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Abordarea conceptului de "One Health" tn domeniul
Sanititii Publice

Adriana ALBU,

dr. st. med., conf. univ., Catedra de Igiena

Universitatea de Medicina si Farmacie ,,Grigore T.Popa”
Iasi, Roméania

Conceptu[ "One health" trebuie abordat comp[ex, ﬁind 0 provocare pentru specia[i§tii
din domeniul sinititii publice. Se impune acordarea unei atentii deosebite factorilor de
mediu, care pot contribui major la mentinerea stérii de sinétate, dar si la aparitia unor
boli. O atentie deosebiti trebuie acordati po[u:?wii fac’cori[or de mediu (aer, apa, sol) care

reprezintd un punct de plecave pentru numeroase pvola[eme de sénitate.

Industria trebuie orientatd citre procese tehno logice pevformante, care sa favorizeze pro-
ductia, dar care s evite aparitia poludrii si a riscurilor pentru starea de sinitate. La nivel
mondial existd numeroase programe prin care se tncearcd abordarea adecvati a acestor
aspecte, insistaindu-se asupra mésurilor care trebuie luate. Din pécate, rezultatele sunt
putin incurajatoare, astfel ci schimbérile climatice sunt thed prezente si chiar au
tendinta s se agraveze. In Romania se insisti asupra necesititii thnoirii parcului auto,
dar an de an se tnregistreazd tot mai multe masini vechi. Ne confruntiim cu numeroase
probleme care pot fi rezolvate doar prin colaborarea specialistilor din diferite domenii de

activitate.
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Introduction. E-health (eH) is a basic component of current health care provision. The
cornerstone of eH is the electronic health record (EHR) system.

Material and methods. The purpose of this survey is to assess the Greek EHR application
by Greek family doctors, taking into consideration the brief period of EHR implementation
in Greece. We adapted a preexisting questionnaire, with permission, translating and stand-
ardizing it in Greek. The questionnaire focused on computer use capability, EHR usage, and
efficiency in daily clinical practice, user satisfaction and global user evaluation of the ap-
plication. 175 family doctors filled out the questionnaire in February 2019.

Results. Low usage rates, minimal facilitation in daily practice, competency issues, and
moderate user satisfaction were among our findings.

Conclusions. Greek EHR has several problems and inadequacy areas. Reversing these

problems and optimizing the application, then reevaluating the results after a wider peri-

od of implementation is important.

E-SANATATE: EVALUAREA IMPLEMENTARII CARTII PERSONALE ELECTRONICE DE
SANATATE DE CATRE MEDICII DE FAMILIE DIN GRECIA

Introducere. E-sdndtatea (eH) este o componentd de bazd a furnizdrii actuale de asistentd
medicald. Piatra de temelie a E-sdndtdtii este sistemul electronic de evidentd medicald.
Material si metode. Scopul acestui studiu este de a evalua aplicarea sistemului electronic
de evidentd medicald de cdtre medicii de familie greci, conditionati fiind de perioada scurtd
de implementare a sistemul electronic in Grecia. Astfel, a fost adaptat, cu permisiune, un
chestionar preexistent, care a fost tradus si standardizat in limba greacd. Chestionarul s-a
axat pe capacitatea de utilizare a computerului, utilizarea sistemul electronic de evidentd
medicald, eficienta in practica clinicd zilnicd, satisfactia utilizatorilor si evaluarea globald
a aplicatiei. Chestionarul a fost completat de 175 de medici de familie, pe parcursul lunii
februarie, 2019.

Rezultate. In urma aplicdrii chestionarului s-au evidentiat urmdtoarele aspecte: rate
scdzute de utilizare, facilitarea minimd in practica zilnicd, probleme de competentd si sa-
tisfactia moderatd a utilizatorilor.

Concluzii. Sistemul electronic de evidentd medicald din Grecia prezintd multe probleme si
deficiente in anumite domenii. Este importantd analiza acestor carente si optimizarea
aplicatiei, apoi o ulterioard reevaluare a rezultatelor, dupd o perioadd mai lungd de im-
plementare.
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INTRODUCTION

E-health (eH) is a key pillar in the planning and
implementation of programs in the Health Care
Sector - a rapidly developing component of
health care in the 21st century (1). It encom-
passes the transfer of resources and health-
related information to both healthcare profes-
sionals and consumers via the Internet and Tele-
communications, and it is related to healthcare
services, patient care, education, and research

(2).

In 2004, the European Union sent to its Member
States an action plan regarding E-health (the EU
eHealth Action Plan) (3), identifying specific in-
terventions and most importantly those that
concerned with the implementation and opera-
tion of the electronic health record (4, 5). The
Action Plan was updated in 2012, based on the
new advances in electronic health (eHealth Ac-
tion Plan (2012-2020 - Innovative healthcare for
the 21st century) (6).

eH has multiple benefits including the optimized
organization and coordination ofpatient care,
improved quality of health for both individuals
and population, as well as a more efficient opera-
tion of the administrative work (7). A multitude
of services and tools are utilized in eH, and espe-
cially the electronic health records, e-
prescription, (8) electronic referral systems (9),
information exchange systems (10), telemedi-
cine services and personal health records.
Among them, the Electronic Health Record
(EHR) is regarded as the most basic tools. The
EHR is defined as the ensemble of recorded data
regarding citizens’ demographic data and health.
It aims to record and monitor citizens’ health
over time and thus indirectly improve the quality
of provided healthcare services (11). It includes
a set of healthcare information parameters (such
as habits and addictions, prevention programs,
etc.) that go beyond the disease and the healing
process per se. It is considered to be the epicen-
ter of clinical information systems and provides
a service and information resource that is com-
plete, continuous, integrated, electronic, secure
and accessible to authorized users (12).

The development and implementation of the
EHR has been a strategic goal for the Greek Na-
tional Healthcare System (NHS) for many years.
However, systemic deficiencies (lack of relevant
infrastructure, lack of a computer culture and

lack of flexibility to keep an electronic or hand
written file) have delayed the whole project.
Several isolated attempts have been made to
create and operate electronic filing systems, but
these have been characterized as fragmented
and spatially limited (13). The most significant of
these efforts was the EPIRUS-Net system and the
HYGEIAnet system (14, 15). Meanwhile, secure
telecommunications networks were developed
in both Primary Healthcare network and in the
hospitals, named "SYZEFXIS" and "IASIS" respec-
tively, which allowed the interconnection of
units and the provision of medical and insurance
services to all health regions (16).

In 2017, the Greek NHS ran a pilot phase of the
EHR, which was introduced in its normal phase
in spring, 2018 and now operates within a na-
tional network. The EHR application is accessible
to all certified and authorized physician-users of
the e-prescription system. The EHR and all other
electronic applications for the NHS are described
in detail within the Greek Law 4486/2017 on
Primary Health Care. More specifically, it men-
tions the purpose, content, operation by the fam-
ily doctor, safety, and data storage, as well as
accessibility and consensus regarding the EHR.

Implementation of this project is a challenge for
the Greek health care system per se as well as for
its employees, and it needs to be reevaluated
over time in order to identify the problem areas,
as well as to propose interventions to be imple-
mented towards the ultimate goal of improving
the healthcare services, provided at all levels
(prevention, treatment and rehabilitation).

In Greece, the EHR is a new tool for Family Doc-
tors and Primary Care Physicians and there are
no studies that evaluate its function and usabil-
ity. This study, despite the restrictions imposed
by the brief period of EHR use, aims to assess the
use of the EHR application by family doctors, and
at the same time identify potential problems and
obstacles to be overcome to improve its func-
tionality.

The purpose of the study: to identify the range of
use of the EHR application as well ashow it facili-
tates various aspects of physicians’ work. More-
over, the study was aimed at investigating the
doctors' satisfaction regarding its functionality

and usability.
°1
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MATERIAL AND METHODS

For the purposes of our research, we adapted
and translated a preexisting PEHR assessment
questionnaire that was developed and used in
Norway, with the permission of its authors
(“Evaluation of electronic medical records”, Hall-
vard Laerum and Arild Faxvaag, BMC Medical
Informatics and Decision Making, 2004) (17).
The translation process of the questionnaire
consisted of three phases and was conducted
according to international translation proce-
dures and criteria (18, 19, 20), while minor
changes were made to the original questionnaire
regarding its adaptation.

In the first phase, two healthcare professionals
that were Greek native speakers with certified
English proficiency carried out independent
translations of the questionnaire in Greek. Sub-
sequently, in the second phase, the two inde-
pendent translations were synthesized in a ques-
tionnaire, via a consensus decision by a group of
experts. Regarding adaptation, the final ques-
tionnaire had minor changes to the original - the
main ones being its adaptation for Primary
Health Care, and the fact that the emphasis was
put on citizens-system users rather than pa-
tients. In the third and final phase of the transla-
tion, a reverse translation of the final adapted
questionnaire was performed in English by a
bilingual native English speaker, who was also

an English tutor and has been living in Greece for
over 20 years. The reverse translation question-
naire was compared to the original one by a
group of experts that found no significant differ-
ence among them except for the parts that were
adapted.

The final questionnaire includes 73 close-ended
questions, being divided in five parts depending
on content. The first part consists of the demo-
graphic characteristics of the participants. The
second part consists of 24 questions concerning
the frequency of use of the PEHR application by
doctors for various medical issues. The third part
includes the same questions as the previous sec-
tion, the focus being on physicians' opinions
about the extent to which the EHR has changed
the processes involved. In the fourth part, the
physicians are asked about their satisfaction
with the EHRcontent, accuracy of the system, the
ease of its use and whether the information is
provided in a timely manner. The focus of the
fifth and final part of the questionnaire is the
overall satisfaction of physicians with the EHR.
The process was completed by analyzing and
assessing the reliability of the questionnaire,
which turned out to be very high, as all
Cronbach-a coefficients were greater than 0.8
and almost all exceeded the value of 0.9 (tab. 1).

Table 1. Cronbach’s index for the questionnaire fields.

Field Elements alpha
Referral and Results 0.972

Frequency and Usability Seek Information 0.962
Proceedings 0.801

Seek Information 0.959

Facilitation in Use Referral and Results 0.953
Proceedings 0.870

Content 0.937

. . Accuracy 0.926

Usage Satisfaction Convenience 0.951
Timeliness 0.930

To meet the research objectives and obtain an-
swers to the research questions, the question-
naire was shared with Family Physicians across
the country, working in the Greek NHS. Family
Physicians appointed by the Ministry of Health
and working in the NHS were the only ones in-
cluded in this research sample, since they are the

only ones who have full access to the EHR for
their registered citizens. Family Pediatricians
working in the NHS were excluded from the
sample due to their very small number.

Our questionnaire was distributed in printed
form to the NHS Family Physicians of the Region
of Pieria and in electronic form (via Google

|6
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Forms) to Family Physicians all over Greece
working in the NHS. The link for the Google
Forms distributed via e-mail and in all Greek
Primary Health Care Physician networks on so-
cial media. All e-mail addresses were obtained
from the Primary Health Care Units database of
the 3rd Healthcare Region with permission.

Altogether, 310 questionnaires were sent for
completion. A significant limitation of our study
is our sample. Our final sample involved 175
doctors across Greece in February 2019, viz.
(56%) - 91 men (52%) and 84 women (48%)
participated in the survey. The overwhelming
majority included General Practitioners (162
people), the others were internists and non-
specialists. Almost half of respondents work in
Primary Health Care Posts and Primary Health
Care Centers (82 persons), (35.4%) in Public
Primary Health Care Centers and the rest in TO-
MY (Local Health Units). The statistical analysis
was carried out via the SPSS statistical package
23.

The total number of eligible physicians at the
time of the study was under 2000 as reported by
the Ministry of Health. Our final sample of 175 is
small, but we consider our sample to be repre-
sentative regarding the actual EHR physician use
at the time, since the application is a relatively new
optional tool and many physicians were not even
aware of its existence and operation.

RESULTS

The Greek doctors involved in the study did not
report using the EHR often for any of the activi-
ties described in the questionnaire. Patient refer-
ral, test results, patient information and bureau-
cratic procedures, are the procedures that were
not widely applied through the EHR. The low
application of the EHR for various procedures
related to test results and patient information
was linked to the doctors' view that NHS does
not particularly facilitate the performance of
these procedures. In addition, doctors have
shown moderate satisfaction with the EHR con-
tent and the accuracy of the information it pro-
vides. Ease of use is another issue that concerns
the participating doctors, and they have a nega-
tive view about the EHR regarding this aspect.

Gender, age, and specialty did not appear to have
a significant effect on physicians' responses to
the frequency of HER use, their views on the fa

cilitation of various procedures, the self-reported
satisfaction from the use of the new system, and
their global assessment of the EHR.

The physicians’ status and the time that passed
from acquiring the specialty, however, appear to
have a significant impact on the doctors' fre-
quency of use of the EHR, their views on the fa-
cilitation it provides regarding the handling of
various tasks, and the overall user satisfaction.

Finally, the percentage of citizens registered with
a doctor in which the EHR is actually used, is the
only factor that has a statistically significant im-
pact on almost all research factors regarding the
use of EHR (tab. 2).

In each case of procedures done through the
EHR, it was found that most physicians who use
EHR for this specific task are also those who be-
lieve that work is facilitated by the use of the
EHR the most (tab. 3).

Finally, the perceived ease of use of the comput-
er seems to have a significant impact on the doc-
tor’s reported frequency of use of the EHR and
on their views regarding the facilitation offered
in specific procedures (tab. 4).

In addition, doctors who reported greater overall
satisfaction from the EHR are also those who
considered the quality of their work to be im-
proved via the use of EHR the most (tab. 5).

DISCUSSIONS

The next step in this research would be to repeat
it and verify whether doctors' attitudes have
changed, since the EHR is an innovative applica-
tion yet. In addition, qualitative research should
be conducted to investigate the doctors' opinions
regarding the causes of the ineffectiveness of the
EHR in depth, as well as their suggestions for its
improvement.

While making the use of EHR mandatory would
spread its use, we believe it is more important in
this phase to optimize the system performance,
functionality and integration based on the needs
of its users. We also believe that making the EHR
accessible to all Primary Health Care providers
would partially ease the burden that falls on the
NHS Physicians. Of note, the printed health book-
lets have recently been abolished, but the use of
the EHR has not yet become compulsory, which
potentially leads to information gaps in relation

to citizens' health (24).
1



A OH.RM RisiManacement

VOL. 3, ISSUE 2

2022
Table 2. Results according to the percentage of registered citizens and usage of EHR.
Factors/Questions Value p*
Frequency usage of EHR
Reference and Results 10.276 0.006
Seeking information about patients 42.261 0.000
Bureaucracy affairs 14.792 0.001
Performance of clinical tasks
Seeking information about patients 5.936 0.051
Reference and seeking information 0.709 0.701
Bureaucracy affairs 22.198 0.000
Satisfaction
Content 17.434 0.000
Accuracy 19.282 0.000
Ease of use 17.433 0.000
Timeliness 24.307 0.000
Global assessment of EHR
EHR is worth the time and effort required to use it 11.815 0.003
How would you rate your satisfaction with EHR 24.855 0.000
The performance of the department’s work has become...! 18.459 0.000
The performance of my own tasks has become...! 18.746 0.000
The quality of the department’s work has become...1 18.791 0.000
How would you rate the success of the EHR 18.466 0.000
“p<0.05
1 Easy/Difficult
Table 3. Results according to usage frequency and the performance of clinical work tasks
when using the EHR.
Statement r p
Review the citizens’ medical problems 0.361 0.000
Seek out specific information from citizens’ records 0.494 0.000
Follow the results of a particular clinical examination or investigation over time 0.417 0.000
Obtain the results from clinical examination or investigation 0.328 0.001
Enter daily notes 0.389 0.000
Obtain information non investigation or treatment procedures 0.364 0.000
Check and enter information about daily habits 0.477 0.000
Produce data reviews for specific patient groups, e.g., complication rate, diagnoses 0.231 0.026
Order laboratory analyses 0.400 0.001
Obtain the results from laboratory analyses 0.333 0.011
Order X-ray, ultrasound, or CT investigations 0.248 0.043
Obtain the results of X-ray, ultrasound, or CT investigations 0.097 0.489
Order other supplementary investigations 0.158 0.199
Obtain the results from other supplementary investigations 0.128 0.338
Refer the patient to other departments or specialists 0.326 0.001
Check and enter immunizations 0.357 0.000
Write prescriptions -0.116 0.249
Write sick-leave notes 0.212 0.046
Collect patient information for various medical declarations 0.303 0.001
Give written individual information to patients, e.g. about medications, disease status 0.426 0.000
Give written general medical information to patients 0.441 0.000
Collect patient info for discharge reports 0.492 0.000
Check and sign typed dictations 0.128 0.337
Register codes for diagnosis or performed procedures 0.385 0.000

*p<0.05
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Table 4. Correlation between EHR usage frequency, performance of clinical work tasks and compe-
tence when using EHR on their PC or online.

