]. Doar 1 din 5 pacienti cu durere este
tratat respectand palierele OMS de analgezie [8].

Din pacate, aproximativ 70% din maladiile
oncologice sunt diagnosticate in stadiul Ill-IV, unde
curabilitatea este indoielnica si, incepand de aici,
ingrijirile paliative preiau, treptat, ,stafeta”. Un stu-
diu de evaluare a necesitatilor ingrijirilor paliative,
efectuat in Republica Moldova in perioada decem-
brie 2005 - iulie 2006, a estimat ca anual un numar
de cel putin 25000 de persoane au nevoie de astfel
de asistenta medicala (dintre care peste 60% - in
mediul rural). Acest teren de lucru poate fi acoperit
de un numar de 143 de medici si 684 de asistente,
care, insa, trebuie pregatiti in domeniul respectiv
[9]. Actualmente, doar cca 650 de persoane pe an
pot beneficia de ingrijiri paliative. Pe langa faptul
ca tratamentul adecvat al durerii (cand analgezicele
opioide suntindispensabile) amelioreaza semnifica-
tiv calitatea vietii, acesta o si prelungeste simtitor,
incetinind proliferarea tumorii (cancerul se dezvolta
mai rapid la persoanele suferinde de durere).
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Sunt oare suficient de utilizate, in Republica Mol-
dova, analgezicele opioide pentru tratamentul
durerii ?

Raspunsul la aceasta intrebare devine foarte
clar dupa examinarea situatiei cu privire la utilizarea
analgezicelor opioide in Moldova, comparativ cu alte
state ale lumii. Dupd cum reiese din figura 1, dispunem
de un consum de 6 ori mai mic decat media globala si
de cca 20 ori mai mic decat media europeana.

160 -

Media globali - 5.9847 mg
140
Austria 153,51 Georgia 1,82
120 Canada 61,01 Jamaica 1,13
SUA 57,88 Moldova 1,09
100 Danemarca 55,71 Armenia 0,82
Australia 52,28 Kenya 0,13
80 - Franta 43,45 Nepal 0,035
Norvegia 31,54
60
www.incb.org
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Fig. 1. Consumul mondial de analgezice opioide in
scopul tratamentului durerii (mg/locuitor/an).

Consumul (medical) anual de morfina pe locu-
itor este un parametru foarte fiabil, care reflecta atat
calitatea managementului durerii intr-un stat, cat si
(indirect) nivelul de dezvoltare a acestuia. Problema
utilizarii insuficiente a analgezicelor opioide pentru
tratamentul durerii este una globala. Conform ra-
portului din 2007 a Comitetului International pentru
Controlul Drogurilor (International Narcotic Control
Board, INCB), in anul 2006 consumul de analgezice
opioide in statele vest-europene, impreuna cu
Canada si SUA, a constituit 89% din cel global; 80%
din populatia Terrei consuma mai putin de 6% din
cantitatea analgezicelor opioide, iar in 50 de tari ale
lumii cetdtenii nu au acces la aceste preparate.

Care sunt barierele existente in fata disponibili-
tatii si accesibilitatii analgezicelor opioide pentru
tratamentul durerii, inclusiv in cadrul ingrijirilor
paliative?

La nivel international, aceste bariere sunt bine
cunoscute si reflecta situatia caracteristica pentru
majoritatea statelor care inca nu au aplicat principiul
«echilibrului» in legislatia nationala a drogurilor.
Conform unui studiu al OMS din 1995, efectuat in
65 de tari ale lumii, cauzele unui consum medical
atat de deficitar sunt:
=  teama exprimatd de guverne in provocare a

adictiei si favorizare a narcomaniei (72% din

state);
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= lipsa instruirii personalului medical si admini-
strativ;

= legi excesiv de severe si restrictive (59% din
state);

=  teama medicilor de sanctiuni, daca fac prescrip-
tii de analgezice opioide;

= indisponibilitatea opioizilor (adica, nu se im-
porta in tard fie cantitatea necesara, fie formele
medicamentoase necesare, in special morfina
orala - solutie sau comprimate);

= costul opioizilor si lipsa de resurse a sistemelor
de sanatate;

= lipsa de politici si recomandari nationale in
domeniu.

Identificarea si inlaturarea barierelor existente
in Republica Moldova necesita o colaborare stransa
intre structurile guvernamentale si asociatiile obs-
testi. Ordinul MS nr. 234 din 09.06.2008 Cu privire
la dezvoltarea serviciilor de ingrijiri paliative din Re-
publica Moldova trece detaliat in revista mai multe
probleme identificate si stabileste un plan de actiuni
in scopul solutionarii lor. Una dintre probleme (cap.
I, 21d) este «lipsa implementdrii ghidurilor clinice ale
Organizatiei Mondiale a Sdndtdtii privind utilizarea
medicald a opioidelor, managementul durerii si simp-
tomele principale».

Conform OMS (2006), cheia succesului in man-
agementul durerii este respectarea celor 3 principii
(,triunghiul” OMS): politici nationale pentru un
management adecvat al durerii; disponibilitatea si
accesibilitatea formelor medicamentoase orale de
analgezice opioide; instruirea pacientilor, medicilor
si administratorilor.

in acest context, la 27-29 octombrie 2008, cu
sustinerea Fundatiei SOROS si Open Society In-
stitute, la Chisindu a fost organizat un seminar cu
denumirea Asigurarea disponibilitatii si accesibilitdtii
analgezicelor opioide pentru managementul durerii si
ingrijirile paliative. in cadrul lui au particiat reprezen-
tanti ai Ministerului Sanatatii, OMS, PPSG, Agentiei
medicamentului, Comitetului Permanent de Control
Asupra Drogurilor, Institutului Oncologic, asociatiilor
obstesti de ingrijiri paliative din Republica Moldova,
Romania, Armenia.

Pentru a fi mai clard “geografia institutionald”
si “sursa legislativd a barierelor”, vom incerca o abor-
dare sistemica. In aceasta ordine de idei, mentionam
cadrul legislativ care determina direct sau indirect
disponibilitatea si accesibilitatea analgezicelor opi-
oide pentru tratamentul durerii si descriem sistemul
national de distributie a analgezicelor opioide si
control al circulatiei drogurilor.

in Republica Moldova, ,regimul drogurilor” sau
stipularile ce-i pot fi referite sunt reflectate de: Legea
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nr. 382-XIV din 06.10.1999 Cu privire la circulatia
substantelor narcotice, psihotrope si a precursorilor:
Hotararile de Guvern: nr. 1088 din 05.10.2004 Cu
privire la aprobarea tabelelor si listelor substantelor
narcotice, psihotrope si precursorilor acestora, supuse
controlului, nr. 79 din 23.01.2006 Privind aprobarea
Listei substantelor narcotice, psihotrope si a plantelor
care contin astfel de substante depistate in trafic ilicit,
precum si cantitatile acestora, nr. 128 din 06.02.2006
Cu privire la aprobarea Cerintelor tehnice fatd de
incdperile si obiectivele in care se pdstreazd substante
narcotice, psihotrope si/sau precursori, nr. 216 din
27.02.2006 Privind tranzitul pe teritoriul Republicii
Moldova al substantelor narcotice, psihotrope si pre-
cursorilor. Ordinele Ministerului Sanatatii: nr. 71 din
03.03.1999 Cu privire la pdstrarea, evidenta si eliber-
area produselor si substantelor stupefiante, toxice si psi-
hotrope + anexe, nr. 434 din 28.11.2007 Cu privire la
modul de prescriere si livrare a medicamentelor +anexe,
nr. 260 din 26.06.2008 Cu privire la aprobarea stan-
dardului,ingrijirea paliativé a pacientilor cu HIV/SIDA”,
Programul National de Control al HIV/SIDA si Infectiilor
Sexual-Transmisibile pentru anii 2006-2010, aprobat
prin HG nr. 948 din 05.09.2005, Programul National
de combatere a bolilor oncologice pe anii 2008-2012
(neaprobat inca de Guvern), Politica Nationald de
Sandtate, aprobata prin HG nr. 886 din 06.08.2007.,
Politica Nationala a Medicamentului, aprobata
prin Hotararea Parlamentului nr. 1352-XV din
03.10.2002, Strategia de dezvoltare a sistemului de
sdandtate in perioada 2008-2017, aprobata prin HG nr.
1471 din 24.12.2007.

