Tipul B
ASOCIATIA ECONOMIE, MANAGEMENT
SI PSIHOLOGIE IN MEDICINA

THE ECONOMY, MANAGEMENT AND
PSYCHOLOGY ASSOCIATION IN MEDICINE

ACCOUMALNA SKOHOMUKA, MEHEOXKMEHT U
NcnxoJiorna B MEQUUVHE

SANATATE PUBLICA, ECONOMIE
SI MANAGEMENT IN MEDICINA

PUBLIC HEALTH, ECONOMY AND
MANAGEMENT IN MEDICINE

OBLWECTBEHHOE 3JOPOBbE, SDKOHOMUWKA
N MEHEOMXKMEHT B MEOAVNUWHE

revista stiintifico-practica
fondata in anul 2003

scientific-practical review
founded in 2003

Hay‘—IHO-I'IpaKTVIl—IeCKVIIZ KYPHall
OocHoBaH B 2003 roay

2(84)/2020

Chisinau = 2020



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

Revista este inclusa in Tipul B cu atributia statutului de publicatie stiintificd de profil prin HOTARAREA co-
mund a Consiliului Suprem pentru Stiinta si Dezvoltare Tehnologica al Academiei de Stiinte a Moldovei si a
Consiliului National pentru Acreditare si Atestare nr. 169 din 21 decembrie 2017 pentru publicarea rezulta-

telor stiintifico-practice din tezele de doctorat in domeniile medicing, farmacie, economie si psihologie.
Articolele prezentate sunt recenzate de catre specialisti din domeniile respective.

Intemeietor al editiei periodice si redactor-sef onorific
Founder of the periodical edition and Honorary Editor-in-Chief

Constantin ETCO

Redactor-sef Chief Editor
Natalia ZARBAILOV

Colegiul de redactie Editorial Board
Elena Raevschi - redactor-sef adjunct
Boris Gilca, Larisa Spinei, Aliona Serbulenco
Valeriu Pantea - secretar

Consiliul editorial Editorial council

lon Ababii Grigore Friptuleac Natalia Polunina (Federatia Rusa)

Emil Anton (Romania)
Nicolae Bacinschi

lon Bahnarel

Grigore Belostecinic
Taras Boiciuc (Ucraina)
Emil Ceban

Vasyl Cheban (Ucraina)
Ghenadie Curocichin

Igor Denisov (Federatia Rusa)

Vasile Dumitras
Ludmila Etco

Mihai Gavriliuc

Victor Ghicavii
Gheorghe Ghidirim
Ludmila Goma

Eva Gudumac
Constantin lavorschi
Sava Kostin (Germania)
Sergiu Matcovschi
Mihai Morosanu
Kurtulus Ongel (Turcia)
Nicolae Opopol
Gheorghe Paladi

Mihai Popovici

Viorel Prisacari

Ivan Puiu

Ninel Revenco

Constantin Spinu

Oleg Sekera (Ucraina)
Mihai Todiras (Germania)
Teodor Tulcinschi (Israel)
Georghe Tabdrna
Brigitha Viaicu (Romania)
Iuri Voronenko (Ucraina)

Autorii poarta toata responsabilitatea pentru continutul articolelor publicate.

Editura Epigraf S.R.L.
2012, str. Bucuresti 60, of. 11, or. Chisinau
tel./fax 022 22.85.87,

Redactor literar — Larisa Ersov

Machetare computerizata — Anatol Timotin

Coperta - lulian Grosu

e-mail: epigraf2018@gmail.com

Continutul revistei poate fi consultat la pagina: www.revistaspemm.md

Datele de contact ale redactiei:

Telefon: 069 481 481

E-mail: redactor.spemm@gmail.com



CUPRINS

COVID-19: consultatii la distanta. Ghid rapid pentru evaluarea
pacientilor prin apel telefonic sau apel video.......ccccoeueeeeruecunnens 4

EXPERIENTA INTERNATIONALA

MUAZ AYDIN, MURAT ALTUNTAS
Relatia calitatii si duratei somnului cu boala ischemica
coronariana 7

OCTAVIAN GRAMA
Evaluarea unor efecte ale reorganizarii retelei de laboratoare
a sistemului de sanatate publica 13

MEDICINA DE FAMILIE S| PROBLEMELE CONEXE

VICTOR GHICAVII

Utilizarea irationald a medicamentelor si consecintele ei;

rolul medicului in selectarea si utilizarea rationala

a medicamentelor 21
NINEL REVENCO, OLESEA GRIN,

ADELA HORODISTEANU-BANUH, DORINA SAVOSCHIN

Rolul imunizarii in prevenirea antibioticorezistentei
bacteriene (sinteza literaturii) 29
NINA CHICU, VIRGINIA SALARU, ION SIRBU,

SERGIU MATCOVSCHI

Profilaxia pneumoniei comunitare:

mit sau realitate? 34
ANDREI BACINSCHI, VEACESLAV GONCIAR
Sistemul renind-angiotensind si glaucomul .........coovccvneeeernreennnns 39

NINEL REVENCO, ADELA HORODISTEANU-BANUH,

MARINA OSTER, DORINA SAVOSCHIN, OLESEA GRIN
Responsabilitatile si abilitatile asistentelor medicale de familie
privind supravegherea copilului sénatos la domiciliu............... 47
IVAN PUIU, MARINA CALAC

Viziuni actuale asupra cauzelor autismului;
rolul factorilor de mediu 52

GHEORGHII TURCANU

Estimarea aportului zilnic de metilmercur si de acizi grasi

prin consumul de peste in randul copiilor

cu varsta de 3-7 ani 58
VERGIL MANOLE

Evaluarea starii de sanatate a elevilor din familiile temporar
dezintegrate din localitatile rurale 66
VALERIU ALEXEEV

Periajul dentar in cadrul profilaxiei primare, secundare

si tertiare a afectiunilor odonto-parodontale..........ccccccoveveurneees 74
NINEL REVENCO, ANGELA CRACEA

Artrita juvenild idiopatica in practica

medicului de familie 79
MIHAI MOROSANU, ANATOLIE BULGAC, MIHAIL OPREA
Predispunerea catre consumul de tutun, alcool si droguri
printre studenti 85