Co UF_1 UF_2 UF_3 CP_1 CP_2 CP_3
Co
UF_1 0.201
UF_2 0.213* 0.791**
UF_3 0.216* 0.821** 0.791**
CP_1 0.167 0.125 0.388** 0.361**
CP_2 0.308* 0.070 0.025 0.063 0.724**
CP_3 0.201" 0.844™ 0.941" 0.870™ 0.253 -0.032

*p<0,05, **p<0,01

UF (Usage Frequency) 1,2,3: Reference and Results, Seeking information about patients, Bureaucracy affairs, CP
(Performance of clinical work tasks) 1,2,3: Seeking information about patients, Reference and seeking information,

Bureaucracy affairs

Table 5. Correlation between satisfaction factors of EHR usage and global assessment of EHR.

Sa_1 Sa_2 Sa_3 Sa_4 GA_1 GA_2 GA_3 GA 4 GA 5 GA_6
Sa_1
Sa_2 0.881*
Sa_3 0.720" 0.678"
Sa_4 0.844™ 0.808™ 0.705™
GA 1 0.262" 0.215" 0.269" 0.239"
GA_2 0.690" 0.619" 0.628" 0.665" 0.416™
GA_3 0.515* 0.412" 0.647" 0.504™ 0.337" 0.625"
GA_ 4 0.508™ 0.384" 0.648™ 0.472" 0.299" 0.636" 0.920™
GA_5 0.507* 0.393* 0.582" 0.444™ 0.392" 0.553" 0.723" 0.726™
GA_6 0.698" 0.678™ 0.616™ 0.729" 0.447" 0.805" 0.587* 0.570" 0.650™

*p<0,05, **p<0,01

Sa (User Satisfaction) 1,2,3,4: Content, Accuracy, Easy to use, Timeliness, GA (GlobalAssessment)1,2,3,4,5,6: Time-
andeffort, Satisfaction, Departments’ performance, Personal performance, Quality, Overall success.

Another significant problem regarding the use of
the EHR is the fragmentation of the computer-
ized systems that exist in our country, except for
the e-prescription system which is compulsory.
Moreover, the EHR cannot be used by other
healthcare professionals. All the burden of inte-
grating the information falls onto the Family
Physicians, so saving time and resources is not
feasible. The lack of integration with other

CONCLUSIONS

healthcare facilities (hospitals, clinics, laborato-
ries) leads to data not being directly recorded
and possibly loss of information.

Following the corrective actions to optimize the
EHR application and broaden its use, as well as
ease the aforementioned factors, follow-up re-
search should be carried out to confirm the re-
sults of the interventions as indicated for quality
improvement.

1. Currently, EHR use is limited and used only in Greek Primary Care. Most participating doctors have
stated in several sentences that they are not using the EHR for the actions mentioned in the question-

naire.

2. Doctors who use the EHR reported a moderate satisfaction, so there is still room for improvement.

3. EHR do not have clinical decision support built in, thus compromising important aspects of

functionality.
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Introduction. According to the normative provisions, the Board of Directors (hereinafter
the BD) is an administrative and supervisory body of public hospitals, which, in addition to

other exclusive (quite limited) duties, is responsible for the examination and approval of
the plans of activity of the hospital. However, just as the expressions "strategic plan” or
"strategy" do not appear in this task, sometimes the involvement of the BD in the examina-

tion and approval of institutional strategic documents are omitted.

Material and methods. The purpose of the study is to evaluate the experience of the BD
members of the public hospitals in the North region, regarding the involvement in the insti-

tutional strategic process. They expressed their opinion on the perceived role in the process
of elaboration and implementation of institutional strategies; the vision, mission and set of
institutional values, strategic areas, the performance of which they monitor; communica-

tion with stakeholders in the strategic context; taking corrective action in a timely manner,
etc. The strategies / strategic plans of the medical institutions included in the study were
analyzed too.

Results. The results of the study show that the involvement of BD members of the public
hospitals in the institutional strategic process is often formal and declarative.

Conclusions. Study emphasizes a superficial attitude of the BD members on the strategic

process or the fact that they do not have the necessary competences to examine the institu-

tional strategies.

ROLUL CONSILIULUI ADMINISTRATIV AL SPITALELOR PUBLICE IN PROCESUL
STRATEGIC INSTITUTIONAL

Introducere. In conformitate cu prevederile normative, Consiliul administrativ (in contin-
uare CA) este un organ de administrare si de supraveghere al spitalelor publice, care, pe
langad alte atributii exclusive (destul de restrdnse), este responsabil de examinarea si de
aprobarea planurilor de activitate ale spitalului. Insd, deoarece in definirea aces-
tei atributii nu figureazd expresiile ,plan strategic” sau ,strategie”, uneori se omite im-
plicarea CA in examinarea si aprobarea documentelor strategice institutionale.

Material si metode. Scopul studiului constd in evaluarea experientei membrilor CA al
spitalelor publice din regiunea Nord, privind implicarea in procesul strategic institutional.
Acestia si-au expus opinia privind rolul perceput in procesul de elaborare si de implemen-
tare a strategiilor institutionale; viziunea, misiunea si setul de valori institutionale; dome-
niile strategice, a cdror performantd o monitorizeazd; comunicarea cu pdrtile interesate in
contextul strategic; luarea mdsurilor corective in timp util s.a. De asemenea, au fost anali-
zate strategiile/planurile strategice ale institutiilor medicale incluse in studiu.

Rezultate. Rezultatele studiului demonstreazd faptul cd implicarea membrilor CA al spit-
alelor publice in procesul strategic institutional este adesea formal si declarativ.

Concluzii. Studiul scoate in evidentd o atitudine superficiald a membrilor CA privind pro-
cesul strategic sau faptul cd acestia nu detin competente necesare pentru examinarea
strategiilor institutionale.
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INTRODUCTION

BD (Board of Directors) is a part of corporate
governance and plays a vital role in hospital
management ensuring that the institution pro-
vides the best care to the patient, achieves the
set goals and has an effective activity. U.S. re-
search in the field of hospital governance has
established the existence of a direct link between
the organization and operation of BD and the
higher levels of hospital performance, both in
terms of clinical and financial components.

In general, BD must ensure the link between the
hospital management and the founder. The gen-
erally accepted roles of the boards are those re-
lated to institutional policy making (the refer-
ence framework for decision-making), decision-
making (choice of the existing alternatives of the
option corresponding to strategic priorities),
supervision (monitoring and evaluation of pro-
cesses and results) (1).

The BD usually oversees issues related to strate-
gic planning, including the development of the
institution's vision, mission and values, quality of
service and patient safety, management and fi-
nancial performance, risk management and as-
sessment, stakeholder input and feedback, and
continuous capability development of BD mem-
bers (2, 3).

In public institutions, the activity of the BD is
regulated. The normative act, which establishes
the composition, attributions and functioning of
the BD within public hospitals, is the Framework
Regulation for the organization and functioning
of health service providers, approved by the Or-
der of the Ministry of Health, Labor and Social
Protection no. 1086 of 30.12.2016 (Annex 1 and
Annex 2) (4).

Section II of Chapter III The management and
control bodies of the above-mentioned regulation
describes the way of organization and function-
ing of the BD. Thus, the BD assigned the role of
administration and supervisory body, which
means direct involvement in the management of
the hospital, supervision/control being one of
the management functions.

In the institutional strategic process, BD gets
involved by providing guidance and supervising
the process of implementing strategies. It is not
necessary for the BD to get involved in the elabo-
ration of the institutional development strategy,
but it is responsible for establishing the institu-

tional vision, mission and values and for provid-
ing the right direction of development of the
hospital. The institutional strategy must be de-
veloped by the hospital management and then be
discussed/examined and approved by the BD.

This is also provided for the Framework Regula-
tion for the organization and functioning of ser-
vice providers, at p.21: one of the exclusive tasks
is the examination and approval of the plans for
the activity of the hospital. And as the strategy is
a long-term document, which usually includes a
strategic action plan for a period of 5 years and
more, the BD's contribution to its successful im-
plementation is essential.

In order to avoid taking a formal role in the insti-
tutional strategic process of the BD, which is
often limited only to the approval of the strategic
development plan (the study demonstrates that
sometimes these documents are not even ap-
proved by the BD), it is necessary to establish
those pillars the monitoring of which the BD
assumes. This must involve skills and expertise
from all BD members in the field of strategic
management, strategic planning or management
of the strategic process at the level of medical
institutions.

At the first stage, it is necessary for the members
of the Board of Directors to determine whether
the hospital has established all the elements of a
strategy: vision, mission and values; analysis of
the situation that must include the analysis of
internal and external factors that positively and
negatively influence the activity of the institu-
tion; strategic areas of intervention (human re-
sources management, ensuring the quality of
medical services and patient safety, implementa-
tion of technological innovations, endowment
with high-performance equipment, financial-
accounting activity, social marketing, etc.); stra-
tegic objectives for each area; action plan for the
implementation of the strategic provisions. At
the second stage of strategy monitoring, it is im-
portant to determine the progress achieved on
the basis of a set of indicators and to take action
in a timely manner if the strategic objectives are
not met. Depending on the size and profile of the
hospital, it can have a single development strate-
gy, which includes all strategic areas, or it can
have a general strategy and functional strategies
(service provision, human resources, financial-
accounting, research and development, market-

ing) (3).
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In the Republic of Moldova, no previous empiri-
cal studies have been conducted on the involve-
ment of the BD in the institutional strategic pro-
cess of hospitals.

The purpose of the study is to evaluate the expe-
rience of the BD members of the public hospitals
in the North region, to determine how BD mem-
bers are involved in the institutional strategic
process.

The hypothesis of the study is: the BD members of
the public hospitals assume a formal role in the
institutional strategic process.

MATERIAL AND METHODS

In order to carry out the study, a descriptive,
quantitative study was performed, by question-
ing the members of the Board of Directors of the
hospital public medical-sanitary institutions
from the 5 districts of the Northern region. In the
study were included 25 members of the Board of
Directors of public hospitals from five districts in
the Northern region (Balti, Drochia, Edinet, Soro-
ca, Floresti) of the Republic of Moldova.

The questionnaire for the evaluation of the BD
activity of the hospital was elaborated in the
interest of the study conducted by the author:
Evaluation of the activity of the BD of the public
medical and sanitary hospital institutions in the
northern region (Balti, Drochia, Edinet, Soroca,
Floresti) (5), based on the international sources
of BD evaluation and aims to collect information
on the perception, practices and experiences of
the members of the Board of Directors of the
hospitals on their activity. The questions were
structured in 6 chapters, each of them including
two types of questions: closed-ended, with four
options to answer: Agree, Partial agree, Disagree,
and [ do not know; and open - to the compart-
ment "comments and concretizations”. Chapter
Institutional Strategic Process includes 10 closed-
ended questions, and 4 open questions.

To be mentioned, in order to analyze the institu-
tional strategic process, the strategic strategies/
plans of the medical institutions included in the
study, were analyzed.

Research unit: 25 members of the BD of public
hospital institutions in the North region.

Limitations of the study: (1) the research is con-
ducted only in the North region of the Republic
of Moldova; (2) lack of previous empirical re-

search studies on the studied topic at the nation-
al level.

Methods for analyzing the results: IBM SPSS Sta-
tistics 23, MS Excel.

RESULTS

The opinion of the BD members was divided on
their role in the process of developing and im-
plementing the hospital's strategies. Only some
members perceive the role of the BD in accord-
ance with the normative provisions:

e BD verifies the correctness of the process of
developing and implementing the hospital's
strategies;

e BD "approves the draft strategic plan, the
elaboration of which takes part, taking into
account the measures for the development of
the hospital";

e coordinates the strategies and possibilities
for their implementation, including the ap-
proval of measures for the development of
the hospital in accordance with the medical
service needs of the population;

e monitors the role: "supervising, monitoring
and directing strategies"; "monitoring insti-

tutional strategic objectives".

Other BD members perceive this role differently,
which can create impediments to the successful
performance of its duties:

e BD has a nominal role;

e BD has a passive role: "the lifeline being re-
turned to the administration of the institu-
tion, which always identifies solutions to im-
prove the financial/medical situation of the
hospital".

e "The main role, because being on the spot, we
know the problems faced by the hospital day
by day";

e methodical advisory/consultative role;

e evaluation role;

e "BD holds the decisive role in the implemen-
tation of the hospital's strategies".

The vision of the hospital represents that ideal
state is projected into the future, to which the
institution tends to develop. In this context, 3/4
of the members of the BD express their agree-
ment and 1/4 - the partial agreement that the
institution has a clear, focused and relevant vi-
sion (fig. 1). However, out of the three strategies

analyzed, no vision was foreseen in one.
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M agree

B partial agree

- J

Figure 1. The hospital has a clear, focused,
and relevant vision.

The mission is the raison of being the hospital
and creating value for the community and for
society. Most of the respondents (84%) say that
the hospital has a clear, focused and relevant
mission, 12% partially agree with this, and 4%
disagree (fig. 2). The analysis of the strategic
documents shows that only in one of the ana-
lyzed plan, the mission of the institution was
established.

Values are the philosophy that the members of
an organization are guided by and believe in. On
the same subject, the respondents expressed
their agreement (72%) regarding the fact that

4 )

4%

B agree
M partial agree
m disagree

- J

Figure 3. The hospital has a set of clear,
focused and relevant values.

A superficial approach of the BD members also refers
to the fact that 3/4 declares the agreement that the
hospital administration periodically analyzes the
factors in the external environment (e.g.: economic,
social, cultural, demographic, etc.) that influence the
activity of the hospital (fig. 5), however the institutio-
nal strategies, in most cases, do not contain such
analyses, and if they contain them, the analysis is
focused, mainly, on the internal environmental factors
of the institution.

B agree

B partial agree

u disagree

J

Figure 2. The hospital has a clear, focused,
and relevant mission.

the institution has a clear, focused and relevant
vision, however around 1/3 of the BD members
declare their partial agreement in this regard,
and 4% - the disagreement (fig. 3). However, the
analysis of strategic plans also demonstrates that
not all hospitals have established a set of accept-
ed values at the institutional level.

At the same time, more than half of the members
of the Board of Directors (64%) consider that the
mission, vision and values are the basis of the
institutional strategies, policies and action plans
of the hospital (fig. 4).

4 )
4% H agree
M partial agree
u disagree
- J

Figure 4. Mission, vision and values are
the basis of the institutional strategies, policies
and action plans of the hospital.

Also, 8 out of 10 BD members consider that institutio
nal strategies are based on national and local policy
documents, and 12% show partial agreement and 4%
- disagreement in this regard (fig. 6).

Being asked to determine the strategic areas, the
performance of which BD is monitoring or
should monitor, most BD members have indicat-
ed areas of major importance for the hospital's
performance:
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e human resources management, including
staffing, professional development, "chang-
ing the attitude of the medical worker to-
wards the patient”, combating corruption;

¢ financial management, including compensa-
tion of employees, attraction of financial re-
sources through the implementation of pro-
jects and the acquisition of services, goods
and works, efficiency of allocation of finan-
cial resources

¢ development of the material and technical

f4% — M agree
M partial agree
don't know
- J

Figure 5. The hospital administration periodically

analyzes the factors in the external environment

(e.g.: economic, social, cultural, demographic, etc.)
that influence the activity of the hospital.

Other members referred to some institutional
instruments or activities, but not to strategic
areas: the hospital budget, compliance with the
rules and the Labor Code, the spectrum of medi-
cal services, the economic performance of each
subdivision. This demonstrates that not all
members understand the role of BD in the stra-
tegic process. Also, some members of this com-
partment indicated only those instruments, the
approval/coordination of which are included in
the BD's duties: the estimate of incomes and ex-
penses, the organizational chart, the staff states,
the staffing states, the staff pricing, the procure-
ment plan, the activity plans.

