\

D) k

ISSN 1409-6366 UDC 61 Vol - 24 (3) - 2019

Original scientific paper

261 COMPARATIVE ANALYSIS OF RECONSTRUCTIVE TECHNIQUES: 280 EFFECTIVENESS STUDY ON LONGITUDINAL LABORATORY
FULL-THICKNESS SKIN GRAFTS, VERSUS COMPOSITE SKIN MONITORING OF THE INR IN PATIENTS RECEIVING VITAMIN-K
GRAFTS, VERSUS SLIDING ROTATING LOCAL FLAPS APPLIED FOR ANTAGONIST FOR ATRIAL FIBRILLATION IN R.MACEDONIA
CLOSURE OF DEFECTS AFTER REMOVAL OF NON-MELANOMA Miftari, Visar, MD', Serafimov, Aleksandar, MD, MSc?, Demiri, Fisnik, MD?, Ismani,
SKIN CANCERS ON THE NOSE Ekrem, MD*

Marija Miloshevska Mijalkovska, Beti Zafirovska Ivanovska, Gjorgje Dzokic, Elizabeta
Mirchevska Zhogovska, Blagoja Srbov 286 LATE COMPLICATION IN PATIENTS TREATED WITH ALLOGENEIC
HSCT AND THEIR IMPACT ON QUALITY OF LIFE

270 E®EKTOT HA XMIIEPBAPHATA OKCUT'EHO TEPATIHJA - Ivana Trajkovska, Taner Hasan, Natasha Nedeska Minova, Daniela Doneva, Radmila
KAKO AJZIJYBAHTHA TEPAIIHJA BO 3A3/JPABYBAILETO HA Neshovska, Magdalena Simeonova
XPOHUYHUTE PAHI )

Bpeuikosexa Xpucrnna,' Toprecka Anpipujana,' [lenesa Maprapura,' lokuk Topre,' 294 PANCREATICODIGESTIVE ANASTOMOSIS OPTIMIZATION IN
Huxonoscka Cy3ana,? [lyma Cunsuja,? JloxueBa Kapajoanos MBaHa,? I'paMaTHUKOBCKH PANCREATICODUODENAL RESECTION PATIENTS
Huxkona,* TopjopoBcka Jlnupmja* N. Menal, S. Glinkov!, K. Kirov?

276 PREVALENCA E HIPERGLIKEMISE NE KORRELACION ME 303 KBAHTHTATHBHO OJIPEJIYBAIGE HA KAJITPOTEKTHH

DISLIPIDEMITE TEK TE DY GJINITE NE PACIENTET ME DIABET BO ACIIMT KAJ AIIMEHTH CO CIIOHTAH BAKTEPHMCKH
Bekim Ismaili', Nevzat Elezi, Katarina Stavrikj’, Mimoza Baftijari Bakiu’, Ylber Besimi', IEPUTOHUTHC ITPEJT M1 II0 AHTUBUOTKCHOT TPETMAH
Valentina Nejasmich?’, Biljana Chakarova Mitreva’, Rron Elezi® dana JInuocka-Jocudouk!, Mepu Tpajkoscka', Kamuna 'pisueBa-Crappenosal,

Bukrpopuja Yanocka-MBanoscka', Marjanena Jlumurposa-Tenazuesa’, beru
Tomoposcka!, Bragumup ABpamocku', Marganena [Tunoncka?, Henaj JokcnmoBuk!

Profesional paper

312 SHTIMI NATYROR I POPULLSISE DHE NATALITETI 343 HAJYECTUTE IIPMUYMHU 3A CJIAB BUJI Y CJIEITAJIO KAJ
Sani Bajrami',Vlora Ibrahimi', Anita Sinani' AZIYJITU BO HAIIIATA CEPHJA
Emunija lomeBcka [lamreBcka', BanButa Peun'

PSS SIS IS I ISP ISP AP I PSP AP

319 Y/IOTATA HA ONTHYKATA KOXEPEHTHA TOMOTPA®HJA . .
BO JUJATHOCTULIUPALE HA XEPETUTAPHA OKYJITHA 347 NIVELI1HOMOCISTEINES TE PACIENTET DIABETIK
MAKYJIAPHA TUCTPO®UJA ) Mimoza Bafqari-Bakiji'*, Nevzat Elezi2, Bekim Ismaili2, Lulzana Shabani, Sanije Berisha',2
Hararra Tpriecka Illexepunos, Musiena ['onybosuk, Emumija [omreBcka [JanireBcka
. B 350 INFEKSIONET GJENITALE DHE URINARE SI SHKAK I VIZITAVE TE
325 INCIDENCA E KANCERI TE GJIRIT NE REGJIONIN E GOSTIVARIT SHPESHTA NE REPARTIN E GJINEKOLOGJISE
GJATE VITIT 2018 Florin Besimi, Sani Bajrami, Meral Rexhepi, Nagip Rufati
Jakup JAKUPI', Besnik ZEQIRI!, Selim CERKEZI'2
354 POSTOPERATIVE COMPLICATIONS IN ENDSCOPICALLY

329 KERATITET, LLOJET, MJEKIMI NE SPITALIN KLINIK TE TETOVES OPERATED PATIENTS WITH INGUINAL HERNIAS
GJATE VITIT 2019 Huroma TpokoBcku', Antekcatziap Murescku? Betn 3auposa ViBaHoBcKa’
Nadi Rustemi
359 BIIMJAHUE HA AHKCMO3HOCTA KAJ POIUTEJINTE BP3
334 IMPACT OF SOCIO-DEMOGRAPHIC RISK FACTORS FOR 3PABJETO HA JJEIIATA BO IIEPMOJOT HA HUBHUOT
PREDIABETES IN TWO DIFFERENT ETHNIC BACKGROUNDS IN IIYBEPTET HA TEPUTOPUJA HA OITIIITUHA TOCTUBAP
SKOPJE Emupe Bunamu!, Enena Kocescka?, Betn 3admposa HpaHoBcka®

Vera Penshovska Nikolova
366 PREVALENCA DHE NDIKIMI I MYKOPLAZMA HOMINIS DHE

339 3ACTANIIEHOCT U OIEPATHBEH TPETMAH HA XOJIEJTUTHJA3A UREAPLAZMA UREALYTICUM NE GRATE INFERTILE DHE
BO OIIIITUHA T'OCTUBAP BO IIEPMO/] O]] 2015-2018 ABORTE TE TREMUJORIT TE PARE
ApHan Bpajuko*!, Tadyp Memernt', Jakyn Jakynu', Croja [laBujioscku’, Camu Cedepu!, Muhamed Asani, MD.; Blerton Asani, MD.; Blerina Pasho MSc.

Wnbepr Apemut', Tasu Mycrada', Ckernpep Bemuju', Hanm Memanu?, Cagpu 3ekupu?,
Tamypuje Karporn?, Anan [Ja6bupu?, Tasu Cemumun?®

370 OKYJITHA MAKYJIAPHA JINICTPO®HJA 375 THE MOST PROMINENT SURGERY MODALITIES FOR THE
Tony6osuk M., Tprescka [llekepunos H. TREATMENT OF BPH: MINIMALLY INVASIVE TREATMENTS
Ilbert Ademi', Adnan Vrajnko!, Adnan Xhabiri', Gazi Mustafai', Skender Veliji!, Besnik
Zeqiri' Nevzat Elezi?, Bekim Ismaili?, , Majlinda Ademi®

382 PROGRESSIVE ENCEPHALOMYELITIS WITH RIGIDITY AND AKSIDENT KOMUNIKACIONI - RAPORTIM
MYOCLONUS: A CASE REPORT RASTI
Ivan Barbov!, Goce Kalcev! Artan Dika, Jordan Savevski, Gjorgje Xhokiq
385 GIANT CELL TUMOR OF THE LUMBAR SPINE - ONE CASE REPORT 398 OKYJIAPHM MAHH®ECTALIMH KAJ
Dr. Tode Vraniskoski', Ass. Prof. Dr. H. Kostov!, Ass. Prof. Dr. J. Ciriviri’, IAITMEHTKA CO PEBMATOUJIEH
APTPUTHUC
394 REPLANTIMI I G5YMTYRES SE POSHTME Ti: AMPUTUAR NE Benkoscka B, Tpnescka Lllexeputios H, Hsarosa M.

P






Medical Journal

DICUS

ISSN 1409-6366 UDC 61 Vol - 24 (3) - 2019

Original scientific paper

261 COMPARATIVE ANALYSIS OF RECONSTRUCTIVE TECHNIQUES: 280 EFFECTIVENESS STUDY ON LONGITUDINAL LABORATORY

FULL-THICKNESS SKIN GRAFTS, VERSUS COMPOSITE SKIN MONITORING OF THE INR IN PATIENTS RECEIVING VITAMIN-K
GRAFTS, VERSUS SLIDING ROTATING LOCAL FLAPS APPLIED FOR ANTAGONIST FOR ATRIAL FIBRILLATION IN R.MACEDONIA
CLOSURE OF DEFECTS AFTER REMOVAL OF NON-MELANOMA Miftari, Visar, MD!, Serafimov, Aleksandar, MD, MSc?, Demiri, Fisnik, MD?, Ismani,
SKIN CANCERS ON THE NOSE Ekrem, MD*
Marija Miloshevska Mijalkovska, Beti Zafirovska Ivanovska, Gjorgje Dzokic, Elizabeta
Mirchevska Zhogovska, Blagoja Srbov 286 LATE COMPLICATION IN PATIENTS TREATED WITH ALLOGENEIC
HSCT AND THEIR IMPACT ON QUALITY OF LIFE
270 E®EKTOT HA XMIIEPBAPHATA OKCUTEHO TEPAIIMJA - Ivana Trajkovska, Taner Hasan, Natasha Nedeska Minova, Daniela Doneva, Radmila
KAKO AIJYBAHTHA TEPAITHJA BO 3A3/IPABYBAILETO HA Neshovska, Magdalena Simeonova
XPOHUYHUTE PAHUA )
Bpemkoscka Xpucruna,' foprecka Auppujana,' [lenesa Maprapura,' Lokuxk Topre,! 294 PANCREATICODIGESTIVE ANASTOMOSIS OPTIMIZATION IN
Hukonoscka Cysana,? Jlyma Cunsuja,? Jloxuesa Kapajosano MBana,? I'paMaTHUKOBCKH PANCREATICODUODENAL RESECTION PATIENTS
Hukona, Togoposeka Jlipuja* N. Mena, S. Glinkov!, K. Kirov?
276 PREVALENCA E HIPERGLIKEMISE NE KORRELACION ME 303 KBAHTUTATHUBHO OJIPEJIYBAIGE HA KAJINIPOTEKTUH
DISLIPIDEMITE TEK TE DY GJINITE NE PACIENTET ME DIABET BO ACIIUT KAJ TAIIMEHTH CO CIIOHTAH BAKTEPUCKH
Bekim Ismaili'>, Nevzat Elezi?, Katarina Stavrikj’, Mimoza Baftijari Bakiu’, Ylber Besimi’, NEPUTOHUTHC IIPEJ] ¥ IO AHTUBMOTKCUAOT TPETMAH
Valentina Nejasmich?, Biljana Chakarova Mitreva’, Rron Elezi® ®dana Jlnyocka-Jocudosuk!, Mepu TpajkoBcka', Kanuna I'pusueBa-Crappenosal,

Buxrpopuja Yanocka-MBanoBcka!, Marmanena [[umutposa-Tenaguesa', betn
Tonoposcka!, Bnagumup ABpamocku', MaraneHa [umnoncka?, Henaj JokcuMmoBuk!

Profesional paper

312 SHTIMI NATYROR I POPULLSISE DHE NATALITETI 343 HAJYECTUTE IPUYMHU 3A CJIAB BU/JI M CJIEIINJIO KAJ
Sani Bajrami',Vlora Ibrahimi',Anita Sinani' AJZIYJITH BO HAIIIATA CEPUJA
Emmuja Fomecka Jlamresckal, Bansura Peun!
319 Y/IOTATA HA OITUYKATA KOXEPEHTHA TOMOTPA®HJA
BO IUJATHOCTUIIUPAILE HA XEPEJJUTAPHA OKYJITHA 347 NIVELI I HOMOCISTEINES TE PACIENTET DIABETIK
MAKYJIAPHA IUCTPO®UJA Mimoza Bafqari-Bakiji*’, Nevzat Elezi?, Bekim Ismaili2, Lulzana Shabani?, Sanije Berisha',2

Haramra Tpriescka Illekeputos, Munena l'ony6osuk, Emunuja l'omescka Jlamrescka
. . 350 INFEKSIONET GJENITALE DHE URINARE SI SHKAK I VIZITAVE TE
325 INCIDENCA E KANCERI TE GJIRIT NE REGJIONIN E GOSTIVARIT SHPESHTA NE REPARTIN E GJINEKOLOGJISE
GJATE VITIT 2018 Florin Besimi, Sani Bajrami, Meral Rexhepi, Nagip Rufati
Jakup JAKUPI!, Besnik ZEQIRT', Selim CERKEZI'
354 POSTOPERATIVE COMPLICATIONS IN ENDSCOPICALLY

329 KERATITET, LLOJET, MJEKIMI NE SPITALIN KLINIK TE TETOVES OPERATED PATIENTS WITH INGUINAL HERNIAS
GJATE VITIT 2019 Hukona Tpokoscku',Anekcaniap Mutescki?, Bern 3achuposa BanoBcka’
Nadi Rustemi
359 BJIMJAHUE HA AHKCHMO3HOCTA KAJ POJUTEJIUTE BP3
334 IMPACT OF SOCIO-DEMOGRAPHIC RISK FACTORS FOR 3PABJETO HA JIEITATA BO IIEPO/JOT HA HUBHUOT
PREDIABETES IN TWO DIFFERENT ETHNIC BACKGROUNDS IN IIYBEPTET HA TEPUTOPHJA HA ONIIITHHA TOCTUBAP
SKOPJE Emupe Bunamu', Enera Kocescka?, Bern 3adhuposa MBanoBcka®

Vera Penshovska Nikolova
366 PREVALENCA DHE NDIKIMI I MYKOPLAZMA HOMINIS DHE

339 3ACTAIIEHOCT U ONIEPATUBEH TPETMAH HA XOJIEJIUTHAJA3A UREAPLAZMA UREALYTICUM NE GRATE INFERTILE DHE
BO OIIIIITUHA 'OCTUBAP BO IIEPUO/I O/1 2015-2018 ABORTE TE TREMUJORIT TE PARE
Apuan Bpajuko*!, l'adyp Memeru!, Jakym Jakymu!, Crojan [laBuzocku’, Camu Cecpepu!, Muhamed Asani, MD.; Blerton Asani, MD.; Blerina Pasho MSc.

Wn6epr Anemu’, Fasu Mycrada, Ckenjiep Benmju',Hanm Vemanu2, Cagpu 3exupu?,
Taurypuje Kanpormu?, Ajan [labupu?, Tasu Cenumu?

370 OKYJITHA MAKYJIAPHA JUCTPO®HJA 375 THE MOST PROMINENT SURGERY MODALITIES FOR THE
TonyGosmk M., Tpniescka Illekepitos H. TREATMENT OF BPH: MINIMALLY INVASIVE TREATMENTS

Ilbert Ademi', Adnan Vrajnko', Adnan Xhabiri', Gazi Mustafai', Skender Veliji', Besnik
Zeqiri' Nevzat Elezi?, Bekim Ismaili?, , Majlinda Ademi®

Case report

382 PROGRESSIVE ENCEPHALOMYELITIS WITH RIGIDITY AND 394 REPLANTIMI I GJYMTYRES SE POSHTME TE AMPUTUAR NE
MYOCLONUS: A CASE REPORT AKSIDENT KOMUNIKACIONI - RAPORTIM RASTI
Ivan Barbov!, Goce Kalcev! Artan Dika, Jordan Savevski, Gjorgje Xhokiq

385 GIANT CELL TUMOR OF THE LUMBAR SPINE - ONE CASE REPORT 398 OKY/JIAPHM MAHU®ECTAIIUU KAJ TIAIUEHTKA CO

Dr. Tode Vraniskoski!, Ass. Prof. Dr. H. Kostov!, Ass. Prof. Dr. ]J. Ciriviri!, PEBMATOUJIEH APTPUTUC
Benkoscka b, TprieBcka Illexepunos H, iBanoBa M.




-t Y :
et TS U“ e s L

Betimi i Hipokratit

Né castin kur po hy né radhét e anétaréve té profesionit mjekésor
premtoj solemnisht se jetén time do ta vé né shérbim té humanitetit.
Ndaj mésuesve do ta ruaj mirénjohjen dhe respektin e duhur.
Profesionin tim do ta ushtroj me ndérgjegje e me dinjitet. Shéndeti i
pacientit tim do té jeté brenga ime mé e madhe. Do t'i respektoj e do
t'i ruaj fshehtésité e atij qé do té mé rréfehet. Do ta ruaj me té gjitha
forcat e mia nderin e tradités fisnike té profesionit té mjekésisé.

Kolegét e mi do t'i konsideroj si véllezér té mi.

Né ushtrimin e profesionit ndaj té sémurit tek uné nuk do té ndikojé
pérkatésia e besimit, e nacionalitetit, e racés, e politikés, apo pérkatésia
klasore. Qé nga fillimi do ta ruaj jetén e njeriut né ményré apsolute. As
né kushtet e kércénimit nuk do té lejoj té keqpérdoren njohurité e mia
mjekésore qé do té ishin né kundérshtim me ligjet e humanitetit. Kété

| premtim po e jap né ményré solemne e té liré, duke u mbéshtetur né

"-' nderin tim personal.
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The Oath of Hippocrates

¥ Upon having conferred on me the high calling of physician and

% entering medical practice, I do solemnly pledge myself to consecrate
% my life to the service of humanity. [ will give my teachers the respect
i and gratitude which is their due. I will practice my profession with

| o)

conscience and dignity. The health of my patient will be my first
consideration. I will respect the secrets which are confided in me, even
after the patient has died. I will maintain by all the means in my
power, the honor and the noble traditions of the medical profession.

IA My colleagues will be my brothers.

[ will not permit considerations of religion, nationality,
race, party politics or social standing to intervene
between my duty and my patient. I will maintain the
utmost respect for human life from its beginning even
under threat and I will not use my medical knowledge . -
contrany to the laws of humanity. I make these
prorﬂig-és solemnly, freely and upon my honor
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COMPARATIVE ANALYSIS OF RECONSTRUCTIVE TECHNIQUES: FULL-
THICKNESS SKIN GRAFTS, VERSUS COMPOSITE SKIN GRAFTS, VERSUS
SLIDING ROTATING LOCAL FLAPS APPLIED FOR CLOSURE OF DEFECTS
AFTER REMOVAL OF NON-MELANOMA SKIN CANCERS ON THE NOSE

Marija Miloshevska Mijalkovska, Beti Zafirovska Ivanovska, Gjorgje Dzokic, Elizabeta Mirchevska Zhogovska,
Blagoja Srbov

Medicus 2019, Vol. 24 (3): 261-269
INTRODUCTION

The nasal pyramid is the most common site for the presentation of head and neck skin malignancies, particularly
in sun-exposed areas such as the ala, dorsum, and tip of the nose. Non melanoma skin cancers (NMSCs) are mostly
slow growing and unlikely to metastasize but represents the most common cancer in the world, with an incidence
18-20 times greater than that of malignant melanoma. Among them, basal cell carcinoma (BCC) is considered the
most frequent followed by squamous cell carcinomas (SCCs) [1].

Nose is particularly vulnerable to skin malignancies. A unique anatomy combined with the aesthetic and functional
importance makes its reconstruction challenging [2]. Multiple options exist to restore functional and aesthetic
integrity after skin loss for oncological reasons (including autogenous, allogenous, and xenogenous tissue transfer,
as well as implantation of alloplastic materials)

Primary treatment for ( NMSK ) is surgery. The repair of defects varies depending on when the defect is repaired,
the region and size of the defect, as well as the characteristics of the surrounding skin. The way of reconstruction
varies, starting from local geometric flaps, free skin grafts, direct suture for small skin defects ending with free
flaps for large defects [ 3 ].

Due to the existence of many ways of repairing skin defects that occur after removal of the NMSC in the nose
area, researches are done dedicated to compare the techniques with goal - aesthetically dominant solution for the
reconstruction of the nose with minimal complications and maximum comfort and patient satisfaction.

Several recent studies that examine the vascular supply to the head and neck have increased our ability to
successfully design local skin flaps, helping surgeons to prevent ischemia and necrosis [4].

This paper compares aesthetic effect of 3 techniques used to close skin defects after skin cancer removal. The
aesthetic effect of a full thickness skin graft ( Wolfe) compared to composite skin graft (fat tissue preserved full
thickness skin graft), and compared to sliding rotating local flaps.

Since Burget and Menick have further refined nasal reconstruction techniques by introducing aesthetic subunit
principles, local geometrical flaps continue to play a substantial role in reconstruction of soft tissue and skin
defects of the nose [4].

The aesthetic effect of the reconstructive techniques was compared with the use of a patient and observer scar
assessment scale (POSAS).
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MATERIAL AND METHODS

This study is a prospective, clinical, longitudinal study.
It includes 120 subjects, patients from the Plastic and
Reconstructive Surgery Clinic, 60 with a malignant lesion
in the upper half of the nose, 60 with a malignant lesion
in the lower half of the nose. Patients were operated in
2017 and 2018 year.

The nose is divided in terms of the differences in the
quality and thickness of the skin that propose different
ways of reconstruction in terms of defect localization. [5]
The patients are further subdivided into three subgroups
of 20 patients, depending on the reconstruction
technique used: a full-thickness skin graft technique
(wolfe), a composite skin graft that is consisted of dermis
and subcutaneous adipose tissue, and a sliding rotating
local regional flaps.

Inclusion criteria were: a patient between 18 and 85 years,
a skin malignant lesion on the nose for which surgery is
indicated, a patient who has undergone check up with
the anesthesiologist and can be operated, a patient who
has voluntarily signed informed consent, a patient who is
prepared and willing to collaborate - attend and complete
all controls and checkups on the 13th day after surgery,
on the 3th month and 6th month after surgery.

Exclusionary criteria were: patient younger than 18 and
older than 85 years, skin defect less than 1cm , patient
with proven metastasis, patient with scar on the nose
and a perinasal region due to injury or prior surgical
intervention, composite skin defects (including cartilage
or bone) , patient with anesthesiologists contraindication
for surgery.

Prior to the diagnostic approach and the operative
treatment, all patients signed informed consent in
order to participate in this study. The study is carried
out in accordance with the provisions of the Helsinki
Declaration and the Declaration of Human Rights of the
European Union.

Initial evaluation of patients included: anamnesis,
clinical and anesthesiologist examination. After proper
preparation, patients were operated. Local anesthetic -
lidocain was injected in the tissue, combined with i.v pain
relive and sedation. After the operation prophylactic oral
dose of antibiotic was given for 5 days.

Following parameters were noted:

1. Localization of the malignant lesion in the area
of the nose. It was marked and evaluated in relation to
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the two regions according to the skin thickness cover of
the nose - upper portion (a thin, mobile skin) composed
of dorsum and lateral walls, and a lower portion (thick
adnexal skin) composed of tip and wings of the nose.

2. The excision of the malignant lesion was made
with cancer free skin margins. According to literature
review, primary basal cell carcinoma should be removed
at least 4mm from the skin cancer border guaranteeing
high percent of cancer free skin margins that are
histological confirmed in 80% of cases. [6, 7]. Most of the
spinocellular carcinomas found on the nose, as one of the
high-risk sites, according to literature review, the excision
line should extend to at least 6 mm in width. [8] . In-depth
SCC should be removed along with subcutaneous tissue,
as in 30% of cases these cancers invade this area. [8].

In order for highest patients security in this study, all
malignant lesions were removed over a width at least
6mm from the visible border of the tumor along with the
hypodermis, thus guaranteeing security for free edges
of malignant alteration in 95% of cases of both types of
cancers. [9, 8, 7, 10]

3. The researcher paid special attention to
reconstruction techniques. All defects were primarily
reconstructed with: full-thickness skin graft (Wolfe),
composite skin graft consisting skin and subcutaneous
adipose tissue, and sliding rotating loco regional skin
flaps. (geometric hilobed flap, the dorsal nasal flap, the
one-stage nasolabial flap)

Full-thickness grafts are characterized by ease of use
and the ability to be placed in any region. There is one
condition, and that is to have a vascularized base on
which the graft will be placed. This study uses a full-
thickness retroauricular skin graft.

Full-thickness skin grafts are indicated for small
avascular areas less than 1 cm or for larger areas with
good blood supply. [11]. Large grafts over bone or cartilage
without any intervening tissue are prone to failure.
Delayed grafting or using hinge flaps to cover the exposed
avascular tissue are some options to allow for placement
of FTSG [12].

Composite grafts consisting of full thickness skin and
underlying adipose tissue have been reported in the
literature but have been restricted to areas smaller than
4 to 5 cm2. The authors in literature reviewed study [13]
have developed a technique of adipose tissue-preserved
full-thickness skin grafts for larger areas with success
similar to conventional full-thickness skin grafts. All
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cases of the author involving a full-thickness skin graft
were identified and reviewed to identify cases in which
adipose tissue-preserved full-thickness skin grafts were
used. Indication for skin grafting, anatomical location of
recipient and donor sites, size of graft, total number of
grafts received by each patient, and percentage take were
extracted from patient charts. [13].

Local flaps:

The geometric bilobed flap is recommended for defects
within the thick, stiff skin of the nose. Skin is shifted from
an area of excess to an area of deficiency by designing the
first lobe adjacent to the tip or alar defect. A second lobe,
which lies at a distance in an area of tissue availability
within the upper nose, is outlined in continuity. The
rotation-advancement flap can be oriented anywhere
around the defect but the pedicle base must be positioned
away from the nostril margin to prevent distortion. The
second lobe must also lie within the loose excess skin of
the upper sidewall or dorsum. It can be based medially or
laterally [14].

The dorsal nasal flap elevates skin, subcutaneous tissue,
and muscle just above the perichondrium and periosteum
and slides excess from the glabella towards the tip. The
flap is best applied to defects within the dorsum and
superior tip subunit [14].

The one-stage nasolabial flap can resurface defects of the
nasal sidewall and ala, up to 2 cm in size. Excess skin of the
medial cheek, lateral to the nasolabial fold, is transferred
as arandom pattern extension of an advancing cheek flap.
Unlike local flaps which redistribute residual nasal skin,
this technique “adds” regional cheek skin to the nasal
surface. This minimizes the risk of landmark distortion
and permits the use of alar support grafts without fear of
collapse due to excessive tension. Final scars blend within
the sidewall or lie in the nasolabial fold. The one-stage
nasolabial flap is useful for defects of the sidewall and ala
which are not effectively repaired with other local flaps
[14].

The stitches from the full thickness graft, composite fat
preserved full thickness skin graft, and local flaps were
removed 13th day after surgery and the scar appearance
was evaluated with a POSAS observer and patients
scarring scale. The scar was also evaluated by the same
scale on the 3th, and 6th month after surgery.

Original scientific paper

STATISTICAL ANALYSIS

Statistical data processing was performed in SPSS for
Windows 23.0 statistical software, with p <0.05 required
for statistical significance.

Shapiro-Wilks W test was used to test the normality of
the data.

The categorical parameters are shown with frequency
distributions and relative numbers, quantitative variables
with average and standard deviation.

Independent parametric and nonparametric tests (Chi-
square test, Fisher exact test, Student t test) were used to
compare subjects undergoing full thickness and complex
graft transplant .

RESULTS

In this study 120 subjects were included, patients from
the Plastic and Reconstructive Surgery Clinic operated in
2017 and 2018 year. 60 patients had a malignant lesion in
the upper half of the nose, 60 patients had a malignant
lesion in the lower half of the nose. The patients were
further divided into three sub-groups of 20 patients,
depending on the technique used for reconstruction: 1.
Skin graft techniques using full thickness skin graft (wolfe
), 2. Composite skin graft technique using full thickness
skin graft and underlying fat tissue and 3. sliding-rotating
local geometrical flaps.

The table shows the gender distribution of patients with a
malignant lesion in the upper and lower part of the nose,
using a full skin thickness technique, a composite skin
graft and a sliding-rotating flap technique.

In the group of 60 subjects with an upper nasal defect, the
three reconstructive techniques were more frequently
used in male patients - 80% (16), 55% (11) and 60% (12),
while in the other group of 60 patients with skin defect
in the lower part of the nose, the full thickness skin graft
technique was more commonly used in female patients
- 65% (13) , and the other two reconstructive techniques
were more commonly used in male subjects - 60% (12) and
65% (13) respectively.

Theresultsof statistical analysis confirmed asinsignificant
the tested differences in gender structure of the patients
and the way of how the defect was reconstructed in the
upper and in the lower half of the nose.
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Table
Gender Upper half of the nose I Lower half of the nose
Reconstruction technique
N Full thickness | Composite Local n |Full thickness | Composite Local
graft graft flaps graft graft flaps
n (%) n (%) n (%) n (%) n (%) n (%)
male 39 |16(80) 11(55) 12 (60) 32 1 7(35) 12 (60) 13 (65)
Female 21 | 4(20) 9(45) 8 (40) 28 | 13(65) 8 (40) 7(35)
p value X2=3.08 p=0.21 X2=4.15 p=0.12

p (Chi-square test)

Patients with localization of the defect in the upper and in a lower half of the nose the way of reconstruction did not
differ significantly in terms of age (p = 0th 3, p = 0. 8 consequent).

Table
Reconstruction Descriptive Statistics (age)
Technique Upper half Lower half

n mean * SD min - max n mean * SD min - max

Full thickness graft 20 63.60 £ 11.5 29-87 20 64.15 £ 137 32-89
Composite graft 20 64.65 £ 12.6 41-87 20 66.10 £+ 12.1 30-84
Local flaps 20 69.30 £ 13.2 38-85 20 6345+ 117 40-85
p value F=1.19 p=0.31 F=0.24 p=0.79

p (Student t-test)

The research analyzed the aesthetic effect of the three
reconstructive techniques through the appearance of
the scar. It was analyzed and grades were given according
to the researcher and the patients. For this purpose,
a POSAS scar assesment scale was used, consisting of
scores of 1 to 10, with score 1 indicating normal skin,
score 10 indicating worst scarring.

In the group of patients with a malignant lesion in the
upper half of the nose, at the time when stitches were
removed - 13th day after surgery, the appearance of the
scars was significantly better assessed by the researcher
in patients operated with full thickness skin graft (wolfe)
technique compared to patients operated with composite
skin graft technique ( p =. 0.03), and sliding rotating local
flap technique ( p = 0.017). Lowest score 3 researcher
assigned 90% (18) patients operated with full thickness
skin graft technique, 55% (11) with composite skin graft
technique, and 50% (10) patients with local sliding
rotating flap technique.

The researcher at the third month after surgery
significantly differentiated the appearance of the scar
in the patients where the defect was reconstructed with
full thickness skin graft technique in terms of composite
skin graft and sliding rotating flaps technique ( p <0.0
0 1) ; lowest score 2 researcher assigned to a patient
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reconstructed with full thickness skin graft technique,
55% (11) compared to composite skin graft, and 50% (10)
patients reconstructed with sliding rotating flap.

At the last control, six months after surgery, the
appearance of the scar was significantly different
among all three reconstructive techniques according to
the researcher ( p <0.0 0 1). The best scar appearance
was given to the patients in the group where defect
was reconstructed by sliding rotating local skin flaps.
Researcher gave score 1 to 50% where rotating sliding
flaps were used, and not to any patient from the other
two groups.

In the group of patients with a malignant lesion in
the lower half of the nose, 13th day after surgery, the
appearance of the scar was rated by the researcher as
insignificantly different between the three reconstruction
techniques.

By the third month after the intervention, the appearance
of the scar was significantly better assessed by the
researcher in patients whose defect was reconstructed
with sliding rotating flaps compared with patients
operated on with split thickness skin graft technique
and composite skin graft technique (p <0.001); at lowest
score 2, the researcher assigned 50% (10) patients to the
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local flap technique, 35% (7) to the composite skin graft
technique, and there were no patient graded like this
where split thickness skin graft was used.

At the last control, 6 months after the intervention,
the researcher significantly differentiated the scar
appearance among the patients in all three groups (p

Original scientific paper I

<0.001). The best scar appearance had patients where
local sliding rotating flap technique was used, lowest
score 2 was given to 50% of the patients reconstructed
with sliding rotating local flaps, and no such score was
given to the other two techniques.

Observer I Upper half I Lower half
Reconstructive techniques |
time Scar value | n Full thickness | Composite | Local flaps |n F u 1 1|Composite | Local flaps
skin graft skin graft n (%) thickness | skingraft | n(%)
n (%) n (%) skin graft n (%)
n (%)
13th day 3 39 18(90) 11(55) 10 (50) 26 9(45) 7(35) 10(50)
4 19 2(10) 9(45) 8(40) 28 9(45) 10(50) 9(45)
5 2 0 0 2(10) 4 0 3(15) 1(5)
6 2 2(10) 0 0
p value 1vs2 p=0.03 1vs3 p=0.017 2vs3 p=0.26 1vs2 p=0.18 1vs3 p=0.59 2vs3 p=0.44
Sthmonth |2 22 1(5) 11(55) 10(50) 17 0 7(35) 10(50)
3 18 16(80) 0 2(10) 10 9(45) 0 15)
4 20 3(15) 9(45) 8(40) 33 11(55) 13(65) 9(45)

p value 1vs2 p<0.001 1vs2 p<0.001 1vs3 p<0.001 2vs3 p=0.34

1vs3 p<0.001 2vs3 p=0.585

6thmonth |1 10 0 10(50)

2 2 0 2(10) 10 0 0 10(50)
3 10 0 10(50) 0
4 37 18(90) 11(55) 8(40) 13 2(10) 10(50) 1(5)
5 0 9(45) 10 1(5) 9(45)
6 2(10) 0 8(40) 0 0
7 9(45) 0 0
p value 1vs2 p<0.001 1vs2 p<0.001
1vs3 p<0.001 2vs3 p<0.001 1vs3 p<0.001 2vs3 p<0.001
p (Fisher exact test)
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In the group of patients with a malignant lesion in the
upper half of the nose, 13th day after surgery, patients
operated with sliding rotating flaps rate the appearance
of the scar significantly better, compared with patients
undergoing reconstruction with full thickness skin graft
and composite skin graft ( p < 0.0 01 ). With the lowest
score 3 the scar appearance was evaluated by 90 % (18 )

patients operated by sliding rotating flap, whereas no
such scoring was assigned by any of the patients operated
with split thickness skin graft and composite graft . In the
analyzed time point it was found significant difference in
the appearance of the scar and between groups operated
with split thickness skin graft and composite skin graft (
p =0.02), due to significantly better assessment of scar by
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patients operated with full thickness skin graft .

Third month after surgery, patients undergoing
reconstruction technique with full thickness skin graft
and complex skin graft assessed as significantly better
the appreciate of the scar than patients operated with
the technique of sliding rotating flaps (p <0.0 01); 95% of
patients that underwent split thickness skin graft surgery
, and all of the patients that underwent composite skin
graft surgery scored 2 on the POSAS assessment scar
scale, although no such scoring was assigned by any of
the patients operated by sliding rotating flaps .

At the last follow-up, 6 months after surgery, the
appearance of the scar was better evaluated by patients
operated on by a sliding-rotating flaps compared to
the other two groups of patients, with a confirmed
significance of p <0.0 0 1. With Score 1, scar appearance
was evaluated in 60% (12) patients operated on by the
sliding rotating flaps technique, and none in the other
two groups.

In the group of patients with a malignant lesion in the
lower half of the nose , the 13th day after surgery, patients
operated with the technique of local sliding rotating
flaps rate the appearance of the scar significantly better
compared with patients undergoing full thickness skin
grafte surgery and composite skin graft ( p <0.001) ; with
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the lowest score 3 the scar appearance was evaluated in
95% (19) of the patients operated by the sliding rotating
flap, whereas no such scoring was assigned by any of the
patients operated with full thickness graft and composite
skin graft.

In the 3th month after surgery, patients operated with
full thickness skin graft and composite skin grafts
significantly better scored the appearance of the scar
compared to patients operated with sliding rotating
flaps techniques (p <0.0 0 1) ; 85% (17) of patients that
underwent full thickness skin graft and composite skin
graft had scar 2 on the POSAS scar assessment scale. No
such scoring was assigned by any of the patients in the
sliding rotating group.

At the last control, 6 months after surgery, patients
operated on with full thickness skin graft scored the
lowest scoring 5 - 10% (2 patients). All of the patients
operated on with composite skin graft had score 2. The
patients operated on with sliding rotating flap technique
had the lowest score of 2 - 50% (10 patients). Differences
in the assessment of scar appearance by patients were
statistically significant (p <0.0 0 1). From the appearance
of the scar at the last control most satisfied were patients
operated with sliding rotating flap and at worst scar score
was assigned to patients undergoing split thickness skin
graft.

Patient |I Upper half I Lower half
Reconstructive technique |
time Scar  assesment | n | Full thickness graft(%) | Composite graft | Local|n F u l 1|Composite|Local
SCORE n (%) flaps thickness | graft flaps
n (%) graft(%) n (%) n (%)
13th|3 18 10 18(90) |19 0 0 19(95)
day 4 6 |6(30) 20100 |1 0 0 1(5)
5 34 | 14(70) 20(100) 0 35 18(90) 17(85) 0
8 5 2(10) 3(15) 0
p value 1vs2 p=0.02 1vs2 p=1.000
1vs3 p<0.001 2vs3 p<0.001 1vs3 p<0.001 2vs3 p<0.001
3t h|2 39 | 19(95) 20(100) | 0 34 [ 17(85)]17(85) |0
month
1 |165) 10(50) 13 3(15) |0 10(50)
4 10 |0 10(50) 3 0 3(15) | 10(50)
p value 1vs2 p=1.000 1vs2 p=0.054
1vs3 p<0.001 2vs3 p<0.001 1vs3 p<0.001 2vs3 p<0.001
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6 t h|1 12 |0 0 12(60)
month 7, 0 [0 o 10650)
3 9 1(5) 0 8(40) 20 |0 20(100) | 0
4 38 | 18(90) 20(100) |0 10 0. 0 10(50)
5 1 1(5) 0 0 2 2(10) |0 0
6 18 18(90) | 0 0
p value 1vs2 p=0.43 1vs2 p<0.001
1vs3 p<0.001 2vs3 p<0.001 1vs3 p<0.001 2vs3 p<0.001
p (Fisher exact test)
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DISCUSSION gives the POSAS an important extra dimension because

Surgical treatment of NMSC is the gold standard for
treating these types of malignant lesions. From the facial
region, the nose is the most anatomically exposed part
and as such has great significance. Any deformation of
the nose disturbs the harmony of the face. Disruption
of normal anatomy, on the other hand, can cause
nasal obstruction, inability to breathe normally, and
can disrupt the sense of smell. Each skin defect on the
nose area should be individually assessed in order to
determine and apply the best reconstructive technique
from a functional and aesthetic point of view. For these
reasons, repairing the nasal skin defects is a challenge for
every surgeon.

In this study, the results of statistical analysis confirmed
as insignificant the tested differences between the gender
of the patients, and their age differences compared to the
reconstruction technique used in the upper and in the
lower half of the nose.

Inthisstudytheaestheticeffect of the three reconstructive
techniques was analyzed, through the evaluation and
grading of the appearance of the scar. Grades were given
according to the researcher and the patient. For this
purpose, a POSAS scoring scale was used. The POSAS
aims to measure scar quality. It is a comprehensive
scale that is designed for the evaluation of all types of
scars by professionals and patients. The Patient Scale

the patient’s opinion is mandatory for a complete scar
evaluation. It is consisted of scores of 1 to 10, with score
1indicating closest appearance of the scar to the normal
skin, and score 10 indicating worst scarring.

According to the results gained and analyzed by the
researcher on the appearance of the scar at the upper
half of the nose on the 13th day after surgery the lowest
average score was 3.1 given to the patients whose
defect was reconstructed with full thickness skin graft
technique.

On the 3th month after surgery, lowest grade that means
best average score was given to the patients reconstructed
with composite skin graft and sliding rotating local flaps
2.9,

At the 6th month after surgery, best scar appearance had
patients operated with sliding rotating local flaps with
lowest average score 2.3 on the POSAS scar assessment
scale.

This means that in the upper half of the nose, the scar
was evaluated as best appearance or closest to the normal
skin in patients where sliding rotating local flaps were
used for reconstruction.

According to the results analyzed by the researcher on
the appearance of the scar at the lower half of the nose
on the 13th day after surgery the lowest average score
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was 3.55 given to the patients reconstructed with sliding
rotating local flaps, and patients reconstructed with
full thickness skin graft and composite skin graft had
similar result 3.75 and 3.8 consequently. Here there was
no significant difference on the scar appearance. On the
3th month after surgery lowest that means best average
score was given to the patients reconstructed with sliding
rotating local flaps 2.95.

At the 6th month after surgery, best scar appearance had
patients operated with sliding rotating local flaps with
lowest average score 3.45 on the POSAS scar assessment
scale. This means that in the lower half of the nose,
the scar was evaluated as closest to the normal skin at
patients where sliding rotating local flaps were used for
reconstruction in the lower half of the nose during all the
controls at the 13th day, 3th and 6th month after surgery.
According to the results obtained on the grades that
patients gave to the appearance of the scar at the upper
half of the nose on the 13th day after surgery the lowest
average score was 3.1 given to the patients reconstructed
with sliding rotating local flaps, and as worst scarring
were graded defects reconstructed with composite graft.
On the 3th month after surgery similar best average
grade was given to the patients reconstructed with full
thickness skin graft and composite skin graft 2.05 and 2
consequently. At the 6th month after surgery, best scar
appearance had patients operated with sliding rotating
local flaps with lowest average score 1.8 which is closest
to the appearance as normal skin, but with full thickness
skin graft and composite skin graft had grade 4 which is
pretty bad appearance of the scar.

This means that patients gave best score to the appearance
of the scar in the upper half of the nose where sliding
rotating local flaps were used for reconstruction of the
defects especially at the last control - 6 months after
surgery.

According to the results gained by the grades that patients
gave on the appearance of the scar after reconstruction
on defects at the lower half of the nose on the 13th day
after surgery the lowest average score was 3.05 given to
the patients reconstructed with sliding rotating local
flaps. On the 3th month after surgery lowest, that means
best average score was given to the patients reconstructed
with full thickness skin graft technique 2.15. At the 6th
month after surgery, as best scar appearance patients
gave to scar gained after reconstruction of defect with
sliding rotating local flaps and composite skin graft with
lowest average score 3 on the POSAS scar assessment
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scale.

This means that in the lower half of the nose, the scar was
evaluated as closest to the normal skin at patients where
sliding rotating local flaps and composite graft were used.
It is interesting to note that patients give same grades
to the scar appearance where composite skin graft and
sliding rotating local flaps were used as reconstructive
technique to defect closer at the lower part of the nose.

CONCLUSION

In conclusion, the evaluation of the surgeon himself
on one hand and patients on the other hand, using the
POSAS scale, in terms of the aesthetic appearance of the
scar following effective reconstructive technique and the
technique of choice showed different results in the upper
half of the nose versus lower half of the nose.

Results obtained on the 13th day after surgery by the
observer show that in the upper half of the nose best
appearance of scar had patients whose defect was
reconstructed with full thickness skin graft. In the lower
half of the nose at 13th day after surgery, best results had
patients reconstructed with local sliding rotating flap.
Similar aesthetic outcome had patients operated with
full thickness skin graft and composite graft. Results
obtained at the 3th month after surgery by the observer
show that in the upper half of the nose, best (lowest)
grade had patients operated with composite skin graft
and local sliding rotating flaps. In the lower half of the
nose patients with sliding rotating flap had best result at
the 3th month after surgery.

At the 6th month after surgery, according to the observer,
best result had patients operated with local sliding
rotating flap while skin grafts were scored with bad grades
by the observer. Different to the upper half, lower half of
the nose, at the 6th month after surgery best results had
patients operated on with local sliding rotating flap and
composite graft. There was only small difference between
these reconstructive techniques in the favor of the flap.
Results obtained on the 13th day after surgery graded by
the patients shown that in the upper and in the lower half
of the nose best appearance of scar had patients whose
defect was reconstructed with sliding rotating flap.
Results obtained at the 3th month after surgery graded by
the patients show that in the upper half of the nose, best
(lowest) grade had patients operated with split thickness
and composite skin graft. In the lower half of the nose
best results had patients with split thickness graft. At



At

the 6th month after surgery, according to the patients,
best result had defects reconstructed with local sliding
rotating flap while skin grafts and composite grafts
were scored with bad grades by the patients. Different
to the upper half, lower half of the nose best results had
patients operated on with local sliding rotating flap and
composite graft. There was no difference between these
grades. It can be concluded that 6 months after surgery
in the upper half of the nose, observer and patients had
same conclusion about which reconstructive technique
has best aesthetic outcome. Best results are obtained if
the defect in the upper half of the nose is reconstructed
with local sliding rotating flap.

In the lower half of the nose on the other hand, best
results are obtained if composite skin graft and local
sliding rotating flaps were used, they had similar
aesthetic results.

It is interesting to no note that Composite skin grafts
are shown to be good reconstruction technique for the
lower half of the nose similar to the sliding rotating
flaps. The use of composite skin graft technique has been
neglected in recent vears and is rarely used [15]. Studies
of the use of this graft have been published in the last
20 vears, but there is still no single common opinion
regarding its use. Composite skin grafting as such has
been treated for many vyears as very contradictory. It has
been hypothesized that the underlying adipose tissue
stands as a barrier to vascularization of the graft itself. It
is for this reason that the composite skin graft was used
as a reconstruction technique in this study. The results
in this study show that composite skin grafts can be used
as choice for reconstruction for skin defects at the lower
half of the nose with great aesthetic effect, especially
because the aesthetic outcome is almost as good as local
sliding rotating skin flaps six months of surgery.

Conflict of interests. Not declared.
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EOEKTOT HA XMITEPBAPHATA OKCUTEHO TEPAITHJA - KAKO
AJZJYBAHTHA TEPAITHJA BO 3A3/IPABYBAIbETO HA XPOHNYHUTE
PAHI

Bpemkoscka Xpucruna,' l'oprecka Anfipujana,' [Tenesa Maprapura,' [lokuk Iopre,' Hukonoscka Cysana,? Jlyma
CunBuja,? JloxueBa KapajoBanoB MBaHa,? I'pamaTHrKkoBcKY Hukona,® TomopoBcka JIupuja

'YauBepsuteTcka Knunuka 3a [Inactinuna u PekoHcrpykruBHa Xupypruja,Menuiicku dakynret,C. Kupun u
Metomuj, Ckomje, P. C.Makenonuja

?yauBep3uteTcka Knunuka 3a J[lepmaronoruja, Meguimacku dakynret,CB. Kupun u Metoauj,Cromje, P.C.Maxkep
OHHja

SKnunuka 3a TopakoBacynapHa Xupypruja, Megurmncku dakynret,CB.Kupun u Metopuj,Ckonje, P.C.Makenoxu
ja

‘UPncturyT 3a Gusnonoruja, Meguimacky dakynret,CB. Kupun u Metoauj,Cromje, P.C.MakenoHuja

Medicus 2019, Vol. 24 (3): 270-275

ABCTPAKT

[TpeBasieHIIaTa Ha XPOHUUHKTE OABHO 3apacHYBAauKM pPaHU BO pasBHMEHUTe 3eMju e 1-2% ofl reHepasiHaTa Iornysiaiyja
1 e CJIMYHA CO ITpeBaJIeHIIaTa Ha CPLEBUTE 3a00/yBatba. 3a ka1l MOpPOUAUTETOT U TPOILIOLIMTE 3a
TpeTMaH Ha XpOHUUHUTE PaHU Ce YeCTO UTHOPUPAHU Of OIIITECTBOTO OMIEjKU IIpecTaByBaaT My/ITUAUCLIUIIMHAPEH
npobrnem. Criopen nocneguute nopatony Bo CAJl 3a camo efHa roguHa 6,5 MWIMOHU jyre robapaje MeguliHCKa
MOMOII 3a XPOHWYHU PaHU LITO ja YMHEJIO JipyKaBara 25 MUJIMOHU [OTapu.

XPpOHUUHUTE PaHU MIPETCTAaBYBAAT PAHU Kau KOU PefocyefioT U BpeMEeTO Ha perapaTUBHUTE IIPOLIeCH e HapylLIeH!.
[Topajiu Toa € OHEBO3MOKEHO BOCTIOCTABYBae Ha aHATOMCKHY 1 (DYHKIMOHATIEH UHTEIPUTET Ha TKMBOTO. XPOHUUHUTE
paHMMMaaT 3HauajHO BJMjaHMWE Ha 37IpaBjeTo M KBaJIMTETOT Ha >KUBOT HA TMAaIMeHTOT M HUBHUTE CeMejCcTBa
MpeNu3BUKYBajKi  OOJIKA,MHBATMAUTET,IENTpectja,colidjaTHan30sanuja, (b UHAHCUCKU  TPOLIOLN, ITPOJIOHTUPaHa

XOCIIrUTa/IrM3al]a 1 CMPTEeH MCXO/.

Marepwujan u Mmetop -Bo cryaujata 6ea Briaydenn 30 maupeHTH Haf 18 roguHM co paHu KoM TTep3UCTUpaar roBeKe o]
4 Heneny U Kou ce 11orojieMu o7 1 cm?2.

PeBYHTaTI/I - PeBYHTaTI/ITe TIOKayKaa [OeKa BO CUTe TpUu TI'PYIIN Oermre ,E[O6I/IeHO CI/IFHI/I(I)I/IKEIHTHO HaMaJlyBambe Ha
I[MOBpPIIMHATA Ha paHaTa

(o 40 XBO ekcrio3uLyy BO MPBUTE [Be I'PYIIX) BO niepror of, aBa Meceriu (p < 0.01).

3aKydok- XurepbapHaTa OKCUI'€HO Tepalldja Kako afjyBaHTeH TpeTMaH 3aelHO CO cTaHpapaHaTa obpaboTka Ha
paHUTe OBO3MOKYBa HUBHO MTOeKACHO 3apacHyBarbe, a Co TOa ITPUJI0HECYBA 3a HaMaJTyBarbhe Ha XOCITUTaIu3aljaTa,
MHBaJIMJIHOCTA M T'O MO/I00PYBa KBAJIMTETOT HA KUBOTOT HA TIALIEHTUTE.

Op nBara niporokonu Ha XBOT mogobpu pe3yitaTi BO TPETMAHOT Ha paHUTe TOKa)ka MpoToKoioT o 2.2 ATA 90
MUHYTU 1 40 eKCIO3ULIUK.

Knyunu 36opoBu — XuriepbapHa okcureHorepanuja (XBOT), xpoHnuHa paHa, Kucyopog, ATA (arconyTHy aTmocdepu)
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XpoHMUHMTE  paHW TIPETCTaBYBaaT paHU Kaj KOM
pefiocyiefioT ¥ BpeMeTo Ha pellapaTUBHUTE TPOIECH ce
HapymeHu. [lopaziv Toa e 0HEBO3MOKEHO BOCIIOCTABYBabe
Ha aHATOMCKM ¥ (DYHKIMOHA/NeH WHTETPUTET OJHOCHO
penapaTHBHUTE MPOLiECH He JioBeJie 710 3a/|0BONUTesIeH
AHATOMCKY 1 (DYHKI[MOHAJIEH Pe3yJiTar.

XpoHNUHUTE paHU WIM VIAKYCH ce JedUHMpaaT KaKo
paHi co pa3/IMuHa [ylabourHa M 3abaBeHa TeHJeHIWja
3a 3apacHyBame. 3apacHyBaaT BO mepuof o 4 Hemenu
0 Haj 3 Mecely M HajuecTo ce MOBP3aHU CO Pas3InuyHU
KoMopouauTeTH (1,2).

[IpeTcTaByBaaT THBKa enujieMuja 1 oripakaaT roem Opoj
ofI TIoTy/alyjara

Ce cMmeTa Jeka BO pa3BueHHTe 3eMju 1-2% off BKYIIHaTa
fonynanyja Ke KMMaaT XPOHMYHM pPaHM BO TEKOT Ha
uBOTOT. [IpeTcraByBaar 3HauaeH (h)MHAHCHCKHU TOBaAp 3a
HAIUEeHTOT, 3[PaBCTBEHUOT CUCTEM U 3a OIIITECTBOTO BO
1IeJI0CT.

KoMmukaiuure ce 4yecTd M MHOTYOpPOjHM M BOJaT
KOH uHBamuputety (3,4). Bo mpaBMIHMOT TpeTMaH Ha
XPOHUYHKTE PaHH e ordareHo: [eOpUIMaH, CIIpaByBambe
CO  MEJUIMHCKUTE  COCTOjOM-KOMODOMAMTETH U
CHa0JyBabe Ha TKUBOTO CO KUCIIOPOJ.

3a3/[paByBamkeT0 HA paHUTe MpeTCTaByBa KOMIUIEKCeH
mpoliec Ha 3aMeHa Ha JIeBUTAIM3UPAHOTO TKUBO U
CTPYKTYPUTE KOM IITO HeJIOCTacyBaar.

lomeM men on oBWe mpoliecd Oapaar JOTOTHUTEIEH
KJIeToueH MeTabo/mM3aM 3a CHHTE3a M TPAHCIOPT Ha
MPOTENHM TOPajii WITO e TOTpebHa M TepamujaTa co
Kuciopop 1oy 3ronemed nputucok (XBOT-xumepbapHa
oKcureHo Tepamuja) (5,6). XumepbapHaTa OKCHTeHO
Teparnuja 0BO3MOKYBa 300raTyBame Ha TKHBOTO c0ol00%
KHCJIOpOJ] 110 TIaT Ha AuQy3uja BO YC/IOBU Ha 3rojieMeH
arMocepCKU IPUTHCOK.

Co Toa ce 3aJoBONMYBAaT MeTA0ONHUTE MPOIECH Ha
KJIETKMTE BO paHaTa 1 OKojmHara(12).

I'maBHa yHkimja Ha XBOT e a ce cHabau MOBpeieHOTO
TKUBO CO JIOBOJTHO KMCJIOPOJ,  TIO TaT Ha Audy3uja, 3a
7la ce 3aJI0BO/IAT MEeTA0OHUTE TIPOIIECH Ha KIIETKUTE BO
paHaTa 1 Hej3MHaTa OKOJIMHA, 0COOEHO KOra BACKY/TapHOTO
CHAOJyBatbe e KOMIIPOMUTHPAHO.

EdbeKToT ce mocTUrHYBa CO B/MIIVBaHke Ha XurepbapeH
KHCJIOpOl TIpM TITO ce obe30emyBa o 20 maTu MoBeke
KHUCIOPOZl PacTBOPeH BO KPBTA OTKOMKY MPH HOPMATHO

Original scientific paper

IuIeme U 3-4 maTu nmoBeKe OTKOMIKY IpH Aumietbe Ha 100
% KUCJIOPOJ TI0]T HOPMajieH MPUTHUCOK.

TkuBata Bo MupyBibe Tpomat 5-6 mn O2 Ha genunuTap
KpB-HOpMaJtHa repdysuja. 100 % 02 Ha HopMoOapeH
NPUTKCOK ja 3rofieMyBa BpefjHocTa Ha O2 pacTBOpeHa BO
KpB Ha 1,5 /a1, a Ha 3 ATA pactBopenuor 02 e oKony
6 M/I/mT mTO e ToBeKe Off JIOBOJMHO 7la T 3afI0BONH
norpebuTte Ha Kinetkure (12,13,14).

XBOT pucysHO ja 3ronemyBa KonumumHata Ha O2 BO
KJIETKUTE Ha CMETKa Ha (PU3UUKHU PACTBOPEHUOT KUCTIOPO]T
BO I/Ia3MaTa Co IITO Ce KOPerrpa XUMoKCHjaTa.

XbOT ru momoOpyBa peonoOLIKUTE CBOjCTBA Ha
KpBTa,ja 3a0p3yBa aHruoreHesara, ru I0f00OpyBa
ofid0pabeHKTe CIOCOOHOCTH Ha OPraHMU3MOT(ja 3ro/eMyBa
(baronTHaTa  CIIOCOOHOCT HAa  JIEYKOLUTHTE),MMa
IIMPEKTHO 0AKTePUOCTATCKY M OAKTEPHUIIUIHO [IejCTBO,IH
HOPMaJIM3Mpa MeTa0oHKUTE ¥ (DYHKIL[MOHAJTHUTE IPOLIeCH
BO KJIETKMTE OJJHOCHO T'M aKTMBMPA MOPaJM XUIOKCHja
HapylleHuTe OMOCHHTETCKM M pereHepaTHBHH IMPOIECH
¥ H TOj HAUMH 0BO3MO’KYBA 3aPAaCHYBare Ha XPOHNUHUTE
panu (11,12,15).

IIEJT HA CTYIUJAATA

Jla ce nokake edeKTOT Ha XurepbapHaTa OCHTeHO
Teparuja Bo 3aIie/yBambe Ha XPOHUIHUTE PAaHU

[la ce eBanyupa eukacHocta Ha XBOT Kaj XpoHUUHHUTE
PaHU BO OJIHOC Ha TPOMEHMTE Ha PaHaTa (HaMasTyBabe Ha
rojleMMHaTa WM KOMIUIETHA eTUTe/Iu3aliija) CriopeieHo
€O KOHTpOJTHATa rpyrna

Jla ce cnopemgat nBa mportokonu Ha XbOT co 1en ma ce
Ofipeqid ONITUMAJTHUOT MTPOTOKOJI 32 TPETMAHOT Ha PpaHUTe

MATEPUJAJT 1 METO/]

Bo cryaujara 6ea Bkayuenu 30 manpeHTd Haj 18 rogunu
CO paHU KoM Iep3UCTHpaaT IoBeke of 4 Hefenu M KOU
ce moronemu off 1 cm? [lamuentuTe 6ea aMOYIAHTCKU
WM XOCTUTAIM3UPAH MALMeHTH off YHUBep3UTeTCKaTa
Kmuauka 3a [InacTidHa M peKOHCTPYKTHBHA XHPYPIuja,
Mepuuutcku dakynret CB.Kupun u Meroauj, Ckomje, C.
Maxenonuja Bo nepuop, ofi Maj 2018 1o maj 2019 roguna.

[TarienTrTe Gea moseieHu Bo 3 rpymu of 1o 10 marueHTH.

Kaj maiyeHtute of rpymata A Tokpaj mpernopadaHara
CTaH/lapfjHa Tepanuja 3a TPeTMaH HAa XPOHWYHW PaHU
oeme BknyueHa u XBOT mo mpotokon opm 2.0 ATA co
BpeMeTpaeewe of 90 MuUHYTH, 5 JieHa Bo HefesaTa U
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Oea crpoBefieHr BKYIHO 40 eKCIO3MIMKM BO BPeMEHCKU
nepuop ofi 8 Hepenu.

Kaj mauuentute op rpymata b mokpaj craHpappiHarta
TnperopavyaHa Tepanuja oemie BKiyueHa afijyBantHa XbOT
co npoTokon off 2.2 ATA Bo BpeMmeTpaetbe of 90 MUHYTU
1 BKyMHO 40 eKcro3uiuy BO BpeMeHCKU Tepuof, ofi 8
Heflenu. ['pymarta B npeTcTaByBaliie KOHTPO/IHA Tpyma Kaj
Koja Oellle CITpoBeJieHa caMo CTaHlap/HaTa MpernopayaHa
TepamMja 3a TPeTMaH Ha XPOHMYHM paHM KoM Oea
eBaJIlyupaHu IpeJ; TPeTMAHOT ¥ 110 TIEPUO], 07 8 Helemnu.

Kaj cute marmentu npes, XbOT Oeliie 3eMeHa KOMIIIETHA
aHaMHe3a , MeJIUIIMHCKA JOKYMeHTaI[1ja 3a MoCToehe Ha
XPOHMYHA paHa - paHa Koja Tep3ucTupa Haj, 4 Hemenu.
YiKycute Oea eBa/IyMpaHu BO OfHOC Ha K/TMHIYKATA C/TUKA
OJTHOCHM JIMMEH3UKTE U MOBPIIMHATA MTPe]T 3al0YHYBakhe

co XbOT u Ha Kpajot of TepanujaTa 1m0 40 eKCIIO3UUIMH
OJTHCHO TI0 2 Mecelly Kaj rpymnata B (koHTponHara rpyra).

Mepe}beTO oeme U3BPIIEHO CO

Dobbs,  Elliott M.  «www.SketchAndCalc.com.»
SketchAndCalc. Elliott M Dobbs, 20 Feb. 2011. Web. <May
2019>.

PE3YJITATU

BoTabenarta | mpukakaHu ce leCKPUTITHBHUTE TApaMeTpH
3a MOBPILIMHATA HA paHaTa, BO 3aBMCHOCT OfI BUJIOT Ha
Tepanujara.

PesynTaTTe MoOKakaa JieKa BO CUTe TPU Tpymu Oelie
Jo0reHo cUrHU(MKAHTHO HaMaJyBame Ha IOBpIIMHATA
Ha panara (o 40 XbO eKcrosuiuy Bo IPBUTE JIBE IPYIIN)

BO mepuof, off Ba Meceru (p < 0.01).