ALEXANDRA TOPA, ILENUTA GUSILA, NATALIA ZARBAILOV
Evaluarea nivelului de cunostinte al pacientilor
cu hipertensiune arteriald cu privire la propria boala............. 90

CONTENT

COVID-19: remote consultations. A quick guide to assesing
patients by video or voice call 4

INTERNATIONAL EXPERIENCE

MUAZ AYDIN, MURAT ALTUNTASH
The relationship of sleep quality and sleep duration

with coronary artery disease 7
OCTAVIAN GRAMA

The assessing of the efficacy and functionality of the laboratory
system of the public health 13

FAMILY MEDICINE AND RELATED ISSUES

VICTOR GHICAVII

The irrational use of drugs and their consequences;

the role of the doctor in the selection and rational use

of drugs 21
NINEL REVENCO, OLESEA GRIN,

ADELA HORODISTEANU-BANUH, DORINA SAVOSCHIN

The role of immunization in preventing antimicrobial
resistance (literature review) 29
NINA CHICU, VIRGINIA SALARU, ION SIRBU,

SERGIU MATCOVSCHI

Prophylaxis of community acquired pneumonia:

myth or reality? 34
ANDREI BACINSCHI, VEACESLAV GONCIAR
The renin-angiotensin system and glaucoma .........cccccoeeceeeseceene 39

NINEL REVENCO, ADELA HORODISTEANU-BANUH,

MARINA OSTER, DORINA SAVOSCHIN, OLESEA GRIN

Nursing skills and responsibilities for child health surveillance
in home visiting programs 47
IVAN PUIU, MARINA CALAC

Current views on the causes of autism;

the role of environmental factors 52
GHEORGHII TURCANU

Estimation of daily intake of methylmercury and fatty acids
through fish consumption

among children aged 3-7 years 58
VERGIL MANOLE

The evaluation of the health condition of students in temporarily
disintegrated families in rural areas 66
VALERIU ALEXEEV

Dental brushing within the primary, secondary and tertiary
prophylaxis of dental-periodontal disorders ...........cooweeceeurenees 74
NINEL REVENCO, ANGELA CRACEA

Juvenile idiopathic arthritis in the practice

of the family doctor 79
MIHAI MOROSANU, ANATOLIE BULGAC, MIHAIL OPREA
Smoking, alcohol and drug susceptibility

among students 85
ALEXANDRA TOPA, ILENUTA GUSILA, NATALIA ZARBAILOV
The assessment of the knowledge of hypertensive

patients about their disease 90




COVID-19: CONSULTATII LA DISTANTA.
GHID RAPID PENTRU EVALUAREA PACIENTILOR PRIN APEL TELEFONIC SAU APEL VIDEO

Colegiul de redactie al revistei Sanatate Publica, Economie si Management in Medicina exprima o
profundd recunostinta editorilor revistei British Medical Journal (https://www.bmj.com) si autorilor infogra-
ficului Covid-19: remote consultations. A quick guide to assessing patients by video or voice call (https://www.
bmj.com/content/bmj/suppl/2020/03/24/bmj.m1182.DC1/gret055914 fi.pdf) pentru permisiunea amabila
de a traduce si a publica materialul in revista noastrd. De asemenea, exprimam gratitudine Asociatiei Me-
dicilor de Familie din Bucuresti, Romania, pentru oferirea versiunii ghidului in limba romana. Infograficul
(vedeti pag. 5) a fost adaptat si recomandat pentru aplicare de Catedra de medicina de familie a IP USMF
Nicolae Testemitanu si Asociatia Medicilor de Familie din R. Moldova in cadrul activitatilor Proiectului
Viata sandtoasa: reducerea poverii bolilor netransmisibile, finantat de Biroul de Cooperare al Elvetiei
si realizat in Republica Moldova de Institutul Elvetian Tropical si de Sanatate Publica.

Prevederi generale

Deoarece persoanele cu boli netransmisibile pot prezenta riscuri suplimentare de imbolnavire
cu COVID-19, acestea au nevoie de o asistenta medicala sporita, chiar si in lipsa solicitarii ajutorului
din partea lor.

Desi consultatiile prin telefon sunt informative in multe cazuri, consultatiile prin apel video ofera
avantajul prezentei terapeutice prin vizualizarea semnelor clinice. Prin urmare, consultatia prin apel
video este potrivita pentru pacientii: bolnavi; cu comorbiditati; care se afla in conditii sociale nefavorabile,
ce influenteaza dezvoltarea bolii; celor anxiosi. Pacientii cu probleme de auz de asemenea vor prefera ape-
lurile video celor realizate prin telefon.

inainte de a apela, deschideti fisa medicala a pacientului si verificati factorii de risc pentru dezvolta-
rea bolii COVID-19. Acordati atentie persoanelor imunocompromise (de ex.: fragilitate, diabet, afectiuni
renale sau hepatice cronice, sarcina; administrarea chimioterapiei, steroizilor sau a altor imunosupresoare),
cu dependenta de consumul de tutun, cu maladii cardiovasculare, astm sau boala pulmonara obstruc-
tiva cronica.

Asigurati-va ca aveti inregistrat numarul de telefon al pacientilor carora urmeaza sa le telefonati. Verificati
calitatea apelului audio si/sau video in timpul convorbirii (,Ma auziti/vedeti bine?”), rugati pacientul sa faca
acelasi lucru si sa ajusteze volumul microfonului. Elaborati o codificare a rezultatelor consultatiilor prin apel
telefonic ori video; de ex., codul poate include data/ora apelului, starea pacientului insemnata prin cod de litere:
B - bund, C - comorbiditdti, A - afectatd, D - deterioratd. inregistrati rezultatele convorbirii in fisa medicala.

Deoarece sanatatea pacientilor afectati de noul tip de Coronavirus se poate inrautati fulminant
pe parcursul a 10-14 zile de la debutul bolii, cand cel mai frecvent pacientul dezvolta deteriorare grava
a plamanilor si insuficienta poliorganicd, consultatia medicului in aceasta perioada este cruciala.

Verificati identitatea pacientului, intrebati unde se afla in acest moment si incepeti evaluarea initiala
(Cum se simte? Ce face? Pare deranjat/a? Are respiratia dificila? li este greu sa vorbeasca?). Daca pacientul/a
pare bolnav/a, treceti direct la intrebarile clinice cheie.