Posibil, lista ar putea fi extinsa. ldentificarea
in documentele mentionate a prevederilor ce nu
corespund recomandadrilor OMS, PPSG sau INCB,
acomodarea si optimizarea lor necesita o colaborare
multidisciplinara intre diverse institutii, cu participa-
rea opiniei asociatiilor obstesti si celei publice.

in figura 2 este reprezentat sistemul de distri-
buire a analgezicelor opioide, care determina “calea
parcursa” de un preparat pana a ajunge la pacient.

Concluzii

Acest articol scoate in evidenta o problema de
mare importantd, de interes direct pentru fiecare
cetatean. Nu uitati, fiecare a 8-a persoana in Repu-
blica Moldova moare de cancer. In aceasta “loterie”
este inclus si mic si mare, fara exceptie si, cu regret,
contrar dorintei noastre.

Prin prezentul articol doresc sa invit la discutie
pe marginea acestei probleme:

- pacientii sau rudele acestora (societatea civila),
pentru a afla care este punctul lor de vedere,
eventualele temeri si, in special, ce greutati
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INCB <
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T
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Informare

Fig. 2. Sistemul national de distributie al analgezicelor opioide.

practice intalnesc in procesul obtinerii retetei,

iar apoi si analgezicului opioid, prescris pentru

calmarea durerii;

- medicii — care este punctul de vedere asupra
acestei probleme si care sunt barierele in efec-
tuarea prescripiior pacientilor cu indicatii;

- companiile farmaceutice;

- institutiile implicate, asociatiile obstesti (unele
dintre ele lucreaza dejain comun asupra acestei
probleme).

Scopul colaborarii este echilibrarea “balantei
legislative ce se referd la analgezicele opioide, utili-
zate in scop medical. Voi fi bucuros sa aflu opiniile,
observdrile, comentariile Dvs, pe care le puteti tri-
mite atat pe adresa redactiei, cat si pe adresa e-mail

adrian_belai@hotmail.com.
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IGIENA

COMPOZITIA CHIMICA A APEI
IN CONTEXTUL BOLILOR
OSTEOARTICULARE

Elena CIOBANU,
Universitatea de Stat de Medicina si Farmacie
Nicolae Testemitanu

Summary

Role of the chemical compound of water in development of
osteo-articulations system

Water influences health of the population straight lines or indirect
routes by means of the biological, chemical and physical qualities.
Owing to what, poor-quality water is the generator of various
diseases such as: biliary lithiasis, tooth caries, fluorosis, various
changes in the cardiovascular system and a gastro enteric path.

Climatic conditions for last years in republic, namely very much
heats during the summer period, have negatively affected on salt
structure of well water. These consequences have affected in the
direct image health of the population of a countryside (about 45
%) which is supplied with potable water mainly from wells.

The population who uses potable water with high level of a min-
eralization, agrees to literature data, is subject to risk of disease
of osteo-articulation system.

The estimation of risk for the health connected with the general
rigidity of well water, demands more profound studying in the
given area. Similar estimations in the Republic of Moldova have
not been spent, and direct or indirect communication between

level of disease of osteo-articulation system and salt structure of

well water remain unexplored.

Key words: potable water, water quality, osteoarticular diseases,
the health of the population.

Pezrome

Ponb xumuueckozo cocmaga 800l 6 pazeumuu KOCMHO-
CyCmagHbIX 3a001e6aHUTl

Booa enusiem na 300posve nacenenus npAMbIMU UL KOCBEHHBIMU
RYMAMU NOCPEOCMBOM CE0UX DUONOSUHECKUX, XUMUUECKUX U QU3U-
yeckux ceoticms. Takum obpazom, HexauecmeeHHas 800a AGIAEMCS
2EeHEPAMOPOM PATUUHBIX 3A001e6aAHULL, MAKUX KK HOYEUHO-KAMEH-
Has bone3ny, 3yOHOU Kapuec, hrioopos, paziuiHble USMEHEHUs. 6 cep-
0€YHO-COCYOUCMOU CUCIEME U HCETYOOUHO-KUUEUHOM mpaKme.

Knumamuuecxue ycnosus 3a nociednue 200vl 6 pecnyoauxe (a
UMEHHO — OYeHb BbLCOKUE MEMNePamypbl 8 IeMHUl nepuoo) on-
PUYAMENbHO CKA3AMUCH HA CONeBOM COCMAe KOLOOE3HOU 600bl.
Dmo nosnusio npsamvim 06pazom Ha 300pP08be HACeNeHUs CelbCKOU
mecmuocmu (oxono 45%), komopoe cuabacaemcs numMvegoll
80001 NPeUMYUWEeCMBEHHO U3 KOLOOYEs.

Hacenenue, komopoe ynompebnsem numvegyio 600y ¢ 8biCOKUM
VPOGHEM MUHEPATUZAYUL, CONACHO OAHHBIM JUMepamypbl, HoO-
8EPIHCEHO PUCKY 3A00N1e8aHUSL KOCHHO-CYCHIABHOU CUCTEMbL.

Oyenra pucka 0715 300p08bsl, CEA3AHHO20 C 00U el HCECMKOCMBIO
KO00e3HOU 800bl, mpebyem bonee yenybnenHozo uzyuenus . Ana-
Joeuunvle oyenku 6 Pecnyonuxe Mondosa ne 6viiu nposedeHrul,
a NpAMAs unl KOCGEHHAS C6:3b MeXCOy YPOBHeM 3a001e8aHUs
KOCTHO-CYCMAGHOU CUCTNEMbL U CONEBbIM COCINABOM KOJIOOE3HOl
600bl OCIMAEMCsl HeU3y4eHHOU.

Knwuesvie cnosa: numvesas 60061, Kadecmeo 600bl, KOCmHO-
cycmaelvle 36160]166617-!14}1, 3()0p06b€ Hacenerus.
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Introducere

Apa are o importanta dominanta pentru
viata omului. Fara apa nu ar putea exista nici
omul, nici animalele, nici plantele. in organism
apa intra in compozitia organelor, tesuturilor
si lichidelor biologice.

Apa influenteaza sanatatea populatiei,
in mod direct sau indirect, prin calitatile sale
biologice, chimice si fizice. Prin urmare, apa
necalitativa poate fi generatorul mai multor
stari patologice, cum ar fi: litiaza biliara, caria
dentarad, fluoroza, tulburari ale cordului, ale
sistemului cardiovascular, tractului gastroin-
testinal si glandei tiroide [2, 3]. Cercetarile au
demonstrat legdtura directa dintre calitatea
apei si morbiditatea prin boli nontransmisibile,
inclusiv prin cele osteoarticulare.

In acest context, Organizatia Mondiala a
Sanatatii si Organizatia Natiunilor Unite prin
secretarul sau general, dl. Kofi Annan, au decla-
rat deceniul 2000-2010 Deceniul bolilor osteo-
articulare. Scopul propus a fost ameliorarea
calitatii vietii pacientilor cu boli ale sistemului
osteoarticular, deoarece morbiditatea a atins
cote ingrijoratoare. Datele statistice arata ca
persoanele care sufera de artrita/reumatism
reprezinta cea mai numeroasa populatie cu o
boala cronica [6].

Cercetarile locale in domeniu au evi-
dentiat corelatia majora, si anume cea dintre
calitatea apei potabile din sursele subterane si
morbiditatea populatiei din Republica Moldo-
va prin boli osteoarticulare.

O problema aparte este calitatea apelor
subterane (fantani obisnuite, izvoare, fantani
arteziene). Apa din majoritatea surselor este
poluatd, mai putin cea din fantanile artezie-
ne. Aproximativ 40% din apa din aceste surse
fac parte din categoria apelor cu mineralizare
fnaltd, care este caracteristica partii de sud a
tarii [1].

Pornind de la sloganul ,Apa bund - popu-
latie sdndtoasd’; multi cercetatori au analizat
calitatea apei potabile si impactul acesteia
asupra sanatatii populatiei [4]. S-a dovedit ca




atat cantitatea, cat si calitatea acesteia scade din an
in an, ceea ce determina actualitatea problemei.

Metode si materiale

Studiul afost initiat in mod prospectiv, cu sco-
pul evaluarii corelatiei dintre calitatea apei si mor-
biditatea prin boli osteoarticulare. Au fost selectate
aleatoriu localitati din tara, de unde s-au preluat
probe de apa pentru analiza chimica ulterioara.

Analiza morbiditatii populatiei prin boli os-
teoarticulare a fost efectuata prin programele statis-
tice de prelucrare a datelor. Informatia a fost preluata
de la Centrul Republican de Statistica.