Tabena 1. /leckpHNTHBHH CTAaTHCTHYKH MapaMeTpH 3a NMOBPIIHHATA Ha
paHaTa BO 3aBHCHOCT OJI BHIOT Ha TepanHjara

Fpyna A:

no 6.03 5.5

Tpyna B:

lpyna B:

25.27 & 20.3

1061 £ 194

2.0 ATA XBO 40 excnosmumin

2.2 ATA XBO 40 excnosiuHg

Bug va Tepanuja, npeg u no Descriptive Statistics (nospwuma f cm?)
L B b mean t 5D range median(IQR)

2.13-2022 11.87 (9.73) p=0.01

0-14.17

6.34 (9.59)

5.72 -60.15

14.01 (34.47)

p=0.01

0=485 0.45 (10.71)

KOHTPOAHA rpyna

16..53 £ 15.2
12.69+12.1

5.48 = 55,02 10.44 (16.83) p=0.01

0.33 —40.97 9.41 (10.63)

P, HHBO Ha $HSTAJHOCT (CHIERGHEAHTHOCT ) HA PEIHENTe TeCTHPERS cnoped Wikkoxen Matcled Paxs Test

I'pachuk 1. 3HauajHOCT Ha pa3/IMKKTE BO MOBPIIMHATA HA PAHATa Kaj ITallMeHTH TPeTUPAHHU CO pa3/IMueH BUJI Ha Tepanuja

nospuma / cn?

no Tepanuja

-10

° Median

[0 25%-75%
T Min-Max

Kruskal-Wallis test: H =3,7 p=0.16

PesynTaTiTe MOKaskaa JieKa BO CUTe TPH IPyIH Oellle ToOMEHO 3HaUajHO HaMajTyBatbe Ha IOBPIIMHATaHa paHata (1o 40
XBO ekcro3uiyy Bo IPBUTE [IBe IPYIIN) BO eprof of gBa Mecer (p < 0.01). I'pacduk 1
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Tabena 2. JlecKpUITHBHY CTATMCTAYKY ITapaMeTPH 3a IPOMEHUTeE BO MOBPIIMHATA HA PAHATA U3Pa3eHHU MPOL[eHTYaTHO
Kaj MCTIUTYBAHUTeE TPYIH

Descriptive Statistics (Hamanyeaiee Wa noeplwKHaTa
Ha paHaTa WapaseHo so %)

p = level

mean £ 50

[ 5301365 16-100
DI 0051335 115-100

Kruskal-Wallis test: H=9.07 p =0.0107

TPYNH Post-hoc (Mann-Whitney test)
B B
0.3202 0.499

i =2

[TariieHTHTE Of TPUTE T'PYIN CUTHU(PUKAHTHO Ce PAa3/IMKyBaa BO OJIHOC Ha TPOLIEHTYaTHOTO POCEYHO HaMajTyBatbe Ha
noBpuMHara Ha paHata (p=0.011). Haju3paseHa 3HauajHa pa3mika Oelle KoHcTaTHpaHa Mer'y I'pyrate b u B (p=0.008).
[Tanmenrtute of I'pymata b MMmaa 3HauajHO MOro/IeMo MPOIEHTYAHO HaMajyBawe Ha TOBPHIMHATA HA paHaTa BO
criopefiba co maIjMeHTUTe O CTaHapHa Tepanuja (('pyma B - KoHTpoHa rpyma).

PanukuTte BO MpOLIEHTYaTHOTO HaMasTyBalhe Ha TOBPIIMHATA Ha paHaTa Bo ['pymaTa A criopefieHO cO KOHTpPO/HATa
ryma, Kako u Bo ['pynara b criopeieHo co I'pymata A He 6ea cTaTiuCTHUKY 3HadajHu (Taberma 2 )

Cnuka 1: [pukakaHa XpOHMYHA paHa Kaj marueHT co gujader npey u mo XBOT 1o mpotokon 2.0 ATA 70 mun. (40
eKCIIO3MIVH).
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Cnuka 2: IlpukakaHa XpOHMYHA paHa Kaj manueHT co aujabet mpen v o XbOT no mpotokon 2.2 ATA 70 mun. (40

eKCIIO3ULIYN).
JINCKYCHJA

XpOHMUHMTE  paHM  HMaaT  MyITH(AKTOpHeTHa
eTHOJIOTHja, a TIopajju OpOjHUTe KOMOPOUMTETH MMaat
notpeba off MyTTHAMCLMIUIAHApeH mpuctam. Tue ce
I7IaBHO XMIIOKCMUHM PaHM TOpaji 1iTo ¥ XumepbapHaTa
OKCHTEHO Tepariuja e epukacHa Bo HUBHOTO JIEKYBatbe.

XBOT ja crumynupa aHruoreHesaTa IIpeKy IOBeke
MexaHusmu.  ®ubpobnmactHata  npomudeparuja U
CHMHTe3aTa Ha KoJareH ce 3aBMCHU Off KHCJIOpof,a
KOJIareHOT e 0CHOBHUOT MaTpPUKC 3a aHruorexesara. XbOT
WCTO TaKa T'M CTUMy/MMpa (DaKTOpUTe Ha pacT, 0COOEHO
BACKy/lapeH eHjioTenaneH Qakrop Ha pact (vascular
endothelial growth factor) ( VEGF)Ju mpyru memujatopu
BO TpollecuTe Ha 3apacHyBame Ha paHute. XbOT uma
TUPEKTHO M WHAMPEKTHO aHTUMHUKPOOHO [IejCBO MpeKy
CTUMY/Tpabe Ha JIEYKOIMTHATa akKTUBHOCT (Jle youBarme)
(16,18,19).

HamanyBawero Ha eJeMOT TMOpPajgud CHCTEMCKaTa
BA30KOHCTPHKIIja OBO3MOKYBa Tofjobpa aucdysuja Ha
KUCJIOPOZ, ¥ HYTpUTHeHTH Bo TKuBaTa. XbOT ycmelnHo ce
KOPUCTH BO TPETMAHOT Ha XPOHMYHUTE PaHU CO Pa3jinuHa
eTHOJIOTHja KAaKO IITO ce [UjabeTHUHUTe paHu/Je3uH,
BEHCKUTe 1 apTepuckute yikycu (10,12).

[lujabeTHUHKTE paHK Ce HajueCTOTIPeIMETHAMCTPAKYBabe
BO rojieM Opoj cryauu. ['onem 6poj hakTopy urpaat yinora
BO eTHOJIOTHjaTa Ha OBUe PaHH, a Ha TO/ieM Ha JIefT o]l HUB
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nenyBa XbOT. IloBeKke paHgoMM3MPaHU,KOHTPOIMPAHU
KIMHWYKA CTYAMHU TO TOTBpAYBaaT OeHehuToT/eheKToT
Ha XbOT Bo TpeTMaHOT Ha XPOHUYHUTE PaHH.

Bo crynujata Ha Hammarlund C et al. bune eBanyupanu
TALMeHTH CO XPOHUYHM PaHH Ha JI0/THY eKCTPEMUTETH 0e3
Iujadet u nepudepHa aprepucka oonect. [lanueHrure
kou mnpumane XbOT wumame 3HAYMUTENHO MOroaeMo
TPOIIEHTYaJIHO HaMajlyBarbe Ha MOBPLIMHATA HA PaHMTe
oJ KOHpOJIHAaTa TpyNa MaljdeHTH KOW MpuMajie/uiieie
o01ueH Bo37yx Bo 4 u 6 Ta Hepena (16).

Bo crymujata Ha Sarbjot Kaur et al. oune eBanyupaHu
30 manueHTH €O XpOHMYHM paHu. Kaj manueTtute Kou
TI0Kpaj cTaHAapAHaTa Tepanuja mpumane 1 XbOT umaro
3HAUMTEHO ITI0T0/IEMO MPOLIEHTYaJTHO HaMmajyBame Ha
TIOBPIIMHATA HA PAHUTe KaKo M HaMayTyBarbe Ha OPojoT Ha
ammyTaru (14).

3AKJIYYOK

[IpoceuHoTo NpolIeHTYaTHO HaMaJTyBakbe Ha TIOBPIIMHATA
Ha paHHTe e Oelle HajBKCOKO Bo I'pymata b kaje Oemre
cripoBefieHa XbOT mo mpoTokon 2.2 ATA 90 munyTn,80.05
+33.5 %; crnequ I'pymata A Bo Koja Kaj maljuieHTHTe
oeme cipoBegeHa XbOT 1o mpoTtokon 2.0 ATA 90 MuHyTH,
54.38+ 36.5, a Kaj koHTponHa rpyma (I'pyna B) kage Gemre
CITPOBeJIeHa caMo CTaHJlap[jHaTa MmpernopavyaHa Tepamnuja
MIPOCEYHOTO MPOIEHTYa/IHO HaMaTyBakbe Ha IIOBPIIKHATA
Ha paHuTe u3HecyBaie 2721 + 28.4.
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XurnepbapHaTa OKCMIeHO Tepaluja Kako aJijyBaHTeH
TPeTMaH 3aef[HO CO CTaHap/{HaTa 00paboTKa Ha paHUTe
0BO3MOKYBa HMBHO TOe(hMKACHO 3apacHyBame, a co Toa
TIPUJIOHECYBA 32 HaMaJlyBame Ha XOCIHUTA/IM3allujaTa,
MHBAJIUTHOCTA U TO TOJ00PYBa KBAIUTETOT Ha JKMBOTOT
Ha TMalyeHTuTe.

On pBata mpotokonu Ha XBOT momobpu pesynraté Bo
TPeTMaHOT Ha PaHUTe MOKaxka IMPoToKoyoT off 2.2 ATA 90
MUHYTH 4 40 eKCTIo3uIIuM.
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ABSTRAKTI

Qéllimi i kétij punimi éshté gé té béjmé evoluimin e pacientéve diabetik dhe pérmbajtjes né dieta apo menaxhimit
té stilit té jetesés dhe prevalencés sé dislipidemive tek té njéjtit, rrjedhimisht krahasuar rezultatet e fituara. Ky
studim éshté i formés retrospektive cross-sectional, mostrat e mara jané nga periudha Qershor deri Dhjetor 2019,
té grumbulluara gjaté praktikés ditore dhe pérfshin 63 pacient. Né bazé té shfagjes sé dislipidemive, jané ndaré
né dy grupe a) Persona diabetik me displipidemi dhe b) Persona diabetik pa shfagje té dislipidemive. Rezultatet
tregojné gé ekziston njé lidhshmeéri mes glikemisé dhe shfagjes sé ndonjé forme té dislipidemive, mirépo jo né
vlera aq té larta. Predominim kemi né ngritje té Triglicerideve ndérsa niveli i Kolesterolit duket sikur té mos jeté
ndikuar. Shpérndarja né gjini éshté aférisht i barabarté me dominim té vogél nga gjinia femérore.

Céshtjet kyge: Gjinia, HbAlc, glikemia, statusi diabetik, statusi lipidik.

HYRJE

Diabeti éshté né grupin e sémundjeve metabolike kronike,
qé karakterizohet nga rritja e nivelit té glukozés apo
shegerit né gjak. Kjo gjé mund té jeté pasojé e organizmit,
gé nuk ka mundési té prodhojé insuliné ose prodhimi
té pamjaftueshém, apo ka pamundési té veprimit té
insulinés né gelizat e organizmit. Sheqeri, qé éshté burim
energjie, pér t'u pérdorur, ai ka nevojé pér insuliné.
Diabeti ka kosto té larté shéndetésore, pasi qé éshté njé
sémundje qé po nuk u zbulua dhe u mjekua né kohé dhe
né ményré té rregullt, shkakton komplikime serioze si né
sistemin kardiovaskular, humbje té té pamurit, sémundje
té veshkave, amputime té ekstremiteteve, etj.
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Tek personat me diabet, rreziku pér sémundje
kardiovaskulare éshté 2 - 4 heré mé i larté se tek personat
pa diabet, amputimet e kémbés jané 10 heré mé té
shpeshta se tek personat pa diabet. Por diabeti ka edhe
kosto ekonomike sepse i sémuri nga diabeti ka nevojé pér
medikamente, trajtime dhe ekzaminime qé shpesh jané té
kushtueshme. Diabeti e rrit koston e jetés sé té sémurit,
me té paktén 25%.

Sipas Organizatés Botérore té Shéndetésisé (OBSH),
diabeti prek rreth 5% té popullsisé sé botés dhe numri i
té sémuréve éshté vazhdimisht né rritje, duke u dyfishuar
cdo 10 vjet. Né boté sot numérohen 366 milion diabetiké
dhe né vitin 2030 mendohet té jené 520 milioné diabetikeé,
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apo 6,3 % e popullsisé sé botés té jeté prekur nga diabeti.

Sipas OBSH, diabeti shkakton cdo vit 5% té
vdekjeve globale dhe mendohet se vdekjet nga diabeti
né 10 vitet e ardhshme do té rriten me 50%. Né cdo 10
sekonda né boté, shtohen dy njeréz, té tjeré me diabet
dhe né ¢do 10 sekonda vdes njé njeri nga shkage qé lidhen
me diabetin. Né vendet me té ardhura té pakta dhe té
mesme jetojné 80% e njerézve me diabet, dhe mendohet
se vdekjet nga diabeti né 10 vitet e ardhshme né kéto
vende do té rritet me 80%. Né vendet e zhvilluara diabeti
dhe numri mé i madh i diabetikéve haset né moshé mbi
65 vjec. Ndérsa né vendet né zhvillim diabeti dhe numri
mé i madh i diabetikéve haset né moshat 45-64 vjec, por
vitet e fundit diabeti tip 2 po haset mé shpesh edhe né
moshat 30-40 vjec. Dhe fatkeqésisht ndérgjegjésimi pér
kércénimin global nga diabeti éshté akoma i ulét.

METODA

Pérmes kétij punimi déshirojmé té tregojmé, ndikimin e
kontrollit té diabetit né cilésiné e jetés sé pacientit, si dhe
né parandalimin e shfagjes sé komplikimeve nga diabeti.

Kjo do té arrihet pérmes pérdorimit té metodave matése
cross-sectional, retrospektive dhe pérpunimit statistikor
té té dhénave gé né fund do té japin rezultate relevante
pér popullatén e marré né studim.

Analizat biokimike pér nivelin e glikemisé, jané punuar
duke shfrytézuar aparatin Dimension RXL SIEMENS né
laboratorin biokimik prané Spitalit Klinik té Tetovés.

Rezultatet e fituara, nga studimi joné, jané té paragitura
né formé té shtyllave dhe tabelave. Pérpunimi statistikor
i té dhénave u realizua duke pérdorur programet IBM
SPSS 25. Pér variablat u pércaktua mesatarja aritmetike e
paraqitur né frekuencé dhe pérgindje.

REZULTATET
Korrelacioni mes Gjinisé dhe Glikemisé
Glikemia
Normoglikemi
Hiperglikemi Total
Gjinia Mashkull ~Frekuenca 4 21 25
Pérgindja  6.8%  356%  424%
Femér Frekuenca 5 29 34
Pérqindja  8.5%  492%  576%
Total . Frekuenca 9 50 59
Perqindja 15.3% 847%  100.0%
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V5 G5,
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Pagedia :
Korrelacioni mes Gjinisé dhe HbA1C
HbAIC
Né vlera normale
E rritur Total
Gjinia Mashkull Frekuenca 8 17 25
Pérgindja 13.6% 28.8%  42.4%
Femér Frekuenca 9 25 34
Pérgindja 15.3% 42.4%  57.6%
Total Frekuenca 17 42 59
Pérgindja 28.8% 712%  100.0%
HBAIC
Pq-nqqilm :
Korrelacioni mes Gjinisé dhe Kolesterolit
Kolesterol
Né vlera normale
I rritur Total
Gjinia Mashkull ~ Frekuenca 24 1 25
Pérgindja  40.7% 17% 42.4%
Femér Frekuenca 29 5 34
Pérgindja  49.2%  8.5% 57.6%
Total Frekuenca 53 6 59
Pérgindja 89.8% 102%  100.0%
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Korrelacioni mes Gjinisé dhe Triglicerideve |

Trigliceride
Né vlera normale
Té rritura Total
Gjinia Mashkull ~ Frekuenca 14 1 25
Pérgindja  23.7%  18.6% 42.4%
Femér Frekuenca 19 15 34
Pérqindja  32.2% 254%  576%
Total Frekuenca 33 26 59
Pergindja 55.9% 441%  100.0%
.nqnnuu
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KONKLUZIONI

Né bazé té rezultateve té fituara, vérejmé se numri mé
i madh i pacientéve diabetiké, té cilét nuk e kané té
rregulluar nivelin e shegerit né gjak, qofté té glikemisé
ditore po ashtu edhe hemoglobinén e glikolizuar (HbA1C)
jubashkéngjitet edhe ndonjé lloj i dislipidemive. Ky dallim
éshté mé i theksuar tek gjinia femérore. Subjektivisht
supozojmé se vjen si pasojé e mos aktivitetit fizik dhe
ményrés sé jetés sedentare.

Tek gjinia femérore vérejmé qé shumica béjné pjesé né
grupin me hiperglikemi me njé vleré prej 49.15%, ndérsa
tek meshkujt gjithashtu shumica jané hiperglikemik
me vleré prej 35.59%. Ndérsa sa i pérket Hemoglobinés
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sé glikolizuar (HbAIC) vérejmé qé tek femrat kemi
vleré té larté prej 42.37% sikurse tek meshkujt me
vleré prej 28.81%. Kjo na tregon qé né krahasim, gjinia
femérore dominon né statusin diabetik qé éshté
indikatoré pér komplikime té mundshme mé té médha.
Nga ana tjetér vérejmé qé niveli i Kolesterolit nuk ka
ngritje té theksuar tek femrat me vleré prej 8.47% ndérsa
meshkujt prej 1.69%, mirépo i'a vlen té pérmendim
qé femrat kané vlera rreth 3 heré mé té larta se tek
meshkujt. Njé dallim mes gjinive, femrat me vleré 25.42%
dhe meshkujt me vleré 18.64% nuk ekziston né nivelin e
crregulluar té triglicerideve mirépo kufiri éshté mjaft
i ngushté mes atyre té shéndoshé dhe tyre né nivel té
ngritur.
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ABSTRACT

Atrial fibrillation is preventable cause for ischemic stroke and various other thrombo-embolic events. One of
the main agents used in the prevention of the consequences are the vitamin-K antagonists. Although efficacy is
proven, studies have questioned their efficiency in this setting. Various factors contribute to variations of their
efficiency, which is still underinvestigated in many health systems. Few studies have shown varied estimates
and cited different reasons for its effectiveness, ranging from subtle differences in diet, concurrent medications
use, variable level of enzyme activity to age and compliance of users, which can vary unexpectedly. The aim of
the present study of effectiveness is to describe how often patients that use VKA achieve the targeted values for
INR. The population consists of the hospital reach area of Clinical Hospital Tetovo, observed for 6 months with
routine laboratory investigation for the values of INR. Our study reveals that 57.4% of all measurements of INR
where within the target values between 2-3, while 9.7% of all measurements revealed extreme values that can put
patients at risk for further thrombo-embolic events or catastrophic hemorrhagic events.

Key words : anticoagulation, time in therapeutic range, coumarins, VKA

INTRODUCTION new oral anticoagulants(5-8), the VKA agents have been
the most utilized, and are the most accessible medicines
for the primary and secondary prevention of ischemic
brain stroke, due to their cost, generic license and
established profile. On the other hand, the coumarin
agents have narrow therapeutic range and show wide
variation in achieving the desirable effects(7,9-11). The
administration of coumarin agents demands regular
laboratory monitoring of specific parameters to show
and guarantee that the patients have achieved the
desirable therapeutic range(12), hence reducing the risk
of subdosing, overdosing and other side effects. Despite
the demonstrated efficacy(6,13,14), effectiveness studies
have shown that in the population of patients receiving

Atrial fibrillation is well established risk factor for
developing acute ischemic brain stroke, via spontaneous
thrombo-embolism in the brain circulation(1,2). This
risk factor has been recognized in the past 50 years,
leading to 4-fold increased risk when comparing identical
populations without atrial fibrillation, although this risk
increases with age. The associated health consequences
and economic burden of occurrence of acute ischemic
stroke in patients with atrial fibrillation are recognized
as one of the leading preventable consequences since the
advent of anticoagulant therapy(3,4). From the available
therapeutic options, such as heparins, vitamin-K
antagonists (VKA), direct acting anticoagulants and the
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coumarin agents for the same purpose, the laboratory
parameters for therapeutic range have been achieved
in 45-70% of the patients(15-17). Additionally, studies
have shown that up to 15% of the measurements for INR
show extreme values, which are well associated with
further thromboembolic events on one end (INR < 1.5) or
catastrophic hemorrhages on the other end (INR > 4.5)
(16,17).

Aims of the study. The motivation of the present study
stems from the problem that no study investigated the
local achievement of the desirable laboratory values
for the purpose of preventing ischemic brain stroke
in patients with atrial fibrillation. Hence, the primary
goal of the study is to evaluate the standard laboratory
measures for the effect of vitamin-K antagonists in
this population at risk, describing the values of INR
(with target INR of 2-3) in consecutive measurements
and providing estimate for time in therapeutic range,
calculated as number in range for INR over total number
of measurements. As outcome of interest is achievement
of TTR of 60%, because previous findings suggest that
values below this threshold are associated with bleeding
complications(12).

METHODS AND MATERIAL

The present study is designed as longitudinal study
of observation of patients with atrial fibrillation that
started with VKA or that were already on VKA, with
target range for INR of 2-3. The study is intended to
follow patients receiving the therapy for 6 consecutive
months. The patient population consists of patients that
were registered with new atrial fibrillation or that were
already taking VKA from the hospital registry in the
Clinical Hospital - Tetovo. The patients were recruited
from the period of 01/01/2019 to 01/03/2019, with planned
end of the study follow-up of 01/09/2019. Although the
recruitment time was only two months, it allowed that
the patients can be followed up within the same time
frame, which can evade erroneous errors due to seasonal
variation in diet (vegetables that contain Vitamin-K) and
lead to confounding(18).

For inclusion of the study, the diagnosis of atrial
fibrillation was confirmed with 12-lead ECG recording
done in the past 30 days or at the moment of initiation in
the study, confirmed by trained cardiologist. The target
INR for this indication is set to values between 2 and 3.
As excluding criteria for the study are known presence
of biological or mitral valves, pacemaker, past deep

Original scientific paper

venous thrombosis, recent pelvic operations and other
conditions which demand different targets for INR. All
patients left data on their age, gender and presence of the
following comorbidities - past brain stroke, myocardial
infarction, previous operative procedures or intervention
regarding the heart, past deep vein thrombosis. Besides
anamnestic data, the hospital records of the patients
were also checked for the fore-mentioned conditions and
presence of any of the exclusion criteria.

Use of VKA therapy. Acenocoumarol(7) (4mg, tablets)
is the only registered and publically available VKA in
Macedonia, and hence the studied drug in the study. All
patients started receiving VKA or were already using
VKA therapy for the described purpose. All patients
that started with VKA in this study were followed with
laboratory measurements for titration of therapy(6),
and those measures are excluded from the analysis. The
laboratory measurement that ensures that the patient
has achieved the target of the therapy is the international
standardized ratio (INR)(19,20). The blood samples of the
patients were collected during routine check-ups at the
Transfusiology Unit as part of the Clinical Hospital -
Tetovo on a monthly basis. The INR represents a ratio
between patient’s prothrombin time (PT) and the normal
values for PT, determined by the local laboratory; the
resulting ratio is then exponentiated by a specific number
called international sensitivity index (ISI) (21), which
corrects for the use of different thromboplastins that
are used for the determination of INR, hence producing
standardized results. The formula for calculation of INR
is ISI.

Besides the standard measurement of INR, our
Transfusiology Unit makes routine measurements of
other parameters, such as thrombocyte count, and were
examined by trained transfusiologist for extreme values,
laboratory errors and handling of the specimens.

Follow-up of laboratory values for INR. All included
patients were instructed to make monthly measurements
of INR at our Clinic, as part of the standard practice. For
the observation period of 6 months, it is anticipated to
generate 7 measurements of INR per patient, as the
usual local practice for this indication is to monitor
INR on monthly basis. Of interest are the values for
the measured INR and extreme findings. The values for
extreme findings are the values below or above which
best predict risk for ischemic complications and brain
hemorrhage, respectively. So far, values of INR ahove
4.5(22) increase the risk for bleeding event 4.6 times in
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comparison with INR values below. For threshold for
risk for new thrombo-embolisms, we used value for INR
below 1.5. For the calculation of the summary measure
for achieving the target INR, two approaches are
available(15). First, one can calculate the proportion of
values for INR that lie between 2 and 3 and divide with
the total number of measurements, irrespective of the
patients. The advantage is that this approaches provides
gross estimate, regardless of missing data or loss due to
follow-up. In asymptotic conditions, this estimator can
be approximated by the normal distribution. The second
approach is to estimate the time in therapeutic range for
each patient, which is achieved by including the number
of measurements for INR in the desired interval over the
total number of measurements for each patient. This
approach provides estimate on the laboratory measures
of INR values for each patient. Due to expected loss of
patients due attrition, it is anticipated that this approach
cannot provide an estimate for each patient included in
the study. Second, as this approach is used to estimate the
fulfillment of time in therapeutic range above 60%, only
data from patients that made at least 4 measurements
are included in this analysis.

Statistical analysis. The software of choice for the
present analysis is IBM SPSS v24(23). The first part is
providing descriptive data on the patient’s demographic
characteristics, such as age, gender, ethnicity, previous
use of VKA, presence of arterial hypertension, presence
of diabetes mellitus and past cerebrovascular insults, as
mean with SD or proportion, whichever suits the type of
the variable.

The summary measures for the values of INR are going
to be described with mean, SD, 95% CI. Number of
measurements with extreme values for INR (<15 or >4.5)
and measurements that are not in therapeutic range (<2
and >3) are going to be examined. Time in therapeutic
range is going to be calculated as described in the methods
section, providing gross estimate and patient estimate on
the desired TTR of at least 60%.

RESULTS

Patient characteristics- From 165 potential patientsdrawn
from the registry of our hospital, 128 (77.5%) patients were
recruited. The mean age of the patients was 64.4 years,
with SD of 6.57. From 128 patients, 72 patients were male
(56.3%), while 56 patients were female (43.8%). From the
total number of patients, 39 (30.5%) patients were patients
were VKA was started, while 89 (69.5%) were patients
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already taking VKA. From the 128 patients, 96 patients
showed on the concluding visit 6 months afterwards.
All of the demographic characteristics of the patients
are available in table 1. Regarding the number of drop-
outs in the observation period, from total 32 patients,
20 patients stopped using the medication due to other
medical indication (3 patients with thrombocytopenia,
7 patients with planned operative procedures, 3 patients
switched to new oral anticoagulants, while no data
was available on 7 patients), while for the remaining 12
patients, 8 patients changed the place of living, while
data was unavailable for 4 patients.

Measuring of INR - Values for INR are obtained in 695
(776%) measurements. From the patients that were lost
during follow-up (32 patients), 102 measurements were
made, resulting in average value of 3.2 measurements per
patient lost to follow up. Since this number is insufficient
to produce TTR, their data is excluded from calculating
the outcome parameter - time in therapeutic range
(TTR). The mean values and the SD of all measurements
of INR per visit are available in table 2. The grand mean
of all laboratory measurements was 2.3. The data
was checked for normality assumption, by using the
Smirnov-Kolmogorov test for normality of data, with the
conclusion that the data does not deviate from normality
(p-values are presented in the same table).

Table 1- Demographic characteristic of the enrolled patients and
the patients that finished the study.

Enrolle d|Patients that finished
atients the study (n = 96)
El =128)
Age (x, SD) 64.38 (6.57) 64.9(6.4)
Gender (%)
Male 72 (56.3%) 50 (52.1%)
Female 56 (43.8%) 46 (479%)
Use of VKA
New patients 39 (30.5%) 29 (30.2%)
Patients already | 89 (69.5%) 67 (69.8%)
taking VKA
Ethnicity
Macedonian 36 (28.1%) 26 (271%)
Albanian 62 (48.4%) 48 (50%)
Other 30 (23.4%) 22 (22.9%)
Presence of diabetes
mellitus or use of oral
antidiabetic  drugs/
insulin
Yes 39 (30.5%) 26 (27.1%)
No 89 (69.5%) 70 (72.9%)
Presence of arterial
hfypertension/use
of drugs for arterial
hypertension
Yes 92 (71.9%) 70 (72.9%)
No 36 (28.1%) 26 (271%)
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The proportion of values that were in the therapeutic
range for INR per visit are plotted on image 1. The
summary data on extreme values defined as values for INR
bellow 1.5 or above 4.5 are presented in table 3. Our group
of patients revealed that out of 695 measurements, 48
(6.9%) of the values were below 1.5 or above 4.5, indicating
increased risk for embolic event / haemorrhagic event.
From 48 measurements, 47 were bellows 1.5 (6.7 % of all
measurements), while 27 (3.8%) were above 4.5.

Table 2 - Descriptive estimates for the INR values obtained in 7 measurements

I N R|1 2 3 4 5 6 7

measurement

Missing]|O0() 17(21) 10(17) 13 (16) 14(20) 15(21) 14(23)

measurements

Average values 213 279 2.34 245 2.14 221 21
2.1) (2.81) (2.32) (2.46) (2.10) (2.21) (2.06)

Standard]| 049 0.52 041 043 0.32 0.52 045

deviations (0.49)

0.084
(0.049)

(0.48)

0.086
(0.067)

(0.47)

0078
(0.069)

(0.41)

0.064
(0.075)

(0.34)

0.077
(0.075)

(0.53) (0.44)

0.077 0.72
(0.073) (0.061)

Kolmogorov-
Smirnov
statistic

p-value 0.15 >0.2
(>0.2) (>0.2)

>0.2 >0.2 >0.2 >0.2
(>0.2) (0.133) (0.174) (0.196)

>0.2
(>0.2)

* Numbers inside brackets are derived from all enrolled patients (n=128)

Table 3. Proportion of measurements in extreme, sub-therapeutic
and therapeutic range.

Data from all | Measurements from
measurements | patients that finished the
(n=695) observation period (n = 593)

INR<15 48 (6.9%) 34 (5.7%)

INR<2.0 207 (29.7%) 153 (25.8%)

INR> 3.0 89 (12.8%) 50 (8.43%)

INR > 4.5 27 (3.8%) 14 (2.3%)

INR 2-3 399 (57.4%) 390 (65.7%)

Overall, the mean value for achieving therapeutic range
was 0.64 (95% 0.34 - 0.94), while 67 (69.8%) of the patients
had TTR of above 60%. Out of 96 patients, only 3 patients
had TTR of 1 (all measurements of INR within range),
while 21.9% of the patients had TTR below 0.5.

In order to examine possible relationship between
achieving TTR above 60% and age, independent
sample-t test was conducted, resulting with statistically
insignificant result. The association between gender
and TTR>60% yielded statistical independence using the
Pearson’s chi-square test, with value of 0.159 and both-
sided asymptotic significance of 0.690.
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Image 1 - Plot of average values of INR for each measurement

DISCUSSION

Our results show that almost 70% of the patients that
were followed for 6 months were in therapeutic range
for INR at least to 60% of the measurements. This result
is also in line with the findings that patients recruited
in randomized control trials have fairly high time in
therapeutic range, while in real time conditions this is
not achieved(24). Although few studies have reported
lower values for TTR, this can be partially explained
by the fact that certain populations (countries in the
geographical East for instance typically report that
majority of patients achieve TTR less than 50%(25,26))
have different diets (hence variations in Vitamin K in food)
and different prevalence of important polymorphisms
for epoxide oxidase for Vitamin K (which intensifies the
anticoagulant effect of VKA, leading to higher number
of haemorrhagic events). The same goes both ways -
populations that use VKA and have lower number of such
polymorphisms, achieve better TTR, for instance Europe.
The lack of association of TTR and age and gender in our
study could be indicative that the observation period was
small to detect such differences(27). For instance, most
of the studies that examined TTR and report gender
differences have observed the patients for longer (at least 1
year)(27,28). The association between older age and higher
TTR has been reported from larger studies as significant,
while in our study the mean age of the patients that
achieved TTR>60% was insignificantly larger from the
other group, with difference of 1.6 years.

Regarding the number of patients that are not in
therapeutic range, more patients had values below 2 than
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values above 3, which is in line with results from other
population cohorts.(28) Extreme values were observed
in 6.9% (<1.5) and 3.8% (>4.5) of all measurements, which
is close to estimates from other studies. This finding
reflects probably a conservative approach in dosing, but
it cannot be ruled out that patients consumed food rich
with Vitamin-K.

From all recruited 128 patients, there were 32 drop-outs.
Although 10 patients reported change of place of living
and 12 patients stopped using VKA due to other medical
indication, data was unavailable on 10 patients, which
does not rule out that they have experienced a side
effect of the VKA. This indicates possibility for bias that
overestimates the main measurements of the study.

In summary, our study observed that extreme values for
INR in anticoagulated patients with AF are common, and
necessitate further investigation on how many patients
actually experience outcomes related to hemorrhagic
events and thromboembolic events.
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ABSTRACT

Introduction - Allogeneic transplantation of hematopoietic stem cells (HSCT) represents curative method for
treating patients with otherwise fatal diseases. Late complications that occur in post-transplantation period
significantly affect the outcome of this intervention and the quality of life of this patients. The purpose of this
study was to analyze late medical post-transplantation complications and to determine the strategy in their
management and treatment.

Materials and methods - This study was designed as a prospective-retrospective, which included and analyzed 65
patients treated with allogeneic transplantation from HLA identical donor at University Clinic of Hematology-
Skopije. Clinical-laboratory characteristics of patients, disease status, patients age, donor-recipient match, protocol
of conditioning regiment were analyzed, and special emphasis was given to the detection, monitoring and analysis
of late post-transplant complications, their diagnosis and treatment.

Results - In 29 of our patients with allogeneic HSCT late complication occurred and the incidence was 44.61%.
They were significantly less frequent in the age group od 20-30years compared to patients in other age group
(p=0.047). Patients with eye complications confirmed significant differences in terms of age (p=0.022) and cell
number (p=0.01). The difference between patients with and without pulmonary complication in terms of present/
absent comorbidity was statistically significant for p=0.067. Chronic GvHD was registered in 10 (15.4%) patients and
was equally present in male and female patients. The disease phase had significantly more effect on the frequency
of chronic GvHD on the skin for p=0.018. Type of conditioning regimen was significantly different in patients with
and without relapse (p=0.047).

Discussion - The long survival and / or recovery after allogeneic transplantation leads to increased risk of developing
late complications. The multidisciplinary approach is mandatory in monitoring these patients and includes the
family, the workplace, the family doctor and more specialties.

Keywords - allogeneic transplantation, late complications, GvHD, conditioning regimen, donor-recipient match,
quality of life
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INTRODUCTION

Allogeneic hematopoietic stem cells transplantation
(HSCT) represent a curative modality for the treatment
of patients with haematological malignant and non-
malignant diseases, immunodeficiency, autoimmune,
and other genetic diseasesl,2. The progressive growth
of allogeneic transplantations in recent decades has
resulted in a significant increase in long-term survival
and/or cure and reduction in transplantation morbidity
and mortality3. Although most patients with allogeneic
transplantation have a good quality of life, health care
and control of complications is mandatory for their
complete recovery and good quality of life. With the
tremendous advances achieved in terms of supportive
care, it is reasonable to expect outcomes to improve
substantially, and consequently increasing numbers of
transplant survivors will be facing life after the initial
transplant experienced. The primary aim of allogeneic
HSCT is the cure from the primary disease5. However,
the goals should also include complete recovery of the
health status with normal physical and psychological
functioning, normal family and social integration with
good subjective well-beingb. Complications that occur in
the post-transplant period significantly affect the outcome
of this intervention and the quality of life in the patients.
The risk and the type of complications depends on actions
of preparation before the transplantation/protocols used
before transplantation, underlying disease, age of the
patient, time of allogeneic transplantation, the present
comorbid conditions, type of conditioning regimens7,8,
acute and chronic GvHD and its treatment9,10, and
a number of other prognostic parametersil,12 which
are subject of current clinical studiesl3duratiion of
disease and type of donor. Furthermore, the outcome of
transplants performed in the 1990s appears to be better
than that of transplants done in the previous decade.
The aims of this study were to determine whether
these relationships still hold and whether the outcome
of transplants is continuing to improve. DESIGN AND
METHODS: We analyzed 1180 consecutive patients with
leukemia (n=979,14,15. All these late complications16
are presented with a wide range of manifestations in
terms of frequency, onset time, risk factors, prevention,
treatment approaches and outcomes. Leading causes
of sudden death are: secondary malignancyl7, relapse
of underlying primary diseasel8,19 followed by
infections20,21, chronic GvHD22,23, respiratory24 and
cardiovascular diseases25,26. Late complications are now
more challenging in patients who underwent HSCT27,
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particularly those who were transplanted before 35 year.

The aim of this study was to summarize and evaluate
the medical late effects observed in long-term allogeneic
HSCT survivors in different age groups, disease status28,
donor typell,29,30, type of conditioning regimen and
chemotherapy7,8, and to determine the strategy of early
management and treatment for better quality of life31.

MATERIALS AND METHODS

Design of the study - This was a prospective - retrospective
study that was conducted at the University Clinic of
Hematology in Skopje, and its aim was to determine
strategy of early management and treatment of late
complication, and also to analyze the impact on quality
of life after allogeneic transplantation.

Patient population and selection criteria - Sixty five
patients treated with allogeneic HSCT at the Department
of Transplantation at the University Clinic of Hematology
between 09.2000 and 12.2016 were included in the study.
Transplantation was performed for the treatment of
hematological malignancy and non-malignant disease
in all patients. All donors were HLA-identical brother
and sister. Peripheral blood was used as a source of stem
cells in most of the patients. The patients and donor
characteristics are shown in Table 1.

Table 1 Patients and donor characteristics

Number 65
Gender

Male 32
Female 33
Age (range)

>20 9
20-30 22
30-50 22
<50 12
Underlying disease

Acute myeloid leukemia (AML) 36
Acute lymphocytic leukemia (ALL) 10
Chronic myeloid leukemia (CML) 5
Myelofibrosis 5
Aplastic anemia (AA) 5
M%(]elodysplastic syndrome (MDS) 2
Others 2
Donor / recipient sex

Male / Male (M->M) 19
Male { Female (M->F) 22
Female / Male (F->M) 14
Female / Female (F->F) 10

Stem cell transplantation procedure - All patients
included in the study were treated with allogeneic HSCT.
Previously they were all treated with chemotherapy in
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several cycles in accordance with primary hematological
disease. All patients received appropriate conditioning
regimen. Conditioning protocols were applied depending
on the underlying disease and the numerous prognostic
parameters that were analyzed before the implementation
of this intervention. Care and antimicrobial prophylaxis
was performed after transplantation. All of the blood
products were filtered, irradiated, and then applied to
recipients.

The risk score for this analysis used the same 5
pretransplant risk factors as EMBT risk score: age
of the patient, disease stage, time from diagnosis to
transplantation, donor type, and donor-recipient sex
combination, with 0 to 1 or 2 points for each factor.

Graft-versus-host disease (GvHD) prophylaxis and
therapy - The majority of patients received cyclosporine
A in combination with methotrexate. GvHD is defined in
accordance with the Seattle criteria for diagnosis and
GvHD setting. Acute GvHD was diagnosed clinically and
evaluated by attending physicians from grade 0 to IV and
chronic GvHD was defined as limited vs. extensive disease
according to the appropriate criteria for diagnosis and
therapy.

Care and treatment - Prophylaxis against infection
included parenteral and oral antibiotics, antimycotics
and virostatics during the phase of neutropenia.
Appropriate doses of immunoglobulins were given to all
patients during the post-transplant period.

RESULTS

Patients - Sixty-five patients treated with allogeneic
HSCT were analyzed in this study. The median age of
patients was 33.46 +12.4, with min - max 16-58 years. The
average duration of the disease before transplantation
was 8 months (1-15 months). The number of patients in
remission was 57 and the number of patients with active
disease 8, before allogeneic HSCT was performed. All
donors were HLA identical - brothers or sisters.

In 29 of our patients with allogeneic HSCT, late
complications occurred and the incidence of this post-
transplant complications was 44.61%. Patients gender
had no significant effect on the occurrence of late post-
transplant complications (p = 0.72). Percentage of late
complications was 48.88% in the male patient group and
42.42% in the female patient group. Patients with late
complications after transplantation were on average
slightly older than patients without such complications
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(35.07 = 12.1 vs 32.17 + 12.7; p = 0.35). Late posttransplant
complications were significantly less frequent in the age
group of 20-30 years compared to patients in other age
groups (p = 0.047). (Table 2).

Table 2 Distribution of late complication accordin to age
gropu

Age . Late complication p value
group n (%)
no yes
>20rtom. | 9(13.8) 4(44.44) 5(55.56) 0.047 sig
20 - 30122338 |17(77.27) 5(22.73)
TOjI.
30 - 50122338 |8(36.36) 14 (63.64)
TOjI.
>50 rog. 12(18.5) | 7(58.33) 5(41.67)

Picture 1 shows the distribution of patients with and
without late post-transplant complications depending on
the diagnosis of the disease.

diagnosis

Myelolibrogis F
MOS 3
Mon-Hodgkin's |0 late complication
[I—— . BN
o [l m i
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Picture 1

In the group of 8 patients with active phase of the disease,
6 (75%) manifest late complications after the allogeneic
transplant, while in the group of 57 patients in remission
23 (40.35%) had late complications. Patients with higher
EMBT risk were significantly more likely to have late
post-transplantation complications (p = 0.61). Patients
with comorbidity presented more late post-transplant
complications than those without concomitant disease -
50% (5/10) vs 43.64% (24/55) (p = 0.74).

Eye complications (acute dacryocystis, sicca sy, cataract
and papillary hemorrhage) were reported in 5 (769%)
patients with allogeneic HSCT. Statistical analysis
confirmed significant differences between patients with
and without late eye complications in terms of age (p =
0.022) and cell number (p = 0.01).

Gastrointestinal ~ complication/GIT ~ (hematemesis,
melena, cholelithiasis, hepatitis, cirrhosis, gastritis,
hepatosplenomegaly, lesion hepatitis) were registered in
16 (24.61%). Late GIT complications were higher in males
- 28.13% (9/32) vs females 21.21% (7/33) (p = 0.52). Patients
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with late GIT complications were older than patients
without such complications (34.87 + 12.6 vs 33.0 + 12.5; p
= 0.49). The donor-to-recipient female-to-male group was
more common in patients with late GIT complications
compared to patients without complications (35.71%).

Complications of the respiratory system (TB, pneumonia,
pleural effusion, pulmonary edema) were reported
in 7 (10.77%) patients. Men had more late pulmonary
complications than women - 12.5% (4/32) vs 9.09% (3/33); (p
= (.71). Patients with late pulmonary complications were
older than patients without such complications (36.4 +
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12.0 vs 33.1 + 12.5; p = 0.5). Donor male to recipient men
were significantly more frequent in patients with late
pulmonary complications compared to patients without
complication to other recipient donor groups.-21.05%
(4/19) (p = 0.31). In the group of 10 patients with
comorbidity, 3 (30%) had late pulmonary complications,
while in the group of 55 patients without comorbidity,
late pulmonary complications were diagnosed in 4 (7.27%).
The difference between patients with and without late
pulmonary complications in terms of present / absent
comorbidity was statistically significant for p = 0.067.
(Table 3)

Table 3 Distribution of late pulmonary complication according to risk factors

variable n (%) Late pulmonary complication p value
no ves
. Remission 57(87.7) 51(89.47) 6(10.53)
Disease stage - b1.0 ns
active 8(12.3) 7(8.5) 1(12.5)
0 3(4.6) 2(66.67) 1(33.33)
1 29(44.6) 28(96.55) 1(3.45)
. 2 22(33.8) 18 (81.82) 4(18.18)
EMBT risk score b0.25 ns
3 8(12.3) 7(875) 1(12.5)
4 2(3.1) 2(100) 0
5 1(1.5) 1(100) 0
o No 55(84.6) 51(92.73) 4(7127)
comorbidity h0.067 ns
yes 10(15.4) 7(70) 3(30)
Bu - Cy 25(38.5) 22 (88) 3(12)
Bu Cy - Mel 31(47.7) 29 (93.55) 2(6.45)
Conditioning regimen Ciklofosfamid+ATG 5(7.7) 5(100) 0 b0.13 ns
BEAM 2(3.1) 1(50) 1(50)
Flag - Ida 2(3.1) 1(50) 1(50)
1-3 7(10.8) 7(100) 0 b0.46 ns
Days of febrility 3-5 4(6.2) 3(75) 1(25)
5-10 2(3.1) 2 (100) 0

Cardiological complications such as DVT, hypertension,
cardiomyopathy and thrombosis occurred in 4 (6.15%)
patients with allogeneic HSCT.

Endocrinological complications (iatrogenic diabetes,
insipid diabetes) were reported in 7 (10.77%) patients
with allogeneic HSCT. Analysis of late endocrinological
complications in terms of demographic characteristics
of patients showed that men offen than women have
such complications -12.5% (4/32) vs 9.09% (3/33); (p = 0.71).
Patients with these complications were significantly older
compared with patients without such complications
(42.14 = 10.6 vs 32.41 = 12.3; p = 0.3) and patients with

such complications had a significantly longer time from
diagnosis to transplantation (p = 0.17).

Neurological complications were reported in 4 (6.15%)
patients with allogeneic HSCT, manifesting as: one patient
with epic seizure and encephalopathy, one patient with
epic seizures and stroke, one patient with hemorrhagic
insult and one patient with spastic paraparesis and
muscle weakness.

Secondary malignancy occurred in 4 (6.15%) patients
and all of them were females. Patients with secondary
malignancies were aged 16, 28, 34 and 35 years. All
patients were diagnosed with AML. All 4 patients were in
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remission and all without concomitant conditions.

Chronic graft versus host disease was reported in 10
(15.4%) patients. Chronic GvHD was equally present in
male and female patients (15.63%, 15.15%, consecutively).
Patients with chronic GvHD were younger than patients
without - 32.30 + 11.3 vs 33.67 + 12.7 (p = 0.75). There
was no statistically significant difference between
patients with and without chronic GvHD depending on
the donor-recipient relationship (p = 0.51). The most
common localization of chronic GvHD was on the skin,
and was manifested in 7/10 patients. PUVA radiation was
administered in 4/7 patients. The second localization
of chronic GvHD was GIT. The results of the study
showed that the disease phase had a significant effect
on the frequency of chronic GvHD on the skin (p = 0.018).
Significantly more frequent skin rash was associated
in patients who were transplanted in active disease
compared with patients transplanted in remission.
Patients with comorbidities more often than patients
without concomitant chronic diseases had cGvHD on
skin. Conditioning regimen had no significant effect on
cGvHD on skin (p = 0.62). Chronic graft versus host disease
was mostly due to previous acute GvHD - 9.23% (6/11).

Graft rejection as a late complication occurred in 2
(3.08%) patients with allogeneic HSCT, aged 44 and 50
years, both with AML diagnose, transplantation made
in remission and without comcomitant chronic disease.
Both patients had a donor male, and the time from
diagnosis to transplant was longer than 6 months.

In 16 (24.61%) patients with allogeneic HSCT, there
was a relapse of the underlying disease. Male patients
were slightly more likely to have relapsed disease than
female patients - 28.13% vs 21.21%. Survival time from
transplantation to relapse was usually 6 to 12 months
and less than 6 months (7.69%, 6.15%, consecutively). Type
of conditioning regimen was significantly different in
patients with and without relapses (p = 0.047).

DISCUSSION

Allogeneic bone marrow transplantation is associated
with a substantial risk of death within the first two years
after the procedure, whereas after two years survival
curves often reach a plateau32. HSCT survivors face
medical late effects33 that can limit their functioning,
require prolonged or life-long medical treatment, reduce
their quality of life and also shorten their survival.
Our study included 65 patients who were treated with
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allogeneic HSCT at the University Clinic of Hematology
in Skopje. Our goal was to identify late complications
that occur in patients treated with allogeneic HSCT, their
diagnosis, management, timely treatment and impact on
quality of life.

A number of variables related to patient characteristics
or transplantation, such as age of the patient, the type
and duration of the underlying disease or conditioning
regimen?, may affect the recovery of immunity following
HSCT34. Other complications of post-transplantation,
such as GvHD and administration of immunosuppressive
drugs35,36 as a consequence of GvHD, may also have
an effectl7 GvHD can lead to fatal outcome as a
direct complication or is associated with an immune
deficiency37,38 that increases the susceptibility to
infections9,20,21,39. Long-term side effects after
allogeneic HSCT include nonmalignant organ or tissue
dysfunction40, changes in quality of lifed], infections
related toabnormalimmune reconstitutionand secondary
cancers42. Almost all organs and tissues can be the target
for the long-term side effects after allogeneic HSCT16,43.
Nevertheless, it should also be taken into account the
common diseases or other comorbidities that the patient
might have had before transplantation. Our results
should be interpreted with caution because the protocols
for transplantation, the treatment of complications
and monitoring were not equal among patients in our
group. Transplantation techniques have changed over
the years and thus the prevention of some complications
after transplantation, such as acute GvHD have
improved44,45,10,23, and the treatment of relapse to the
disease is now more effectivel8. Chronic GvHD remains
the biggest challenge - a risk factor9,22,46,47. Long-term
adverse effects are multifactorial, the natural history of
late effects will change in the future, as transplantation
techniques have changed significantly over the last three
decades48,49. Monitoring of the post-transplant period
and clinical follow-up of the registered complications
enabled the creation, standardization and acceptance
of uniform criteria in the approach of each patient
treated with this intervention4. Careful assessment of
the risk and benefits prior to each transplantation is
required, with a special-individual approach for each
patient14,50,51. Prevention, screening and management
of late complications of transplantation may require
a multidisciplinary approach, with involvement of the
transplant center, oncologists, subspecialists, primary
care physicians and other healthcare providers, as
necessary. The multidisciplinary approach is mandatory
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in monitoring these patients which will help us to
create our own therapeutic strategy with defined
recommendations for screening and preventive late post-
transplant complications3152.

We have tried to summarize the current thinking
about best screening and treatment approaches to
these common complications. The long-term goal is
maintenance of health and to ensure the best possible
quality of life. Establishment of a close partnership
between the transplant centre, the organ-specific
specialities and local primary careproviders to provide
life-long counseling and prevention therapy is a key factor
for the long-term success of any transplant program53.

In conclusion, the rapidly growing population of
allogeneic HCT survivors creates an obligation to educate
patients and physicians about the late complications
observed in patients after this therapy. Since it is higher
than the average rate of secondary malignanciesd?,
cardiovascular25,26,54, infectious20, endocrine55,56,
pulmonary24 and kidney disease57,58, and bone loss
indicate that this population requires more frequent
screening, examinations and earlier interventions than
the general population.
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ABSTRACT

Introduction: We compared the early postoperative complications after pancreaticoduodenal resection in
pancreatic carcinoma using pancreaticogastrostomy with mixed drainage and pancreaticojejunostomy with
external drainage.

Materials and Methods: Between 2007 and 2017, we performed 40 proximal pancreaticoduodenal resections
in 40 patients with pancreaticogastrostomy and mixed drainage, and pancreaticoduodenal resection with T-L
pancreaticojejunostomy and external drainage in 80 patients. The three sequential steps of the optimized
procedure for pancreaticodigestive anastomosis using mixed drainage are described in detail.

Results: The assessment of early postoperative complications convincingly proves the effectiveness of our
optimized surgical procedure. The absence of postoperative resection stumps, the single-loop construction of
digestive anastomoses and their mixed intraluminal unloading through active and passive aspiration lead to
a statistically significant (p<0.05) reduction in early postoperative complications, namely: surgical morbidity,
pancreatic insufficiency, pancreatic fistula grade (B+C), intra-abdominal hemorrhage, intra-abdominal infection,
and bile leakage. Hospital stay was also significantly shortened.

Conclusion: The absence of postoperative resection stumps, the single-loop construction of digestive anastomoses
and their mixed intraluminal unloading through active and passive aspiration lead to a statistically significant
reduction in early postoperative complications (p<0.05) and shorter hospital stay.

Keywords: pancreaticojejunostomy, pancreaticogastrostomy, pancreatic fistula, mixed drainage

INTRODUCTION postoperative complications (up to 60.0%). Despite the
abundance of optimized surgical techniques (more than
80), this type of anastomosis remains physiologically

loaded and unacceptable for modern radical treatment.

Pancreatic cancer is the fourth cause of death from
oncological diseases. The overall 5-year survival rate is
from 5.0% to 8.0%. The proximal pancreaticoduodenal

resection developed by A. O. Whipple et al. in 1935 is
still used today for the treatment of pancreatic head
and periampullary carcinoma. Its greatest advantage
is the radicality of the treatment. Regardless of the
type of pancreaticodigestive anastomosis, its major
disadvantages are the high incidence of pancreatic
insufficiency and fistula (up to 30.0%) and early
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Currently pancreatic fistula occurs in 9.0%-14.0% of the
operations (2). The incidence of clinically significant
fistulas (grades B+C, according to ISGPF) was most
commonly 16.00% in pancreatoduodenectomy, 13.00% in
distal pancreatectomy, and 83%in central pancreatectomy
(3). Pancreatic fistula (grade B+C) was found in 10.2% of
532 patients (4).
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The Fistula Risk Score Group defined a specific grading
system based on four parameters (soft pancreatic texture,
small pancreatic duct size (<3.0+4.0 mm), cystic pathology
and intraoperative blood loss) (>1000 mL+1500 mL)(5).

The incidence of intra-abdominal infection was 17.0%
(6) and the incidence of intra-abdominal hemorrhage
was 71% (7), 13.0% (8) or even 17.5% (9). Delayed gastric
emptying was another common complication (in 8.0%-
45.0% of cases) (8).

Rehospitalization was required in 370% of the 70
operated patients using the standard Whipple procedure,
most commonly due to nausea and vomiting (24.2%)
and pneumonia (19.24% of cases). Reoperation is most
commonly performed due to the presence of intra-
abdominal abscess (7).

Mechanical unloading of the pancreatico-digestive
anastomosis is a prerequisite for a better clinical effect.

According to our original concept, this unloading can
be achieved through an optimized reconstruction and
drainage approach after pancreaticoduodenal resection.

Original scientific paper

The purpose of this cohort study was to validate the new
method for optimal reconstruction and drainage in the
operated patients as well as to illustrate its advantages
in comparison to patients who have undergone the
traditional surgical procedure.

MATERIALS AND METHODS

Between 2007 and 2017, a total of 710 patients with
pancreatic cancer (371 men and 339 women) were
dispensarized at “Dr. M. Markov” Specialized Hospital
for Oncological Diseases in Varna. During the same
period, 40 proximal pancreaticoduodenal resections
were performed with pancreaticogastrostomy and
mixed drainage at the Department of Surgery at the “St.
Anna” University Hospital in Varna. Eighty out of a total
of 275 patients who underwent pancreaticoduodenal
resection with termino-lateral pancreaticojejunostomy
and external drainage were randomly selected and
randomized in terms of demographic and clinical
characteristics (Table 1).

Table 1. Demographic characteristics of both patients’ groups with pacreaticoduodenal resection

PJA external | PGA mixed drainage

Variables n(%) ainage n (%) 0 (%) p value
n 120 40)
males 6/(55.8) b (575) 21052.5] 10.697
females 535144.2) 4(42.5) 19(4/5] :
age (mean=SD](vears) 06+10 o/+1 06+2 30.674
median age / bd bb .
primary tumour origin
pancreatic head adenocarcinoma 43 (35.8) 27(33.8) 16 (40,0) 20.951
mpullary adenocarcinoma 36 (30,0 25 (51.3] 11(275) .
distal common bileduct adenocarcinoma 12 (10.0] 3(10.0) 4(10.0]
duodenal adenocarcinoma 5(4.2) 5(5.8) 2 (5.0
others 241(20.0) 17(21.3) [ (1/5)
ancreas parenchyma
rm 74 (61.7) 48 (60,0 26 (65.0) 10.692
soft 46 (38.3) 32 (40.0]) 14 (35.0]
symptoms
jaundice 90 (100.0) 55 (68.8 35 (87.5%) 10.027
epigastrjc pain 0(100.0) 52(65.0 23 (70.0%) 10.683
body weight loss 5 (100.0] 55(06.3 $2(80.0%) 10.1359
nausea and/or vomiting 0 ({100.0] 45 (56.5 25 (62.5%) 10.260
gastrointestinal bleeding 41000 3(3.8) 1(2.5%) 1.000
diabetes Mellitus 17(100.0) 15(15.0) 5112.5%) 10./88
with ERCP 16 (100.0) 1012.5) 6 (15.0%) 0.//8
TNM classification
T1 23(19.2) 15(18.8) 81200 1.000
T2 9/(80.8) 65(81.5) 32(80.0)
differentiation grade
G 7(5,8) 5(6.3) 2(5.0)
2 80 (66.7) 54(6/5) 26 (65.0) 20.773
3 25 (20.8) 17121.3] 820.0)
4 8(6./) 415.0) 4(10.0]

PJA - pancreaticojejunostomy; PGA - pancreaticogastrostomy; ERCP - endoscopic retrograde cholangiopancreatography; 1- Fisher’s exact

text; 2 - Pearson x2 test; 3 - Mann-Whitney test
The exclusion criteria were the following: localization

of carcinoma in the pancreatic body and tail, total/
subtotal pancreatectomy and distal pancreaticoduodenal
resection. All manipulations were performed in
accordance with the principles of the Declaration of
Helsinki and all patients gave informed consent. Data

were statistically processed with the IBM SPSS Statistics
Version 19.00 for Windows software. The following
methods for statistical hypothesis testing were used:
Fisher’s exact text, Pearson x2 test and Mann-Whitney U
test.
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Surgical procedure

Resection was performed according to the standard
Whipple procedure in the following sequence:
antrectomy at 5-7 cm from the pylorus; resection of the
head and neck of the pancreas; cholecystectomy with
resection of the distal ductus choledochus, resection
of the distal duodenum and jejunum at 5 cm from lig.
Treitz. Our optimized reconstruction approach included
replacing  termino-lateral  pancreaticojejunostomy
with termino-lateral pancreaticogastrostomy and
termino-lateral gastrojejunostomy with termino-lateral
gastrojejunostomy. Our optimized drainage method
involved mixed (internal and external) drainage. We used
a stent in internal drainage of the common pancreatic
duct and a two-chamber nasogastric tube for active and
passive drainage of all three digestive anastomoses.
The pancreatic duct was drained actively and passively
through the stent in the nasogastric tube. There was no
drainage through the anterior abdominal wall.

Our procedures are schematically illustrated on Figure 1
and Figure 2.

Jejunum [

Bicameral probe

Comman duct

Pancreas

Spleen

Figure 1. Schematic presentations of digestive anastomosis
drainage with two-chamber nasogastric tube

Schematic
anastomosis drainage with two-chamber

Figure 2. presentations of digestive
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nasogastric tube

A completed pancreaticogastrostomy on the posterior
stomach wall can be seen on Figure 3.

Figure 3. Native picture of a completed PGA on the
posterior stomach wall

An effective drainage passage is proven by postoperative
x-ray examination (Figure 4).

Figure 4. Postsurgical x-ray image indicating drainage
passage

Procedure stages
Stage I : Construction of the pancreaticogastrostomy

1. 2-3 cm are dissected from the resected end of the
pancreas. An aperture, 0.5 cm smaller than the diameter
of the pancreatic stump is made along the posterior wall
of the stomach. A drain is placed into the pancreatic duct,
depending on the diameter of the duct, and is fixed with
slowly-absorbable sutures.

2. A purse-string suture (PDS or BIOSYN 3-0) is applied to
the posterior abdominal wall at the place of the aperture.

3. Single (4-5) sutures are applied on the posterior wall of
the stomach and the capsule on the posterior wall of the
pancreas.

4. One-two cm are invaginated from the pancreatic stump
into the stomach.
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5. The purse-string and single sutures are tightened.

6. The anterior pancreatic wall is fixed to the posterior
abdominal wall with single (4-5) sutures (BIOSYN 3-0 or
PDS).

7. The jejunum is positioned so that its proximal part
passes transmesocolically after ductus choledochus and
reaches the remainder of the stomach. One always leaves
a section of the intestine which is 5 cm longer than the
distance between ductus choledochus and the stomach,
so that there is no tensile force.

Stage II: Termino-lateral hepaticojejunostomy

1. The posterior wall of the anastomosis is constructed
so that the posterior wall of ductus choledochus is fixed
to the small intestine with single sutures or interrupted
suture.

2. A two-chamber nasogastric tube is applied that exits
through the stomach stump, passes through the extracted
small intestine and reaches ductus choledochus. Its end
enters 2-3 cm into ductus choledochus and is fixed to the
posterior hepaticojejunal anastomosis wall with single
fast-absorbable suture.

3. The anterior wall of the anastomosis is constructed.
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Stage III: Termino-terminal gastrojejunostomy

1. The pancreatic drain is implanted into the two-chamber
nasogastric tube or is left freely in the stomach lumen.

2. The remainder of the stomach from the small
curvature to the large curvature is closed with a linear
stapler, leaving a resected section of the large curvature
corresponding in size to the small intestine lumen.

3. The location of the two-chamber nasogastric tube
openings in the fundus of the stomach near the pancreatic
stump is checked. The last digestive anastomosis (two-
layer termino-terminal gastrojejunostomy) is constructed
with single or continuous sutures.

4. The reconstruction ends with a truncated vagotomy.

The nasogastric probe is removed between 24 and 36
hours after restoration of the passage, which occurs most
often between the fourth and seventh day after surgery.

RESULTS

The results from the comparative analysis of early
postoperative complications in patients in both groups
convincingly demonstrated the effectiveness of our
optimized surgical procedure (Table 2).

Table 2. Early postoperative complications in both patients’ groups with pacreaticoduodenal resection

Variable PJA external drainage n (%) (%A mixed drainage n OR p value
one-month surgical mortality 12715.0) 1(2.5) 6.8 10.058
surgical morbidity 38(475) 3{75) 112 10.0001
pancreatic insufficiency 23(28.8) 1(2.5) 157 10.0001
pancreatic fistula grade (B+C) 15(18.8) 01(0.0) X 10.002
intraabdominal hemorrhage 14{175) 1(2)5) 82 10.019
intraabdominal infection 15(18.8) 1(2.5) 9.0 10.020
delayed gastric emptying 14{175) 2(5.0) 40 10.086
wound infection 12(15.0) 112.5) 6.9 10,058
bile leakage 15(18.8) 112.5) 9.0 10.020
hospital stay (days) 22 11 X 30.0001

PJA-pancreaticojejunostomy; PGA-pancreaticogastrostomy; ERCP-endoscopicretrograde cholangiopancreatography;
OR - odds ratio; 1 - Fisher’s exact text; 2 - Pearson x2 test; 3 - Mann-Whitney test

The absence of postoperative resection stumps, the
construction of single-loop digestive anastomoses and
their mixed intraluminal unloading through active and
passive aspiration lead to a statistically significant (p
<0.05) reduction (6-7 times) of the following complications:
surgical morbidity, pancreatic insufficiency, pancreatic
fistula grade (B+C), intra-abdominal hemorrhage, intra-
abdominal infection, and bile leakage (Table 2). The
control group had on the average higher relative risk of
early postoperative complications by 9 times. The shorter
hospital stay for the experimental group is noteworthy

(Table 2).

DISCUSSION

There are three main groups of methods for optimizing
pancreatic-digestive anastomoses in pancreatic-duodenal
resection.

The first group offers optimized types and methods of
reconstruction.

The standard Whipple resection is replaced by pylorus-
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preserving and the pylorus-resecting with stomach-
preserving resection. This does not reduce the radicality
of the operation. The spread of the tumour to the stomach
or the upper-horizontal duodenal segment is considered
tobe a contraindication for the preservation of the pylorus
(10). According to other studies, the pylorus-preserving
resection is either not radical enough (11), or is associated
with more significant weight loss: by an average of 13.5
kg compared to 8.0 kg in standard Whipple resection (12).

The results from two meta-analyses on 496 (13) and 512
pancreaticoduodenal resections (14) do not demonstrate
any advantage of the pylorus-preserving resection over
the standard Whipple one in terms of radicality, survival,
mortality and early postoperative complications. The
first intervention results in shorter operative time (by 68
min.), less intraoperative blood loss (by 76 mL), less blood
transfusion (by 65 mL) and shorter hospital stay (by 1.8
days) as well as in a higher incidence of delayed gastric
emptying (29.0% versus 24.4%).