Retineti incidenta aproximativa a simptomelor si a semnelor-cheie enuntate in Ghidul COVID-19.
Consultatii la distanta (vedeti infograficul, coloana din dreapta), cu mentiunea ca aceasta lista a fost gene-
rata intr-o populatie diferita si poate sa nu reflecte cazul pe care il examinati. Ghidul trebuie utilizat flexibil,
tinand cont de istoricul medical si de problemele ce apar in timpul conversatiei. Pacientii varstnici si
imunocompromisi se pot prezenta atipic.

Dificultatea de respiratie (dispneea) este un simptom important in cazurile grave de boald, insa
instrumentele de evaluare sigura la distanta au doar putere de recomandare (vedeti Caseta 1). Notati data
primului simptom pentru a inregistra data debutului bolii. Febra in afectiunea cu COVID-19 este pre-
zenta adesea, dar nuintotdeauna; temperatura corpului poate atinge 38,0°Csi tinde sa persiste mai mult
de cinci zile. Retineti: pana la jumatate din toti pacientii cu aceasta infectie nu au febra la prezentarea
initiala, adicd la prima consultatie la distanta! Majoritatea, dar nu toti cei afectati de COVID-19, au tuse, care,
de obicei, persista mai mult de cinci zile. Pierderea gustului si a mirosului este un simptom comun si
timpuriu. Simptomele gastrointestinale, cum ar fi diareea, sunt rare in COVID-19, dar exista dovezi care
sustin cd acestea ar putea fi mai frecvente decat se credea anterior. Simptomele sistemice includ oboseala
si durerea musculara, desi multi pacienti nu au niciuna dintre ele.
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Daca in cadrul evaludrii sunt raportate semne de boald, completati ancheta epidemiologica si urmati
prevederile Protocolului clinic standardizat pentru medicii de familie INFECTIA CU CORONAVIRUS DE TIP
NOU - COVID-19 (https://msmps.gov.md/sites/default/files/pcspmfinfectia_cu_coronavirus_de_tip_nou_co-
vid-19_ro.pdf).

Siguranta pacientului la domiciliu

Pacientii cu boli netransmisibile vor urma tratamentul bolilor cronice prescris anterior si vor asigura
stocul medicamentelor prin comunicare cu medicul de familie. in toate cazurile de incertitudine, anxietate,
de modificare sau inrautatire a starii de sanatate, in situatii de urgenta, la epuizarea stocului de medicamente,
pacientii vor raporta problema medicului de familie, medicului-specialist curant sau, in cazuri exceptionale,
vor apela la serviciul de urgenta prin telefonul 112.

COVID-19 poate produce o deteriorare rapida a functiei respiratorii, in special in adoua saptamana
de boala. De aceea, sfaturile privind siguranta sunt importante pentru toti pacientii, chiar daca in timpul
apelului telefonic sunt sanatosi. Asigurati-va ca ati realizat activitatea de profilaxie prin informare. Aveti
grija sa telefonati repetat, indeosebi pacientii care locuiesc singuri. Aceste persoane ar trebui sa identifice
pe cineva care sa comunice cu ei telefonic in mod regulat si sd le asigure livrarea medicamentelor (membru
al familiei, vecin, voluntar, asistent medical, asistent social).

Informati pacientii ca trebuie sa mentina un aport mare de lichide si sa solicite ajutorul medical, daca
simt ca starea lor se inrdutateste. Atrageti atentia lor maxima la faptul ca in cazul dificultatilor de respiratie,
de schimbare a frecventei si a ritmului respiratiei, la senzatia de lesin, in caz de reducere a eliminarii
urinei sau de incontinenta urinara ar trebui sa apeleze la medicul de familie sau la serviciul de urgenta
112. Rugati pacientul/a sa-si afiseze la loc vizibil numerele de telefon ale rudelor, persoanelor apropiate,
medicului de familie, asistentului medical, social etc. Transmiteti-le mesaje cu informatii importante pentru
pacient la telefonul mobil.

Caseta 1

EVALUAREA RESPIRATIEI LA DISTANTA

Instrumente pentru evaluarea respiratiei la distanta in caz acut nu sunt validate pentru asistenta medicala
primara. Cu toate acestea, s-a convenit la un consens profesional in legatura cu urmatoarele recomandari:
1. Cereti pacientului sa descrie problema pe care o simte in legatura cu respiratia, folosind vocabularul
uzual si evaluand nivelul de confort al respiratiei in timpul vorbirii. Puneti intrebari deschise si ascultati
daca pacientul isi poate completa propozitiile: “Cum respirati astazi?”

2. Puneti trei intrebari:

~Aveti o respiratie ingreunata, incat nu sunteti in stare sa vorbiti mai mult decat cateva cuvinte?”
~Respirati mai greu sau mai repede decat de obicei, atunci cand sunteti in repaos?”

~Sunteti atat de bolnav/a, incat ati incetat sa faceti toate activitatile zilnice obisnuite?”

3. Concentrati-va pe schimbare. Povestirea cursiva si clara despre starea de sanatate este mai importanta
decat daca pacientul simte in prezent dificultati de respiratie. Puneti intrebarile:

,Respiratia este mai rapidd, mai lenta sau la fel ca in mod obisnuit?”

»Ce ati putut face ieri si nu puteti face astazi?”

»Ce vd ingreuneaza respiratia acum si nu va face sa va simtiti la fel ca ieri?”

Interpretati respiratia si semnele fizice in contextul istoriei ample povestite de pacient. De exemplu,
respiratia sonora in timpul vorbirii este ingrijoratoare la un pacient care in mod obisnuit are o respiratie
ingreunata.

Nu existd nicio dovada cd incercarea de mdsurare a ritmului sau a frecventei respiratiilor pacientului prin
telefon ar oferi o interpretare exactd. In mod obisnuit, expertii nu folosesc astfel de teste. Cu toate acestea,
este posibild mdsurarea ritmului respirator in cadrul unei consultatii cu conexiune video bund. In general,
videoconsultatia permite o evaluare mai detaliata si poate preveni nevoia unei vizite la domiciliu.