Pe parcursul anilor 2007-2008, au fost moni-
torizate sursele de apa din mai multe regiuni ale
tarii. Monitorizarea calitatii apei potabile s-a bazat
pe unsprezece indici de baza conform metodelor
chimice standarde.

Rezultate si discutii

Proprietatea apei de a dizolva majoritatea ma-
teriilor organice si anorganice reprezinta o problema
din punct de vedere a potabilitatii, deoarece ea
este foarte usor poluata in contact direct cu aceste
materii. Din aceastd cauza, desi apa este prezenta
in cantitati foarte mari pe planeta noastra, doar o
cantitate infirma este potabila. Potabilitatea apei
inseamna eliminarea majoritatii componentilor
organici, anorganici si biologici prezenti in apa,
astfel incat ea sa corespunda normelor nationale
referitoare la apa potabila.

Cu toate ca morbiditatea prin boli osteoarti-
culare are o pondere nu mai mare de 4-5% fata de
cea generala pe tara, problema ramane a fi actualg,
deoarece s-a formulat ipoteza, precum ca morbi-
ditatea prin boli osteoarticulare este influentatd in
mod direct si/sau indirect de factorii de mediu, asa
cum ar fi calitatea apei potabile, calitatea produselor
alimentare si varietatea acestora etc.

Problema sanatatii populatiei si a starii pregatirii
functionale (indeosebi a copiilor si adolescentilor)
pentru activitatile vitale prezinta, pentru tara noa-
stra, o importanta majora. E necesar de mentionat
ca factorii ce determina morbiditatea populatiei pot
fi: biologici, natural-climaterici, social-economici,
medicali si ecologici. Astfel, printre factorii ecologici
se poate numara si calitatea apei potabile.

Din punct de vedere geografic, Republica Moldo-
va este situata intre doua fluvii Nistru si Prut, reteaua
hidrografica fiind puternic ramificatd. Cu toate aces-
tea, existd regiuni unde populatia resimte un deficit
pronuntat de apa potabila. in aceste zone populate
fantanile sunt sapate la adancimifoarte mari, respectiv
compozitia chimica a apei este diferita fatd de cea din
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fantanile din alte zone ale republicii. De asemenea,
situatia climaterica din ultimii ani, si anume verile
toride, a avut unimpact negativ asupra compozitiei
saline a apei din fantani. Aceste consecinte s-au ra-
sfrant in mod direct asupra sanatatii populatiei din
mediul rural (cca 45%), care foloseste fantanile drept
sursa principala de apa potabila.

A fost analizata compozitia chimica a apelor
din fantanile arteziene, din cele obisnuite si izvoare.
Astfel, au fost cercetate 219 surse de apa potabila.

Din cercetdrile efectuate am determinat ca
adancimea fantanilor in zona centrald variaza intre 4
si 80 m.In zona de Nord, adancimea fantanilor varia-
zdintre 5 5i 196 m., pe cand in cea de Sud, adancimea
lor variaza intre 5 si 187 m.

In tabelul 1 este prezentat raportul procentual
al fantanilor analizate in functie de adancimea lor.
Aceste date au fost culese prin metoda anchetarii.

Tabelul 1
Adéncimea Fantani din Fantani din Fantani din
tanténilor. m | Zona Nord zonavC“entru zona “Sud
! a tarii, % a tdrii, % a tdrii, %

<10 36,1 22,2 35,2

10-20 41,6 48,1 23,5

20-30 13,8 18,5 29,4

30> 83 111 11,7

E necesar de mentionat faptul ca cea mai mare
parte din fantani se afla in proprietate privata. Ele
sunt amplasate fie in curtea gospodariei, fie la margi-
nea soselelor, fie in curtea institutiilor publice etc. Din
datele obtinute, am constatat ca cele mai frecvente
surse de poluare afantanilor pot fi: cotetele de pasari,
closetele, gunoistile, fermele de animale.

Cei mai raspanditi poluanti (cu depasiri ale
normelor) ai apei pot fi considerati fierul, manganul,
sulfatii, fluorul, sdrurile de calciu si magneziu, com-
pusii organici. Dupa cum se stie, prezenta fierului
in apa nu poarta un caracter amenintator pentru
sanatate. Insd concentratia de fier mai mare de 0,3
mg/l sub forma de hidrocarbonati, sulfati, cloruri,
diversi compusi organici sau sub forma de suspensie
microdispersiva atribuie apei o culoare neplacuta
rosie-maronie. De asemenea, cantitatea sporita a
acestor compusi nocivi inrdutateste gustul, facilitea-
za dezvoltarea fierobacteriilor si, nu in ultimul rand,
duce la dezvoltarea afectiunilor hepatice, aparitia
reactiilor alergice etc.

Uneori in apa potabila se inregistreaza si o
concentratie crescuta a sarurilor acizilor clorhidric si
sulfuric (cloruri si sulfati). Ele atribuie apei un gust sa-
rat sau sarat-amar. Intrebuintarea unei astfel de ape
duce la dereglarea activitatii tractului gastrointesti-
nal. Mai mult decat atat, cercetdrile au demonstrat




ca apa este daundtoare pentru sdanatate
in cazul in care intr-un litru se contin mai
mult de 250 mg de cloruri si mai mult de
250 mg de sulfati.

Concentratia in apa a cationilor de
calciu si magneziu ne vorbeste despre
duritatea ei. Se stie ca duritatea se expri-
ma in grade Germane (1 mol/m = 2,804
grade Germane). Nivelul optim fiziologic
constituie 5 grade Germane, insa este
admisa variatia duritatii generale intre 5
si 20 de grade Germane. Folosirea siste-
matica a apei cu o duritate sporita duce
laacumularea sarurilor in organism, ceea
ce provoaca imbolnaviri ale articulatiilor
(artrite, poliartrite), litiaze urinare etc.

Fluorul are o importanta mare in
dezvoltarea cariei dentare. Se considera
ca nivelul fluorului mai mare de 1,5 mg/I
are actiune negativa asupra sanatatii.
Fluorul este un microelement activ din
punct de vedere biologic, concentratia
caruia n apa potabila trebuie sa varieze
inlimitele 0,7 - 1,5 mg/l, in vederea evitarii
cariei dentare sau fluorozei dintilor.

Un alt indicator este oxidabilitatea.
Valoarea normata este de 5mg O_/I. Acest
indicator marcheaza prezenta in apd a
substantelor organice (fenoli, pesticide,
benzol, toluol etc.) si a substantelor
neorganice (saruri de fier (2+4), nitriti,
hidrogen sulfurat). Substantele organice
care determina crestereanivelului oxida-
bilitatii apei actioneaza negativ asupra
ficatului, rinichilor, functiei de reproduce-
re, sistemului nervos central si sistemului
imunitar.

Studiile unor cercetatori au de-
monstrat ca in circa 55% din fantanile
Republicii Moldova se contine o cantitate
sporita de nitrati. Apele freatice utilizate,
de reguld, in Moldova se caracterizeaza
printr-o mineralizare sporita (peste 1500
mg/l) si duritate totala de 42-56 grade
Germane. Apele din zona de Sud au o
mineralizare de 600-3000 mg/l, duritatea
generala fiind 19,6-98 grade Germane.
De reguld, mineralizarea si duritatea apei
sunt mai mari in fantanile din preajma
raurilor [5].

Analiza comparativa a calitatii apei
in cele trei zone ale tarii (Nord, Centru
si Sud) a demonstrat ca apa potabila
nu corespunde normativelor sanitaro-

IGIENA

igienice. Astfel, in zona Nord a republicii calitatea apei potabile
nu corespunde normelor, avand urmatorii indici: nitrati 3,3%,
amoniac 3,3%, oxidabilitate 9,8%, duritatea generala 86,9%,
sulfuri 32,8%.

In zona Centru apa are urmatorii indici: nitrati 1,6%, amo-
niac 6,5%, oxidabilitatea 19,4%, duritatea generala 67,7%, sulfuri
25,8%. Zona Sud a republicii la fel se caracterizeaza printr-o
calitate scazutd a apei: nitrati 9,7%, amoniac 16,1%, oxidabilitate
19,4%, duritate generald 61,3%, sulfuri 38,7%.

Studiul realizat a fost axat, in primul rand, pe nivelul duri-
tatii generale a apei potabile din fantani. Astfel, datele analizei
ne demonstreaza ca nivelul duritatii apei este sporit in toate
raioanele din zona de Centru (figura 1).in diagrama se reliefeaza
si o0 morbiditate inalta in raioanele Calarasi, Hancesti, laloveni,
Orhei, Straseni, Ungheni, unde paralel sunt inregistrati indici
fnalti ai duritatii.
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Fig. 1. Prevalenta bolilor osteoarticulare in corelatie cu duritatea
apei (zona Centru, anul 2007).