The strategic plans analyzed did not provide for
lists of stakeholders and how to communicate
with them, however, 68% of the BD members
agree that the strategic objectives of the hospital
are clearly communicated to the board members,
employees and stakeholders, 24% have ex-
pressed their partial agreement to do so, and 4%
each have expressed their disagreement or stat-
ed that they do not know (fig. 7).

In the same context, 7 out of 10 respondents say

base, including, the modernization of medi-
cal equipment supply of medicines;

e development of health services at district
and national level;

e the quality of medical services;

e ensuring of the functionality of the institu-
tion according to modern requirements, in-
cluding the improvement of the treatment
and hotel conditions, the repair and renova-
tion of the buildings.

4 )
4% B agree
M partial agree
disagree
- J

Figure 6. Institutional strategies are based
on national and local policy documents.

that the Board supervises that the needs of
stakeholders are taken into account when devel-
oping strategic objectives (fig. 8).

Less than half of the respondents (48%) agree
that the board monitors the achievement of the
strategic objectives and has established a set of
progress indicators for this, 32% - the partial
agreement, 16% - the disagreement, and 4% -
do not know (fig. 9). However, no progress indi-
cators and procedures for monitoring them are
foreseen in a strategic plan either. The indicators
that appear in some plans are resources or
product indicators and do not have targets to be
achieved during the implementation period of
the strategies.

The Council takes corrective action in a timely
manner if the strategic objectives are not met -
with this statement 48% of the BD members
agree, 36% declare partial agreement, 12% -
disagree, and 4% do not know (fig. 10). In the
absence of indicators of progress on achieving
the strategic objectives, this corrective action is
difficult to achieve, sometimes impossible.

When asked what strategic changes within the
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hospital they have supported or intend to sup-

port during their term of office, the members

mentioned the following:

¢ development of medical services in accord-
ance with patients' needs.

e adequate facilities/ creation of a decent
technical and material base.

e proper management of finances, project de-
velopment and fundraising through local
and international projects.

4 %

B agree
M partial agree
m disagree

H don't know

40

- J
Figure 7. The strategic objectives of the hospi-
tal are clearly communicated to board mem-
bers, employees and stakeholders.

/4% B agree h
M partial agree
u disagree
B don't know

- J

Figure 9. The Council monitors the achievement
of the strategic objectives and has established a
set of progress indicators for this.

DISCUSSIONS

The public hospitals involved in study have stra-
tegic plans for institutional development, but not
all the strategic plans are approved by the BD.
Also, not all these documents correspond to the
recommendations for their elaboration, being
omitted important components of them such as:
mission, vision and values, the analysis of the
situation, including the SWOT analysis, the stra-
tegic objectives formulated SMART, the indica-
tors of progress, the process of monitoring and
evaluating the strategy is not foreseen. However,

e promoting institutional values: professional
ism, accessibility, care for the patient.

e optimization of layers after analyzing the
needs of medical services.

e attracting medical staff and supporting the
policy of rejuvenation of the staff.

e endowment with high-performance diag-
nostic and treatment equipment.

-

4%

4% magree

B partial agree
u disagree

H don't know

- J

Figure 8. The Council shall ensure that the
needs of stakeholders are taken into account
in the development of strategic objectives.

CL% N agree h
M partial agree
u disagree

H don't know

- J

Figure 10. The Council shall take corrective
action in a timely manner if the strategic
objectives are not met.

most members of the BD consider that the mis-
sion, vision and values are the basis of the hospi-
tal's institutional strategies, policies and action
plans, but because in most cases they are missing
in the strategic documents, these essential ele-
ments remain only declarative.

Awareness of the role of the BD in the institu-
tional strategic process, allows the members of
the BD to focus on the strategic areas of inter-
vention. As some members consider that BD has
a nominal or apassive role in the process of de-
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veloping and implementing the strategy, it dis-
torts the strategic approach to the areas of inter-
vention. This means that the members vision is
focused only on those limited duties specified in
the regulation, on operational activities, or on
activities that are not within its competence,
such as the economic performance of each sub-
division (which is an internal audit activity), or
the spectrum of medical services (in the public
hospitals, the Board cannot change them inde-
pendently).

Most respondents state that the needs of stake-
holders are taken into account in setting the
strategy, but this can only be said after determin-
ing the stakeholders and their needs. However, it
is important to note that in the Republic of Mol-
dova, no comprehensive studies are carried out
on the needs of hospital services of the benefi-

CONCLUSIONS

ciaries, as one of the concerned parties in the
activity of medical institutions.

The lack of progress indicators and targets in the
analyzed strategies and the discrepancy of opin-
ions of BD members on this topic, has as a con-
sequence the difficulty of measuring the perfor-
mance obtained in the period for which the
strategy was established.

The findings of this study have to be seen in light
of the limitations determined in the methodolo-
gy. However, as the results of the study were
discussed within the Ministry of Health, this re-
search represents a basis for changing the regu-
latory framework in the field and strengthening
the process of involvement of the BD members in
the institutional strategic process at the national
level.

1. Not all BD members perceive the role of BD in the institutional strategic process in accordance with
the normative provisions, which can create impediments in the successful performance of its du-
ties. Thus, although the majority of the members declare that the vision, mission and values are
clear, focused and relevant, most institutions do not have these elements, and also others, included
in the strategic plans, which demonstrates a superficial attitude of the BD members on the strategic
process or the fact that they do not have the necessary competences to examine these documents

and come up with proposals to improve them.
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CARDIOVASCULAR DAMAGE IN SERONEGATIVE SPONDYLARTHRITIS

Introduction. Cardiovascular mortality in patients diagnosed with seronegative spon-
dyloarthritis (SSN) is on the rise. Impairment of the cardiovascular system in ankylosing
spondylitis (SpA) is 20-40%, in psoriatic arthritis (APs) 18-22% and in reactive arthritis
(ARe) 1-3%.

Material and methods. The study included 77 patients diagnosed with SSN. Laboratory
(erythrocyte sedimentation rate - ESR, C-reactive protein - CRP, fibrinogen) and in-
strumental (echocardiography - EcoCG, electrocardiogram - ECG) data were analyzed.
Results. In 35 patients diagnosed with SpA, the left branch hemiblock of the Hiss bundle
was determined - 71% and bradycardia - 57%. Aortic valve (VAo) changes were diag-
nosed in 54% and left ventricular hypertrophy (LVH) in 57%. Elevated CRP values were
found in 34.5% of cases, ESR - 22.8% and fibrinogen - 17.2%. In 24 patients with APs,
33.5% showed VAo induration and fibrosis. Another change diagnosed in these patients
was LVH (37.5%). Cardiac conductivity disorders in 25% were due to the left branch
hemiblock of the Hiss bundle, and among the increased inflammatory markers were:
fibrinogen (16.6%) and CRP (12.5%). In 18 patients with ARe as a rhythm disorder,
tachycardia is predominant - 94% and VAo damage in 27.7%. Inflammatory markers
with values above the upper limit were fibrinogen (66%) and CRP (33%).

Conclusions. Our study showed that SSN is closely related to the inflammatory syn-
drome, on which the activity of the disease and the degree of damage to the cardiovascu-
lar system depend. Most often the heart is affected with its components.

Introducere. Mortalitatea cardiovasculard la pacientii diagnosticati cu spondiloartrite
seronegative (SSN) este in continud crestere. Afectarea sistemului cardiovascular in spon-
diloartrita anchilozantd (SpA) este de 20,0-40,0%, in artrita psoriazicd (APs) 18,0-22,0%
si in artrita reactivd (ARe) 1,0-3,0%.

Material si metode. Studiul a inclus 77 de pacienti diagnosticati cu SSN. S-au analizat
datele de laborator (viteza de sedimentare a hematiilor - VSH, proteina C reactivd - CRP,
fibrinogenul) si instrumentale (ecocardiografie - EcoCG, electrocardiograma - ECG).
Rezultate. La 35 de pacienti cu diagnosticul de SpA s-a determinat hemiblocul de ram
stdng (hBRS) al fasciculului Hiss - 71,0% si bradicardia — 57,0%. Modificdrile valvei aor-
tice (VAo) s-au diagnosticat in 54,0%, iar hipertrofia ventriculard stdngd (HVS) in 57,0%.
Valorile crescute ale CRP s-au obiectivat in 34,5% din cazuri, VSH - 22,8% si fibrinogenul -
17,2%. La 24 de pacienti cu APs in 33,5% s-a evidentiat indurarea si fibrozarea VAo. O altd
modificare diagnosticatd la acesti pacienti a fost HVS (37,5%). Tulburdrile de conductibili-
tate cardiacd in 25,0% s-au datorat hBRS al fasciculului Hiss, iar dintre markerii inflama-
tori crescuti au fost: fibrinogenul (16,6%) si CRP (12,5%). La 18 pacienti cu ARe ca tulbu-
rare de ritm, se determind preponderent tahicardia - 94,0% si afectarea VAo in 27,7%.
Markerii inflamatori cu valorile peste limita superioard au fost fibrinogenul (66,0%) si
CRP (33,0%).

Concluzii. Studiul prezentat a ardtat cd SSN este intr-o strdnsd legdturd cu sindromul
inflamator, de care depinde activitatea bolii si gradul de afectare a sistemului cardiovascu-
lar. Cel mai des fiind afectat cordul cu componentele lui.
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INTRODUCERE

Spondiloartritele seronegative (SSN) prezinta un
grup de afectiuni inflamatorii cronice de geneza
reumaticd, care includ spondilita anchilozanta
(SpA), artrita reactiva (ARe), artrita/spondilita
prin afectarea inflamatorie a intestinului, artrita
psoriazica (APs) si un grup de alte spondiloar-
trite nediferentiate (1).

Expresia clinica principald a artritei din SSN este
reprezentatd de oligoartrita asimetrica, fiind
prezentd, de obicei, la nivelul articulatiilor mari
ale membrelor inferioare. Pacientii cu SSN se
caracterizeaza prin afectarea extraarticulara, a
tegumentelor, sistemului renal, digestiv, respira-
tor si cardiovascular. Din cauza bolilor cardio-
vasculare (BCV) mortalitatea acestor pacienti a
crescut si ajunge la 40-50% (2, 3).

Spondiloartrita anchilozanta este asociata cu
mortalitate crescutd, cauzata de afectari cardio-
vasculare (CV) in 20-40%. Incidenta SpA este de
7,3 la 100.000 locuitori anual. Tulburarile de
conducere cardiaca au fost frecvent diagnosti-
cate (10-33%), in functie de criteriile predefinite

(4).

Afectarea sistemului cardiovascular (SCV) in
cadrul APs se intdlneste in 18-22% cazuri si se
manifesta clinic prin prezenta dispneei, palpi-
tatiilor, durerilor in regiunea cordului de diferita
intensitate, care sunt cauzate de dezvoltarea
aortitei, miocarditei, pericarditei sau miocardio-
distrofiei (5, 6). In comparatie cu populatia gene-
rald a fost raportatda o crestere a mortalitatii cu
62% la subiectii cu APs, BCV reprezentand pana
la 36% din mortalitatea totala. Sunt descrise
cazuri de pericarditd (18%), insa este necesar de
mentionat faptul, ca conform datelor din litera-
tura de specialitate, doar 2% dintre pacientii cu
manifestari extraarticulare cardiace din APs pre-
zinta date clinice pentru pericardita.

Artrita reactiva inregistreaza o frecventa de 1-
3% dintre pacientii care au suportat in an-
tecedente o infectie chlamidiana (7). Barbatii cu
varsta cuprinsa intre 20 si 50 de ani sunt cel mai
frecvent afectati. Dereglarile viscerale sunt rare,
insa extrem de periculoase, BCV se dezvolta la
mai putin de 10% dintre pacienti, fiind conse-
cinta inflamatiei radacinii aortei si determinand
insuficienta aorticd, precum si tulburarile de
conducere atrioventriculara (7, 8).

Manifestarile CV in SSN reprezinta o problema

clinica important care nu a fost pe deplin eluci-
data. Simptome clinice CV semnificative sunt
prezente la pacientii cu SSN, de obicei in cazul
duratei mai Indelungate a bolii (9). Riscul de
deces este de 1,3 ori mai mare decat in populatia
generala. Detectarea precoce a BCV la pacientii
cu SpA poate avea implicatii importante terapeu-
tice si prognostice (10, 11).

Scopul studiului consta in determinarea ,tintelor”
anatomico-functionale ale sistemului cardiovas-
cular la bolnavii diagnosticati cu una dintre
afectiunile inflamatorii incluse in grupul SSN,
utilizdnd ecocardiografia (EcoCG) asociata Dop-
pler, electrocardiograma (ECG), analiza generala
si biochimica a sadngelui.

Ipoteza studiului: modificarile patogenetice care
stau la baza dezvoltarii uneia dintre maladiile
din grupul SSN, care au efect sistemic insemnat
asupra sistemelor de organe cu dezvoltarea boli-
lor cardiovasculare, pulmonare, renale, etc.

MATERIAL SI METODE

Studiul prezentat a inclus 77 de pacienti diagnos-
ticati cu una dintre afectiunile inflamatorii ce fac
parte din grupul SSN: SpA, APs, ARe. Dintre
acestia: 24 bolnavi au fost diagnosticati cu APs,
35 de pacienti cu SpA si 18 - cu ARe. Pacientii au
urmat tratamenul in sectiile de reumatologie si
artrologie ale IMSP Spitalul Clinic Republican
(Clinica Medicala nr.5 a Departamentului Medi-
cina Intern3, Disciplina Reumatologie si Nefrolo-
gie a USMF ,Nicolae Testemitanu” din Republica
Moldova) pe parcursul anilor 2018-2020. De
asemenea, am utilizat datele din examenele
specifice de laborator (viteza de sedimentare a
hematiilor - VSH, proteina C reactiva - CRP, fi-
brinogenul) si instrumentale (EcoCG, ECG), atat
pentru determinarea sindromului inflamator
sistemic, cat si pentru aprecierea gradului de
afectare a sistemului CV.

Criteriile de includere: (a) pacientii care cores-
pund criteriilor de diagnostic al spondiloartro-
patiilor de Amor B. (1990), criteriile de la New-
York (1984) pentru diagnosticul SpA, criteriile
CASPAR pentru diagnosticul APs si criteriile pen-
tru diagnosticul ARe adaptate de Sieper si Braun,
1999; (b) varsta mai mare de 18 ani; (c) pacientii
care au dat consimtdmantul pentru procesarea

datelor personale.
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Criteriile de excludere: (a) varsta pana la 18 ani;
(b) diabetul zaharat si hipertensiunea arteriala
dezvoltate panad la debutul maladiei, dislipidemii
congenitale, valvulopatii congenitale dobandite
confirmate pana la stabilirea diagnosticului de
Spondiloartritd seronegativa, ciroza hepatica,
obezitatea (IMC>25 kg/m?); (c) pacientii care nu

au dat acordul pentru procesarea datelor perso-
nale.

Modificarile CV cercetate au inclus componentele
morfo-functionale ale inimii si markerii inflama-
tori (tab. 1).

Tabelul 1. Modificarile cardiovasculare cercetate 1n cadrul studiului.

Modificarile cardiovasculare cercetate

Pacienti diagnosticati cu SSN, n=77

Modificarile la nivelul valvelor cardiace deter-
minate la EcoCG asociata cu Doppler

74 p. (96,1%)

Modificarile volumetrice ale cordului, determi-
nate la EcoCG

73 p. (94,8%)

Modificarile ECG

Axa electricd a cordului - 38 p. (50,0%)

Ritmul cardiac - 32 p. (41,5%)

Hemiblocuri ale fasciculului Hiss - 60 p. (78,0%)
Bloc complet al fasciculului Hiss - 4 p. (5,0%)

Modificarile markeriilor inflamatori

56 p. (73,0%)

Hipertensiune arteriala

48 p. (62,0%)

REZULTATE

Analizand datele obtinute la pacientii inclusi in
studiu, am determinat o afectare a sistemului CV,
iar tintele obiectivate se regasesc in fiecare
patologie reumatologica cercetata. Astfel, intru-
nind toate datele obtinute la pacientii examinati
cu cele trei SSN diferite (SpA, APs, ARe), am
determinat prevalenta totald a modificarilor
cercetate in cadrul SSN negative si am identificat
patologiile implicate in aceste modificari.