THE RELATIONSHIP

OF SLEEP QUALITY
AND SLEEP DURATION
WITH CORONARY ARTERY DISEASE

Summary

In this study, it was aimed to determine whether there is a
statistically significant difference of sleep duration and sleep
quality between non-CAD individuals from general popula-
tion and patients admitted in a third stage cardiology clinic
with a diagnosis of CAD. This observational, descriptive study
was carried out between January 1, 2018 and March 31, 2018
with 150 non-CAD people from general population, and 150
patients with CAD diagnosis admitted in a cardiology clinic.
People under 18 years of age and those with sleep apnea syn-
drome, or other significant medical conditions leading to sleep
disturbance were excluded from the study. A questionnaire
of socio-demographic characteristics and of the Pittsburgh
Sleep Quality Scale (PSQS) was applied to the participating
patients and control group by face-to-face interview method.
Pittsburgh Sleep Quality Index (PSQI) and total sleep duration
were determined according to the responses to the questions in
the PSQS. Differences between the groups were investigated.
In the study, the mean duration of sleep (hours) in the group
with CAD, DM, HT, and HLwas found to be statistically
significantly lower than the non-CAD group. The mean total
score of PSQS in the group with CAD, DM, HT, and HLwas
found to be statistically significantly higher than non-CAD
group. No statistically significant difference was observed be-
tween the mean duration of sleep and averages of PSQS total
points of the smoking and non-smoking groups. Sleep quality
and duration of sleep were found to be significantly associated
with diseases such as CAD, cardiovascular heart diseases and
their risk factors such as DM, HT, HL. In this context, it is
possible to determine the sleep quality and the duration of sleep
easily in the outpatient clinic conditions using the PSQS in
the practice of family medicine application. By specifying the
measures to be taken in this direction, appropriate counselling
services can be provided for people at risk.

Keywords: coronary artery disease, sleep duration, sleep qua-
lity, Pittsburgh Sleep Quality Scale

Rezumat

Relatia calitdtii si duratei somnului cu boala ischemicd
coronariand

Scopul acestui studiu a fost de a stabili dacd existd o diferentd
statistic semnificativd intre durata si calitatea somnului la
indivizii care nu suferd de boald ischemicd coronariand (BIC)
din populatia generald si la pacientii internati intr-o clinicd
de cardiologie de nivelul trei cu un diagnostic de BIC. Acest
studiu observational, descriptiv a fost efectuat in perioada 1
ianuarie 2018 - 31 martie 2018, incluzdnd 150 de persoane
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din populatia generald care nu au BIC si 150 de pacienti cu
diagnostic de BIC, internati intr-o clinicd de cardiologie. Au
fost excluse din studiu persoanele sub 18 ani si cele cu sindrom
de apnee in somn sau cu alte afectiuni medicale semnificative,
care conduc la tulburdri de somn. Un chestionar cu privire la
caracteristicile sociodemografice si la scala Pittsburgh de cali-
tate a somnului (PSQS) a fost aplicat pacientilor-participanti
si grupului de control prin metoda interviului fatd in fatd.
Indicele Pittsburgh al calitdtii somnului (PSQI) si durata totald
a somnului au fost determinate in functie de rdaspunsurile
la intrebdrile din PSQS. Au fost evaluate diferentele dintre
grupuri. In studiu, durata medie a somnului (ore) in grupul
cu BIC, diabet zaharat (DZ), hipertensiune arteriald (HTA)
si hiperlipidemie (HL) a fost consideratd statistic semnificativ
mai micd decdt in grupul fard BIC. Scorul mediu total al PSQS
din grupul cu BIC, DZ, HTA si HL a fost constatat statistic
semnificativ mai mare decdt in grupul fard BIC. Nu a fost
observatd nicio diferentd semnificativd statistic intre durata
medie a somnului si mediile punctelor totale PSQS la cei care
fumeazi si la nefumadtori. S-a constatat cd durata si calitatea
somnului sunt asociate in mod semnificativ cu boli precum
BIC, maladii cardiovasculare si factorii de risc ai acestora,
cum ar fi DM, HTA, HL. In acest context, este posibil si se
determine cu usurintd calitatea somnului si durata somnului
in conditii de ambulatoriu, folosind aplicatia PSQS in practica
medicinei de familie. Precizdnd mdsurile care trebuie luate
in aceastd directie, se pot oferi servicii de consiliere adecvate
pentru persoanele cu risc.

Cuvinte-cheie: boald ischemicd coronariand, durata som-
nului, calitatea somnului, scala Pittsburgh de calitate a
somnului

Pesrome

Bsaumoceasv kauecmea u OnumenvHocmu cHa c 3a6orme-
8AHUAMU KOPOHAPHDIX apmeputi

Hccnedosanue 6vino Hanpasneno Ha onpedesnerue crmamu-
CUMeCcKY 3HAYUMDBIX PA3TIUYULL NPOOOTHUMENBHOCU U
Kavecmea cHa Mex0y TUuamu, He cmpadarvuUMu unie-
muueckoii 6one3nvro cepoua (MBC) us obujeeco Hacenenus,
U nayuenmamu, NOCMyNUSUUMU 6 KAPOUOTIOZUHECK Y10
KIUHUKY mpembve2o YposHs ¢ ouaznosom MBC. Omo onuca-
menvHoe uccred08anue, 0CHOBAHHOE HA HAOMIOOeHUU, Obi0
nposedero 8 nepuod ¢ 1 smeapst 2018 z00a no 31 mapma
2018 200a ¢ yuacmuem 150 uenosex u3 obuseit NonynAUUY,
He umeroujux MIBC, u 150 navuenmos ¢ ouazrnozom MBC,
NOCMYNUBUUX 6 KAPOUOI02UHeCKYH0 KIUHUKY. JT1o0u 6 603-
pacme 0o 18 nem u nuua ¢ cCUHOPOMOM ANHOI 60 CHe UL
Opyeumu cepvesHvimu 3a60/1e8AHUIMU, NPUBOOTUUMU K