Aceeasi situatie se inregistreaza si in zona Sud (figura 2).
Duritatea apei atinge valori mari in raioanele Cahul, Cantemir,
Causeni, Cimislia, Stefan Voda, Taraclia, UTA Gagauzia, unde si
nivelul morbiditatii atinge valori inalte.
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Fig. 2. Prevalenta bolilor osteoarticulare in corelatie cu duritatea
apei (zona Sud, anul 2007).

in zona Nord, de asemenea se inregistreaza niveluri mai
mari decat normele pentru duritate. Morbiditatea prin bolile
osteoarticulare atinge cote inalte. Evaluarea riscului pentru
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sanatate, legat de duritatea generala a apei din sursele des-
centralizate, necesitd un studiu mai amplu. Astfel de estimari
in Republica Moldova nu au fost efectuate, iar legdtura directa
sau indirecta dintre nivelul morbiditatii prin boli osteoarticulare
si compozitia salind a apei ramane necercetata.
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Fig. 3. Prevalenta bolilor osteoarticulare in corelatie cu duritatea
apei (zona Nord, anul 2007).

Concluzii

Efectele impactului negativ al factorilor de risc, precum
si rezultatele investigatiilor denota existenta unei probleme
majore de sanatate pentru populatia Republicii Moldova ce tine
de gradul de mineralizare a apei potabile. Studiul a evidentiat
ca nivelul duritatii apei potabile este variat in diferite localitati
ale republicii. lar calitatea apei, dupa anumiti indicatori chimici,
este inferioara cerintelor standarde nationale. Aceasta se poate
explica prin prezenta surselor de apa in locuri neamenajate si
prin nerespectarea zonelor de protectie.

Populatia care consuma in scop potabil apa cu un grad
sporit de mineralizare, conform opiniei specialistilor din dome-
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niu, este expusa riscului de imbolnavire a
sistemului osteoarticular.
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Summary

The contemporanious surgical treat-
ment of I stage brest

Surgery is considered the most im-
portant treatment method, based on
it is performed the following tretment
plan of Brest cancer. The surgery
must be radical and ablastic, but in
the same time well determined: to
keep the mammary glands from, both
pectoral muscles with neuro-vascular
apparatus. The Brest-conserving sur-
gery presents an alternativ to radical
mastectomy in case of correct selec-
tion of patients with incipient Brest
cancer. This type of surgery already
solves the problem of live quality
improving.

Key words: cancer, mammary gland,
surgical intervention, mastectomy,
PrOgnosis.

Pezrome

Ocobennocmu coepemennozo
XUpYyp2U4ecKo2o 1e4eHus paKa
Mmonounoii xeenezwvl I cmaouu

Xupypeuueckoe emeuiamenbcmeo
ABAAEMCA OCHOBHBLIM MenoooM
Jleuenus,  pesyivmame KOMoOpo2o
niaHupyemcs OdivHeluulas cmpa-
meeus ieveHus onepaberbHo2o
paka monounou scenesvl. Onepayus
0ondHCHa ObIMb PAOUKATLHOU U, 1O
NOKA3AHUAM, coxpaHsouel gpopmy
MONOYHOUL JHcenesvl, 2pYOHble Mbllil-
Ybl U COCYOUCMO-HEPBHBIU NYYOK.
Opeancoxpanaowue onepayuu s6-
JISIOMCSL ANIbIMEPHAMUBOT OJI51 8bINOI-
HeHUs paouKaibHOU MACMIKMOMUU
€ ycnosuem NpasuibHoU cerekyuu
nayueHmos ¢ onepadenbHbIM paKom
MONOYHOLL Jicee3bl.

Knwueewvie cnosa: PAakKk, Monio4HasA
acenesa, xupypasuieckoe emewameiib-
CMeE0, MACMEKmMoMusl, NPOcHO3.

PARTICULARITATILE
TRATAMENTULUI CHIRURGICAL
CONTEMPORAN AL CANCERULUI

GLANDEI MAMARE, STADIUL I

REVISTA LITERATURII

Natalia BOTNARIUC,
Institutul Oncologic

Pana in prezent, interventia chirurgicala este considerata cea
mai importanta metoda de tratament, in baza cdreia se efectueaza
planul de tratament ulterior al cancerului glandei mamare (CGM) [7,
14,15,17, 18, 23, 27]. Chirurgia in CGM a parcurs diverse etape — de la
mastectomie tip Holsted, operatii supraradicale Urban-Holdin, pana
la operatii organomenajante (OOM) - rezectii sectoriale cu/sau fara
evadarea ganglionilor limfatici (g/l) regionali [8, 19, 31].

Renumitul chirurg Wiliam Halsted (1852-1923) a publicat, in anul
1895, metodologia mastectomiei radicale, care prevedea inldturarea
glandei mamare, muschilor pectorali si evadarea g/l regionali externi
—axilari, subclaviculari, supscapulari siinterpectorali. Timp de 70 de ani
operatia lui Halsted era considerata un standard in tratamentul chirur-
gical al CGM. Si in prezent aceasta operatie se efectueaza in cazurile
cand tumora concreste fascia muschiului pectoral major, muschiului
pectoral minor sau sunt metastaze in g/l Rotter

in anul 1975, J. Urban, A. XonduH si J1. Jeimapckudi incep cercetari
minutioase ale operatiilor supraradicale in CGM, in cadrul cdrora se
prevede evadarea mai largd a g/l regionali, inclusiv a celor interni pa-
rasternali si supraclaviculari [13, 19,31].

Efectuarea ulterioara a cercetarii internationale randomizate,
conduse de U. Veronesi (1997), n-a confirmat o supravietuire generala
a bolnavelor supuse operatiilor supraradicale [37]. Din 1912 incepe
elaborarea noilor conceptii, in special, a operatiilor radicale modificate
- mastectomie (ME) radicald cu pastrarea muschiului pectoral major
- operatia Patey, cu pastrarea ambilor muschi pectorali — operatia
Madden [19].

Eficacitatea tratamentului aplicat se apreciaza prin doi indici: nu-
marul anilor supravietuiti si calitatea vietii pacientelor [4, 22]. Oncologii
preocupati de problemele tratamentului CGM acorda mai multa atentie
primuluiindice - numdrului de ani:dela 5 la 10 ani de supravietuire fara
recidive sau/ si metastaze [1]. Dar, aplicdnd un tratament chirurgical
radical - mastectomie, a fost ignorat un factorimportant: multe bolnave
care au suportat interventii chirurgicale de inlaturare a glandei mamare
sau alte metode cu interventie agresiva asupra organismului au avut
prejudicii fizice si morale, un stres permanent si emotii psihonervoase,
care condug, larandul lor, la slabirea rezistentei organismului si, posibil,
creeaza predispunereala metastaze [19, 21, 22].

Dupa analiza detaliata a rezultatelor acestor cercetari clinice a
predominat tendinta de elaborare a operatiilor organomenajante si
aprecierea rezultatelor la distanta [6, 20, 25, 29, 32].

In ultimii 20 de ani, oncologii din toatd lumea activeaza intens in
elaborarea unei alternative de tratament chirurgical al bolnavelor cu
CGM prin efectuarea OOM si functional-protective, ca etapa in trata-
mentul combinat si cel complex [3, 8, 9, 21, 24, 26, 28]. Tratamentul
chirurgical trebuie sa fie radical si ablastic, dar in acelasi timp bine de-
terminat - reabilitarea chirurgicala, ceea ce inseamna pastrarea formei
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glandei mamare si a ambilor muschi pectorali, cu
aparatul nervo-vascular sau reconstructia (primara
sau ulterioard) a glandei mamare dupa mastecto-
mie. Prin acest tip de interventii chirurgicale deja
se solutioneaza problema ameliorarii calitatii vietii
[2,11,16, 35].

Dupa datele lui Cemuenasos B. ®. (2006), indicii
supravietuirii fara recidive a bolnavelor cu cancer
invaziv minim (diametrul tumorii pana la 1,0 cm)
dupa OOM sunt destul de inalti: totusi, se observa
o tendintd vadita de scadere a lor comparativ cu in-
dicii de supravietuire dupa mastectomie (respectiv,
93% si 100%) [27].