In our opinion, the pylorus-preserving resection is
currently an acceptable option for standard Whipple
resection in benign periampullary tumours. However, it
is not recommended as a method of choice for pancreatic
head or distal end carcinoma of the common bile duct
because it may compromise the radicality of the surgical
treatment. We use standard Whipple resection without
preserving the pylorus.

There are different methods of reconstruction
with pancreaticojejunostomy (single-loop or dual-
loop reconstruction: Cattell, Mallet-Guy, Whipple,
Braunschweig, Child, Roux-en-Y and end-to-loop methods)
and pancreaticogastrostomy (Roux-en-Y, and ¥ method).
The Roux-N-Y loop reconstruction method, with isolation
of the pancreaticojejunostomy on the shorter small
intestinal Y-branch, is recommended as more effective,
and in the Child’s method (T-T pancreaticojejunostomy),
the pancreatic stump is mobilized termino-terminally to
the small intestine’s end.

Between 1967 and 1983, 128 patients, and between 1984 and
2013, 70 patients who underwent pancreaticoduodenal
resections were studied (15). In the first group, a single
loop with ¥ contour after the methods of Cattell and
Mallet-Guy or uninterrupted contour after the methods
of Whipple, Braunschwig and Child with or without site-
to-site jejuno-jejunal anastomosis (Braun enterostomy)
was used. In the second group, a Roux-N-Y loop with
pancreaticojejunostomy isolation was used. In the first
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group with single loop, the sequence of anastomotic
placement did not affect the onset of early complications,
the incidence of pancreatic fistula was about 20%, and
the pancreaticojejunostomy continued to be loaded by
bile secretions and intestinal contents. In the second
group with the Roux-N-Y loop, the incidence of early
complications was smaller It was the smallest when
the pancreaticojejunostomy was isolated on the shorter
small intestinal Y-branch, the incidence of pancreatic
fistula being about 8.0%.

A study of 700 pancreaticoduodenal resection
patients (588 with single loop and 112 with Roux-N-Y
loop reconstruction) achieved similar results (16).
An alternative to Roux-N-Y loop is an end-to-loop
reconstruction, popularized by Russian-speaking
authors. In this currently well-established surgical
technique for strengthening the pancreaticojejunostomy,
the pancreatic stump is fixed in an opening of the small
intestine loop (end-to-loop) and is treated differently.

By postoperative day 10 of Braun enteroenterostomy
during pancreaticoduodenal resections, there is delayed
gastric emptying in 10% while without this procedure
- in 26% (p <0.05) and international grading criteria
(grades B+C) - in 7% versus 31 % of the cases (p=0.003)
(17), while for ISGPS, delayed gastric emptying occurs
in 36.0% and in 60.0% of the cases, respectively (18).
Both Braun enteroenterostomy and isolated Roux-en-Y
pancreaticojejunostomy reduce alkaline reflux in the
stomach.

Thediscussionaboutthe choice of pancreaticojejunostomy
or pancreaticogastrostomy is the subject of numerous
randomized clinical trials and meta-analyses.

In meta-analyses, pancreaticogastrostomy is most often
favoured or equal results are cited for both (20).

Despite these results, pancreaticojejunostomy remains
the most commonly used method, due to the more
physiologically convenient site of infusion of pancreatic
juice - the jejunum, not the stomach (21). A study of
the Canadian Hepato-Pancreatico-Biliary Association
reports that the pancreatico-jejunal anastomosis is
a preferred method of reconstruction in 85.6% of the
75 surveyed surgeons (1). Pancreaticogastrostomy
is more commonly associated with morphological
and functional complications because gastric juice
reflux inactivates pancreatic enzymes and causes
early pancreatic insufficiency (22). We strongly prefer
pancreaticogastrostomy and one-loop reconstruction
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of the digestive anastomoses without residual post-
resection stumps.

The second group refers to optimized anastomosing

surgical  techniques  aimed at  enhancing
anatomical strength and ensuring optimal blood
supply for the pancreaticodigestive anastomosis

(pancreaticojejunostomy or pancreaticogastrostomy).
Pancreaticojejunostomy can be constructed antecolically,
retrocolically and retromesenterically. Two approaches
based on the density of glandular parenchyma and ductus
pancreaticus diameter are the most common: for hard
parenchyma and wide duct (>3.00 mm) - termino-lateral
duct-to-mucosa pancreaticojejunostomy, and for soft
parenchyma and narrow canal (<3.00 mm) - termino-
terminal invaginated pancreaticojejunostomy.

In hard parenchyma and wide pancreatic duct, these two
types of pancreaticojejunostomy are equivalent in terms
of morbidity, mortality and hospital stay, but in duct-
to-mucosa pancreaticojejunostomy, there is a risk that
not all pancreatic juice will flow into the jejunum, if an
accessory duct of Santorini is present.

A study of 850 pancreaticoduodenal resections (421 duct-
to-mucosa and 429 invaginated pancreaticojejunostomies)
reported equal incidence of pancreatic fistula of about
15.0% and pancreatic fistula grade (B+C) of about 10.0%
(5). In soft parenchyma and narrow pancreatic duct,
duct-to-mucosa pancreaticojejunostomy was associated
with a high risk of pancreatic fistula grade (B+C) due
to jejunal mucosal edema and duct obstruction. In a
meta-analysis of 654 pancreatic-duodenal resections,
the incidence of pancreatic fistula was 27.4% for duct-to-
mucosa and 9.6% for invaginated pancreaticojejunostomy
(23). In extensive sewing and compression during the
invaginated pancreaticojejunostomy, there was also a
risk of parenchymal rupture, bleeding, and development
of a pancreatic fistula (22).

Binding pancreaticojejunostomy is an equivalent
technique as an alternative to pancreaticojejunostomy.
It is a method of choice according to the surgeon’s
preferences. It is associated with slightly more complex
technical procedures and a higher hospital cost. Three
studies with this technique report different values for
pancreatic fistula: 8.9% (24), 3.0% (25) and 0% (26). A
later study in a European center does not, however,
repeat these results (27). One-layer duct-to-mucosa
pancreaticojejunostomy is more often associated with
higher risk for a pancreatic fistula grade (B+C). Two-
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layer suture duct-to-mucosa pancreaticojejunostomy is
associated with a higher risk for a pancreatic fistula in
narrow pancreatic duct (<3.0 mm).

The two-layer (Cattell Warren) and matrix suture
(Blumgart) methods are equivalent. Technically, the
matrix suture is executed for 10 min. shorter associated
with fewer reoperations, but a larger number of
haemotransfusions. In a narrow pancreatic duct (<3.0
mm), it is recommended to apply modified three-layer
duct-to-mucosa pancreaticojejunostomy techniques.

A 2018 meta-analysis on 1043 pancreatic-duodenal
resection patients (518 duct-to-mucosa and 525
Dunking) does not establish any significant difference
between the two groups in terms of the total and
clinically significant pancreatic fistula (28). More often,
advantage is given to continuous suture duct-to-mucosa
pancreaticojejunostomy in regards to pancreatic fistula
incidence, morbidity and mortality. A study of several
randomized controlled trials (29) compares the two
techniques in 255 pancreatic-duodenal resections
(120 two-layer continuous suture termino-lateral
pancreaticojejunostomy and 135 with conventional
interrupted suture) establishing 75% and 17.0%
pancreatic fistula incidence, respectively) and confirms
the advantage of the first procedure. It is also superior
to the second procedure in soft parenchyma and narrow
pancreatic duct with an incidence of pancreatic fistula of
8.5% and 19.6%, respectively.

Pancreaticogastrostomy is performed using invaginated,
duct-to-mucosa, or binding anastomosis. Invaginated
anastomosis is most commonly performed with
transpancreatic vertical mattress suture (30), and duct-
to-mucosa or binding anastomosis combines the trans-
pancreatic matrix suture with single connecting sutures
(31). Applying the vertical mattress suture is associated
with risk of damage to glandular parenchyma and,
therefore, there is a tendency to avoid using this suture
type to construct binding anastomoses. Regarding
pancreatic fistulaincidence, there isno definitive evidence
of an advantage of any of the binding surgical techniques
in the construction of bhinding pancreaticogastrostomy
(32-34).

We prefer the construction of pancreaticogastrostomy
without the use of matrix suture, with single interrupted
sutures and a single purse-string suture. We believe
that the surgical principles of proper haemostasis,
vitality and precision treatment, lack of tension and
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proper tissue positioning as well as the use of fine suture
material, provide greater stability and functionality to
the pancreatic anastomosis than the surgical technique
itself.

Thethirdgroupreferstooptimizeddrainageofthedigestive
anastomoses. Placing a stent through the pancreatico-
digestive  anastomosis after  pancreaticoduodenal
resection facilitates the diversion of pancreatic juice
from the site of anastomosis and decompression of the
residual pancreas as well as maintains the passability
of the common pancreatic duct. However, the benefits
remain contradictory. The complications in the external
stent are associated with the time of its removal, and in
the internal one - with the high incidence of migration
to an atypical location. The timing of the drainage is an
independent risk factor for pancreatic fistula grade (B+C).
Early removal of the drainage (on the third or fourth day)is
associated with decreased incidence of pancreatic fistula,
abdominal and pulmonary complications and shorter
hospital stay. Removal of the drainage by the 72nd hour
is recommended for patients at low risk for a pancreatic
fistula (with hard parenchyma, wide (> 3.0 mm) pancreatic
duct and amylase content in drainage below 5000 U/L)
(35,36). Longer drainage retention is recommended in
patients at high risk for pancreatic fistula (with mild
parenchyma, narrow (<3.0 mm) pancreatic duct, and
amylase concentration in the drainage above 5000 U/L).
Persistence of the drainage for more than three weeks is
an independent risk factor for a pancreatic fistula (37).

We insert a drainage into the pancreatic duct and
replace the percutaneous lead outside the abdominal
cavity drain with a specially designed two-chamber
nasogastric tube, allowing common intraluminal
drainage of the three digestive anastomoses
termino-lateral ~ pancreaticogastrostomy;  termino-
lateral hepaticojejunostomy and termino-terminal
gastrojejunostomy. We have developed a procedure for
measuring the volume and pressure of gastrointestinal
contents, which determines the frequency and volume of
active aspiration.

CONCLUSIONS

The absence of postoperative resection stumps, the
construction of single-loop digestive anastomoses and
their mixed intraluminal unloading through active
and passive aspiration lead to a statistically significant
reduction in early postoperative complications (p<0.05)
and shorter hospital stay.

Revisté mjekésore - MEDICUS | 300

IS ISP

000000000000

REFERENCES

L

10.

11.

Cyr DP, Truong JL, Lam-McCulloch J, Cleary SP, Karani-
colas PJ. Canadian practice patterns for pancreaticoduo-
denectomy. Can J Surg. 2015;58(2):121-7.

Kirihara Y, Takahashi N, Hashimoto Y, Sclabas GM, Khan
S, Moriya T, et al. Prediction of pancreatic anastomotic
failure after pancreatoduodenectomy: the use of preop-
erative, quantitative computed tomography to measure
remnant pancreatic volume and body composition. Ann
Surg. 2013;257(3):512-9.

Pratt W, Maithel SK, Vanounou T, Callery MP, Vollmer
CM Jr. Postoperative pancreatic fistulas are not equiva-
lent after proximal, distal, and central pancreatectomy.
J Gastrointest Surg. 2006;10(9):1264-78; discussion 1278-
9.

Fu SJ, Shen SL, Li SQ, Hu W), Hua YP, Kuang M, et al.
Risk factors and outcomes of postoperative pancreatic
fistula after pancreatico-duodenectomy: an audit of 532
consecutive cases. BMC Surg. 2015;15:34. doi: 10.1186/
$12893-015-0011-7.

Zhang S, Lan Z, Zhang J, Chen Y, Xu Q, Jiang Q, et al.
Duct-to-mucosa versus invagination pancreaticojeju-
nostomy after pancreaticoduodenectomy: a meta-anal-
ysis. Oncotarget. 2017;8(28):46449-60.

Halloran CM, Ghaneh P, Bosonnet L, Hartley MN, Sutton
R, Neoptolemos JP. Complications of pancreatic cancer
resection. Dig Surg. 2002;19(2):138-46.

Saraee A, Vahedian-Ardakani J, Saraee E, Pakzad R,
Wadji MB. Whipple procedure: a review of a 7-year clini-
cal experience in a referral center for hepatobiliary and
pancreas diseases. World ] Surg Oncol. 2015;13:98. doi:
10.1186/s12957-015-0523-8.

DeOliveira ML, Winter JM, Schafer M, Cunningham SC,
Cameron JL, Yeo CJ, et al. Assessment of complications
after pancreatic surgery: A novel grading system ap-

plied to 633 patients undergoing pancreaticoduodenec-
tomy. Ann Surg. 2006;244(6):931-7; discussion 937-9.

Egorov VI. Extirpation of pancreatic stump and total
duodenopancreatectomy for prevention and treatment
of complications after pancreatic surgery. Ann. Khirurg.
Patol. 2014;19(2):9-13 (in Russian).

Mikhajlova SA. Comparative analysis of different type
pancreaticodigestive reconstruction after pancreatodu-
odenectomy. Ann. Khirurg. Patol. 2007;12(3):22-27 (in
Russian).

Dineen SP, Roland CL, Schwarz RE. Pancreatoduodenec-
tomy with or without pyloric preservation: a clinical



12.

13.

14.

15.

16.

17

18.

19.

20.

At

outcomes comparison. HPB Surg. 2008;2008:719459.
doi: 10.1155/2008/719459.

Tran KT, Smeenk HG, van Eijck CH, Kazemier G, Hop
WC, Greve JW, et al. Pylorus preserving pancreaticoduo-
denectomy versus standard Whipple procedure: a pro-
spective, randomized, multicenter analysis of 170 pa-
tients with pancreatic and periampullary tumors. Ann
Surg. 2004;240(5):738-45.

Diener MK, Fitzmaurice C, Schwarzer G, Seiler CM,
Hiittner FJ, Antes G, et al. Pylorus-preserving pan-
creaticoduodenectomy (pp Whipple) versus pancreati-
coduodenectomy (classic Whipple) for surgical treat-
ment of periampullary and pancreatic carcinoma.
Cochrane Database Syst Rev. 2014;(11):CD006053. doi:
10.1002/14651858.CD006053.pubb.

Nikfarjam M, Houli N, Tufail F, Weinberg L, Muralid-
haran V, Christophi C. Reduction in delayed gastric
emptying following non-pylorus preserving pancreati-
coduodenectomy by addition of a Braun enteroenteros-
tomy. JOP. 2012;13(5):488-96.

Straja ND, Daha C, Bratucu E, Cirimbei C, Prunoiu V,
Alecu M, et al. Pancreaticojejunostomy - risk anastomo-

sis after cephalic pancreaticoduodenectomy. Chirurgia
(Bucur). 2015;110(4):339-45.

Grobmyer SR, Hollenbeck ST, Jaques DP, Jarnagin WR,
DeMatteo R, Coit DG, et al. Roux-enY reconstruc-
tion after pancreaticoduodenectomy. Arch Surg.
2008;143(12):1184-8.

Hochwald SN, Grobmyer SR, Hemming AW, Curran E,
Bloom DA, Delano M, et al. Braun enteroenterostomy is
associated with reduced delayed gastric emptying and

early resumption of oral feeding following pancreati-
coduodenectomy. J Surg Oncol. 2010;101(5):351-5.

An internist’s illustrated guide to gastrointestinal sur-
gery. Wu GY, Aziz K, Whalen GF, eds. Totowa, NJ, Hu-
mana Press Inc., 2003. 341 p.

Hallet ], Zih FS, Deobald RG, Scheer AS, Law CH, Co-
burn NG, et al. The impact of pancreaticojejunostomy
versus pancreaticogastrostomy reconstruction on pan-
creatic fistula after pancreaticoduodenectomy: meta-
analysis of randomized controlled trials. HPB (Oxford).
2015;17(2):113-22.

Crippa S, Cirocchi R, Randolph J, Partelli S, Belfiori G,
Piccioli A, et al. Pancreaticojejunostomy is comparable
to pancreaticogastrostomy after pancreaticoduodenec-

tomy: an updated meta-analysis of randomized con-
trolled trials. Langenbecks Arch Surg. 2016;401(4):427-

21.

22.

23.

24.

25.

26.

27

28.

29.

30.

Original scientific paper

37

Bai X, Zhang Q, Gao S, Lou J, Li G, Zhang Y, et al. Duct-
to-mucosa vs invagination for pancreaticojejunostomy
after pancreaticoduodenectomy: a prospective, rand-
omized controlled trial from a single surgeon. ] Am Coll
Surg. 2016;222(1):10-8.

El Nakeeb A, E1 Hemaly M, Askr W, Ellatif MA, Hamed H,
Elghawalby A, et al. Corrigendum to ‘Comparative study
between duct to mucosa and invagination pancreati-
cojejunostomy after pancreaticoduodenectomy: A pro-
spective randomized study’. Int J Surg. 16 (2015) 1-6. Int ]
Surg. 2018;54(Pt A):313.

Hua J, He Z, Qian D, Meng H, Zhou B, Song Z. Duct-
to-mucosa versus invagination pancreaticojejunos-
tomy following pancreaticoduodenectomy: a system-
atic review and meta-analysis. ] Gastrointest Surg.
2015;19(10):1900-9.

Buc E, Flamein R, Golffier C, Dubois A, Nagarajan G, Fut-
ier E, et al. Peng’s binding pancreaticojejunostomy after
pancreaticoduodenectomy: a French prospective study.
J Gastrointest Surg. 2010;14(4):705-10.

Nordback I, Raty S, Laukkarinen J, Jarvinen S, Piironen
A, Leppiniemi J, et al. A novel radiopaque biodegrad-
able stent for pancreatobiliary applications - the first
human phase I trial in the pancreas. Pancreatology.
2012;12(3):264-71.

Hashimoto D, Hirota M, Yagi Y, Baba H. End-to-side pan-
creaticojejunostomy without stitches in the pancreatic
stump. Surg Today. 2013;43(7):821-4.

Casadei R, Ricci C, Silvestri S, Campra D, Ercolani G,
DAmbra M, et al. Peng’s binding pancreaticojejunos-
tomy after pancreaticoduodenectomy. An Italian,
prospective, dual-institution study. Pancreatology.
2013;13(3):305-9.

Kilambi R, Singh AN. Duct-to-mucosa versus dunking
techniques of pancreaticojejunostomy after pancreati-
coduodenectomy: Do we need more trials? A systematic
review and meta-analysis with trial sequential analysis.
J Surg Oncol. 2018;117(5):928-39.

Chen Y, Ke N, Tan C, Zhang H, Wang X, Mai G, et al. Con-
tinuous versus interrupted suture techniques of pan-
creaticojejunostomy after pancreaticoduodenectomy. J
Surg Res. 2015;193(2):590-7.

Ohigashi H, Ishikawa O, Eguchi H, Sasaki Y, Yamada T,
Kishi K, et al. A simple and safe anastomosis in pan-

creaticogastrostomy using mattress sutures. AmJ Surg.
2008;196(1):130-4.

301 | Medical Journal - MEDICUS

AN



000000000000

Original scientific paper

3L

32.

33.

34.

Bartsch DK, Langer P, Kanngiefer V, Fendrich V, Dietzel 35. Lassen K, Coolsen MM, Slim K, Carli F, de Aguilar-Nas-

K. A simple and safe anastomosis for pancreatogastros-
tomy using one binding purse-string and two transfix-
ing mattress sutures. Int ] Surg Oncol. 2012;2012:718637.
doi: 10.1155/2012/718637.

Kang P, Wang Z, Leng K, Zhong X, Wang H, Wan M, et
al. Binding pancreaticogastrostomy anastomosis in
central pancreatectomy: A single center experience.
Medicine (Baltimore). 2017;96(45):e8354. doi: 10.1097/
MD.0000000000008354.

Zhu F, Wang M, Wang X, Tian R, Shi C, Xu M, et al.
Modified technique of pancreaticogastrostomy for
soft pancreas with two continuous hemstitch sutures:
a single-center prospective study. ] Gastrointest Surg.
2013;17(7):1306-11.

Kostov D, Kobakov G, Yankov D. Pancreatogastrostomy

with one continuous seromuscular circular suture. Int J
Surg Med. 2015;1(1):1-7.

Revisté mjekésore - MEDICUS | 302

IS ISP

36.

37

cimento JE, Schifer M, et al.; Enhanced Recovery After
Surgery (ERAS) Society, for Perioperative Care; Euro-
pean Society for Clinical Nutrition and Metabolism
(ESPEN); International Association for Surgical Me-
tabolism and Nutrition (TASMEN). Guidelines for perio-
perative care for pancreaticoduodenectomy: Enhanced
Recovery After Surgery (ERAS®) Society recommenda-
tions. World J Surg. 2013;37(2):240-58.

Liang TB, Bai XL, Zheng SS. Pancreatic fistula after
pancreaticoduodenectomy: diagnosed according to In-
ternational Study Group Pancreatic Fistula (ISGPF) defi-
nition. Pancreatology. 2007;7(4):325-31.

Cheng Z, Lin H, Gong J, Li D. Pancreatic duct stenting
on postoperative pancreatic fistula: a systematic re-
view and network meta-analysis. Int J Clin Exp Med.
2018;11(4):3000-9.



L Original scientific paper J \\\\\\

KBAHTUTATHBHO OZIPEYBAIbE HA KAJIITPOTEKTUH BO ACITUT
KAJ TAITMEHTH CO CTIOHTAH bAKTEPHCKY IIEPUTOHUTUC ITPE]T
N 110 AHTUBMOTKCHOT TPETMAH

®ana JTmyocka-Jocucosuk', Mepu TpajkoBcka', Kanuna I'puBueBa-Crappenosa’, Bukrpopuja Yamocka-
lBaHoBcka!, Marmanena JlumutpoBa-Tenaguena’, betu TogopoBcka', Bnagumup ABpamocku!, MarjaneHa
[Tunoncka?, Henay JokcumoBHK!

'YH1Bep3uTeTCKaTa KIMHUKA 3a racTpeHTepoxernaTonoruja, CKorije;
2IHCTUTYT 3a KIMHUYKA O1oxemuja,CKorje

Medicus 2019, Vol. 24 (3): 303-311

AIICTPAKT

Bogep. Criontannor 6akrtepucku meputonutuc (CBII) Kaj marueHTHTE €O IPHOAPOOHA IMPO3a € HOBOHACTAHATA,
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nommMopdonyknepanu Kinetku ([(IMHK) e 2250 Bo 1 M1 aciiuTHa TEYHOCT (PAUHOTO MUKPOCKOIICKO M/I aBTOMATH3UPaHO
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[lemu llenute Ha HamiaTa MUIOT CTyAWja Oelle Jja ce Offpefii KOHIIEHTpaIUjaTa HA KaJMPOTEKTHH BO aCI[UT Kaj
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KOHIIeHTpallMjaTa Ha KaJmpoTeKTHH Kaj marpeHTy co CBII mpes v 10 aHTHOMOTCKUOT TPeTMaH.

Marepujanu 1 Metoau. Bo oBaa IpoCIEKTHBHO-aHAMTHUUKO-ONICEPBATOPMCKA TWIOT CTyauja Oea BKaydeHu 30
THalMeHTH CO IL[PHOJIPOOHA IMpo3a M acuuT, mofeaenu Bo ase rpymny, CBII u He-CBIl. KBaHTUTaTMBHOTO Mepeme Ha
KaJIMPOTEKTHH BO acLuT ce Bpieine co TectoT Quantum Blue Calprotectin Ascites (LF-ASC25). CoOpanuTe mopaTorum
ce 00paboTHja o MOMOLI Ha CTATUCTUUKKMOT mporpaM SPSS 23 3a Windows.

PesynTaTu u guckycuja: Bo HamaTa cTymuja npoceyHata BpeJHOCT Ha KaJlIpoTeKTHH Kaj nanuedTtu co CBII 6ere 1.4
pg/mL HajHucKaTa BpeHOCT Ha KaJIIPOTEKTHH BO MCIIMTYBAaHATa Ipyma Oellle perMcTpUpaHa Kaj efieH TalieHT co
BpenHoct off 0.61 ug/mL, fomexa HajBucoka BpegHocT of 1.81pg/mL Kaj yetTupy maieHTH. PesynTatuTe moKakaa
TIOBMCOKH BPETHOCTH Ha KA/MPOTEKTHH BO aCIIUT Kaj MaI[UeHTH CO alIKOXO/THA O0/IeCT Ha I[PHUOT Ipo0 BO criopesida co
ocraHaTatuTe eTHonoruu. PechpakropeH aciuT ce peructpupa Kaj 60,0% o MCIIMTaHULIUTE a CaMo Kaj eieH Mal[ieHT
(6,7%) ce peructpupa klepsiella pneumonie Bo MukpoOMosonikaTa aHam3a Ha aciiuToT. HoaMHa oGjaBeHTHE CTYMK
Hpe3eHTHpaa CJIMYHU BPeTHOCTH Ha KaIIPOTEKTHH BO acIuT Kako 1 HamaTa ctyauja. Cropeq Child-Turcotte-Pughll
KnacuduKalgja CUTe MalMeHTH off MCIIMTYBaHaTa rpyma 6ea kiaca C, mojeka npoceuynara BpeHocT Ha MELD ckopot
usHecyBaiie 23,9+6,2. Kontponuuor 6poj Ha IIMHK Kaj cute ucnuraHumuTe Bo HCIIMTYBaHata rpyma oeie < 200 Bo
1 MJT acIUTHA TEYHOCT, 0fieKa IPoceyHaTa BPeJHOCT Ha KIampoTeKTHH Bo aciToT Oeme 0.69ug / mL u ykaka Ha
mobap ofroBop Ha MHUIL[MjAJIHUOT aHTUOMOTCKY TPETMaH, CO MCKJTYUOK Ha UEeTBOPHUIIA MAI[MEHTH CO KOHIIEHTpaIiuja
Ha KaJIPOTEKTHH BO actuT noroiema of, 1,39 ug /1, ¥ MHAMPEKTHO MOKaska /ieka HajBepojaTHO CTaHyBa 300D 3a IaxKHO
HeratuBeH Opoj Ha [IMHK. [IBajiia mareHTH o BUCKO HMBO Ha Ka/IMPOTEKTHH BO aCIUT M IIOKPaj KOHBEHI[MOHATHUTOT
Tpetman 3a CbII HacTamy cMpTeH MCXo[] BO TeK Ha JiBeHeJle/THa XOCIIUTaI13al1ja.

3aK/yyoK. KBaHTUTaTUBHOTO OJIpe/TyBatbe Ha KaMPOTEKTHH Bo aciut co TectoT Quantum Blue Calprotectin Ascites
(LF-ASC25) moxke Jja ce KOPHCTH Kako anTepHatBa Ha ofipeyBame Ha [IMHK Bo acuu. CBII ce jaByBa Kaj maijueHTH
co cepro3Ha xemartanHa gucgyHkimja npecmetana cropes Child-Pugh II ckop ' MELD ckopot. KanmporekTuHoT
MO3Ke Jla ce KOPUCTU KaKo MMPOTHOCTUYKY MapKep 3a e(pMKaCHOCTa Ha aHTMOMOTCKUOT TpeTMaH Kaj manyenu co CBIIL.
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BucokoTo HUBO Ha KaJIIIPOTEKTUHBO aCLUT II0 CelyaHeBeH AHTHOMOTCKU TpeTMaH e JIOII ITPOTrHOCTUYKHM 3HaK 3a

TIBEHE[IeNTHO TIPeKIBYBakbe.

Ky4Hu 300poBu: KaIPOTEKTHH, CIIOHTaH OakTepucky neputonutuc (CBII), npHOmIpoOHa 1upo3a

BOBE/[I

Cronranuor Oakrepucku mneputonutuc (CBII)  Kaj
HalyeHTHTe COo LPHOAPOOHA IMpo3a € HOBOHACTaHATa,
CIIOHTaHa OakTepucKa MH(EKIWja Ha CTePUIHA aclUTHa
TEYHOCT, BO OTCYCTBO Ha MHTpPaaO/IOMUHAIHI M3BOPHU Ha
nH(eKIMja Wik ManurauTer.1,2,3

[IpB nat e onminax Bo 1964 roguHa o crpaHa Ha Conn,
co BMCOKa cTanka Ha mopramuret o 90% (4). lenec co
HABpPeMeHO IOCTaBYBame Ha JMjarHo3aTa M COOJBETEH
AHTHOWOTCKM TPETMaH, MOPTAJUTETOT e cBefieH Ha 20-
30%. I'oguimHata cranka Ha peuuguBu Ha CBII e 70%,
a eJHOTOJIMIIHO IIPeKUBYBame IO IpBaTa emm3ofa ce
nBsku of] 30% mo 40%.4,5,6

I'maBen dakTop Bo matorenesara Ha CBII e 0akTepuckaTa
TpaHc/oKanuja (BT) Ha 1jpeBHUTE OaKTEPUM WM HUBHUTE
IIPOM3BO/H, Of] TYMEHOT Ha L[PEBOTO BO Me3eHTePUUHUTE
mumpHM ja3ny, MMHaTa IMPKYIalMja, CUCTEMCKATa
LMPKYIalyja U/MIH  eKCTPaUuHTeCTHHATHUTE OPraHu BO
NepuTOHeaIHaTa IIyIIMHa .8-14

HajcensuTiBeH mOKasaTel 3a  IIOCTaBYBame Ha
IWjarHo3aTa e Kora 0pojoT Ha HOMMMOpP(OHYKIEpaHH
ket ([IMHK) e 2250 Bo 1 My aciiuTHa TEUHOCT ( pauHOTO
MHUKPOCKOIICKO MJIM aBTOMATH3MpPaHo IpedpojyBame) u/
WM KOra BO MUKPOOMOJIONIKATa Ky/ITypa Ouje U30/mupaH
efleH Oakrepucku Buj.15,16,17

Mako oppenyBamero Ha Opojor Ha IIMH KieTku Bo
aCIUTOT OCTAHYBa 3/1aTeH CTaHap], 3a II0CTaBYBAHETO Ha
nujarHo3ara Ha CbII, mocnegHuBe rogMHu MCTPasKyBambaTa
ce HaCOUeHM KOH IPOHAorame Ha HOBY JUjarHOCTHYKU U
MPOTHOCTMYKY MapKepu. Kako MOTeHIMjalHu MapKepu
NPUCYTHU BO AacCIUTHaTa TEYHOCT Ce M37IBOjyBaaT

HpoKH(IaMaTOPHUTE LIUTOKUHHU (TYMOP HEKPOTU3UPAUKK
dakrop -TNFX u unrepneykunot 6 IL-6), makrodepuHor,
MPOKAIIUTOHUHOT, KaampoTeKTUHOT, C- peakTMBHUOT
nporenH (CRP) u mpokoarynaHTHuTe (DaKTOPU (TKMBEH
TPOMOOIUTACTHH, eHJIOTOKCUH U KojareH). Jlent ofi HUB ce
KOMepI1jaJTHO HefIOCTallHu, JieJi CO HUCKA OCEeT/IMBOCT,
WIM BUCOK PHU3MK Of JTa)KHO HeraTUBHU pPe3y/ITaTH,
0C00€HO Kaj MaIjueHTUuTe o HU30K Opoj Ha HeyTPOUIIH.
[locera He e joKa)kaHa BpeJHOCTA HA HUTY efleH MapKep
caM 3a cebe Kako onmTuMaseH 3a aujarHo3a Ha CBII, rro
VKa)KyBa Ha TI0TpebaTa off JOMONTHUTENTHY CTyauu. VcTo
Taka Tpeba Jla ce HarlOMeHe JieKa K/IaCUYHUTe TeXHUKU
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Ha MMKDOOMOJIONIKA KYITypa Ce HeraTMBHH BO 65%
o7 TIPUMepOIUTe Ha aCIUTHATa TEYHOCT CO MPUCYTHU
HeyTpodum.18,19,20.

BpegHocTa HAa  KaNMpOTEKTUHOT BO  aCLUT  KaKo
IujarHocTMuM W TporHoctuku akrop 3a CBII Kaj
TaIeHTHTe CO IIPHOIPOOHA IIPOo3a e 00jaBeH BO HEKOKY
TpymoBu. 21-38

KampoTeKTHHOT e  XeTepoTpuMepeH TPOTEMH CO
MoreKkylapHa TexkuHa of 36 kDa, cocraBeH op 7Ba
TENIKA U efieH JieceH JlaHell, HeKOBAJIeHTHO TIOBP3aHU
CO KalIIMyM M IMHK . V30mMpaH e CKOpo of ceKoja
TeJlecHa TEYHOCT BO YOBEUKOTO TeNo (IU1a3Mma, TUIVHKA,
VpHHa, IepeOpoCIMHAHA TEYHOCT, acUuT M derec),
TKMBa M KJIEeTKH. 3a BpeMe Ha BOCHAJIUTETTHUOT
TpoIlec, KaJMpoTeKTHHOT —JIMPEKTHO ce 0ciobofyBa
onm neykonutute. Bo HeyTpodumnuTe, ce Haora Bo
eKCTPaIM3030MaTHUOT IIMTO30]1 BO KOHIIEHTpaluja off
5-15 mg / ml, u mpezctaByBa 60% of CHTe IIUTOCOMYOMITHH
TMIPOTEHMHH TIITO Ce HAaoraaT BO KJIeTOYHATA I[UTOIIIa3Ma Ha
HeyTpoUIHITE rPaHyIonuTH.39-44

Bo 40 % opm ciayuamTe OaKTepUCKUTE KYIATYPU Ce
nosutuBHK Ha Escherichia coli, Klebsiella pneumoniae
u Streptococcyc  pneumoniae. Criopep mpernopakute
Ha AMepuKaHckaTa M EBpoIicKaTa acolujanyja 3a
TPOYYyBakbe Ha O0/IECTHUTE Ha IIPHUOT P00, CO eMIMPUCKH
AHTMOMOTCKY TPeTMaH Tpeba Jja ce 3aloYHM BeJJHAII 10
1ocTaByBame Ha AujarHosa Ha CBII. 1,16,17

[lppa 7umHMja ce 1edanoOCTIOPUHCKUTE IpernapaTi:
cefotaksim (2 g/6 yaca u.B), ceftriakson (1-2g/14uyaca
1.B), ceftazidima (1g / 12-24 yaca u.B) u ciprofloxacin (200
mg/12 yaca u.B). AlTepHaTHBHA OMIIKja e KOMOMHAIjaTa
Ha amoxicillin/clavulanic acid (1/0.2 g/8 uaca wu.),
ofloxacin( 2x400mg /neH, opanHo), norfloxacin (400 mg/
meH,opanHo), trimetoprim/ sulfametaxasol (960 mg /meH,
OpaJIHo).

AHTHOMOTCKMOT TPeTMaH Tpae of1 5 -7 ieHa (MHTpaBeHO3Ha
aryIMKalyja 7 IeHa, Wid KOMOMHMpaHa MHTPBEHO3HA U
opJIaHa arIMKalyja 2+5 JiexHa).

90% op mnanuMeHTHTe MMaaT Jo0ap OAroBOp Ha
WHUIMjaTHAOT TpeTMaH, a pesonynujata Ha CBII ce
TOKa)KyBa co HamayyBame Ha OpojoT Ha [IMHK Bo acrur
<250/ 1m1. ¥ cTepMTHA MUKPOOUOTIONIKA KY/ITYPA IOKOJIKY
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TIpeXofHO OM/a MO3WTMBHA. BropaTa maparieHTe3a ce
uHpuiupa 48 yaca off MOYETOKOT Ha aHTHOMOTCKUOT
TPeTMaH CO IeJl /la e BUIH TeParmMcKUOT edheKT. TpeTMaH
co 20% anoymun (1,5 g / kg npu mujarHocTUIMpambe Ha
CbIlu 1g/ kg Ha ieH - 3 feHa), ja HaMayBa CMPTHOCTa U
o HaMaJTyBa PU3UKOT Of] XellaTOpeHasIeH CHHPOM.

[loKonKy mojme 0 BONIyBame Ha KIMHUUKUTE 3HAIM
Y CUMITTOMH ¥ / WM JIojfie 0 3rojieMyBambe Ha OpojoT
Ha IIMHK Bo aciuTHaTa TeuyHocT, Iopajy IojaBa Ha
0aKTepucKa Pe3UCTEHTHOCT KOH  aHTHOMOTUKOT WK
pa3Boj Ha CeKyHfIapeH 0AKTepUCKU MePUTOHUTHC, Tpeba
7la ce IPOMeHM aHTMOMOTUKOT CIIOpe], aHTHOMOTpaM Wi
TepnujaTa fa ce MOgUGUIMPa CO APYTU alTePHATUBHU
AHTUOMOTHUIIU CO IMMPOK cIekTap.45-49

[lenvTe Ha HamaTa MUIOT CTYAMja Oellle Ja ce ofpenu
KOHIIeHTpalljaTa Ha KaJMpoOTeKTHMH BO AacluT Kaj
narmentute co CBII u He-CBIT co BUHLMANN Quantum
Blue®Reader, ma ce Bupm manmu uMa cUrHM(MKAaHTHa
pasyMKa Mery mpoceyHuTe BpegHocTH Ha Turcotte-Pugh
IT u MELD ckoport kaj nauuenture co CbII u ve-CbIl u
lla ce ofipefld KOHIIEHTpal[jaTa Ha KAINPOTEKTHH Kaj
narpenTy co CBII mpej 1 o aHTUOMOTCKUOT TPETMaH.

MATEPUJAJIN 1 METO[IN

Bo oBaa mpoCHeKTHBHO-aHAUTHYKO-OTICEPBATOPUCKA
MUJIOT CTY/IMja Koja ce CIpoBejie Ha YHMBep3UTeTCKaTa
KIMHUKA 3a racTpeHTepoxematonoruja Bo CKomje,
Oea BkIyueHH 30 MAIMEHTH CO I[PHOZIPOOHA I[MpO3a
W acuut, mofeneHd Bo jBe rpymu. Ilomenbata Ha
rpynuTe Oellle HalpaBeHa BO 3aBMCHOCT 07 OpojOT Ha
nonmumopdonyknepann kKinetku (IIMHK) Bo acruTor.
Bo mpBarta rpyma Oea BKayueHu 15 marpeHTH co 6poj Ha
[IMHK 2250 Bo 1 M1 aciuHa Teunoct (CBII) a Bo BropaTa
rpyna 15 manuentu co 6poj Ha [IMHK < 250 Bo 1 mn
aciuTHa TeuHoct (He- CBII).

[lareHTTe KoM Oea BKJIYUeHH BO CTylujaTa Oea Ha
Bo3pacT >18-70 ropmyviHu. EKCKITY3MOHM KpUTEpUYMH 3a
U3KTyuyBame off CTyAujaTa 0Oea aKyTHA IpHOAPOOHA
MHCy(UIIeHIMja, XUPYIIKA UHTEPBEHIIMja HA CTOMAKOT
BO MOCTIeIHUTE 3 Mecely, MH(eKTUBEeH MieBpajieH U3JiB,
KapI[MHOMaTo3a Ha TMepUTOHEYM, XeMOparmuyeH acIfuT,
XeTaToreyapeH KapIyHOM U TIAl[MeHTH KoM TpuMajie
AHTUOMOTHUK, HAjMAJIKy 2 HeJie/lu mpeJ BKIYUYBAmbeTo BO
CTyAMjaTa.

[To mpeTxo/HO 3aM03HaBake CO CTPYKTYpaTa, COP/KUHATA
¥ 1[e/ITa Ha CTYujaTa, KaKko YC/IOB 3a Y4eCTBO BO MCTaTa
MalMeHTHTe ja TIOTIMIIAT IOHyAeHaTa MH(opMUpaHa
cornacHocT. IIpoToKomoT Ha crTymujaTa Oelie BO
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COITIACHOCT CO eTUYKUTe NMPUHLMIKM Ha [leKnapanujaTa
o Xe/ICHHKM, M UCTaTa Oellle MPUIIOMKeHa, pasriefaHa
1 offoOpeHa ox ETmukaTa Komucuja Ha MeIULIMHCKUOT
(akynret npu YauBepsureToT «CB. Kupun u MeTozuj» Bo
Crorje.

[lapaiieHTe3aTta ce u3Befe IMOJ, aCeNTHYHH YCIOBH, Kaj
HAIeHT BO JIeKeuKa Mo3uIiFja U MYHKIHja BO JIeB W
JleceH ojieH KBajpaHT Ha CTOMAKOT, CO VATpa3BydeHa
BU3YeNM3alyja ( HAeIeH MaljMeHT HeMallle KOMIUTHKAL|H
MOBP3aHM €O [MjarHOCTUUKATa IapaieHTesa). Cute
IPUMEPOLIM 3a [IMjarHOCTUUKO TeCTHpame BeJHall Oea
ymateHd Bo lleHTpanHaTa KmMHMYKa nabopatopuja. Of
BKyMHO 20 M. acIUT, 5 MJI ce KOpHCTea 3a aBTOMAaTCKO
opoeme Ha [IMHK, 5 M. 3a MMKpoOMOJIOIIKA KyaTypa
(bottle method), 5 My 3a KBaHTUTATHBHO OJpe/lyBambe Ha
KaJIMPOTEKTHH M 5 MJI 3a OMOXeMHUCKa aHaJTi3a Ha acIiUTOT.
HcToBpemeHo 3a MOTpebuTe 07 OMOXeMUCUTE aHAIM3U Ha
KpB ce TpaBelile BeHenyHKIIMja Ha 10 MJ.KpB.

KBaHTUTaTUBHOTO Mepere Ha KaJaMpOTeKTHMH BO aCIUT
Kako Mapkep 3a nokaueHo HuBo Ha [IMHK Bo acmur, ce
Bpurenre co tectoT Quantum Blue Calprotectin Ascites
(LF-ASC25), co momot Ha Quantum Blue Reader (unrau).

[IpUHLKII HA TECTOT: TECTOT € IM3ajHUPaH 3a CEJIeKTUBHO
Mepere Ha aHTUIeHOT Ha KajmpoTektuH (MRP8 / 14) co
IMpeKTeH CeH/IBIY MMYHOece]. MeMOpaHaTa 3a TeCTHpabe
€ 00710;KeHa CO ITPBOTO MOHOK/IOHA/THO aHTUTe 10 (MAb), Koe
e crenduuHo 3a (hakarme Ha KalmpoTeKTHHOT.BropoTo
MOHOK/IOHA/THO aHTHTEJIO 0 KOHjyrHpa KaampoTeKTHHOT
€O KOZIOM/IHO 371aTO M TI0TOA o MYIITa BO CHCTEMOT Ha
peakiija Mo [0flaBamkeTo Ha paspeleHHoT IPUMEPOK
op actrot. Auti /KanmpoTeKkTuHoT - KanmpoTeKTHHOT
KOIbYTHpAH CO 3/1aTO Ce BP3yBa 3a aHTH- KaJPOTEKTHH
aHTHUTeNaTa Cco Koja e o0lokeHa MeMmOpaHara (Tect
JIMHKja; TeCT JIeHTa) a MPeoCTaHaTHOT CJI00OJeH aHTH-
Ka/IMPOTeKTHH KOWYTHpPaH CO 371aTO ce Bp3yBa 3a goat
anti-mouse aHTHTeNla €O Koja e 00/l0KeHa MeMOpaHaTa
3a MCIUTYBame (KOHTPOJIHA JIMHKja; KOHTPOIHA JIEHTa).
[IpumeporTe of acuurtor ce paspemyBaa co Chase
Buffer Bo ogHoc 1:5 u mocie 12 MuHyTH MHKyOaluja Ha
cobHa TeMmrepaTypa, MHTEH3UTETOT Ha CHTHaJoOT Ha
JNIMHKUjaTa 3a TeCTHpPame M KOHTPOITHATA JIMHHMja ce Mepea
kBantutatisHo co BUHLMANN Quantum Blue®Reader.

[Ipoielypa Ha TecToT: coOpaHMTE  IPUMEPOIM Ha
aCI[UTOT Ce UyBaa BO CTEPUITHM eTpyBeTH BO (pirKuzep
Ha Temmeparypa 20 ° C 6e3 OM/I0 KaKBM XeMUCKU WK
onomomky agutuBu. IlocTojaT 2 MeToaM 3a UMTame Ha
TECTOT: CO BHATpeIIeH TajMep U 0e3 BHaTpelleH Tajmep.
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Hue ja KopucTeBMe TIpBaTa MeTOfla BO KOja CKEHUPAHETO
3aI0YHyBallle aBTOMATCKHU 1o 12 MuHyTH (720 ceKyH/H).
Ormceror Ha KOHIEHTPALUKUTE Ha KA/POTEKTHH BO aCLIUT
ce nuwkeite ox 0.18 mo 1.80 ug/mL.

MELD ckop (Model for End-Stage Liver Disease), ce
npecMetyBamie crope ¢opmynara: MELD = [(0.957 x
Ln Creatinin)+ (0.378 x Ln Bilirubin) + (1.12 x Ln INR) +
(0.643) x 10] 50 a Child-Turcotte-Pugh ckop ce KopucTeie
peBu3MjaTa Ha Angermayr M cOp. Koja BKJIy4M 6
napamepTy: aoyMUH M OWIMPYOUH BO KPB, KOIMUMHA Ha
acIUT, cTelleH Ha eHLedanonaryja, I1B u KpeaTuHUH Bo
cepym.51

Cratuctnuka oOpaboTka. CoOpaHuTe TIOfATOLM Ce
00paboTHja co TIOMOII Ha CTATMCTMYKMOT mporpam SPSS
23 for Windows. basute Ha momaTouurte ce (opmupaa
CO TIpMMEHa Ha CrHelU(pUUHM KOMITjYTEPCKU MPOrpamMu
HaMeHeTH 3a Taa HameHa. HuBHata o0paboTka ce
U3BPLIM CO TOMONI Ha CTaH/IapHU [eCKPUITHBHU U
AHAJIMTUYKY OMBApUjaHTHU M MYITUBAPHjaHTHH METOJIH.
ATpUOYTUBHMTE CTATUCTHUKU CEPMH Ce aHalu3Mpaa co
ofpenyBame Ha KOe(UIMEHT Ha OJHOCH, MPOIOPIIUH,
CTaIKM, M CO Ofipe/lyBarbe Ha CTAaTHCTMYKATa 3HAuUajHOCT
Mel'y OTKpHeHWTe pa3nuku. Hymepuukute cepum ce
aHa/M3Mpaa Co MepPKU Ha I|eHTpajHa TeHJeHIlja U COo
MepKM Ha [ucrep3uja Ha mnofaronurte. CTaTUCTUUKA
CUTHU(MKAHTHOCT Mery HYMEPMUKMTE MapaMeTpud BO
nBete rpymu ce aHaamsupa co Mann-Whitney U Tecr.
Bpennocra Ha P momana op 0.05 mokaxa CTaTHCTUYKU
3Hayaj.

PE3Y/ITATH!

Bo Hamiata cryauja Gea BKayueHu 30 MalMeHTH CO
IIpHOAPOOHA 1[po3a U aciuT. [IpoceuHaTta Bo3pacT BO
UT' 6emure 60,6 roguuu co SD +12.3 a Bo KI' 59, 9 co SD
+12.6 . Pa3nukara Koja ce perucTpupa Mer'y poceuHuTe
Bo3pacti criope; Mann-Whitney U Tect e cratucTUURK
HecurHuukanTHa 3a p < 0,5, ¥ crmopen Bo3pacTa Ha
TAI[eHTHTe ce PA0OTOU 32 XOMOTeHH I'PYITH.

Op BrymHO 15 maruent Bo 1T, 9 (60,0%) 6ea o MamIKuoT
mon a 6 (40%) op skeHckuort 1o, gogeka Bo KI' 10 (66,7%)
marueHTy 6ea o MaLIKy Moy a 5 (33,3%) of JKeHCKH T1071,
TPOLeHTYa/IHATa pa3/iKa BO OJHOC Ha IOIOT U BO [jBeTe
TPy e cTaTUCTHUKY HecurHugukanTHa (Difference test,
p=.7034) (Tab. 1).
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Tabenma Op 1 I[IpuKka3 Ha mpolleHTyaHa 3aCTaleHOCT Ha
MCTINTaHHIIUTE

UCIIUTYBAHA | KOHTPOJTHA TPyTa p
rpyna
1 (0))1 opoj | % 0poj %
MaKK 9 60.0 |10 66.7 >0.05
JKeHU 6 400 |5 333
eTHONOTHja
QJTKOXOJ 8 533 |6 40.0
KpunroreHa | 3 200 |3 20.0
XBB+ 2 133 |3 20.0
uMyHOTeHa | 2 133 |2 13.3
HCV+ 1 6.7
Child-Turcotte-Pugh II
C 15 100 |10 66.7 p=0.0144
B 5 33.3
pedpaKkToOpeH aciuT
He 6 400 |14 933
na 9 60.0 |1 6.7 p=0.0020

Tabena Op 2 Ilpuka3 Ha mpoceYHM BPETHOCTH Ha
MCIIUTYBaHUTE BapujadIIn

KoHTponHarpyma N  mpocek  MuHuMyM MakcumyM  Cra.JleB
MELD 15 298 16.0 40.0 6.143522
KaJIPOTEKTUH 15 028 0.18 0.5 0.110095
UCIUTYBaHa
rpyna N  mnpocek MmunHumym MakcumyMm  Cra.JleB
MELD 15 239 10.0 33.0 6.24347
Kanmnporektud 15 14 0.87 1,81 0.3882
n p e
AHTUOMOTHK
kanmporektud 15 0,69 0,18 1,81 0.53794
110 aHTHOUOTHK
MELD SCORE
—— =
il 11

I'pachukon 6p.3.

Bo ofiHoc Ha eTHoTOrMjaTa Ha LpHOAPOOHATA LXPO3a 1 BO
JBeTe TPy JOMUHKpA aJIKoXosoT (tao. 1).

Cropep,  Child-Turcotte-Pughll  knmacucdukaimja cure
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TalMeHTH Off MCTIMTYBaHaTa rpyma 0Oea kiaca C, mofieka
BO KOHTpOJIHaTa rpymna 66,7% oj manueHTuTe Oea Kiaca
C a 33,3% kmaca B (Difference test, p=.0144) (tab. 1).
I[Ipoceunara BpegHocT Ha MELD cKopoT Bo ucnuTyBaHaTa
rpyna u3HecyBa 23,9+6,2, a BO KOHTpO/IHATa Tpyma
29,8+6,1.Copeg Mann-Whitney U Tect pa3nukara momery
TPOCEYHUTE BPEIHOCTH € CTATHCTHYKM CUTHU(MKAHTHA
3a p<0.05(p-0.019104)(tab 3). (tad. 2).

Pecbpakropen acuut ce peructpupa Kaj 60,0% Bo UI, a
6,7% Bo KI' % (Difference test, p=.0020) (ra6.1).

CaMo Kaj eieH maiieHT (6,/%) Bo MCIUTYBaHaTa Ipyma ce
peructpupa klepsiella pneumonie Bo MukpoOuonomkara
aHa/IN3a Ha acIuT.

Tabena 3 Mann-Whitney U Tect

Rank Sum R a n k

“WT Sum - KT U Z p-value
MELD 1755 289.5 55.5 -2.34351 0.019104
KannporexTun 345 120 0 464.554 <.00001
Tpej] aHTHOMOTHK

BPE}],HDETE Ha KanNpOTEKTHH BO
acuMT pug/mL 8o KOHTpOAHaTa M
MCMTYBaHaTa rpyna

a*ﬁﬁ**‘iﬁ%@@*ﬂ"‘tﬁ&;@-ﬁ

3

I'pachukon 6p.1

BpegHocTa Ha KannpoTEKTUH BO
acumt pg/ml npeg n no
aHTUBHOTCKMOT TpeTMaH BO
MCNHTYBaHaTa rpyna

I'pachukon 6p.2

[IpoceunaTta BpeHOCT Ha KanmnpoTtekTuH Bo KI' u3HecyBa
0.28+0.11, a Bo 1T 1.4 +0.38 (Ta62). Cmopen Mann-Whitney
U Tect pasnukaTa HOMery IPOCEUHHTE BPEJHOCTH e
CTaTUCTUUKK curHuguKanTHa 3a p<0.05(< .00001)(tab 3,
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rpac 1).

[IpoceunaTa BpeJHOCT Ha KaJITPOTEKTUH 10 aHTUOMOTCKa
tepnuja Bo UI' msnecyBa 0.69+0.36(ra62). Pasnukara
nomery MpPOCeYHUTe BPEJHOCTH Ha KAIMPOTEKTUH TIpe,
W 10 aHTHOMOTCKata Tepnuja Bo UI' e craTMCTHUKK
curaudukanTHa 3a p,0.05(p=.0.000146) (tab 4). Pasnukara
nioMery poceyHuTe BPeJHOCTU HA KJIANPTOTEKTUH TIpe,
M 10 aHTHOMOTCKaTa Tepnuja Bo WI' e craTHCTHUKK
curaudukanTHa 3a p,0.05(p=.000332) (ta6 4, rpac 2).

Tabema 4 Pa3nuka moMery MPOCEYHUTE BPETHOCTH
Ha KaJMpOTEeKTUH BO WMCIMTYBaHaTa Ipyma Ipef U IO
AHTHOUOTCKUOT TPeTMaH.

-

KaJIMPOTeKTUH npocek | Cru.JleB. | N | pasmuka | Crp.[les. df | p

npeq antubuomnk 4 03882 15

069 053794 15 | o46

110 aHTHOMOTHK 0.10588 413509 | 14 | 0.000146

JTUCKYCHJA

CHOHTAaHUOT OAKTEPMCKH TIePUTOHUTHUC Kaj Tal[ueHTHTe
CO IpHOMpOOHA IMpO3a €  KMBOTHO-3arpo3yBauka
KOMIUTMKAI[Mja CO BUCOKATAa CTalka HAa MOPTAJUTET
TIOPajiv ITO TIOTPeOHO e OP30 /a ce IMjarHOCTUIMpA 1
aJIeKBaTHO TPeTHpa.

Bo Hamata cTyauja mpoceyHaTa  BpeJHOCT — Ha
KampoTeKTHH Kaj mamueHtd co CBII Geme 1.4 pg/
mL HajHuckata BpeJHOCT Ha KaJIIPOTeKTHH Oele
perucTprpaHa Kaj efieH naiueHT co BpegHoct ofi 0.69 g/
mL, Joneka HajBrcoka BpefHocT of 1.81jg/mL kaj uetnpu
nanueHTd. PesynTaTuTe TMOKakaa MOBUCOKU BPEIHOCTU
Ha KaJIMPOTEKTUH BO aCIIUT Kaj Mal[ieHTH CO aJIKOXO/THA
OomecT Ha I[PHUOT JIpod BO CIIOpei0a CO OCTAaHATATUTE
etuororuu. PedpparropeH acijuT ce perucrpupa Kaj 60,0%
oJ MICIIUTAaHMIIKTE a CaMO Kaj eleH marueHt (6,7%) ce
peructpupa klepsiella pneumonie Bo MuKpoOHononkaTa
aHa/IM3a Ha acIUTOT.

ObjaBeHTHe CTYAMM KOM T0 00pabOTYBaaT 0BOj MpoOIeM
Ipe3eHTMpaa CJIMYHA  TPOCEYHM  BPeNHOCTH Ha
Ka/IMPOTEKTUH BO acUuT Kaj mauuenTuTe co CbIl Kako u
BO HallaTa CTyAuja.

Crypujata Ha Delphine Weil u cop 37, HampaBu
KBAHTUTAaTMBHO Mepeme Ha KaJMpOTeKTUH BO acCIUT
Kaj 236 maiyeHTH CO IPHOPOOHA IMpPO3a, KOPUCTEKH
ro Quantum Blue TectoT. ABTOPOT TOKaka JieKa MocTou
TIO3UTHBHA KOpeJlallija Ha BPeHOCTA HAa KaJIIPOTEKTUH
BO acIUT €O OpojoT Ha fieyKoruTH U C- peakTMBHUOT
nporeud Bo cepyM HO He u co Child-Pugh u MELD
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ckopoT. OnTHMaTHa KOHI[eHTpalija Ha KaIpOTeKTHH 3a
nujarHosa Ha CBIT ouna 1.51 pg/mL.

Crynmujata Ha Samuel Raimundo Fernandes30 o6pa6oTu
XOMOT€HH TpPYyIM TMalMeHTH CO IIPHOZpOOHA Iipo3a
MOKaka Jleka HUBOTO HA KaJMPOTEKTUH CIOpeyBaH
co 6poj Ha TIMH knerku u [pyru uHDIAMATOPHU
MapKepH e 3HAuMTeHO MOBMCOK Kaj manuenTu co CBII,
a BpeJHOCTa Ha Ka/lmpoTeKTuH of 1.57 mg / ml mokaxka
BHCOKa uyBcTBUTENMHOCT (87.8%), cnerpmduunoct (97.9%),
nosutuBHa (97.3%) u HeratuBHa (90.2%) mpeauUKTHBHA
BpenHocTa 3a pgujarHoza Ha CBII. MepeweTro Ha
KaJIMPOTEKTHU CeJIeKTUBHO Kaj Mal[ueHTH co IpajiieHT Ha
aoymuH Bo cepym/acuut Hap 11 g / | momonuuTenHo ja
3ro/IeMUJT YYBCTBUTENHOCTA U HETaTUBHA MPOTHOCTHYKA
BpeIHOCT Ha TecToT. Mcrara cTyauja objaBu [ieKa
cutoff BpegHOCT Ha KanmpoTektud 1,57 ug / mL e mo6ap
UHAMKATop 3a AujarHo3a Ha CBII.

Op mpyra cTpaHa Bo cTyaujata Ha Burri E u cop. 38 cut-off
BpeJJHOCTa Ha KaJPOTeKTHH BO acuuT usHecyBasa (.51
ug/mL u e oHKCKa 071 JoOMeHAaTa IPOCeYHA BPEIHOCT BO
HamiaTa cTyauja. MeryToa oBaa cTyiuja Oellle cocTaBeHa
of1 HexoMoxeHH rpymH ( 11 manyeHTH co MajIMreH acIuT U
4 manwenTu co CBII) ma HeMoKe Jia JIoHeceMe 3aK/yU4oK
llaii BPeIHOCTa Ha KaJMPOTEKTHH BO acIUT e peajHa
3a pujarHosa Ha CDBII Kaj mamumeHTHTe CO LIPHOAPOOHA
Mpo3a.

BpefiHoCTa Ha Ka/IMPOTEKTHH BO aCLUT KAKO MH/MKATOP
3a pujarHo3a Ha CBII Bo crymujata Ha Abdel-Razik A u
cop.22 6eie co cut off BpegHoct 0,445 pg / ml.

[lonoBa crymuja o 2018 roguHa, 00jaBM 3HAYMTETHO
TIOBUCOKM BPEJHOCTM Ha KaJMPOTEKTUH BO acI[UT BO
rpynara nanyertu co CBII Bo ciopenoa co He-CBIl rpyma
M MCTOBPEMEHO MOKaka JieKa BHCOKUTE BPeJHOCTH Ha
KaJIMPOTEKTHH Ce TIOBP3aHK CO CePUO3HU 3a00/TyBama Ha
IPHUOT 71p00.25

Bo wnamara cryguja cmopen Child-Turcotte-Pughll
Knacu(uKalyja cuTe TMalieHTH off UCIIMTYBaHaTa rpyia
bea kmaca C, gogeka mpoceuHata BpegHocT Ha MELD
CKOPOT u3HecyBaiie 23,9+6,2.

Homann C u cop, Bo 1995 u 2003 roguHa moKaxa ieka
TMalleHTUTe CO JeKOMIeH3MpaHa IL[PHOPOOHA IIMpo3a
KOM MMAaaT MOBMUCOKM KOHILEHTPAIMK Ha KaIpOTeKTUH
BO aCIMT MMaaT 3rojieMeHa CMPTHOCT a IallueHTHTe CO
@IKOXOHA OO/MEeCT Ha ILPHUOT P00 HMMaaT TOBMCOKH
BPEJJHOCTHTE Ha KaJIIPOTEKTHH BO acI[UT BO criopenba co
HalMeHTUTe CO BHPYCHA eTHOJIOrMja Ha IPHOJpOOHAaTa
11posa. 26,32.
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Crynujara Ha Gundling F u cop,35 o6paboTtu 62 naipeHTH
CO L[PHOZIPOOHa IUpPo3a , MOKaKa JIeKa KOHI[eHTPaIjuTe
Ha (peKa/IMoT Ka/IMPOTEKTHH Kaj al[eHTH CO IIPHOAPOOHa
I[Mp03a e MHOTY MOBMCOKa BO Cropefiba co KOHTPOJIHATa
rpyIa a BUCHHATA Ha (DeKaTHUOT KaIPOTEKTH 3aBHCENa
Ol CepHO3HOCTAa Ha LPHOJAPOOHOTO OIITETYBalbe U
CTEeNeHOT Ha XeraTaJiHa eHijedanonaTuja.

Op npyra crpaHa cryaujata Ha Montalto M u cop,33 He
TMOKajka CUTHM(DMKAHTHA pa3inKa BO KOHIIEHTPAIMUTE
Ha (DeKaJTHUOT KajIPOTEKTHUH IIOMery IalMeHTH CO
XPOHMYHA KOHCYMaI[yja Ha aJIKoXo/ U 3[IpBUTe KOHTPOJIa.

Crynujata Ha Lutz P u cop. 29 nokasa ieka ofipelyBarmbeTo
Ha OpOjOT Ha JIEYKOIIMTHU BO aCIIUT € BayKeH 3a JujarHosa
Ha CBIl Ho He [JaBa MPOTHOCTMYKM MH(MOPMAIUM 3a
OormecTa OHOCHO ce JIOKa)ka JieKa MOCTOM MO3UTHBHA
Kopenanyja ToMel'y BHMCMHATa Ha KAaJlPOTEKTHH BO
acIUT €O TeXKMHATa Ha Oojecta TpecMeTaHW CIOpe[
Child-Pugh ckopor a McTO Taka MOBHUCOKM BPETHOCTH
Ha KIANpOTEKTUH Ce PerucTpupaa Kaj aJKOXOMHATa
IIMp0o3a HACTMpOTH Jpyra eTHonaoruja. ABTOPOT yKaxka
TleKa OJTHOCOT Ha BpeJHOCTA Ha KaJIMPOTEKTUH BO acIiUT
CO BKYITHHOT IPOTEMH MOKe Jia Oujie BeTYBauKU HOB He
CaMO JIMjaTHOCTUYKU TYKY W MPOTHOCTUYKU MapKep Kaj
TaIMeHTH o Ipo3a Ha HpHUoT Apob u CHIIL.