HAPYUIeHUI0 CHA, ObLIU UCKTIIOUEHDL U3 UCCIe008aHUs. Bo-
NPOCHUK COUUATLHO-0eMOZPAPUHECKUX XAPAKMEPUCTNUK U
ITummcoypeckoti wikanv kavecmea ca (PSQS) 6vin npume-
HeH K Y4actmeyouum NayueHmam u KoHmMponvHoi pynne
Memooom ouHo2o unmepevio. Iummcbypeckuii uHoexc
kauecmea cua (PSQI) u o6uas npodomcumenvHoCMs cHA
6vinu onpedesnieHbl 6 COOMBEMCMBUL C OTNBEMAMU HA 60HPO-
co1 8 PSQS. Boinu uccnedosamvl pasnudusi mexcoy epynnamu.
B uccnedosanuu cpedHas npodonicumenvHocmo cHa (uacwt)
6 epynne ¢ YIBC, caxaprvim ouabemom (ClI), apmepuans-
Hoti eunepmensueti (AI) u eunepnunudemueii (I7I) 6vina
crmamucmudecky 3Ha4UmMo Huice, uem 8 epynne 6e3 JBC.
Cpeonuti o6uuii 6ann PSQS 6 epynne ¢ UBC, ClI, AT u IJ]
Obu1 cnamucmuyecku 00CHO6ePHO Bblille, YeM 6 2pynne 6e3
MBC. Cmamucmuvecku 3HAYUMbLX PA3IUMUTE MeHOY Cpeo-
Heti NPOOOTHUMENTLHOCbIO CHA U CPEOHUMU 3HAYEHUAMU
o6uyezo0 xkonuuecmea 6annos PSQS 6 zpynnax cpedu Kypausux
U HeKypAUWUX He HA6n00anoce. Boino ycmanosnexo, umo
Ka4ecmeo u NpooOIHUMENbHOCHb CHA 68 3HAYUMETbHOU
cmenenuy c6A3aHbl ¢ makumu 3abonesanuamu, kax MBC,
cepoeuHo-cocyoucmole 3a601e6aHUS U MAKUMU PaKmopamu
pucka, kax ClI, AL, I7l. B amom KoHmeKcme MONCHO 71e2Ko
onpedenums Ka4ecmeo cHA U NPOOOTHUMENbHOCHY CHA 6
YCNO0BUAX NONUKTIUHUKY, ucnonwv3ys PSQS e npaxmuxe ce-
MmetiHoti meduyuroL. Onpedenus mepol, KOMopbvie HeoOX00UMO
NpeONpUHAMb 8 IMOM HANPABIIEHULU, TIHOOAM, N00BEPHEHHBIM
pUcKy, mozym Ovimv npedocmasieHvl COOMBEMcmeyoujue
KOHCYZIbMamueHble ycuyeu.

Kniouesvie cnosa: uwemuveckas 60nesH cepbua, npobon—
HUMENbHOCMDb CHA, Ka1ecmaso CHA, Hummc6yp2cr€aﬂ wKana
Kavecmasa cHA

Introduction

Today, cardiovascular diseases (CVDs) are still
the leading cause of death both, in the world and
Turkey. In the Turkish Adult Risk Factor (TARF) cohort
study (1990-2016), coronary heart disease (CHD) has
been reported to be the leading cause of death with
the rate of 42% which is followed by cancer (24%),
other causes (traffic accident, violence, suicide,
pulmonary heart disease, diabetes mellitus (DM),
chronic renal failure (CRF), Alzheimer’s disease, etc.)
(22%), and cerebrovascular diseases (CVD) (12%),
respectively. Turkey ranks first for women and second
for men after Latvia considering the CHD-related
mortality rates in the age group of 45-74 among
the European countries with high coronary artery
disease (CAD) mortality rates [1].

Age (=45 in men and =55 or early menopause
in women), family history, smoking, hypertension
(HT) (blood pressure of =140/90 or use of anti-
hypertensive medication), hypercholesterolemia
(total cholesterol of =200, low-density lipoprotein
[LDL]-cholesterol of =130), low high-density lipopro-
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tein (HDL)-cholesterol (<40 mg/dL), and DM can be
listed as the most important risk factors for CHD [2].
The underlying causes of CVD, which have become
epidemic all over the world, are atherogenesis and
typically accompanying thrombosis [3]. The concept
of risk factors for CVD is supported by an indepen-
dent study [4].

Sleep is a state of inactivity that allows the or-
ganism to rest, which is also a regeneration process
that re-prepares the entire body for life. It isamong
the most basic and inevitable daily life activities
affecting the quality of life and general health of
people and has physiological, psychological and
social dimensions [5]. Factors affecting sleep inclu-
de age [6], gender [7], health status (presence of
any disease) [8], caffeine [9] and nicotine [10] con-
sumption, alcohol use [11], exercise [12], drug use
[13], diet, lifestyle [14] and environmental factors.
Sleep quality includes both quantitative parame-
ters such as sleep duration, latency, and number
of awakenings and qualitative parameters such as
sleep depth and sleep comfort. Sleep quality and
sleep time can lead to CAD directly or indirectly by
causing risk factors for CAD.

The aim of this study was to investigate any
possible statistically significant difference between
patients with CAD and healthy individuals in terms
of sleep duration and sleep quality.

Material and method

This observational descriptive study included
a total of 150 patients who were admitted to the
Cardiology Clinic or Coronary Intensive Care Unit of
Republic of Turkey Ministry of Health University of
Health Sciences Istanbul Bagcilar Health Application
and Research Center (SUAM) due to any CAD dia-
gnosis between January 1,2018 and March 31, 2018.
This study was approved by the ethics committee of
Republic of Turkey Ministry of Health University of
Health Sciences Istanbul Bagcilar SUAM on February
2,2018 with the decision no.2018.02.1.02.015. Pati-
ents under the age of 18 and those who diagnosed
with sleep apnoea syndrome or had other medical
causes leading to sleep disturbance were excluded
from the study. The control group consisted of 150
individuals from the general population who were
over 18 years of age and had no sleep apnoea syn-
drome, CAD, and other medical causes leading to
sleep disturbance.

A questionnaire consisting of the Pittsburgh
Sleep Quality Index (PSQI) and questions about so-
cio-demographic characteristics was applied to all




patients and healthy individuals who participated in
the study through a face-to-face interview method.
Socio-demographic characteristics, age, gender,
sociocultural status, socioeconomic status, marital
status, presence of CAD, family history of CAD, histo-
ry of DM, HT or hyperlipidemia (HL), smoking history,
and the number of cigarettes smoked per day for
those with a smoking history were recorded for all
patients and healthy individuals. Total sleep time
(TST) and PSQI score were determined according
to the answers given to the questions in the PSQI.
The PSQI components, which were subjective sleep
quality (component 1), sleep latency (component
2), sleep duration (component 3), sleep efficiency
(component 4), sleep disturbance (component 5),
use of sleep medications (component 6), and day-
time dysfunction (component 7), were calculated for
both groups separately. Patients with PSQI>5 were
considered to have poor sleep quality and those with
a daily total sleep time of <6 hours were considered
to have a low sleep duration.