Datorita realizarilor scriningului mamografic,
anumitor succese ale diagnosticului timpuriu al CGM
si succeselor oncologiei generale —implementareain
tratamentul CGM a Rath, CT, HT —, volumul interven-
tiilor chirurgicale s-a redus pana la rezectii sectoriale
(cel putin la bolnavele cu tumori ce nu depasesc 2
c¢m in diametru) [15, 30]. OOM este o alternativa a
ME radicale in cazul selectiei corecte a bolnavelor
cu forme incipiente ale CGM. insa controlul locore-
gional ramane,zona de interes sporit”a oncologilor,
deoarece riscul aparitiei recidivelor se extinde dupa
perioada de 10 ani dupa finisarea tratamentului [1,
34]. Majoritatea surselor literare indica faptul ca cele
mai bune rezultate in tratament dupa OOM sunt
obtinute in stadiul | al CGM [23, 25, 27]. Frecventa
recidivelor locale dupa OOM la bolnavele de CGM
st. | variaza intre 5% si 10% la 5 ani de supraveghere
si atinge 15-20% peste 10 ani [27].

Tindnd cont de faptul ca varsta medie a bolna-
velor de CGM in ultimii ani s-a redus, efectuarea OOM
are o mare insemnatate pentru micsorarea traumelor
fizice si psihice [33].

Varianta optima a tacticii tratamentului si vo-
lumului interventiei chirurgicale cere continuarea
discutiilor. Oncologii manifesta un vadit interes fata
de OOMin CGM la etape incipiente. Avantaje sigure
ale acestei tactici de tratment sunt traumatismul
scazut, efectul cosmetic acceptabil si conditiile mai
favorabile pentru reabilitarea sociala si profesionala,
toate acestea ducand la o calitate maiinalta a vietii
[11,15, 29, 35].

Au fost intreprinse multe incercdri de a deter-
mina metoda sigura de apreciere a prognosticului
variantei evolutiei clinice a CGM si posibilitatea
efectudrii OOM [5, 10, 12, 30]. Un grup de cercetdtori
danezi (DBCG), in baza a 3 generatii de protocoale
DBCG, au determinat grupa,riscului scazut”. Au fost
recunoscuti urmatorii factori de conduita in apre-
cierea posibilitatii efectudrii OOM:

1. Carcinomul ductal invaziv
2. Dimensiunile tumorii pand la 20 mm
3. Statutul negativ al g/I
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4. | grad de diferentiere a tumorii dupa Bloom-
Richardson

5. Lipsa cresterii multicentrice

6. Conditiile de efectuare: investigatia morfo-

patologica intraoperatorie a marginilor piesei,

lipsa invaziei vaselor sangvine si ganglionilor

limfatici.

In cazurile in care datele clinice nu corespund
conditiilor pentru efectuarea OOM, se aplica mas-
tectomia radicala, urmata de reconstructia glandei
mamare (primara sau ulterioard) [2, 11, 16, 35].

Astfel, datele prezentate de cercetarile vaste
randomizate marturisesc despre faptul ca OOM nu
numai ca nu cedeaza dupa eficacitatea sa interven-
tiilor chirurgicale radicale - mastectomiilor, ci si
are avantaje evidente, deoarece nu e insotita de o
trauma psihica pronuntata, dereglari functionale ale
membrelor superioare si pierderi estetice [4,8, 15,17,
26]. Posibilitatea pastrarii glandei mamare in procesul
tratamentului CGM constituie o realizare mondiala
importanta in domeniul oncologiei clinice.
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Summary

Morbidity from the diseases of the eye and

its annexes in the Republic of Moldova.

A descriptive study analysing the morbidity
situation of the eye diseases and its annexes
between the years 2003 and 2007 has been :
carried out. These constitute a mean annual :
figure of 3.5% from the total number of :
reported cases and include the adult popu- :
lation. The prevalence of this phenomen in :
adult has increased by 5.7 cases per 10 000 :
population (207,3 cases in 2003 and 213,0 :
cases in 2007). The year 2007 as compared
to 2003 its incidence decreased by 13,7 cases
per 10 000 population(90,3 cases and 76,6 :
cases respectively). The internal structure of :
the prevalence of the eye diseases and its an-
nexes is characterized by myopia — running :
first, followed by cataract and glaucoma the
last, while the incidence structure has cata-
ract as a leader. In children the annual mean :
figure is about 4% from the total number of
reported cases. Myopia comes first in the :
internal structure of morbidity followed by :

cataract among children.

Key words: eye morbidity, prevalence,

myopia, glaucoma, cataract

Peztome

3abonesaemocmo 2na3 ¢ Pecnybnuxe :

Monoosa

bonesnu 2naz e3pocnozo macenenus 6 Pe-
cnybauxe Monoosa 3a nepuod 2003-2007 :
2e. cocmagunu 6 cpednem 3,5% us obwezo
yucia 6onesHell 3apesucmpuposanHHbix 6 '
meueHue KaieHOapHo2o 200d. 3a nepuoo :
UCCIe008aHUA YPOBEHb DONE3HEHHOCHIU 6bl-
pocua 5,7 cnyuaes Ha 10 meic. Hacenenus :
(c 207,3 6 2003 2. 0o 213,0 na 10 muic. :
nacenenus 6 20072.). Yposenv cobcmeento
3abonesaemocmu no cpaguenuro ¢ 2003 e.
ymenvuuncs va 13,7 cayuaes na 10 moic. :
nacenenus (90,3 u coomsemcmeenrno 76,6 :
na 10 moic. nacenenus). B cmpykmype 3a-
bonesaemocmu 2nas 3a 2007 2. I mecmo 3a-
Humaem kamapaxma — 19,5%, na Il mecme :
muonus— 16,7%, na Illl mecme — 2nayxoma
—10,9%. bonesnu anaz demckozo nacenenus
6 Pecnyonuxe Mondosa 3a nepuood 2003- :
2007 2e. cocmasunu 6 cpeonem 4% usz obuye- :
20 ucna GonesHell 5apecucmpuposanivix 4. e dictrats de cataracta, cu o valoare maxima de 45,1 cazurila 10
6 meuenue KareHoapHoeo 200a. Muonus :
3anuMaem nepeoe Mecmo 6 Cmpykmype 3a-

bonesaemocmu cpedu oemeil.

Knroueewie cnoea: 3abonesaemocmo 2nas, :
6one3HeHHOCIb, ONU30PYKOCHIb, 2NAYKOMA, *

Kamapaxkma
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MORBIDITATEA PRIN BOLILE OCHILOR §I
ANEXELOR LOR IN REPUBLICA MOLDOVA

Tatiana GHIDIRIMSCHI,
Universitatea de Stat de Medicina
si Farmacie Nicolae Testemitanu

Introducere

Analiza morbiditatii este necesara pentru a cunoaste cat mai
complet frecventa bolii si factorii de risc pentru populatie, ceea ce
este important pentru stabilirea evolutiei morbiditatii, pentru esti-
marea impactului economic produs de imbolnaviri si compararea
indicilor nationali cu cei internationali.

Pentru o analiza corectd, cercetatorul trebuie sa cunoasca crite-
riile de caracterizare a maladiilor in studiile de morbiditate: prezenta
bolii, numarul de boliin randurile populatiei, frecventa lor la un grup
de populatie, gravitatea bolii si impactul asupra sanatatii.

Evolutia unei maladii poate fi caracterizata prin vindecare,
cronicizare, complicatii (incapacitate, handicap etc.) si deces. Ma-
surarea frecventei bolii se bazeaza pe conceptele de incidentd si
prevalentd si este utilizata pentru a identifica cazurile de imbolna-
vire dintr-o populatie intr-o perioada definita. Incidenta ne permite
sa estimam viteza de propagare a maladiei, iar prevalenta este un
indicator al “poverii” acestor boli asupra populatiei.

Material si metode

Articolul prezinta rezultatele studiului integral al morbiditatii
prin bolile ochiului si anexelor sale in randurile populatiei adulte
si ale copiilor din Republica Moldova in perioada 2003-2007. Sunt
analizate incidenta, prevalenta si structura acestor maladii in functie
de timp, loc si principalele forme nozologice.

Rezultatele obtinute

Bolile ochiului si anexelor sale printre adultiin Moldova in anii
2003-2007 alcatuiesc, in medie, 3,5% din numarul total de maladii
inregistrate intr-un an calendaristic, inregistrand valoarea minima
de 3,3% in anul 2007 si cea maxima - 3,9% - in anul 2004.