Conform tuturor datelor analizate (tab.2), cea

mai afectata este valva aortica (VAo) cu o preva-
lenta de 42,8% din cadrul SSN. Cea mai des in-
talnita modificare la nivelul valvelor cardiace
cercetate, in cadrul acestui studiu, este insufi-
cienta acestora (regurgitarea valvulara).

Analizand datele obtinute din tabelul 3 am evi-
dentiat predominanta modificarilor la nivelul
ventriculului stang (VS), hipertrofia ventriculului
stang (HVS) fiind diagnosticata in 48,0% dintre
cazurile SSN.

Tabelul 2. Modificarile valvulare la pacientii diagnosticati cu SSN.

Modificarile valvulare SpA Aps Are SSN Valoarea p
IVAp - Insuficienta valvei arterei pulmnare 14% 8% 17% 13% 1,0 (>0,05)
IVT - Insuficienta valvei tricuspide 43%  17% 17% 2% 0,73 (>0,05)
IVAo - Insuficienta valvei aortice 54% 38% 28% 43% 0,73 (>0,05)
IVM - Insuficienta valvei mitrale 26% 38% 22% 29% 0,95 (>0,05)

Tabelul 3. Modificarile cordului (prin EcoCG) la pacientii diagnosticati cu SSN.

Modificarile cordului SpA  Aps Are SSN Valoarea p
HVD - Hipertrofia ventriculului drept 14% 13% 22% 16% 0,91 (>0,05)
HVS - Hipertrofia ventricului stang 57% 38% 45% 48% 0,83 (>0,05)
HAD - Hipertrofia atriului drept 6% 4% 11% 7% 1,0 (>0,05)
HAS - Hipetrofia atriului stang 23%  29%  22% 16% 0,058 (>0,05)

Analizand rezultatele obtinute (tab. 4) observam
ca tulburarile de ritm cardiac depistate la ECG au
fost tahicardiile (18%), extrasistolele ventricula-
re (10,4%), extrasistolele supraventriculare
(9,1%) si fibrilatia atriala (13%). Dintre de-

reglarile de conductibilitate au prevalat hemiblo-
curile si blocurile complete. Cea mai mare preva-
lenta in SpA a constituit-o hBRS a fasciculului
Hiss - 50,6%, iar in Are - hemiblocul de ram
drept (hBRD) a fasciculului Hiss (15,6%).
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Axa electrica patologica a cordului (AEC) a fost
inregistrata in 49,3% de cazuri depistate in gru-
pul SpA cu predominarea axei electrice a cor-
dului spre stanga in 44,1% vs dreapta - 5,1%.

Valorile inalte ale markerilor inflamatori releva o
componenta importanta a patogeniei SSN.

Astfel, In SSN au predominat valorile crescute ale
VSH - 40%, hiperfibrinogenemia - 29% si nivelul

inalt al CRP - 27%, demonstrat in tabelul 5.

Am analizat gradul hipertensiunii arteriale
(HTA) la pacientii din studiu, rezultatele le-am
ilustrat in tabelul 6.

La pacientii cu SSN am identificat HTA in 62,3%
cu predominanta gradului 1 1n 35,0% si gradului
21n21,0% (tab. 6).

Tabelul 4. Modificarile cardiovasculare determinate la ECG pacientilor diagnosticati cu spondiloartrita
seronegativa.

Modificarile CV determinate ECG

Patologia cu predomi-

Pacienti cu SSN nanta modificarilor

n=77 (in %)

CVla ECG
Fibrilatia atriala 10 p. (13,0%) Aps
Extrasistolie supraventriculara 7 p-(9,1%) SpA
Extrasistolie ventriculara 8 p. (10,4%) Are
Hemibloc de ram sting anterior a fasciculului Hiss 8 p. (10,4%) SpA
Hemibloc de ram drept al fasciculului Hiss 12 p. (15,6%) Are
Hemibloc de ram sting al fasciculului Hiss 39 p. (50,6%) SpA
Bloc de ram stang al fasciculului Hiss 4 p. (51%) SpA
Axa electrica a cordului cu deviere spre dreapta 4 p. (5,1%) SpA
Axa electrica a cordului cu deviere spre stinga 34 p. (44,1%) SpA
Bradicardie (FCC pina la 50 b/min) 44 p. (57,0%) SpA
Tahicardie (FCC peste 100 b/min) 73 p. (94,0%) Are

Tabelul 5. Modificarile markerilor inflamatori la pacientii cu SSN.

Modificarile markerilor inflamatori SpA APs ARe SSN Valoarea p
Fibrinogen 23% 23% 21% 40% 0,8 (>0,05)
VSH 34% 13%  33%  27% 0,001(<0,05)
PCR 17% 17% 67% 29% 0,96 (>0,05)

Tabelul 6. Gradele hipertensiunei arteriale la pacientii cu SSN.
Gradele hipertensiunii arteriale SpA APs ARe SSN Valoarea p
HTA gr.1 39%  44%  17% 35% 0,39 (>0,05)
HTA gr.2 64% 28% 37%  21% 0,25 (>0,05)
HTAgr. 3 33% 22% 6% 7% 0,48 (>0,05)
DISCUTII

Dintre toate patologiile ce fac parte din grupul
SSN, conform cercetarii efectuate, am identificat
ca insuficienta VAo si insuficienta VTs au fost
caracteristice preponderent pentru SpA, date
similare fiind descrise in studiul lui Roldan C. si
coautorii (12). Pentru APs mai specifica a fost
afectarea VM, iar in ARe - modificarile de la nive-
lul VAp.

Analiza datelor literaturii releva faptul ca pentru
SpA mai caracteristica este calcificarea VAo,
aceasta se datoreaza depistarii precoce a bolii si
evolutiei acute ale acesteia. In APs modificirile

de induratie si fibrozare la nivelul VAo si VM
sunt mai frecvent intilnite. Fibrozarea si calcifi-
carea VM sunt modificari patognomonice si in
ARe (13).

Roldan C. si coautorii au investigat arcul aortei si
al aparatul valvular la pacientii cu SpA prin eco-
cardiografie transesofagiana (ETE) si au identifi-
cat afectarea acestora la 82% dintre bolnavi
(12). S-au depistat urmatoarele modificari aor-
tice: Ingrosarea arcului Ao, indurarea, fibrozarea,
rigiditatea si regurgitarea VAo (14).

De asemenea, hipertrofia ventriculului stang
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predomind in 57,1% din cazuri, datele similare
fiind descrise 1n literatura de specialitate (3, 12).
Modificarile la nivelul ventriculului drept si
atriului drept sunt manifestari des intalnite in
ARe si APs, iar a atriului stang in proportie de
29,1% (5,7, 13).

Pentru SpA, intr-un raport de 10:1, se determina
la ECG ritmul sinusal, iar tulburarile de ritm car-
diac sunt frecvente. Fibrilatia atriald este carac-
teristica pentru APs, iar aritmia extrasistolica
ventriculara se intdlneste predominant in ARe
(6, 7, 9). Studiile suedeze pentru SpA au deter-
minat o prevalentd a tulburarilor de conducere
AV sia FA in 38% si respectiv 15% (6).

Din review-ul datelor literaturii de specialitate
reiese ca pentru SpA In majoritatea cazurilor
sunt diagnosticate hemiblocurile si blocurile
cardiace complete (15). Analizand predominanta
dereglarilor de conductibilitate, mentionam ca
hBRS al fasciculului Hiss a fost diagnosticat in
71,4%, iar blocul complet de ram stang al fasci-
culului Hiss in 5,71%. In 18%, conform studiului
lui Bengtsson K. si coautorii, la pacientii diagnos-
ticati cu Are se atestd blocurile de ram ale fasci-
culului Hiss (15). In studiul nostru prevalenta
hBRD in ARe este de 15,6%. hBRD al fasciculului
Hiss sunt caracteristice pentru pacientii diagnos-
ticati cu ARe. Prevalenta tulburarilor de condu-
cere este mai inalta la pacientii cu leziunile VAo
(14, 15). In literatura de specialitate, la pacientii
cu SSN au fost descrise si blocurile atrioventricu-
lare de diferite grade, blocurile complete ale fas-
ciculului Hiss si sindromul Wolf-Parkinson-
White (12, 14).

Pe traseul ECG la pacientii cu SpA frecvent sunt
diagnosticate devierea axei electrice a cordului

CONCLUZII

spre dreapta si spre stanga. Pentru fiecare patol-
ogie din grupul SSN sunt caracteristice dereg-
larile frecventei cardiace, In SpA bradicardia
fiind diagnosticatd mai frecvent (68,7%) decat
tahicardia (3, 4, 16). Tahicardia este mai des in-
talnita la pacientii cu ARe in aproximativ 83,3%.
Ritmul sinusal cel mai des este obiectivat pe tra-
seul ECG al pacientiilor diagnosticati cu APs.

Procesul inflamator sever, de lunga durata, este
remarcat prin elevarea markerilor inflamatiei
(CRP, VSH si fibrinogen). Divecha si colaboratorii
(2005) au aratat ca nu numai nivelul markerilor
inflamatori (de exemplu, CRP, fbrinogenul, etc.) a
crescut la pacientii cu SSN cu 5-10% (14). Mai
frecvent acestea s-au depistat in ARe, VSH fiind
crescuti la toti pacientii, iar fibrinogenul in
66,67% dintre cazuri (17). Cateva studii in do-
meniu au remarcat prezenta nivelurilor ridicate
ale mediatorilor circulanti inflamatori la pa-
cientii cu SSN (2, 7). Pentru SpA, de asemenea,
este caracteristic un proces inflamator, dar mai
putin intens ca in ARe, cu predominanta CRP -
34,2% (8). Datele din literatura de specialitate
confirma faptul ca ARe este o maladie care are
influenta directa si indirecta asupra sistemului
imun (8).

In SpA pacientii prezintd valori normale si cres-
cute ale tensiunii arteriale, HTA de gradul 2 fiind
mai des diagnosticata - 44,4%. Han si colabora-
torii au determinat o prevalenta a HTA la pa-
cientii cu APs de la 25% la 49%. In studiul nostru
prevalenta HTA este de la 22% pana la 44% pen-
tru APs, cea mai frecventa fiind HTA de gradul 1.
In studiile efectuate HTA este prezenti la pa-
cientii cu SpA si prezinta un factor de risc CV
(18).

1. Modificarile cardiovasculare sunt o problema clinica importanta frecvent intdlnita la pacientii cu
SSN, care agraveaza evolutia bolii principale. La baza modificarilor cardiovasculare in Spondiloar-
tritele seronegative se atesta rigiditatea arteriala, care apare ca urmare a injuriei endoteliului vas-
cular de pe urma procesului inflamator sistemic sever. Inflamatia joaca un rol important si, cel
putin, partial reversibil in dezvoltarea rigiditatii arteriale, iar markerii inflamatori pot fi instrumen-
te suplimentare in cresterea riscului cardiovascular.

2. Modificarile cardiovasculare in SSN determinate prin modificarile imunologice, functionale si imag-
istice sunt necesare pentru a ghida toata comunitatea medicala spre prevenirea BCV si un diagnos-
tic precoce al acestora. Studiul evalueaza caracteristicile evolutiei manifestarilor extrarticulare si
anume a BCV, prognosticul si calitatea vietii pacientului diagnosticat cu SSN.
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Introduction. It is known that excessive formation of hydrogen peroxide in the microbial
cultures under the action of chemical compounds with antibacterial effects is the first stage
in the formation of oxidative stress. Thus, it became appropriate to conduct a study that
would make it possible to control the level of oxidative stress induced by chemical com-
pounds in cultures of pathogenic microorganisms.

Material and methods. The objects of the in vitro study were Cu(ll) coordination com-
pounds; Co(ll), Zn(ll) and aromatic propenones synthesized at the Department of Inor-
ganic Chemistry of the State University of Moldova. Antimicrobial activity was tested on 5
reference strains. The level of oxidative stress was controlled using the hydrogen peroxide
test, and the level of lipid peroxidation was determined indirectly by monitoring the prod-
uct of peroxidation, namely the malondialdehyde.

Results. Under the action of new chemical compounds with antimicrobial properties on
reference cultures of Staphylococcus aureus ATCC 25923, Bacillus cereus THCK 8035, Esch-
erichia coli ATCC 25922, Shigella sonnei ATCC 25931 and Salmonella enterica (Salmonella
abony T’MCK 03/03y) in cultures that create a state of oxidative stress, confirmed by the
accumulation of hydrogen peroxide and lipid peroxidation products.

Conclusions. Thus, the process of lipid peroxidation, which follows the pattern of chain
reactions, is one of the reactions that lead to the death of cell culture. The level of hydrogen
peroxide formed under the action of the tested compounds was also monitored.

MODIFICAREA INDICATORILOR STRESULUI OXIDATIV iN CULTURILE DE MICRO-

ORGANISME PATOGENE SUB INFLUENTA COMPUSILOR CHIMICI NOI

Introducere. Este cunoscut faptul cd formarea excesivd a peroxidului de hidrogen in cul-
turile de microorganisme, sub influenta compusilor chimici cu efecte antibacteriene, cons-
tituie primul pas in generarea stresului oxidativ. Astfel, a devenit oportund realizarea unui
studiu care ar monitoriza nivelul stresului oxidativ indus de cdtre compusii chimici in cul-
turile de microorganisme patogene.

Material si metode. In calitate de obiecte de studiu in vitro au servit compusii coordinativi
ai Cu (1I); Co (1l), Zn (1) si propenonele aromatice, sintetizate la Catedra de chimie anor-
ganicd de la Universitatea de Stat din Moldova. Efectele antimicrobiene au fost testate pe
5 tulpini de referintd. S-a monitorizat nivelul stresului oxidativ prin testul de determinare
a peroxidului de hidrogen si a fost stabilit indirect nivelul de peroxidare a lipidelor, prin
monitorizarea produsului peroxiddrii - dialdehida malonicd.

Rezultate. Sub actiunea compusilor chimici noi cu proprietdti antimicrobiene asupra cul-
turilor de referintd Staphylococcus aureus ATCC 25923, Bacillus cereus THCK 8035, Esche-
richia coli ATCC 25922, Shigella sonnei ATCC 25931 si Salmonella enterica (Salmonella
abony 'MCK 03/03y) in culturi se creeazd o stare de stres oxidativ, confirmat prin acumu-
larea peroxidului de hidrogen si a produselor peroxiddrii lipidelor.

Concluzii. Astfel, procesul de peroxidare a lipidelor, care decurge dupd modelul reactiilor
in lant, este una dintre reactiile care conduc la moartea culturii celulare. De asemenea, a

fost monitorizat si nivelul peroxidului de hidrogen format sub influenta compusilor testati.
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INTRODUCTION

The success of pathogenic microorganisms in
generating infections in the host organism is di-
rectly proportional to their ability to counteract
the effects of exogenous oxidative stress, which is
determined by the activation of the immune de-
fense mechanisms of the affected macroorganism.
The cells of the host immune system are charac-
terized by a high activity of the specific enzyme
NADH-oxygenase, which, following its catalytic
activity in the transfer of electrons from NADH to
oxygen, forms a superoxide radical. The superox-
ide radical dismutation reaction, catalyzed by su-
peroxide dismutase, ends with the formation of
hydrogen peroxide. H,0, molecules react inten-
sively with proteins containing Fe(Il), causing
their irreversible changes, like carbonylation and
formation of protein aggregates (1, 2).

The amino acids cysteine, methionine, and trypto-
phan are especially vulnerable to the oxidative ac-
tion of hydrogen peroxide, which can lead to both
reversible changes, expressed in formation of sul-
fonic acid and thiol, and irreversible changes
leading to formation of sulfuric and sulfonic acids

(3).

Thus, in response to the action of various reactive
oxygen species (ROS), bacterial cells undergo a
radical modification of the proteome, which is not
necessarily harmful to bacteria. Post-transla-
tional change leads to the activation of cellular de-
fense mechanisms due to the activation of some
specific signal transduction pathways (4).

Oxidative stress in bacterial cultures can be
caused by the interaction of cells with solutions
containing metal ions. For example, in the bacte-
rial culture of Staphylococcus aureus, silver (1)
ions cause oxidative stress, expressed in a de-
crease in the ability to reduce radicals in the bio-
mass. The intensity of oxidative stress increases
is higher to the increase in the concentration of
ions in the environment (5). Exogenous oxidative
stress in bacterial cultures occurs with an active
increase in the amount of ROS. At the first stage,
the superoxide radical is superaccumulated,
which is subsequently converted by enzymatic re-
actions into hydrogen peroxide and the most dan-
gerous free radical, the hydroxyl radical. To sur-
vive, bacteria activate detoxification mechanisms
mediated by antioxidant enzymes, the most im-
portant of which are superoxide dismutase, cata-
lase, and peroxidase. Superoxide dismutase is

very actively involved in the defense reactions of
bacterial DNA (6, 7, 8, 9).