Statistical analysis was performed using Num-
ber Cruncher Statistical System (NCSS) 2007 Statis-
tical Software. Descriptive data were expressed as
mean, standard deviation, frequency, and percen-
tage distribution. Shapiro-Wilk test was used to
check the normality of variables. Independent t-test
was used for the pairwise comparison of variables
that were normally distributed whereas Mann Whit-
ney U test was used for the pairwise comparison of
variables that were not normally distributed. Quali-
tative data were compared by using the chi-square
test. Among the factors affecting CAD, logistic re-
gression analysis was performed to determine PSQI
and TST levels. A p value of <0.05 was considered
statistically significant.

Results

Socio-demographic characteristics of groups
and the significance levels are shown in the table at
the end of the article.

Evaluation of study data in terms of sleep quali-
ty showed that the mean sleep duration (hours) was
significantly lower in patients with CAD compared to
the control group (p=0.0001). All of the seven com-
ponents in the PSQI were found to be significantly
higher in patients with CAD compared to the control
group. Total mean PSQI scores of CAD patients were
found to be significantly higher than the control
group (p=0.0001).

The mean sleep duration (hours) was found
to be significantly lower in patients with DM com-
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pared to those without DM (p=0.0001). All of the
seven components in the PSQI were found to be
significantly higher in patients with DM compared to
those without DM. The total mean PSQI scores were
found to be significantly higher in patients with DM
compared to those without DM (p=0.0001).

The mean sleep duration (hours) was found to
be significantly lower in patients with HT compared
to those without HT (p=0.0001). All of the seven com-
ponents in the PSQI were found to be significantly
higher in patients with HT compared to those witho-
ut HT. The total mean PSQI scores were found to be
significantly higher in patients with HT compared to
those without HT (p=0.0001).

The mean sleep duration (hours) was found to
be significantly lower in patients with HL compared
to those without HL (p=0.0001). The first six com-
ponents of the PSQI were found to be significantly
higherin patients with HL compared to those witho-
ut HL. The total mean PSQI scores were found to be
significantly higher in patients with HL compared to
those without HL (p=0.0001).

Discussion

The incidence and prevalence of CHD increases
with age (3) and men older than 45 years of age
and women older than 55 years of age have a much
higher CHD risk compared to others (4). In the pre-
sent study, the number of individuals aged 55-64
years, 65-79 years, and >80 years was found to be
significantly higher in the CAD group compared to
the control group (p=0.0001).

In the study, the number of male patients in
the CAD group was found to be significantly higher
than in control group (p=0.0001). Men are more li-
kely to develop atherosclerosis than women if other
risk factors are equal. Women are protected against
advanced atherosclerosis causing disease until
menopause. Myocardial infarction is rare in women
in the perimenopause period unless predisposing
conditions such as diabetes, HL or severe HT are
present [15].

In the present study, the number of high
school and university graduates in the CAD group
was significantly lower than the control group
(p=0.0001). There are studies in the literature
that are compatible with our results. In a study
by Falkstedt et al. [16], the relative risk of CHD has
been reported to increase as the education level
decreases among Swedish men. In another study
by Gudmundsson et al. (1995) of Icelandic indivi-
duals, all the risk factors for CHD have been found




toincrease in both genders among individuals with
low education level. Gonzalez et al. [17] reported a
negative correlation between education level and
risk of ischemic heart disease. The findings reported
byTillmann et al.[18] support that higher education
level is associated with a lower CHD risk.

In the present study, low socioeconomic status
has been shown to be associated with CAD. Studies
in the literature have shown that risk factors for
CHD including obesity, DM, HT, and poor lipid pro-
file increase in connection with diet in individuals
with low socioeconomic status. L. Navalpotro et al.
[19] has reported that the prevalence of obesity is
higher in regions with low socioeconomic status.
WM. Hoang et al. [21] found in their study that low
and moderate socioeconomic status were important
risk factors for the development of systemic HT in
women. Similarly, in a study by Clark et al. [21],
low socioeconomic status has been shown to be
associated with great increases in CVD risk in both
men and women. Z. Yu et al. [22] has reported that
the prevalence of risk factors for CVD is higher in
individuals with low socioeconomic status and the
relationship between socioeconomic statusand CVD
has been further reported to be more consistent in
women than in men.

The number of single patients in the CAD group
was significantly lower than the control group in the
present study (p=0.0001). However, there are many
studies in the literature showing that CAD and CAD-
related mortality and morbidity are lower in married
individuals [23, 24, 25]. The reason for the different
results in the present study may be attributed to
the fact that the number of samples is limited and
the distribution of risk factors for CAD between age
groups is different.

In the Adult Treatment Panel Ill (ATP 1ll) guide-
lines published by National Cholesterol Education
Program (NCEP) in 2001 and Coronary Heart Disea-
se Prevention and Treatment Guidelines published
by Turkish Society of Cardiology in 2002, risk
factors for CAD have been reported to be HT, DM,
HL, and family history of CAD [2, 26]. The results
obtained from this study are compatible with
both the NCEP ATP Ill guideline and information
in the guideline published by the Turkish Society
of Cardiology.

There was a significant difference between
individuals with and without CAD in terms of both
sleep duration and sleep quality (p<0.0001). In a
meta-analysis by D. Wang et al. [27], a significant
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correlation was found between short and long sleep
duration and increased risk of CHD. Compared to
patients who slept seven hours a day, the CHD risk
was reported to increase by 7% increase with every
additional hour of sleep and by 11% with every hour
by which sleep duration was reduced [27]. T. Chan-
dolaetal.[28] reported that short sleep duration (<6
hours) significantly increased the risk of CHD among
participants who reported sleep disturbances and
they further reported that there was little evidence
that short sleep duration increased CHD riskamong
participants who did not report any sleep disturbance.
In a study by X.Q. Lao et al. [29], a positive correlation
was reported between CHD risk and both short
sleep duration and poor sleep quality. M Sharma et al.
[30] found an independent correlation between
CAD and both short sleep duration (<6 hours) and
poor sleep quality (PSQI>5). A positive correlation
between CAD and short sleep duration (<6 hours)
and poor sleep quality (PSQI>5) was reported in In-
dian adults and short sleep duration and poor sleep
quality were reported to be important modifiable
risk factors for CAD in the Indian population [30]. In
the present study, a significant difference was found
between patients with and without DM in terms of
both sleep duration and sleep quality (p<0.0001).
Similar findings are available in the literature [31,
32,33, 34].