On pmocera o0jaBeHTHTe IIOfIATOIM BO JIATEPATYparta,
HHMeIHA CTYAWja He ja ofipe[d KOHIleHTpalijaTa Ha
KaJIMpPOTeKTUH BO acuuT Kaj mamueHtd co CBII mo
AHTHOMOTCKMOT TPeTMAH a CO TOa M IPOrHO3aTa 3a
YCIIeNHOCTa Ha aHTHOMOTCKATa TepIimja.

Bo Hamrata CTyIWja TIpoceyHaTa BPeIHOCT Ha
K/IAMpOTEKTUH BO acCLT BO MCIWTYBaHaTa Tpyma Tpep,
aHTHOMOTCKUOT TpetMad Oemre 1.4 pg / mL. HajBucoka
BpeHOCT Ha KaimporektuH 181 pg / mL  Geme
perucTUpaHa Kaj 4yeTBopuila TareHTH. EfileH ofi HUB
MMallle Mo3uTHBHA MuUKpoOuonomKka Kynrypa (klepsiella
pneumonie) 1 Oelle MOCTaBeH Ha AHTUOMOTHK CIIOpe[
aHtrororpaM. OcraHatute 14 mareHTH UMaa HeraTMBHA
MHUKPOOHOJIONIKA aHA/IN3a BO aCI[UTOT U Oea MOCTaBeHH
Ha eMITMPUCKU AaHTHOMOTCKY TPETMaH.

Hue oyiyunBMe KOHTPOTHATA MTapalleHTe3a U Of[peflyBambe
Ha KaJMPOTEeKTHH BO aCIUT Jla IO HAITPaBUMe 7-MUOT JleH
110 aHTUOMOTHKOT, CMETAaKH fleKa 48 yaca e TpeMHOry
paHo (MOKe f1a ce 1MOOMjaT TA)KHO HETaTHMBHU Pe3y/ITaT
criopey;, 6poj Ha [IMHK, ocoGeHo 3HaeKu ro (akToT eka
TMalyeHTHTe CO I[PHOPOOHA IMpO3a UMAaT HaMaJieH !
mucyHKkMoHaneH opoj Ha IIMHK).1,16,17

Konrponuuor 6poj Ha IIMHK kaj cute ucrmuraHMIMTe
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Bo ucnutyBaHara rpyma Oemre < 200 Bo 1 mi actiutHa 6. Oladimeji AA, Temi AP, Adekunle AE, Taiwo RH,

TEUYHOCT, JIofleKa MPoceyHaTa BPeJHOCT Ha K/TalpoTeKTHH
Bo acrror Oemre 0.69ug / mL ¥ ykaka Ha mobap
OJITOBOP HA WHUIWjaTHUOT AHTHOWMOTCKM TPETMaH, CO
WCKJTYYOK Ha YeTBOpHIA MAl[MeHTH CO KOHIIeHTpaluja
Ha KaJIpOTeKTHH BO aciuT moronema o 1,39 ug /1, u
MHJIUPEKTHO MOKaKa JleKa HajBepojaTHO CTaHyBa 300D 3a
naykHo HeraTuBeH Opoj Ha [IMHK. Kaj pBajija manuenTn
CO BHCKO HMBO Ha KQJIPOTEKTHMH BO aCIUT W TOKpaj
KOHBeHIMOHAMHUTOT TpeTMaH 3a CBIl Hactanu cmpTeH
UCXOJ] BO TEK Ha JIBeHele/THa XOCTIUTaIM3alluja.

3AKJIYYOK

KBaHTUTaTMBHOTO OfIpe/lyBatbe Ha KaJIMPOTEKTUH BO ACIIUT
co tectot Quantum Blue Calprotectin Ascites (LF-ASC25)
Mo3Ke Jla ce KOPUCTHU KaKo a/ITepHaTHBa Ha Of[pe/TyBatbeTo
[IMHK Bo aciiu. CBII ce jaByBa Kaj malldeHTH CO cepro3Ha
xematajHa paucyHKIMja npecmeraHa cropen Child-P
ugh II ckop-C u MELD ckopot. KanmpoTekTuHOT MoKe
Zla ce KOPUCTU KaKo MPOTHOCTUYKM MapKep 3a YCIexoT Ha
AHTHOMOTCKHUOT TpeTMaH Kaj marpenu co CBII. Bucokoro
HUBO HA KAQ/IPOTEKTMHBO AacIUT 10 CeayMAHeBeH
AHTHOWOTCKM TPETMaH e JIONI MPOrHOCTMYKU 3HAK 3a
TIBeHe[IeHO TPEKUBYBakbe.
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ABSTRAKT

HYRJE:Analiza e lévizshmérisé statistikore té popullatés né Republikén e Magedonisé Veriore pér njé periudhé
kohore té caktuar retrograde,lehtésishté vérteton fazén e tranzicionit né té cilén gjedemi , duke u bazuar né
determinanta si shtimi natyror i popullatés dhe nataliteti pérmes té cilave béhen mé se té garta obstakuluset té
cilat paragiten kundér tendencave pér rritjen e shtimint té popullatés,dhe né té njejtén kohé analizat demografike
té shtetit na mundésojné té béjm prediksion mbi ndryshimet demografike pér vitin e ardhshém.

QFELLIML:Qéllimi i kétij studimi pos analizave statistikore té target viteve (2000,2005,2010,2015,2018) dhe
prediskionit té piramidés sé popullacionit pér vitin 2020, gjithashtu éshté gé té gjejmé dhe hendekun hipotetik
pér intervenime té ndryshmé pér té pérmiréusuar situatén.

MATERIALI DHE METODA:Studimi éshté prospektiv,u pérshiné femra né moshé reproduktive,né periudhé kohore
janar - prill 2019,u realizua né qytete Tetové dhe Gostivar. Natyra e studimit ishte mjekésor-demografik, ngérthen
probleme multidiciplinore,studimi u projektua né 4 shtylla kryesore:1.Analiza statistikore2.Analiza e shérbimeve
shéndetésore 3. Analiza socio-psikologjike4. Piramida e populacionit

REZULTATET:Pérzgjedhja e target viteve pér studim ishte pérmes logjikés: milenium plus 5 vite; pér té dhéné njé
gapé kohore mé té madhe né studim, me tendencé gé té kemi variabilitet mé té madhé né rrezultate. Target vitet
e analizuara jané: 2000, 2005, 2010, 2015, 2018 dhe prediksioni pér vitin 2020. Té dhénat té pérgjithshme té mara
nga gendra statistikore e Republikés sé Magedonisé sé Veriut:

Viti 2000: popullata e pérgjithshme: 2022000 banor; nataliteti: 26168, mortaliteti:17253
Viti 2005: popullata e pérgjithshme: 2035000 banor; nataliteti: 22482, mortaliteti 18406
Viti 2010: popullata e pérgjithshme: 2053000 banor; nataliteti: 24296, mortaliteti 19148
Viti 2015: popullata e pérgjithshme: 2069000 banor; nataliteti: 23075, mortaliteti 20461

DISKUTIMI: Rezulatetet e fituara nga analizat e shtimit natyror, tregojné njé diferencé prej 0.36 % midis shtimit
maksimal té popullsisé dhe shtimit minimal pér njé periudhé prej 18 viteve.Rramja graduale e shtimit popullor vé
né kontradit progresin né numeér té pérgjithshém té banoréve me natalitetin.

REKOMANDIME: Nga analizat e sipér shpejguara rramja drastike e natalitetit né komparacion té njé periudhe 20
vijecare nuk éshté problem vetem shéndetésor, por multidiciplinor.

Femra e shekullit XXI, ndron nga prototipi i femrave klasike, tash mé “mesi i arté” éshté géllimi i ¢do femre duke
balancuar midis karierés, shogérisé dhe familjes.

Fjale kyce: Shtimi natyroré i popullsisé,nataliteti.
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HYRJE

Analiza e lévizshmérisé statistikore té popullatés né
Republikén e Maqgedonisé Veriore pér njé periudhé
kohore té caktuar retrogradelehtésishté vérteton
fazén e tranzicionit né té cilén gjedemi , duke u
bazuar né determinanta si shtimi natyror i popullatés
dhe nataliteti pérmes té cilave béhen mé se té garta
obstakuluset té cilat paragiten kundér tendencave pér
rritjen e shtimint té popullatés,dhe né té njejtén kohé
analizat demografike té shtetrrit na mundésojné té béjm
prediksion mbi ndryshimet demografike pér vitin e
ardhshém.Determinantat e nevojshme pér té arritur deri
tek piramida e populacionit jané:Nataliteti: qé paraget
numrin e lindjeve né 1000 banor pér njé périudhé kohore.
Mortaliteti:qé paraget numri i individéve té ndjeré né
1000 banor pér njé peridhé té cakuar kohore.Shtimi
natyror i popullsisé: qé paraget diferenca midis natalitetit
dhe mortalitetit brenda njé periudhe kohore té caktuar.
Rritmi i shtimit té popullsisé: rritmi me té cilén numri
i individéve né popullaté ndryshon pér njé periudhé té
caktuar kohore.

QELLIMI

Qéllimi i kétij studimi pos analizave statistrikore té target
viteve (2000,2005,2010,2015,2018) dhe prediskionit té
piramidés sé popullacionit pér vitin 2020, gjithashtu éshté
qé té gjejmé dhe hendekun hipotetik pér intervenime té
ndryshmé pér té pérmiréusuar situatén.

MATERIALI DHE METODA

Studimi éshté prospektiv, ku pérshiné femra né moshé
reproduktive, né periudhé kohore janar - prill 2019,u
realizua né qytete Tetové dhe Gostivar.

Natyra e studimit ishte mjekésor-demografik, ngérthen
probleme multidiciplinore, studimi u projektua né 4
shtylla kryesore:

Analiza statistikore

Analiza e shérbimeve shéndetésore

Analiza socio-psikologjike

Piramida e populacionit

Né studim korelativ kohort-u pérdorén kéto té dhéna:

Té dhéna statistikore nga gendra e statistikave té
Republikés sé Magedonisé Veriore

Té dhéna statistikore nga libraria e agjencionit géndror

Profesional paper

té intelegjencés (World Fact Book)

Libra té statistikave pér té definuar determinantat
e nevojshme; kryesisht kemi pérdorur formulén e
llogaritjes sé rritmit té shtimit té popullatés, formulén
pér kalkulimin e raportit té varshmérisé sé popullatés,
formulén pér té lloguaritur pérgindjen e grupmoshave té
caktuara né njé vit té dhén

Pyetésor
REZULTATET

Pérzgjedhja e target viteve pér studim ishte pérmes
logjikés: milenium plus 5 vite; pér té dhéné njé gapé
kohore mé té madhe né studim, me tendencé qé té
kemi variabilitet mé té madhé né rrezultate. Target
vitet e analizuara jané: 2000, 2005, 2010, 2015, 2018 dhe
prediksioni pér vitin 2020.

Té dhénat té pérgjithshme té mara nga gendra statistikore
e Republikés sé Magedonisé sé Veriut:

Viti 2000: popullata e pérgjithshme: 2022000 banor;
nataliteti: 26168, mortaliteti:17253

Viti 2005: popullata e pérgjithshme: 2035000 banor;
nataliteti: 22482, mortaliteti 18406

Viti 2010: popullata e pérgjithshme: 2053000 banor;
nataliteti: 24296, mortaliteti 19148

Viti 2015: popullata e pérgjithshme: 2069000 banor;
nataliteti: 23075, mortaliteti 20461

Popullata e

Viti Nataliteti Mortaliteti pergiithshme
2000 26168 17253 2022000
2005 22482 18406 2035000
2010 24296 19148 2053000
2015 23075 20461 2069000
2018 21666 19943 2078000

Tabela nr.1: Té dhéna mbi natalitetin mortalitetin dhe
popullatén e pérgjithshme

Nga kéto té dhéna vérejmé rritje graduale té popullsisé
sé pérgjithsme: midis vitit 2000 dhe 2005, ku kemi rritje
pér 13000 banor, né kété vit dallim né natalitet ka pér
3686 lindje né favor té vitit 2000 pra paragitet ramje té
natalitetit, mortaliteti gjithashtu ritet pér 1153 banor té
ndjeré krahasuar midis dy viteve. Dallimi né popullsi té
pérgjithshme midis viteve 2005 dhe 2010 éshté 18000
banor, nataliteti dallon pér 1221 né disfavor té vitit 2015,
kurse mortaliteti rritet pér 1318 banor té njderé. Dallimi
i popullsisé midis viteve 2015 dhe 2018 éshté pér 9000
banor, nataliteti vazhdon té jeté né rramje pér 1409 lindje
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kurse mortaliteti gjithashtu ka njé ramje prej 518 banor
té ndjeré. Nga analizat e sipér elaboruara dallojmé qartazi
se pavarsisht rritjes konstante té popullsisé me njé fluks
té ulét ( 0.08%) kemi rramje konstante té natalitetit dhe
variacione té mortalitetit. E cila vjen si pasojé e kalimit
té populsisé sé pérgjithshme né moshé senjore dhe ngecje
né natalitet.
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Grafikoni 1: Pamja vizuale e natalitetit né target vitet
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Grafikoni 2: Paragitje grafike e mortalitetit né target vitet
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Grafikoni 3: Paraqitje grafike e rritjes sé numrit té
populatés sé pérgjithsme

Statistikat qé¢ meren me kalkulimin e shtimit natyror
té popullatés meren me analizat e proceseve vitale té
njé zone, lindjet, vdekjet, bashkéshortésité, divorcet,
adaptimet e fémijéve etj; shtimi natyror i popullsisé
definohet si numri i lindjeve dhe vdekjeve brenda njé viti.

Indikator mé adekuat pér ndryshimet né numér té
popullsisé né njé territor éshté rritmi i shtimit té
popullatés e shprehur né pérgindje.
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Rritmin e shtimit té popullsisé e kalkuluam duke
pérdorur formulén:

(( Lindje - videkje) / popullacioni i pergjithshém)) * 100
Me zavendésimin e té dhénave fituam kéto vlera:

Pér vitin 2000: ((26168 - 17253) / 2022000) * 100 = 0.44%
Pér vitin 2005: ((22482 - 18406) / 2035000) * 100 = 0.20 %
Pér vitin 2010: ((24296 - 19148) / 2053000) * 100 = 0.25%
Pér vitin 2015: ((23075 - 20461) / 2069000) * 100 = 0.12%
Pér vitin 2018: ((21666 - 19943) / 2078000) * 100 = 0.08%
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Grafikoni 4: Pamja vizuale e rritmit té shtimit té popullatés

Rezultatet nga anketimi social:

Rrezultatet kontraverse statistikore dhe sistemi
shéndetésor né aspekt protokolar korrekt indikon qé
studimit doemos ti mveshet aspekti social. Ményra mé
adekuate pér kété finesé né studim ishte qé té krijonim
anketé gé do té pérmbanté pyetje konkrete dhe kushti
i vetém ishte té anketuarat té jené individe né moshé
reproduktive.

Qasja totalisht femérore e studimit vendon né piedestal
gjininé nga e cila formohet bazamenti i nataliteit. Pérmes
pyestorit tentuam qé t'i theksonim pengesat mé té médha
té cilat i has femra né hapat e saja pér krijim té familjes.

Mosha e té anketuarave 20 - 44 vjece.

Numri i pjesémaréseve né anketé : 50.

Pyetjet e anketés jané :

Niveli i juaj i edukimit?

Profesioni i juaj?

Mosha adekuate qé mendoni se éhsté pér fillim té familjes?

Cilat jané pengesat pér planifikim té familjes shumé
antaréshe?
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Cfaré do te kishe pérmirsuar ju pér té stimuluar rritjen e
numrit té lindjeve pér njé néné?

Paraqitja grafikore e pérgjigjeve nga anketa:

20 4 ¥ B Bl | adukimit

Wil -

Shikolfim | mzswm Shikollim | larté

Grfikoni 5: Niveli i edukumit té té anketuarave: shkollim i
mesém: 13 té anketuara, shkollim i larté 37
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Grafikoni 6: paragitja e profesionit té té anketuarave:
predominin té profesionit mjeke:11 dhe student 9

Profesioni Numri i té anketuarave
Amvise
Ekonomiste
Mjeke

Studente
Ergonomiste
Lektore
Arkitekte

Juriste

Motra medicinale

RPOUTE OO WO W

Tabela. 2: Paraqitja tabelare e té dhénave nga profesioni i
té anketuarave
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Grafikoni 7: Paragitja grafike e moshés adekuate pér fillim
té familjes
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Tabela. 3: Paraqitja tabelare e té dhénave pér moshés
adekuate pér fillim té familjes

Sipas té dhénave numerike nga té anektuarat dallohet
se mosha e primiparitetit dominon né vitet 25 -30. Kjo
don té thoté se me shtyerejen e moshes pér lindje té paré,
popullata fillon dhe reduktohet si pasojé e zvoglimit
té depove ovariale meqe fillon degradimi i hormonit
Myllerian.

Pro@ilemict ekoromike dise
kariera

Problemst ckonomike

Grafikoni 8: Pengesat qé paraqgiten né formim té familjeve
shumé antarshe

Né keté pyetje té anketuarat pengesat pér pamundésiné e
krijimit té familjeve shumé antaréshe e shikojné né mos
pasjen e klimés adekuate ekonomike dhe profesionale.
50 nga 50 té ankeatuara referohen se kushtet ekonomike
pamundésojné krijimin e familjeve shumé antaréshe,
ndéra 38 nga 50 né korelim me ambientin ekonomik
shtojné dhe jofleksibilitetin profesional pér formim té
familjeve shumé antaréshe.

Predikim pér vitin 2020: Pér té predikuar lévizjen
demografike pér vitin 2020, duhet patjetér té tregojmé té
dhéna mbi vitin 2019. Té dhénat statistikore té nevojshme
mbi natalitetin, mortalitetin, numrin e pérgjithshém té
popullatés si dhe divisioni numerik midis gjinive pérmes
formules adekuate na lejuan té konstruktojmé piramidén
e popullacionit pér vitin 2020. Piramida e populaciot
paraget grafikon gé predikon rritmin e shtimit té
popullatés duke targetuar “baby pouchin” si pjesé mé e
réndésishme e grafikonit.
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Té dhénat e pérgjithsme pér vitin 2019 Vitet %femra %meshkuj
g Numri i . 0-4 -99,93% 100,0%

Vitet e O Femra Meshkuj ’ '
0-4 ffgﬁg];;hShem 57154 61491 9 102,10% 102,0%
5-9v 121128 58392 62736 101 10076z 103
10-14v 120525 58169 62356 1519 106,99% 106,3%
15-19 126529 61190 65339 20-24 122,99% 122,9%
20-24 154916 70338 75578 25-29 125,43% 122,4%
25-29 147016 71757 75279 30-34 135,51% 1319%
30-34 158588 77503 81085 35.39 139.29% 135,1%
35-39 162725 79660 83065 1044 135.33% 130.0%
40-44 157318 77397 79921 i L i
45-49 146876 72436 74440 45-49 126,65% 121,1%
50-54 142145 71127 71018 50-54 124,37% 115,5%
55-59 135262 68511 66751 55-59 119,79% 108,5%
60-64 126463 64754 61709 60-64 113.22% 100.3%
65-69 109498 58326 51172 65-69 101,98% 83.2%
70-74 76652 42947 33075 . .
7579 55106 32024 23083 70-74 509% 24,8%
80-84 35881 22001 13880 /579 -55,99% 31,5%
85-89 18108 11748 6357 80-84 -38,47% 22,6%
90-94 4862 3498 1364 85-89 -20,54% 10,3%
95-99 832 691 141 90-94 6.12% 22%
100¢ 4 % : 9599 -121% 0,2%

Tabela. 4: Paraqitja tabelare e té dhénave té pérgjithsme 100+ -0,07% 0,0%

jinore né grupmosha pér vitin 2019
&) BTUp P Tabela 5. Paragitja tabelare e pérgindjes se individéve né

Numri i pérgjithéshém i gjinisé fémérore pér vitin 2019 grupmosha té caktuara
éshté: 1.059.641

Numri i pérgjithéshém i gjinisé mashkullore pér vitin
2019 éshté: 1.049.843 e

Al 59

Pér té paragitur piramidén e popullatés si prediksion pér =
vitin 2020, u shérbyem me formulén: s . e

Numri i individéve femra pér grupé moshé té caktuar / ==

numrin e pérgjithsém té femrave pér vitin 2019 = relultati =~ == — - ey

i fituar *100 Pt = | R —
Numri i individéve meshkuj pér grupé moshé té caktuar/ == —‘—‘
numrin e pérgjithsém té meshkujve pér vitin 2019 = '

rezultati i fituar * 100 b —

Nga kalkulimet (zévendésimi i formulave me té dhénat
adekuate) fituam tabelen: SRl it e B

Grafikoni 8: Piramida e populacionit

Nga té dhénat dhe forma e piramidés sé populacionit
konstatojmé se Republika e Magedonisé sé Veriut ka
piramidé tipike senjore, qé karakterizohet me natalitet té
ulér pérkundér masés senjore mé té madhe.

Zgjerimi i piramidés béhet né porcionin e mesem (
pérfshin moshén 35-70) té grafikonit qé nénkupton se né
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vitet e ardhshme zgjerimi do té kaloj né pjesén apikale
ndérsa pjesa proksimale e piramidés ngelet shumé e
varfér.

Kjo piramidé éshté tipike pér shtetet qé jané né
tranzicion. Tranzicioni né aspekt demografo-politiko-
social ka 6 faza, piramida e popullacionit té Republikés
sé Magedonisé Veriore i takon fazés sé 4.

Nga piramida e populacionit analizuam dhe racionin
dependent pérmes formulés:

Nr. i pérgjithshém(0-14) + nr. i pérgjithshém (65+) / Nr. i
individéve pér kapacitet pune  (15-64) * 100 =

Kur i zavendésuam té dhénat fituam:

(118.645+300980 / 1.457.838 ) * 100 = (419634 / 1.457.838 ) *
100 = 0.28784 x 100 = 28.784 %

Nga raporti i varshmérisé konkludojmé se 28.784% e
popullatés éshté masa puntore e cila e mban 71,216 %
tjetér té popullatés.

Kjo éshté dhe arsyeja se pse shtyhen pensionet ( 62 - 64
vite) megé masa puntore éshté e ulét.

DISKUTIMI

Rezulatetet e fituara nga analizat e shtimit natyror,
tregojné njé diferencé prej 0.36 % midis shtimit maksimal
té popullsisé dhe shtimit minimal pér njé periudhé prej
18 viteve.

Rramja graduale e shtimit popullor vé né kontradit
progresin né numér té pérgjithshém té banoréve me
natalitetin.

Pikérisht ky cekulibrim midis rezultateve té variablave na
béri té ditur qé problemi joné nuk éshté vetém numerik,
pra u fokusuam té analizojmé masén jashta numrave
matematikor, normalisht né shtim té popullatés duhet
té kemi dhe shtim natyor, né vlerat e sipér elaboruara
ndodh e kunderta.

Analiza shéndetésore:

Né Republikén e Magedonisé Veriore gasja e shérbimeve
shéndetésore pér njé femér né moshén reprodhuese
konsiston né:

1. Kujdesi prekonceptual:

Pasja e ginekollogut amé pér cdo femér gé nga mosha 15
vjecare.

Kontrolla detalore fizike, laboratorike dhe imazherike té
pacientes.

Profesional paper

Dhénia e késhillave pér pengesa té ndryshme
Pérsosja e teknikave té inseminimit artificial
2. Kujdesi perinatal

Kontrolli i paré dhe vértetimi i shtatzanisé

Egzaminimi detalor i pacientes me theks té vacant mbi
strishon vaginale dhe mostren e maré nga cervic uteri
(gonore, klamidia dhe PAP testimi) .

Teste qé pérformohen me ané té gjakut: CBC, grupi i
giakut, Rh testi, teste serologjike pér hepatitin B, HIV,
HPV, rubeollé, varicellé dhe sifilis.

Teste urinare: urinokultura, niveli i proteinave dhe I
glukozés né urine.

Teste té tjera: evaluimi gjenetik i fetusit (mostra té mara
nga vilet korionike, amniocenteza, strisho perkutane
umbilikale) ultra soundi.

Kontrollat né tremujorin e paré té shtatézanisé: BHCG né
gjakun e nénés, caktimi i nivelit té proteinés plazmatike
té shtatzanisé, gjendja e ligamentum Nuche e fetusit
(ultrazé)

Kontrolla né tremujorin e dyté: d-dimerét (dhe parametrat
tjeré urino sanguine), alfafetoproteinat, ultrasoundi

Kontrolla né tremujorin e treté: d-dimerét (dhe
parametrat tjeré urino sanguine) dhe ultrasound

Kontrollat né tremujorin e paré béhen cdo 4 javé deri né
javén e 28 gestacionale.

Kontrollat né tremujorin e dyté béhen cdo 2 javé deri né
javén e 36 gestacionale.

Kontrollat né tremujorin e treté béhen cdo javé deri né
lindje.
3. Kujdesi postnatal

-Kontrollat ndjekése té nénés dhe fémijés

-Pérkrahja psiqike e nénés: sistemi pérkrahés familjar
dhe motrat e patronazhés

KONKLUZIONI

(ilét qasje dhe hipoteza mund té sjellin rritjen e natalitetit
dhe pérmirésismin e situatés demografike né vend.

1. Stimulimi ekonomik:
Shtesa fémijnore pér cdo fémi

Néna té ket formé pensioni qé nga moment i lindjes
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Rrtija e pagave mujore
2. Optimizimi i kushteve né puné:

Té shtohet pushimi i nénave por rroga dhe vendi i punés
té mos cénohet

Té keté variacione té ndryshe té orareve té punes dhe
sipas orit té punes té paguhen puntoret me tendence gé
néna té jeté sa mé afér femijes té paktén deri né moshén
3 vjecare

Instalimi i gendrave ditore népér institute gé néna
fémijén ta keté sa mé afér.

3. Diktatorializém modern shéndetésor:

Bérja e kontrollave gé né moshé 15 vjecare obligative, dhe
dénimi i individeve qé nuk e ndjekin kété prtokoll

Moslejimi i aborteve pa baza organinike apo morale, dhe
dénim i individéve gé marin iniciativa té tilla pa bazé
mejekésore

Kontrolla e tregut farmaceutik: moslejimi i pérdormit
té kontraceptivéve né ményré té pa kontrolluar, mos
pérdorimi pa konsulta mjekésore té barnave abortive

Rritja e cmimit té kontraceptiveve qé né ményré indirekte
té ulet pérdorimi i tyre

Gjitha femrat té kontrollohen né institute shéndetésore
qé té kemi qasje statistikore reale (jo sic ndodh tash njé
divergjencé mes privates dhe shtetérores)

4. Simulimi dhe promovimi i multiparitetit:

Pérmirésimi i gasjes sé mjekésisé primare ndaj femrave
né moshé produktive

Promocioni i multiparitetit dhe ofrimi i kontrollave pa
particimim pér target moshén produktive

Organizimi i sektoréve gé do té meren me parapregaditjen
e périndérve té ri

Luftimi i ideologjive  dualitete  shkatérruese:

homomoseksualizmi, feminizmi radikal.

REKOMANDIME

Nga analizat e sipér shpejguara rramja drastike e
natalitetit né komparacion té njé periudhe 20 vjecare nuk
éshté problem vetém shéndetésor, por multidiciplinor.
Femra e shekullit XXI, ndron nga prototipi i femrave
klasike, tash mé “mesi i arté” éshté géllimi i cdo femre
duke balancuar midis karierés, shogérisé dhe familjes.
Vetédijésimi i femrés rezulton me uljen e natalitetit,
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duke patur tendeca qé si néna té mos déshtojné e té ju
sigurojné fémijéve té tyre maksimumin e kushteve, kjo
situaté bén qé té shtyhet dhe mosha e lindjes sé paré né
25-30 - 40 vjec!

Tendecat pér devijimin e shogérisé sidomos femrave,
kané shénduar kété lloj né nji masé .

Prognoza personale pér vitin 2020 éshté vazhdim i ramjes
sé natalitetit dhe rritja e mortaliteit si pasojé e vjetérsimit
té popullatés dhe shtyerjes sé startit dual familjar.
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Y/IOTATA HA OIITHYKATA KOXEPEHTHA TOMOT'PA®UJA BO
JTUJATHOCTHIIUPAILE HA XEPETUTAPHA OKY/TTHA MAKYJTAPHA
JTUCTPODHJA

Hatama TprieBcka IllekepuHoB, Munena 'onyboBuk, Emunuja I'omeBcka JlamreBcka

YHuBep3uTeTCKa KIMHUKa 3a ouHu Oonectu, Memurmncku dakynret, Ckomje, P.C. Makenonuja

Medicus 2019, Vol. 24 (3): 319-324
PE3MME

OxkyntHa MaKkynapHa auctpoduja (OMD) e peTKo HaceHO 3abonyBatbe Ha oumnTte. Ce KapakTepu3rpa co mporpecuBHO
HaMaJlyBarbe Ha BUJIHATA OCTPUHA Ha JIBETe OUM, a I1PU Toa He ce 3abesieyKyBaaT HUKaKBY ITPOMEHN Ha OUHOTO JTHO.

Llen Ha TPYJOT e MPEeKy OMKC Ha KIMHWUYKATAa C/IMKa Ha 3a00/yBAKETO U MPEeKy MPUKAa3 Ha HAOMOT Ha ONTUUYKaTa
KoxepeHTHa Tomorpadguja Ha 3agHuoT cermeHT (OCT) Ha okoro m OCT anruorpadguja (OCTA), ma ce Hacouu
BHUMAaHMETO Ha OBa PETKO XepeluTapHo 3abo/yBarbe, BOEMHO a ce YKayKe Ha rorpebara 3a reHeTCKW CKPUHUHT U
COBeTyBame, BO Mpe/IMKIMjaTa Ha HEFrOBOTO I10jaBYBabe.

[TarieHT ¥ Metoau: IIpuKaskaHU ce OBe fella of efHa dhaMujidja 1 yuITe efHa falueHTKa. Kaj ucture ogpeneHa e
BUHATa oCcTpuHa 110 Snellen-oB onTOTHII, CTaHOapaHa [IePUMETPUja, OfpelyBambe Ha KOJIOPeH BUI] CO NCOXPOMATCKU
[shihara Tabmuum, MHANMpPeKTHa OMOMUKPOCKOIHja, HarlpaBeHa e Komop dyHayc dotorpaduja u dgryopecrernHcKa
anrnorpadwuija (FFA), enekrpoperurorpam “full field ERG*, onrnuka KoxepeHTHa ToMorpaduja Ha 3aJJHUOT CeTMEeHT
Ha okoTo (OCT), OCT-anrnorpacduja (OCTA) 1 cKULIMPaHO TeHeoJIONIKO cTebs10. McmuTyBamara MoKa)kaa HaMalyBame
Ha BUJHATA OCTPUHA, a BO npuka3oT Ha OCT ce eBUIEeHTUPAHU CTPYKTYPHU ITPOMEHU BO Ha/IBOPELIHMOT HYKJleapeH
1/unm GoTOpeLIeNITOPEH CJI0j BO MPeiesioT Ha MaKyJla.

3akydok: HamasnyBameTo Ha BUIIHATA OCTPUHA, 6e3 MOKHOCT 3a HeroBa KOpeKipja 1moceGHO BO [IeTCKa BO3PACT,
YKayKyBa Ha rnorpebara 3a rnocoducTuipann opTasMOIONIKKA UCTIEyBaba, KAKO U 3a CITPOBe/lyBathe Ha TeHeTCKU
CKPUHUHI BO OTKpMBame Ha reHerckute mytauuu. OCT Mmeromara co MyHUIMO3eH TpUKa3 Ha aHaTOMMWjaTa Ha
MaKyJaTa, peTcTaByBa CyliepropHa MeTo/ia BO JIMjarHOCTHKATa Ha OBa 3a00JTyBarbe.

KnyuHu 300poBU: XepeluTapHa, OKy/ITHa MakyiapHa guctpoduja (OMD), ontuuka KoxepeHtHa Tomorpaduja (OCT)

BOBE]] Bo oBoj Tpyz Hue npumenuBMe SD OCT (Topcon 3D 2000)
3a Jla ce IMjarHoCTHUIMpa 3a00/TyBabeTO Kaj MaldeHTH Co
MaKy/lapHO HapyuiyBatbe. TpyaoT mpeTcTaByBa NpUKa3 Ha
Tpu nateHTy co OMD, aujarHoctuniupany Bo KiHuKaTa
3a ouHu Oonectu Bo Ckomje, Bo mepuoxm op 2017-2019
Trof[1Ha.

OkynTHa MakynapHa guctpoduja (OMD) e peTKo Hac/eIHO
3a00/yBatbe Ha ounTe. Ce KapaKTepu3Kpa co MPOrpecuBHO
OumaTepaJHO HaMajlyBame Ha BUJHATA OCTPHHA, a TPH
TOa He ce 3a0e/ie)KyBaaT HUKAKBH MPOMEHU HA OYHOTO
IHo. (1)

JlijarHOCTUUKUTe KPUTEPUYMM KOM ce TpHMeHyBaa
Oea: aHaMHe3a 3a TPOTPECHBHO OWIaTepaHO OMararbe
Ha BUJHATa OCTPUHA, HOPMajieH OuaTepaneH
(VHIYCKOIICKM Haoj, W OQTaJIMOONIKK HC/IefyBakba
KaKo - CTaHapi3upaHa nepumetpuja, hayopeciieMHCKa
anrvorpacduja (FFA) ucniuTyBae Ha KOMOPHHOT BHJ, CO
Ishihara Tabmuija, onTWuka KoxepeHTaH ToMmorpaduja
Ha 3azien cermeHT (OCT), OIIT- anruorpacduja (OCTA) u

Co BoBegyBameTo Ha SD - OCT (Spectral Domain OCT) xoj
TIOCTUrHA 0100 pa aKCHjaJiHa Pe30yIiuja Of IPETXOIHHOT
TD-OCT (Time Domain OCT), ce 0Bo3MOH BU3yeM3aIja
Ha PeTHHAJIHUTE CJIOBU M Ha CIOjOT HA BHATpEIIHU -
HaJIBOpEIHM BPCKM Ha (oTopelentopute. HecmopHo
MeTojIaTa JJONpHHece 3a MojacHyBambe BO MaToreHe3ara u
K/IMHIYKaTa MaHKu(ecTalyja Ha 3a00/TyBambeTo.
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enekrpoperurorpam (full field - ERG).

[lupeKTHaTa M MHAMPEKTHATa 0PTaIMOCKOIIMja MOKaKaa
ypelleH Haojl, HopmaieH Haop, Ha FFA, 0e3 3Hamm 3a
HapylleHa MOWTMeHTalyja WM JelNurMeHTaluja BO
MaKyjapHaTa perwja, HOpMajHa BacKylapHa Mpeka Ha
dyopectienH Bo paHata U fiorHaTa (ha3a, 0e3 BacKylIapHu
aOHOPMaTHOCTH Ha 3aJIeH o/ 1 epudepyja Ha peTHHa, CO
ypeZiHa KOHTYpa Ha ONTUYKMOT HEPB Kaj CHTe MallieHTH.

SD OCT (Topcon 3D 2000) aHamM3a 3a MakKynda ce
HampaBd Kaj CHUTe TAlUeHTH TpH IITO ce TOKaxka
NpoMeHa TIOMel'y BHATPENIHAOT U  HaJBOPENIHUOT
CerMeHT Ha (pOTOpeleNTopuTe IITO Ce BHU3YeIU3Upa
Kako xureppedieKTHBEH CJI0j, a TEMHMOT CJI0j Haj
BHATpeIIHUTe cerMeHT Ha QoroperenTtopure Bo OCT e
meduHMpaH Kako HajBopelieH HykmeapeH cioj (ONL).
OCTA (Topcon Atlantis) motBpau ypeneH anruorpadcku
Hao]I 32 MaKyJia, CO HOpMaJTHa KaruIapHa Mpeska.

[Tarment 1

MKeHa Ha 51 roguiTHa BO3pacT cO 5-TOAUINIHA MCTOPHja
Ha MPOrPecHMBHO OM/IATEPaIHO TyOerme Ha BUIOT Oelie
yraTeHa BO HallaTa KIMHUKA. Kaj cBojoT permoHasneH
oTazMoTIOT He ce MOCTUTHAJIO TI0f{00pYBatbe Ha BUJIOT CO

Gz

Kopekiyja. [laleHTRaTa He Jajie MOJaToK 3a CUCTEMCKO
3abonmyBame, TMpeTXofHAa Tpayma M (haMuIMjapHaTa
aHaMHe3a Oellle HeraTHBHa.

Bupnata octpuna (BCVA) oboctpano usnecysaie 0,05;
MHTpaoKynapHuoT mputrcok 11 mmHg Ha mecHoTO OKO
1 13 mmHg Ha neBoto oko. HaofioT Ha mpenieH cerMeHT
ypezieH 1 OMOMHUKPOCKOITHja O HEKOHTaKTHa JyIa (hyH/yC
HAoJ ypefieH..

Ha crangappusupaHaTa mepuMeTpuja Oea 3abene;kaHu
oOacTi Ha arcoMyTeH CKOToM Bo Kopenaiuja co OCT
Hao710T. CeH3UTUBHOCTA Ha MPEKHUIIATa BO [IEHTPATHOTO
none oy 10° Ha makynara Oele u3MmepeHa Kako 24 dB Bo
nectoto 1 21 dB Ha neBoto oko (Cr1.1 a, 0)

Haopot Ha FFA o6octpano 6eire ypenen. OCT Ha 3ajeH
CerMeHT 3a MaKy/la TIOKa)ka IleHTpajHa je0elMHa Ha
ZecHo oko 170 MM ¥ Ha J1eBo oKo 156MM U ce 3abeneka
HapyIIyBaibe Ha cIojoT Ha (hoToperentopute IS/OS.

JlokvHaTa Ha HapylyBameTo Ha omcerot IS/OS Ha
XOPU30HTAJTHATA OCKa Oelle M3MepeHo Kako 616 pm Bo
JecHOTO 1 657 1M Ha JIeBOTO OKO (c/1.2a 1 20).

ERG full field 6ente co HopmasneH Hao.

Cn. 1a.,6. [Ipuka3s Ha craHgapM3UpaHa KOMITjyTepcKa nepuMeTpuja (a. IeCHO OKo; 0. JIEBO OKO)
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Cn.2 a.,0. [Ipuka3 Ha Haof Off ONITMYKA KoXepeHTHa ToMorpaduja (Makysa); (a. IecHo 0Ko; 0. IeBO OKO)

[amyentun 2 u 3

JKeHCKo fieTe Ha 7 rofuIlHa BO3PacT M MaIKo JleTe Ha
11 ropguinHa BO3pacT off BKYIIHO UeTHPH [lella BO KCTO
ceMejcTBo, Oea yrmateHun Ha KnuHuKaTa 3a ouHm OonmecTu
Bo CKollje mopajy HamajieH B/,

TpuroauHMHAHA3a/IKaj AeL[ATaII0OCTOM IUjarHOCTUIMPAHO
HamajyBate Ha BHUJOT MPONpPaTeHO CO HHCTarMyc,
XMIIEPMETPOIIeH acTUrMaTU3aM U IIPOMEHU BO MaKyJiaTa,
HO 0e3 Je(pMHUTHBHO MOTBpP/IEHA IUjarHo3a.

Bea HampaBeHH 0()TalMOJIOIIKM WMCTIelyBama Kaj JBeTe
meija. HaomoT Ha mpemHMOT cerMeHT Oeliie ypefeH.
HajmoOpo KoperupaHaTa BUJHA OCTPUHA H3HecyBalle
BO[: 0,05 BOC: 0,1 kaj geBojueto 11 BO/I: 0,1 u BOC: 0,1 kaj
MoMueTo. VIHTpaoKylTapHUOT MPUTKHCOK Oellie HOpMaseH.
OCT Ha 3aJJHMOT CEerMeHT Ha OKOTO Oelle W3BejleHa
Kaj JBeTe fiella, MPM IITO Ce YTBPAW HEOCTATOK BO
doTopenenropHroT KomIiekc IS/OS. (cn1.3a,6 u 4)

ERG “full field” mokaska cyOHOpMasieH 1 HOpMajieH Haoj
(c11.5a,0).

Kaj manuentuTe He Oemre BO MOMKHOCT [la Ce HArpaBH
mynrudoranen ERG. (nfERG)

Cn. 3 a, 0. IIpukas Ha OLIT Ha 3ajieH cerMeHT (MaKy/ia) Kaj
TALIEHT 2, 3KeHCKo feTe 7 I.( a. IeCHO OKo 0.J1eBO 0KO)

a
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Cn. 4 a, 0. IIpuka3s Ha OILIT Ha 3ajeH cerMeHT (MaKy/ia) Kaj
HaryeHT 3, Mamko jiete 11r. (a. jecHo oko 0. 1eB0 OKo)
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Cn.5 a, 0. [Ipuka3s Ha eJeKTPOPETHHOTpaM (CTaHAap/eH
full field); (a. mecHo oko 0. 1€BO OKO)

JUCKYCHJA

OKynTHaTa MakylapHa pucTpodwja 3a mpB mar e
omnuuiaHa of crpaHa Ha Miyeke u cop. Bo 1989 roguna
(1,2). 3abonyBameTo MaKO € aBTO30MHO JOMHUHAHTHO,
NpUKa)KaHu Ce U CIOpajjuuHd CJyyad, a OICeroT
Ha jaByBame e Ha pa3inmuHa Bospact of 6-81 rog. (3)
HapyuryBamweTo e nmociejyia Ha XeTepo3uroTHa MyTaruja
Ha RPEIL1 renor (608581) Ha xpomosomor 8p23. (4)
Hocurenure Ha BapujanTata R45W ce usnoxeHu Ha
roce0eH pusuk. (4-6)

Bo Hammor cnyyam Kaj [emaTa 3a00nyBameTo ce
IMjarHoCTHI[pa Ha 7 opgHocHOo 11 rop.Bo3pacT, a Kaj
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nanyeHTKarta Ha 48 rofuHu.

[loumoT “oKynTHa” ro pJoOMBa KaKO pe3ylTaT Ha
ypemHUoT (PYHIOCKOTICKM HAOJ M TOKpaj MaKy/lapHaTa
mucdyHKIWMja. (1)

Basupajku ce Ha OCT, Miyeke Bo 1996 rogmna cmera
leKka 1edeKToT e IUCTaHO Off TaHIJIUCKUTE KIIETKHU.
HeopmamHelnHuTe CTyaMU Tak AedeKTOT IO JIoMpaar
BO KieTkuTe Ha perenrropure (7). [lomeka Tojo u copa0.,
Bo 2013roguHa co ymoTpebarta Ha aJalTUBHU ONMTHYKU
MeTO[IM 3a0ejie;KyBaaT HapyllyBalke HAa JIMHUjaTa Ha
BpCKaTa IoMerl'y HaJ[BOPEIIHUTe U BHATPENIHUTE JIeJIOBU
Ha perientopure. (6)

CTpYKTYpHHTE TIPOMEHH BO CJI0jOT Ha (DOTOPEIIeNTOpUTe
Kaj maruedtu co OMD necHo ce oTkpuBaaT co SD-OCT
KaKo M3pa3eHo OMNITeTyBame Ha (hoToperienTopuTe BO
(oBeata, HamaJieHa Jiebe/IMHA Ha PETHHA U HapyIIyBarba
Ha crojot IS/OS Ha doTopeLenTopure.

[lokakaHo e JieKka TeKMHATa Ha HapyIIyBabeTo Ha CJI0jOT
Ha (oTopelnenTopuTe € BO KOpelaluja CO BHHATa
OCTPUHA M TporpecujaTa Ha Oomecta. (7) Kaj Hammre
MalyeHT ce 3abeieka OWaTepaHO HapyIIyBame Ha
crojoT Ha hoToperenTopHUOT KoMItekc IS / OS co necHo
VICTeHUYBaHbe Ha PETUHAJIHUTE CTPYKTYPH.

Crymuu mpuKa)kyBaaT jfieKa YTBPAYBajKu ro HUBOTO Ha
HapYIIYBakeTo BO IEHTPAJIHUOT Jiell Ha MpEeXKHHMIATA,
ouekyBaHo pesynrarure off “full field” ERG ce Hopmansu,
mozeka omroopute Bo (hokanmHMoT “multi focal ERG”
(mfERG) Ke ce 3HauuTenso Hamaneny. (7,8)

Ho, aBTOpM MCTaKHYBaaT ¥ 3a aOHOPMaJHUOT HAOJ IpH
(oxanunor ERG kaj OMD. (7,9)

Ha  xommjyTepmsupaHa  mepuMeTpuja  OTKPUBMe
penaTMBHO HecTaOWIHAa (PUKcalMja Kaj [IBeTe OUM U
HaMajieHa UyCTBUTETHOCT Ha MpeKHUIaTa ce 3abeexa
BO IieHTpanHoTo 10 ° mojie Ha MaKy/IUTe Ha JBETE OUM Kaj
BO3pacHaTa MallMeHTKa, IofieKa Kaj ferata HeMoyKelle
7la ce M3BeJle CHUMAbETO, Opajii HUBHATa HecopaboTKa.
(cr.1a.6)

HapyimyBameTo e Ha HIBO Ha (hOTOpEIENTOpHTe U HEMa
eBUJIEHTHO HApYIIyBaike Ha PETHHATHMOT MUTMEHTEH
ermTes, HaofoT Ha FFA e BooOmuaeHo ypefieH, a dyHyc
dotorpacujata moKaxka JsiecHa xumopedeKcHja BO
IIEHTPATHUOT JIeII.

OCT-SD mokaka MOpP(OJIONIKA HPOMEHH BO CJIOEBUTE
Ha (hoToperienTopuTe, OHOCHO (HOKATHO HAPYIIyBatbhe
BO cmojoT Ha (oropenentopor IS-OS, u coopBeTHO



At

HaMaJTyBame Ha HaJIBOpelllHaTa orpaHNJIyBauKa MeMOpaHa
(ELM), mpenm3BMKaHO Ofi HaMajeHara [e0elMHa Ha
cioeBuTe Ha (oToperientopute. OcTaHaTHTe CJI0EBU
Ha HepBHHU BakHa, BKayuyBajku ru 1 ONL u RPE, Gea
HOPMaJTHM Kaj CUTe MPUKaKaH! MallieHTH.

Kondo u cop. mokaskase geka nmauuenture co OMD umaar
HCTEHUYBalmhe Ha peTHHAJHUTe CJe0BM BO MaKy/lapHa
peruja Ha OCT HaomoT, HO He ycIeane [a HajaaT
KopeJialija moMery jJe0e/MHaTa Ha PeTUHAIHUTE CTI0eBU
¥ BujHaTa octpuHa. (10)

lcToBpeMeHo, IPUKaKaHK ce CTYAMK UKja 11eJ1 OUIo fia ce
OIIeHM TOKMY BpCKaTa IIOMer'y CTPYKTypaTa U (VHKIHjaTa,
MPUKAKYBajKX KBAHTUTATUBHU TIOJJaTOLIX 3a CTPYKTYPHU
aOHOPMATHOCTH BO KOpejallyja CO BJIONIYBameTO Ha
BUJIHATa OCTPUHA MPEKy Mepelme Ha XOPH30HTaIHaTa
JOKMHA Ha HapylIyBameTo Ha (hOTOPEleNTOPUTe BO
pPaMKHM Ha IIeHTPaJIHUTe 3 MM MaKy/ia CO XOPU30HTaTHOTO
cKeHMpame Ha cimku co SD-OCT. (5,6)

[loroa Bpiiene aHaAuW3a Ha KOpenlalujata Ha
HapylyBameTo Ha (oToperienTopuTe co BHJHATa
ocTpuHa, npeky ammutymu Ha mfERG u BpemeTpaeme
Ha CUMITTOMUTE CO KOPUCTeHe Ha KoMepIiujaneH cohTBep
(SPSS v.15.0; SPSS Inc., Chicago, IL). (6)

KopenarujaTa momery BpemMeTpaemeTo Ha CUMITOMUTE U
CTeTeHOT Ha CTPYKTYPHU aOHOPMANHOCTH, ja 00jacHyBa
crenryHaTa Kapakrepuctuka Ha OMD - mporpecuBHO
omararme Ha BUIHATa OCTPUHA.

IlocnepgoBaTenHoTo SD-OCT oBO3MOXKHK 1a ce OTKpHe U
nporpecuBHaTa OuaTepanHaTa npupoga Ha OMD. (6)

Co MoKHOCTa 3a MOrojieMa akCHjajHa pe3onyiuja U
Op3uHa Ha ckeHupame Ha SD-OCT, aBTOPU BO HEKOJIKY
CTYIMU VKaKkajie 3a CTPYKTYPHUTE aOHOPMAIHOCTU BO
CI0jOT Ha (POTOPEIENTOPUTE ¥ HUBHUTE KOpe/Ial[uu
co (PYHKIMOHAJHMOT CTAaTyC Kaj pasHM OONECTH Kako
eNMpeTHHAHA MeMOpaHa, MaKy/IapHa JIyIKa, PeTHHUTHC
NUTMEHTO3a U XUJPOKCUXJIOPOKMHCKA  TOKCHYHA
MaKyJIonaTuja.

Cnopen, HeopmamHelnHaTa ctyauja 3a OCT Kaj Hekou
nangeHTH co OMD ce mMoKakano ¥ HaMajyBame
Ha [ebemiHata Ha (oBeara, CO HCTEHUYBame Ha
HaJIBOPENIHUOT HyKeapeH cioj (OHJI), mTo ykaskyBa ieka
HaMaJieHaTa BHJJHA OCTPUHA MOXKe Jia ce 00jacHH Kako
pe3yiITaT Ha 3ary0a Ha HepBHUTe BJIaKHa BO 11e710CT. (6,11)

Ontiukara KoxepenTHa Tomorpaduja (OCT) oBo3MOKU
HeMHBasWBHA BHU3Yelu3alldja Ha  MMKPOCKOIICKaTa
aHaTOMMja Ha MpeskHUIIaTa. [la ce pasdepe oHa WITO ce
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BM3Ye/IM3Kpa, TMOTPeOHO e COofiBeTHa MeHTU(UKaIUja
Ha CJIoeBUTe W TpajidaTa Ha PETMHAHOTO TKaewe. Bo
1996 ropuna ce BoBegoa OCT ypemute. Co pamumgHUOT
HaImpeJoKOT Ha TeXHUKaTa 1 TexHomorujata, Bo 2007 rof,.
Tojfie 710 YCBOjyBame Ha BUCOKO-Pe30TyTMBHUOT MOJeN
Ha OCT-spectral domain, co mTo MM ce OBO3MOKHM Ha
ohTa/IMO/IO3KTe BU3VeJIM3alMja Ha MPeKHHUIIATA, CKOPO
10 KJIETOYHO HUBO.

OCT e Op3a, HeMHBa3MBHA MeTOfla Koja Ce KOPMCTH BO
IUjarTHOCTMKA ¥ eBajlyallija Ha 3aJHUOT CerMeHT Ha
OKOTO, 3a 3a00/TyBarba Ha ONITHYKUOT HEPB U MPeKHHUIIATA.

Kako reHepameH Bofi4, ce 3eMa pe/aTUBHATA
pedIeKCMBHOCT Ha MPEKHUIIATA U XOPUOU/THUTE CIIOEBH,
TO/ie/IeHH BO 30HM, KOM MMaaT crelupuuHa CTPYKTYpa,
HO He MOJKaT JIECHO JIa Ce Pa3/IMKyBaaT co jaCHM MapruHU
¥ HeMaaT JOKakaH XMCTOJOIIKM JIOKa3 3a HCTHTE W
C/I0eBH KoM ce 100po JAeduHMpaHM M MMaaT JoKa)kaHa
XMCTOJIONIKA Kopesanyja. (12)

Ananmu3ata 3a (poToperenTopuTe (UeMUMba U CTAMTUKbA),
e JODKHHATa 3a HajBOpelmHHOT cermeHT (OS) M e
NPUOMKHO MCTa 3a BHAaTpelrHUoT cermeHt (IS), ma ce
OueKyBa UCTHTe Jia ce Ha cpeJiuHaTa Mel'y HajlBopeliHaTa
JIMMUTHA MeMOpaHa ¥ PeTHHATHUOT MUTMEHTEH eIUTeN
(RPE). (12) Kako u ja e, BTOpPHOT peqJIeKTHBEH CJI0j
nesku MHory moomusy mo ELM otkonky mo RPE. ABtopu
TIOTEHIMpaaT JieKa 300poT ,IpaHuIIa” Mogpa30oupa TecHa
NMHKja Kako pedriekcuja, Jofeka crpykrypara ,0S / IS
00m1uHo e moge6erna kako 1 RPE. TpeTuor cioj ce HapeKyBa
memOpaHa Ha Verhoeff, oupejku mctuoT e ommuan of
crpana Verhoeff. (13)

3AK/IYYOK

SD-OCT oB03MOKH fla ce BU3Yyenu3upaaT MOP(OIOMKUTE
MPOMEHH BO (POTOPEIENTOPHUOT CJI0j Kaj TallMeHTUTe
co OMD, a oBMe CTPYKTYpHM HpPOMEHHM MOMKe Jia IO
npeaBuaT (QYHKIMOHAIHUOT CTATyC W MporpecujaTa Ha
0Ba 3a00/yBatbe.

OCT HaonoT He caMo IIITO MO3KE J1a ja O/IeCHU KIMHUYKATa
nujarHoctika Ha OMD, TYKy CTO Taka MOJKe J1a ro 3abp3a
pasjacHyBameTo Ha ernonorujata Ha OMD. Bmpouem
3a MalUeHTUTe CO MPOrpecMBeH OwiaTepasieH Taj Ha
BMIHAaTa OCTpWHA, HOpMajieH Haop Ha (yHayc u FFA, SD
OCT e mpuMapHa ajKaTKa, Kako HeMHBa3MBHa, Op3a W
edTMHA MeTofa.
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INCIDENCA E KANCERI TE GJIRIT NE REGJIONIN E GOSTIVARIT GJATE
VITIT 2018

Jakup JAKUPT', Besnik ZEQIRI', Selim CERKEZI'?

ISpitali i pérgjithshém ,,Ferid Murad”” - Gostivar , Reparti i Kirurgjisé sé Pérgjithshme
?Fakulteti i Mjeksisé, Universiteti i Tetovés, Tetové, Departamenti i Anatomisé

Medicus 2019, Vol. 24 (3): 325-328
ABSTRAKT

Hyrje. Té dhénat botérore tregojné se incidenca e kancerit té gjirit éshté né rritje, si né vendet e zhvilluara, ashtu
edhe né ato né zhvillim. Kanceri i gjirit pérfshin rreth 25% té té gjithé patologjive malinje te graté, pra éshté mé i
pérhapuri né gjininé femérore.

Qéllimi. Qéllimi i kétij punimi éshté té tregojé incidencén e kancerit té gjirit té femrave té regjionit té Gostivarit,
moshén mé té shpeshté té paragitjes dhe dallimin mes incidencés sé kancerit né graté gé jetojné né qytet dhe fshat.

Materiali dhe metodat. Ky punim retrospektiv éshté realizuar né institucionin shéndetésor sekondar, Spitalin e
Pérgjithshém “Ferid Murad” né Gostivar. Té dhénat u grumbulluan nga Komisioni pér Rishigimin e Pacientéve me
Sémundje Malinje. Gjithseijt, pér periudhén kohore janar-dhjetor 2018, ishin diagnostifikuar 23 paciente, te té cilat
pas kryerjes sé biopsisé ishte verifikuar diagnoza e karcinomés sé gjirit (duktale, lobulare).

Rezultatet: Rezultatet tregojné se nga 23 paciente té diagnostifikuara me karcinomé té gjirit, pacientja mé re ishte
44 vjece, kurse mé e vjetra 84 vjece, mosha mesatare e pacienteve ishte 60.02 vje¢. Raporti né mes karcinomés
duktale dhe lobulare ishte 57% me 43%. Kurse, raporti i femrave gé jetojné né qgytet dhe fshat ishte 69.6% me 30.4%.

Pérfundimi: Incidenca e rritur e kancerit té gjirit éshté njé problem serioz me té cilin ballafagohet mjekésia botérore
sot. Kjo patologji prek moshat e ndryshme dhe vendbanimet pa dallim gyteti apo fshati, prandaj diagnostifikimi né
kohé dhe trajtimi i hershém éshté mjaft i réndésishém pér trajtimin dhe pérfundimin e sémundjes.

Fjalét kyce: kanceri i gjirit, incidenca, regjioni i Gostivarit

HYRJE

Té dhénat botérore tregojné se incidenca e kancerit té
gjirit éshté né rritje, si né vendet e zhvilluara, ashtu edhe
né ato né zhvillim. Kanceri i gjirit pérfshin rreth 25%
té té gjithé patologjive malinje te graté, pra éshté mé i
pérhapuri né gjininé femérore.

Kanceri i gjirit éshte njé nga llojet mé té shpeshta té
kancereve tek graté, sidomos tek ato mbi 35 vjec. Cdo vit
rreth 185.000 gra né Evropé preken nga kanceri i gjirit
dhe rreth 44.000 vdesin pér shkak te kesaj sémundjeje.
Sipas Organizates Boterore te Shendetesise, né cdo 9 gra,

njéra do té sémuret prej kancerit té gjirit.

Graté qé kané disa faktoré rreziku, si histori familjare apo
personale, probleme beninje té gjirit, fillimi i hershém
dhe mbarimi i vonshém i menstruacioneve, moslindje
ose lindja e fémijés mbi 30 vjec, obezitet, ind te ngjeshur
te gjirit dhe ekspozim ndaj rrezatimit terapeutik kané njé
rrezik mé té larte se mesatarja pér té zhvilluar kancer
gjiri.

Kanceri i gjirit e merr prejardhjen nga gelizat epiteliale
qé veshin kanalet e quméshtit. Ai ndahet né dy grupe té
médha:
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Jo invaziv (i pa perhapur)

- Kanceri intraduktal (in situ)

- Kanceri lobular (in situ)
Invaziv (infiltron dhe perhapet)
- Kanceri duktal invaziv

- Kanceri lobular invaziv

Kanceri joinvaziv lokalizohet né brendési té strukturave
nga e merr prejardhjen. Zakonisht nuk jep metastaza
(pérhapje) né nyjet (gjéndrat) limfatike té aférta dhe ka
prognozé (parashikim) té miré. Kanceri invaziv del jashté
paretit té kanaleve dhe lobuleve dhe infiltron stromén. Ai
jep shpesh metastaza. Marrja e njohurive mbi kancerin e
gjirit éshté e réndésishme pér diagnostikimin e hershém
té grave me ané te screening (identifikim i sémundjes
pa patur simptoma apo shenja), trajtimin dhe ndjekjen
terapeutike té saj sipas njé protokolli né raport me
normat ndérkombétare.

QELLIMI

Qéllimiikétij punimi éshté té tregojé incidencén e kancerit
té gjirit té femrave té regjionit té Gostivarit, moshén mé
té shpeshté té paragitjes dhe dallimin mes incidencés sé
kancerit né graté gé jetojné né qytet dhe fshat.Kanceri
i gjirit éshté kanceri mé i shpeshté né graté dhe éshté
pas kancerit té mushkérive shkaku i dyté i vdekjeve nga
sémundjet kanceroze. Incidenca e kancerit té gjirit ka
ardhur duke u rritur vitet e fundit por mortaliteti nga kjo
sémundje ka ardhur duke u ulur pér shkak té depistimit
té hershém dhe trajtimeve té reja dhe efektive.

Kontrolli i popullatés sidomos né graté me
histori familjare dhe né graté mhi 40 vjec.
Kontrolli pérfshin depistimin e heré pas hershém té grave
me ané té veté ekzaminimit té gjirit, vizitave te mjeku i
gjoksit, ekografisé dhe mamografisé.

MATERIALI DHE METODAT

Ky punim retrospektiv éshté realizuar né institucionin
shéndetésor sekondar, Spitalin e Pérgjithshém “Ferid
Murad” né Gostivar. Té dhénat u grumbulluan nga
Komisioni pér Rishigimin e Pacientéve me Sémundje
Malinje. Gjithsejt, pér periudhén kohore janar-dhjetor
2018, ishin diagnostifikuar 23 paciente, te té cilat pas
kryerjes sé biopsisé ishte verifikuar diagnoza e karcinomés
sé gjirit duktale 13 paciente dhe lobulare 10 paciente
(respektivisht 57% ndaj 43%) .Né bazé té lokalizimit,né 14
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paciente u has te gjiri I djathté dhe né 9 raste te gjiri I
majté (respektivisht 61% ndaj 39%)
Lloji

Dukial B Lobuls

Grafikonil. Lloji i karcinomés sé gjirit

Lokalizimi

Wi | bl Wi ma

Grafikoni 2.Lokalizimi i karcinomés sé gjirit

REZULTATET

Rezultatet tregojné se nga 23 paciente té diagnostifikuara
me karcinomé té gjirit, pacientja mé re ishte 44 vjece,
kurse mé e vjetra 84 vjece, mosha mesatare e pacienteve
ishte 60.02 vjec. Raporti né mes karcinomés duktale dhe
lobulare ishte 57% me 43%. Kurse, raporti i femrave qé
jetojné né qytet dhe fshat ishte 69.6% me 30.4%.

4 paciente 10 paciente G paciente 3 paciente

Grafikoni 3.Vitet e pacienteve

Vendbanimi

Grafikoni 4.Vendbanimi
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PERFUNDIMI

Incidenca e rritur e kancerit té gjirit éshté njé problem
serioz me té cilin ballafaqohet mjekésia botérore sot. Kjo
patologji prek moshat e ndryshme dhe vendbanimet pa
dallim qyteti apo fshati, prandaj diagnostifikimi né kohé 7
dhe trajtimi i hershém éshté mjaft i réndésishém pér
trajtimin dhe pérfundimin e sémundjes.

C’faré duhet té mbaje mend njé femér?