Lipids are the structural and functional basis of
biological membranes, and their oxidation leads
to mechanical damage to biological barriers and
functional membranes, which affects the process
of cell communication with the environment, as
well as the normal metabolic reactions. Accumu-
lation in the reaction medium of lipid degradation
end products indicates irreversible changes in
cells, very often incompatible with their vital ac-
tivity. Malondialdehyde is one of the end products
of the lipid chain oxidation process, whereas its
level is a marker of the oxidative stress, experi-
enced by the cell.

Thus, substances with an antibacterial effect, act-
ing on the pathogenic bacterial cultures, may
cause an oxidative stress associated with the ac-
cumulation of free radicals, a decrease in the total
antioxidant capacity, and a decrease in the ex-
pression and activity of protective antioxidant en-
zymes. Monitoring of these processes in bacterial
biomass can provide useful information both on
the effectiveness of the tested substances and the
possible mechanisms of their action on patho-
genic microorganisms.

Establishing the particularities of new antimicro-
bial compounds action is important both in terms
of assessing the curative effects and in terms of
promoting the pharmaceutical product from the
idea to the drug implemented in therapeutic prac-
tice.

The aim of the study: thus, it became appropriate
to conduct a study that would elucidate some
changes in oxidative stress in pathogenic micro-
organisms that reflect the antioxidant status of
pathogenic cultures under the influence of newly
selected chemical compounds as substances with
high antibacterial potential.

MATERIAL AND METHODS

Coordinating Cu (II) compounds were included as
objects of in vitro study; Co (II), Zn (II) and aro-
matic propenones were synthesized at the De-
partment of Inorganic Chemistry (State Univer-
sity of Moldova). High purity Sigma-Aldrich rea-
gents were used as synthetic precursors, which
were tested for antimicrobial properties.

Antimicrobial activity was tested on the following
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reference strains: Staphylococcus aureus ATCC
25923 (Staphylococcus aureus subsp. aureus
(ATCC® 25923™), Bacillus cereus TUCK 8035,
Escherichia coli ATCC 25922, Shigella sonnei (Le-
vine) Salmonella enterica subsp. enterica serovar
abony (former name Salmonella abony TUCK 03/
03y).

The hydrogen peroxide test covers the area of ox-
idative stress monitoring. The hydrogen peroxide
content is determined in accordance with the
method developed by Bellincampi et al. in 2000
(10). The method is based on the oxidation of Fe2+
ions with hydrogen peroxide to form Fe3+ ions.
The latter form compounds stained with xylene
orange.

100 mg of biomass is ground with 1 ml of ultra-
hot acetone (-18°C). The homogenate is centri-
fuged for 10 minutes up to 12,000 g, 0.25 ml of xy-
lene orange is added to 0.25 ml of the supernatant
(Preparation: 260 pl of concentrated sulfuric acid
is diluted with a small volume of distilled water,
9.5 mg of Mohr's salt (FeSO4(NH4)2S04-6H20) is
added. 7.6 mg of xylene orange is dissolved in an-
other water amount. Both solutions are mixed,
1.822 g of sorbitol is added and the volume is ad-
justed to 50 ml. The control sample contains 0.25
ml acetone and 0.25 ml xylene orange.

Samples are kept for 45 min. at room tempera-
ture. The reaction mixture is centrifuged for 5
min. at 10,000 g, after which the optical density is
measured at a wavelength of 560 nm. The calcu-
lations were performed using a calibration curve
obtained for the concentration range from 200 to
1500 ng of hydrogen peroxide per ml (11). To ob-
tain the value of hydrogen peroxide in uM/g dry
matter, the following formula was used:

C=((K-V-X)/m))/880, where

C is the concentration of H,0, in uM/g of sub-
stance; K is the concentration of H,0; determined
based on the calibration curve in ng/ml; V is the
volume of the extract; X - dilution of the extract;
m is the dry weight of the sample; 880 is the trans-
fer coefficient of ng of hydrogen peroxide in pM.

The lipid peroxidation level is determined indi-
rectly by observing the product of peroxidation,
malondialdehyde (MDA). The amount of MDA is
determined by the accumulation of its reaction
product with thiobarbituric acid (12).

To 100 mg of biomass add 1 ml of 20% trichloro-
acetic acid and triturate in the cold. Centrifuge the

homogenate for 5 min. at 12,000 g, transfer 0.4 ml
of the supernatant to 2 stoppered tubes. 0.4 ml of
20% trichloroacetic acid is added to the first tube
- this tube serves as a control one. Add 0.4 ml of
0.5% thiobarbituric acid to another tube. Samples
are then incubated in a water bath at 100°C for 30
min, then cooled at room temperature. Measure-
ments are carried out by a spectrophotometer at
awavelength of 532 nm and 600 nm to correct for
nonspecific absorption (13).

To calculate the amount of MDA, the extinction
coefficient e=155 mM-1cm-! is used. The calcula-
tion formula is as following:

C=((AE/155)-X-V)/m, where

C is the concentration of MDA in mM/g dry mat-
ter; AE is the difference in optical density at 532
and 600 nm; 155 - extinction coefficient (see
above); X - sample dilution; V is the volume of the
extract, dry weight.

RESULTS

The results reflecting MDA and H:0; levels in the
Staphylococcus aureus ATCC 25923 reference cul-
ture are shown in figure 1.

The level of hydrogen peroxide in the culture
treated with furacillin increased by 17.2% com-
pared to the level in the control sample, and the
quantitative increase in malondialdehyde was
44.3%. They differed from the control ones and
were statistically significant, which confirms the
antibacterial effect of the reference antiseptic. In
experimental variants, obtained by processing
the culture of staphylococcus with selected new
chemical compounds, the level of hydrogen per-
oxide exceeded the control sample up to 37.7%.
For the two compounds tested (compound 8 and
9), the difference with the control sample was not
statistically significant.

The level of malondialdehyde during treatment
with furacillin in the culture of staphylococcus in-
creased by 44.3% compared with the control cul-
tures, whereas in cultures treated with appropri-
ate doses of new chemical compounds, by 50.4-
106.1% compared with the control samples. All
experimental samples differ from the control
sample by a 99% confidence interval. Thus, the
results of the MDA test confirm the presence of a
pronounced oxidative stress state in the staphy-
lococcus culture under the action of new chemical
compounds with antibacterial effects.
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Figure 1. The amount of malondialdehyde and hydrogen peroxide in the standard culture of Staphylo-
coccus aureus ATCC 25923 under the action of selected new chemical compounds:

1 - C38H38Cu 2N14010S4; 2 — C42H42Cu2N14012S4; 3 - Ca6Ha6Cuz2N18010S6; 4 — CagHa2CuzN18010S4; 5 -
C15H19C1CUN4025; 6 - C15H19CUN5058; 7 - C15H17C1CUN4OS; 8- C15H19CUN5055 (2,5); 9 - C15H19CUN5055
(3,4); 10 - C1sH19CuNsOsS (2,4); 11 - C1gH22C1,CuzNsS2; M - uncultivated bacteria.

The results of the H,0, and MDA tests obtained in lus cereus TUCK 8035 are shown in figure 2.

the experiments on the reference culture of Bacil
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Figure 2. The amount of malondialdehyde and hydrogen peroxide in the standard culture of Bacillus
cereus TMCK 8035 under the action of the new selected chemical compounds:1 - C3gH3gCu 2N14010S4;
2 - C42H42Cu2N14012S4; 3 — C46H46Cu2N18010S6; 4 — C46Ha2Cu2N18010S4; 5 — C15sH19C1CuN402S;

6 - C15H19CUN5053; 7 - C15H17C1CUN4OS; 8- C15H19CUN505S (2,5); 9 - C15H19CUN5055 (3,4);

10 - C1sH19CuN;50s5S (2,4); 11 - C1gH22Cl;CuzNgS2; M - uncultivated bacteria.

case of furacillin, the increase is 21.4%, and in
case of new tested compounds, the values ex-

Unlike staphylococcal culture, Bacillus cereus has
a statistically true increase in all the studied com-

pounds compared with the control sample of the
hydrogen peroxide content in the cell lysate. In

ceeded the control ones by 26.8-58.3%. At the
same time, the content of malondialdehyde signi-
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ficantly increases in comparison with the control
sample. In case of furacillin, the MDA amount in-
creased by 52.4%, whereas in newly tested com-
pounds, the lipid peroxidation was 45.0-95.5%

more intense than in the control one.

The reference culture Shigella sonnei ATCC 25931
was similar to that of Bacillus cereus. The results
are shown in figure 3.
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Figure 3. The amount of malondialdehyde and hydrogen peroxide in the standard culture of Shigella
sonnei ATCC 25931 under the action of the new selected chemical compounds: 1 - C3sH3sCu 2N14010S4;
2 - C42H42Cu2N14012S4; 3 — C46Ha6CuzN18010Se; 4 — Ca46H42Cu2N18010S4; 5 — C15sH19CICUN40-S;

6 - C15H19CuN5055; 7 - C15H17C1CUN4OS; 8- C15H19CUN5055 (2,5); 9 - C15H19CUN5055 (3,4);

10 - C1sH19CuNs0sS (2,4); 11 - C18H22Cl2CuzNsS2; M - uncultivated bacteria.

The level of hydrogen peroxide in the biomass of
Shigella sonnei ATCC 25931 increased by 26% un-
der the action of furacillin, and by 26.3-57.3% un-
der the action of new tested chemical compounds.
The differences between the values of the experi-
mental samples and the control sample for hydro-
gen peroxide were true at a confidence interval of
99% (compounds 7-9) and 95% for the rest of
samples. The level of malondialdehyde in the bio-
mass of Shigella sonei increased by 42.9% when
treated with furacillin compared with the control,
and by 49.6-211.0% in the newly tested chemical
compounds.

Compounds with maximum activity belong to the
group of Cu(ll) compounds with 4-(dime-
thylphenyl)thiosemicarbazone-2-formylpyri-
dine. In this case, the process of lipid peroxidation
and the accumulation of end products are almost
doubled. This indicates a pronounced oxidative
stress, which is confirmed by both the antimicro-
bial activity test and the ABTS test, showing a
sharp decrease in the antioxidant capacity of the
cultures.

Out of a number of newly tested chemical com-
pounds, six new compounds showed antibacterial

activity at a sufficiently high level compared to the
Escherichia coli ATCC 25922. The results reflect-
ing the accumulation of lipid peroxidation prod-
ucts and hydrogen peroxide in the corresponding
culture under the action of antibacterial agents
are shown in figure 4.

Under the action of furacillin, the level of hydro-
gen peroxide increased by 39%, and malondialde-
hyde - by 52% compared to the control sample.
While in the mixtures of new chemical com-
pounds selected in all variants, there was a signif-
icant increase in the content of hydrogen perox-
ide (up to 62%) and malonic dialdehyde (up to
81%). The differences between each of the exper-
imental samples and the control sample were sta-
tistically true at 95% confidence interval.

Figure 5 depicts the results, showing changes in
MDA and H;0; levels in Salmonella enterica cul-
ture under the action of new antibacterial com-
pounds.

Under the action of furacillin, there was an in-
crease in the level of hydrogen peroxide by 35.7%
compared with the control, and by 52.4% in MDA.
Under the action of the tested compounds, the
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content of hydrogen peroxide was higher by 62.3
and 65.2%, and the content of MDA is 50.5 and

76.4% higher than in the control sample.
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Figure 4. The amount of malondialdehyde and hydrogen peroxide in the standard culture of Esche-
richia coli ATCC 25922 under the action of the new selected chemical compounds: 1 - C3gH3sCu
2N14010S4; 2 = C4aH40Cl2Cu2N1404S6; 3 — Ca6Ha6Cu2N18010S6; 4 — Ca6H42Cu2N18010S4; 5 — C18H22C12Cu2NsSy;
M - uncultivated bacteria.
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Figure 5. The amount of malondialdehyde and hydrogen peroxide in the standard culture of Salmo-
nella enterica (S. abony THCK 03/03 y) under the influence of selected new chemical compounds:
1 - C3gH38Cu 2N14010S4; 2 - C44H40C12CUZN140456; M - uncultivated bacteria.

DISCUSSIONS

Dintre toate patologiile ce fac parte din grupul
SSN, conform cercetarii efectuate, am identificat
ca insuficienta VAo si insuficienta VTs au fost ca-
racteristice preponderent pentru SpA, date simi-
lare fiind descrise in studiul lui Roldan C. si There
are numerous publications that describe various

changes in the biochemical content of pathogenic
microorganisms cells subjected to the toxic action
of antimicrobial preparations. The bibliographic
study shows that one of the general and common
mechanisms for virtually all antimicrobial prepa
rations is the induction of oxidative stress in the
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cells of the pathogen, expressed in the accumula-
tion of free radicals (13, 14, 15).

According to the study results on the action of
new chemical compounds on five reference cul-
tures included in the study, a significant increase
in lipid peroxidation products was found, which
indicates an intense oxidative stress by accumu-

Based on the foregoing, we consider it appropri-
ate to quantify the parameters that express the
antioxidant status of cells in cultures of patho-
genic microorganisms exposed to new chemical
compounds and those that were not subjected to
treatment. Evaluation of product changes can
serve as a tool to assess the effectiveness of new

lation of hydrogen peroxide.

substances as antimicrobial products.

CONCLUSIONS

1.

The level of hydrogen peroxide in the reference strain of Shigella sonnei ATCC 25931 increased un-
der the action of the newly tested chemical compounds by 26.3-57.3%. The level of malondialde-
hyde increased by 49.6-211.0% when tested with the new chemical compounds.

Under the action of the new chemical compounds tested in all reference cultures, there was a si g-
nificant increase in the accumulation of lipid peroxidation products, which described irreversible
oxidative changes and confirmed the state of deep oxidative stress in reference cultures.

In the reference culture of Staphylococcus aureus ATCC 25923, treated with selected new chemical
compounds, a level of hydrogen peroxide was obtained that exceeded the control sample by up to
37.7%. The level of malondialdehyde in cultures treated with appropriate doses of new chemical
compounds was 50.4-106.1% compared to the control.

The values of the reference culture of Bacillus cereus TUCK 8035, when tested with the new com-
pounds, exceeded the control sample by 26.8-58.3%, and the malonaldehyde content was 45.0-
95.5% more intense than in the control one.

The level of hydrogen peroxide in the reference strain Shigella sonnei ATCC 25931 increased by
26.3-57.3% under the action of the new tested chemical compounds. The level of malondialdehyde
increased by 49.6-211.0% when tested with new chemical compounds.

In the culture of Escherichia coli ATCC 25922, under the action of selected new chemical compounds
(in all variants), an increased level of hydrogen peroxides up to 62% and of malondialdehyde up to
81% was recorded.

Salmonella enterica (S. abony 'MCK 03/03 y), under the action of the newly tested chemical com-
pounds, showed a higher content of hydrogen peroxide by 62.3 and 65.2%, as well as a higher con-
tent of MDA by 50.5 and 76.4% than in the control culture.

Under the action of the new chemical compounds with antimicrobial properties on the reference
cultures of Staphylococcus aureus ATCC 25923, Bacillus cereus TUCK 8035, Escherichia coli ATCC
25922, Shigella sonnei ATCC 25931 and Salmonella enterica (Salmonella abony TUCK 03 /03y), oxi-
dative stress occurred, being confirmed by the accumulation of hydrogen peroxide and lipid perox-
idation products.
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Keywords: mesenter- MESENTERIC PANNICULITIS: THERAPEUTIC ASPECTS IN THE LIGHT OF A CLINICAL
ic panniculitis, mes- CASE
enteric sclerosis, cor- Introduction. Mesenteric panniculitis is a rare medical condition. Its incidence is between
ticosteroids. 0.16%-3.4%. The small number of cases of PM and the ignorance of its causes, pathogenesis
and treatment significantly affect the prognosis of the disease.
Materials and methods. An analysis of the literature and the case of patient R, aged 47,
who is admitted in the Public Medico-Sanitary Institution, is presented.
Results. Accusations: peri-umbilical pain, marked physical asthenia and significant weight
loss. In the left abdominal flank, a tumor of 9.0x14.0 cm was palpated, soft as consistensy,
elastic, sensitive to palpation, fixed to the deep planes. Clinical examination and abdominal
CT examination led to the diagnosis of mesenteric panniculitis. Drug treatment with
NSAIDs and corticosteroids had a favorable outcome, confirming the autoimmune etiology
of PM.
Conclusions. Mesenteric panniculitis is a rare pathology and its diagnosis is difficult to
establish. The drug treatment with NSAIDs and corticosteroids can lead to good and last-
ing clinical results.