We found a significant difference between
patients with and without HT in terms of both sleep
duration and sleep quality (p<0.0001). The mean
sleep duration (hours) was found to be significantly
lower in patients with HT compared to those without
HT (p=0.0001). Studies in the literature support the
findings of the present study [35, 36, 37].

Conclusion

Considering the study data and literature re-
view, sleep duration and sleep quality can be said
to have a significant correlation with CAD and risk
factors for CAD such as DM, HT, and HL. Furthermore,
sleep quality and duration are thought to be poorer
in individuals with such diseases.

One of the aims of Family Medicine both all
over the world and in Turkey is to reduce the inci-
dence of diseases such as CVD, CAD, DM, HT, and HL
and to prevent the costs related to these diseases.
Family Physicians can apply PSQI to the population
dependent to them as a preventive medicine and
easily obtain information about their patients’sleep
quality and sleep duration.
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Socio-demographic characteristics of the individuals included in the study and statistical significance levels

Parameters Items CAD (-) (n=150) CAD (+) (n=150) p
18-44 Years 116 77.33% 12 8.00%
45-54 Years 24 16.00% 36 24.00%
Age 55-64 Years 6 4.00% 40 26.67% 0.0001
65-79 Years 4 2.67% 58 38.67%
>80 Years 0 0.00% 4 2.67%
Male 59 39.33% 98 65.33%
Gender 0.0001
Female 91 60.67% 52 34.67%
Literacy 5 3.33% 32 21.33%
. Primary education 53 35.33% 95 63.33%
Sociocultural status - 0.0001
High school 34 22.67% 19 12.67%
University graduate 58 38.67% 4 2.67%
<TRY 1,500.00 56 37.33% 104 69.33%
TRY 1,501.00-3,000.00 39 26.00% 41 27.33%
Socioeconomic status TRY 3,001.00-5,000.00 38 25.33% 5 3.33% 0.0001
TRY 5,001.00-7,500.00 6.00% 0.00%
>TRY 7,500.00 5.33% 0 0.00%
Married 92 61.33% 144 96.00%
Marital status Single 57 38.00% 3 2.00% 0.0001
Divorced-Widow 1 0.67% 3 2.00%
o No 90 60.00% 55 36.67%
Family history 0.0001
Yes 60 40.00% 95 63.33%
. . No 141 94.00% 88 58.67%
Diabetes mellitus 0.0001
Yes 9 6.00% 62 41.33%
. No 139 92.67% 57 38.00%
Hypertension 0.0001
Yes 1 7.33% 93 62.00%
o . No 137 91.33% 85 56.67%
Hyperlipidemia 0.0001
Yes 13 8.67% 65 43.33%
. . No 102 68.00% 90 60.00%
Cigarette smoking 0.149
Yes 48 32.00% 60 40.00%
Non-smoker 102 68.00% 90 60.00%
1 small package/day 22 14.67% 17 11.33%
. 1 package or 2 packages/day 26 17.33% 37 24.67%
Number of cigarettes 0.025
2 large packages/day 0 0.00% 6 4.00%
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EVALUAREA
UNOR EFECTE ALE REORGANIZARII

RETELEI DE LABORATOARE
A SISTEMULUI DE SANATATE PUBLICA

Rezumat

Studiul a vizat evaluarea unor efecte ale reorganizdrii retelei
de laboratoare si a stdrii de functionalitate (resurse normative,
tehnice si profesionale) a sistemului de laboratoare existent
al sandtdtii publice, in perspectiva reducerii inechitdtilor in
distribuirea si utilizarea serviciilor de sdndtate publicd. A
fost elaborat un model de laborator performant (regional),
corespunzdtor legislatiei nationale si directivelor europene,
sarcinilor actuale si de perspectivd ale sandtdtii publice. Re-
zultatele acestui studiu reprezintd si o reflectare a satisfactiei
angajatilor si a utilizatorilor de servicii de laborator in
domeniul sandtdtii publice. Asadar, au fost elucidate trei as-
pecte: situatia actuald din domeniul serviciului de laborator
al sanatatii publice; rolul laboratoarelor de performantd si
satisfactia angajatilor/utilizatorilor de servicii de laborator
in domeniul sandtdtii publice.

Cuvinte-cheie: serviciu de laborator, laborator performant
(regional), satisfactia angajatilor si a utilizatorilor de servicii
de laborator in domeniul sdndtdtii publice

Summary

The assessing of the efficacy and functionality of the labora-
tory system of the public health

The study assessing the efficacy and functionality (regulatory,
technical and professional resources) of the current laboratory
system of the public health in the perspective of reduction of
inequities in distribution and use of public health services.
Was developed, based on the studies realized, a model of a
(regional) high-performance laboratory, harmonized with the
national laws and European Directives, as well as with current
and future tasks of the public health. The results of this study
are path-finding appreciation of satisfaction of the staff and
laboratory services users in the public health sector. Therefore,
three aspects were elucidated: the current situation in the field
of public health laboratory service; the role of performance
laboratories and the satisfaction of employees and users of
laboratory services in the field of public health.