Nése je 20-39 vjece:

+ Béj Vetékontroll te gjinjve ¢cdo muaj

+ Béj Kontrroll té gjinjve tek mjeku cdo tre vjet

+ Béj Ekografi té gjinjve

Nése je 40-49 vjece:

+ Béj Vetékontroll té gjinjve cdo muaj

+ Béj Kontrroll té gjinjve tek mjeku ¢do tre vjet

+ Béj Mamografi ¢do 1-2 vijet,

Nése je mbi 50 vjece:

+ Béj Vetékontroll té gjinjve cdo muaj

+ Béj Kontrroll té gjinjve tek mjeku cdo tre vjet

+ Béj Mamografi cdo 1 vit

Kanceri i gjirit mund té kurohet ...
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KERATITET, LLOJET, MJEKIMI NE SPITALIN KLINIK TE TETOVES GJATE
VITIT 2019

Nadi Rustemi

Spitali Klinik Tetové

Medicus 2019, Vol. 24 (3): 329-333
ABSTRAKT

HYRJE: Me keratit nénkuptojmé inflamacionin e kornesé. Sipas etiologjisé keratitet mund té ndahen: Keratite
bakteriale, keratite virale, keratite mikotike, keratite alergjike, keratite trofike. Shenjat subjektive té keratiteve mé té
zakonshme jané: dhimbja, skugja, ulja e té parit, lotim i shtuar:

QELLIMI I PUNIMIT: Pércaktimi i llojeve mé té shpeshta té keratiteve, pércaktimi i frekuencés sé shfagjes sé keratiteve
sipas gjinisé, pércaktimi i shfagjes sé keratiteve sipas moshés dhe pércaktimi i komplikimeve

MATERIALI DHE METODAT: Né punim jané pérfshiré 150 pacient prej moshés 30-70 vjec. Studimi bazohet né
materialin e repartit té syve, prané Spitalit Kliniké té Tetovés, né librin e shénimeve té kontrolleve té pacientéve dhe
dokumenta tjera ekzistuese né kéto reparte, gjaté viti kalenderik janar - gershor 2018. Pér regjistrim té pacientéve
éshté pérdorur metoda komjuterike, prej nga i kemi grumbulluar dhe pérpunuar té dhénat pér cdo pacient. Me
pérpunumin e té dhénave né programin kompjuterik EXEL jané fituar tabelat né té cilat jané dhéné pérshkrimet
numerike té parametrave té hulumtuar. Analizén e vecurive numerike té té dhénave té fituara e kemi béré me metoda
statistikore.

REZULTATET:Né repartin e syve prané Spitalit Kliniké té Tetovés jané trajtuar 153 pacient me keratite. Numri mé
i madh i tyre ka gené me keratit alergjik me 58 (38%) raste, pasojné pacientét me keratit bakterial me 50 (33%), me
keratit herpetik me 40 (26%) dhe me keratit mikotik me 5 (3%), sic e shohim nga. (Tabela 1.1). Prej 153 pacientéve me
keratit, meshkuj kané qené 62(40.7%) dhe femra 91 (59.3%) (Tabela 2.1) Me keratite né materialin tone jané pérfshi
pacient nga mosha 30 vjec deri mbi moshén 60 vjecare. ( Tabela 3.1). Shkaktarét mé té shpeshté te keratiteve né
materialin toné jané: stafilokoku me 51 raste ose 33.3%, streptokoku pseudomonas 59 raste me 38.7%, akantemeba me
38 raste ose 24.9 %, lente kontakti 5 raste 3.1%.

PERFUNDIMI: Né bazé té rezultateve té diskutuara kemi ardhur né kéto pérfundime: Lloji mé i shpeshté i keratiteve
né Spitalin Klinik té Tetovés éshté keratiti alergjik me 58 ratse ose 38 % pasohet nga keratiti bakterial me 50 raste
ose 33%, keratiti herpetik me 40 raste ose 26% dhe keratiti mikotik me 5 raste ose 3%. Gjinia mé e prekur éshté gjinia
femrore me 91 raste ose 59.3%. Grupmosha mé e prekur éshté nga 50-59 viec me 68 raste ose 44.8%. Shkaktari mé
i shpeshté i keratiteve éshté streptokoku pseudomonas me 59 raste ose 38.7%, pasojné stafilokoku me 51 raste ose
33.3%, acantemeba me 38 raste ose 24.9% dhe lentet e kontaktit me 5 raste ose 3.1%. Komplikimet mé té shpeshta jané
dobésimi i té pamurit si pasoj e keratitev té shpepshta, ndersa komplikim mé i réndé éshte keratoplastika. Zbulimi
i hershém ose ardhja me kohé e pacientéve me keratit dhe diagnostikimi i sakté i llojit té shkatarit té keratit bén té
mundur gé té parandaloj shumé komplikime.

Fjalét kyce: keratitet, komplikimet, mjekimi.
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HYRJE
Anatomia e kornesé

Bashké me sklerén kornea pérbén mbéshtjellsin e
jashtém té syrit ( tunica fibroza oculi ). Bashké me sklerén
ajo i jep formén dhe fortésiné kokérdhokut té syrit.
Ka rol té vecanté né sistemin optik té syrit. Ka formé
sferike me boshté horizontal prej 11-11.5 mm. Trashésia e
kornesé sillet rreth 0.6 mm. Pjesa mé e citur e saj vertex
corneae éshté mé e hollé, duk u afruar sklerés trashésia
gradualisht rritet ashtu qé né limbus trashésia éshté
afér 1 mm. Kornea éshté e tejdukshme dhe kanjé sasi
konstante té ujit. Kornea histologjikisht pérbéhet prej
pesé shtresash 1,7,12.

Me keratit nénkuptojmé inflamacionin e kornesé. Sipas

Figure 4.29 Agvanced flamentous. fungal kesstits with hypooyes

Keratit bakterial me hipopion

Keratitis herpetika dentrika
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etiologjisé keratitet mund té ndahen:

Keratite bakteriale

Keratite virale

Keratite mikotike

Keratite alergjike

Keratite trofike

Shenjat subjektive té keratiteve mé té zakonshme jané:
Dhimbja

Skugja

Ulja e té parit

Lotim i shtuar

Flgure 4.22 Severe shapihyloopoca!l kemths

Keratiti i shkaktuar nga stafilokoku

Keratitis herpetika geografika
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sic e shohim nga. (Tabela 1.1)

Tab.1.1 Numri i pacientéve sipas llojit té keratiteve né
Spitalin Klinik te Tetoves

Lloji i keratiteve N %
Keratiti herpetik (viral) 40 26
Keartiti bakterial 50 33
Keratiti alergjik 58 38
Keratiti mikotik 5 3
Gjithsej 153 100

‘igure 4.33 Ring abscess and hypapyen in advanced acanthamoeha
eratitis

Keratiti mikotik i shkaktuar nga acanthamoeba

QELLIMI I PUNIMIT S

m Pércaktimi i llojeve mé té shpeshta té keratiteve.

m Pércaktimi i frekuencés sé shfagjes sé keratiteve

sipas gjinisé. T Dicherpetik
m Pércaktimi i shfagjes sé keratiteve sipas moshés. ;::'f::"
m  Pércaktimi i komplikimeve Ok mikotic
MATERIALI DHE METODAT Diagrami 1.1. Struktura e pacientéve sipas llojit té

Né punim jané pérfshiré 150 pacient prej moshés 30-70 keratiteve né Spitalin Klinik té Tetovés
vjec. Studimi bazohet né materialin e repartit té syve,
prané Spitalit Kliniké té Tetovés, né librin e shénimeve té
kontrolleve té pacientéve dhe dokumenta tjera ekzistuese
né kéto reparte, gjaté viti kalenderik janar - gershor 2019.

Prej 153 pacientéve me keratit, meshkuj kané qené
62(40.7%) dhe femra 91 (59.3%) (Tabela 2.1)

Tabh.2.1 Pacientét me keratite sipas gjinisé né Spitalin

Pér regjistrim té pacientéve éshté pérdorur metoda . 7 . N
kliniké té Tetovés

komjuterike, prej nga i kemi grumbulluar dhe pérpunuar
té dhénat pér ¢do pacient. Me pérpunumin e té dhénave
né programin kompjuterik EXEL jané fituar tabelat né té¢ | Gjinia N %
cilat jané dhéné pérshkrimet numerike té parametrave té
hulumtuar. Analizén e vecurive numerike té té dhénave

té fituara e kemi béré me metoda statistikore. Meshkuj 62 407
REZULTATET Femra 91 59.3
Né repartin e syve prané Spitalit Kliniké té Tetovés jané Giithsel 53 100

trajtuar 153 pacient me keratite. Numri mé i madh i tyre
ka gené me keratit alergjik me 58 (38%) raste, pasojné
pacientét me keratit bakterial me 50 (33%), me keratit
herpetik me 40 (26%) dhe me keratit mikotik me 5 (3%),
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N
)

B Femra

O Meshku] ‘

Diagrami 2.1. Struktura e paraqitjes sé keratiteve sipas
gjinisé né Spitalin Klinik té Tetovés

Me keratite né materialin tone jané pérfshi pacient nga
mosha 30 vjec deri mbi moshén 60 vjecare. ( Tabela 3.1)

Tab. 3.1 Pacientét té prekur nga keratitet sipas
grupmoshés.

Grup-mosha (vjetét) N %
30-39 19 1.8
40-49 44 289
50-59 68 44.8
Mbi 60 22 145

Gjithsej 153 100

Diagrami 3.1. Struktura e paragitjes sé keratitetve sipas
grupmoshés

Shkaktarét mé té shpeshté te keratiteve né materialin
toné jané: stafilokoku me 51 raste ose 33.3%, streptokoku
pseudomonas 59 raste me 38.7%, akantemeba me 38 raste
ose 24.9 %, lente kontakti 5 raste 3.1%.
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Tab. 4.1. Shkaktarét mé té shpeshté té keratiteve né
Spitalin e Tetovés

lS(EIl‘(Eglli(ttg\I/'St mé té shpeshté té N %
Stafilokoku 51 33.3
Streptokoku psedomonas 59 38.7
Acanthamoeba 38 249
Lente kontakti 5 3.1
Gjithsej 153 100

O seafilakelku
O strepbokoku peeudomonas

D acartbemeba
W lente kontakt

Diagrami 4.1. Struktura e paragitjes sé shkaktaréve té
keratiteve

PERFUNDIMI

Né bazé té rezultateve té diskutuara kemi ardhur né kéto
pérfundime:

Lloji mé i shpeshté i keratiteve né Spitalin Klinik té Tetovés
éshté keratiti alergjik me 58 ratse ose 38 % pasohet nga
keratiti bakterial me 50 raste ose 33%, keratiti herpetik
me 40 raste ose 26% dhe keratiti mikotik me 5 raste ose
3%.

Gjinia mé e prekur éshté gjinia femrore me 91 raste ose
59.3%.

Grupmosha mé e prekur éshté nga 50-59 vjec me 68 raste
ose 44.8%.

Shkaktari mé i shpeshté i keratiteve éshté streptokoku
pseudomonas me 59 raste ose 38.7%, pasojné stafilokoku
me 51 raste ose 33.3%, acantemeba me 38 raste ose 24.9%
dhe lentet e kontaktit me 5 raste ose 3.1%.

Komplikimet mé té shpeshta jané dobésimi i té pamurit
si pasoj e keratitev té shpepshta, ndersa komplikim mé i
réndé éshte keratoplastika.



At

Zbulimi i hershém ose ardhja me kohé e pacientéve
me keratit dhe diagnostikimi i sakté i llojit té shkatarit
té keratit bén té mundur gé té parandaloj shumé
komplikime.
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IMPACT OF SOCIO-DEMOGRAPHIC RISK FACTORS FOR PREDIABETES
INTWO DIFFERENT ETHNIC BACKGROUNDS IN SKOPJE

Vera Penshovska Nikolova

Diabetes Center, PHI Health Center Skopje

Medicus 2019, Vol. 24 (3): 334-338
INTRODUCTION AND OBJECTIVES

To establish the possible persistence of the association between certain socio-demographic risk factors and the
occurrence of prediabetes in two different ethnic backgrounds in Skopje, Macedonia .

Prediabetes is the precursor stage before diabetes mellitus in which not all of the symptoms required
to diagnose diabetes are present, but blood sugar is abnormally high. This stage is often referred to as the «grey
area».(1)It is not a disease; the American Diabetes Association says,(2) «<Prediabetes should not be viewed as a clinical
entity in its own right but rather as an increased risk for diabetes and cardiovascular disease (CVD). Prediabetes
is associated with obesity (especially abdominal or visceral obesity), dyslipidemia with high triglycerides and/or
low HDL cholesterol, and hypertension.»(2) It is thus a metabolic diathesis or syndrome, and it usually involves
no symptoms and only high blood sugar as the sole sign.

Impaired fasting blood sugar and impaired glucose tolerance are two forms of prediabetes that are similar in
clinical definition (glucose levels too high for their context) but are physiologically distinct.(3) Insulin resistance,
the insulin resistance syndrome (metabolic syndrome or syndrome X), and prediabetes are closely related to one
another and have overlapping aspects.

Prediabetes develops when the body becomes insulin resistant or unable to use insulin.(5)

Some risk factors for diabetes are family history of diabetes, cardiovascular disease, increased triglyceride levels,
low levels of HDL (good cholesterol), obesity, elevated blood pressure,(6) elevated fasting plasma glucose,(6,7) women
who have had gestational diabetes, had high birth weight babies (greater than 91bs.), and/or have polycystic ovarian
syndrome (PCOS).(8)

These are associated with insulin resistance and are risk factors for the development of type 2 diabetes mellitus.
Those in this stratum (IGT or IFG) are at increased risk of cardiovascular disease. Of the two, impaired glucose
tolerance better predicts cardiovascular disease and mortality. (9;10;11)

In a way, prediabetes is a misnomer since it is an early stage of diabetes. It now is known that the health
complications associated with type 2 diabetes often occur before the medical diagnosis of diabetes is made.(12)

Keywords: oral glucose tolerance test, risk factors, minor

MATERIALS AND METHODS

This 17-months retrospective case-control study included patients who performed OGTT (Oral Glucose Tolerance
Test) for the diagnosis of diabetes in two polyclinics over a period of 8 and a half months:

In the period from 10 06 2018 until 10 02 2019 in the Polyclinic Jane Sandanski Health Home Skopje and in the period
from 10 09 2017 to 09 06 2018 in the Polyclinic Bitpazar Health Home Skopje. Patients in both polyclinics were divided
into two groups: patients with positive OGTT (study group) and patients with negative OGTT (control group).

Revisté mjekésore - MEDICUS | 334

IS ISP



At

Profesional paper I

The socio-demographic factors we analyzed were: gender, nationality, age, BMI, family history of diabetes and smoking
status.

Results: In the Bitpazar polyclinic out of a total of 54 patients with a derived OGTT with a positive OGTT or impaired
glucose tolerance were 37 patients (68.51%) and with a negative OGTT 17 (31.48%) patients (Table 1) and Picture 1

Table 1

Patients with a derived OGTT 54 %

positive OGTT 37 68,51%

negative OGTT 17 31,48%
Bitparar Paliclink 54 %

positive OGTT 37 68,51%
negative OGTT 17 31,48%
Picture 1

By gender , there were 37female (68.5%) patients and 17 (31.4%) male patients, respectively, in the control group 11
females and 6 males, while in the examined group female were 25 and male 12. (table2)

Table 2
Control group Examined group Total
Female Sex Male Sex Female Sex Male Sex Female Sex Male Sex
11 6 25 12 37 17
Examined group Total
Chart Title
25
Female Sex Male Sex Female Sex | Male Sex | Female Sex Male Sex
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[1 6 37 1 37 17

Picture 2

According to the nationality Macedonians were 23 patients (42.59%) and Albanians 31 (57.4%) patients in the control
group Macedonians 9, Albanians 8, while in the examined group 14 Macedonians and 23 Albanians. (Table 3)

Control group Examined group Total
Macedonian Albanians Macedonian Albanians Macedonian Albanians

9 8 14 23 23 31

_ " Examined group Total
1ationality

Macedonian Albanians Macedonian Albanians | Macedonian | Albanians
9 8 14 23 23 31
Picture 3

By age, the patients in the study group were older than the patients in the control group 66.8 v.s 60.13 and this
difference was statistically significant (p <0.05).

Patients in the study group had a higher BMI of 28.9 kg / m2 compared to the patients in the control group 26.3 kg /
m2, and this difference was statistically significant (p <0.05). BMI was significantly higher in the female population
than in the male subjects group.

A statistically significant difference was also found for the following risk factors: family history of diabetes and
smoking status in the study group versus the control group.

Results: In the Jane Sandanski Polyclinic, of the total of 74 patients, 57 (77.02%) were positive in the OGTT (test group)
and 17 (22.97%) in the control group with a negative OGTT test

(Table 4).
Patients with done OGTT 74 %
Positive OGTT 57 77,02%
Negative OGTT 17 22,97%
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74 %
Jane Sandanski Policlinic
Positive OGTT 57 77,02%
Negative OGTT 17 22,97%
Picture 4

According to the gender of the examined group 43 (58.10%) are female and 14 (18.91%) are male, while in the control
groupll are female and 6 are male, meaning a total of 54 female gender and 20 of male gender (table 5)

Table 5
. Total
Control group Examined group
Female Male Female Male Female Male
1 6 43 14 54 20
gendar Examined group | Total
"
- miN <A
- -
Female Male Female | Male Female | Male
1 6 43 14 54 20
Picture 5

According to the nationality, there were 71 (95.94%) Macedonians and 3 Albanians (4.05%) out of which in examined
group 54 were Macedonians and 3 were Albanians and in the control group 17 were Macedonians. (Table 6).

Table 6
Control group Examined group Total
Macedonian Albanians Macedonian Albanians Macedonian Albanians
17 54 3 n 3
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Picture 6.

By age, patients in the study group were younger than
62.10 years versus in the control group, 63.3 years on
average.

Patients in the study group had a mean BMI of 29.8
compared to patients in the control group of 25.9 and this
difference was statistically significant at p <0.05. BMI was
significantly higher in the male population compared
to the female in the study group while there was no
significant difference in the control group.

A statistically significant difference was also found for
the following risk factors: a positive family history of
diabetes and smoking status in favor of the study group
versus the control group.

Conclusion: The role of BMI and age undoubtedly play a
significant role in the occurrence of prediabetes, while
other socio-demographic factors have no apparent impact
on it. Interestingly, gender had a minor but noticeable
impact on BMI in different ethnic backgrounds, with Jane
Sandanski Polyclinic BMI being greater for males and
Polyclinics Bitpazar being greater for females.
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3ACTAITEHOCT 11 OITEPATUBEH TPETMAH HA XO/IEJTUTHJA3A BO
OILITHHA TOCTUBAP BO ITEPUO]] 0/ 2015-2018

Apnnan Bpajuko*!, l'acdyp Memeru!, Jakyn Jakymu', Crojan JlaBumoBcku', Camu Cecpepu’, UnGept Amemu’, la3u
Mycrada!, Ckenpiep Benuju',Haum Uemanmu?, Cagpu 3exkupn?, [lamypuje Kanpomu?, Agnan [ladbupu?, I'asu
Cenumu?

10mmrTa 6omHuia oomHuia “@epun Mypag, Xupypiko ogzenenue,l'octusap,P.C.MakenoHuja
2Omrra oML OonHuLa “@epup Mypan”, AHecte3uonoruja co peanumaruja,l'octusap,P.C.Makegonuja

Medicus 2019, Vol. 24 (3): 339-342
ABCTPAKT

Xonemutujasa (Cholelitiasis) mpeTcraByBa IMHaMWUUeH ITPOLIeC Ha CO3[laBarbe U MPUCYCTBO Ha KOJTUHM KaJIKyJId CO
pasnMuHa Mopdosioryja U COCTaB BO JKOJTUHOTO Kece U »KOJIUHUTE NaTtuiiTa. VHuueH1aTa Ha 6oiecta BO CBETCKUTE
pamku usHecyBa 10 - 20% op Bo3pacHarta ronysanuja. OBaa rojaBa e rodyecTa Kaj »KeHCKUOT 11os1. Llenta Ha oBoj Tpyx,
e MPUKayKyBamwe Ha 3aCTalleHoCTa Ha XonenuTurja3a Bo onTruHa ['octuBap Bo nepuog ox, 2015-2018 ropunna.Cryaujara
e U3BpIIeHa MPOCIeKTUBHO Bo repuog o7 2015-2018 rommrHa Bo XMPYPILIKOTO OfieieHre BO OMiTa bonHuia “Depuy
Mypag,- I'ocruBap. IlanmeHTuTe ce orepupaHM CO MeTojaTa Ha OTBOpeHa Xxoneuucrekromuja. Op 36 mauueHTH
IIMjarHOCTULIMPAHU CO XONMenTHja3a 33,33% ce of Malmkuy 1o (12 mauueHTH), mogeka 66,67% ce o JKeHCKUOT 11071 (24
natenTy). Of1 BKYITHO 36 MalleHTH, TOCTOIepaTUBHN KOMIUIMKALIMY ce ITPUMeTYBaaT Kaj 5 naiueHTu (13,89%); 11 Toa,
Kaj 4 namuenTu (11,11%) , mocromepaTtuBHa MHGEKLMja Ha paHara, OoeKa Kaj 1 maiueHT (2,78%), mocrorepaTuBHA
benogpobHa TpoMbeMboIMja 1 MOKpaj afieKBaTHa [I0CTOIepaTUBHA Hera.

Kiyunu 360poBu: xorennTujasa, »KoIMJHO Kece, KajKkysio3a Ha JKOJTUHO Kece

BOBE]]

Xonenmurujasa(Cholelitiasis) mpercraByBa aMHaMUUeH

IpoIiec Ha co3flaBakbe U MPUCYCTBO Ha JKOMUHU KaJIKyIu
. ) TIeJT Off TEHKOTO I[PeBO, TPAyMaTCKH IIIOK, OTIeKOTHHH. (1)

co pa3mMyHa Mopdosoruja M cocTaB BO JKOMYHOTO Kece

1 JKONMYHWTe MaTUINTA. DBorecTa HajuecTo ce jaByBa Kaj [lBe

JeHuTe, 1 Toa okony 40. roguHa off KMBOTOT. McTo Taka, ce

JKOIUHOTO Kece, JIeKOBHM, T'eHETCKH IIPeMCIIO3ULIMH,
XeMOIMTUUKYA CHHZIPOMH, 3a00/IyBarba Ha L[PHUOT JIpod
(mpo3a), BocmamuTeNTH| OOECTH WM OTCTPAHYBame Ha

TPETUHU O TIAlIUEHTUTE CO XOHeHHTHjHBH
dCUMIITOMATCKHU. Ha]'3Haan1/10T CUMIITOM  Ha

XOJIeJIUTHja3aTa e MOoBp3aHa U CO TOIMHUTE Ha CTapoCT,
OJTHOCHO TIpeBaJieHIlaTa Ha OojecTa e MorojieMa Kaj
riocrapuTe nyfe. Bo ofHOC Ha COCTaBOT,IIOCTOjaT HEKOMKY
BUJIOBA HA KaMema BO JKOTYHOTO Kece : X0leCTepoJiCKH
(Ham 80%) - »omTH, OMIMPYOMHCKU — TEMHO IpeboeHn
(OmmupyOMH, Kamuuym) ¥ MeIIaHH (xomecTepon,
OMIMpyouH, KamuuyM uTH.). HajuecTw pusuk cdaktopu
3a T0jaBa Ha KaMmela BO JKOMYHOTO Kece ce: TojasHoCT,
OpeMeHOCT, OTEKHETO HCTeKyBalbhe Ha JKOMYKAaTa oOf

XOZeJIiTHja3ara IpeTcTaByBa 0OMKAa Koja ce IIMPH KOH
rpOOT 1 KOH JIecHOTO pamo.BonKuTe MoKart Jja ce jaByBaat
CEKOjIHEeBHO BO BMJl Ha HaIlafii, BO BpeMETpaeme U JI0
30 MMH., HajuecTo MCIIPOBOLMPAHH Of] HEKOj MO0OUIIEH
MaceH 0OpOK WM ajnkoxol. MoHO e Jla ce jaByBaaT U
eJTHaLI HeJIeTHO, eJHAIl MECEYHO IVPH U eJIHAII TOJMIIHO.
BornkaTa MosKe Jia e ¥ Tara, OJ0/r0TPajHa U Jla HaJIMKyBa
Ha JKenygoyHa MM OyopexkHa Oonmka. I[lopeTko Moke
Ja ¥Ma IIOKaueHa TejlecHa TeMIIepaTypa, OTeKHATO
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Bapewe Ha XpaHaTa WM MOJYeHOCT HAa CTOMAKOT, WX
MOKONTYBame Ha KOKaTa M JuraBuiure. bunmijapHara
bonka Koja Tpae moBeke ofi 12 uaca, mpocnefieHa CO
TI0OKaueHa TeMIlepaTypa Win NOKONTYBakbe, € COMHUTETHA
3a XOJeLUCTUTHIC WK Xomaurutuc.(1,2)

Merofa Ha u360p 3a [IMjarHO3a Ha HEKOMIUIMIMPAHU
Y KOMIUTMIIMpaHW CJIyyau e YITPasBY4yeH Tperniel Ha
croMakoT. Ce JieTeKTUpa XojeMTHja3a co CeH3UTUBHOCT
on 90%, HO CeH3UTMBHOCTa BO OTKPUBAWETO Ha
X0JIefIoX0NUTHja3aTa e camo 25%. CrieliujanHu UCITUTYBaba
IITO MOKAT JIa Ce MpYMeHyBaar ce:

ERCP (eHmocKorcKa peTporpajgiHa
XOJIaHrMonaHKpeatorpaduja) Moke Jia ce KOPUCTH U 3a
IMjarHo3a ¥ 3a eKCTPaKIja Ha KaJIKy/u Off X0eI0XOT.

[Tokauenu BPEJTHOCTH Ha AJIT (amaHuH-
amuHoTpaHcdepasa), Ad(ankanHa  ¢ocdatasa) u
OMIMPYOUH, TPUAIPYKEHU €O OONKM, Ce WHIAUKATUBHU
3a xonenoxonutujasza. Meryroa, okony 40-60% op EPIITI
WCIIMTYBalba, HaNpaBeHH CcaMO TMOpajd  TOKAueHH
I[PHOZIPOOHH TeCTOBM, UIMAaT HOpMaJieH Hao.

3a [uMjarHo3a Ha XONMEL[MCTUTHC M 3a MpoIleHKa Ha
HeroBara TeKiHa, 3aeJ[HO CO KTMHUUKUOT Mperyieft, Tpeda
ma ce oxpenat LPII (I[-peakTHBeH IPOTEKH) BO CEPYMOT
u upHoapooun TtectoBu (AJIT, ankanmHa docdarasa,
oumipyouH). KoHieHTpaljaTa Ha cepyMcKara amusa3a
¥ VITPa3BYUeH Mperjie Ha abJOMEHOT ce KOPUCTaT 3a
UCK/TyUyBare Ha TTaHKPeaTUTHC.

KommuKkaiyuTe KoM MOKAT [a ce jaBaT Ce: aKyTeH
XONELIMUCTUTUC,  XPOHMYEH  XOJELUCTUT,  aKyTeH
MaHKpeaTUT, XOJIelOXO/MUTHja3a, KaKo W KaplUMHOM Ha
JKOITYHOTO Kece.

Bo ofHOC Ha TpeTMAaHOT, aCUMITOMATCKA KA/IKy/lo3a BO
KOTTYHOTO Kece He e MOTPeOHO /1a ce JIeKyBa €O UCKITYUYOK
Ha 1eJIOCHO Kaau(UIUPaHo “TIOPLETaHCKO” KOMTUHO
Kece Koe e pu3MK (akTop 3a KayKynokaHiep. [lanuenTu
CO TIOBTOPYBAUKM €MU30[M Ha OWIMjapHa KOMHKa Tpeda
7la ce oTeprpaaT BO pAMKUTe Ha HEKOJIKY Mecel[H, a OHKe
CO TeNIKY CUMITTOMH, TIOUTHO.3a XMPYPIIKUOT TPETMaH Ha
XOJIe/TUTHja3a MO3Ke Jla ce MPUMEeHYBaaT JlarapocKorcaTa
MeTo/ja 3a OMEepaTUBHUOT TPETMaH Ha XoJe/luTHja3aTa
WK OTBOPEHa XojelucTekTomuija. (1,3)

IEJT

[leniTa Ha 0BOj TPY7, € MPUKa)KyBatbe Ha 3acTaneHocTa Ha
XoJelMTHja3a Bo omiuTuHA ['ocTuBap Bo mepuon ox 2015-
2018 roguHa.
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MATEPHJAJIN 1 METOIN

CrygujaTa e W3BpIIeHa MPOCIEKTUBHO BO TEPHMOJ Of
2015-2018 romuHa Bo XMPYPIIKOTO Ofifle/leHHe BO OMIITA
oonuuia “@epup Mypapg,- T'octuBap. Tperupanu ce
36 marueHTH, of Ko 12 ce mMaxku, Jofieka 24 ce sKeHMH.
[laieHTuTe Ce omepupaHu CO MeToflaTa Ha OTBOpEHa
XONelCTeKTOMUja.

PE3YJITATU

Op 36 mauueHTH AMjarHOCTUIMPAHU CO XONeNUTHja3a
33,33% ce ox Mauiku 1o (12 mamuentn), jogexa 66,67% ce
Of1 KeHCKUOT 11071 (24 mauueHTH).

B Mas

B HiEHA

I'pachukoH 1. 3acTaneHoTa Ha XoJIe/IUTHja3a CIIOPe, o7

On BrynHO 36 maiieHTd, Bo 2015 roguHa ce onepupaHu
4 (11,11%) maumentku. Bo 2016 roguna ce onepupanu 10
(27,77%) maneHTy ,0f KoM 7 ce Off MAIIKUOT 1071, JofieKa
3 ce op keHckuoT non. Bo 2017 roguHa ce onepupanu 11
(30,56%) mareHTH, Off KOU 3 ce oj] MallKUOT I0JI, JofieKa
8 ce op sxeHckuoT mon. Bo 2018 roguHa ce onepupanu 11
(30,56%) mareHTH 0ff KO 2 ce 0ff MaIIKKUOT IOJ, jofieKa 9
ce ol JKeHCKHOT II0J.

E e

b

1 l
[i] o
s 16 2m ¢

h_':

I'pachukoH 2. 3acTaneHoOCT Ha X0/IeJIMTHja3a CIIOPe O/I0T
BO COOJIBeTHMTe rofiuHu Bo mepuof o 2015-2018 ropuna.
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Tabena 1. 3acTaneHoCT Ha XO/eIUTHja3a 110 II0J1 ¥ BO3PACT
Bo nepuop of, 2015-2018 roguHa.

Op BKyIHO 36 MaleHTH, MoCTOoNepaTHBHY KOMITTMKAI[IK
ce mpuMeTyBaaT Kaj 5(13,89%) maiueHTH; U Toa, Kaj 4
natuenTtd (11,11%) , mocromepatuBHa MH(eEKIWja Ha
paHarta, Jiofieka Kaj 1 marjuenT (2,78%), mocronepaTiBHa
OemompobHa TpoMOeMOoMMja M ITIOKpaj ajieKBaTHa
MOCTOIIepaTHBHA Hera.

JUCKYCHJA

XonenutHjasaTa e 3a00nyBame uMja MHIUEHIIA BO
cBeTckuTe paMku usHecyBa 10 - 20% oj Bo3pacHara
nomynanuja. OBaa TojaBa e mouecta Kaj )KeHCKUOT 1107,
0Cc00eHO BO perpofyKTUBHUOT mepuof. Co cTapeeme ce
3rojieMyBa PU3MKOT Off T10jaBa Ha KctaTa. Hajromem 6poj
0] TAIUEHTUTe CO XOJeNIMTHja3a Ce ACHMIITOMATCKHU.
TunmuHa KmMHUUKA MaHu(ecTalyja Ha XoJeMuTHja3aTa
e buMjapHaTa (KomuHaTa) Konuka. [laiyeHTuTe ce jxamar
Ha CWIHA 0OJKAa BO EMUTacTPUYMOT WIM BO [IECHUOT
XUTIOXOH/IPUYM KOja Mpajiipa KOH IpOOT WM KOH JIeCHOTO
pamo. KoyHaTa Ko/MKa IIOHeKoran ce MaHu(eCTHpa co
TnpeKopaMjaHa 0oJKa Koja Telko ce aucdepeHImpa of
Oo7KaTa IIITO ce jaByBa IPU MUOKap/ieH MH(apKT. bonkaTa
TMI0CTeTIeHO pacTe 1 ro IOCTUTHYBA BPBOT 110 15 MUHYTH /10
1 gac, Tpae HEKOJNKY YacOBHU W TOToa MpecTaHyBa. YecTn
TPUIPYKHU T0jaBM Ha Oojkata ce caboCT, Tafierbe,
TIOBpaKame 1 HEMOKHOCT [Ia Ce Hajfie MOrojiHa Momoxkoa
Ha tenoto(1,4,5,). [lujarHo3aTa ce mocTaByBa CO IIPAaBUTHO
3eMeHa aHaMHe3a, (pu3KKajeH mperses, Tab0paTOPUCKH
AHAJIM3U ¥ YITPa3BYUeH Mperye]] Kako MeToja Ha u30op
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3a JIMjarHOCTUIMPame Ha oBa 3abomyBame. IlaiuenTture
CO aCHMIITOMAaTCKa KajKy/l03a Ha OWIMjapHUOT CHCTeM
He Tpeba ja OujaT JIeKyBaHM Oujejku Oormecta MMa
OeHHUTHeH Tek. [lalieHTH co TIOBTOPYBAUKH €MM30/IU Ha
OWMjapHa KoluKa Tpeba [ja ce oIlepupaaT BO PaMKUTe
Ha HEKOJIKY Mecelld, a OHHEe CO TeIUKUd CHUMIITOMH,
MOMTHO.3a XMPYPIIKKOT TPeTMAH Ha XoJe/luTHja3a
MOe Ja ce IMpHMeHYBaaT JIallapoCKoIlcaTa MeTofla 3a
oIepaTUBHUOT TPeTMaH Ha Xo/le/IuTHja3aTa Wikl OTBOpeHa
XonerucTekToMuja.(3,5,6) Kaj Hac, BO XMPYpPHIKOTO
ofimeneHue Bo omiurta oomauia “@epug Mypag,,- [octuBap
3a OIepaTHBeH TPeTMaH Ha XOJNeJMTHja3a HajuecTo ce
IpUMeHyBa OTBOPEHa X0/leICTEKTOMEja CO HUCKA CTallKa
Ha KOMJTMKAIUI BO IIOCTONEPaTHBHUOT IePUO].

3AK/IYYOK

Bo xupypumkoTo opjieieHHe BO OMNIITa OONHMIIA
“@epupn Mypap,- I'octuBap, Bo mepuop op 2015-2018
rofiiHa, BKYIHO 36 MallMeHTH ce AUjarHOCTUIMPaHU CO
XOJIeJITHja3a,IIPU IITO HajroieM Opoj off MaleHTHTe ce
off ;KeHCKuoT 1o (24 maruentu wm 66,67%) Bo ogHoC Ha
MamkuoT mon (12 marpenT win 33,33%). Hajromem 6poj
Ha manuenty (16 mamvenTtn wim 44,44%) onepupaHu of
XonelMTHja3a ce BO Bo3pacHa rpyma of 50-59 roguHu.
[TarentuTe Oea omepMpaHu 10 MeTOJlaTa Ha OTBOPEHa
XonercTerToMuja. I[locTonepaTBHA KOMIUIMKALUKM Ce
jaBuja Kaj 5(13,89%) mauumenty; u Toa, Kaj 4 Mal[UeHTH
(11,11%) , mocronepaTiBHa MH(EKIIMja Ha paHaTa, JoJeKa
Kaj 1 mamument (2,78%), mocromepaTiBHa OenogpoOHa
TpoMOeMOOIMja U TIOKpaj ajieKBaTHA IIOCTOIEepaTHBHA
Hera.
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HAJUECTUTE IIPUYMHUN 3A CTAD BUJT U CIEITIAJIO KAJ AZTYIITH BO
HAIITATA CEPHJA

Emunuja l'omeBcka JlamteBckal, BanButa Peun!

'YHuBep3uTeTCKa K/IMHUKA 3a ouHu bonecty, Ckomje, P.C. MakegoHuja

Medicus 2019, Vol. 24 (3): 343-346
ABCTPAKT

Bogepn: CriabuoT BUI U CIETIUIIOTO TIPETCTAaBYBaaT MHOTY 3HAYAEH jaBHO 3MIPABCTBEH MPOOJIEM BO 1IE/TMOT CBETOT.
TemkuTe BU3YeJTHU HApYyLIyBakha U CJIETIWIOTO MMaaT HEeraTUBHO BJIMjaHME BP3 TMICUXOMOTOPHUOT, COLUjATHUOT U
eMOILIMHATHAOT CTATyC Ha OBAa KaTeropuja 3acerHaTH JINLIA.

Les: [la ce yTBpAAT HajueCTUTe MPUUYMHY 3a ¢/1a0 BU U CJIEIIMIIO Kaj a[Iy/ITH, I1UjarHOCTULIMPAHN Ha YHUBEP3UTeTCKaTa
KJIMHUKa 3a 0uHu boectr Bo CKoIlje BO Mepuo Off 3 FOIUHU.

Marepujan u metomgu: Bo crymujata Oea BriaydeHu 978 maumeHTH, Ha Bo3pacT of 18-100 rom. co ciab BUm WU
CJIENNJIO, OUjarHOCTULIMPAHM Ha YHUBEP3UTETCKa KIMHMKA 3a ouHM 6onectu Bo CKorlje, Bo nepuonoT ox 01.01.2016
- 01.01.2019rox. Kaj cute mauueHTH BKIYUeHH BO CTyavjaTa Oellle HallpaBeH KOMITIETeH O(TaJIMOIOIKM TIPErye]] co
MoTpebHM [TOMOJIHUTEIHU UCIIUTYBaa. belle yTBpaeHa Hajmobpo KoperupaHara BugHa octpuHa (BCVA) Ha cekoe
OKO TMOeINHEeYHO, Meperhe Ha NHTpaoKyapHuoT mputucok (MOTT), Gerie HarpaBeH fieTasieH mpersie]] Ha TTPeHNOT 1
3aJTHUOT OUeH CerMEeHT U YTBPJIeHa TMpUUMHATA Koja [ioBesia 1o c/1ab BU, win ciernusio. Knacudukaiija Ha CTeNeHoT
Ha OIUTEeTYBabeTo Ha BUIIOT Oellle BO coryacHocT co Kputepuymute Ha C30 u ICD-10Ta peBu3yja.

Pesynrati: HajuecTn mpuurHM Kou JOBeayBaaT Mo cj1ab BUA U CJIEMIWIO BO HAIllaTa CTYAUja ce: TJIayKOM 3acTarieH
co 56,3%, mujabernuHa petuHomnatuja (IP) - 47,2%, ceHunHa MaKynapHa fereHepamuja (ARMD) - 33,4%, muormja
anra pmereHepatuBa - 21,9%, neykom Ha KopHea — 18,1%, OyynosHa KeparornaTtuja - 16,9%, abnanuja Ha peTuHa -
15,9%, mpyru mereHepatyMBHU OoecT Ha petvHa - 11,98%, noBpemu Ha okoTo — 8,1%, bTU3a Ha OUHOTO jabOoJIKO
- 6,5% u guctpocdun Ha KopHea - 6,2%. Iloronem nesn of HalLyeHTH BKIYYEHU BO CTyAMjaTa MMaa II0BEeKe Of eIHO
o TanMoNIoUIKO 3a00/yBahe, KoM [oBesie o ciaad Bum wim cienumo. Criopes; Bo3pacTa, co ¢j1lab BUI WIX CTIeTIUIO
IOMHHMpaa Bo3pacTtuTe rpymnu: of 75-90 rop. 3acrtarieHa co 33.4% 1 ox 60-75 rof. co 29.8%. Op1 BKyriHo 978 naluueHTr
Kol Oea BKJIyUeHU BO HalllaTa cTyauja, 522 (53,37%) bea om Maiiku 1oy, a 456 (46,63%) ol JKeHCKH TTOJI.

3akayuok. [7aykoM, mujabetnuna petuHonaTtuja (IP) u cenmnHa makynapHa gereHepanuja (ARMD) ce HajuecTture
TIPUYMHY 3a C1ab BUI U CJIETTH/IO Kaj afly/ITy BO HalllaTa cepuja.

3a ;a ce HaMaM HPOJjOT Ha OBAa KaTeropuja Ha JiMila BO HalllaTa 3eMja, ToTpeOHO e CIIpoBe/lyBarhe Ha efyKaTUBHU
1 CKpMHUHT MTPOTpaMy 3a PaHO OTKpHBarbe, Cllefierbe U JIeKyBake Ha ITIayKOMOT, nujabeTHUHAaTa peTUHOIaTHjaTa u
CeHWJTHaTa MaKyJlapHa JlereHeparliyja.

Knyunu 360poBu: cj1ab BU, CJIETIWIIO, afy/ITH, ITIayKOM, IjabeTUHa peTUHOIIaTHja, CeHWTHa MaKy/lapHa fiereHepalirja
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BOBE]]

OmreTyBame Ha BUJOT MPETCTaBYBa TOEM 37paBCTBEH
npo0sieM IMpyM cBeToT. JloOMBame Ha HOBU MOJATOIM
3a TPUYMHUTE M 3acTaleHOCTa Ha OINTETYBAambeTo Ha
BHUJIOT U CJIETIMIIOTO ce off ()VHAAMEHTATHO 3HauerHme 3a
jABHUTEe 3paBCTBEHM MONUTHKU, 3a pacrpeenda Ha
pecypcuTe U IJIaHWPameTo Ha 3PaBCTBEHUTE YCIIYTH, 3a
crefierbe U MpeBeHIyja Ha 00/IeCTUTE KOM IO OIITeTyBaaT
BupioT. Criopeq npolieHKUTe Ha CBeTcKaTa 3[IpaBCTBeHA
opranusanyja (C30), Bo cBetoT Bo 2010 ropuHa MMaso
285 MUIMOHM JIUIIA CO OIUTEeTeH BUJ, 0f] KoM 39 MUIMOHU
creny nuia u 246 mumioHu muia co cnab sug. (1) [lenec,
JKUBOTHHOT CTaHJap] e mofo0peH BO MOBEKeTO 3eMjH, HO
CelaK 3acTaleHoCTa Ha C/IENUIOTO OCTaHyBa 3HAYMTETHO
BUCOKa Bo MHory 3emju. Ckopo 80% op rmobamHOTO
OITETYBale Ha BUJOT, MOXKe Jia ce JieKyBa W/IM Jla ce
crpey. (2)

Temkure BU3YeJIHA HapVillyBatba U CJIEIUIIOTO JPAaCTUYHO
ro peayurpaaT KBAJIMTETOT Ha JKUBOTOT U I'0 3rojieMyBaaT
PU3UKOT Off CMPT.

MATEPHJAJT 1 METOH

Bo Hamiata ctyzuja 6ea BK/IyueHH BKYIHO 978 malmeHTH,
Ha Bo3pact o 18 rom. mo 100 romuHM, co crmab Bup
WK CJIeTIIo, JWjarHOCTHI[MPAaHd BO YHMBep3UTETCKa
K/IMHKUKA 32 ouHM Oonect Bo CKomje BO mepuop of 3
roguny, of, 01.01.2016 go 01.01.2019rop.

Kaj cure manueHTH BK/IyYeHH BO CTyAujaTa Oelie
HalpaBeH KOMIUIeTeH O(TaJMOJIOIKA Mpernies, co
TIOTpeOHU JIOTIONHUTETHE UCTIUTYBaba. bele yTBpeHa
Hajmo0po KoperupaHaTa BugHa octpuHa (BCVA) Ha cekoe
OKO TIOEJIMHEYHO, Meperhe Ha MHTPAOKyIapeH MPUTHCOK
(AOI1), nampaBeH [eTajeH Tperief, Ha TpPeJHUOT U
3Q[JHUOT OYeH CerMeHT W YTBpJeHa MpHUYMHaTa Koja
moBesia Jio c1ab By wiM cremaio. Knacudukanujara Ha
CTeTIeHOT Ha OIITeTYBambe Ha BUOT Oellle BO COTTTaCHOCT
co kpurepuymute Ha C30 u ICD-10 peBusmja. (3)

PE3Y/ITATH

Op BKymHO 978 matiieHTH, KoM Oea BKJIYYeHH BO CTYAMjaTa
522 (53,37%) bea masku, a 456 (46,63%) bea skeHu. (civKa
1). Bo HamaTa cTyaMja MMalle — HEIITO IIOrojeMa
3aCTalleHOCTOT Ha MAIIKUOT 11071 (53,37%).

Cnuka 1. TlpyKka3 Ha maIueHTy CIopes Mo
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978 naumeHTH
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Cropeq;, Bo3pacT, Haj3acTeneHa Oellle Bo3pacHaTa rpyia
ox 75-90 rogunu co 33,4%, a moToa cyeayBaa Bo3pacHUTe
rpyou: of, 60-75 roguuu 3actaneHa co 29,8%, om 45-60
rofl. co 25,4%, ox 30-45 co 6,6%, ox 18-30 rof. co 2,3% u
Haz 90 rop. 3acrameHa co 1,7% . (Cnuka 2)

Cnuka 2. [Ipuka3 Ha BO3pacHU TPyIM Ha TAl[eHTH CO
/120 BUJ U CJIETIIIIO

[IprumHK 3a c1ab BUZ U CJIENMIO BO HalllaTa cepuja ce
IpUKa)kaHM Ha CJIMKa 3: I7IayKoM 3acTameH co 56,3%,
IujabetnyHa petuHomatuja ([OP) - 47,2%, ceHuiHa
MakylapHa [ereHepanuja (age related macular
degeneration - ARMD)- 33,4%, Muomnuja anta iereHepaTiBa
-21,9%, neykom Ha KopHea - 18,1%, Oy/o3Ha kepartomaTuja -
16,9%, abnaiuja Ha petuna - 15,9%, Apyru JereHepaTUBHU
Oonecty Ha petuHata - 11,98%, moBpesu Ha oKoTo - 8,1%,
(hTH3a Ha OUHOTO jaboNIKo - 6,5% U AUcTpodUK Ha KOpHea
- 6,2%. Iloromem fen of malMeHTH BKIYUeHH BO CTYIUjaTa
1Maa MoBeKe of] eHO o(hTaJIMOJIOLIKO 3a00/yBambe, KOU
JoBeJIe JI0 c/1a0 BUJ] WU CIIETHTIO.
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Cnuka 3. [Ipuka3s Ha IPUUMHKTE 3a C71a0 BUJ ¥ CIIETIUIIO
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Bo ofiHOC Ha BufIHaTa OCTPUHA, O€3 CBETIOCHA MTPOEKIUja
(L-P) 6ea 25,7% oj maljeHTUTe BKIYUEHH BO CTYMjaTa, CO
ouyBaHa cBeTJI0CHa mpoekuyja (L+P) - 46,2%, mBuskerme
Ha paka - 34,9%, Opoeme PCTH Ipest 0Ko - 22,7%, Opoetbe
npeTd Ha 1 meTap --35,8%, Opoere MpeTH Ha 3 < 5 MeTpH -
21,6% u co BuzHa octpuHa of 0,1 - 0,3 mo CHerneH Tabmnuia
-8,9%. (Cruka 4)

Cnuka 4. BuiHa ocTpyHa Ha MaLeHTUTe cO c1ab BUJ U
CJIEIITIO BO HalllaTa cepyja

A T

15 B

JUCKYCHJA

EnuieMHOONIKKITe MOATOIN Ce BAKHK 3a IUIAHHpPakbe
W CHpOBelyBale Ha MpOrpaMM 3a elMMHUHAIMja Ha
MPUUKMHKTE 3a OLITETYBabe Ha BUJIOT U CJIEMiIo. 3aToa
OJl CYIITHHCKO 3HAUerHe 3a HAaC e BOCIOCTaBYyBaie Ha
HatpoHasen perucrap 3a 3acTaneHocTa i IPUYHHKTE 3a
c/ab BMJI M CJIETIUJIO BO Haluata 3eMja. Toj ke Oupie MHOTY
BayKeH M3BOP Ha eMuIeMUOJIONIKY MTOf[ATOIIH, KOj Ke fjajie
MOKHOCT 3a Ipe3eMare Ha KOOPAMHHPAHH aKTHBHOCTH
M HacouyuyyBame Ha WJHMTE CTPATErMd BO jaBHOTO
3[[paBCTBO BO HACOKa Ha HUBHA MpeBeHIyja. (4)

lako BO TEKOT Ha M3MMHATHTe HEKONKY JlelleHnH Oea
OTKPUEHHM HOBM MOKHOCTU BO JIEKYBaibe M CIIPEUyBabe
Ha KOMIUTMKALlMM Ha MHOTY OYHM 3a00/lyBaita KOU
HpeIn3BUKYBaaT OLITETYBAalme Ha BUJOT, C& VIITEe MMa
MHOTY NIPUYMHH 3a TYOeme Ha BUJOT, 3a KOU He IOCTOU
nek. Jlypu M co HajmoOpuTe MeIMIIMHCKH TPETMaHH,
MHOTY JIyT'e BO CBETOT JKMUBeaT CO C/1ad BH U CJIEMTHJIO.

Profesional paper

Bo Hamara cTyauja Kako IJIaBHU MPHYMHUTENM 3a C/1a0
BUJl U CJIENTWIO CE TIayKOM, IujabeTHJHa peTHHONATHja
1 ARMD. Cnopen cryaujata Ha Resnikoff wu cop., Bo
Ucrouna EBpoma u Jyxkua Amepurka Bo 2002 ropguHa,
CTaHJap/IM3MpaHaTa MpeBajieHIla Ha CJIeTIUIIO U C/1ad BUJT
Kaj Bo3pacHu e 1,31 u 4,24, coopBeTHo. (5)

Bo opmHoc Ha Bo3pacTta, co €1a0 BUJ WIM CJIETAIO BO
HalllaTa CTyIWja Haj3acTaleHa Oeme rpymara of 75-90
rof. co 33.4%, noToa cnemyBaa: 60-75 rog. co 29.8%, 45-60
rofi. co 25.4%, 30-45 co 6.6% WTH., KaKo IITO e MpUKaKaHOo
Ha cmika 2. CreficTBEHO Ha OBa M HAa CBETCKO HMBO
TofIaToIUTe BO MOBeKe CIPOBeJleHH CTYUK MOKaKyBaaT
IeKa PU3UKOT 3a c1ab BUJ M CJIEMIMIIO pacTe CO Bo3pacTa
1 HajMHOry e 3adaTeHa Bo3pacHaTa rpyma of 65-90
roguHu. (6-8)

['maykoM co aTpodhwja Ha ONTMUKMOT HEPB BO HalllaTa
cTymuja Oellle HajuecTaTa MpUYMHA 3a C/a0 BUI U
CJIETIUIIO, 3acTarneH co 56,30%. Bo nuTeparypara riaykom
Cce jaByBa Kako BTOpa NMpPUYMHA 32 CJIEMUIO BO CBETOT.
Wcro Taka ¥ BO HEKOU pa3BUeHU 3eMjH, KaKo JaroHuja u
T'epmaHuja, riaykom e BTopa mpuuKHa 3a c1ab Bug,. (9,10)
busiejku rnayKoMoT MpeTcTaByBa ,,TUBOK Kpajiell Ha
BUJIOT”, YeCTO MaTH HeHaBpeMeHO ce JIWjarHOCTUIIMpa,
Kora BeKe JIOBe/l 710 MPeBeP3UOMIIHO ONITETYBame Ha
BU70T. OTTYKa Tpou3ieryBa HEOMXOIHOCTA 32 HETOBOTO
PaHO JMjarHOCTULMPakbe U IeKyBame.(11)

PesyntaT ofi JIpyrd CTYMHU, CIIPOBEleHM BO JIPYTd
3eMju, TOBEKeTO 3eMju BO pa3Boj, IOKa)kaje JeKa
nujabetuuHaTa petuHonatuja (JIP) e rMaBHaTa MpUYMHA
3a cnemwio. (11,12) Bo Hamara cryauja [JP Geme BTopa
TIIPUYKHA 3a 710 BUJ] M CTIETIMIIO CO 3aCTameHocT of 47,2%.
Op 1963r., (11) qujabeTuHa peTHHONMATHja/MaKyIoOMaTHja
€ BoOJleuka MpMYMHA 3a CJIeMWIo Kaj Bo3pacHaTa
paboTocrocoOHa momyianyja Bo AHIIMja, a C/IMYHA €
cocToj0a ¥ BO JIPYTUTE Da3BHEHU 3eMjH, BKIYUyBajKu
ri u CAJl. (12,13) IIporpamute 3a CKpUHUHT ¥ efyKaliuja
Ha MalMeHTHTe Tpeba MOCTOjaHO Jia ce CITpoBeyBaar,
CO IIe/l Jla ce YKake Ha HEeomXO[[HOCTa Off C/IeleHheTo U
mobpara pery/nanyja Ha HIBOTO Ha I/IMKeMUjaTa BO KPBTa
Kaj MalUeHTH co [ujabeTec MEJIMTYC, CO KpajHa IeN
CITpeYyBame Ha HETOBUTE KOMIUTMKAIMM, BKITYYYBajKU '
1 0pTa/IMITYHHUTE.

Kaj 3amaziHuTe momynaiyu, MaKyJaapHaTa JereHepariyja
noBp3aHa co Bo3pacra (ARMD) e Bojeuka mpuuMHa 3a
cTenuio M cab BUJ, MocebHO Kaj OemaTta paca, ojieKa
KaTapakTa, [ujadbeTnuHa petuHonaTuja (JIP) u rmaykom ce
I7IaBHU TPMUMHY Kaj 1ipHaTa paca. (14) Bo HamaTa cTyauja,
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ARMD OGemre Tpera mpuuMHA 3a €1a0 BUJ ¥ CIIENUTIO, CO
3acTarneHocT of 33,4%.

PedbpakiyoHuTe aHOMAIMM Ce MCTO TaKa eIHU O]
MOKHUTE IPUUKMHY 3a CJ1a0 BT, KOU aKO He ce TPeTHpaar
COOZIBETHO M HAaBpPeMEHO MOMaT Jla  JoBefjaT U [0
cnerwio. (15, 16) Bo Hamara crymuja o peppakLoHUTe
TPellKM JIOMMHUpalle MMOIHUjaTa, OJIHOCHO BHMCOKa
JereHepaTHBHA MHUOIIKja cO 3acTaneHocT of 21,9%.

3AK/IYYOK

PesynraTuTe Bo HalllaTa CTY/Mja, Ha HAIlIaTa CIPOBe/IeHa
cepuja, TOKa)Kaa JieKa TIaBHU MPUUMHK 3a CJ1a0 BUJ U
CJIENMIIO ce  TJIayKoM, JujabeTuHa petuHomaruja ([[P)
¥ MaKylapHaTta JereHepalija IMOBp3aHa €O Bo3pacTa
(ARMD).

[ToTpebOHO e crpoBe/lyBabe Ha eYKATUBHU M CKPUHUHT
MpOrpaMy 3a PaHO OTKPUBaMe, Cliefiehe U JIeKyBarbe
Ha I7TIayKOMOT, AMjabeTnuHarta peruHomatujata ([IP) u
CeHMTHATa MaKy/JaapHa jereHepainyja (ARMD) Ha HuBO Ha
3ae/THUIIA, 32 []a Ce PefyIMpa OPojoT Ha JIUIA CO C/1ab BH]
U CJIETIHJIO.
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ABSTRAKT

Diabeti éshté njé sémundje kronike gé kérkon kujdes mjekésor dhe edukim té vazhdueshém pér menaxhimin dhe
mbéshtetjen e pacientéve pér té parandaluar komplikimet akute dhe reduktimin e ndérlikimeve. Homocisteina
éshté aminoacid gé pérmban sulfur. Homocisteina éshté shumé citotoksike dhe nivele té rritura brenda rrjedhés
sé gjakut besohet se démtojné gelizat endoteliale té enéve arteriale, té cilat mé pas cojné né inflamacion dhe
formimin e pllakave aterosklerotike qé kufijzojné rrjedhén e gjakut né zemér dhe organe té tjera. Mungesa e
vitaminave B6, B12 dhe acidit folik éshté faktor i kycur né metabolizmin e homocisteinés.

Qéllimi i studimit: éshté vlerésimi i nivelit té homocisteinés te pacientét diabetik dhe krahasimi sipas gjinisé.

Materiali dhe metodat: Né studim jané pérfshiré 67 pacienté ambulantor té paraqitur pér kontroll rutinor, prej
té ciléve 42 jané pacienté diabetik dhe 25 pacienté jodiabetik. Mosha e pacientéve té pérfshiré né studim éshté
37-72 vjec. Si material éshté shfrytézuar gjaku venoz ku jané analizuar parametrat biokimik si glukoza, HbAlc,
holesteroli, trigliceridet, urea, kreatinini, acidi folik, homocisteina dhe analizat e urinés.

Rezultatet: Nga pérpunimi statistikor i té dhénave éshté vérejtur se niveli i homocisteinés né gjak éshté mé i larté
te meshkujt krahasuar me femrat si te grupi kontroll ashtu edhe te pacientét diabetik. Gjithashtu nga pérpunimi
i analizave rezulton se pacientét diabetik kané nivele mé té larta té homocisteinés né gjak se pacientét jodiabetik.

Konkluzioni: Nga ky hulumtim konkludojmé se rezultatet e fituara treguan nivele té larta té homocisteinés te
pacientét diabetik, krahasuar me rezultatet e fituara té grupit kontrollé.

Fjalét kyce: homocisteina ,glukoza, HbAlc, pacientét diabetik.

HYRJE aktivizoj gelizat endoteliale vaskulare dhe leukocitet.
Aktiviteti proinflamator i homocisteinés éshté analizuar
népérmjet vlersimit té efektit té saj né prodhimin
inflamator té citokinave dhe hemokinave né qelizat
endoteliale venoze humane, monocitet e gjakut dhe
makrofaget [3]. Homocisteina éshté aminoacid qé
pérmban sulfur. Homocisteina nuk ndodhet né proteinat
@é njeriu i merr népérmjet ushgimit. Burimi i vetém dhe i
njohur né organizém éshté formimi i saj né metabolizmin
Disfunksioni endotelial éshté njé tipar i zakonshém i e aminoacidit esencial, metioninés, e cila gjithashtu
diabetit [2]. Kérkimet, vecanérisht né fillim té viteve 90, permban sulfur [4]. Homocisteina éshté shumé citotoksike
tregojné se metabolizmi i ¢regulluar i homocisteinés Jhe nivele té rritura brenda rrjedhés sé gjakut besohet se
éshté faktor i réndésishém. Studimet e fundit tregojné damtojné gelizat endoteliale té enéve arteriale, té cilat

se niveli i rritur i homocisteinés garkulluese mundet t¢ g pags cojné né inflamacion dhe formimin e pllakave

Diabeti éshté njé sémundje kronike qé kérkon kujdes
té vazhdueshém mjekésor dhe edukim té vazhdueshém
pér menaxhimin dhe mbéshtetjen e pacientéve pér
té parandaluar komplikimet akute dhe reduktimin e
ndérlikimeve. Sémundja e diabetit éshté komplekse dhe
kérkon qé té trajtohen shumé céshtje, pértej kontrollit té
glikemisé [1].
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aterosklerotike qé pérfundimisht kufijzojné rrjedhén e
gjakut né zemér dhe organe té tjera [5].

Mungesa e vitaminave B6, B12 dhe acidit folik éshté faktor
i cili éshté i kycur direkt né metabolizmin e homocisteinés
[6].

Shumé studime té cilat e kané analizuar varshmériné
e moshes dhe koncentrimit té homocisteinés, tregojné
se niveli i homocisteinés rritet me moshén, ashtu gé
hiperhomocisteinemia éshté dukuri e shpeshté te té
moshuarit [7]. Te pacientét me diabetes mellitus, edhe
né gjendje urie edhe pas ngarkesés sé organizmit me
metionin, éshté gjetur se niveli i homocisteinés né plazém
éshté mé i larté krahasuar me njerézit e shéndoshé.
Kjo shihet edhe te pacientét diabetik joinsulinovartés
edhe insulinovartés. Hiperhomocisteinemia éshté mé
e shpeshté te pacientét me démtime vaskulare dhe
komplikacione té tjera né krahasim me pacientét qé nuk
kané komplikacione. Viteve té fundit si faktor rreziku i ri
i pavarur konsiderohet hiperhomocisteinemia.

Nivelet normale té homocisteinés totale né gjak
konsiderohen té jené 5 - <15 umol/L, megjithése
laboratorét Evropiané kané tendencé té pérdorin njé
vleré prej 12 umol/L si vleré té homocisteinés totale te té
rriturit [8].

Hiperhomocisteinemia mud té klasifikohet si:
E moderuar (Hcy 15-30 pmol/L)

Intermediere ( Hey 30-100 pmol/L)

E larté (> 100 umol/L).

MATERIALI DHE METODA

Né studim jané pérfshiré 67 pacienté ambulantor té
paragitur pér kontrollin rutinor né Spitalin Klinik té
Tetovés prej té ciléve 42 jané pacienté diabetik dhe 25
pacienté jodiabetik. Mosha e pacientéve té pérfshiré
né studim éshté 37-72 vjec. Si material né studim
éshté shfrytézuar gjaku venoz, 3ml né epruveté me
antikoagulant KKEDTA dhe 6 ml gjak pér pérfitimin e
serumit, i marré né orén 8-9 né méngjes, pas 10-12 orésh
giendje urie, pas 15 minuta pushim, né pozité ulur, né
venén kubitale. Analizat mbi treguesit shéndetsor jané
realizuar né laboratorin e spitalit Klinik té Tetovés.

Pacientéve u jané marré té dhénat personale, pesha,
lartésia, BMI. Tensioni i gjakut éshté matur né pozité
ulur pas 5 minuta pushim. Pacientét gjithashtu
jané pyetur rreth trajtimit té diabetit, kohézgjatjes,
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pranisé sé komplikacioneve dhe nése pérdorin terapi
antihipertensive.

Té dhénat biokimike gé u realizuan te pacientét ishin:
glukoza né gjak, HbAlc, urea, kreatinina, holesteroli,
trigliceridet, homocisteina dhe acidi folik. Pér analizimin
e glukozés, HbAlc, holesterolit, triglicerideve, uresé dhe
kreatininés éshté shfrytézuar aparati Siemens Dimension
RXL. Acidi folik éshté matur né aparatin Advia Centaur
dhe homocisteina né aparatin Immulite 2000 me ané té
metodés hemiluminiscente. Pér realizimin e analizés sé
urinés éshté kérkuar nga pacientét mbledhja e urinés
sé méngjesit. Mostrat e urinave jané mbledhur né gota
plastike sterile dhe ekzaminimi i saj éshté kryer brenda
njé ore nga koha e marrjes.

Pérpunimi statistikor i té dhénave éshté realizuar me
ané té programit Microsoft Office Exel 2007 dhe SPSS
version 21. Pér variablat numerike éshté pércaktuar
mesatarja aritmetike, devijimi standard dhe sinjifikanca
statistikore.

REZULTATET

Distribuimi i pacientéve té pérfshiré né studim éshté
paragitur né tabelén nr. 1. nga ku shihet se né studim
jané pérfshiré 67 pacienté; 25 jané pacienté jo diabetik (
14 meshkuj dhe 11 femra) dhe 42 jané pacienté diabetik (24
meshkuj dhe 18 femra).