Cuvinte cheie: pa- Introducere. Paniculita mezentericd (PM) reprezintd o patologie medicald rard. Incidenta
niculitd mezentericd, acestei maladii variazd intre 0,16%-3,4%. Numdrul mic de cazuri atestat, etiologia incertd,
sclerozd mezentericd, necunoasterea exhaustivd a patogeniei si a tratamentului PM, afecteazd semnificativ
corticosteroizi. prognosticul bolii in cauzd
Materiale si metode. Se prezintd o analizd a literaturii si cazul pacientului R, de 47 de ani,
internat in Institutia Medico-Sanitard Publicd.
Rezultate. Acuze: dureri periombilicale, astenie fizicd accentuatd si pierdere ponderald
semnificativd. In flancul abdominal stdng, se palpeazd o formatiune tumorald de 9,0x14,0
cm, de consistentd moale, elasticd, sensibild la palpare, fixatd de planurile profunde. Exa-
menul clinic obiectiv si examinarea CT abdominale au condus cdtre diagnosticul de panicu-
litd mezentericd. Tratamentul medicamentos cu AINS si corticosteroizi a inregistrat un
rezultat favorabil, fapt care confirmd etiologia autoimund a PM.
Concluzii. Paniculita mezenteriacd este o patologie rard, al cdrei diagnostic este greu de
stabilit. Tratamentul medicamentos AINS si corticosteroizi a contribit la inregistrarea unor
rezultate clinice favorabile si de duratd.
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PM - paniculita mezenterica; CT - tomografie computerizatd; RMN - rezonanta magnetica nucleara;
USG - ultrasonografie; AINS - antiinflamatoare nesteroidiene; IMC - indicele de masa corporald;
FEGDS - fibroesofagoduodenoscopia; IMSP - institutia medico-sanitara publica; CA - antigen car-
bohidrat; PSA - antigen specific prostatic; CEA - antigen carcionoembrionar; VSH - viteza de sedimen-

tare a hematiilor.

INTRODUCERE

Paniculita mezenterica (PM) sau scleroza mezen-
tericd (SM) constituie o inflamatie a tesutului
adipos, localizata in cavitatea abdominald, mai
exact in cadrul mezenterului, cu alte cuvinte re-
prezintd inflamatia mezenterului intestinal (1).
In peste 90% dintre cazuri PM implici mezente-
rul intestinului subtire, dar poate afecta uneori si
mezenterul colonului sigmoid (2). Scleroza me-
zentericd este o boala a adultilor de varsta mijlo-
cie sau mai mare (cu un interval de varsta cu-
prins intre 20 si 90 de ani) (3). Majoritatea stu-
diilor indica faptul ca maladia pare sa fie cel
putin de doua ori mai frecventa la barbati decat
la femei. Paniculita mezenterica se atesta la 1 caz
din 100.000 de populatie. Incidenta paniculitei
mezenterice, conform studiilor lui Akram, consti-
tuie 0,16%-3,4% (4). In practica mondiala au fost
raportate aproximativ 359 de cazuri de PM (5).
In Marea Britanie au fost diagnosticate doar 6
cazuri, acestea constituind 2,8% din numarul
total de cazuri, care sunt la momentul de fata
descrise in lume (6). Se considera ca patologia
este mai degraba subdiagnosticatad. Totusi, in
context mondial s-au inregistrat succese la capi-
tolul diagnostic si criterii de diagnostic al acestei
patologii. Determinarea PM poate fi descrisa cu
exactitate gratie investigatiilor instrumentale, CT
(tomografie computerizata) si RMN (rezonanta
magneticd nucleara (7). Conform celor mentio-
nate anterior, relevam ca rolul de baza in identi-
ficarea si in stabilirea diagnosticului de PM (8) il
detine biopsia cutanatd, care permite diferentie-
rea paniculitei mezenterice de alte forme de pa-
niculita si, de asemenea, determinarea procese-
lor care se produc la nivel histologic in patogenia
acestei boli. Desi PM a fost descrisa in premiera
la inceputul secolului al XIX-lea, in lume nu exista
informatii despre rezultatele pe termen lung ale
tratamentului patologiei date (9, 10). Evolutia
paniculitei mezenterice si cresterea numarului
de cazuri inregistrate, precum si etiologia in-
certa, necunoasterea exhaustiva a patogeniei si a
metodelor de tratament afecteaza semnificativ
prognosticul bolii (11).

PREZENTAREA CAZULUI

Pacientul R. de 47 de ani, sex M, casatorit, sofer
de cursa lunga, s-a internat in sectia terapie a
Institutiei Medico-Sanitare Publice de nivel re-
publican, cu diagnosticul: ,Pancreatita cronica
recidivanta in acutizare. Insuficienta extrinseca,
sindrom de maldigestie”.

La internare, pacientul prezenta acuze de dureri
permanente in epigastru si hipocondrul stang
postprandial, precum si dureri periodice pe-
riombilicale, cu caracter colicativ, independente
de actul si caracterul alimentatiei, subfebrilitate
- 37,5 °C, meteorism si garguiment postprandial,
scaun instabil, de 3-4 ori/zi, neformat, slabiciune
generala, fatigabilitate si inapetentd, pierdere
ponderala.

Istoricul bolii. Pacientul se considera bolnav de
aprox. 5 ani, cand au survenit treptat dureri In
regiunea epigastricd si In hipocondrul stang,
postprandial. Initial durerile erau ocazionale,
apoi au devenit permanente. A solicitat asistenta
medicald si a fost diagnosticat cu pancreatita
cronicd, administrandu-i-se tratament ambula-
tor. Tratament cu AINS (dexketoprofen) si en-
zime pancreatice (pancreatin). Starea s-a acu-
tizat de aproximativ 5-6 luni, cind au aparut
dureri colicative in regiunea periombilicald, in-
diferent de alimentatie, insotite de subfebrilitate
37,1-37,5°C, fatigabilitate. Cel mai evident simp-
tom a fost pierderea ponderald neintentionata
(cca 6 kg timp de 6 luni). Atunci pacientul a
hotarat sa se adreseze unui gastroenterolog din
cadrul institutiei noastre.

Anamnezd. Pacientul lucreaza ca sofer de cursa
lungs, aflandu-se in deplasari de durata (1 luna -
5 luni), mereu in pozitie sezanda, mese dezordo-
nate, afirma ca existau zile cand putea sa nu
manance nimic.

Inspectia general. Starea generald a bolnavului -
satisfacatoare. Constiinta: clard, pacientul este
flexibil 1n orientare si gandire. Pozitia
bolnavului: activda, spre searda oboseste mai
repede. Conformatia corpului: greutatea - 109
kg, naltimea - 177 cm, IMC (indicele de masa
corporald) - 34,8. Tesut adipos: repartizat neuni-
form, cu predominare in regiunea abdominala.
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Examenul sistemului respirator si cardiovascular.
Concluzie: fara particularitati.

Examenul sistemului digestiv. Limba saburald, cu
depuneri albe. Abdomenul simetric, mobil, cu
miscari respiratorii, la palpare este moale, dure-
ros in epigastru, mezogastru si in hipocondrului
stang. S-au identificat puncte dolore Desjardins
si Gubergrit. De asemenea, se constata durere la
palpare in mezogastru si in regiunea periombili-
cald. In regiunea periombilicald, spre stinga de la
linia mediana, se palpeaza o formatiune 10,0 x
15,0 cm, consistentd medie, fixa, sensibila la pal-
pare. Scaun 3-4 ori/zi, neformat.

Analizele de laborator efectuate la momentul
internarii.

Analiza generala a sangelui: leucocite - 9 x 109/1,
VSH - 12 mm/h.

Coprologie: calprotectina - 75 pg/g.

Markerii inflamatiei: proteina C-reactiva - 15
mg/], fibrinogen - 5 g/1.

Markeri tumorali: alfa-fetoproteina - negativ,
CA- negativ, CEA- negativ, PSA tot- negativ.
Concluzie. Markerii inflamatori: semne de exis-
tenta a procesului inflamator in organism; mar-
kerii tumorali: negativ; determinati in scopul
unui diagnostic diferential cu o tumoare abdo-
minald. Calprotectina in masele fecale denota
prezenta unui proces inflamator la nivelul tractu-
lui gastro-intestinal. Examenul sumar de urina si
coprograma nu au relevat modificari semnifica-
tive.

USG organelor interne. Concluzie: schimbari
difuze in parenchimul ficatului si al pancreasului.

FEGDS. Concluzie: fara modificari.

Examenul CT al abdomenului. La nivelul me-
zenterului intestinului subtire se determind o
formatiune cu dimensiunile 9,0 x 14,0 cm, hi-
podensa, cu un contur neted si clar, modificari
infiltrative, cu ganglioni limfatici mariti pana la 6
mm, forma ovoida. In jurul formatiunii un halou
hiperdens, format de vasele mezenterice, care
sunt componente ale formatiunii. Formatiunea
nu adera la organele adiacente. Concluzie: la ni-
velul mezenterului se vizualizeaza o formatiune
cu volumul de 9,0 x 14,0 cm. In secventele native
se inregistreaza date tomografice sugestive pen-
tru paniculita mezenterica.

A fost stabilit diagnosticul. Paniculita mezente
rica, evolutie progresiva, fara afectarea organelor
adiacente. Pancreatita cronica.

Tratament. Corticosteroizi - sol. Dexametazona -
16mg/24ore, sol. Meloxicam 15mg/24 ore, Pan-
toprazol 40 mg/zi - 12 saptamani, Kreon 25 000
x 4 ori, Duspatalin 200 mg x 2 ori pe parcursul
internarii.

Pacientul a fost internat pentru 12 zile si a urmat
tratamentul sus-numit. La externare, a continuat
tratamentul cu Metipred 8 mg/zi - 1 luna, apoi -
Metipred 4 mg 1p/zi - 1 lung, dupa care doza a
fost micsorata treptat la 2 mg/zi, timp de 30 zile,
apoi la 1 g/zi, timp de 30 zile, cu anularea ulte-
rioard a preparatului. In total, pacientul a urmat
un tratament hormonal timp de 4 luni. Sol. Me-
loxicam 15 mg/zi a fost a fost prescrisa pentru
inca 21 zile, cu monitorizarea 1n dinamica a
durerilor colicative abdominale si a febrei. Ulte-
rior administrarea de sol. Meloxicam a cate 7,5
mg/zi, timp de 7 zile, o data la 2 luni. Dupa tra-
tament durerile abdominale au disparut, febra
nu s-a atestat, rezultatele analizelor au fost intre
valorile normei, scaunul s-a normalizat 1/zi,
format, normocrom. O data la 2 luni s-a prescris
Kreon 25000 x 3 ori/zi - 14 zile.

Pe parcursul a 4 luni formatiunea palpabila s-a
micsorat treptat In volum, pana a disparut com-
plet acest fapt fiind determinat doar palpator,
din lipsa posibilitati financiare a pacientului de a
efectua CT de control. La 4-5 zile de la internarea
pacientului in IMSP (Institutia medico - sanitara
publicd), dimensiunile formatiunii s-au micsorat
(palpator) pani la aprox. 8,0 x 10,0cm. In ziua a
12-a de externare dimensiunile formatiunii (la
palpatie) - 5,0 x 7,0 cm.

Dupa 6 luni: remisie clinica totala, pacientul nu
prezinta acuze, nu are oscilatii febrile, obiectiv -
abdomenul moale, simetric, indolor la palpare in
regiunea periombilicala spre stinga de la linia
mediand, nu se palpeaza nicio formatiune de
volum. Tratamentul hormonal nu s-a admin-
istrat, doar simptomatic Kreon si Meloxicam.

Analizele de laborator efectuate repetat pentru
controlul in dinamica a indicilor cercetati.
Analiza generala a sangelui: leucocite - 6 x 109/1,
VSH - 10 mm/h.

Coprologie: calprotectina - 40 pg/g.

Markerii inflamatiei: proteina C-reactivd - 5
mg/l, Fibrinogen - 3 g/I1.

Markeri tumorali: alfa-fetoproteina - negativ, CA
negativ, CEA - negativ.

Pacientul se afla sub supraveghere de aproxima-
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tiv 3 ani. Dupa un an, boala a recidivat cu sub-
febril litate 37,5°C, dureri periombilicale si de-
reglari de scaun, cu tendinta spre constipatie.
Agravarea a survenit in urma a 2 curse de 3 si 5
luni respectiv, In care nu a fost urmat un regim
alimentar corect, pacientul s-a aflat In pozitie
fortata pe scaun si nu a apelat la medicatie simp-
tomatica. Pentru inducere in remisie a fost ad-
ministrat tratamentul cu metilprednisolon - 8
mg/zi, 2 saptdmani, apoi 4 mg/zi - 1 lund, me-
loxicam 15 mg/zi - 3 saptamani. A fost obtinuta
remisia, ulterior s-a prescris Sulfasalazina 500
mg 1p/zi, cu marirea dozei a cate 500 mg, o data
la 2 saptamani, pana s-a ajuns la doza de 2 g/zi.
Acesta a fost tratamentul de sustinere pe parcur-
sul a 2 ani, soldat cu remisie.

S-a continuat supravegherea pacientului, cu vi-
zite repetate la medicul internist din IMSP spita-
liceasca de nivel republican, o data la 6 luni, res-
pectandu-se cu strictete regimul dietetic si tra-
tamentul prescris.

Biopsia se efectueaza doar in caz de suspiciune
de malignitate, prezenta nodulilor tisulari de
consistenta moale, cu diametrul axei scurte >10
mm. In cadrul procesului de investigare si de
tratament al pacientului R. nu s-au determinat
valori crescute ale markerilor tumorali, iar tra-
tamentul hormonal administrat a demonstrat o
involutie a formatiunii de volum si a procesului
inflamator. Aceste constatari ne-au facut sa
amanam biopsia pe o perioada nedeterminati,
insa fara excluderea acesteia ca etapa eventuala
de diagnostic si de tratament, in caz de >2 reci-
dive/an.

DISCUTII

Studiului patologiei tesuturilor moi in practica
medicald, pana in momentul de fatd, nu i s-a
acordat suficienta atentie. O serie de probleme
legate de etiologia si patogeneza leziunilor tesu-
tului adipos subcutanat raman neelucidate (12).

Distingem trei stadii ale PM: lipodistrofia me-
zentericd care se manifestd prin degenerarea si
necroza celulelor grase din mezenter la atacul
celulelor sistemului imun, ca recunoastere a
acestora - non-self; paniculita mezentericd, cand
la distrugerea acestor celule si cresterea
numarului celulelor sistemului imun se produce
o inflamatie locala; mezenterita retractild, cand

inflamatia se agraveaza si tesutul cicatricial in-
cepe sa se formeze In mezenter, schimbandu-si
arhitectonica (13).

Etiologia incerta, face dificila stabilirea cauzelor
care duc la dezvoltarea PM. Cel mai adesea ca
factor etiologic incriminat este indicat un agent
infectios (bacterii, virusuri, ciuperci, paraziti); pe
post de factor declansator se pot produce si bo-
lile autoimune (limfogranulomatoza, leucemia,
deficitul a-1 antitripsina, etc.) (14). Factorii care
contribuie la dezvoltarea PM sunt: genul feminin,
varsta medie mai mare de 35-40 ani, greutatea
corporald crescuta, predispozitia genetica si in-
suficienta venoasa cronica (1).

Un diagnostic CT pozitiv al PM necesita prezenta
a cel putin 3 semne tipice. Aceste semne sunt: un
sefect de masa” bine definit asupra structurilor
vecine (semnul 1), tesut adipos mezenteric de
intensitate crescuta in raport cu tesutul adipos
din regiunile adiacente (semnul 2), ,efectul de
masa” contine noduli mici (semnul 3) care este
inconjurata de vasele din componenta acestuia,
manifestidndu-se ca o regiune hipoatenuatd ce
formeaza un halou (semnul 4) si prezenta unui
pseudocapsule hiperatenuate care inconjoara
tesutul mezenterial (semnul 5) (1, 12).