In perioada supusa analizei prevalenta acestui fenomen la
adulti a crescut cu 5,7 cazuri la 10 mii locuitori (de la 207,3 in 2003
panala213,0la 10 miilocuitoriin anul 2007). Se observa o crestere
cu 45,3 cazuri la 10 mii locuitori in 2004, comparativ cu 2003. Din
anul 2004 pana in 2007 observam o tendinta de reducere a acestui
fenomen (figura 1).

Incidenta acestor maladii are o tendinta analogica cu pre-
valenta. Asadar, in anul 2007, comparativ cu 2003, incidenta s-a
micsorat cu 13,7 cazuri la 10 mii locuitori (90,3 si, respectiv, 76,6
cazuri). Valoarea maxima a incidentei - 114,9 la 10 mii locuitori - s-a
stabilit in anul 2004, apoi a avut loc o reducere a acestui indicator
de 1,5 ori catre anul 2007 (figura 2).

In structura interna a prevalentei bolilor ochiului si anexelor
sale la adulti rata cea mai inalta — de 39,3 cazuri la 10 mii de locui-
tori — revine miopiei. In anii 2004-2007 rata cea mai inalta a fost

mii de locuitori in anul 2005 si minima de 30,6 cazuri in 2003.

in perioada de studiu (anii 2003-2007) rata prevalentei prin
glaucom a constituit in medie 21,8 cazuri la 10 mii de locuitori, cu
valoarea maxima de 23,2 in anul 2007 si cea minima de 19,9 cazuri
la 10 mii de locuitori in anul 2003 (figura 3).
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Fig. 1. Prevalenta bolilor ochiului si anexelor sale printre
adultiin Republica Moldova (anii 2003-2007) la 10 mii
de locuitori.
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Fig. 2. Incidenta bolilor ochiului si anexelor sale printre
adultiin Republica Moldova (anii 2003-2007) la 10 mii
de locuitori.
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‘D Cataracta @ Glaucomul m Miopia ‘

Fig 3. Ratele prevalentei prin cataractd, glaucom si
miopie la 10 mii de adulti in Republica Moldova, in
perioada 2003-2007.

In ceea ce priveste structura internd a incidentei
bolilor ochiului si anexelor sale la adulti, in anii 2003-
2007 s-au constatat urmatoarele:

- cataracta se caracterizeaza prin valori mai mari
decat glaucomul si miopia;

- rata maxima pentru cataracta a fostinregistrata
inanul 2004 - 17,5 cazurila 10 mii de adulti, iar

cea minima - 10,9 cazuri - in anul 2003;

- glaucomul are valorile cele mai joase: de la

3,2 cazurila 10 mii de adulti in 2003 pana la

3,6 in anul 2007, cu valoarea maxima de 4,4
cazuri in 2005;

- rata incidentei miopiei in anul 2007 este cea
mai joasa — 5,7 imbolnaviri la 10 mii de adulti,
cea mai mare —de 81,3 cazurila 10 mii de adulti
- fiind inregistrata in 2005, urmand o tendinta
de descrestere catre anul 2007 (figura 4).
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‘ O Cataracta @ Glaucomul m Miopia ‘

Fig. 4. Ratele incidentei prin cataractd, glaucom si
miopie la 10 mii de adulti in R. Moldova, in perioada
2003-2007.

Din numarul total al maladiilor bolilor ochiului
sianexelor sale, in anul 2003 cataracteifi revin 14,8%
cazuri, glaucomului - 9,6%, miopiei — 18,9%, iar altor
boli — 56,7%. In anul 2007, pe locul | s-a plasat cata-
racta — 19,5%, pe locul Il miopia — 16,7% si pe locul
Il glaucomul - 10,9%.

Analiza prevalentei patologiei oculare la copiii
din Moldova a scos in evidenta ca rata cea mai inalta
—de 322,2 cazuri la 10 mii de copii cu varsta 0-18 ani
- a fost atinsa in anul 2004, apoi a urmat o tendinta
de micsorare catre anul 2007 - 267,4 cazuri la 10 mii
de copii.Valoarea medie anuala pentru anii 2003-2007

constituie 285,84 cazuri la 10 mii de copii (figura 5).
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Fig. 5. Evolutia ratei prevalentei bolilor ochiului si ane-
xelor sale la copii in Republica Moldova in perioada
2003-2007 (la 10 mii).

Cota medie anuala a copiilor cu varsta de 15-
18 ani ce sufera de boli ale ochiului si anexelor sale
constituie 26,1%. Din numarul de copii cu patologie
oculara din aceasta categorie de varsta, baietii con-
stituie 45,9% in anul 2004 si 43,2% in 2007.

Nivelul incidentei are aceeasi tendinta ca si pre-
valenta: rata incidentei catre anul 2007 s-a micsorat




cu 35,4 cazurila 10 mii de copii cu varsta de 0-18 ani,
comparativ cu anul 2004 (133,7 si, respectiv, 169,1
cazuri la 10 mii de copii) (figura 6).
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Fig. 6. Rata incidentei bolilor ochiului si anexelor sale
la copii in R. Moldova, anii 2003-2007 (la 10 mii de
copii).

Din numarul total al cazurilor noi de imbolnavi-
re inregistrate la copii, varstei de 15-18 anifii revin in
medie, in anii supusi analizei, 19,7%. Cota baietilor
constituie in medie 46,6%.[3]

In forma statistica nr. 12 Privind numarul ma-
ladiilor inregistrate la bolnavi in Republica Moldova,
n structura internd a maladiilor ochiului si anexelor
sale printre copii putem gasi numai doua patologii
- cataracta si miopia.

In structura prevalentei, in anul 2003 cataractei
iirevine 0,7%, iar miopiei - 30,4% cazuri; in structura
incidentei cataracta detine 0,4% si miopia - 16,0 %.
Cota elevilor cu miopie constituie 86,4%.

In structura interna a prevalentei, in anul 2007
cataractei ii revin 0,5% si miopiei — 32,1% cazuri: in
structura interna a incidentei — 0,3% si 16,3%, res-
pectiv. Cota baietilor in varsta de 15-18 ani cu mio-
pie constituie 40,2%. Este necesar de mentionat ca
aceste structuri interne sunt analogice pentru toata
perioada supusa analizei.

Pentru a evidentia evolutia miopiei la copii, au
fost supuse analizei ratele prevalentei si incidentei
in perioada 2003-2007.

S-a dovedit ca rata prevalentei prin miopie a
avut o tendinta de scadere catre anul 2007, compa-
rativ cu anul 2003 - cu 15,5 cazuri la 10 mii de copii
cu varsta de 0-18 ani. Rata incidentei, la fel, a inregi-
strat o tendintd de scadere, avand o valoare maxima
de 30,8 cazuri la 10 mii de persoane in anul 2004 si
minima de 21,2 cazuri in 2006 (figura 7).

Concluzii

1. Bolile ochiului si anexelor sale in randurile
adultilor in Republica Moldova, in anii 2003-2007-
constituie in medie 3,5% din numarul total de ma-
ladii inregistrate intr-un an calendaristic.

2. Prevalenta acestui fenomen la adulti a cres-
cut cu 5,7 cazuri la 10 mii de locuitori (de la 207,3 in
anul 2003 pana la 213,0 la 10 mii locuitori in 2007).

3. Incidenta are tendinte analogice cu preva-
lenta: din 2003 pana in 2007 s-a redus cu 13,7 cazuri
la 10 mii de locuitori (90,3 si, respectiv, 76,6 la 10 mii
locuitori).
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271

i

2003

22,6

:

2007

21,2

:

2006

20 4

4. n structura interna a prevalentei bolilor
ochiului si anexelor sale la adulti rata cea mai inalta
- 39,3 cazuri la 10 mii de locuitori - revine miopiei,
care este urmata de cataracta - 30,6 cazuri - si glau-
com - 23,2 cazuri la 10 mii de locuitori.

5. Am constatat ca maladia cataracta se caracteri-
zeaza prin valori mai mari decat glaucomul si miopia.

6. Analiza prevalentei bolilor oculare la copii
in Republica Moldova a scos in evidentd cd valoarea
medie anuala in perioada 2003-2007 este de 285,84
cazuri la 10 mii de copii.

7. Cota medie anuala a copiilor cu varsta de
15-18 ani care sufera de boli ale ochiului si anexelor
sale constituie 26,1%.

8. Rata incidentei prin bolile ochiului si anexelor
sale catre anul 2007 s-a micsorat cu 35,4 cazurila 10 mii
de copii cu varsta de 0-18 ani, comparativ cu anul 2004
(133,7 5i, respectiv, 169,1 cazuri la 10 mii de copii).