Tab.1. Distribuimi i pacientéve né studim

Pacientét jo diabetik Pacientét diabetic
Gjinia n % n %
Meshkuj | 14 56 24 5714
Femra 1 44 18 42.86
Gjithsej 25 100 42 100

Nga pérpunimi statistikor i té dhénave shihet se niveli
i homocisteinés éshté mé i larté te meshkujt me vleré
mesatare 11.4+4.3 krahasuar me femrat ku vlera mesatare
éshté 8.6+1.1, me dallim sinjifikant statistikor p=0.047 te
grupi i kontrollit. Te meshkujt diabetik vlera mesatare
e homocisteinés éshté 17,1+4.9 dhe gjithashtu éshté mé
e larté se te femrat diabetike ku vlera mesatare éshté
15.7+4.23, me dallim sinjifikant statistikor p=0.33 ( tabela
nr.2).



At

Tab.2. Lidhja né mes koncentrimit té homocisteinés dhe
gjinisé

Pacientét jo diabetik Pacientét diabetic

M T D i T 2

Niveli i
homocisteinés 114443 8.6+1.1 0.047 | 171249 | 157+4.23 0.33

Nga tabela nr. 3 ku pasqyrohet lidhja né mes koncentrimit
té homocisteinés, gjinisé dhe pranis sé diabetit shihet se
egziston dallim sinjifikant statistikor né mes pacientéve
diabetik dhe atyre jo diabetik né lidhje me koncentrimin
e homocisteinés né gjak. Pér meshkujt p=0.0009 ndérsa
te femrat p<0.0001.

Tab.nr.3. Lidhja né mes koncentrimit té komocisteinés,
gjinisé dhe pranis sé diabetit

Pacientét n Pacientét n P

jo diabetik diabetik
M | 11443 14 | 171+49 24 =0.0009
F 8.6:1.1 11 | 15.7£4.23 18 <0.0001

KONKLUZIONI

Nga ky hulumtim mund té konkludojmé se rezultatet
e fituara treguan nivele té larta té homocisteinés te
pacientét diabetik, krahasuar me rezultatet e fituara
té grupit kontrollé. Nivele mé té larta té homocisteinés
né gjak jané fituar te meshkujt krahasuar me femrat
diabetike. Duke u bazuar né studime té shumta gé jané
kryer né fushén e diabetit dhe homocisteinés rezulton
se pacientét me diabetes mellitus, edhe né gjendje urie
edhe pas ngarkesés sé organizmit mé metionin, niveli i
homocisteinés né plazém éshté mé i larté krahasuar me
njerézit e shéndoshé, prandaj ne rekomandojmé qé te
pacientét diabetik té ndigen nivelet e homocisteinés né
gjak me @éllim té monitorimit, menaxhimit té diabetit
dhe komplikimet e tij.
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ABSTRAKT

HYRJE: Infeksionet vaginale jané ndér infeksionet mé té shpeshta qé femrat pérjetojné gjaté jetés sé tyre. Vlerésimet
jané se 1 prej 2 femra, pérjeton njé infeksion vaginal né njé pikeé té jetés sé tyre. Vaginoza bakteriale éshté infeksioni
meé i shpeshté vaginal te femrat e moshés 15-45 vjeg. Infeksionet e traktit urinar (ITU), u referohen inflamacioneve
té traktit urinar si pérgjigje e pranisé té patogjenéve. Shumé éshté e réndésishme té studiohen shkaktarét e
infeksioneve té traktit urinar tek femrat si incidenca, prevalenca dhe epidemiologjia e kétyre infeksioneve me
géllim zvoglimin e paragitjes sé tyre, pér té pérmirésuar shéndetin e popullatés femérore. QELLIMI: Punimi ka
pér géllim té pércaktojé nevojén e diagnostikimit adekuat té infeksioneve urinare dhe gjenitale gé né nivelin
primar, me géllim gé té mos kemi mbingarkim té panevojshem té ambulancave gjinekologjike té nivelit sekondar
dhe terciaré.

MATERIALI DHE METODAT: Punimi éshté prospektiv i realizuar né Departamentin pér gjinekologji prané Spitalit
Klinik né Tetové, né laboratorin biokimik si dhe laboratorin mikrobiologjike prané IShP - Tetové. Jané analizuar
2150 paciente nga gjithésejt 2590 vizita té realizuara né ambullantén gjinekologjike, té moshés nga 18-61 vjeg,
té trajtuara né periudhén janar-qgershor 2019, prané Spitalit Klinik Tetové. Si grup studimore jané maré 2150
paciente.

REZULTATET:Nga llogaritja e vlerave e té gjithé pacienteve té kontrolluara 2590, né repartin e gjinekologjis,
paciente té dyshuara me infeksione uro-gjenitale rezultojné 2150 ose 83,01 % né raport me sémundje té tjera
gjinekologjike pérkatésishté 440 paciente 0sel6,98 %. Nga gjithésejt 2150 paciente té grupit studimoré, me
infeksione gjenitale rezultojné 2065 ose (96,04 %) paciente, ndérsa 85 ose( 3,95 %) raste me infeksione urinare.
PERFUNDIMI:Diagnoza diferenciale ka réndesi té vecanté pér diferencimine tyre sepse ato duhet gé né nivel primar
té difencohen, gé te mos jené shkak i vizitave té shpeshta tek gjinekologét sekundaré. DISKUTIMI:Ményra e miré
per te diferencuar infeksionet gjenitale nga ato urinare né nivelin primar éshté marrja me kujdes e anamnezés
gjinekologjie, shfrytézimi i metodave konvencionale pér diagnostikim éshté e mjaftueshme pér té diferencuar njé
infeksion urinar né raport me gjenital. Mjekimi adekuat i infeksioneve gjenitale duhet té realizohet né menyré
ambulatore. Qéllimi kryesore éshté mos té ngarkohen pa nevojé ambulantat e nivelit sekundar dhe terciaré.
Infeksionet urinare nuk duhet té jené shkak i vizitave té shpeshta né ambulantat gjinekologjike sekondare. Kost
benefit éshté mé i madhé nése kemi nji diferencim né kohé té kétyre dy sémundjeve, gé paragesin 92 % té vizitave
né ambulantat gjinekologjike sekondare.

Fjalé kyc:Infeksionet urogjenitale,diagnoza diferenciale.

HYRJE ekuilibér midis ndryshimeve hormonale dhe bakterieve
qé jané banor té saj. Infeksionet vaginale ndodhin kur ky

Infeksionet vaginale jané ndér infeksionet mé té shpeshta o
ekuilibér ndryshon .

qé femrat pérjetojné gjaté jetés sé tyre. Eshté vlerésuar
se njéra nga dy femra pérjeton njé infeksion vaginal né Ekzistojné lloje té ndryshme té infeksioneve vaginale dhe
njé piké té jetés sé tyre. Vagina e cdo femre ruan njé pér kété arsye simptomat dhe trajtimi i tyre varet nga
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lloji i infeksionit[1,2,3,4,5].

Infeksionet vaginale jané arsyeja mé e shpeshté pér vizita
tek gjinekologu.Vaginoza bakteriale éshté infeksioni mé
i shpeshté vaginal tek femrat e moshés 15-45 vjec. Sipas
té dhénave nga Qendra e Parandalimit dhe Kontrollit té
Sémundjeve né Shtetet e Bashkuara té Amerikés (SHBA),
rreth 30 % té femrave té késaj grup moshe né SHBA
preken nga vaginoza bakteriale. Shkaktaré mund té jené
té ndryshém si: bakterie, fungje dhe viruse. Por mund té
kemi edhe procese inflamatore ose e théné mé thjeshté
irritime kimike nga krema, deozoranse, parfume si dhe
nga disa lloj rrobash qé bien né kontakt me organet
gjenitale.

Infeksionet e traktit wurinar (ITU) u referohen
inflamacioneve té traktit urinar si pérgjigje e pranisé té
patogjenéve.

Bakteriet enterike (né vecanti, Escherichia coli) mbeten
shkaku mé i shpeshté i ITU - ve, megjithése shpérndarja
e patogjenéve qé shkaktojné kéto infeksione po ndryshon.
ITU - té kané njé pérhapje té konsiderueshme né té gjitha
moshat si dhe né té dyja gjinité. Megjithse ndikojné né
té dy gjinité, jané mé shumé té pérhapur kryesisht te
femrat, pér shkak té uretrés sé shkurtér né krahasim me
meshkujt.

Zhvillimi i ITU varet nga ekuilibri midis agjentéve
infektivé, rezistencés sé pritésit dhe mekanizmave té
mbrojtjes sé bujtésit.

Shumé éshté e réndésishme té studiohen shkaktarét e
infeksioneve té traktit urinar tek femrat, si incidenca,
prevalenca dhe epidemiologjia e kétyre infeksioneve me
qéllim uljen e nivelit té shfagjes sé tyre, pér té pérmirésuar
shéndetin e popullatés femérore.[6,7,8,9,10,11].

Infeksionet periodike té traktit urinar jané njé fenomen
i zakonshém qé vérehet tek graté, té cilat kané kaluar
njé infeksion té pakomplikuar té ITU-sé dhe mé pas jané
identifikuar si té ri-infektuara né ményré té pérséritur.

Pér mé tepér, klasifikimi i ITU-ve bazohet, gjithashtu,
né pérhapjen e simptomave gé shfagen tek pacienti,
duke i ndaré kéto infeksione né simptomatike dhe jo-
simptomatike (Johnson et al., 2008; Ipe et al., 2013).

Patogjeni mé i zakonshém qgé shkakton kéto infeksione
éshté E. coli, q¢ pérbén 80-85 % té rasteve, i ndjekur
nga patogjené té tjeré qé shumohen né traktin urinar, si
Pseudomonas spp., Klebsiella spp., Staphylococcus spp.,
Enterococcus spp.,etj.
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Infeksionet e aparatit urinar jané ndér problemet mé té
shpeshta gé hasen né praktikén e pérditshme pothuajse
tek té gjitha grupmoshat. Ndérkohé qé mé té shpeshta
shfagen tek femrat.

Simptomat dalluese jané:dhimbja, djegiet gjaté aktit té
urinimit, réndesa rreth zonés perianale (rreth anusit e mé
gjeré), dhimbja lumbare (dhimbje e mesit) e njéanshme, ose
e dyanéshme me pérhapje drejt stomakut ose organeve
gjenitale té jashtme. Shenja tjetra té réndésishme jané
crregullimet e aktit té urinimit (urinim i shpeshté gjaté
dités dhe natés, mbajtje e urinés dhe urinim né dy kohé,
urinim me gjak etj).

Mycoplasma hominis, mycoplasma genitalium eschericia
coli, dhe ureaplasma urealyticum jané patogjene me té
réndésishem né traktin gjenital té femres [12,13,14,15].

Simtomat e ITU gilgti(t)g]lgt e infeksioneve
dhimbje dhe djegie gjaté | Dhimbje gjaté urinimit dhe
urinimit aktit seksual

Urinim i shpeshé dhe i detyruar (Svlgé(llgl% (ilﬁe ‘Zlgﬂg)l e prekur
Zgjim nga gjumi pér té shkuar
né banjo

Urina e turbullt ose me gjak

Edemné zonén e prekur

Dhimbje ne zonen e prekur
Ka sekretim té pazakonté
vaginale qé éshté e trashé,
paeré

Uriné me eré té kege

Ethe, vjellja, té cilat mund té
jené shenja té njé infeksioni mé
serioz

Dhimbje ose ndjenja e presionit
né pjesén e poshtme te barkut
Dhimbje pelvike,vecanerishte
tek vajzat

QELLIMI

Punimi ka pér géllim té pércaktojé nevojén e
diagnostikimit adekuat té infeksioneve urinare dhe
gienitale gé né nivelin primar, me géllim gé té mos
kemi mbingarkim té panevojshem té ambulancave
gjinekologjike té nivelit sekondar dhe terciaré.

MATERIALI DHE METODAT

Punimi éshté prospektiv i realizuar né Departamentin e
Gjinekologjisé prané Spitalit Klinik né Tetové, laboratorin
biokimik si dhe né laboratorin mikrobiologjike prané IShP
né Tetové, jané analizuar 2150 paciente nga gjithéseijt
2590 vizita té realizuara né ambullantén gjinekologjike,
té moshés nga 18-61 vjet, té trajtuara né periudhén janar
2019-gershor 2019 prané Spitalit Klinik Tetové. Si grup
studimore jané maré 2150 paciente.

Té ndaré né dy grupe sipas diagnostikimit:

1. Né grupin e paré 85 té diagnostikuara me infeksione
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urinare

2. Né grupin e dyté 2065 té diagnostikuara me infeksione
gjenitale,

Tek té gjithé pacientet éshté marré anamneza e detajuar
éshté realizuar kontrolli vaginal, infekioni éshté
konstatuar sipas kritereve pér diagnozé té infeksioneve
urinare dhe gjenitale , respektivishté strisho vaginale,
statusi urinar, urinokultura, analiza té gjaku venoz né
momentin e diagnostifikimit.

REZULTATET:

Nga llogaritja e vlerave e pacienteve té kontrolluara
gjithésejt 2590 né repartin e gjinekologjisé rezulton
qé paciente té dyshuara me infeksione uro-gjenitale
jané 2150 ose 83,01 % né raport me sémundje té tjera
gjinekologjike pérkatésishté 440 paciente 0sel16,98 % né
periudhén kohore janar-gershor 2019. tabela 1.

Nga llogaritja e pérqindjes sé pacienteve té dyshuara pér
infeksione uro -gjenitale, sipas kritereve pér diagnostikim
rezulton qé nga gjithésejt 2150 paciente té grupit
studimoré me infeksione gjenitale jané 20650se (96,04
%) paciente, ndérsa 85 ose (3,95 %) raste me infeksione
urinare grafikon 1.

Nga 54% e rasteve tek té cilat éshté realizuar strisho
vaginale dhe urinokultura rezulton qé né strishot
vaginale né 79 % éshté izoluar mycoplazma, ndérkaq né
urinokultura né 83 % rezulton escherichia coli grafikon
2.

Nga 100 % té pacienteve me infeksione gjenitale dhimbja
pelvike ka gené prezente né 78 % , ndérkaq nga ato urinare
dhimbja pelvike ka gené prezente né 92 % té rasteve.
grafikon 3.

Nga rezultatet e vizitave té pérgjithshme né repartin né
gjinekollogjis rezuton si vijon.

tabela 1.

Gjithéseijt

paciente  té
kontrolluara

2590 raste (100 %)

Paciente té dyshuara pér

infeksione uro-gjenitale 2150 raste (83,01 %)

Paciente té tjera 440 raste (16,98 %)

Nga llogaritja e pérgindjes sé pacienteve té dyshuara
pér infeksione uro -gjenitale, sipas kritereve pér
diagnostikim rezulton gé nga gjithésejt 2150 paciente
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té grupit studimore me infeksione gjenitale jané 2065
ose (96,04 %) paciente, ndérsa 85 ose( 3,95 %) raste me
infeksione urinare grafikon 1.

Paraqitje grafike e ndarjes sé pacienteve sipas llojit té
infeksionit graf. 1.

Mg gjithesejt 2130 paciente fe grupin studinore

Nga 54% e rasteve tek té cilat éshté realizuar strisho
vaginale dhe urinokultura rezulton qé né strishot
vaginale né 79 % éshté prezente mycoplazma, ndérkaq
né urinokultura né 83 % rezulton ureaplazma urealitica
graf. 2.

Beumaliaie i 54 0 fr dhisishios e v aginade dise wcinsbaliurs

Nga 100 % te pacienteve me infeksione gjenitale dhimbja
pelvike ka gené prezente né 78 %, ndérsa nga ato urinare
dhimbja pelvike ka gené prezente né 92% té rasteve.graf.
3.

PERFUNDIMI

Diagnostifikimii infeksioneve gjenitale né raport me ato
urinare paraqet njé sfidé profesionale pér té gjithé mjekét
gjinekolog pamvarésisht a jané té nivelit primar, sekondar
ose terciaré sepse paragesin numrin mé té madhé té
vizitave qé i realizojné gjaté punés sé pérditshme.

Diagnoza diferenciale éshté e njé réndesie té veéanté pér
diferencimine tyre sepse ato duhet gé né nivel primar té
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diferencohen, per te mos gené shkak i vizitave té shpeshta
tek gjinekologét sekundar.

Nga rezultatet e marra mund té konkludojme se:

1.Pérgindja 14,5 % tregon njé prani té larté té infeksioneve
urinare né raport me ato gjenitale tek pacientet qé
paragiten pér vizita né repartin gjinekologjik.

2.Raporti i moshés tek infeksionet urinare tregon njé
prani mé té madhe né periudhén nga 18-38 vjec.

3.Vetém té dhénat anamnestike nuk jané té mjaftueshme
pér té diferencuar njé infeksion urinar ose gjenital.

4. Nga 54 % té pacinteve tek té cilat éshté realizuar strisho
vaginale, rezulton prani e mycoplasma né 79 % té rasteve.

5. Nga 54 % té pacienteve tek té cilat éshté realizuar
urinokultura rezulton gé né 83 % prani e eschericia coli.

6.Rezultatet e strishove tregojné prani dominante té
antigjeneve mycoplasma dhe eschericia coli si shkaktaré
té infeksioneve urogjenitale.

7.Prani e dhimbjes pelvike né 78 % tek infeksionet gjenitale
dhe né ato urinare né 92 % té rasteve tregon nevojén e
kérkimit te analizave té tjera diferencuese.

DISKUTIMI

Ményra e miré per te diferencuar infeksionet gjenitale
nga ato urinare né nivelin primar éshté marrja me
kujdes e anamnezés gjinekologjie, shfrytézimi i metodave
konvencionale pér diagnostikim éshté e mjaftueshme pér
té diferencuar njé infeksion urinar né raport me gjenital.

Mjekimi adekuat i infeksioneve gjenitale duhet té
realizohet né menyré ambulantore.

Qéllimi kryesore éshté mos té ngarkohen shumé pa
nevojé ambulantat e nivelit sekondar dhe terciaré.

Infeksionet urinare nuk duhet té jené shkak i vizitave té
shpeshta né ambulantat gjinekologjike sekondare.

Kost benefit éshté mé i madhé nése kemi njé diferencim
né kohé té kétyre dy sémundjeve té cilat paragesin 92 % té
vizitave né ambulantat gjinekologjike sekondare.
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POSTOPERATIVE COMPLICATIONS IN ENDSCOPICALLY OPERATED
PATIENTS WITH INGUINAL HERNIAS
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Medicus 2019, Vol. 24 (3): 354-358
ABSTRACT

Introduction: Laparoscopic inguinal hernia repair arised in the early 1990s as laparoscopy gained a mainstay in
general surgery.Inguinal hernias are one of the most common surgical diseases, they are about 80% of all hernias
on the anterior abdominal wall. Each inguinal hernia is a serious illness associated with limited work capacity and
worsened quality of life for patients. The only radical treatment is operational.

Purpose: A retrospective and prospective review examined outcomes of laparoscopic hernia operations in 80
patients, concentrate on intraoperative and early postoperative complications, pain, and time until return to work
and normal physical activities.

Materials and Methods: Observed in the research are eighty patients with inguinal hernia, confirmed by clinical
trials. All of them were male subjects over 18 years of age or above. Patients with incarcerated hernia in emergency
were excluded from the study.

Results: There were no intraoperative complications in this series; 80 patients experienced early postoperative
complications across 6 evaluated categories: urinary retention (2,5%), seroma (5.0%), hematoma on the wound
(3,75%),hydrocele (2,5%), ischemic orchitis (1,25%), trocar complications (1,25%) and neurological symptoms (3,75%).
Patients used an average of 3,0 analgesics pills after the procedure, and mean times until return to work and
normal activities, were 3.5 + 1.4 days,respectively.

Conclusion: Complication rates and convalescence times were considered equivalent or superior to those found
in other studies estimating both laparoscopic and open techniques. In the hands of an experienced surgeon,
laparoscopic hernia repair is a safe and effective procedure.

Keywords: Inguinal hernia, laparoscopic hernioplasty, TAPP, TEP.

INTRODUCTION

Inguinal hernias are one of the most common surgical
diseases and are meet in 3-7% of the population, which
is about 500 million in the world, with their frequency
varying considerably over the years (1). Of all the hernias
of the front abdominal wall, inguinal hernias represent
about 80%, of which 27% are found in men and 3% in
women.The ratio of male / female to inguinal hernia is
about 10: 1, due primarly to the anatomical differences in
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the structure of the inguinal canal.

The most common technique for inguinal hernia repair
was initially an open, tissue-based suture repair, which
eventually develop to commonly use prosthetics for a
tension-free repair with a significantly lower recurrence
rate, and lower chronic pain after surgery (2-4).

Laparoscopic inguinal repair is becoming very popular
method of hernioplasty, with a range of 16.8-41.0% of
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such operations in the United States (5,6).0ver the past
two decades, laparoscopic inguinal hernia repair has
become more and more popular (7).

Literature has confirm the benefits of laparoscopy to
be mostly associated to the more minimally invasive
type of the surgery, with lower wound infection rates,
faster recovery times, and less postoperative pain (8-10)
The 2 most common types of laparoscopic technique
for inguinal hernia repair are the transabdominal
preperitoneal (TAPP) repair and the total extraperitoneal
(TEP) repair (11,12).

In the laparoscopic procedure, the repair is performed
through the placement of a mesh to cover the entire
inguinal region, including the areas of the indirect,
femoral and obturator hernias. The purpose of this
study is to identify and evaluate the complications of the
treatment of inguinal hernia with a laparoscopic mesh
placement.

MATERIALS AND METHODS

The clinical part / base of the dissertation work was built
on the basis of a retrospective and prospective study of
patients hospitalized and treated in the Department of
General Surgery at the Clinical Hospital -Shtip (Republic
of Macedonia), as well as in the Department of Special
Second Surgery at the University’s Multidisciplinary
Hospital for Active Healing UMBAL “St.George” to
Medical University -Plovdiv (Republic of Bulgaria).

- Implementation, organization and time of the study

A: Perspective research from December 2016 to December
2017.

B: Retrospective research from January 2013 to December
2016.

All procedures are accomplished with patients under
general anesthesia and supine, with a Foley catheter
placed. The patient is given 1 dose of preoperative
antibiotics, third-generation cephalosporines.

Pacient demographic, operative and postoperative
findings were studied. The following informations were
collected prospective and retrospectively: age, sex,
American Society of Anesthesiologists (ASA), duration
of surgery, intraoperative complications, postoperative
complications, hospital stay and recurrence.

There are two types of laparoscopic inguinal hernia
repair - the Transabdominal Preperitoneal (TAPP)
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approach and the Totally Extraperitoneal (TEP) approach.
The laparoscopic port placements are different between
the two techniques. In a TEP technique, the ports are set
typically in a line from the pubic bone to the umbilicus.
In the TAPP technique, the three ports are positioned at
the umbilicus and the spase of the mid-clavicular line
at the level of the umbilicus on the left and right side of
the abdomen. In the TEP technique, the preperitoneal
space is opened at the level of the umbilicus and is not
damaged during the procedures. In the TAPP technique,
the surgeon must open and close a peritoneal part that
usually starts at the medial umbilical ligament and is
incised laterally to the anterior superior iliac spine. The
mesh, 10x15 cm, is inserted into the abdomen via the
10mm trocar to cover the entire myopectineal orifice
( direct, indirect, and femoral hernias) and fixed with 5
mm Tacker.

RESULTS

Patient demographics and basic characteristics about the
hernias are comprehensive in Table 1.

Table 1:Demographic data of the pacients and

characteristics of the hernias

Variable | N % |
NUmber of pacients 30TT00)
Age, mean * SD 45,6 +14.9
Sex
Male 80 (100)
Female 0
Site of hernias
Ri%ht inguinal 25 (31.25)
Left Inguinal 23(28.75)
Bilateral 32 (40)

All patients were operated with general intubation
anesthesia.

Table 2: Dividing of patients by ASA

Classification by ASA TAPP/TEP
ASA1 47 (58,75)
ASA?2 31(38.75)
ASA3 2 (25)
ASA 4 0

The average length (duration) of the operation is 151.13
+ 32.0 min. Early post-operative complications (up to 30
days) are shown in
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Table K 3:
Postoperative complications Operating method (TAPP/TEP)

n%

infection - light 4(5)
hematoma on the wound 3(3,75)
urine retention 2(2,5)
hydrocele 2(2)5)
paresthesia 3(3,75)
neurological pain 3(3,75)
trocar complications 1(1,25)
total 16 (20)

After the operative intervention there was a soft infection
of the operative wound in 4 cases from the laparoscopic
operative method. Medium infections were not observed
while there was postoperative hematoma in 3 cases. In
one of the endoscopically treated patients (male) on the
3-5th postoperative day, febrile appeared up to 37.8 C. The
postoperative complication was accompanied by a serous
exudation of the operative wound , general weakness and
pain on the place of operational intervention. Was taken
MKB a swab from a wound, and the rehearsal remaining
sterile. Removing was performed with the stitching
material. During the performed manipulation, there was
appeared a scarce serous secretion. Again a swab for
microbiological examination was taken - The rehearsals
were sterile again, there was performed,secondary
surgical treatment of the wound and after - a later phase
placement was performed a secondary stitches.

Laboratory research showed signs of inflammation:
elevated WBC; SUE; CRP. After administration wide
spectrum of antibiotics and high doses of NSAIDs, the
symptoms of the patient receded within 5-6 days. At
dehospitalization , the patient is afebrile. Patients with
urinary retention had catheters placed and were started
on therapy with tamsulosin hydrochloride. Catheters
were removed on the third postoperative day at a
urologist’s unit. All patients had relief of their symptoms,
and no prostatectomies were needed. The hydrocele
was diagnosed by clinical evaluation, and by ultrasound.
Postoperative neurological pain has been established in
three patients who have calmed after treatment with
analgesics and nonsteroidal anti-inflammatory drugs
(NSAIDs).

Table 4:Postoperative pain in the first few hours after
performed laparoscopic operational intervention.
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Pain Laparoscopic operating
method mean + SD

1hour 30+26

2 hour 1.8+£27

3 hour 14+£20

During the performing operational interventions, other
adjacent structures were not intraoperatively affected.

DISCUSION

Laparoscopic hernioplasty has many advantages, such
as a good cosmetic effect (a small postoperative cicatrix),
minimal pain from the operative wound, short hospital
residence, and early return to everyday work activities.

The results of this series backing the statment that
laparoscopic hernia repair is a secure and beneficial
repair in the surgical healing of inguinal hernia.
Postoperative complications are similar to and within the
mostly accepted range of other institutions’ scores with
laparoscopic inguinal hernia repairs. It must be noted
that direct comparisons are difficult, due to the variable
selection of complications across different studies.

However, analysis of the existent controlled clinical trials
from latest years shows comparable percent of seroma
(0.52-37.8%), urinary retention (0.38-8.3%), and persistent
pain (0.3-25%) for this series (13-20).The fact that no
intraoperative or postoperative complications were
skilled approval the claim of the safety of the laparoscopic
procedure and is especially remarkable in relation
to other investigations that have found laparoscopic
procedures to have a higher incidence of perioperative
complications than open procedures (21,22).

MacFayden (23) published a study on 359 hernias in 328
patients using the laparoscopic technique. Postoperative
complications contained hematomas (11 cases), scrotal
emphysema (eight cases), pain in the thigh (eight cases),
and urinary retention (seven cases), with a total 10.3%
morbidity. Phillips (24) presented a multicentric report
with 3,229 laparoscopic herniorrhaphiesin 2,559 patients,
revealing 336 (10%) complications. Geis (25) revealed 5.2%
in his study of 450 herniorrhapies in 364 patients and
Arregui (26) had 8.4% postoperative complications. The
following vear, literature reported rates of 4.7 to 15.9%.

Major  bleeding  during laparoscopic  inguinal
herniorrhaphy is not a usual complication, but can occur
due to injury of the the iliac vessels,inferior epigastric
vessels during surgical dissection or the fixation of the
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mesh “Triangle of Doom” with staples. Bleeding must be
controlled with sutures or clips.Electrocautery is usually
not effective.

Ischemic orchitis and hydrocele are relatively rare,
complications that may happen after hernia repair.
We found ischemic orchitis in 1,25% after repair of
large indirect hernias as a result of surgical trauma in
dissection of the hernial sac and hydrocele in 2,5% who
appear after completely extraperitoneal corrections.

Inguinal seromas, introduce 5 % of our series of
laparoscopic repair (27). Antibiotics are used only when
there are systemic reflections.

In laparoscopic inguinal hernia repair , the iliopubic
tract is an important anatomic region. Clips placed below
the iliopubic tract and lateral to the femoral vessels may
cause temporary or permanent neuralgias, involving the
genital and femoral branches of the genitofemoral nerve,
the femoral nerve and the lateral femoral cutaneous
nerve (28).

Bowel injury may happen in various laparoscopic
situations usually in transabdominal technique. In our
study no injury bowel complications were described.

Special caution should be initiated to the puncture sites
after removal of the troacars,the aponeurosis at the
puncture sites, especially at the aperture of the 10 mm
and 12 mm trocars, should be sutured to prevent local
herniation. After finishing the procedure, it is beneficial
to evacuate the pneumoperitoneum.

When enlarging the indications for laparoscopic
operations of the inguinal hernias, consideration
should be given to: post-adult patients; previous heavy
surgical interventions; haemodynamic disorders, cardiac
malformations; cardiac arrhythmia; chronic coronary
heart disease; bronchial asthma; obesitas; as well as other
diseases and conditions. The closed (laparoscopic) type of
operations requires the availability of more expensive
equipment and instruments, and this type of operational
interventions are - more time- optional. It is expected
that the costs will compensate for the small surgical
traumatization of the patients, with which to reduce
(shorten) the hospital stay and the recovery period.

COCLUSION

The surgical treatment of inguinal hernias is a problem
facing every surgeon. Complexity and variety of cases
- the circumstances during the day-to-day work that

Profesional paper

surgeons are facing require knowledge and mastery
of different operating methods, both conventional
and endoscopic.Laparoscopic surgery is increasingly
expanding its field of operation throughout the world.
Laparoscopic hernioplasty is a very effective and safe
procedure in the hands of experienced surgeons with
specific training. It is an interesting option in bilateral
and recurrent hernia as it obtains satisfactory results in
terms of postoperative pain and morbidity. Mini-Invasive
Surgery is characterized by serious progress and excellent
results, especially in specialized centers and operators
with extensive experience and skills.

Today a large number of laparoscopic hernioplastics are
performed on the principle of one-day surgery with good
postoperative recovery and with a good cosmetic result.
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B/IMJAHUE HA AHKCHO3HOCTA KAJ POIUTE/TUTE BP3 3[IPABJETO
HA JTEIIATA BO ITEPUOJIOT HA HUBHUOT ITYBEPTET HA
TEPUTOPUJA HA OIILUTHHA TOCTUBAP
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Medicus 2019, Vol. 24 (3): 359-365
U3BAJIOK

BoBen. AHKCMO3HOCTa € eMOLIMOHA/IHA COCTOj0a Koja ce KapaKTepusMpa CO UYBCTBO Ha HEMPUjaTHOCT, HEMUD U
TeH31ja, KAKO M CO ofipefleHr (DU3NOMONIKN (PeHOMEHU KaKo IITO ce edeKTHTe Bp3 cpiieBaTta paboTa, 3rojieMeH
KPBEeH IPUTUCOK U 3aMOP.AHKCHMO3HOCTA Ha POAUTENINTE MOJKe Jla MMa HeraTMBHO BJIMjaHue BP3 37jpaBjeTo Ha Jierara
0cobeHO BO TIepUO7] Ha Pa3BOj —MyOepTeTOoT.

Llenn Ha Tpymot: [la ce ofpeau BiMjaHUETO HA aHKCMO3HOCTA HA POAUTEIMTE BP3 3IpaBjeTo Ha AeljaTa BO MEPUOOT
o[l HUBHUOT TyOepTeT.

Marepujan 1 metoau: CripoBeieHa e aHaJIMTUUKa TpaHcdep3asiHa cTyauja Ha rpecek.bea ananusupanu 300 yueHULN
on kou 150 op VIII-mo u IX-To oppenenue, 150 ol cpegHn yUWInilTa Ha TepuTopuja Ha ['ocTuBap, KakKo U HUBHUTE
ponuTeni.3a UCIIMTYBame Ha aHKCHMO3HOCTA Kaj flellaTa Oelle KopucTeH “Psychometric properties of the Screen
for Child Anxiety Related Emotional Disorders“(SCARED) - Bep3uja 3a mere. 3a ofgpeayBame Ha aHKCUO3HOCTa Kaj
ponurenuTe Oellle KopucTeHa CKasiaTa 3a OeIlIPeCUBHOCT, aHKCUO3HOCT U cTpec (JACC).

Pesynratu n auckycuja: CornmacHo foOMeHUTe pesylnTaTd Off aHajM3aTa Ha Of['OBOPWTe Ha Tipamamata, 32% (96)
YUEHUILI Ce aHKCUO3HH, 43,3% (130) elia uMaaT 3HaUMTe/THI COMaTCKU CUMITTOMU BO CMMCJIa Ha TTAHUYHO PACTPOjCTBO,
39.7% (119) melja MMaaT reHepaJHO aHKCHUO3HO HapyuiyBame, 49.7% (149) mpeseHTUpaaT aHKCHMO3HOCT Ha ropesnoda,
23.7% (71) ce co coLMjaIHO @aHKCHMO3HO HapyLlyBamwe, U 29% (87) ydeHULIM MMaaT 3HALM 38 YUWJIMIIHA aHKCHO3HOCT.
Criopep, pesynrature 3a JIACC ckajata, NpeBajieHIIMjaTa Ha aHKCUMO3HOCT Kaj ponuTtenuTe Oete 28.7%, TIpU LITO Kaj
10.7% (32) pomuTenu ce mperio3HaBa MHOTY T€KOK CTeIleH Ha aHKCUO3HOCT.

HeKoJKy uCTpaskyBaul XUIIOTe3UpaarT AeKa 3a aflo/IeCLieHTUTe, JIOUIOTO (YHKLNOHUPAhe Ha CEeMejCTBOTO Ce UMHU
JleKa ro ,akKTUBUpa“ HeraTMBHOTO MCUXOJIOIIKO BJIMjaHKe Off YeCTUTe, CUTHU cTpecoBr. Co Toa OBME HAOM Ccyrepupaar
Ha Toa JeKa aHKCUO3HUTE PONIUTENM TIOUECTO Off POAUTENINTe KOU He MaHHdecTHpaaT aHCMO3HOCT MMaaT [Jela Co
MOYKHO aHKCU30HO PaCTPOjCTBO U CO YOeNsIMB pe3y/TaT 3a pa3Boj Ha aHKCHM30HO HapylllyBakbhe Kaj HUBHUTE [ella.

3aKk/yuoK: Pesynarature off MCTPasKyBameTO IOKaykaa 3HA4YajHO BjMjaHME Ha aHKCMO3HOCTA Ha POOUTESIMTE BP3
37IpaBjeTo Ha JielaTa.

KiyuHu 300poBU: aHKCUO3HOCT, POJIMTENH, [elia, IybepTeT, BiujaHue.
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BOBE]]

Pa3B0joT Ha OpraHU3MOT € eJIeH 0Jf OCHOBHUTE THHAMUIKH
Tpoliecd Ha JKUBOTOT Ha eJleH YOBEK M TOj MOXe Jia ce
Ha0/TyTyBa o/ OBeKe acIieKTH, KaKo pa3Boj Ha e[MHKATA U
KaKo pa3Boj Ha BUIOT. Bo TPyIOT BHUMAHUETO € HACOUEHO
KOH COTJIeflyBatbe Ha BJIMjaHMETO Ha aHKCHO3HOCTA Kaj
pofITeNIUTe Bp3 3[paBjeTo Ha JleljaTa BO TMepuof Ha
npennyoepretor. (1)

JleTcTBOTO M ajjoecieHIjaTa ce 0OCHOBHa (pa3a Ha UMK
3a Pa3Boj Ha CUMITTOMH ¥ CHH/IPOMMU Ha aHKCHO3HOCT, KOH
MOJKe JIa BapvpaaT ojf MUHIMBH CHUMIITOMH JI0 II€JIOCHO
pasHeCeHH aHKCMO3HM HapyllyBama. AHKCHO3HOCT
(BO3HEMHPEHOCT, BO3HEMHUPEHOCT, CTpaB, IaHHUKA,
BO3HEMHPEHOCT, 3arpUKeHOCT) e Pa3BOjHO MCKYCTBO Ha
JIMYHOCTA KOj ja [IOKMBYBa CEKOja JIMUHOCT BO TEKOT Ha
pa3Boj.(3)

AHKCHO3HOCTa € TIIaTO/NONIKAa COCTojda  Koja  ce
KapaKkTepusupa €O MpalMOHaJTHO W TIpeHaraaceHo
UYBCTBO HA BHATpelleH CTpaB, 3aIUlallleHOCT Koj e
npociefieH CoO BHATPeIIH! PeaKi[uy KoM JIoBeJyBaaT /10
XUIePaKTUBHOCT HAa BereTaTMBHUOT HepBeH CUCTEM WU
ce pa3/iMKyBa Off CTPAaBOT KOj MpEeTCTaByBa OfITOBOP Ha
MO3HATUTe TMPUUMHU.AHKCMO3HOCTA Ce JIOKMBYBa BO
CEKOjTHeBHUTE CUTYallM U e BO BPCKa CO He3aBplleH!
3ajlaud KoM JIMYHOCTA CH TH TocTaByBa mpef cebe. Taa
e pesyiTaT Ha (pycTpanuja WM CTpec, MOBP3aHU CO
HEe3TOJJHH CUTYal[MH KOM Ce ITpeHecyBaar Ha Ipyru cepu
Ha YOBEKOBUOT ;KUBOT. (4)

ITPNYNHN 3A AHKCHO3HOCT

[TocTojaT MoBeKe MOBp3aHU (haKTOPU KOM CE acoIMpaaT
co aHKcMo3HUTe pacTpojctBa.llpuurHuTe 3a ofipefieHO
PacTpojcTBO Ce pa3IMuHK M He e ceKorall JIeCHO Jla ce
YTBP/IH MPUYKMHATA 32 CEKOj CITyYaj.

m TeHeTcku akTopu

BroxeMucku hakTopu

Kapakrep

Hayuenu peakuuu

Hamnartoct

Co HaO/byayBame Ha OJHECYBAeTO Ha JleliaTa U
POMIUTENNTE, 3a0e/e}kKaHo e JeKa caMo IPHCYCTBOTO Ha
POZIUTENITE Kaj HEKOM Jiella MOXKe Jla MMa II03MTHUBEH,
HeyTpaJieH 1 HeraTHBeH e(eKT.

[len Ha Tpynot: [la ce oipe iy B/IMjaHUeTO Ha aHKCUO3HOCTa
Ha POJIUTe/INTe BP3 3/[PaBjeTo Ha JleljaTa Bo MepuosioT off
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HUBHHUOT IyOepTeT.

Marepujan u metomu: Bo oBaa mpeceuHa crymuja Oea
aHamu3upanu 300 yuenunu op Kou 150 om 8-Mo u 9-To
oppenenue, 150 of cpegHM VUMIMIITA Ha TepUTOPHUja
Ha onmTtuHa [ocTMBap, Kako W HUBHUTE POJUTENH.
Kako MHCTpyMEeHT Ha WCTpakyBame Oea KOPUCTEHHU JIBa
CTaHflapAM3UpaHy TpallajHULK. 3a WCIUTYBalme Ha
aHKCHO3HOCTA Kaj JerjaTa beie kopucrteH “Psychometric
properties of the Screen for Child Anxiety Related
Emotional Disorders“ (SCARED) - Bep3uja 3a fere, u
HCTHOT ja MepPU aHKCH30HOCTa Kaj jeriata Bo 4 JomeHH
(maHWKa, AHKCHO3HOCT Ha MofIe0a, TeHepalTu3MpaHa
aHKCHO3HOCT M yuwmmHa (obuja). 3a oppeayBame
Ha aHKCHO3HOCTa Kaj pOJUTeNMTe Oelle KOpPUCTEHa
Ckanara 3a JIempecHBHOCT, aHKcHo3HocT U crpec (JACC)
IM3ajHAPaHK 32 Mepere Ha HeraTUBHUTE eMOL[MOHATHU
CHMIITOMHU Ha JielTpecyja, aHKCUO3HOCT U CTpec.

Craructnuka aHaimu3a: [lojaTonure  JoOMeHM  off
MCIIUTYBambeTo Oea aHAMM3MPaHW CO CTATHCTUYKKOT
nporpam  SPSS for Windows 23,0. Cute mnomaTomm
o]l MHTEpeC 3a M3pabOTKa Ha TPYIOT ce TabelapHO W
rpaduuky npuKaKaHu.[JeCKpUIIIMjaTa Ha MOJATOLUTE
€ HampaBeHAa CO peJIATUBHM M arfcCOMyTHH OpoeBu.3a
CIIope/lyBare Ha OfITOBOPHTE Ha JlellaTa Off aHKCU30HU U
HeaHKCHO3HH poputenu Oeme kopucteH Chi-square test.
3a CUrHU(PUKAHTHU Ce CMETaHH CUTe OHMe pPe3y/ITaTH
Kafie BpegHocTa Ha p< 0,05.

PE3YJITATH

Bo wucrpaxkyBameTo Oea BkiayueHu 600 WMCIUTAHHUIM,
VUEHUIIM Off OCHOBHMTe M CpeJHM VUWIMIITA Ha
TepuTOpHjaTa Ha ['ocTHBap M Toa: MOMIOBMHA Of VICHUIIN
ce Bo VIII u IX oppieneHue, 3aefHO cO HUBHUTE POAMTEH
W BTOpaTa IOJIOBUHA Off UCIMTAHWUIUTE Ce POIUTENH
u yuenuny of I u Il ropuHa off cpeqHUTe YUMIIUIITA,
OIHOCHO VYeHHIIM Ha Bo3pacT of 13 1o 16 roguHu.

Tabenmata ja mpuKa)kyBa CTPYKTypaTa Ha OJITOBOPHUTE
KOM JieliaTa TM Jlajie Ha Ipaluararta off [IpanrajHiKoT 3a
AHKCHMO3HM HApYyIIyBama Kaj fleljaTa - Bep3uja 3a Jiela.
Kako HajuecTo BMCTMHUTHM [lellaTa TI'M aKLeHTHpaaT
cieiHuTe Tpamniamba: Ce rpiKaM Jja He MM Ce CJIYYH HEIlITO
jono Ha MouTe popuTeni-45.3% (136), Kora cymucrmianien
cpLeTo 3a0p3aHo MU uyKa.- 45% (135), Ce rpuskaM 3a yreTo
1to ri cakaM - 41% (123), He mu ce fomara ma 0umam co
JIyI'e KOM He I' To3HaBaM J100po - 38.7% (116), He cakam ma
Omam fiasieKy ofi ceMejcTBoTO - 36.7% (110),1, Ce rpuskam
mamu pabortute Ke (DYHKLIMOHMpAAT 100po 3a MeHe - 31%
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(93), KOHCEKBEeHTHO.

Tabena 1. CummToMu Bo BpCcKa €O aHKCHO3HM HapyLIyBamba Kaj jieljara

SCARED - Bep3uja 3a fielja He e Buctuna / Ensaj | [lonekafe e BuctiHa / | MHOTY e BHCTHHA
€ BUCTHHaA Hexorai BucTiHa / 4yecTo € BUCTUHA
n (%) n (%) n (%)

1.Kora cym ucIianieH, TelKO JUIIaM. 114 (38) 119 (39.67) 67(22.33)

2. Me 6oy r71aBaTa Kora CyM Ha YUMJIHIITE. 108 (36) 129 (43) 63(21)

3. He Mu ce momara ga buzaM co fiyie Koy He T [I03HaBaM [00po. 75 (25) 109 (36.33) 116 (38.67)

4. Ce miaiam Kora CIiijaM JIaJieKy off IoMa. 216 (72) 58 (19.33) 26 (8.67)

5. Ce rpusKam 3a JIVIeTo LITO T CaKaM. 106 (35.33) 71(23.67) 123 (41)

6. Kora cym ucranieH,ce uycTByBaM KaKo fia CyM JIy. 230 (76.67) 51(17) 19 (6.33)

7.Jac cyM HEpBO3€eH THIL. 115 (38.33) 117 (39) 67(22.33)

8. T'u crieaM MajKaMu MM TATKOMM Kafie i Jia ofar. 216 (72) 64 (21.33) 20 (6.67)

9. JIyreTo M1 BeJaT JieKa U3refiaM HepBO3HO 158 (52.67) 96 (32) 46 (15.33)

10. Ce uycTBYBaM HEPBO3HO CO JIyI'e IITO HE I'M O3HaBaM J00po. 182 (60.67) 97 (32.33) 21(7)

11. Me bomi cTOMAaK Kora ofjaM Ha YUHJIHILTE. 206 (68.67) 73 (24.33) 21(7)

12. Kora cyM ucImianieH,ce 4ycTByBaM KaKo J1a IOyayBaM. 233 (77.67) 52 (17.33) 15(5)

13. Ce Bo3HEMHUpYBaM aKo Tpeba f1a CIIMjaM CaM. 229 (76.33) 53 (17.67) 18 (6)

14. Ce rpuskaM f1a OuaM TOIKY Ho0ap Kako U AyTuTe Jelia. 154 (51.33) 107 (35.67) 39(13)

15. Kora cyM ucIaliieH 4ycTByBaM JieKa HellTaTa He ce peasTHH. 176 (58.67) 89 (29.67) 35 (11.67)

16. CoHyBaMm KaKo HEIITO JIONIO MM Ce C/TyJyBa Ha MOMTE POIUTENII. 219 (73) 61(20.33) 20 (6.67)

17. Ce cerupam Kora Tpeda Ja ofjaM Ha YUMJIHILTE. 198 (66) 56 (18.67) 46 (15.33)

18. Kora cym ucIianieH cpueto 3a0p3aHo MU uyKa. 57(19) 108 (36) 135 (45)

19. 3abenexkyBaM ieKa Tpemepam. 127 (42.33) 95 (31.67) 78 (26)

20. CoHyBaM /IeKa HEIITO JIOLIO M Ce C/Iy4yBa. 130 (43.33) 121 (40.33) 49 (16.33)

21. Ce rpuskaM fanmu paboTuTe ke GYHKIIMOHUPAAT 100pO 3a MeHe. 116 (38.67) 91(30.33) 93 (31)

22. Kora ce maiiam, MHOTY Ce TI0TaM. 195 (65) 78 (26) 27(9)

23. JlecHo ce BO3HEMHUPYBaM. 115 (38.33) 12 (40.33) 64 (21.33)

24. Ce nytanram 6e3 IpUYMHA. 236 (78.67) 45 (15) 19 (6.33)

25. CTpaB Mu e Ja OMjIaM cama JIoMa. 229 (76.33) 51(17) 20 (6.67)

26. Teuko M1 e 1a 300pyBaM €O JIYIF€TO KOU He I'ii II03HaBaM J00po. 112 (37.33) 139 (46.33) 49 (16.33)

27. Kora cym ucrianieH My U3I7iefia ieka ce 3ajIyiyBaM. 207 (69) 71(23.67) 22 (733)

28. JlyfeTo MM BeJiaT JieKa MHOTY Ce TPIKaM. 180 (60) 83(2767) 37(12.33)

29. He cakaM fja Omjianm Jaieky off CeMejCTBOTO. 74 (24.67) 116 (38.67) 110 (36.67)

30. Ce cekupaM fa He JO}KUBeaM MTaHIMUEH Hamaj, 176 (58.67) 87(29) 37(12.33)

31. Ce rpuskaM /1a He MM Ce CJIVYM HeIITO JIONIO HAa MOUTE POJIUTEIH. 82 (27.33) 82 (27.33) 136 (45.33)

32. CpaM MM e Kora CyM CO JIyI'e KoY He I'i T03HaBaM Jj00po. 101 (33.67) 144 (48) 55 (18.33)

33. Ce rpuskaM IIITO Ke Ce CIyYd BO M/JHKHA. 89(29.67) 131 (43.67) 80(26.67)

34. Kora cyM iCIUTalieH MH ce T0BpaKa. 249 (83) 27(9) 24 (8)

35. Ce rpuskaM 3a HAUMHOT Ha KOj T [IpaBaM paboTuTe. 108 (36) 143 (47.67) 49 (16.33)

36. CTpaB MH e /1a OflaM Ha VUMJTHIITE, 265 (88.33) 22 (7.33) 49 (4)

37. Ce rpuskaM 3a paOOTHUTE IITO BCYUIHOET MU CE CTIYUHIIE. 129 (43) 133 (44.33) 38 (12.67)

38. Kora cym McIiaieH 4ycTByBaM BPTOITIABHUIA. 215 (71.67) 56 (18.67) 29(9.67)

39. Ce Bo3HEMHMPYBaM Kora CyM CO fiella WM JPYyrd Bo3pacHU Kou Me | 165 (55) 99(33) 36 (12)

rJiefiaar JojieKa mpaBaM HeliTo.

40. Ce Bo3HeMEpYBaM Kora Tpeba [ja ojaM Ha HeKoj poJieH ieH, TaHi wid | 136 (45.33) 125 (41.67) 39 (13)

Ha MecTa KaJie He I'il T03HaBaM JPyruTe.

41.jac cym cpaMexiuB 98 (32.67) 131 (43.67) 71(23.67)

361 | Medical Journal - MEDICUS

AN



Profesional paper

000000000000

CormacHo [[oOMeHUTe Pe3yaTaTH Off aHaJM3aTa Ha OJrOBOPMTE Ha MpallamaTa, 32% (96) VUeHHMIM ce aHKCHO3HH,
43,3% (130) me1ia MMaaT 3HAUMTETHM COMATCKM CUMITTOMH BO CMKCJIa Ha TAHUYHO PacTpojcTBo, 39.7% (119) mema umaar
reHepasiHO aHKCHO3HO HapyinyBabe, 49.7% (149) mpe3eHTHpaaT aHKCHO3HOCT Ha mofienoa, 23.7% (71) ce co corujanHo
AHKCHO3HO HapyluyBambe, 1 29% (87) yaeHUIM UMaaT 3HaIM 3a VUMIIMIIHA aHKCHUO3HOCT.

Tabena 2. CTenenu Ha aHKCHO3HH HapyIIyBamba Kaj leliaTa

SCARED - Bep3uja 3a fielia HOeHH n (%)
> 25yKaKyBa Ha aHKCHO3HO pacTpojcTBo (Anxiety Disorder) 0-25 145 (48.33)
> 30 moeHH yKa)KyBa Ha KIMHUUKHK YOEMI/IIB Pe3y/Tar. % -30 59 (19.67)
>30 96 (32)
OleHKa 7 VKaKyBa HallaHMYHO PacTPOjCTBO MM 3HAUMTENHM coOMaTcKu cummromu(Panic | 0-6 170 (56.67)
Disorder or Significant SomaticSymptoms). 57 130 (43.33)
Ouenka 9 MoKe Jla NOKaKyBa reHepaJHO aHKCHO3HO HapymryBame(Generalized Anxiety |0-8 181 (60.33)
Disorder). >0 119 (39.67)
OueHKa 5 MOKe Jla MOKa)KyBa HacelapaljioHO aHKCHO3HO HapyllyBame(Separation Anxiety | 0-4 151 (50.33)
S0C) >5 149 (49.67)
Orierka 8 3a unenosure 3, 10, 26, 32, 39, 40, 41 mosxe 1a mokaxysa HaCorujanHo aHKcKHo3HO | 0 -7 229 (76.33)
HapyuyBame(Social Anxiety Disorder). 58 712367
Ouenka 3 3a wieHoBuTe 2, 11, 17, 36 MoKe [a MOKa)KyBa Ha 3HayajHO ofberHyBame Ha | 0-2 213 (71)
yunnumtara(Significant School Avoidance). >3 87(29)

Cnopep; pesynratute 3a JJACC ckasaTa, nipeBajieHIMjaTa
Ha aHKCHO3HOCT Kaj popurenute Oemre 28.7%, OHOCHO
86 aHKeTMpaHM pofUTeNTM MaHU(ecTUpaaT aHKCHO3HO
HapymyBawe, nmpu mTo Kaj 10.7% (32) pomuremu ce
TNpeno3HaBa MHOTY TeKOK CTelleH Ha aHKCUO3HOCT.

Jujarpam 1. CTeneHn Ha aHKCHO3HOCT Kaj pPOAMTeNIUTe
cropen, IACC

facc
214 BAHKCHOIHOCT
(71,33%) HE AOCTOMN

W neCHa

yMEpEHa

32

[10,67%) 13,67%)

Pesynratute off HCTpa)KyBameTo IMOKa)Kkaa 3HAuajHO
B/IMjaHKe Ha aHKCHO3HOCTa Ha POJUTE/IUTE BP3 3/IPaBjeTo
Ha jenara. CTaTUCTUUKO CUTHU(UKAHTHA pas3/MKa ce
TIOTBP/IY BO IUCTPHUOYIHja Ha YUEHUIIN Oe3 aHKCHO3HOCT,
CO MOMKHO AaHKCHO3HO PacTpPOjCTBO, M CO AHKCHO3HO
HapyllyBame, Mery POJMTeM CO U 0e3 aHKCHO3HOCT
(p<0.0001). AHKCHO3HHTE PONUTENH IOYECTO O
POUTENIUTe KOU He MaHM(eCcTHpPaaT aHKCHO3HOCT MMaaT
Jiella co MOKHO aHKCHO3HO PacTpPOjCTBO M CO VOe[IiB
Pe3yIITaT 3a aHKCHO3HO HapymiyBame - 22.1% (19) vs 18.7%
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(40), 50% (43) vs 24.8% (53), KOHCEKBEHTHO.

AHKCHMO3HOCTa Kaj popuTenuTe Oelle CHUTHU(MKAHTHO
acolpaHa Cco TaHMYHO PaCTPOjCTBO Kaj JeljaTa
(p<0.0001), co rexepanu3upaHO AaHKCHO3HO HAPYIIYBAbE
(p<0.001), co cemaparmona ankcuosHocT (p<0.001), u
CO COLMjalHO aHKCHO3HO HapyinyBame (p<0.0001), a He
Oerre cMTHU()MKAHTHO acoIpaHa CO OJI0erHyBamwe Off
yunnuire (p=0.25).

AHKCHO3HITE POJUTE TN 3HAUAJHO [TOYECTO Off POJUTENTUTE
0e3 aHKCHO3HOCT MMaa Jielja co IAHMYHO PacTpOjCcTBO
- 38.4% (53) vs 36% (77), co reHepamM3UpaHO aHKCHO3HO
HapyiyBame - 51.2% (44) vs35.05% (75), o aHKCHO3HOCT
Ha mofienioa - 63.95% (55) vs 43.9% (94), u co couujaaHo
aHKCHO3HO HapyuyBambe - 41.9% (36) vs 16.35% (35).

Tabena 3. [ToBp3aHOCT Ha AHKCHO3HOCTA Kaj POJIUTENIUTE
U JleriaTa

f\HKCI/IO3H(5)CT
SCARED - Bepsujasa [ \PORMTENH
fieta uma n (%) HeMa p value
n (%)

At 0-25 24 (2791) 121 (56.54) X2-07.97

: Y 26-30 [19(22.09) |40(18.69) | p=0.00001
Disorder o

>30 43(50) 53477 |58

Panic 0-6 33(38.37) | 137(64.02) | X2=16.43
pame p=0.00005

1sorder >7 53 (61.63) 77 (35.98) sig
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Generalized | 0-8 42(48.84) [ 139(64.95) | x2-6.66
Anxiety >9 44(5116) | 75(35.05) | P=0.0098 sig
Sepa}ration 0-4 31(36.05) | 120(56.07) | x2=984 .
Anxiety >5 55(63.95) | 94(43.93) |P=0.0017sig
Social 0-7 50 (58.14) | 179 (83.64) ;52020208% ”
Anxiety >8 36/(41.86) | 35(1635) | sig

0-2 57(66.28) | 156(72.9)
Schpol X2=1.31
Avoidance |3 29(3372) | 58(271) | P=025ms

X2 (Chi-square test)

Tabenara ru mpuKaskyBa mpaniamata of [IpamaaHukoT
3a AaHKCMO3HY HapyIyBaba Kaj ieljata - Bep3uja 3a fielia,
3a KOM TPU CIIOpeflyBame Ha OJrOBOPUTE Ha JelaTa of
AHKCHO3HU POJIUTE/A M POJIUTEITH 6e3 aHKCHO3HOCT,bellle
moOWeHa  CTAaTUCTHUKA  CUTHU(DMKAHTHA  pa3/iMKa.
CurHuMKaHTHOCTA BO CMTe TIpallaiba Oelle 100MeHa
KaKo pe3yITaT Ha HMBHO 3HAuajHO TOYECTO OlleHYBame
KaKo “MHOTY BUCTMHHUTHU" Off VUEHMINTE UMK POTUTEITH
ce aHKCHMO3HM, CIIOpeJIeHO CO aHKeTHpaHWTe fella Oe3
AHKCHO3HU POJUTEIH.

Tabena 4. KommapaTuBHa aHa/IM3a Ha OZI'OBOPH Ha Jielia
CO AHKCHO3HH POJNUTENM U POAUTENH 0e3 aHKCHO3HU

HapyIIyBama

AHKCHO3HOCT (pOfjUTesTH)
BapHjabma MM Hema p value

MOeHH n (%) n (%)

Hee 24(2791) 90 (42.06)

BUCTUHA
Kora cym 5
UcraleH, flowexane | 3 54 53 85(39.72) X2-8.88

€ BUCTHHA p=0.012
TEIIKO JUIllaM

Meorye | g 39 56) 39(1822)

BUCTHHaA

Hee 32 (3721) 126 (58.88)

BUCTUHA
JlyfeTo Mu

TloHekazie X2=11.91
Benatwrnepam | o 35(40.70) 61(28.50) p=00026
HEepPBO3HO

Miorye | 1979 09) 27(1262)

BUCTHHA

Hee 40 (46.51) 142 (66.36)

BUCTHHaA
Hepso3seH cym co _
nyferommone | POHEKAAC | 36 g6) 61(28.50) X2-1105

€ BUCTUHA p=0.0039
T'd TI03HaBaM

Maorye 45 63) 11(514)

BUCTHHA

fee 57(66.28) 176 (82.24)

BUCTHUHaA
Kora cym ~
HUCIITAIIeH, KaKo flonexape 23(26.74) 29 (13.55) X2:9'11

€ BUCTHHA p=0.01
71 TOJTy/iyBam

Muorye | ¢ 6 gg) 9(421)

BUCTHUHA

Hee

K 42 (48.84) 134 (62.62)
ora CcyMm BUCTHHA
HCIUIAlIeH, .
sienvgeka | HOHCKAAC 55 409) 54523 | AR08

€ BUCTHHA p=0.029
HEIITATa He ce
peajHu Muorye g 40 47 12.15)

BUCTHHA

Hee 53 (61.63) 166 (7757)

BUCTHHA
CoHyBaM HeIITo
Jiouio ce cydyBa | JloHekaje 28 (32.56) 33(15.42) X2=11.13
Ha MOHTe € BUCTHHA : ! p=0.0038
pofuTeNH

Miorye | 5 s g1) 15 (701)

BHUCTHHA

He e 47(2196) 10 (11.63)

BUCTHHA
Kora cym
UCTIaleH Jlonexagie 85 (3972) 23 (26.74) X2jl§.72
cpuieto 3a6p3aHo | e BUCTMHA p=0.001
MU UyKa

Miorye 1 ) (38.39) 61.63)

BHUCTHHA

Hee 19(22.09) 108 (50.47)

BHUCTHHA
3abenexyBam Jlonexagie X2=21.12
JleKa TperepamM | € BUCTHHA 34(3953) 61(28.50) p=0.00003

Miorye = 553539 21.03)

BUCTHHa

Hee 27(31.40) 103 (48.13)

BUCTHHA
CoHyBaM HelITo ~
71010 MH C e flonexape: | 3, 5 53) 87 (40.65) X2-15.96

€ BUCTHHA p=0.0003
CIyuyBa

Muorye 1 o5 g ) 24(11.21)

BUCTHHA

fee 45(52.33) 150 (70.09)

BHUCTHHA
Kora ce mnamram, | JloHekaze 2 (30.23) 52(2430) X2=13.36
MHOT'Y Ce IOTaM | e BUCTHUHA p=0.0013

Mrorye | 45 1744) 12(561)

BUCTHHA

Hee 25(29.07) 90 (42.06)

BHUCTHHa
JlecHo ce TloHekazie X2=9.93
BO3HEMHUPYBaM € BUCTHHA 33(3837) 88 (4112) p=0.0069

Mrorye | 53 56) 36(16.82)

BUCTHHaA

He e 60 (69.77) 176 (82.24)

BUCTHHA
Ce rramam 6e3 | JloHekajie 1416.28) 31(14.49) X2_:12.39
TPUYMHA € BUCTHHA p=0.002

Miorye 1) (13 95 7(327)

BUCTUHA

He e 23 (26.74) 89 (41.59)

BUCTHHA
Teuiko mu e fa
369pyBaM co Tlonexazie 12(4884) 97(45.33) X%:8.61
JIyI'e KOU He TU € BUCTHUHA p=0.013
no3HaBam 100po

Miorve | o1 pg.49) 28/(13.08)

BHUCTHHaA

Hee 51(59.30) 156 (72.90)

BUCTUHaA
Kora cym
UCIIalleH M7 Tlonerazie 25 (29.07) 46(2150) X%:6.16
u3resia ieka ce | e BUCTHHA p=0.046
3a/TylIyBam

Mrorve 1 44 11 63) 12(561)

BUCTHUHA
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Hee 43(50.0) 137 (64.02) X2=11.32
BHCTHHA p=0.0035
lytero mu semat = o oa 2701) 592757)
JleKa MHOTY ce e BHCTHNA
rprkKam
Muory e 19 (22.09) 18 (8.41)
BUCTUHa
Hee 39 (45.35) 137 (64.02) X2=10.48
BHUCTHMHA p=0.0053
Cecexmpanpia 7 e | 30 (34.88) 57(26.64)
He JI0KUBeaM o BHCTHHA
TITaHWYEH HaIlal
MHory e 17(19.77) 20(9.35)
BUCTHHaA
Hee 19 (22.09) 70 (32.71) X2=6.39
BUCTKHA p=0.041
Cerpwrammro 7y e | 36 (41.86) 95 (44.39)
Ke ce CI1yuut BO o BHCTHHA
UTHAHA
MHory e 31(36.05) 22.90)
BUCTHHaA
Hee 70 (81.40) 195 (91.55) X2=6.35
BHUCTKHA p=0.042
Crpas wm e Tonekane | 10 (11.63) 12(5.63)
fa O Ha € BUCTHHA
VUUJTHILITE
Msory e 6(6.98) 6(2.82)
BUCTHHa
Hee 30 (34.88) 99 (46.26) X2=12.69
BUCTHHA p=0.0018
Ce rpiam 3a
paboTuTe 1ITo Tlonekame | 36 (41.86) 97(45.33)
BCYLIHOCT MK Ce | € BUCTHHA
CITyamume. Mrorye | 20(23.26) 8.41)
BHCTHHA
Hee 49 (56.98) 166 (77.57) X2=15.73
BUCTHHA p=0.00038
Kora cym
UCIIAIIeH Tonekame | 21(24.42) 35(16.36)
YYBCTBYBaM € BUCTHHa
BPTOITIABMIA. | hworye | 16 (18.60) 6.07)
BHCTHHA
Ce Hee 36 (41.86) 129 (60.28) X2=9.73
BO3HEMHUPYBaM BUCTHMHA p=0.008
Kora CyMm co Tlonexazie | 34(39.53) 65 (30.37)
REUAWILADYIH | o o
BO3paCHU KO
Me riefjaaT Mtory e 16 (18.60) 9.35)
Ao[ieKa ImpaBam BUCTUHA
HelITo
Hee 26(30.23) 72(33.64) X2=6.97
BUCTHHA p=0.031
Jac cym Tonekame | 31(36.05) 100 (46.73)
CpaMe;KInB. € BUCTHHa
Msory e 29 (33.72) 42 (19.63)
BHCTHHA

X2 (Chi-square test)

JUCKYCHJA

CeMejcTBOTO € Haj3HAUajHUOT (DAKTOP Ha COIMjaTi3aliuja
Ha JieriaTa 0cobeHO BO MPBUTE TOJMHH Of KUBOTOT, U
TMI0pa/Ii TOA Of[HOCOT Ha POJUTENIUTE U JiellaTa e 0CHOBa
3a pa3Boj Ha 37paBa JMYHOCT.Bo TpagummoHanHuTE
3ae[[HUL[M, MJIAJUTe KOW JKMBeaT CO efieH DOJUTEN
(Hajuecro  MajkaTa) ce TOpAaHIMBHM, IOKa)KyBaaT
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HCTpaKyBamaTa. Bo TakBu OKOMHOCTH M/IajuTe 4ecTo
pa3BuBaaT IIOHHUCKa CHMO,[[OBep6a, IIOMaJIKy vy4daT H
HoBeke CTpajaaT o7 eMOLIMOHA/THA HpOGJ’IEMI/I .