Terapia PM nu este standardizata si se efec-
tueaza in principal empiric. Dupa cum arata
datele din literatura si propria noastra expe-
rientd, cea mai eficientd metoda de tratament
sunt medicamentele administrate in reumatolo-
gie pentru tratarea bolilor inflamatorii sistemice
(1, 2). Terapia medicamentoasa se bazeaza pe
stadiul bolii. In primul stadiu (lipodistrofie),
cand predomind necroza grasa, cercetdtorii au
ajuns la concluzia ca nu e nevoie sa trateze boala,
deoarece ea poate regresa spontan (1). Trata-
mentul chirurgical pentru PM nu este reco-
mandat, deoarece aceasta boala cauzeaza modi-
ficari inflamatorii mezenterice extinse (16). De
asemenea maladia in cauza poate produce modi-
ficari locale, care sunt in apropiere de vasele
mari, iar ca rezultat aceste formatiuni sunt pre-
dispuse la reaparitie dupa ablatia locala. Inter-
ventia chirurgicala poate deveni necesara in
etapele finale, in cazul in care terapia medica-
mentoasa esueaza sau in prezenta unor compli-
catii, precum ar fi obstructia sau perforatia intes-
tinului (17).
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CONCLUZII

1. Normalizarea valorilor markerilor inflamatori, micsorarea dimensiunilor formatiunii de volum
(palpator), pe fundal de tratament cu glucocorticoizi ne sugereaza ca cauza PM sunt procesele
autoimune.

2. Modificarile caracteristice PM se determinad la CT si includ urmatoarele: un ,efect de masa” deter-
minata de noduli mici, inconjurati de vasele din componenta mezenterului, formand un
halou cu o intensitate crescuta in raport cu tesutul adipos din regiunile adiacente si prezenta unei
pseudocapsule hiperatenuate care inconjoara tesutul mezenterial.

3. Diagnosticarea PM in stadiul I de evolutie si administrarea tratamentului cu glucocorticoizi si
AINS duce la o remisie a bolii, cu obtinerea unor rezultate clinice semnificative si de durata.
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Academicianul Valeriu RUDIC - savant, microbiolog

si inventator remarcabil

Cel care-i chemat sd realizeze lucruri mari
intr-un anumit domeniu stie aceasta in
chip tainic inlduntrul sdu, Tincd din
tinerete,si isi indreaptd activitatea intr-
acolo, ca albinele la clddirea stupului lor.

(Schopenhauer, Aphor, 5,48)

Nascut la 18 februarie 1947 in s.Talmaza, r-nul Stefan Voda, dupa absolvirea scolii medii este
admis la Institutul de Stat de Medicina din Chisinau, la Facultatea Medicina generala, pe care o
absolveste cu mentiune in 1971. Viitorul academician Valeriu Rudic si-a inceput calea spre
glorie in cadrul Catedrei de microbiologie, virusologie si imunologie, fiind admis in
doctorantura.

Dragostea fata de microbiologie si de munca de cercetator a fost implantata domnului Rudic
de Invatatorul sau, ilustrul savant, profesorul universitar, omul emerit — Valentin Nikitin.

La fnceputul anilor 70 tanarul doctorand a avut curajul sa studieze o problema de o valoare
deosebita si in zilele noastre - holera, realizand investigatii nu numai pe tulpini saprofite, dar
si pe culturi patogene.

in rezultatul multor ciutiri, experiente, cercetdri si analize a fost elaborata o metoda noua,
complexa si rapida de diagnostic a holerei, care a fost confirmata si aprobata cu succes pe
tulpini patogene de vibrioni clasici si el-tor in or. Stavropol, la Statia unionala de cercetari
stiintifice in domeniul infectiilor extrem de periculoase. Cu o capacitate de munca de invidiat,
a finalizat volumul prevazut de investigatii inainte de termen si in 1974 sustine cu succes teza
de doctor in medicina.

Tanarul savant ar fi atins aceleasi Inaltimi In stiinta, daca ar fi fost angajat al catedrei, insa
situatia si soarta l-a indreptat, pe un termen scurt, la Institutul de Igiena si Epidemiologie, iar
mai apoi a fost angajat titular in cadrul Universitatii de Stat din Moldova, la Catedra de
biologie vegetala, unde trece prin toate etapele de crestere ca pedagog si savant: asistent,
lector superior, conferentiar, profesor universitar.

In anii 1982-1983 s-a aflat la Universitatea Berkeley din California (SUA), unde a inceput o
serie de investigatii avand ca obiect de studiu algele verzi-albastre.

Fiind transferat la Academia de Stiinte a Moldovei in 1991, a evoluat succesiv de la functia de
director interimar al Sectiei de microbiologie la cea de director-fondator al Institutului de
Microbiologie, iar din 2006 - director al Institutului de Microbiologie si Biotehnologie al ASM.

Putem afirma cu certitudine ca domnul academician Valeriu Rudic este cea mai proeminenta
personalitate din stiinfa moldava. In domeniile microbiologiei si biotehnologiei il putem
considera un Pasteur al Moldovei.

Pentru rezultate remarcabile in stiinta poarta titlul de Om Emerit, Laureat al Premiului de
Stat, este decorat cu Ordinul Gloria Muncii, Ordinul Republicii si cu Medalia Nicolae
Testemitanu.
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Domnul academician Valeriu Rudic este fondatorul unei noi directii stiintifice: sinteza orien-
tata a substantelor bioactive de catre microorganisme si elaborarea tehnologiilor de obfinere
a produselor microbiene valoroase, inclusiv forme medicamentoase destinate utilizarii in in-
dustriile: farmaceutica, alimentara, microbiologica etc.

Domnia sa a formulat criteriile de selectare a tulpinilor de microorganisme ca obiecte
biotehnologice, a obtinut tulpini noi inalt producatoare de substante biologic active si a
propus o serie de procedee noi de cultivare si ob{inere a biomasei cu un continut chimic
prognozat.

Drept dovada elocventa a reusitei stiintifice combinate cu reusita profesorala poate fi
consideratd scoala stiintificd a academicianului Rudic in ficobiotehnologie. Sub conducerea
dumnealui au fost elaborate si sustinute 45 teze de doctor, inclusiv 9 de doctor habilitat.

Savantul Valeriu Rudic este autor a peste 1300 lucrari stiintifice, inclusiv 9 monografii, 16
manuale, brevete - circa 300, importanta carora a fost Tnalt apreciata cu numeroase medalii si
distinctii la Saloanele Internationale de Inventica. Colectia inventatorului V. Rudic numara
astazi 198 medalii de aur, 81 de argint si 34 de bronz, obtinute la Bruxelles, Pittsburgh,
Geneva, lasi, Cluj-Napoca, Sofia, Casablanca, Zagreb, Budapesta, Londra, Bucuresti, Manila,
Moscova, Seul, Su Zhou, Bangkok, Sevastopol, Chisinau.

Distinctiile internationale - Ordinul Meritul European, Cavaler al Marii Cruci al Ordinului Sf.
Andrei (Scotia) si ai Marii Cruci Sf. loan (Malta), Comandor al Ordinului Merrite de l'invention
din Belgia, Ordinul Courtoisie Europeine (Comunitatea Europeana), Ordinul Pro-meritus Grand
Prix (Comunitatea Europeana), Ordinul European de Merit in Inovatie - sunt o dovada
elocventa a meritelor domnului academician in stiinta mondiala.

Pe drept cuvant, ne putem mandri cu o asemenea personalitate, care poate fi aliniata la ilustrii
savanti ai neamului - lingvistul Eugen Coseriu, istoricul Nicolae lorga etc.

Multitudinea si complexitatea activitatii academicianului Valeriu Rudic este impresionabila si
ne ofera un exemplu de sacrificiu suprem intru dezvoltarea microbiologiei.

Multi ani prosperi, Domnule Valeriu RUDIC!

Cu profund si deosebit respect,

colegii consiliul de redactie al Revistei
stiintifice One Health & Risk Manage-
ment
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REQUIREMENTS FOR AUTHORS

Rules of drafting

The manuscript (written in Romanian, English,
French and Russian) should be in accordance with the
guidelines published in: Uniform Requirements for
Manuscripts Submitted to Biomedical Journal (1994)
Lancet 1996, 348, V2; 1-4 (www.icmje.org). The man-
uscripts should be written in font Cambria, size 11
points, spaced at 1.0, fully justified alignment, fields 2
cm on all sides. All pages must be numbered consecu-
tively (in the right bottom corner) and continuously.
Abbreviations should be explained at first occurrence
in the text and should not be excessively used. The
manuscripts must not exceed the number of words
(without the title, affiliation, abstract and references):
review articles - 4,500 words; research articles -
3,000 words; expert opinions - 2,500 words; case
presentation - 1,700 words; experimental and clinical
notes - 1,300 words; book reviews and presentations
- 2,000 words; teaching articles - 4,000 words. The
volume of tables and figures should not exceed Y3
from the volume of the manuscript. The journal re-
serves the right to make any other formatting chang-
es. Rejected manuscripts are not returned.

All manuscripts submitted for publication should
be accompanied by two abstracts: in the language
of origin of the article and English.

Title and authors

The title should be as short as possible (maximum -
120 signs with spaces), relevant for the manuscript
content. The names of the authors should be written
in full: name, surname (e.g.: Jon JONES). Affiliation
should include: Department/Unit/Chair, Universi-
ty/Hospital, City, Country of each author. Beneath the
affiliation, the author's details and contact infor-
mation - e-mail address (e.g.: corresponding author:
Jon Jones, e-mail: jon.jones@gmail.com).

The structure of the manuscript
The manuscript should comprise the following sub-
headings (capitalized):
— SUMMARY
— INTRODUCTION
(will reflect the topicality and the general present
ation of the problem studied, purpose and hypoth
esis of the study)
— MATERIAL AND METHODS
— RESULTS
— DISCUSSIONS
— CONCLUSIONS

CONFLICT OF INTERESTS
ACKNOWLEDGEMENT (optional)

ETHICAL APPROVAL (specify the presence
or absence of a positive opinion from the ethics
committee: no, date, institution ad informed con-
sent)

— REFERENCES

The summary should contain 1,600 signs with spac-
es:

— Introduction

— Material and methods

— Results

— Conclusions

— Key words: 3-5 words

The summary should not include tables, charts, and
bibliographic notes; information not included in the
article.

Figures. The text included in figures should be writ-
ten in font Cambria, 10 point. Each figure should be
accompanied by a heading and legend. They should be
numbered with Arabic numerals and placed in paren-
theses (e.g.: fig. 1). Both the title (e.g. Figure 1) and
legend are centred, below the figure.

Tables. The text included in tables should be written
in font Cambria, 10 point. Each table should be ac-
companied by a heading. Tables should be inserted
into the text and adjusted to the width of the page.
The tables are numbered in Arabic numerals and
mentioned in body text in parentheses (e.g. tab. 1).
The title of the table is centred on the top of the table
(e.g. Table 1).

References are numbered in the order they appear in
the paper. The reference sources are cited at the end
of the article by using AMA style and will include only
the references cited within the text (the reference is
numbered within round parentheses). The in-text
citations that appear more than once are numbered
si-milarly as in the first citation. The number of refer-
ences should not exceed 50 sources. The scientific
authors are responsible for the accuracy of their writ-
ings. The reference list should include only those
references that have been consulted by the authors of
the manuscript. The elements of the reference
sources are written exactly in accordance with the
requirements.

For more information see: http://journal.ohrm.
bba.md/index.php/journal-ohrm-bba-md/editing_
guidelines
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CERINTE PENTRU AUTORI

Reguli de tehnoredactare

Pregatirea manuscrisului (elaborat in limbile romans,
englezd, franceza si rusd) va fi In conformitate cu
instructiunile publicate in: Uniform Requirements for
Manuscripts Submitted to Biomedical Journals (1994)
Lancet 1996, 348 V2, 1-4 (www.icmje.org).
Manuscrisele trebuie sa fie cu font Cambria,
dimensiune 11 puncte, spatiat la interval 1,0, aliniere
justificatd, campurile 2 cm pe toate laturile. Toate
paginile trebuie sa fie numerotate consecutiv (in
coltul de jos, in partea dreaptd) si sa includa nume-
rotarea continua a paginilor. Abrevierile trebuie sa fie
explicate la prima aparitie Tn text si nu trebuie
utilizate excesiv. Manuscrisele nu trebuie sa
depaseasca (fara a numara titlul, afilierea, rezumatul
si refe-rintele): pentru articole de sintezd/referate -
4500 de cuvinte; pentru articole de cercetare - 3000
de cuvinte; pentru opinii ale expertilor - 2500 de
cuvinte; prezentare de caz si imagini din practica
clinica/laborator - 1700 de cuvinte; note
experimentale si clinice - 1300 de cuvinte; recenzii si
prezentdri de carte - 2000 de cuvinte; articole
didactice - 4000 de cuvinte. Volumul tabelelor si
figurilor nu trebuie sd depdseasca Y3 din volumul
manuscrisului. Revista 1si rezerva dreptul de a face
orice alte modificari de formatare. Manuscrisele
respinse nu sunt returnate.

Toate manuscrisele transmise spre publicare
trebuie sa fie insotite de doua rezumate: in limba
de origine al articolului si in limba engleza.

Titlul si autorii

Titlul ar trebui sa fie cat mai scurt posibil (maximum -
120 de semne cu spatii), elocvent pentru continutul
manuscrisului. Numele autorilor vor fi scrise deplin:
prenume, nume de familie (ex: lon RUSU). Afilierea va
include: Sectia/Departamentul /Catedra,
Universitatea/Spitalul, Orasul, Tara pentru fiecare
autor. Se vor mentiona obligatoriu, mai jos, datele
autorului corespondent si informatiile de contact -
adresa de e-mail (ex: autor corespondent: Ion Rusu, e-
mail: ion.rusu@gmail.com).

Structura manuscrisului

Manuscrisul va cuprinde urmatoarele

(scrise cu majuscule):
— REZUMAT (vezi cerintele mai jos)
— INTRODUCERE (se va reflecta actualitatea si
prezentarea generald a problemei studiate,
scopul si ipoteza studiului)

subtitluri

— MATERIAL SI METODE

— REZULTATE

— DISCUTII

— CONCLUZII

— CONFLICT DE INTERESE

— MULTUMIRI SI FINANTARE (optional)

— APROBAREA ETICA (se va specifica
prezenta sau lipsa avizului pozitiv de la comitetul
de etica: nr, data, institutia si acordul informat)

— REFERINTE

Rezumatul va contine pana la 1600 de semne cu
spatii si va cuprinde:

— Introducere

— Material si metode

— Rezultate

—  Concluzii

— Cuvinte cheie: 3-5 cuvinte

In rezumat nu vor fi incluse tabele, grafice si note
bibliografice; informatii care nu sunt prezentate in
studiu.

Figuri. Textul inclus in figuri trebuie sa fie scris cu
font Cambria, dimensiune 10 puncte. Fiecare figura
trebuie sa fie Insotitd de titlu si legenda. Ele vor fi
numerotate cu cifre arabe si vor fi mentionate in text
in paranteze (ex: fig. 1). Titlul (ex: Figura 1) si legenda
figurii trebuie sa fie scrisa centrat, sub figura.

Tabele. Textul inclus in tabele trebuie sa fie scris cu
font Cambria, dimensiune 10 puncte. Fiecare tabel
trebuie sa fie Insotita de titlu. Tabelele vor fi inserate
in text, fara a depasi latimea unei pagini. Ele vor fi
numerotate cu cifre arabe si vor fi mentionate in text
in paranteze (ex: tab. 1). Titlul tabelului va fi
pozitionat deasupra tabelului centrat (ex: Tabelul 1).

Referintele trebuie sd fie numerotate In ordinea
aparitiei In text. Citarea sursei de referinta va fi con-
form stilului AMA, plasata la sfarsitul articolului si va
include doar referintele citate in text (mentionand
numadrul de referintda in paranteza rotunda). Daca
aceeasi referinta este citata de mai multe ori, ea va fi
trecuta in text cu acelasi numar ca la prima citare.
Numarul total de referinte nu va depasi 50 de surse.