9. In structura prevalentei la copii cataractei i
revin 0,7%, iar miopiei — 30,4% din cazuri; in structura
incidentei cataracta constituie 0,4% si miopia — 16,0 %.

10. In structura internd a prevalentei in anul
2007 cataracteiii revin 0,5% si miopiei — 32,1% cazuri:
in structura internd a incidentei — 0,3% si, respectiv
16,3%. Cota baietilor cu miopie cu varsta de 15-18
ani constituie 40,2%.
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JUBILEE

ACADEMICIANUL
GHEORGHE GHIDIRIM

70 DE ANI DE LA NASTERE

In cronica vietii academice si medicale, aniversarea domnului acade-
mician Gheorghe Ghidirim, Omului de cultura, chirurgului si savantului cu
renume mondial, se inscrie ca o sarbatoare a medicinei moldovenesti pe care
o slujeste cu devotament, pasiune si daruire exemplara.

Este nascutla 22 aprilie 1939, in comuna Palanca, plasa Oldnesti, judetul
Cetatea Alba. Fiind elev al scolii primare din comuna Palanca in anii 1946-
1953, si-a determinat optiunea profesionald, legandu-si destinul de medicina.
A urmat studiile in Colegiul de medicina din Tighina (anii 1953-1956). Dupa
absolvirea cu mentiune a Colegiului, activeaza in calitate de felcer la spitalul
din comuna Tudora, plasa Olanesti. Cu energia tanarului de 17 ani, dar si cu
responsabilitate in cei doi ani de activitate, si-a reconfirmat optiunea, fiind
singur in fata pacientilor, care asteptau alinare si vindecare. Si-a continuat
studiile la Institutul de Medicina (1957-1963), astazi Universitatea de Stat de
Medicina si Farmacie Nicolae Testemitanu. Aici, sub influenta marelui chirurg
Nicolae Anestiade, personalitate notorie a medicinei basarabene, a decis sa-si continue calea in medicina,
devenind chirurg.

in anii 1963-1964 este asistent la Catedra Anatomie topograficd si chirurgie operatorie, care i-a permis
fortificarea cunostintelor in materie. Urmeaza doctoratul la Catedra Chirurgie de facultate, unde sub condu-
cerea vestitului chirurg Nicolae Anestiade sustine teza de doctor in medicina Modificdrile tensiunii venoase
sialtor indici hemodinamici in afectiunile chirurgicale ale pulmonilor”. Lafinalizarea doctoranturii este angajat
ca asistent la Catedra Chirurgie de facultate (1966-1969). in aceeasi perioada este presedinte al Comitetului
sindical al Institutului de Medicina, promovand o serie de proiecte pentru imbunatatirea vietii si conditiilor
de trai ale colaboratorilor.

Anul 1969 este un an deosebit in cariera sa profesionala si administrativa. Doctorul in stiinte medicale
Gheorghe Ghidirim este ales in functia de conferentiar al Catedrei Chirugie a Facultatii Pediatrie si, concomi-
tent, vicedecan al Facultatatii Medicind Generald. Aici Dumnealui a insistat asupra perfectionarii procesului
didactic, implementarii si dezvoltarii subordinaturii - forma noua de pregadtire a tinerilor specialisti. Prin
calitatatile sale exceptionale de organizator, a contribuit la predarea obiectelor in limba romana, participa
activ la traducerea materialelor didactice, a manualelor, fiind astfel printre primii promotori ai renasterii
nationale.

In anul 1978 este numit in functia de sef al Catedrei Chirurgie pentru subordinaturd. in fata dlui Gh.
Ghidirim au fost puse sarcinile asigurarii procesului didactic pentru pregatirea practica a viitorilor chirurgi,
pe care le-a rezolvat excelent, datorita capacitatilor deosebite de organizator si profesionist. in anul 1979
este transferat la Catedra Chirurgie Generald si Semiologie, la care a activat pana in 1992. Colectivul a fost
reorientat spre noi tehnologii didactice si, in special, pe motivarea studentului in insusirea conceptelor
fundamentale ale chirurgiei.

In acelasi timp, cercetarea stiintificd ramane in centrul atentiei Domniei Sale, continuand investigatiile
intr-o problema controversata si dificila — pancreatita acuta. imreuna cu marele savant rus Vladimir Filin,
savantul Ghoerghe Ghidirim a schimbat conceptia despre evolutia acestei maladii si, mai ales, a pledat
pentru temporizarea actului operator, ceea ce a dus la micsorarea substantiala a mortalitatii in acest grup
de pacienti. Zeci de publicatii, rapoarte la congrese unionale si internationale incununeaza opera savantului
Gh. Ghidirim prin sustinerea tezei de doctor habilitat in medicina in 1983 in Centrul Stiintific Unional de
Chirurgie din Moscova. in anul 1986 i se confera titlul de profesor universitar.

Anul 1986 devine anul renasterii nationale a popoarelor din imperiul sovietic. Fiind un fiu devotat al
poporului roman din Basarabia, avand o verticalitate demna de urmat, el si-a ocupat locul bine-meritat in
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randul oamenilor de frunte ai neamului. Intelectul
innascut, cultura, inteligenta acumulate pe parcur-
sul vietii au stat la baza activitatii prodigioase sta-
tale sisociale ale distinsului profesor. Ales deputat
al poporului (1989-1992) in ultimul parlament al
URSS, a desfasurat o activitate importanta in ob-
tinerea independentei statale a Moldovei. in anul
1990 este ales membru al guvernului — ministru al
sanatatii. Aceasta activitate o desfasoara in conditii
complicate de tranzitie a societatii de la un sistem
totalitar la unul democratic. Cu sustinerea dlui Mi-
nistru Gh. Ghidirim, in anul 1991 este organizat si
desfasurat congresul de fondare a Ligii Medicilor.
Este pus in discutie proiectul Legii Sdnatatii, se
insista asupra trecerii sistemului de sanatate la
medicina prin asigurare. Pentru prima data in tara
este implementat rezidentiatul — forma noua de
pregdtire postuniversitara a medicilor-specialisti.
Reforma asistentei medicale primare, a serviciului
spitalicesc, clinicilor universitare, medicinei pre-
ventive, sistemului stomatologic si farmaceutic a
fost obiectivul de baza in activitatea Ministrului
Sanatatii Gheorghe Ghidirim. Paricipa activ la
pregatirea Declaratiei de Independentd a Republicii
Moldova, adoptate la 27 august 1992 de catre
primul parlament democratic, a imnului, stemei
si a drapelului tarii, care a incununat miscarea de
renastere nationala.

Inanul 1992 este numit sef al Catedrei Chirurgie
nr. 1,care din1994 poarta numele lui Nicolae Anestia-
di, pe care o conduce cu succes pana in prezent.

Din initiativa si cu participarea Domniei Sale,
pentru prima data in istoria tinutului basarabean,
in1993 este creata Sectia Medicind a Academiei de
Stiinte din Republica Moldova. in semn de apre-
ciere a meritelor stiintifice, in anul 1993 profesorul
Gheorghe Ghidirim este ales membru titular al Aca-
demiei de Stiinte si presedinte al sectiei medicale
nou-formate. Activitatea stiintifica multilaterala a
condus la alegerea dumnealui, in anul 1993, ca
membru de onoare al Academiei de $tiinte Medi-
cale din Romania, iar in 1994 - membru de onoare
al Societatii de Chirurgie din Romania. in 1995 i se
confera onorificul titlu de Om Emerit al Republicii
Moldova. Anul 1996 este anul recunoasterii activi-
tatii de pionierat a dlui Gh. Ghidirim in domeniul
chirurgiei laparoscopice, fiind ales membru de
onoare al Societatii de Chirurgie Laparoscopica din
Romania, iar din 2008 este membru al Asociatiei
Internationale de Chirurgie Endoscopica.