Kora ce roBopu 3a NCHUXOCOIMja/IHUOT Pa3Boj Ha JIelaTa
U aJIoNIecIleHTHTe, OJHOCUTE BO CEMEjCTBOTO, Ipej cé
OfIHOCHTe Mery POAHWTeNuTe U Jeljara, ce IOKaKyBa
JeKa THe Ce KaKo eleH off Haj3sHauajHuTe (haKTOpH.
lIMeHo, cuTe MCTpaKyBamba IOKa)KyBaaT JIeKa OJHOCOT
ToMer'y PoOAMTeNIUTe M JlellaTa e BajkeH 3a yCIlelIHaTa
collyjanu3alidja Ha felarta. Perynupalme Ha eMOIMHTeE
1 OHECYBAHmEeTO Ce BayKHM 3a 3[[paB Pa3Boj BO PaHUOT
TIepHOJ] Ha JieliaTa , KoM BO MHTepaKIlfja co OKOJIMHATa I'i
(hopMMpaaT eMOILIMHUTE U Ce CIIpaByBaat co ppycTpaluuTe
u crpecot. Pomutenn Bo cocToj0a Ha cTpec He ce
YCOITIACEHU CO MOTPeOKTe Ha JeTeTO U HUBHUTE eMOIMK
T ocTaBaaT 6e3 mopapIKa. (5).

CrynujaTa 3a ofiHECYBambeTO KOH 3][paBjeTo Ha JeljaTa
o7l yuunuiiHa Bo3pacT Bo P. MakemoHmja cIpoBefieHa
Bo 2013/2014 roguHa, mOKaka JeKa BO Ipocek, 84%
MoMuutba u 85% fieBojuntba of 11 mo 15 roguxy, riefaat
BO CBOETO CeMejcTBO BHcOKa mopjpiuka. Co Bo3pacra,
OMNIITO 3eMEHO, OIara YyBCTBOTO HAa MOJAPIIKA O
CeMejcTBOTO Kaj MjlafiuTe Of MaKeJOHCKAaTa eTHUYKa
3ae[HUIIA, KOHTMHYMPAHO Kaj [IeBOjuribaTa, JojeKa Kaj
MOMUKIbATa, TOA Ce CNIy4yBa Ha mpeMUHOT of 13 mo 15
rofMHU. 3HaUajHU MerypofoBu pas3iuku (88% M.; 93%;1.)
ce jaByBaaT MCKIYUMBO Kaj fellaTa, eTHUIKKU MakeoHIH
Ha Bo3pacT off 11 romuHu, 3a CMeTKa Ha MOMYHMbaTa (6).

3HauajHo e J1a ce MOTEHIMPa BO KOj CTETeH PofjuTe/IcKaTa
3arpiKEeHOCT ja Ofipa3yBa POJMTEICKATa AHKCHO3HOCT
WIM HUBHUTE TIPOOJIEMHU CO MCUXMYKOTO 37ipaBje. OcBeH
Ha 3rojJieMyBabe Ha 3arpWKeHOCTa Kaj POUTeNIUTe, OBHeE
TIPOOJIeMM MOKAT JUPEKTHO WM MHAMPEKTHO Jia BIIMjaaT
¥ Ha CaMOTO I0jaByBambe Ha IPo0IeMH Kaj ietiata(9).

Hekonky HCTPaKyBauK XMIIOTE3UPaaT JeKa
aJloiecileHTHATa TMojaBa Ha Jielpecrja MoKe Ja Clieiu
TMIOMHAKOB ETHOJIONIKMA KYpC Of fielpecujaTa IITO Ce
pa3sBKBa BO JIETCTBOTO WM 3PeocTa. 3a afjofieClieHTUTe,
JIONIOTO (PYHKIMOHKMPae Ha CEMEjCTBOTO Ce UMHH JleKa
ro ,aKTHBHpPa“ HETaTHMBHOTO IICHXOJIONIKO BIIMjaHUE Off
yecTUTe, CUTHU cTpecoBH. OBOj HAOJ e BO COITIACHOCT
CO TOCTOJHUTE HCTPa)KyBama KOM CYyrepupaaTr CHUJIHO
(VHKIMOHMpale HAa CEMejCTBOTO, MOKe [a TH
HaMaJli eMOIJVMOHA/JIHUTe 37PaBCTBEHU IOCIEIUIN Off
M37I0KEHOCTa Ha XPOHUYHM, CEKOjIHEBHHU (DpyCTPaIUHU 32
miagure. (7)

CornacHo ,I[O6I/IEHI/ITE pesyiataTu Off aHajiM3aTa Ha
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O/ITOBOpUTE Ha MpallamaTa, 32% yU4eHUIU ce aHKCUO3HH,
43,3% pella UMaaT 3HAUUTENTHM COMATCKU CHMIITOMU BO
CMIC/Ia Ha MAHWYHO PacTpojcTBo, 49.7% Ipe3eHTHpaaT
aHKCHO3HOCT Ha Tmofenba, 23.7% ce CO COLUjaTHO
AHKCHMO3HO HapyllyBaibe, U 29% yUeHUIIM MMaaT 3HAIH
3a VUMJIMIIHA AaHKCHO3HOCT. JlofieKa Kaj pofuTenuTe ce
3abeiekaJio 1mojaBa Ha aHKCHO3HOCT 071 28.7%.

CHMIITOMHUTE Ha aHKCHO3HOCT U JIeTIpecija ce MoBp3aHu
o HMBOA Ha cTpec. Torair e MO}KHO M/IAJIUTe CO TOBUCOKU
MOYeTHY HMBOA HA CUMIITOMM Jla [OJKHUBeaT IOBMCOKH
HMBOa Ha cTpec.(8)

Bo ckyon Ha m00MeHWTe pe3ynTaTH Of MpAIlaJHAKOT
HajrosieM Jief of fiellaTa Kako HajuecTo BUCTUHUT OJITOBOP
Jasie Ha npamnamata: Ce rpykam J1a He UM Ce CJTYUH HeIlTo
7iolIo Ha MouTe poautenu - 45.3% , Kora cym ucrmaiieH
cpreTo 3abp3aHo My uyKa.- 45% , Ce rpuskam 3a JyreTo
1rro ri cakam - 41% , He mu ce fjomara jja bumam co niyre
KOM He TH [o3HaBaM Jj00po - 38.7% (116).

Co Toa oOBMe HAOMM CyrepupaaT Ha Toa JieKa
AHKCMO3HHUTE POJIUTENIM TI0YECTO Of POJUTENIUTE KOU
He MaHM(ecTHpaaT aHCHO3HOCT MMaaT Jelja CO MOKHO
AHKCM30HO PAaCTPOjCTBO U €O YOe/IUB pe3y/aTar 3a pa3Boj
Ha aHKCH30HO HApPYIIyBame Kaj HUBHUTE JIella.

Cropeq HCTPaKYBabeTO HampaBeHo 3a
UCIIUTYBale Ha AHKCHO3HOCT U [lelipecdja  Kaj
Jella Ha JenpecMBHM pomuTenyd: JlMHaMuKa Ha

MpoMeHa BO TIPeBEeHTHBHA WMHTepBeHIMja BOAM KOH
KODUCTEHe Ha TPAHCIUjaTHOCTUYKY WMHTEPBEHIWHL.
TpaHcaujarHOCTUUKUTE — WHTEPBEHI[MM  MOMaT  J1a
OupaT HajeheKTMBHHM [IOKONKY Ce M3ajHUPaHd 3a Jla
ce ONTUMM3MPAaT HaMajyBamaTa Ha CHMITOMMUTE Ha
AHKCHMO3HOCT BO MOYETOKOT HAa MHTePBeHI[HjaTa, CO 11ef
lla ce ONTUMM3MPAAT MOJOIHEKHUTE HaMasyBama Ha
TerpecBHUTE CUMITTOMHU. (8) OBHe HAOIM YKaKyBaaT Ha
TOA JIeKa [I0CTOM CUTHU(DMKAHTHA Pa3/iiKa BO OZIrOBOPUTE
moOWeHn of 7elaTa Off AHKCHO3HM POJUTENTA U Off
merata Ha poputenu 6e3 aHKcu3oHocT.OBaa CTyaMja ja
TIOTeHIMpa BayKHOCTA 3a MpeTio3HaBakbe Ha aHKCHO3HOCTa
Kaj fleriaTa ¥ aHKCHO3HOCTa Ha POJUTEJIUTE 3a TOA KAKO
AHKCHMO3HOCTA BJTHjae BP3 3/]paBjeTo Ha fleliara.

3AKJIYYOK

On mobueHuTe pe3ynTaTH ce TOTBPAyBa HallaTa IJlaBHA
XUTIOTe3a Koja YKaKyBa Ha Toa JieKa POJIUTENNTe KOU
M3pas3yBaaT 3arpwKeHOCT 3a OfipefleHd AacleKTd Ha
Pa3BojOT Ha jieliaTa, MCTO TaKa, M3pa3yBaaT MOBUCOKU
HMBOA HA AHKCHO3HOCT OfI POJIUTENNTe KOM He ce
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3aCerHaTH. AHKCHO3HUTE POJIUTEI! 3HAYajHO TI0UECTO O]
popuTeNUTe 03 AHKCHMO3HOCT MMAAT [iella CO MaHUYHO
PacTpojcTBO KOe HEeraTWBHO Ce Ofjpa3yBa BP3 HUBHHUOT
y0epTeTCKU PasBoj.

[TotpebHO e popuTenuTe CO AHKCHO3HOCT Jia TH CJIejaT
aKTHBHOCTUTE Ha CBOWTE Jiella, HO Jia He MCKaKyBaaT
TperoyieMa 3arpiKeHOCT ce cO IIeJ [ia He ce pasBHe
1ojaBa Ha AaHKCMO3HO PacTpOjCTBO Kaj [lellaTa BO
HUBHHOT IyOEePTEeTCKH Pa3B0j Koe IIoOHAaTaKa MOoKe Jla uMa
HeraTHBHO BJIMjaHUe.
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PREVALENCA DHE NDIKIMI T MYKOPLAZMA HOMINIS DHE )
UREAPLAZMA UREALYTICUM NE GRATE INFERTILE DHE ABORTE TE
TREMUJORIT TE PARE

Muhamed Asani, MD.; Blerton Asani, MD.; Blerina Pasho MSc.

Medicus 2019, Vol. 24 (3): 366-369

ABSTRAKT

Mykoplazmat jané bakteriet mé té vogla dhe mé té thjeshta g¢ shumohen veté. Qeliza e mykoplazmés pérmban
setin minimal té organelave gé jané esencialé pér rritje dhe shumim: membrané plazmike, ribozome dhe njé
gjenom (materiali gjenetik i njé organizmi) qé pérbéhet nga njé molekulé rrethore dyvizore e ADN-sé.

Né ndryshim nga té gjitha organizmat e tjera njégelizore(prokaryotes) mykoplazmat nuk kané mure gelizash dhe
rrjedhimisht vendosen né njé klasé té vecanté Mollicutes (mollis- e bute ; cutis- 1ékuré). Termi i thjeshté Mollicutes
pérdoret shpesh si term i pérgjithshém pér té pérshkruar ¢do anétar té késaj klase, duke zévendésuar né kété
drejtim termin mé té vjetér, Mykoplazma.

Mykoplazmat jané quajtur ndryshe “ crabgrass” njé llojé bari i keq gé pérhapet duke zhvendosur barérat e tjera
né njé livadh (ndoshta gram) i kulturave gelizore, pasi infeksionet e tyre jané persistente, shpesh té véshtira pér
tu zbuluar dhe diagnostikuar si dhe té véshtira pér tu kuruar. Familja e Mykoplazmave pérmban dy grupe gé
infektojné njerézit: Mykoplazma dhe Ureaplazma, té cilave zakonisht u referohemi si Mykoplazma.

Megijithése ka shumé specie mykoplazmash, vetém katér prej tyre njihen si patogjen té njeriut: Mykoplazma
pneumonie, Mykoplazma hominis, Mykoplazma gjenitale dhe Ureaplazma urealyticum. Megjithése ka specie té
tjera qé jané izoluar nga njerézit, roli i tyre né sémundje nuk éshté pércaktuar miré.

Mykoplazma hominis dhe Ureaplazma urealyticum jané mé té zakonshmet gé vecohen nga trakti gjenital. Ato
mund té jené prezent si floré normale né deri 40% té meshkujve dhe femrave asimptomatike.

Té dhéna gjithnjé e mé té médha tregojné se Ureaplazma urealyticum shkakton uretritin jo gonokoksik te burrat
pa Chlamydia trachomatitis, njé agjent gé krijohet né uretrat jogonokoksik. Prezenca e madhe e u.urealyticum
te té rinjté aktiv né seks, pa simptoma, pengon kérkimet né kété fushé. Té dhénat bazohen kryesisht né shfagjen
e simptomave té uretrit jo gonokoksik té vullnetarét pa ureaplazma dhe chlamydia népérmjet inokulimit
intrauretral te u.urealyticum dhe mbi njé studim sipas té cilit kjo sémundje mund té trajtohet te njé njeri pa
chlamydia, vetém kur ai dhe partnerja e tij trajtohen né té njetén kohé me tetracikliné, gé eliminon u.urealyticum
tek té dy. Ureaplazmat shogérohen gjithashtu me choriamniotitis, abort té zakonshém spontan dhe fémijé me
peshé té vogél.

Mykoplazma hominis, njé banor i zakonshém i vaginés sé grave té shéndetshme, béhet patogjen sapo sulmon
organet e brendshme gjenitale ku mund té shkaktojé sémundje inflamatore té pelvisit, si abces té tubave ovare
ose salpingitis.

Kolonizimi me M. Hominis dhe U.urealyticum mund té ndodhé gjaté lindjes, por né mé té shumtén e rasteve
infeksioni pastrohet. Vetém né pak raste kolonizimi persiston. Megjithaté, pér individét aktiv né marédhénie
seksuale, ritmet e kolonizimit rriten. Afro 15 % kolonizohen me M. Hominis dhe 45-75% me U.urealyticum. Bartésit
jané asimptomatiké, por organizmat mund té jené patogjené oportunist. Ureaplazam urealyticum pérhapet
kryesisht népérmjet kontaktit seksual. Kolonizmi lidhet me shpeshtésiné e marrédhénieve seksuale dhe numrit
té partneréve seksualé. Graté mund té jené rezervuaré asimptomatiké té infeksionit. Pér t'u rritur, té gjitha
mykoplazmat kané nevojé pér sterole dhe pér sintezé té membranés. Té dy speciet mund té dallohen nga aftésia
pér té pérpunuar glukozén( M.Hominis), arginine - amino acid bazé- ose urea (U.urealyticum).

Diagnoza laboratorike — Analiza laboratorike - béhet me mbijellje(kulturé).
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TRAJTIMI DHE PARANDALIMI

Megénése mykoplazmave u mungon muri i gelizés,
penicilina dhe cefalosporina jané té paefektshme.
Antibiotikét qé zgjidhen jané tetraciklina (vetém pér té
rritur) dhe eritromicina.

Parandalimi:

Abstinenca, mbrojtja me mjete té pérshtatshme jané
mjete parandalimi.

RENDESIA E STUDIMIT

Aktualisht akoma nuk gjendet njé studim i miréfillté né
R. e Magedonisé né lidhje me incidencén dhe prevalencén
e M.Hominis dhe U.urealyticum.

Shkalla e informimit mbi pasojat e kétyre dy infeksioneve
né traktin riprodhues si dhe né shtatézani éshté pothuajse
zero né popullatén e zakonshme dhe né vlera té ulura né
ambientet medikale.

Procesi i konfirmimit si faktor etiologjik i miréfillté né
infertilitet dhe si shkaktar i aborteve té tre mujorit té
paré éshté akoma pér tu studiuar.

Deri mé sot ekziston njé paqartési e shogérimit té
AIDS me infeksione té shkaktuara nga M.Hominis dhe
U.urealyticum.

JUSTIFIKIMI

Pasojat e infeksionit nga Mycoplazma dhe Ureaplazma
jané jo vetém multi topike, por dhe nuk kursen as femrat,
partnerét e tyre dhe pasardhésit e kétyre té fundit.

Né gra:

Sémundjet inflamatore té pelvisit, infertilitetit, uretrit jo
gonokoksik, vaginitis, cervictis, amnionitis, piolenefrit,
septicemia, peritonitis, infeksionet e plagéve ( seksioni-
(), lindjet me péshé té vogél dhe rupturé prematuré té
membranés, feto morto.

Né burra:

Uretrite jo gonokoksik.

Né fémijé:

Pneumonia neonatale, konjuktivitis neonatal.

Lévizshméria e rritur dhe shpeshheré e pakontrolluar,
urbanizmi i varfér, ndryshimet demografike,
shfrytézimi seksual i grave dhe ndryshimi i sjelljeve
seksuale, mospérputhja e déshirés sé hershme seksuale

Profesional paper

me nivelin e ulét té informimit mbi infeksionet e
shkaktuara nga Mycoplazma dhe Ureaplazma pérbéjné
disa nga ngacmuesit mé kryesoré né realizimin e kétij
mikrostudimi.

QELLIMI

Qéllimi i studimit éshté té vlerésojé prevalencén e m.
hominis dhe u. urealyticum né abortet e tremujorit té
paré dhe né graté infertile.

Krijimi i premisave pér nxjerrjen e incidencés dhe
prevalencés sé m. hominis dhe u. urealyticum né Shqipéri.

Gjithashtu, synohet gé té dhénat e nxjerra nga ky studim té
japin njé ndihmesé né praktikén klinike pér prevenimin
dhe diagnostikimin e hershém té kétyre sémundjeve.

OBJEKTIVI I PERGITHSHEM

Pércaktimiiprevalencés sé m. hominis dhe u. urealyticum
dhe ndikimi i tyre né abortet e tremujorit té paré dhe né
graté infertile.

OBJEKTIVAT SPECIFIKE
Pércaktimi i prevalencés sipas moshés dhe grupmoshave.
Pércaktimi i prevalencés sipas numrit té partneréve.

Pércaktimi i prevalencés sipas moshés sé fillimit té
mardhénieve seksuale.

Pércaktimi i prevalencés sipas numrit dhe llojit té
aborteve.

Pércaktimi i prevalencés sipas numrit té lindjeve.

PYETESORI

Té dhénat e marra nga pyetésori pérfshin:

Moshén

Mosha e koitusit té paré

Numrin dhe llojin e aborteve (spontane ose vullnetare)
Numrin e lindjeve

Numrin e partneréve
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REZULTATE
a) Lloji i aborteve

Té dhénat e mikrostudimit jané né njé linjé me té dhénat
e literaturés bashkékohore.
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KONKLUZIONE DHE REKOMANDIME

Duke pasur parasysh kohén e shkurtér né dispozicion
pér kryerjen e kétij studimi si dhe numrin e vogél té
pacientéve té gatshém pér té kontribuar né kété studim,
mund té themi se nuk kemi té béjmé me ndonjé té dhéné
statiskore sinjifikative. Megjithaté, nga ky studim ne
konkludojmé se Mycoplasma hominis dhe Ureaplasma
Urealyticum jané faktoré risku té konsiderueshém né
infertilitet dhe abortet spontane. Nga ky studim nuk del
garté nése kéta dy faktoré kontribuojné né ményré té
réndésishme né shkaktimin e infertilitetit dhe aborteve
spontane. Duke patur parasysh se transmetimi dhe
kolonizimi i M.hominis dhe U.urealyticum béhet né rrugé
seksuale, éshté e réndésishme té theksohet gé kéto dy
agjenté (baktere) duhen konsideruar né té njéjtén ményré
si SST. Pér rrjedhojé, dhe trajtimi i tyre duhet té jeté i
njejté pér té dy partnerét, dhe prevenimi duhet té béhet
njellojé si né SST.

Njé konstatim i réndésishém i kétij studimi ishte se
né grupin e shqyrtuar pér kété géllim prevalenca e
pérgjithshme e M.hominis ishte 29% dhe U.urealyticum
ishte 52.7%. kjo prezencé e konsiderueshme e kétyre
agjentéve né graté me infertilitet dhe aborte spontan té
tremujorit té paré, té con né konkluzionin e réndésishém
se pér cdo rast aborti spontan duhet té béhet analiza
(vlerésimi) i M.hominis dhe U.uralyticum dhe kéto
pacienté. Ndérsa, né rastet e infertilitetit, kjo analizé
rekomandohet né ato raste ku nuk ka ndonjé faktor tjetér
etiologjik té vértetuar.
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OKY/ITHA MAKYJIAPHA TUCTPOOH]A

T'ony6oBuk M., TpnieBcka Illekeputos H.

Knunuka 3a Ounu 6onectu, Memuipiacku Dakynret- Ckomje P. CeBepHa MakeoHuja

Medicus 2019, Vol. 24 (3): 370-374
NU3BAJIOK

OkyTHA MaKyjiapHa nuTpoduja e xepeiutapHo 3a00JyBatbe, Ynja KITMHUUKA CJTMKA ce KapaKTepu3upa co MporpecuBeH
Taji Ha BUJIHATA OCTPUHA, MaKo Ha 0(hTaJIMOCKOIICKOTO UCTIeflyBatbe Ha OUHOTO JTHO U doiyopeciienHcKaTa aHruorpaduja
He ce 3abese;KyBaat IMpoMeHH. 3a00yBabeTo BO OAHOC Ha BO3pacTa UMa IIMPOK [IMjara3oH Ha rojaByBambe.

OkynTHaTa MakynapHa gucrpoduja (OMD) e 3abomnyBame Koja ja adektupa (yHKLMjaTa Ha MaKyJ/ITa, Kaj Koja HeMa
EBUJIEHTHU U CYCIIEKTHU MPOMEHM Ha OUHOTO [IHO, INTO OW Tpebasio Jja TW ajapMupa MaTUuHUTe O(TaIMOIO3U
BO ToTpara 3a 3ab0JIyBameTo, urja JujarHOCTMKa € eAMHCTBEHO MOMKHA camMo cO COUCTULMPAHU AUjarHOCTUUKN
MeTtonu. Kako cyriepriopHa MeTofia ce nctakayBa SD OCT (Spectral domain- optical coherence tomography - ontuuka
KOXepeHTHa Tomorpaduja CrieKTpasl JOMeH), Kafe IOCTOjaT KapaKTepUCTUUHM 3HALIM, JIOLMPAHU BO HAZBOPELIHUOT
IleJT Ha PeLielTOPHUTE KIeTKM Ha PeTHHATa U eKCcTepHarta JMMUTHA MeMOpaHa.

Kmuanukarta maHudgecTalja Ha OBa peTKo 3a0ojyBame IIPEeTCTaByBA JMjarHOCTUUKU TPEJIU3BUK 3a efleH
odTanMoror, HO OHA IIITO € Off MOTO/IeMO 3HAUethe OCBEH YTBP/yBakhe Ha COCToj0aTa U aka/leMCKUTe TOCTUTHYBAarba,
ce UMIUIMKAIUUTE KOU ITPOU3JIeryBaaT BO OJJHOC HA COILUjaJIHUOT KUBOT W CTATyCOT Ha 3acerHarute nuiia. Toa ja
HaMeTHyBa IIoTpebaTa 3a eKCIUIMLUTHA IIpe3eHTaluja U 3aro3HaBambe co OMD U ITOCOBPEMEHUTE IMjarHOCTUUKU
npotientypu. Of1 0co6eHO 3HaUeke € Hej3MHOTO HaBPeMeHO AUjarHOCTULIUPahe U ITPeB3eMatbe Ha MePKU 3a TeHEeTCKU
rcIieflyBama Bo (hbaMuinjata 1 HUBHO MHGOpMUpatbe 3a TUTIOT Ha bosecTa. VMcTo Taka 6u Tpebaso fia ce pasMUCIyBa
1 BO TIpaBel] 3a BOBe/lyBarhe Ha TeHeTCKU CKPUHUHT Ha OBa 3a007TyBarbe.

Knyunu 360poBu: OKy/ATHa MakynapHa guctpoduja (OM]I), xepenurapHu 3abonyBarmba, 0pTaIMOCKOIICKU Haor, 6e3
npomenu, SD OCT

BOBE]]

OKyATHa MakyrapHa guctpoduja e peTko HaclegHo
MOpEMETYBatbe Ha OUUTE KOe Ce KapaKTepushpa Co
HPOrPecHBHO BJIONIYBame Ha (DYHKIMjaTa Ha MaKy/aTa
CO HaMajyBalme Ha OCTPMHATA Ha BUOT, a HpH Toa
0hTaZIMOCKOIICKY He ce 3a0eie;kyBaaT HUKAKBU IIPOMEHI
Ha 04HOTO JHO. OBa XepemuTapHO 3a00NyBame 3a NpPB
naT e omuurano o Miyake Bo 1989 rog. kako moToraian
Hero3HaTo 3a00/yBalbe Kaj HEKONKY WiIeHa of HCTa
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damunmja. (1)

KnMHMUKaTa ciMKa Ha 0Ba PeTKO 3a00/TyBatbe TPeTCTaByBa
IWjarHOCTUYKY TIpeJM3BUK 3a efleH odTamMoror. OHa
IITO e Off TOrojieMo 3Hauee, OCBEH YTBP/YBAHETO
Ha cocToj0aTa W aKajleMCKMTe [IOCTMTHYBama, Cce
MMIUTMKAI[MUTe KOM IpOM3/ieryBaaT BO OfHOC Ha
COL[MjaTHMOT CTATYC M JKUBOTOT Ha 3acerHaTuTe yuiia. Toa
ja HaMeTHYBa MoTpe0aTa 3a eKIUTMIUTHA TIpe3eHTalyja 1
3ano3HaBame Ha OMD, Kako 1 cCOBpeMeHHTe TeXHOJIONIKH
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MOKHOCTH BO Hej3MHOTO JUjarHOCTULIMParbe, KO Ce BO IOZIEM.

Cn.1IIpuka3 Ha OIL]T Haox Ha 3afieH cerMeHT ¥ (pyHZyC Haof Kaj marpeHTKa co OM]]

JIUCKYCHJA
OkyliTHaTa  MaKylapHa  auctpoduja  ce
KapaKkTepusMpa €O MakylapHa [uchyHKIMjA U

MpPOrpecBHO HaMa/yBalbe Ha BUHATa OCTPUHA, MAKO
IVPH U Kaj HampeJHaTH C/Iy4ad, Ha OYHOTO JIHO He ce
3abene;kyBaaT mpoMenHu. IlaTomomkuor mporec kaj OMD
KOj pe3ynThpa co HamajeHa CeH3UTUBHOCT BO PETHMOHOT
Ha MaKyjaTa, aBTOPOT KOj o HOTHpa 3a00yBambeTo
(Miyake, 1996), cmeTa [ieKa ce JO/KM Ha IOpEMeTYBabe Ha
MaKy/IapHUOT CHCTeM Ha YeluMbaTa WM Ha MaKyTapHUOT
CHCTeM Ha UellunibaTa 1 CTamunmbaTta. (2)

[eHeTCKUTe aHANN3M KOM TIOKAcCHO Owsie HampaBeHW Kaj
TalMeHTH CO OKY/ITHA MaKy/lapHa JUCTpoduja MoKaKaje
Ieka ce paboTH 3a XeTepo3urotHa MmyTanuja Ha RP1L1
reHot (608581) Ha xpomosom 8p23, mpu mTo R4A5W
BapuWjaHTaTa MpeTCcTaByBa PU3MK 3a mojaBa Ha OMD (3)
(4). Toa e aBTO30MHO JIOMHHAHTHO 3a00/yBambe, MAKO Ce
3a0ej1e}kKaHu ¥ CTIOpaIMYHH CJTyJau Kajle UCTaTa MyTalyja
He e HOTHpaHa U Ce CMeTa JieKa e YCJIOBeHO off MoBeKe
He3aBUCHYU reqi (5).

Cropep;, (baKTOT JIeKa MOeMHU YIEHOBH 07 (haMu/IMjaTa
KoM OmWiIe HOCTUTeJIM Ha OBaa MyTaluja a Hemaje
HapymyBame, Akahori co copb, cmeranme meka oBaa
MyTalldja e co pedylMpaHa IeHeTpalyja WIM TaK e
MOKHa ¥ TOJIOIHE}KHA eKCIpecuja Kaj The MHIUBUIYH.
(6) TopemeryBameTo ce MaHu(ecTHpa Ha BO3PCT Of
6-81 roguHa (7) mTO € eBUEHTHO U BO COOIIITYBambaTa 3a
3a00/TYBambETO O/ TIOBEKE JIPYTH aBTOPH. (6) (8)

[1IpB maT 3a BaKOB BMJ] Ha HapylLIyBambe Kaj ejHa (aMuiunja
e Tpe3eHTHpaHo off cTpaHa Ha Mivake, Bo 1989 rop, 3a a
TIO/IOIIHA MCTHOT aBTOP 3a0ejieyku MCTO MOpPEeMETYBambe

Kaj wieHoBM Ha ymite apyru 14 damunum, of Kaje u
TMOPEMETYBAKETO Ce HapeKyBa OKYITHAa MaKy/IapHa
muctpoduja. (1) AHamM3a Ha TeHeoJOIKUTe cTeOla Ha
ocyM (haMUJTUK CyTepUpaIo JieKa ce paboTH 38 aBTO30MHO
JIOMMHAHTeH TaT Ha NpeHecyBamwe. OdTaIMOCKONKjaTa
Ha OYHOTO NHO M drIyopeciieMHCcKaTa aHruorpaduja
Kaj aeKTUpaHUTe YWICHOBM OWJIe CO HOPMajeH Haof, CO
yMepeHa JleTepuopu3alidja Ha KOJOPHUOT Buj. Mako
HAOJIOT Ha CTaH/[ap/IHa eJIeKTPopeTHHOrpadKja Ha LeIoTo
ouHo fiHo (Full-field ERG) kaj Tne 4neHOBU 61T HOpMaJIeH,
(hokanmHUOT MaryIapeH enekrpoperurorpam (Focal ERG)
MOKa)KaJl HaMajayBame Ha aMIUIMTYIUTe CO 3HayajHa
ajiTepariyja [eHTPaIHoO BO OJTHOC Ha Mapa u mepudoBea,
IITO MH/MIIPAJIO JIeKa MaTOJIOUIKKOT MPOIIeC ce Haorasl
BO PETHOHOT Ha MaKy/iaTa.

Sayman co copaOOTHHIM, OMMILIA/Ne CNIy4aj Ha JIeBOjKa
CO OKYITHA MaKyIapHa pucTpoduja Kafie MOCTOeNO
HaMajTyBalbe HAa BHUJHATA OCTPMHA TOBeKe TOJUHU
HaHa3ajl, @ HAOJIOT Ha OYHOTO JIHO, (hIyopeclienHCKaTa
anruorpaduja, asrodnyopecierijata u full field ERG
OmIe HOPMaJIHH, IYPU M Ha UCIUTYBameTo Ha Ishihara
TICeyI0M30XPOMATCKUTeE TA0TMYKK HAOZIOT OMT HOpMaJIeH.
(7) HoBroT MeTop Ha ersaMUHallja Ha OUHOTO JIHO KOj e
NPUMeHeT Kaj MCTaTa MalieHTKa, yHayc nHbpalpBeHa
pedniekcrja, mokaxkan xunopediekcuja Bo MpeIesioT Ha
makynaTta. Ha OCT Ha 3agHMOT cereMHT BO ITpefie/ioT Ha
MaKy/aTa Omia 3a0eiekaHa peyKiyja Ha (oBeanHaTa
TebenHA M MPOMEHM Ha MECTOTO Ha CIIOjyBame Ha
HaJIBOPELIHUOT M BHATPEIHKOT CerMeHT Ha pelieTTOPHUTE
KieTkd. Kaj oBaa maiueHTKa MUKpPOIepUMeTapCKUOT
HAOoJl TIOKaKasl L[eHTPaieH CKOTOM, a MYITH()OKATHUOT
ERG penyK1iuja Ha aMIIMTYJUTE BO LIEHTPATHUOT JIeJT HITO
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OUI0 KOH3UCTEHTHO CO KIMHMYKATE KapaKTePUCTHKH Ha
BeKe OMKIIIaHaTa MaKy/IapHa guctpoduja. (7)

[ToHoBuTe cTyauu co MmynatudoranHo ERG kaj oBa
TIOpeMeTyBame MOKaKyBaaT JierpecHja Ha OJ[rOBOPOT
BO IIEHTPAJIHMOT MAKy/lapeH PeruoH ofi 7 CTeNeHH CO
3HAYajHO MPOJO/KEHO UMIUTUIIMTHO BpeMe W MPUCYTHA
pas3nnKa BO aMIUIUTYIUTe MAKO HENITO HaMajieHa KOH
nepudepujaTa Ha peTuHara. (9)

Cropen, foOMeHMTe HaoJu 3a IPUCYTHA pas/iKa
BO aMIUIMTYAuTe IIoMel'y adeKkTHpaHuTe OOMHH U
KOHTPOJIHATa IPyIia BO KOja HaBeJIeHITe MapaMeTpH He ce
HaMaJyBaaT eKCIIeHTPMYHO BO OJJHOC HA MPOJO/KEHOTO
UMIUTMLUTHO BpeMe Ha €JIeKTPOPeTHHOrpaMoT —Ha
1I€JIOKYITHOTO TECTHPAHO Tojie BO MCIMTYBAHAT IPyIia BO
OJIHOC Ha KOHTpPOJIHATa TPyIa, 'PyIa aBTOPH 3acTalyBaT
KOHIIENIT JIeKa MPOMEHHTEe Ce HaoraaT [MCTAIHO Of
raHrIMCKATE KIeTKM BO MPee/ioT Ha IleHTpaiHaTa
PETHHa, KaKo ¥ Toa JieKa IIPOMEeHATa € MHOTY TOIIMPOKO
3acTameHa off Toa LITO ce MpermocTaByBa cropen ERG
AMIUTUTYUTE ¥ HePUMETPUCKHMOT Haof. (9)

Jlo cmmunu pesynratu gomie u Wildberger co copab.
(Wildberger, 2003) mpu enieKTpoU3MOIOIIKY HCITUTYBaba
Kaj emHa adeKTHpaHa TanujaHcka pamummja. (10)

Bo 0B0j KOHTEKCT 0/ 3Haueme e Jla ce HalloMeHe TPyoT
Ha Davidson co copa6. (Davidson, 2013 Koj ykaxKyBa JieKa
myTanujata Ha RP1L1reHoT e acorupaHa co criekTap Ha
HacyeHU 3a00/TyBarba HAa PeTHHATa M MaKy/laTa Koe I'd
BKJIYUyBa PETUHUTHC TIUTMEHTO3a M OKY/ITHA MaKyaapHa
muctpoduja. (4) Uero Taka op Sisk co copab. (Sisk, 2018) Bo
HCJTelyBabeTo Koe e CIpoBefleHo Ha ToMas 6poj ocobw,
OW/1 OMWIIaH MCTUOT eHTHTET. (8) ABTOpUTE MCTKHYBaaT
meka nBe opMM Ha JIOKaJaM3MpaHa AUCQVHKIMja
Ha YYHUMIbaTa, Kou mokpaj OMD ja mpercraByBaat u
nepudepHara auctpoduja Ha uenuumara. Kaj gBere
thopmu udhepeHIIMjaHa AUjarHOCTHKA OCTOjaT H3BECHH
KIMHUYKMA Bapujallid BO (DOTOTICKUTE U CKOTOIICKUTE
ffERG u mfERG. (8)

Haopure Ha OCT ce curHM(hMKaHTHY Kaj 0Ba 3a00/TyBakbe.
HamanyBamero Ha je0OenuHata Ha (hoBea, KOPUCTEJKH
ja onTMuUKaTa KoXepeHTHa ToMorpadwuja 3a 3aJHHOT
CerMeHT Ha OKOTO e 3a0eJIe;KaHo U HOTHPAHO Off IIOBEKe
apropu (11) (12) OcBen HamaneHara peOemuHa Park
co copa0. (Park, 2010), 3abenexkane jeka IIOCTOM U
HIOPEeMeTYBame Ha CII0jOT Ha HAJBOPEIIHMOT CETMEHT
Ha peIeNTOPHUTE KIeTKM W BPBOT Ha HaJIBOPELIHUOT
cerMeHT Ha uenuumara. (13) Ucroro e 3aberneskaHo U of
Brockhurs co copa6. (Brockhurs, 2007), npu anami3a
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Ha OCT HaopuTe Kaj 8 malueHTH CO OBa IOPeMeTyBake
KOj Haora Kopenianuja Tomery coBeasHaTa Je0e/MHa
¥ MakynapHara muchyHKuuja. (14) Brpouem Ompejku
MaJ0T Ha BUJIHATa OCTPUHA OMJI TPOIOPIMOHAJIEH CO
OCT Haopurte, amocTpoMpaHHUTE aBTOPH CMETajle
nexka HaozoT Ha OCT O Moken fla Ouje IPeUKTOp Ha
JeTepuopu3alja Ha BUIHATa oCTpUHa.(14)

AGHOpMaTHOCTHTe HA  PELeNTOPHUTE KIETKH BO
PErMOHOT Ha MaKy/laTa Kaj OKY/ITHAaTa MaKy/lapHa
muctpoduja TOCTEHATE TOAUHA jaCHO Ce MpUKaKaHMU
CO TIOHOBMTE MY/ITMMOJIA/THA TEXHUKH Ha MPUKaKyBakbe,
Kako mTo ce ¢yHAyc uH(paLpBeHaTa pedrekcuja,
aBTo(IyopeciieHIujaTa i nH(palpBeHaTa
aBTo(yopeciieHija. OBie NMHUIIMHT METO[H Ce CMeTa
lieKa ce 3HauyajHM 3a [MjarHOCTMKA M TPOIEHKA Ha
Tporpecujara Ha 3a00/yBameTo.

Ahn co copaborauim (Ahn, 2013) mpu unHpaipBeHa
aBTo(ryopecieHIyja 3abenexasne IIeHTpaHa
XumoaaBTO(IyopeciieHIlja BHATpe BO 30HATa Ha
HOpMaJiHa XWIep aBTo(IyopeciieHIyja, IITO OfroBapa
Ha pguckoHTuHyuTeT Ha IS-OS 3omara Ha SD OCT
(HayrBOpelIeH-BHATPeIeH cJ10j). (15)

Ha SD OCT, xoja ce cmeTa 3a cymepuopHa MeTofa
BO [IMjarHOCTMKATa Ha oOBa 3a00yBame aBTOPUTE
HaoraaT ueTHpW BHZIa TIPOMEHM BO 3aBMCHOCT Off
nporpecujaTa Ha 6onecta. MmeHo 1. ryourok Ha OS - RPE
MHTEPUTUTAL[MOHA 30HA (0JIHOCHO HaJIBOPEleH CerMeHT
- BPB Ha uenuuma) 2. xunopedercuja Ha IS - RPE crojor
(BpcKuTe Mery Ha/[BOPEIIEHHUOT 1 BHETPEIIEHHUOT CIIOj)
3.nuckonTUHYMTET Ha IS - OS Bpckure, 4. mucpymiyja Ha
ELM (nagBopeniHa rpaHuyHa Mem0OpaHa) (15) IlpomeHuTe
Owle M3pa3eHd CIOpel CTENeHOT Ha IporpecujaTa Ha
3a00/yBabeTo. ABTOPHTE CMeTaaT [ieKa IPOMeHHUTe
Kafle e uHBo/BMpaHa ELM ce Bo Kopenaliyja co mafoT Ha
BuHata octpuHa u oBue OCT KapaKTepuCTHKU MMaat
PeUKTUBHA BPeIHOCT. (15)

Co npumeHara Ha OCT u ajanTuBHaTa ontuKa (Adaptive
optics - AO) mpUKaKyBameTo Ha OYHOTO [IHO Kaj
OonmHM aeKTUpPaHW Off HApYIIYBabeTo, Kaj OUM CO
HamaseHa BujHa octpuHa Ha SD OCT, aBropu Booumse
IUCKOHTHHYUTET Ha JIMHWjaTa Ha (hOTOPELeNTOPHUOT
BHATpellleH U HajIBopellleH CerMeHT Kako M Ha JIMHUjaTa
Ha 3aBpIIETOK Ha HAJIBOPENIHUOT CEerMeHT Ha UeluuibaTa.
(16) IpukaxkyBamweTo co AO Kaj UCTUTE JIMIA TTOKaKaJIo
T'YOUTOK Ha MO3aMKOT Ha UeITUMEbaTa KoM Ousie pUKaKaHu
Kako TeMHH 30HM Ha AO mpukasoT. OBa yKaxyBa Ha
HaMaJTyBame Ha JIeH3UTeTOT Ha UYeluubaTa BO MaKyara,
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OJJHCOHO COCTO0j0a C/IMYHA HAa OJMTOKOHA TPMXPOMIHMja,
OJJHCOHO HaMajieH 0poj Ha (DYHKIMOHAJIHH Yeruuiba,
IITO METojiaTa ja MpaBM 3HayajHa BO WCITUTYBambe Ha
Mopdororujata Ha peLienITOPHUTE KIeTKH (16)

Co 1es1 f1a ce ofipefiaT MaTOMONIKUTE KapaKTePUCTUKK Ha
OMD, ofHOCHO MpOMeHUTe Ha HUBO Ha pellelTOPHUTE
KJIETKY, aBTOPU CITPOBeflyBajie KBAHTUTATUBHU aHAIU3U
kopuctejku i SD OCT u AO mpu miTo Hamie Jeka
pednekcujaTa Ha emuncouaHata 30Ha Ha SD OCT oumna
3HauajHO HaMajieHa, W JieKa € M3ry0eH HOPMATHHOT
MO3aMK Ha YeluuaTa, IITO VKa)KyBaJo Ha HaMmajieH
IIeH3UTET Ha PeIeNITOPHUTE KJIeTKU BO Makysara. (17)

“En face” MMMIIMHT MeTojaTa MHOTY MOEIUHEYHO I'
NpUKa)KyBa IPOMEHUTe Ha eJIUNCOMJHAaTa 30Ha Ha
PEIIeNTOPHATE KIETKM KOU CO JPYTH METOIU Ce TEIIKO
sabene;kmiBi. Bo Tpymor Ha Ruan co copaboTHMIM
(Ruan, 2019) ananmu3upajku aBajia namuerTa co OMD co
‘en face’ uMMIIMHT MeTofaTa MOKakaie AMCPYILIMja Ha
doTopenenrropute Ha ‘en face’ pamuuHa. (18)

HemocTaTOKOT Ha TEXHMUKM MOKHOCTHM IIPETCTaByBa
3HayajHa MpelpeKka BO [WjarHOCTMKATa Ha PeTKUTe
3a00/TyBarba 3a KOM THe Ce HEOTXO/HH.

OBoj Tpyn 6u Tpebano fja Oujle ajapM 3a MaTUYHUTE
ohTanMoI031 Kaj KoM 3a MpB IaT ce obpakaaT OOMHUTE.
IIMeHO M TIpU HETIOCTOEHe Ha IPOMEHH Ha OYHOTO JIHO,
OJTHOCHO O(pTa/IMOCKOIICKM He3a0e/ie}KUTeTHU MPOMEHH,
a CO TpOrpecvBeH Majl Ha BUJIHATA OCTPUHA, UCTUTE
COOJIBETHO [Ia Ce MPOC/IelaT Ha TMOBUCOKM MHCTUTYIL[UH
KOH Ce CO MOro/IeMO UCKYCTBO CO CAMHOT (haKT 3a TI0TojieM
“turnover” Ha OOJMHM ¥ [IOCTaITHOCT Ha CIIEIU(PUYHI
MeTou. M MoKpaj Toa ITo MOKHOCTHTE 3a TPeTMaH Kaj
oBUe OONHU Ce OrpaHMYeHH, TeHEeTCKUOT CKPUHUMHT U
COBETYBAETO MMAAT roIeMO COIIMjaTHO 3HAUebe.

3AK/IYYOK

OKynTHaTta MakylapHa pucTpoduja €  Hac/lemHo
3a00/yBame Koe ja 3arposyBa (hyHKIMjaTa Ha MaKyjiarta
CO TIPOTPeCcHBHO HaMajlyBalme Ha BHJ[HATA OCTPHHA.
HamanyBameTo Ha BUJIOT Oe3 eBUJIEHTHU WU CYCIIEKTHU
IPOMEHH Ha OYHOTO JIHO OM Tpebaso [ia 'M ajapMupa
MaTHYHUTEe O(TaIMOMO3U BO TOTpara 3a 3a00yBambeTo
yija JIMjarHOCTMKA € MOKHA CaMo CO CO(MCTHUIMPAHU
o(hTaJIMOJIONIKY IMjarHOCTHYKHM METO/TH, UMja alTMKaIiija
e BO TofIeM.

Kako JIOMMHAHTHO HAc/eJHO 3a00/yBame Off 3HaueHe
€ Hej3MHOTO MPaBOBPEMEHO [IUjarHOCTUIIpame U

Review

TnpeB3eMame Ha MepKM 3a TeHeTCKM WCJIeflyBamba BO
(hammnujaTa ¥ HUBHO MH(OPMHUpame 3a Oonecta, a Ou
Tpebaso Jja ce pa3sMKCIIyBa M BO MpaBell 3a BOBe/yBatbe
Ha reHeTCKY CKPUHUHT 3a 0Ba 3a00/TyBakbe.
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ABSTRAKT

In the last 2 decades, several new methods have been applied in the treatment of benign prostatic hyperplasia
(BPH). Even the transurethral resection of the prostate (TURP) became the gold standard surgical treatment for
BPH, historicallyit is associated with significant perioperative morbidity. Improvements in perioperative morbidity
for TURP has been creating an ever increasing standard that must be met by any new technologies that are to be
compared to this gold standard. Minimally invasive surgical therapies have been developed as an intermediary
in the treatment of BPH with the aim of decreasing the invasiveness of interventions. These therapies also aim
to reduce morbidity and dysfunction related to invasive surgical procedures. Over recent years, there has been
the emergence of novel minimally invasive treatments such as the prostatic urethral lift (PUL; UroLift System),
convective WAter Vapor Energy (WAVE; Rezum System), Transurethral needle ablation (TUNA), Interstitial laser
coagulation -ILC, Holmium laser resection (HoLR), Transurethral vaporisation of the prostate- TUVP and Prostatic
stents. Minimally invasive surgery for benign prostatic hyperplasia (BPH) is a dynamic field, with novel treatment
modalities emerging in experimental and clinical use with various safety and efficacy profiles. This mini review
aims to update the readership on minimally invasive surgical treatments for BPH, by assessing relevant literature
published in the past 5 years and also to provide updated information regarding the current role of minimally
invasive treatment (MITs) for lower urinary tract symptoms (LUTS) due to benign prostatic obstruction (BPO).

Key words: Benign prostatic hyperplasia, Transurethral resection of the prostate, Lower urinary tract symptoms,
Benign prostate obstruction, Minimally Invasive Treatments

INTRODUCTION and shortcomings of surgery and medical therapy for the
management of LUTS due to BPO. Indeed, despite the
variety of surgical procedures for BPO, there still exists a
large population of men who are not convinced to pursue
these options and desire a therapy with minimal surgical
risks and fast recovery. The sexual side effects of surgical
treatment of BPO, mostly ejaculatory disorders (EjDs), are
certainly the more concerning and the ones that mostly
discourage patients from opting for surgical treatment
(2). Moreover, living in the era of aging men, there is a
substantial population of men bothered by LUTS not
responsive to pharmacotherapy who are not medically

For decades TURP was the undisputed gold standard
therapy for patients with severe LUTS due to BPO.
Within the past 15 years the role of TURP has been
increasingly challenged by the development of medical
therapies and MITs. The main driving forces behind this
development were the high prevalence of the disease,
an absolute indication for surgery in only 20-30% of
patients, the rather unchanged postoperative morbidity
of TURP and recent technical innovations (1). A variety
of MITs have been developed to address the limitations
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fit for surgery. MITs aim to offer an alternative solution
to these men by providing sustainable improvement in
LUTS/BPO while minimizing the risks, complications and
adverse events associated with surgery. The hallmarks of
a successful MIT include (a) rapid and durable relief from
symptoms, (b) fast recovery (c) minimal adverse events, (d)
ambulatory setting procedure with minimal anesthesia
requirements, which are important determinants for
quality of life (3). Aim of this review is to provide updated
information regarding the current role of MIT for the
treatment of LUTS due to BPO. To achieve this goal and
to present as much as possible informations based on
special reference to the literature published in the past
10 years.

PROSTATIC URETHRAL LIFT (PUL) - UROLIFT

The UroLift system uses adjustable transurethral placed,

Figure 1. Diagram describing the PUL.

It is characterized by the placement of multiple
nonabsorbable monofilament sutures into the prostatic
urethra through to the lateral lobes and while kept under
traction, establishes a large caliber urethral channel (4).
The UroLift system has been reported by several studies
to improve International Prostate Symptom Score (IPSS)
by more than 52% (mean weighted improvement of 9.22-
11.82). In a review article by Ruktsalis (5), a number of
studies showed an IPSS score improvement of minimum
of 52%. The pivotal trial showed an eleven-point IPPS
score improvement which is 88% better than the controls
cohort. A comparison study reported PUL/ UroLift to
be superior to TURP in outcomes of IPSS score, Erectile
function and continence preservation, recovery quality,
safety and ejaculatory function. Furthermore, there were
durable outcomes lasting up to 3 years. The UroLift system
can treat LUTS due to BPH and can preserve both erectile
and ejaculatory sexual function. This gives UroLift a clear
advantage compared to medical management with alpha-
blockers or 5 alpha reductase inhibitors or the standard
bladder outlet obstruction due to BPH operations,
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permanent implants (made of nitinol, polypropylene,
and stainless steel) to retract the obstructive lateral
prostatic lobes away so as to unblock the urethra. The
device relieves symptoms of urinary outflow obstruction
without cutting or removing tissue. The implant is
delivered by a hand-held pistol grip to which a needle-
shaped probe is attached (Figure 1). The surgeon inserts
the probe into the prostatic urethra and a fine needle at
the end of the probe deploys and secures an implant in a
lobe of the prostate. One end of the implant is anchored
in the urethra and the other firmly attached to outer
surface of the prostatic capsule, thereby pulling the
prostatic lobe laterally and away from the urethra. This
is repeated on the other lobe of the prostate. Usually 4
implants are used and the procedure can be done under
local or general anesthetic, as day-case.

After deploying Urolift

TURP, laser prostate enucleation or ablation and open
prostatectomy (6). In 2018, the European Association of
Urology (EAU) guidelines on male LUTS included PUL
in the established therapies (7). It is recommended in
patients with LUTS who are interested in preserving
ejaculatory function and have prostates smaller than 70
ml with no middle lobe (8).

REZUM SYSTEM
THERAPY)

The Rezum System (water vapour thermal therapy) uses a
convective radiofrequency water vapour thermal energy
system to ablate prostate tissue and give relief from LUTS.
The system has a generator and a transurethral delivery
device, that delivers water vapour circumferentially via
12 holes at the tip of an 18-gauge needle inserted via a
cystoscopic instrument. One to 3 injections of water
vapour are administered to prostate lobes, each lasting
9 seconds. The initial injections are delivered 1 cm distal
to the bladder neck at the 3- and 9-o’clock positions, with

(WATER VAPOUR THERMAL
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further injections inserted distally every 10 mm of the
prostate urethra until the proximal verumontanum is
reached. Rezum (Figure 2) convective energy transfer does
not produce thermal injury to tissues outside the intended
treatment area in the transition zone of the prostate as it
doesn’t create a temperature gradient between tissues as
compared to other forms of thermoablation surgery. This
minimally invasive surgical treatment can be performed
in an office or hospital setting using oral analgesia or local
anesthetic. It can be applied to all 3 lobes of the prostate
making it more versatile than forms of treatment where
the middle lobe needs treatment (9). It is contraindicated
in patients with artificial urethral sphincters or penile
prosthetic devices (10).

Saliza fe Mrndle Falin: Bag
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Figure 2. REZUME SYSTEM (Water vapour thermal
therapy)

Initial Phase I clinical trials (n=30) demonstrated
significant improvements in IPSS (10.7 from 23 at baseline)
which was associated with a mean 26% reduction in total
prostate volume at 3 months.1 A further trial Mynderse
(11) in 44 individuals demonstrated a 28.9% reduction
in prostate volume on gadolinium-enhanced magnetic
resonance imaging at 6 months. Dixon (12) performed a
further study assessing the safety, efficacy and outcomes
of the Rezum System (n=65). They observed statistically
signifi cant clinical improvements in IPSS scores at 1-,
3-, 6-, and 12-month intervals with falls of 6.8, 13.4, 13.1,
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and 12.5 in the IPSS score respectively. Similarly, Qmax
increased by 2.0, 47, 4.3, and 4.6 mL/s, respectively
over the same intervals. IPSS improved by 56% by 12.
Regarding the action of WAVE technology, an MRI
study demonstrated the delivery of convective WAVE
technology created thermal lesions in the prostate tissue,
which then underwent near complete resolution by 3
and 6 months after treatment. This was associated with
a one-third reduction in overall prostate and transition
zone volumes (11).

TRANSURETHRAL NEEDLE ABLATION (TUNA)

TUNA delivers low radio frequency energy directly
into selected areas of the prostate through a catheter
equipped with adjustable needles thus producing a
coagulation necrosis while sparing the urethral mucosa
(Figure 3) (13).Ablation is achieved when the needles
reach temperatures of 80-100 °C. The two needles at
the catheter tip, which are arranged at an acute angle
to each other and to the catheter, can be advanced or
retracted through controls on the catheter handle. The
lateral lobes are treated in 2 or 3 planes, starting 1 cm
from the bladder neck and proceeding to 1 cm proximal
to the seminal colliculus (14). TUNA can be performed
under local anaesthesia although it appears that TUNA
has a higher requirement for analgesia and sedation than
does transurethral microwave thermotherapy (TUMT).
According to the EAU guidelines clinical efficacy has been
proven in RCT, although there is limited evidence of long-
term efficacy. Due to a significant treatment failure rate,
TUNA is not recommended as a first line treatment for
LUTS (15).

Figure 3: Transurethral needle ablation-TUNA

Although symptomatic improvement was sustainedafter
two years; objective parameters such as post-void residual
volume or Qmax, however, reached baseline values after
two years. IRFT is not specifically mentioned in the EAU
and AUA guidelines (15,16).

377 | Medical Journal - MEDICUS

AN



Review

INTERSTITIAL LASER COAGULATION - ILC

ILCisbased onthecreationof anintraprostatic coagulative
lesion by laser light at a relatively low power density. ILC
is performed with a standard cystoscope (Figure 4), a
solide state, diode 839 nm laser, and a special fibre-optic
delivery system (17). Under direct visualisation, the laser
fibre is introduced directly into the prostate through a
small puncture in the prostatic urethra. Low-power
thermal energy is delivered to coagulate prostatic tissue.
The laser fibre can be introduced into any region of the
prostate, and the number of sites for the application of
energy is dependent on prostate size and configuration of
the gland (18). The optical fibres are inserted directly into
the prostate and coagulation necrosis followed by atrophy
is achieved of the prostate tissue with preservation of the
urethra mucosa. This procedure can be performed under
local or spinal anaesthesia. A catheter is usually inserted
for one week to avoid urinary retention due to tissue
oedema following treatment. There has also been no
reported retrograde ejaculation associated with ILC (19).
According to the AUA BPH guidelines here is inadequate
evidence to support inclusion of ILC as treatment option.
EAU guidelines do not recommend ILC as a first-line
surgical treatment for patients with LUTS, yet indicate
that ILC may have a role in the treatment of high-risk
patients.

=i
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Figure 4: Interstitial laser coagulation
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According to the AUA BPH guidelines there is inadequate
evidence to support inclusion of ILC as treatment option
(16). EAU guidelines do not recommend ILC as a first-line
surgical treatment for patients with LUTS, vet indicate
that ILC may have a role in the treatment of high-risk
patients (15). There is evidence to suggest that ILC
compares favorable with the other end of the spectrum,
that is,with a TURP (20). In a randomized multicenter
study involving 72 men with BPH, the symptomatic
and quality-of life improvement was similar between
the ILC and TURP-treated patients,while the flow rate
improvements favored the TURP procedure slightly,
but not significantly (16.5 vs 13.9 mL/s, respectively). In
addition, adverse events were less common in the ILC
group, particularly relating to sexual function. TUNA has
a favorable morbidity profile when compared with TURP
(4).

HOLMIUM LASER RESECTION - HOLR

The Holmium (Ho) laser (2140 nm) is a pulsed, solid-state
laser, which is strongly absorbed

by water. The zone of tissue coagulation in tissue is limited
to 2-3 mm, sufficient to obtain adequate haemostasis.
Instrumentation for this technique includes a 550-1000
mm end-firing quartz fibre and an 80-100 W Ho-Laser (18).
The transurethral Holmium-Laser Resection (HoLR) is a
relatively new technique in which the prostatic adenoma
is mobilised using a Holmium laser fibre (Figure 5).

Figure 5: Holmium laser resection
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The mobilised ademona is either morcellated or resected
using the “mushroom” technique. Gilling et al. compared
HoLR to TURP in 120 men followed for 12 months (21).
Both treatments resulted in significant and comparable
improvements in symptom score, quality of life and peak
flow rate. Operating time was significantly longer during
HoLR, catheter time and hospital stay shorter after
HoLR. Perioperative morbidity was lower after HoLR.
HoLR can be performed even in men with large prostates,
as demonstrated by Kuntz and Lehrich who randomised
120 men with prostates larger than 100 gram to HoLR
or open prostatectomy (22). Improvement of symptoms
and flow rate were comparable in both groups. Surgical
time was longer after HoLR, hospital stay, catheterisation
time were significantly shorter after HoLR (Kuntz et
al,2002). Blood transfusions were required in 13% after
open prostatectomy as compared to 0% after HoLR.
These data demonstrate that HoLR can be performed
even in men with very large prostates usually requiring
open prostatectomy (22). Encouraging long-term data are
available with similar outcomes as conventional TURP
(18). The EAU guidelines stated that HoLR is a promising
new technique with outcomes in the same range as those
of TURP (15). According to the AUA guidelines HoLR is
an option for patients seeking an alternative method
of resection/enucleation in medical centres where the
procedure is available (16).

TRANSURETHRAL VAPORISATION OF THE PROSTATE-
TUVP

By applying well-established electrosurgical principles,
TUVP uses modified transurethral equipment,
including a roller ball electrode with increased surface
area and generators that deliver uninterrupted, high
electrical energy (Figue 6). This process achieves greater
vaporisation of tissue. Thermal damage to surrounding
structures, even at a 300 Wsetting, does not seem to be
a major problem, as shown by interstitial thermometry
and clinical experience. The urine inside the bladder
can be heated to temperatures exceeding 45 8C unless
continuous irrigation of the bladder is performed. The
major disadvantage of TUVP is that the clinical efficacy
of the electrode rapidly decreases as tissue desiccates,
i.e. with larger prostates. The total energy used during
TUVP is 8-10-fold higher than that of conventional
TURP. Furthermore, the electrode must be activated
for substantially longer than during conventional TURP.
The 5-year follow-up data showed a significant and
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maintained improvement of IPSS, Qmax and post-void
residual volume in both arms (23).
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Figure 6: Transurethral vaporistaion - TUVP

The relatively recent development of continuous energy
bipolar TUVP has displayed benefits when compared with
conventional TUVP and monopolar TURP. These mainly
relate to decreased operating time, lowered rates of
postoperative hematuria, and length of catheterization
period but also showed a decrease in perioperative
complication rates (4).

PROSTATIC STENTS

Stents are used to maintain urethral patency in males
with BPO and have been tested in urology for many years.
Initially, they were designed as an alternative toindwelling
catheters, but nowadays there is a new interest in stents as
an option for the management of BPO. Prostatic stents are
classified into two categories: permanent/epithelializing
and temporary/nonepithelializing stents (Sountoulides
et al,2019). As prostatic stents are associated with
significant complications, such an encrustation, infection
and chronic pain, the AUA guidelines recommend their
placement only in high-risk patients, especially in those
with urinary retention (AUA,2003; Gravas et al, 2018).
Despite the short-term improvement to symptoms,
prostatic stents are characterized with potentially
significant morbidity including stent migration and
recurrent infection (Christidis et al,2017).
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Figure 7: Prostatic stent

There are more additional and compelling MIT's
techniques, but purposely we left them to reveal for a
another mini review in the future.