Acuratetea datelor tine de responsabilitatea
autorului.
Pentru mai multe informatii consultatii:

http://journal.ohrm.bba.md/index.php/journal-
ohrm-bba-md/editing_guidelines
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EXIGENCES POUR LES AUTEURS

Normes de rédaction

La préparation des manuscrits (rédigés en roumain,
anglais, francais et russe) sera conforme aux
instructions publiées dans Uniform Requirements for
Manuscripts Submitted to Biomedical Journals (1994)
Lancet 1996, 348, V2 ; 1-4 (www.icmje.org). Les
manuscrits doivent étre en police Cambria, taille 11
points, espacés a l'intervalle 1,0, alignement justifié,
champs 2 cm de tous les cOtés. Toutes les pages
doivent étre numérotées consécutivement (dans le
coin inférieur droit) et inclure une numérotation
continue des pages. Les abréviations doivent étre
expliquées lors de la premiére apparition dans le
texte et ne doivent pas étre utilisées de maniere
excessive. Les manuscrits ne doivent pas dépasser
(sans mentionner le titre, I'affiliation, le résumé et la
bibliographie) le vo-lume suivant: pour articles de
synthese/rapports - 4500 mots; pour les articles de
recherche - 3000 mots; pour les opinions d'experts —
2500 mots; présentation de cas et photos de la
pratique clinique/de laboratoire - 1700 mots; notes
expérimentales et cliniques - 1300 mots;
commentaires et présentations de livres - 2000 mots;
articles pédagogiques - 4000 mots. Le volume des
tableaux et des figures ne doit pas dépasser ¥ du
volume du manuscrit. La revue se réserve le droit
d'apporter toute autre modification de formatage. Les
manuscrits rejetés ne sont pas retournés.

Tous les manuscrits a publier doivent étre
accompagnés par deux résumés: dans la langue
originale et en anglais.

Titre et auteurs

Le titre doit étre le plus court que possible (maximum
- 120 signes avec espaces), éloquent pour le contenu
du manuscrit. Les noms des auteurs seront écrits
complets: prénom, nom (ex: Albert LEBRUN). Quant a
l'affiliation, on devra indiquer: Section/
Département/Chaire, Université/Hdpital, Ville, Pays -
pour chaque auteur. Les données de Il'auteur
correspondant et les coordonnées - adresse e-mail
(ex: auteur correspondant: Albert Lebrun, e-mail:
albert.le-brun@gmail.com) seront obligatoires ci-
dessous.

Structure du manuscrit
Le manuscrit comprendra les sous-titres suivants
(avec lettres majuscules):
— RESUME (voir les exigences ci-dessous)
— INTRODUCTION (reflétera I'actualité et
la présentation générale du probléme étudié, le
but et I'hypothese de 1'étude)
— METHODES
— RESULTATS

— DISCUSSIONS
— CONCLUSIONS
— CONFLIT D'INTERETS
— REMERCIEMENTS ET FINANCEMENT
— APPROBATION  ETHIQUE (préciser la
présence ou l'absence d'avis favorable du comité
d'éthique: no, date, institution et consentement
éclairé)
— REFERENCES
Le résumé contiendra 1600 signes avec espaces:
— Introduction
— Méthodes
— Résultats
— Conclusions
— Mots clés: 3-5mots.

Le résumé ne comprendra pas des tableaux,
graphiques et des notes bibliographiques; des
informations non présentées dans 1'étude.

Figures. Le texte inclus dans les figures doit étre écrit
avec police Cambria, taille 10 points. Chaque figure
doit étre accompagné par un titre et une légende.
Ceux-ci seront numérotés avec des chiffres arabes et
mentionnés dans le texte entre parenthéses (ex: fig.
1). Le titre (ex: Figure 1) et la légende de la figure
doivent étre centrés, au-dessous de la figure.

Tableaux. Le texte inclus dans les tableaux doit étre
écrit avec police Cambria, taille 10 points. Chaque
tableau doit étre accompagné par un titre. Les
tableaux seront numérotés avec des chiffres arabes,
mentionnés dans le texte entre parenthéses (ex: tab.
1), et seront insérés dans le texte, sans dépasser la
largeur d'une page. Le titre du tableau sera placé au-
dessus du tableau, centré (ex: Tableau 1).

Les références doivent étre numérotées dans l'ordre
ou elles apparaissent dans le texte. La citation de la
source de référence sera de style AMA, placée a la fin
de l'article et n'inclura que des références citées dans
le texte (mentionnant le numéro de référence entre
parentheses rondes). Si la méme référence est citée
plusieurs fois, elle sera transmise dans le texte avec le
méme numéro que celui de la premiére citation. Le
nombre total de références ne dépassera pas 50
sources. La responsabilité pour Il'exactitude des
données est a la charge de l'auteur. Il faut indiquer
dans le manuscrit seulement les références vraiment
consultées par les auteurs. Les composants des
sources de référence doivent étre rédigés strictement
selon les exigences.

Pour plus d'informations, voir: http://journal.ohrm.
bba.md/index.php/journal-ohrm-bba-md/editing_
guidelines
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TPEBOBAHHUA /11 ABTOPOB

IIpaBu/1a cocTaBaeHUA

[TogroToBKa pykKonucu (pa3paboTaHHOW HA PYMbIH-
CKOM, aHTJIMMCKOM, PpaHILy3CKOM U PYCCKOM SI3bIKaX)
Oy/ZleT OCYLIeCTBJSTHCA B COOTBETCTBUM C UHCTPYK-
UUAMH, ony6MKoBaHHBIMU B: Uniform Requirements
for Manuscripts Submitted to Biomedical Journals
(1994) Lancet 1996, 348, V2; 1-4 (www.icmje.org).
ABTOpBI JIO/KHBI MCHoJib30BaTh LpudT Cambria,
pasmep 11 Touek, c uHTepBasoM 1,0, BbipaBHUBaHUE
10 IIMPHHE, I0JIs 2 CM CO BCeX CTOPOH. Bce cTpaHuLbl
JIOJDKHBI OBITh MPOHYMe-pOBaHBI MOC/IEeA0BATETbHO
(B mpaBOM HMXXHEM YTJIy) U BKJIIOYATh HENPEPBIBHYIO
HyMepanuoo cTpaHul. CokpalleHUs [AOKHbI ObITh
00'bSICHEHBI NIPU NEPBOM MOSIBJIEHUU B TEKCTE U He
JIOJDKHBI MCIOJIB30BaThCA 4pe3MepHo. O6beM pyKo-
nvced He JO/DKEH NpeBbllIaTh (6e3 Ha3BaHWSA, IPU-
HaJlJIeX-HOCTH, pe3l0Me U JIMTEPATYpPhl): JJisi 0630p-
HbIX cTaTel/pedepaToB - 4500 cioB; 19 HAYYHBIX
cta-Ted - 3000 c10B; 4151 3KCIIEPTHBIX 3aKJIIYEHUH —
2500 cnoB; pas mpe3eHTaLUU CAy4yaeB U3 KJIUHU-
YyecKoi /1abopaTopHoi npakTUKu — 1700 cioB; Ajs
3KCIIEPUMEHTAJbHBIX M KJWHUYECKUX 3aMeTOK -
1300 cnoB; Aasd peleH3Ud U NMpe3eHTAUUNd KHUT —
2000 csi0oB; m1s yue6HBIX cTaTed — 4000 cioB. O6beM
TabJIML, U PUCYHKOB He JOJDKEH NpeBblIaTh %3 OT
06beMa pykomnucu. JKypHaJs ocTaB/sieT 3a co60i npa-
BO BHOCUTD JII0Oble Jpyrue uaMeHeHuss GopMaTHUpO-
BaHUsA. OTKJIOHEHHbIe PYKOIMUCHU He BO3BPAllaloTCS.

Bce PYKOIIMCH, NnpeacCTaBJIEHHbIE AJs l'lyﬁJII/lKa-
IUH, AO0J/IXKHbI CONPOBOXAATHCA ABYMA pe3lMe:
Ha fA3bIK€ OpUrHHa’/ia CTaTbH U Ha AHTJIMMCKOM
A3bIKE.

HasBaHue U aBTOpHI

HasBaHue 0/KHO OBITh KaK MOXKHO Kopoye (MaKCH-
MyM - 120 3HaKOB C mpo6esaMHu), HO JOC-TaTOYHO
MHPOPMATHBHBIM AJIs1 cojepkaHus pykomucu. Pa-
MUJIMM aBTOPOB 6YAyT HAMMCAaHbI MOJHOCTBIO: UM,
damunusa (Hanpumep: UBan UBAHOB). Ilpunagiex-
HOCTb OyjeT BkJo4aTh: Otpenenue/ [enapra-
meHT/Kadenpa, Yuusepcuter /BoabHuua, Topon,
CTpaHa Anf KaxJoro aBropa. /laHHble COOTBETCTBY-
IOLIero aBTOpa U KOHTAKTHast HHGOP-Manus — agpec
3JIEKTPOHHOM TOYThl (Hanpumep: KOHTAKTHas HH-

dopmarus: WBan MBaHOB. e-mail:
ivan.ivanov@gmail.com) 6yayT 06s13aTe/IbHO HUXKE.
CtpykTtypa Pykonucu

Pykonuchk 6yZieT BKJIIOYATh B cebs caeAyoiue moj-
3aroJIoBKY (OHH JI0JDKHBI ObITh 3arJIaBHBIMU):
- PE3IOME (cM. TpeGoBaHUS HUXKE)
- BBEJAEHUE (6yneT oTpaxaTb aKTyalb-
HOCTb U OOliee NpejcTaBJeHHe HU3y4yaeMOH Ipo-
6J1eMBI, LleJIb U TUIIOTE3Y UCC/IeJ0BaHNS)
— MATEPHUAJIbI U METO/bI
— PE3YJIbTATBI
— JAHUCKYCCHUH

— BBbIBO/JibI

— KOH®J/IMKT UHTEPECOB

- BJIATOJAPHOCTHU U PUHAHCHPOBAHHME

— IJTHUYECKOE OJOBPEHME (yka3ath Hajuuue

WJIM OTCYTCTBHUE 0JJ06peHHsI CO CTOPOHBI KOMUTETA

1o aTuke: No, 1aTa, yupexxJjeHre 1 UHPOpMUPOBaH-

HOE COTrJIacue)

— JIUTEPATYPA
Pe3wmMe J0/KkHO cofiepaTh 1600 3HaKoB c mpobe-
JIaMM M O6yJieT BKJIIOYaTh B cebs clelylolliye Moj3a-
TOJIOBKH:

— BaBeaeHue

— MarepuaJjbl 1 METOAbI

— PesyabTaThl

— BsIBOABI

— Knw4esBblie cioBa: 3-5 coB
Pe3ioMe He JO/DKHO BKJIIOYATh TAOIUIb], HATrPAMMBbI
U 6ubsvorpadpryeckde 3aMeTKH, UHOOp-Maluio, He
npeJCcTaBJIeHHY0 B UCCIeJ0BAHUH.
Pucynku (rpaduku, auarpamMmsbl). TeKCT, BKJIIOYEH-
HbIA B PUCYHKH, JO/DKeH ObITb HamucaH B Cambria,
pasmep 10 nyHKTOB. KaKABIil PUCYHOK JOJIKEH CO-
IPOBOXK/AThCS 3aroJIOBKOM M onvcaHueM. Ha3BaHue
(Hanpumep: PucyHok 1) U onmucaHHe PUCYHKA JOJIXK-
Hbl ObITb BIKMCAHbl N0 LIeHTPY, B HU3Y pUCyHKa. OHU
JOJDKHBI ObITh NMPOHYMEPOBaHbI apabckuMu 1nudpa-
MU U yKa3aHbl B TEKCTe B CKOOKax (Hanpumep: puc.
1).
Ta6aunpbl. TekCT, BKJIYEHHBIN B TaGJUIBL, [JOKEH
6bITh HanmucaH B Cambria, pazamep 10 nyHkTOB. Kax-
Jlas TabJjyla J0JDKHA COMPOBOXAATHCS 3ar0JIOBKOM.
OHU [OJKHBI BCTaBJATBHCA B TEKCT, He INpeBbllIas
IMIUPUHY CTpPaHUIbl. JlO/DKHBI GbITh IPOHYMEPOBAHDI
apabckumu nudpaMu U yKasaHbl B TEKCTe B CKOOKaX
(Hanpumep: Ta6. 1). HazBaHue TabGAMIBI AOKHO
pacnosiaraTbCsl HaJ, TabJUIEN B LieHTpe (Hanpumep:
Ta6auua 1).
Jlutepatypa. VICTOUHUKHU JO/KHBI ObITb IPOHYyMe-
pOBaHbI B NOPs/IKe UX NMOSABJEHUS B TeKcTe. CChUIKU
Ha UCTOYHUKHU JOJDKHBI ObITh B cTujae AMA, nome-
IIeHbl B KOHI[€ CTaTbU WU BKJIIOYATbh TOJBKO HUCTOY-
HUKH, LIUTUPyeMble B TeKcTe (YIOMHHaHHe HOMepa
WMCTOYHHKA B KPYIJIBbIX CKO6Kax). Eciv oinH u TOT ke
HUCTOYHUK LUTHPYeTC HEeCKOJbKO pa3, OH 6yjeT
nepeJilaH B TEKCTe C TEM >Ke HOMEepOM, YTO U NepBbIH
pa3. OGiiee KOJMYECTBO MCTOYHHUKOB He JOJKHO
npeBblaTh 50. OTBETCTBEHHOCTh 3@ TOY-HOCTD JIaH-
HBIX JIEXKUT Ha aBTOpe. BylyT NUTUPO-BaTbCA TOJIBKO
Te UCTOYHUKH, C KOTOPBIMU O3HAaKOMHUJIUCh aBTOPBI
pykonucu. KOMNOHeHTb! CIPaBOYHBIX UCTOYHUKOB
JLO/DKHBI OBbITh HaNMCaHbl CTPOTO B COOTBETCTBUU C
TpeGOBAHHUSIMU.

JononHuTtenpHass WHpopManus Ha: http://journal.
ohrm.bba.md/index.php/journal-ohrm-bba-
md/editing_guidelines
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Conceptul One Health

g

% OMS a definit in 1946 sanatatea ca fiind ,o0 stare pe deplin
g favorabila atat fizic, mintal cat si social, si nu doar absenta bolilor
§ sau a infirmitatilor”, cu o completare ulterioara ,capacitatea de a
% duce o viata productiva social si economic”.

by}

)

% OIE defineste bunastarea animalelor in 2008: un animal este in
E buna stare daca este sanatos, se bucura de confort, este bine
g hranit, se afla in siguranta, poate sa isi manifeste comportamentul
g innascut (natural) si nu sufera din cauza unor stari neplacute,
s precum durere, frica si stres.

)g

% Sanatatea mediului se refera la acele aspecte ale sanatatii umane
‘é _E_:: ce includ calitatea vietii determinata de factorii fizici, biologici,
B .g socio economici si psiho sociali din mediul ambiant. Interrelatiile
E_.E QEJ omului cu mediul preocupa medicina, atunci cand un sistem
>§ @ ecologic este in stare de echilibru, prevaleaza starea de sanatate a
> populatiei.

La nivel global conceptul One Health este o strategie mondiala de extindere a colaborarilor
interdisciplinare si a comunicarilor in toate aspectele legate de ingrijirea sanatatii oamenilor,
animalelor domestice sau a faunei salbatice, care nu mai poate fi abordata separat ci doar in

comurl.

One Health se refera nu numai la preocuparile legate de bolile ce apar la oameni si animale, ci si
la aspecte legate de stilul de viata, dieta, exercitiu, impactul diferitelor tipuri de relatii
om-animal si expuneri de mediu care pot afecta ambele categorii populationale. Pentru a se
atinge efectele scontate este nevoie si de o educatie a populatiei care sa constientizeze factorii
de risc si beneficiile preventiei, dar si de comunicare si intelegere intre pacienti si furnizorii de

servicii de sanatate.



€80 DOAJEER® TCORE

ARCHIVE ( oCLC _f‘e-”,

v) WorldCat™ 5553

Academic

- MAMAR wn
"’En“'ﬂlg’"& |~
ar

INTERNEY

S C .
o In.stmme:'t‘:l ai A4 P
Eﬁ‘aﬂ m.lbn.l:sz.mcﬂ ismﬁ @ ““ I'T' Go :.f.f" g le

.. o -
GOpenAlRE & e RGAD % ‘..ClteFactor