La Congresul VIl al chirurgilor din Republica
Moldova, academicianul Gh. Ghidirim este ales pre-
sedinte al Societatii de Chirurgie din Republica Mol-
dova, activand pandin 2007; din 1998 - membru al
Societatii Internationale de Chirurgie Hepato-bilio-
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pancreatica. in acelasi an este ales presedinte al Ligii
Medicilor din Republica Moldova.n 1999 este ales
membru al Societatii Mondiale de Chirurgie. Gh.
Ghidirim mai este membru al Consiliului Suprem
pentru Stiinta si Dezvoltare Tehnologicd, membru
al Consiliului Suprem pentru Acreditare si Atestare,
presedinte al Comisiei de Atestare a chirurgilor din
Republica Moldova, presedinte al Consiliului Stiinti-
fic pentru sustinerea tezelor stiintifice in chirurgie.
in toate aceste posturi isi consacra toatd energia
si cunostintele intru prosperarea medicinei basa-
rabene, a stiintei medicale, a sanatatii poporului.
Activitatea sa este inalt apreciata si prin conferirea,
in 2000, a Ordinului Gloria Muncii, iar in 2005 - a
Ordinului Republicii. Mai este decorat cu medaliile
Dm. Cantemir (1999), Nicolae Testemitanu (2004), 60
ani ai AS din RM. In acelasi an este ales membru de
onoare al Societatii Limba Noastrd.

Opera stiintifica a dlui academician Gh. Ghi-
dirim numara peste 400 de lucrdri stiintifice, 35
de monografii, 2 manuale. Poseda 15 brevete de
inventie, e participant la numeroase congrese in-
ternationale. Este redactor-sef al revistei Buletinul
AS a Republicii Moldova (stiinte medicale), membru
al colegiului de redactie al revistelor Chirurgia din
Bucuresti, Jurnal de Chirurgie din lasi, Arta Medica,
Curierul Medical, Moldova.

Este membru al Consiliului National pentru
Acreditare si Atestare. Sub conducerea academicia-
nului Gh.Ghidirim au fost sustinute 9 teze de doc.
h. in st. medicale si 14 teze de doctor in medicina.
Clinica condusa de Domnia Sa a pregatit peste 20
de secundari clinici si peste 130 de rezidenti. Astfel,
putem vorbi despre SCOALA ACADEMICIANULUI
GHEORGHE GHIDIRIM, scoald cu mari realizari si
perspective.

Paricipand la numeroase expozitii interna-
tionale ale Salonului International din Jeneva,
este detinatorul medaliei de bronz in 2006, a celei
de argint in 2007, 2008 si a Diplomei de Merit a
aceleiasi expozitii.

La cei de 70 de ani academicianul Gheor-
ghe Ghidirim vine in fata pacientilor, colegilor de
breasla, discipolilor incarcat de cunostinte si ma-
nopere chirurgicale de exceptie, pe care le pune,
neconditionat, in serviciul societatii si poporului
din Moldova.

Stimate dle academician Gheorghe Ghidirim!
Cu ocazia frumoasei aniversari dicipolii va felici-
ta,urandu-Va multa sanatate, energie creatoare si
noi realizari intru prosperarea stiintei si practicii
medicale basarabene spre bucuria si sandtatea
pacientilor.

Profesorul Constantin Etco,
conf. dr. Romeo Scerbina




Un Stefan Voda sa ne fiti...
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Academicianului Gh. Ghidirim Ia 70 de ani

Din Palanca ati pornit,

Sat frumos pe mal de Nistru,
Si bastina ati proslavit,

Fiind chirurg, fiind ministru.
V-am avut si ca decan,
Profesor in chirurgie,

Ati pregadtit cu-acelasi har
Studenti, chirurgi, si nu o mie.
Cu zambetul pe fata scris,
Cu-ntelepciunea ce-o purtati,
Noi toti de dragoste cuprinsi
Va Veneram. Sa ne iertati

Ca mai gresim, suntem doar oameni!
As vrea sa fiti incredintat:

Discipolii vor duce flama.
Fiind un campion in viata,
Are planuri mari de lupta:
Cu bisturiul, c-o povata

Pe toata lumea o ajuta

in anii dupa doua mii,

De fericire s-aveti parte,
Si-un Stefan Voda sa ne fiti,
Caieri, ca azi si mai departe.
Ce v-as dori la jubileu?

Un cer senin si sanatate,

Sa va ajute Dumnezeu

De oameni buni doar s-aveti parte!

Conf. dr. Romeo Scerbina, discipol
22 aprilie 2009
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Somitatea

Academicianului Gheorghe
Ghidirim la 70 de ani

Savanti sunt multi in asta lume
Pe toti nu poti sa-i stii pe nume,
Dar printre cei ce noi ii stim
Este si Gheorghe Ghidirim.
De unde vine Ghidirim ?
Din cicerone inspre Ram ?
Din nume-fulger sau sobari ?
Nu stim. Dar, cert, din gospodari.
in sat Palanca, ce-i la gura
De Nistru-rau, langa liman,
Acolo Dumnealui crescu
Pan’ deveni un baietan.
Cand timpu-alegerii sosi,
Tatal lui Gheorghe fi vorobi:
LAsculta, fiule de mine -
Consacra-ti viata medicineil”
S-atunci in scoala din Tighina
Primar facu el medicina,
Apoi, ca tanar priceput,
Carte facu si-n institut.
Trecura ani. Din greu muncind
Prin scoli de calitate mare,
Profesor deveni-n curand
Si specialist de valoare.

Un alt chirurg mai bun azi nu-i
Siin stiinta mare as;
Formandu-si scoala Dumnealui,
Discipoli are sute azi.
De dansul toata lumea stie -
E Somitate si Savant,
De-aceea si-n Academie
El este membru, ca-i marcant.
El harul muzicii il are,
Cantand cu multa-nflacarare
Povestea neamului din care
in viata deveni Om Mare.
La suflet bun, om rafinat,
Nu-i uita nici pe cei din sat
Va zisei ca-i din gospodari,
Cei cu purtari de zile mari!
E familist de excelenta
Si-si duce traiul cu mult rost,
Paseste-n viata cu cadenta -
intotdeauna asa a fost.
La saptezeci de ani sositi,
Noi vd uram de sanatate,
Multi ani incolo sa traiti
Si stranepoti cinci, de se poate!

Cu mare consideratie, presedintele Societatii
Stiintifice Republicane a Medicilor Imagisti din RM,
doctor habilitat in medicina, conferentiar universitar

Andrei Rosca
22 aprilie 2009

Asa de-o viata noi il stim

Pe domnul doctor Ghidirim:
Ca om de-o mare iscusinta
in chirurgie si-n stiinta.
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Scientific works presented for publication
must be written in A4 format, Times New Roman,
14, in Word 1997 or Word 2000, 1,5 interval, with
2,5 cm top, left, right and bottom margins, using
only one side of the paper.

Title list mustinclude the title of the work, the
first name(s) and surname(s) of the author(s), the
scientific degree, the name of the organization or
institution where the work was carried out.

The works must have a summary in English
and Romanian (for articles written in a foreign
language) of 150-200 words (for each summary),
on separate sheets of paper.

The text of the experimental or clinical ar-
ticles of less than 10 pages and brief publications
mustinclude:introduction, methods and materials,
results, discussions, conclusions and bibliographi-
cal references. Medico-social publications, reports
and pharmaceutical materials must not be longer
than 15 pages and must include no more than 30
references. Informational materials, decisions of the
Supreme Soviet of the Ministry of Public Health,
national programs, decisions of the Government
and different laws in the field of Public Health - all
these must be integrally published.

lllustrative materials (photos, pictures, fig-
ures, schemes, diagrams), in minimal number, must
include the number according to the text; number-
ing of tables must be donein theright corner of the
page, above the table, while figures and pictures
must have their number on the left, under the pic-
ture. Only pictures in black or in black-and-white
electronic version are accepted; photos must be
printed using a special photo-paper.

Description of figures and tables must be in
accordance with them.

Mathematical and chemical formulas must
be printed correctly (level of dash, capital and small
letters, symbols).

Bibliographical references must be present-
ed at the end of the work in alphabetical order of
authors’names and must be numbered. The titles of
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books without author must be listed in order of the
year of publication. Bibliography meets the require-
ments of the National Commission for Accreditation
and Certification of scientific publications. Refer-
ences in the text are made in square brackets ([ ])
in accordance with bibliography.

Works must be presented in two copies with
all the elements, including a disc with the name
of the author and the title of the article, file and
version.

The covering letter. All the works must have
a covering letter from the chief manager of the
organization or the author responsible for cor-
respondence. This letter confirms the fact that all
the authors agree to the content of the text and
all materials and data have not been published in
other issues of the magazine.
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e  Thearticles are reviewed by specialists in the
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e Inthecase whenthe publicationis returned to
the author for revision, modification or short-
ening, both the new variant and the initial vari-
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e  The corrected works are not returned to the
author;

e  The editorial board is not responsible for the
reliability of data;

e  The articles which do not meet the require-
ments pointed above may not be registered
and examined.
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