Keywords: laboratory service, high-performance laboratory
(regional), satisfaction of the staff and laboratory services,
users in the public health sector

Pe3stome

Ouenkxa HeKOMOPbIX NOCIEdCMEUL peopzanu3ayuu
nabopamopHoti cucmemol 00UecéeHH020 30Pasooxpa-
HeHust

Llenvto uccned068aH U ABTACMCS OUEHKA HEKOMOPbLX NOCTIE0-
CMBuUil peopeanusayuy 1a60pamopHoOLl cemu U COCrOSHUS
PYHKUUOHATIDHOIX 603MONCHOCHELE (HOPMAMUBHDLX, meX-
HUYeCKUX U NPOPeCCUOHATIbHBIX PeCyPCos) Cyulecmeyiouseti
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71a60pamopHOLL Clcmembl 00U4eCtNBeHHO020 30PABO0XPAHEHUS
C Uenvio yMeHbUleHUsS HEPABEHCMEA 6 pacnpedesieHul U
UCNOMb308AHUU YCTIY2 00U4ECBEHHO020 30PABOOXPAHEHU.
Bouna paspabomana svicokosgppexmusHast (pezuoHanvHast)
7IA60PAMOPHAT MOOEb, CUHXPOHUSUPOBAHHAS C HAUUOHATID-
HbIM 3aKOHOOAMEIbCBOM U e8PONELiCKUMU OUpeKMUsam,
07T MEKYWUX U NePCHeKMUBHBIX 3a0ay 00U4ecB8eHH020
30pasooxpanenus. Pesynomamom 3moz0 uccned08anus
maxxe s6nsiemcsi onpedenerue y008aeMBOPEHHOCU CO-
MPYOHUKOS U NoNv308amerneti 1A60PAMOPHbIX YCaye 6 00-
7Iacmu 00u4ecmeenH020 30pagooxpanenus. Takum o6pasom,
6uinu packpoimvl Mpu acnekma: MeKyuas CUmyayus 6
71a60paAmopHoOLL CUcHeme; POTib BbICOKOIPPHeKMUBHBIX T1a-
6opamoputi u y00871emeopeHHOCHb COMPYOHUKOB8/NOTIb30-
samerneti 1a60paMoOPHLIX YCye 6 00ACU 00U4eCBEHH020
30pasooXpaHeHus.

Kmiouesvte cnosa: nabopamopras cemv, 6bicokoaPdexmus-
Has (pecuoHanvHas) na6opamopHas modenv, y008/emMB0-
péHHOCMY COMPYOHUKOS U NONb308amenell 1a60pamopHbLX
yerye 8 00nacmu 06u4ecmeeHH020 30pasooXPaAHeH U

Introducere

Reteaua de laboratoare a sistemului de sana-
tate publica, la moment si pe viitor, reprezinta
veriga principala in asigurarea protectiei sanatatii
populatiei [26, 27] siin prevenirea maladiilor sia altor
pericole din mediu, care pot afecta viata si sanatatea
populatiei Republicii Moldova. Rolul sistemului de
sanatate publica a fost intotdeauna reducerea si/sau
eliminarea riscurilor ce ar putea afecta starea de sa-
natate a camenilor 1,8, 10,17, 18, 19].1n colaborare
cu subdiviziunile operative ale centrelor de sanatate
publica (CSP), laboratoarele ofera raspuns/diagnostic
in cadrul supravegherii maladiilor si a factorilor de
risc, supravegherii factorilor din mediu de diferit gen
(biologici, chimici, fizici si radiologici) si in situatii de
urgenta in sanatatea publica [22, 23]. Actualitatea
problemei abordate consta in existenta riscurilor de
sanatate publica privind expunerea teritoriului tarii,
ariscului de aparitie a multiplelor stari exceptionale
de diferite genuri (inundatii, seisme, valuri de
temperaturi excesive, secete, inzapeziri, poleiuri,
grinding, furtuni, incendii si alte fenomene), toate
avand impact asupra sanatatii publice si existand
necesitatea de monitorizare si pronosticare, precum
si necesitatea stringenta a sistemului de sanatate
publica in reorganizarea serviciilor de laborator, cu
ulterioara imbunatatire a acestora.




Societatea moderna, in dezvoltarea sa, se con-
frunta cu un sir de factori noi cu un potential impact
asupra sanatatii, care la randul lor impun sarcini
specifice fatd de sistemul de sanatate publica, cum
ar fi necesitatea de supraveghere, monitorizare si
actiunide interventie complexe[3,8,11, 17, 20, 24].
Printre acesti factori pot fi nominalizati: migratia
interna si cea externd; globalizarea comertului si a
circuitului alimentar; crearea substantelor si a teh-
nologiilor noi; intensificarea schimbarilor climate-
rice, a frecventei dezastrelor naturale si tehnogene;
aparitia agentilor patogeni noi, cu potential de
raspandire rapida; adaptarea microbilor la noile
conditii de mediu si cresterea rezistentei lor la
mijloacele existente de tratament si de profilaxie;
riscul producerii unor accidente, acte de terorism
cu utilizarea agentilor biologici, chimici, radiologici,
cu contaminarea mediului ambiant (sol, apa, aer,
produse alimentare, furaje etc); dezvoltarea noilor
sisteme si tehnologii informationale (telefonie
mobila, transport date) etc.

Prevenirea raspandirii, la nivel national sila nivel
international, a riscurilor pentru sandtatea publica,
precum si intensificarea comertului international,
determinate de factorii mentionati, de comun cu
realizarea prevederilor Regulamentului Sanitar
International (2005), determina imperativul pentru
fortificarea corespunzatoare a capacitatii labora-
toarelor din domeniul sanatatii publice de nivelele
national si teritorial, cu dotarea acestora adecvata
sarcinilor [2, 16, 18].

in ultimele decenii se atesta o crestere a solici-
tarilor de servicii de sanatate publica, determinata
de necesitatea asigurarii securitatii sanitar-epidemi-
ologice si inofensivitatii pentru sanatatea umana in
conditiile de implementare a sistemelor noi de supra-
veghere a starii de sanatate a populatiei in raport cu
factorii de mediu si ocupationali, de lansare pe piata
a noilor produse, marfuri si servicii etc. In Republica
Moldova, reorganizarea controlului de laborator al
sistemului de sdndtate publicd a argumentat initierea
unui studiu asupra problemei existente privind
posibilitatile de organizare a serviciului de laborator
din cadrul Serviciului de Supraveghere de Stat a
Sanatatii Publice (SSSSP), la nivel teritorial si la nivel
national, cu fortificarea ulterioara a acestuia.

Extinderea lucrarilor analitice de laborator si
introducerea tehnologiilor avansate de cercetare au
condus la o crestere semnificativa a cunostintelor
si a abilitatilor specialistilor de laborator [25]. In
prezent, cercetarea de laborator dispune de o baza
stiintifica solida.

in conformitate cu Pla