CONCLUSION

An effective minimally invasive treatment modality will
play a complementary role to TURP, which remains the
standard of surgical treatment for BPH. All requirements
are rapid re-creation of prostatic channel, minimal blood
loss and non-urethral instrumentation. Technologies are
progressing towards these goals and the victor will bridge
the great divide between pharmacotherapy and surgery.
The field of novel minimally invasive technologies for
the treatment of LUTS due to BPH is an interesting and
dynamic field, with novel procedures being proposed in
various phases of experimental and clinical trial. Most
minimally invasive technologies can be performed in an
office or outpatient setting, with minimal recovery time
and morbidity to the patient. The PUL (UroLift System)
procedure has demonstrated consistent good functional
results similar to TURP out to 3 vears, and with the
favourable advantage of improving LUTS due to BPH
whilst simultaneously preserving erectile and ejaculatory
function (unlike TURP). Performance of the WAVE (Rezum
System) procedure appear promising with functional
improvement of LUTS due to BPH shown in a randomized
controlled trial. Rezum therapy has received significant
interest as it has been reported to have a greater degree
of preservation of sexual function after the procedure.
In addition, the treatment can be applied to median lobe
of the prostate. According to the EAU guidelines, TUNA
is not recommended as a first line treatment for LUTS.
The EAU guidelines stated that HoLR is a promising new
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technique with outcomes in the same range as those of
TURP. TUVP is not mentioned in the EAU guidelines as it
is considered to be rather a modification of conventional
TURP than an MIT. Prostatic stents because of significant
complications according AUA guidelines are recommend
only in high-risk patients. Prostatic stents are not
mentioned in the EAU guidelines.
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ABSTRACT

Introduction: Progressive encephalomyelitis with rigidity and myoclonus (PERM) is a rare disorder presenting as
the rigidity of limbs and trunk, muscle spasms, brainstem signs and life-threatening hyperekplexia.

Methods & Material: We report a 38-year-old woman, previously healthy with a rapid form of PERM developed over
seven months.

Results: To the State Hospital of Neurology in Skopje has referred a 38-year-old woman, previously healthy for the
subacute onset of severe and progressive gait disturbance associated with painful muscular rigidity and spasms
of the trunk and lower limbs. Additionally, unstable posture followed by involuntary movement of the right leg
appeared. Symptoms appeared four months before hospitalization with a blurred vision of the left half of the eye
field and few seizures described like a generalized tonic-clonic seizure (GTCS), but without urination and biting of
the tongue. Electroencephalography (EEG) showed theta-delta dysrhythmia, the evoked potentials were normal,
except somatosensory evoked potential (SEP) of n. tibialis with mildly prolonged latency. Manganese was slightly
higher at 1.3 ug/L (reference 0.3-1.1pg/L), glutamate decarboxylase (GAD) antibodies were 33.6 IU/mL (reference <10
IU/mL), and she was also positive to HuD and Ri (paraneoplastic) antibodies. Symptoms were partially responsive
to baclofen, corticosteroids, and levetiracetam. The patient so far has received three cycles of intravenous
immunoglobulin (IVIg), and recently a series of three plasmapheresis, but without a marked therapeutic effect.

Conclusions: The three cycles of [VIg and the three plasmapheresis did not provide a satisfactory therapeutic
effect. Her condition on the neurological plane is getting worse. These factors contribute to a very unfavorable
prognosis for her. The presence of the above antibodies may be responsible for the progressive character of this
rare disease.

Keywords: PERM, GAD antibodies, IVIg
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INTRODUCTION

Progressive  encephalomyelitis with rigidity and
myoclonus (PERM) is a rare variant of the stiff-person
syndrome (SPS) characterized by a variable expression
of brainstem signs, myoclonus, stiffness, rigidity, muscle
spasms, autonomic dysfunction, and hyperekplexia [1].
Symptoms can be explained by the disruption of the
inhibitory glycinergic synaptic transmission, which
is prominent in the spinal cord and brainstem [2].
Subsequent studies established PERM as an autoimmune
disorder, most frequently associated with antibodies
against glutamic acid decarboxylase (GAD) [3]. Classical
PERM affects women two to three times more often
than men. Several classifications have been proposed
for SPS according to the severity or distribution of the
stiffness, related neurological findings, and association
with neoplasia [4]. In most patients, disease progression
occurs subacutely over weeks and, the duration of illness
ranges from weeks to years, often with various episodes
of exacerbation and remission [5].

METHODS & MATERIAL

We report a 38-year-old woman, previously healthy with
a rapid form of PERM developed over seven months.

RESULTS

To the State Hospital of Neurology in Skopje has referred
a 38-year-old woman, for the subacute onset of severe
and progressive gait disturbance associated with
painful muscular rigidity and spasms of the trunk and
lower limbs. Additionally, unstable posture followed by
involuntary movement of the right leg appeared. After
a short period, there was also an involuntary movement
of the left leg with propagation to myoclonic limb jerks
with hyperekplexia. Symptoms appeared four months
before hospitalization with a blurred vision of the left
half of the eye field, and few seizures described like a
generalized tonic-clonic seizure (GTCS), but without
urination and biting of the tongue. At that time, a first
neurological examination was unremarkable except for
left hemianopsia. Electroencephalography (EEG) showed
theta-delta dysrhythmia, the evoked potentials were
normal, except somatosensory evoked potential (SEP) of n.
tibialis with mildly prolonged latency. Chest x-ray, thyroid
and stomach sonography were normal. Furthermore, the
magnetic resonance of the brain showed the following
pathological findings: spondylarticular changes on

Case report

the cervical-thoracic segment. Easily reduced cervical
lordosis and thoracic kyphosis were also noticed. At level,
(5-C6 herniation, dorzocentric stumps with complete
obliteration of the front subarachnoid space with mild
compression on the medulla spinalis were presented.
Tumor and bone markers were all in referent levels.
Anti-Aquaporin 4-IgA and IgM, Yo and NMDA receptors
antibodies (IgG, IgA, IgM), IgM viral markers, anti-dsDNA,
c-ANCA, ANA, cuprum, ceruloplasmin were negative.
Cerebrospinal fluid (CSF) was negative for Brucella.
Neuropsychological testing did not show any deflection.
Manganese was slightly higher at 1.3pg/L (reference
0.3-1.1pg/L), glutamate decarboxylase (GAD) antibodies
were 33.6 IU/mL (reference <10 IU/mL), and she was
also positive to HuD and Ri (paraneoplastic) antibodies.
Symptoms were partially responsive to baclofen,
corticosteroids, and levetiracetam. The patient so far
has received three cycles of intravenous immunoglobulin
(IVIg), and recently a series of three plasmapheresis, but
without a marked therapeutic effect.

DISCUSSION

Progressive encephalomyelitis with rigidity (PERM)
was initially described in 1976 as a subacute disorder
characterized by muscular rigidity, stimulus-sensitive
spasms, brainstem dysfunction and the pathological
finding of perivascular lymphocyte cuffing and neuronal
loss in the brainstem and spinal cord with relative
sparing of the cortex. Some authors regarded this as a
more aggressive variant of the stiff-person syndrome
[2]. A major breakthrough in our understanding of
the pathogenesis of PERM occurred in 1988 when an
association between anti-GAD antibodies and PERM
was first reported by Solimena et al. 26-GAD is the rate-
limiting step in the decarboxylation of L-glutamate to
K-aminobutyric acid (GABA) [6]. PERM is a very challenging
diagnosis. Electromyography (EMG) and antibodies in
serum and cerebrospinal fluid (CSF) could help to confirm
the diagnosis. Initial clinical presentation can be very
unspecific and uncommon, and this case is no exception.
Common differential diagnoses of PERM syndrome
are stiff person syndrome, paraneoplastic Stiff-person
syndrome (SPS) [7]. The differential diagnosis of a patient
who has muscle rigidity and “jerking” in the ICU includes
tetanus, status dystonicus (dystonic storm), status
spasticus due to SMS, serotonergic syndrome, neuroleptic
malignant syndrome, etc. A thorough evaluation
is necessary to identify the cause early to prevent
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morbidity and mortality [8]. Concerning immunotherapy,
plasmaphereses, intravenous immunoglobulin (IVIg),
corticosteroids and rituximab have been reported to be
successful in individual cases, although the efficacy of
these agents has not been established [9]. Besides, some
reports have demonstrated the efficacy of long-term
basement azathioprine treatment for SPS spectrum
disorders [10]. However, PERM remains an expanding
clinical entity that is constantly being enriched with
new symptoms and antibodies. The findings indicate that
PERM is all of which affect the brainstem, spinal cord,
and other CNS regions. These mechanisms might include
humoral responses inducing pathogenic antibodies to
cell surface antigens causing neuronal surface antibody
syndrome, as well as antibodies to intracellular antigens
[11]. Future directions in the management of this condition
may emerge as we better understand the role if any, that
these antibodies play in the emergence of symptoms. This
could lead to the development of targeted therapies that
minimize systemic side effects [12].

CONCLUSION

The three cycles of IVIg and the three plasmapheresis
did not provide a satisfactory therapeutic effect. Her
condition on the neurological plane is getting worse.
These factors contribute to a very unfavorable prognosis
for her. The presence of the above antibodies may be
responsible for the progressive character of this rare
disease.
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ABSTRACT

Objective: Giant cell tumor (GCT) of the spine is uncommon but most aggressive benign tumor of the spine with
unpredictable outcome. Giant-cell tumours (GCT) of bone are rare, and constitute 5% of all bone tumours. The
majority occur in long tabular bones. The lumbar localization of a giant-cell tumor is also very rare.

Material/Method: The purpose of this report is to describe the unusual location of the giant-cell tumor, its
diagnosis and treatment.

A 54 year old male had low back pain for 6 months. He had a L4-5 protruded intervertebral disc 5 months
previously, but his back pain continued and he developed weakness of his feet. The patient was then admitted to
our hospital. The physical examination was within normal limits. On neurological examination, there was severe
weakness of dorsal and plantar flexion of his feet. The ankle reflexes were bilaterally absent. Plain radiographs of
the lumbosacral area showed a severe destructive lesion of the L3 vertebra. A huge mass of the region between
L3 and L4 vertebra was seen in MR imaging. It was also made SPECT/CT.

Intraoperatively, the paravertebral muscles were dissected, a greybrown and highly vascular mass was seen, the
lamina and body of L3 vertebra were eroded, and laminectomy was performed. Tumor was removed totally with
partial corrporectomy of L3 and L4 vertebrae, decompression of the third and fourth lumbar vertebrae nerve
roots. The histological appearance of this lesion was identical to that of a giant-cell tumor of bone. Reconstruction
was done using pedicle screw and rod fixation in L2, L3, L4 et L5 dorsal vertebrae.

There was no complication in the postoperative period, and the patient was postoperatively verticalized the
second postoperative day with pre-placed TLSO corset.

Results: In the present case, total tumor excision was achieved by intraregional approach and solid reconstruction
was achieved using pedicle screw and rod fixation. As en-bloc excision could not be carried out, close follow-up is
required for any sign of local and distant recurrence.

Conclusions: Surgical intervention is mandatory. Close follow up is needed for early diagnosis of recurrences.

Keywords: Giant Cell Tumor of the spine, GCT, dorsal vertebral body, en bloc excision, giant cell tumor, tumor
recurrence radiotherapy.

INTRODUCTION
Giant cell tumour (GCT) of bone is classified by the

bone tumours [6]. Except for the sacrum, the lumbar
localisation of a giant-cell tumour is also very rare.

World Health Organisation (WHO) as a benign but
locally aggressive tumour that usually involves the
end (epiphysis) of a long bone [1]. It most frequently
occurs in young adults between 20 and 40 years of age
with a slight female predominance [2-5]. GCT has a
significant incidence, accounting for 5 % of all bone
tumours [2]. Higher incidence has been reported for the
Chinese population, in which it can be up to 20 % of all

The most commonly used classification of Enneking and
Campanacci et al. were designed to define the extent
of surgery required to completely remove the tumour,
which may influence the surgical resection.

One major reason to determining the ideal treatment
selection of GCT, may be that the surgeons cannot
accurately evaluate the severity or aggressiveness of
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GCT preoperatively by single clinical, radiographic,
histological or demographic aspects. Thus, many factors
must be considered comprehensively:

Patients’ age

Size of GCT

Cortical bone destruction and soft tissue involvement
Pathological fracture

Involvement of the subchondral bone

Other possible prognostic factors

There are many other factors that should be taken into
account when evaluating the aggressiveness or severity
of GCT, such as the distance from articular surface to the
tumor, the percentage of bone occupied by tumor and the
anteroposterior and mediolateral diameter.

However, to our knowledge, there is no clear definition
of “more,” “extensive” or “severe” destruction” in grade
III GCTs and the reported indications of wide resection
for GCT are also heterogeneous [5, 7, 22, 23, 30, 38].
Furthermore, another dilemma of the application of the
system of Campanacci et al. is that some authors declared
that conservative treatments instead of wide resection
should be recommended for grade III GCTs. Therefore, the
role of the classifications of Enneking and Campanacci et

000000000000

al. in planning the initial surgical treatment is limited.

The purpose of this report is to describe the unusual
location of the giant-cell tumor, its clinical and
radiographic characteristics of and its magnetic
resonance (MR) images.

Case Report

The patient was a 53 year old man, factory worker. He had
suddenly developed left L3 lumbar-crural pain 2 months
before. Clinical examination showed partial loss of lumbar
lordosis and pain during palpation of the L3-L4 vertebrae
with paravertebral lumbar contraction. The neurological
examination showed racket-shaped hypothesia of the
anterior left thigh, with a minimal motor deficit in the left
roots of L3 and L4 which was graded 4 on the motricity
test. Genito-sphincter results were normal. The rest of
the clinical tests and the biological results were normal.

A standard anterior-posterior X-ray (Figure 1a) and lateral
view (Figure 1b) associated with a myelogram (Figure
1c) showed purely osteolytic bone deficit with unclear
boundaries associated with collapse of the posterolateral
third lumbar vertebra and erosion of the left vertebral
pedicle resulting in a “one-eyed” vertebra. This was
associated with incomplete extradural uptake in the
spine, which was opaque (across from L3).

Figure 1.
a. standard anterior-posterior X-ray

b. lateral view

c. myelogram (osteolytic bone deficit with unclear boundaries and vertebral collapse, incomplete extradural uptake )
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Axial CT myelogram (Figure 2a) with sagittal reconstruction (Figure 2b) confirmed the presence of well-limited
osteolytic lesions of dense tissue of the hemibody of .3 associated with left anterolateral epiduritis compressing and
forcing out the dural sheath.

Figure 2.

a: axial CT Scan: localized osteolysis of the body and posterior arch with invasion of the canal;
b: sagittal CT Scan: compression of the dural sheath.

MRI (Figure 3 a,b) results confirmed the CT Scan results and showed a high intensity signal on T2 and low intensity
on T1 sequences with moderate, heterogeneous enhancement of the left hemibody of the L3 vertebra. Invasion of the
anterior epidural space and compression of the dural sheath was also seen.

Figure 3

Figure 3.
a: MRI: high intensity signal of the lesion on T2-weighted sequence

b: low intensity signal on T1 sequence and moderate heterogenous enhancement of the hemibody of the left L3
vertebra, invasion of the anterior epidural space and compression of the dural sheath.
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Figure 1. Microscopic slide of core biopsy specimen (H&E
staining, x100)

For histopathological analysis, two specimens were
obtained with CT guided core biopsy from the L4

Gz

vertebral body. The biopsies were measuring 1,5cm
and 1,8cm in length each. Microscopic analysis of the
slides revealed neoplastic proliferation composed from
numerous osteoclast-like multinucleated giant cells,
intermixed with spindle and round to oval mesenchymal
mononuclear cells (Fig.1.. The case was signed out as
Giant cell tumour of bone, NOS (Osteoclastoma). The
analyses of the specimens obtained afterwards with
surgical procedure confirmed our initial diagnoses of
Giant cell tumour of bone, with more clear characteristics
and infiltrative features towards surrounding bone and
cartilage. There were erosions towards subchondral bone
plate and destruction of the cortex, with emphasize of
the rich vascularization, acute haemorrhage and focal
discrete sediment from hemosiderin (Fig.2).

Three-phase skeletal scintigraphy was performed as well
as a SPECT / CT study in the region of interest with an
osteotropic 99mHz-MDP radiotracer.
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In the pulse phase, in the paravertebral lumbar
projection, the left shows a more intense (probably soft)
blood formation that is superimposed with the lumbar
segment of the spine.

Late scintigrams show photoperiods of vertebral bodies
and lateral aspects to the left of L3 and L4 due to
osteolysis and destruction by infiltrative growth of soft
tissue tumors positioned paravertebrally to the left.

The restof the skeleton's findings are without pathological
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a transpedicular fixation.
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accumulations of the tracer.

The patient first underwent decompression with
laminectomy, partial corporectomi of verthebrae L3
- L4 and emptying the tumor by curettage and suction
and discectomy of L3 - L4. Macroscopically excision of
the tumor was considered complete. Marked peridural
bleeding was controlled with careful hemostasis.

After that we were doing L2 - L5 osteosynthesis as well as

MED]
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Figure 4.
a. standard X-rays
b. CT
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Histological confirmation of the diagnosis requires a
surgical biopsy [2] or a CT scan guided puncture hiopsy,
whose reliability is 85% [15]. In this report we performed
a surgical biopsy at the same time as decompressive
laminectomy. A CT scan guided puncture biopsy is safe
[16], and was performed to confirm tumor recurrence.
In most cases, the histological examination confirms
the diagnosis of GCT and excludes the main differential
diagnoses, in particular aneurysmal cyst [1]. Sanerkin is
the reference classification for the histological grading
of a bone GCT [1, 17]. Grade I is the benign form of the
disease, while grade III is osteosarcoma, and grade Il is a
borderline form.

o s

T
A T

Figure 2. Microscopic slide of the operative material
specimen (H&E staining, x100)

DISCUSSION

Spinal GCTs are rare; according to the Mayo clinic, they
represent 6.5% of bone GCTs [6] and 1-9% of bone GCTs
according Bedwell et al. [8]. The largest worldwide series
of 31 cases of giant cell tumors from different centers
was reported in 1977 by Dahlin et al. [2]. In 1993, Sanjay et
al. [6] reported 24 cases of spinal giant cell tumors from
cases in the Mayo Clinic between 1955 and 1989. Although
this lesion often only involves one vertebra, Kos et al. [9]
published a case of multifocal thoracic and sacral spine
GCT and Erdogan et al. [4] published a case of GCT in
the sixth cervical vertebra. The different reported cases
often occurred in patients between 20 and 30 years old
and especially in women [2, 6, 10, 11].

Spinal pain with or without radiculalgia is the most
frequent cause for consulting [3, 6, 10]. However, the
diagnosis of GCT is often made after a neurological deficit
has developed [2, 3, 6, 10]. Standard X-ray usually shows an
osteolytic lesion, without peripheral bone condensation,
of even density, which follows the intervertebral disc. If no
pedicle is identified on anteroposterior X-ray views (“one-
eyed” vertebra), this suggests invasion of the posterior

Case report

arch. Unlike an aneurysmal bone cyst, GCT usually
develops in the vertebral body then invades the posterior
arch [10]. In the case reported here, a CT myelogram
was performed because a rapid MRI was impossible. CT
scan is useful to evaluate bone degeneration because
of the excellent spatial resolution. A precise evaluation
of any epidural invasion associated with medullary
compression can also be obtained [12]. At present, MRI is
the gold standard for evaluating locoregional invasion in
spinal GCT, to determine the size of the tumor and look
for intracanal extension. The signal is usually mixed, with
a low intensity signal on T1 and a high intensity signal on
T2-weighted images [10, 13, 14].

Treatment of these tumors must take into account
three problems: mechanical because of the extensive
osteolysis of the vertebral body, neurological and
tumoral with the risk of recurrence [2, 6, 11]. Treatment
of spinal GCT is usually surgical [1, 2, 3, 5, 6, 10, 11]. The
possibilities of extratumoral surgery are extremely
limited [18]. An isolated lesion of the vertebral body can
be treated by total spondylectomy by the anterolateral
approach [18, 19, 20]. Unfortunately, extension into
one of the two pedicles makes extratumoral resection
impossible [18]. Partial spondylectomy, corporectomy or
resection of the posterior arch is a viable option in well-
circumscribed lesions [2, 6, 11, 18, 19, 20, 21, 22, 23]. In
a GCT of the second lumbar vertebra which had invaded
the medullary canal, Li et al. [3] performed wide en bloc
resection of the tumor, including the vertebral body
and the psoas muscle followed by a laminoarthrectomy
by resection of the right root of L2. No recurrence had
occurred at 13 years of follow-up. Several vertebral
reconstruction procedures have been used. Lafarge et al.
(2] filled bone defects with autologous grafts alternating
with slices of allograft strengthened with transversal
screws and screw plate osteosynthesis. Li et al. [3] used
fibular grafts to strengthen vertebrae above and helow
with compression screws. Smartis et al. [19] performed
posterior resection and short-term osteosynthesis, then
anterior corporectomy with a cage implant for filling,
then a posterior approach for pedicular reconstruction.
The use of adjuvant radiotherapy is considered to be
a factor favoring the development of sarcoma in an
estimated 10% of cases [6]. It can be indicated in inoperable
GCT [10, 24], incomplete GCT resections, recurrent GCT
[6] or as adjuvant therapy to surgery [21, 24]. The role of
biphosphonates in the prevention of recurrent bone GCT
was confirmed in a study by Tse et al. [25]. Its efficacy in
spinal forms was reported by Fujimoto et al. [26] but in
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association with radiotherapy.

Bleeding during surgery of spinal GCT is a severe
complication, which can make it impossible to complete
the surgical procedure [11]. Preoperative embolisation
can prevent this complication and reduce the size of the
tumor, facilitating resection [27].

Recurrent GCT after surgery is a serious complication,
and treatment is a problem. Most authors believe that
it is due to marginal surgical resection [3, 28]. Sanjay et
al. [6] reported 10 cases of recurrence in 24 spinal GCT.
According to Campanacci et al. [29], 90% of recurrence
developed in the first three years after surgery. He noted
that recurrence had not occurred in total spondylectomy
13 vyears after surgery. In our report, recurrence
developed 5 years after surgery at a stage of neurological
compression. Follow-up visits ought to have included
MRI imaging to detect recurrence as early as possible.
The complication in our report is mainly explained
by insufficient resection, which was limited to simple
anterior curettage. Recently, Junming et al. [21] published
a series of 22 cervical spine GCTs. The rate of recurrence
with subtotal spondylectomy was 71% while for total
spondylectomy it was only 7.7%.

CONCLUSION

GCTs of the lumbar spine are rare and their clinical and
radiographic characteristics are not specific. MRI is
indispensible to evaluate local extension and especially
to identify nerve compression. If the vertebral body and
the posterior arch are affected, curettage of the lesion is
insufficient to prevent tumor recurrence. This occurred
in the present report, where a total spondylectomy should
have been performed to minimize this risk.
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REPLANTIMI I GJYMTYRES SE POSHTME TE AMPUTUAR NE AKSIDENT
KOMUNIKACIONI - RAPORTIM RASTI

Artan Dika, Jordan Savevski, Gjorgje Xhokiq

Klinika universitare e kirurgjisé plastike dhe rekonstruktive, Fakulteti i mjekésisé, Shkup; Spitali Acibadem -
Sistina, Shkup.

Medicus 2019, Vol. 24 (3): 394-397
ABSTRAKTI

HYRJE: Replantimi i gjymtyréve té amputuara éshté i mundur pérmes ndérhyrjeve kirurgjikale komplekse. Kjo
gjé kérkon ndérhyrje té shpejté, reanimim dhe puné ekipore té koordinuar né mes té degéve té ndryshme té
kirurgjisé. Amputimet e gjymtyréve zakonisht ndodhin né aksidente té rénda komunikacioni ose nga léndimet e
rénda né vendet e punés.

RAPORTIM RASTI: Pacienti mashkull, 32 vjecar, u soll né Qendrén urgjente kirurgjikale dhe u operua pas
reanimimit, pér shkak té amputimit té gjymtyrés sé poshtme té djathté né njé aksident me veturé. Ndérhyrja
kirurgjikale u krye nga njé ekip i pérzier kirurgésh i pérbéré nga kirurgé vaskular, traumatolog dhe kirurgé
plastik. Sé pari u realizua anastomoza e venés dhe arteries femorale, e pasuar nga fiksimi i kockés, neurorafia e
nervit tibial dhe peroneal dhe sutura e muskulaturés. Gjymtyra e amputuar pas replantimit ishte pér rreth 5 cm
mé e shkurtér se ajo e padémtuar. Pacienti tani ec me ndihmén e shkopit dhe nget veturén e tij.

DISKUTIM: Replantimi i gjymtyréve pérbén ndérhyrje kirurgjikale té ndérlikuar qé kérkon kirurgé té pérgatitur e
me pérvojé, puné ekipore dhe pajisje operatore té sofistikuara. Né Magedoni deri tani nuk éshté raportuar ndonjé
rast tjetér i replantimit té gjymtyrés sé poshtme. Né njé replantim té suksesshém rezultati pérfundimtar duhet té
jeté mé i miré se pérdorimi i protezés. Sidoqofté né kété zgjedhje fjalén e fundit duhet ta keté vet pacienti.

FJALET KYCE: replantim, gjymtyré e poshtme, puné ekipore, urgjenceé.

HYRJE Replantimet e para té gjymtyréve té amputuara jané
raportuar né vitet 1960. Amputime té tilla si rregull vijné
si pasojé e aksidenteve té rénda né komunikacion ose
léndimeve té rénda né puné. Né vendet e zhvilluara me
gendra mjeksore té specializuara replantimi i gjymtyréve
té amputura nuk éshté ngjarje e rrallé. Kjoné radhé té paré
pér shkak té reagimit té shpejté menjéheré pas léndimeve
té rénda, sistemit shéndetésor té mirorganizuar brenda
vendit dhe pérvojés sé fituar e pajisjeve té sofistikuara né
gendra té specializuara kirurgjikale.

Replantiminénkupon ribashkimin e njé pjese té shképutur
nga trupi, me trupin nga i cili ajo pjesé éshté shképutur.
Né rastet e pjeséve té vogla kjo mund té béhet me apo
pa rivendosjen e garkullimit té gjakut, pérmes gepjes sé
enéve té gjakut, ndérsa né rastet tjera mbijetesa e pjesés
sé replantuar varet nga anastomoza e enéve té gjakut. Pér
normalizimin e funksionit té pjesés sé replantuar éshté e
nevojshme edhe gepja e nervave té képutur té asaj pjese.
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RAPORTIM RASTI

Pacienti mashkull, 32 vjecar u soll né Qendrén urgjente kirurgjikale pér shkak té amputimit té ploté té gjymtyrés sé
poshtme té djathté, menjéheré nén gju. Ai kishte pésuar aksident komunikacioni duke drejtuar makinén e tij, pasi
kishte dalé nga rruga dhe ishte pérplasur me mbrojtésen anésore té rrugés, né njé tentim pér té shmangur shkeljen e
njé kafshe qé i kishte dalur pérpara né befasi.

Ajo qé i shpétoi jetén pacientit té lénduar ishte reagimi efektiv dhe pa vonesé i ndihmés sé shpejté, té cilét i vendosén
njé lak hemostatik né pjesén fillestare té kofshés pér té ndaluar gjakderdhjen intensive dhe e reanimuan me solucione
fiziologjike dhe numér té madh té njésive té gjakut. Gjymtyra e amputuar u soll né Qendrén e urgjencés kirurgjikale
ndaras nga pacienti. Né pranim té spital tensioni arterial ishte né vlerat 90/60 mmHg dhe frekuenca e rrahjeve té
zemrés 130/min. Nga ekzaminimet e béra rezultoi se nuk kishte léndime tjera serioze. Pas reanimimit né Njésiné e
kujdesit intensive pacienti u dérgua né sallén e operacionit pér té kryer ndérhyrjen operatore, katér oré e gjysmé pas
aksidentit. Ndérhyrja kirurgjikale u krye me anestezion té pérgjithshém nga njé ekip i pérzier kirurgésh, i pérbéré nga
kirurgé vaskular, traumatologé dhe kirurgé plastik. Pas pérpunimit té plagés né gjymtyrén e amputuar dhe né pjesén e
amputuar sé pari u bé anastomoza fund me fund e venés dhe arteries femorale, e pasuar nga fiksimi i ashtit té tibias,
neurorafia e nervit tibial dhe atij peroneal dhe sutura e muskulaturés sé preré.

Pér shkak té prerjes sé crregullt té kockés tibiale me mungesé té njé pjese té saj, u pa e nevojshme qé ajo té shkurtohet
pak duke e modeluar né ményré qé té mund té fiksohet né ményré stabile me pllaké metalike. Operacioni zgjati pér
mé shumé se katér oré. Pas replantimit gjymtyra e poshtme e djathté ishte pér rreth 5 cm mé e shkurtér se gjymtyra
e shéndoshé e majté.
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Njé javé mé voné voné pacientiiu nénshktruanjé ndérhyrje
shtesé pér hegjen e njé pjese té lékurés sé nekrotizuar né
pjesén e pasmé té gjymtyrés sé amputuar dhe mbulimit
té defekti me transplant lékure me trashési té pjesshme
si dhe fiksimin e gjymtyrés me fiksator té jashtém.
Periudha vijuese postopetarore kaloi pa probleme té
tjera. Pas terapisé fizikale pacienti éshté kthyer né jetén
e pérditshme. Tashmé ai ec me ndihmén e njé shkopi dhe
drejton makinén e tij.

DISKUTIM

Tek ne jané té rralla rastet me amputim té gjymtyrés
sé poshtme ku mund té realizohet replantimi. Né
pérgjithési, raste té tilla shogérohen me politrauma
té rénda edhe né pjesé tjera té trupit ose mekanizmi i
amputimit éshté i tillé qé shogérohet me dérmim dhe
shqyerje té indeve dhe defekte indore mes strukturave gé
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sigurojné mbijetesén e gjymtyrés sé amputuar. Si rregull,
té lénduarit e tillé pérfundojné me gjymtyré té amputuar.
Kéto lloj 1éndimesh zakonisht ndodhin gjaté aksidenteve
té rénda né komunikacion ose né vendet e punés. Né
Magedoni deri tani nuk ka ndonjé rast té publikuar té
replantimit té gjymtyrés sé poshtme. Pér njé pérfundim té
suksesshém té replantimit fillimisht éshté i réndésishém
reagimi i shpejté i ndihmés sé shpejté pér ndalimin e
gjakderdhjes, kryesisht me vendosjen e lakut hemostatik
dhe reanimimin e pacientit, i cili pastaj vazhdon né spital
té specializuar. Pjesa e amputuar duhet té mbahet né njé
ambient té ftohté, mbéshtjellé me garza, jo né kontakt
direkt me akullin (pér té shmangur ngrirjen), né ményré
qé té ulet mundésia e démtimit té indeve nga mungesa
e vaskularizimit, sidlomos né gjymtyrét qé kané masé té
konsiderueshme muskulore. Ndérhyrja kirurgjikale pér
replantimin e gjymtyréve té amptuara pérbén operacion
té ndérlikuar qé kérkon instrumente té specializuara dhe
ekip kirurgjikal profesional, té profileve té ndryshme.
Pajisja e Kklinikave pérkatése me mikroinstrumente,
lupa zmadhuese dhe mikroskop operator éshté e njé
réndésie té vecanté pé suksesin e operacionit. Ndérkohé
gé gjymtyrét e mbajtura né njé mjedis té ngrohté duhet
té replantohen brenda 6-8 oréve té para, pjesét pa masé
muskulore jané mé té durueshme, gishti p.sh. mund té
replantohet deri né 12 oré né rast té mbjatjes té pjesés
sé amputuar né njé mjedis té ngrohté (deri né 48-72 oré
né rast té ruajtjes né mjedis té ftohté). Si rregull sa mé
distalisht té jeté vendi i amputimit aq mé i miré éshté
rezultati pérfundimtar dhe anasjelltas. Replantimi
i gijymtyrés sé amputuar duhet té tentohet té béhet
né té gjitha rastet kur kjo éshté e mundur. Né vendet
e zhvilluara, vecanérisht né rastet e amputimeve té
gjymtyréve té poshtme, tentohen té vendosen standarde
pér indikacionet e replantimit, varésisht nga rezultatet e
pritshme té kétyre operacioneve, krahasuar me vendosjen
e protezave gjithnjé e mé té sofistikuara. Diskutimi béhet
mes krahasimit té pérfitimit fuksional nga njé gjymtyré
e replantuar me pérfitimin nga vendosja e njé proteze
té sofistikuar pas amputimit. Qéllimi gjithnjé e mé
shumé éshté sigurimi i rikthimit té funksionit té kémbés
sé amputuar, né té kundért vendosja e protezave té
sofistikuara éshté rekomandimi alternative pér pacientin.
Sidogofté éshté pacienti ai qé do té vendosé dhe do té béjé
zgjedhjen e tij pérfundimtare né njé rast té caktuar.
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OKY/IAPHI MAHUOECTAITMH KAJ ITAODUEHTKA CO PEBMATOU/IEH
APTPUTHUC

Benkoscka b, Tpnescka Illekepunos H, iBanosa M.

J3Y Y Knuuuka 3a Ounn 6onectu, CKormje

Medicus 2019, Vol. 24 (3): 398-401
ABCTPAKT

PeBMmaToUIHUOT apTpuTuC (RA) e crcTeMCKO 3a00/yBambe CO aBTOMMYHA €THOJIOTHja U CO MaHU@EeCTalIu BO MHOTY
opranu. OQTaIMOJIOLIKUTE [IPe3eHTalMK BKJIydyBaaT CUHAPOM Ha CYBO OKO (cekyHpapeH CjorpeH-OB CUHIPOM),
EIUCKJIEPUTHC, CKIIEpUTHC U ITepudepeH yaiepaTtuBeH kepatutc (PUK). HajuecT okynapeH cuMiitom Kaj RA e cyBo oKo
KOj ce jaByBa Kaj 9-31% op nmauueHnTute. MpeKkBeHLIMjaTa Ha jaByBambe Ha CKIepUTUC e Kaj okomy 0.15-6.3%. YBeuTucot e
peTKka KOMITIMKaIMja Kaj Bo3pacHu co RA. [Tepudephuor yinuepaTtuBeH Kepartutic (PUK) e Temka KoMIIMKalyja Ha
peBMaTouzeH aptpuTtuc (RA) mro Moxke f1a moBefie o Op3a IecTpyKiMja Ha POsKHUIIATA — MEJITUHT U ITepdopanyja
co rybeme Ha BUZOT. YCTAHOBEHO € JieKa e IPeJIBeCHUK Ha CUCTEeMCKUOT BACKYJIUTMC M HOCM BMCOKA CTallKa Ha
CMPTHOCT, [OKOJIKY He ce JieKyBa arpecrBHo. CKiepoMasalnuja repdopaHC e UCTO TellKa KOMJIMKALMja Koja PeTKo
3aBplIyBa co rnedopalidja, 1ako MMETO acoLupa Ha CIIPOTHBHOTO, MEI'yTOoa BOOU [I0 I'YOMTOK Ha BUIOT. [ToTpebeH
€ arpecuBeH TPeTMaH U copaboTka Mery o(TaJMOJIO3UTe U PEBMATONIO3UTE 3a Aa Ce MOCTUIHe cTabuin3anuja Ha
cocTojbaTa ¥ COUyBYyBarhe Ha BUIIHATA OCTPUHA.

Llenn Ha TPYZOT € eKCIUIMIUTEH MpUKa3 Ha cJiydaj co repudepeH yiiepaTiBeH KepaTuTUC U CKepoMaralija Kako
OKy/lapHa KOMITUTHMKAIja pe3y/ITaT Ha JOToINep3ucTUpaukyd peBMaTOZeH apTpUTUC, JIa ce HACOUM BHMMAaHMETO Ha
HCTOTO, IITO OM MMaJsio eAyKaTHBHO 3Hauere 3a JIeKapuTe KOU Ce 3aHMMAaBAaaT Co IaToJIoTHja Ha MPeIHNOT CeTMeHT
Ha OKOTO.

Knyunu 36opoBu: peBmaTtouneH aprputuc (RA), nepudepen ynnepatusen kepartutic (PUK), cknepomanaruja, OLT
Ha rpenieH cermeHT (OCT - AS)

BOBE]]

Hajremku oxynapau manudecTaruu Ha PA, co adexkiuja
Ha BujHaTa ocTpuHa, ce PUK wu cknepomananuja
nepdopaHc, Kou Moke 71a 3aBpuiaT co Tepdopaliuja Ha
KopHeara wim 0ynoycor. (1) IlepudepHuoT ynuepaTiuBeH
kepatutuc (PUK) e Telka KOMIIMKalija Ha peBMaToOUIeH
aprputic (RA) mro Moske a oBefie 1o Op3a JecTpyKiyja
Ha POXKHHMIIATA - MEJITUHT ¥ Hepdopaiyja co rybeme Ha

Oonmka ¥ upBeHmno. VMMa HajBMCOKa WMHIUZEHIA BO
TneTTara JIeKajia, Ho HajuecTo ce jaByBa of YyeTBpTaTa o
nrectata fekapa.(3) CKIepuTHCOT ce [ied Ha IIpefeH
M 3ajleH, Bp3 OCHOBA HAa aHATOMCKATa JMCTpUOVIMja.
[IpeHIUOT CKIEPUTHC KOj Ce jaByBa IOYECTO, Ce Je/u
Ha HEKpPOTM3MpauKu 0e3 BOCIajeHue (CKiepoMasaliija
nepopaHc) ¥ HEKPOTM3MPAuKH CO BOCIAJEHHe, CO
nuy3eH 1 HOJy/IapeH TUIT KAKO HETOBH MOJTHUIIOBHU(4).

BUJIOT. YCTAHOBEHO € JIeKa e MpeIBeCHUK Ha CUCTEMCKUOT
BACKY/IUTHUC ¥ HOCH BUCOKA CTarKa Ha CMPTHOCT, JIOKOJKY
He ce JieKyBa arpecuBHO. Ce cMeTa JieKa MorojieM pU3MK
3a PUK uMaaT manueHTUTe CO TIPeTXOfieH CKJIePUTHC,
JofileKa CHHJPOMOT Ha CYBO OKo (sicca syndrome)
HeMaHeKoja3HauajHa Kopenaiyja. (2)

CKIepUTHCOT € Telllka BOCIHAaJMTe/THA COCTOj0a Koja ce
KapakTepusMpa CO efleM W BOCHaJUTeNHa KIeTouHa
MHOUITPallMja Ha CKIepata Koja Cce Hpe3eHTHpa Co
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Scleromalacia perforans, HajcepuosHaTa Qopma Ha
ABTOMMYH ITpejieH CKJIEPUTHC, Koja Ce jaByBa MHOTY PETKO
(5) e moTeHIMjaIHO 3arpo3yBayka 10 BU/HATA OCTPKMHA U
ce MaHU(ecTHpa co MojaBa Ha TEMHH (CHHM) 00/1aCTH Ha
CKJIepaJTHO MCTeHUYBake, OMKPYKeHU CO BOCMAIUTETHO
TKUBO. (6)

ITPUKA3 HA CJIYYAJ

[TaiueHnTKa, >keHa, 67 roguHu, co aHamHe3a 3a RA Bo



At

Case report I

nocnemguute 10 roguHu, co 3adakame Ha KOpHea M JIaKTUTe, BKOYAHETOCT U M3pa3eHa C/labocT.
cknepa. Ha tepanuja co MeToTpekcaT, co Toa LITO He
3eMasia Tepanuja U3MUHATaTa roguHa Bo nepuomot 2018
-2019 ropuna. IpB maT ce jaByBa Ha KIMHMKATA 32 OYHU
oomectu Bo MmapT 2019r.

Hajmo0pokoperupanaTaBugHaoctpyuHa(BCVA)HazecHOTO
oko u3HecyBa 0,05 1 Ha nieBo oko 0,1. IHTpaoKynapHUOT
TIPUTUCOK, TATUTAITHO JIeCHA XUTIOTOHM]A.

[IpernegoT co OMOMMKPOCKOII HH OTKPH M3Pa3eHO CYBO
0KO, HeMH(MITPHPAuKK VIKYC Ha mepudepujata Ha
POKHMIIATa €O OKONHA MH(IaMaTopHa HHQUITpaLuja
M KOHjVHKTMBA/Ha WHjeKIMja, JIMBUIHA IPeO0eHOCT
Ha CKjepa, CO TEMHO CHHHM 30HM (MepUIMMOAIHO) Ha
CK/IepajiHo MCTeHUyBakbe i BUIIBa Xopou/ea. ( ci. 1a, 10)

Ce kamu Ha OOMKA M OTEKYBame Ha IPOKCHMAJIHUTE
uHTepdanaHreaTHy 3r7000BM, 3rI000BUTE Ha HO3ETe,
KojleHaTa M JIaKTHTe M BKouyaHetocT. Of OKyIapHH
CHMITTOMH Cce TO}Kalu Ha CMHa Oonka u (hoTohoOwmja,
4yYBCTBO Ha CTPAHO TeJIO U IPEKYMEPHO COM3eIhe.

O CHCTEMCKHOT CTaTYC TIOTEIIKO MOJBUKHA, CO BUIIMBH
2014

Cn.1 buomukpockonuja (Slit lamp) Ha ecHo oko a) 107y Ha3a/IHO 30Ha Ha CKJIepaJTHO MCTEHUYBakbe,

0) mepudepeH KopHeasieH MeITUHT ,contact lens cornea“, u3paseHo CyBO OKO

PesyntatuTe off TabapaTopuKuTe UCTpard Oea clieffHMBe: KOHIeHTpaluja Ha xemornoobun (Hb) 11.0 g / dl; BkymHO
neyrortH (TLC) 1080/ mm3 ( I'panynormtu 79.80%, mamdonuri 16.30 %, MoHomuTi 3.90%); cTarka Ha celMMeHTaIija
Ha eputporutute (ESR) 80 mm / h; koHuenTpaiuja Ha peBMaTouzeH (paktop 311U/ ml; ypuna mosutrBHa Ha OeTKOBUHH,
rmikeMuja 4.60 , cepyMcKa KoHIleHTpalija Ha KpeatunuH 63,15 mmol/l. ;CRP 103 mg/1.

il

Cnuka2: SL 7eBo oKo. a)meprd)epeH MeJITHHT Ha KOpHea BO Ha3ajleH CeKTop 0) mepudepeH MeITHHT CO NIKPehe KOH
CKJIepa BO TeMIIOpajieH CeKTOP
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HampaBen e OCT Ha mnpegHMOT cerMeHT Ha OKOTO
(OCT - AS) co Tomorpad)cKi BUJJIUBO MCTEHUYBAHE U
KepaTOMEeTPUCKH U3MeHeTa KopHea 000CTPaHO Ha JiBeTe
oun. (c11. 3a, 30)

3amouHaT e TpeTMaH €O yecTa  JIVOpHKAI[ija,
[IMK/IOCTIOpMH JIOKAJIHO, aHTUITIAYyKOMAaTO3Ha Teparuja
(Timolol), ®myopoMeTonoH KamlKd, KOPTHKOCTEPOMHA
Tepamnuja nepopasHo (JeKopTHH) 1 HecTepou/Ha Teparyja
(MHmoMeTaruH), Kako 1 MPOJOLKYBambe co MeToTpekcar
(12.5 mr). OdranMornomkata cocTojoa e crabuaHa CO
orcepBalyja of 8 Mecelu.

B 1OMEY

e ]

Tesariesapig
B apasovs finks

P ——
Lt

-.. . .l-. "‘

Plamm: apasors 1erha

Cmuka3) OCT na mpefen cerment. a) OD: Tomorpadcku
BUJI/IMBO MCTEHUYBalbe Ha KOpHeara BO JIOMHO Ha3ajleH
cekrop 0.421mm uropeH cekrop 0.513MM, KepaToMeTPUCKU
MpoMeHeTa KopHea

gt gty

B et R
Foss ete IOTRSACO LIRS g
[—

E TOMEY

CRMAS W dEd
—

Fleran! s cres Bind

0) OS: TomorpaccKu BUIJIMBO MCTEHUYBakbe Ha KOPHeaTa
B0 HasajieH cekrop 0.143 MM, KepaToMeTpUCKU IIPOMeHeTa
KopHea
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JUCKYCHJA

He e mo xpaj mosHara matoreHe3aTa Ha PUK, meryToa
3rojieMeHuTe anolTOTUYHU U MPOTEOTUTHUYKU TPOLeCH
BO CTpOMAaTa MrpaaT 3HauajHa y/lora BO MCTEHUYBambe Ha
POKHUIIATA.

Jlpyru cTyuM ja MCTaKHYBAar yiorara Ha JIeYKOLUTHATA
XeMOTaKca (Murpangja BO  MH(IaMHPAaHO  TKHBO)
ocmobofIyBame Ha KoJareHasd W IIpoTeasy Of CTpaHa
Ha JIM3030Ma/Id, KOM IO PasjIoKyBaaT CBP3HOTO TKUBO,
BK/IVUMTEJIHO M MATPUKCOT Ha POJKHMIATA (KolareH u
TPOTEOTrIMKAHH).(7)

Bo cekoj cnyuyaj u kaj PUK u Kaj cknepomanaiuja
nepdopaHc nmocron abHopMmasneH T KieToyeH ¥ aHTUTETIO-
TmocpeyBaH MMYH OJITOBOp, CO JIEMO3UIIMja HA WMYHU
KOMIUTEKCH, CO TIPOZIVKIIMja Ha KojareHasd W MpoTe3u
of] cTpaHa Ha HeyTpodwnTe U Makpodarure, Kou BofaT
70 JeCTpyKIMja Ha TepudepHAaTa KOpHEaJHa CTPOMa,
M BACKY/IMTHUC, MHBa3Mja co HeyTpoWIM U HeKpo3a Ha
KPBHHUTE CajIOBU BO MTaTOTreHe3aTa Ha CKJIePUTHC. (8)

EnHa cTyguja moKaskyBa JIeKa OKOTO € UYBCTBHTENEH
MOKasaTeJl 3a [OTEHIUjalIHO CMPTOHOCEH OKV/ITeH
CHCTEMCKM BacKYIMTUC Kaj TallMeHTH CO peBMaTOUjeH
apTPUTUC KOM pasBMBaaT mnepudepeH yirepaThBeH
KepaTUTHUC WX HEKPOTU3UPAUKH CKieputuc. Mcrara oBaa
CTYIWja 32 MOPTaIUTeT Kaj maiueHTH co RA, cyrepupa
JeKa yroTpebara Ha IUTOTOKCUYHU JIEKOBHM MOXKE Jla T
TI0ZI00PH OITIITKTE, KAKO U OKY/IAPHUTE IIPOMEHHU Kaj OBHe
nareHTu.(9)

JHnpueHIaTa Ha OKy/TapHU KOMIUTMKALMK Kaj RA, criopes
ucTpakyBama Bo OKajama, ce: KepaTOKOHYKTUBUTHUC
cuka (cexyHpapeH CjorpeH cuHapom) Kaj 19 maiueHTH
(17,1%), cknepuruc Kaj egeH namuenT (0.9%), okny3uja Ha
IIeHTpPa/HaTa PeTHHAJIHA BeHa Kaj 2 manueHTtu (1,8%),
M WIMOMATCKAa PeTMHAlHA XeMoparuja Kaj 3 Tal[ueHTH
(2,7%). TlaneHTHTE CO KEPATOKOHjVKTUBUTHIC CHKa Maje
3HAUMTEJTHO TOBMCOKM THTPU Ha PeBMaToMIeH (haKTop
(Mann-Whitney’s U-test, p = 0.0048), moB1COKH HiBOA Ha
IgM (p = 0.0484) 1 monucku HuBoa Ha HDL-xonecrepon (p
=0.0191), Bo criopes6a co manuenTtute 6e3 keparutuc.(10)

PeBMaTOUIHMOT apTPUTHUC, CIIOPe] WCTPaKyBambe BO
Majo knuHuKa-MuHecoTa, ce jaByBa TPOKpAaTHO MOBeKe
Kaj JKeHCKaTa TMOMy/lalija M XOPMOHCKHOT OajaHC
e KpyuueseH 3a perylalyja Ha HUMYHONOWIKUOT U
nH(IaMaTOPHUOT oAroBop. (11)

Oxony 75% opi matigeHTUTe co RA MmoKaskyBaaT Mo3UTUBEH
peBMarousied akrop(RF) a KapakTepucTHUHUTE €PO3UH
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HA KOCKMTe CTaHyBaaT OUMITIETHM Ha X-3paluTe 0
HEKOJIKY Mecelly WM TOJ[MHU Of TIOUETOKOT Ha OoJecTa.
RA ucro Taka nosp3sas e co HLA-DR4 u DR1 anenure.(12)

[locoueHo e fieka 3a e(heKTHBEH TPETMaH Kaj CKIePUTHC
MOTPeOHO € arpecMBHO M  CHCTEMCKO JIeKYBakbe.
Bo TperMaHOT Ha CKJIepUTHC OOWYHO € HeomXofHa
yrorpeda Ha HEeCTEPOUHU aHTUMH(IAMaTOPHU JIEKOBH,
KOPTHKOCTEPOMIN W/WIM WMYHOMOJY/IATOPHU JIEKOBH.
(13)

[lokakaHO e [ieKa BOOOMYAEHHMOT XMPYPLIKM TPeTMaH
e CKIepajieH Wi KopHeajeH rpadt co yrorpeba Ha
aBTOreH MEPUOCTUYM M/ CKIepoTepanuja. [luHoakpumat
JieraK ¥ aMHHOHCKa MeMOpaHa- rpadT ce e(pMKacHM CaMo
3a nepopaty momasu of, 1 MM Bo ronemuHa (14)

Hus cTyamm ce MOKakyBa [ieKa PaHMOT HHHMIMjaseH
TPeTMaH CO CTEPOUM M MMVHOCYIIPECHBH Ce KIY4HH
3a Jla ce Ccolpe KepaToiu3aTa M Jla Ce CTMYIMpa
peenuTenu3anyjara (7).

3AK/IYYOK

PUK u cknepomanaija nepopaHc ce HajcepHO3HH
KomiMKaiu Ha RA. Moke ga ce jaBaT ofijileTHO WM
Kako BO HAlIMOT ciydaj 3aefHo. PeTko HacTaHyBa
nepdopaija MeryToa IpeTCTaByBa  3arpo3yBauka
KOMIUIMKAl[ja 10 BufHATa ocTpuHa. Cekoj marMeHT
CO aHAMHECTHUUKM TIOfIATOIM 3a PeBMATOMfIeH apTpuT
WIM WHUIMIWjATHA CUMIITOMM, Tpefa Jla ce yIaTH Ha
TOTIOJIHUTETHYU MCTIeTyBatba, CO 11e/1 HaBpeMeHa 1 peJloBHa
Teparuja co UMyHOMOJY/IATOPY KOU JI0 cera ce TIoKaskasie
Kako HajeperruBHM. CeKOj IMaleHT CO OKY/IapHU
KOMIUTHKAI[MH, TTOYHYBAjKU Of CYBO OKO, Tpeba fla Oupie
penoBHO obcepBupaH. IlarMeHTHTE €O CKlepoManalyja
u IIYK Tpeba jga Oupgar XOCHMTaIM3MPaHU W JIEKYBaHU
arpecuBHO CO CHCTEMCKa TepaIuja, a off oceOHO 3Hauethe
e ¥ MelMI[MHCKAaTa copaboTKa Mery odranmonosute u
PeBMaTo/Io3uTe.
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dhe editoriale nga fusha e mjekésisé, stomatologjisé,
farmakologjisé si dhe nga fusha tjera té péraferta bio-
mjeksore.

Revista éshté organ i “Shogatés sé Mjekéve Shqiptaré né
Magedoni.”

Gjuha e botimeve éshté né Gjuhé Shqipe dhe Angleze
(késhilli redaktues mund té vendosé nése botimet do
té jené edhe né gjuhé tjera). Autoréve u kérkohet té
lektorojné dhe té redaktojné unimin e tyre veté, né
gjuhén pérkatése.

Ju lutemi pérdoreni madhésiné standarde té punimit né
format: Word pér Windows, Times New Roman 12.

Doréshkrimet dérgohen né format elektronik, qofté me

CD ose pérmes e-mailit tek Kryeredaktori,
Prof. Dr. Nevzat Elezi,

Zyra e Redaksisé, rr. Mehmed Pashé Deralla
nr.16, 1200 Tetové, apo né

e-mail: shmshm@live.com

Revista pér njé numér pranon jo mé shumé se njé artikull
nga njé autor, dhe jo mé shumé se dy si ko-autor.

Autorét duhet té deklarojné se kontributi i tyre nuk éshté
publikuar apo pranuar pér publikim diku tjetér, pérderisa
nuk pérfundon procedura vlerésuese ne Revistén toné.

Autorét gjaté aplikimit duhet té pérmbushin formen e
kerkuar nga Komiteti Ndérkombétar i Redaktoréve té
Revistave Mjekésore (ICMJE) pér Kriteret e autorésisé,
respektivisht “Kérkesave uniforme pér Doréshkrimet e
Pranuara né Revistat Biomjekésore”, cilén mund ta gjeni
né www.icmje.org .

Revista do té njoftojé pranimin e artikullit tuaj brenda
shtaté ditésh dhe do t’ju béjé me dije se kur do té
informoheni pér vendimin e késhillit redaktues.

Artikujt pér t'u botuar né Medicus do té recensohen.
Késhilli redaktues do té marré parasysh komentet
e recensuesit dhe pastaj mund té kérkojé nga autori
ndryshime apo plotésim té punimit.
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INFORMATION FOR AUTHORS

These guidelines are in accordance with the
“Uniform Requirements for Manuscripts Submitted
to Biomedical Journals”

(The complete document appears at wwuw.icmje.org)

Medicus is an international journal of that publishes
papers from all areas of medical research. Furthermore,
the journal indends to bring educational material of high
quality to its members for continuous medical education
(CME), by publishing original research, professional and
review papers, case reports, brief communications,
literature summary articles and editorials.

The Journal is official organ of the »Association of
Albanian Medical Doctors from Macedonia«.

The language of publication is Albanian and English (the
editorial board may decide whether other language will
be used for publications). Authors are requested to have
their paper proof-readed and edited for the respective
language.

Please use standard-sized paper and submit your article
in the following formate: Word for Windows, Times New
Roman 12.

Manuscripts should be submitted in electronic format,
either on disc or by e-mail to the Editor-in-Chief,

Nevzat Elezi, MD. PhD

Editorial Office, Str. Mehmed Pashe Deralla,
No 16, 1200 Tetovo,

Email: shmshm@live.com

The Journal allows submission of no more than one
article as an author, and at most two, being a co-author
per issuance.

The authors attest that their contribution has neither
been published nor submitted for publication elsewhere,
untill the editorial procedure is over.

Authors should adhere to the International Committee of
Medical Journal Editors (ICMJE) authorship criteria in so
far as they apply. These can be found at www.icmje.org.

The Journal will acknowledge receipt of your article
within seven days and let you know when you will be
informed of the editorial board’s decision.

Articles to be published in Medicus will be peer-reviewed.
The editorial board will take into account the reviewer’s
comments and may then promt the author for changes or
further work.
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Numri i fageve (pérfshiré tabelat dhe/ose figurat/
ilustrimet) varet nga lloji i artikullit:

punim origjinal hulumtues -deri nel2 fage dhe jo mé
shumé se 6 tabela dhe/ose grafikone/fotografi;

punim profesional ose punim revyal - deri ne 8 fage dhe
jo mé shumé se 4 tabela dhe/ose figura/imazhe;

prezantim rasti apo kumtesé e shkurtér - deri 6 fage dhe
maksimum 3 tabela dhe/ose figura/imazhe.

Letér redaksisé - deri 2 fage

Sé bashku me doréshkrimin, dorézoni njé fage me
titullin e artikullit; emrin/at e autorit/ve, duke pérfshiré
emrin me jo mé shumé se dy tituj shkencor; emrin e
departamentit dhe institucionit né té cilin éshté héré
punimi; institucioni ku punon ( pér secilin autor); si dhe
emri dhe adresa e autorit té cilit do ti adresohen kérkesat
nga ana e Redaksisé (shihni Informacionet plotésuese pér
autorét)

Abstrakti duhet te jete me jo mé shumé se 250 fjalé.
Duhet té konsistojé né katér paragrafé, i klasifikuar né
Hyrje, Metodat, Rezultatet dhe Diskutimi (Pérfundimet).
Ato duhet té pérshkruhen shkurt, respektivisht, problem
genésor i studimit, se si éshté kryer studimi, rezultatet e
fituara, dhe perfundimi.

Tabelat, figurat dhe legjendat (shihni Informacionet
plotésuese pér autorét)

Fjalét kyqge -Tri deri pesé flaje apo fraza te shkurtéra
duhet t'i shtohen pjesés sé fundme té fages sé abstraktit.

Citatet e referencave né tekst duhet fillimisht té jené nga
revistat e indeksuara né PubMed. Stili i referencave gé
kérkohet nga Medicus éshté i formatit Vancouver (shihni
Informacionet plotésuese pér autorét).

Shkurtimet (akronimet) pérdoren pér njésité matése,
kurse né raste tjera kur pérmendet pér heré té paré, ai
duhet té jeté i sqaruar me fjalén bazé bashkangjitur.

Pér té gjitha barnat duhet té pérdoren emrat gjenerik
ndérkombétar. Nése né hulumtim jané té pérdorura
brendet e patentuara, pérfshini emrin e brendit né kllapa
né paragrafin e Metodave.

Doréshkrimi i dérguar tek botuesi duhet té shénohet nga
autorét , nése jané né seksionin e “punimeve origjinale
shkencore” apo né pjeset tjera pérmbajtesore té revistés.

Autorét marrin dy kopje té botimit pérkatés.

Information for authors

The number of pages (including tables and/or figures/
illustrations) is dependent upon the type of the article:

original research paper - up to 12 pages and no more
than 6 tables and / or graphs / pictures;

professional or review paper - up to 8 pages and no more
than 4 tables and / or figures / images;

case report or brief communication - up to 6 pages and
a maximum of 3 tables and / or figures/images.

Leter up to 2 pages

With the manuscript, provide a page giving the title of
the paper; the name(s) of the author(s), including the
first name(s) and no more than two graduate degrees;
the name of the department and institution in which
the work was done; the institutional affiliation of each
author; and the name and address of the author to whom
reprint requests should be addressed. (see Additional
Information for Authors)

Provide an abstract of not more than 250 words. It should
consist of four paragraphs, labeled Backround, Methods,
Results and Conclusions. They should briefly describe,
respectively, the problem being in the study, how the
study was performed, the salient results, and what the
authors conclude from the results.

Tables, figures and legends (see Additional Information
for Authors)

Three to five key words or short phrases should be added
to the bottom of the abstract page.

Quotations of references in the text should primarily be
fromjournalsindexed in PubMed which have proven their
significance. The style of references required by Medicus
is the Vancouver format (see Additional Information for
Authors).

Except for units of measurement, abbreviations are
discouraged. The first time an abbreviation appears it
should be preceded by the words for which it stands.

The international generic names should be used for all
drugs. When proprietary brands are used in research,
include the brand name in parentheses in the Methods
section.

All manuscript sent to the editor should be noted by the
authors whether they are meant for the “original research
papers” section or the rest of the journal’s content.

The authors receive two copies of the relevant issue.
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Informacione plotésuese pér autorét

1. Fagja e paré - ballina: Duhet té pérmbajé: (a) titullin e punimit, té
shkurtér, por informativ; (b) emri, inicialet e emrit té mesém dhe
mbiemrit té secilit autor; (c) institucioni; (d) emri i departamentit
qé i atribuohet punés shkencore; (e) emri dhe adresa e autorit pér
t'iu pérgjigjur né lidhje me doréshkrimin; (f) burimi/pérkrahja né
formé té granteve, paisjeve, barnave dhe né pérgjithési.

II. Fagja e dyté - abstrakti dhe fjalét kyge: Abstrakti duhet
té shkruhet me maksimum prej 150 fjalésh pér abstraktet e
pastrukturuara, dhe me 250 fjalé pér abstraktet e strukturuara
(pjesét pérmbajtésore: objekti/ete studimit ose hulumtimit,
procedurat bazé, sic éshté pérzgjedhja e subjekteve apo kafshét
laboratorike, metodat vrojtuese dhe analitike, pastaj, rezultatet/
gjetjet pérfundimtare (té dhénat dhe réndésia e tyre statistikore,
nése éshté e mundur), dhe konkluzionet kryesore. Vini theksin
mbi aspektet e reja dhe té réndésishme té studimit apo vrojtimit.
Nén abstraktin indentifikoni dhe shkruani fjalét kyqe: 3-5 fjalé
apo fraza té shkurtéra qé do té ndihmojné né paisjen me tregues
té punimit dhe publikimit té abstraktit. Pérdorni terme nga lista
e Index Medikus pér Néntituj Mjekésor (Medical Sub-Headings
[MeSH]); nése nuk ka term té pérshtatshém né MeSH pér disa terme
té reja, mund té pérdorni termet e dhéna.

III. Fagja e treté dhe té tjerat - teksti i ploté i artikullit: Teksti i
ploté I artikujve hulumtues ose vrojtues normalisht, por jo
domosdoshmérisht, duhet té jeté i ndaré né paragraf me kéta
néntituj: hyrja, metodat dhe materialet, rezultatet dhe diskutimi.

1. Hyrja: Krijoni njé kontekst apo prapavijé(trualli) té studimit (qé
né fakt éshté natyra e problemit dhe réndésia e tij). Pér té béré
kété duhet té béni njé hulumtim té literaturés - duke kérkuar,
gjetur dhe lexuar punimet pérkatése, qé duhet té jené si referencé
né doréshkrimin tuaj. Sqaroni hipotezat tuaja dhe planifikoni t’i
testoni ato, si dhe pérshkruani géllimet tuaja. Kini géndrim té
qarté se cka prisni té gjeni dhe arsyet qé ju udhéhogén tek hipotezat
qé keni krijuar. Objekti i hulumtimit mé sé shpeshti fokusohet kur
parashtrohet si pyetje. Mos pérfshini té dhéna apo rezultate nga
puna qé do té raportohet.

2. Metodat & Materialet: Ky paragraf duhet té pérfshijé até
informacion qé ishte né dispozicion né kohén qé plani apo
protokoli i studimit po shkruhej. Té gjitha informacionet e marra
gjaté studimit i takojné paragrafit té Rezultateve.

Pérshkruani pérzgjedhjen tuaj té pjesémarrésve sé vrojtimit
ose eksperimentit (pacientét ose kafshét laboratorike, pérfshiré
kontrollat) qarté, duke pérfshiré kriteret e pérshtatshme (inkluzive)
dhe pérjashtuese (ekskluzive).

Parimi udhéheqés duhet té jeté i garté se si dhe pse studimi
éshté béré né njé ményré té caktuar. Jepni detaje té mjaftueshme
pér metodat, mjetet dhe materialet (jepni emrin dhe adresén
e prodhuesit né kllapa), dhe procedurat pér té lejuar té tjerét té
kuptojné dhe riprodhojné rezultatet tuaja.

Nése njé metodé e caktuar qé éshté pérdorur éshté e njohur, atéheré
nuk éshté e nevojshme té jepet pérshkrim komplet i saj. Mund ti
referoheni punimit né té cilin sé pari heré éshté pérshkruar dhe té
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Additional Information for Authors

I. First page - front page: It should contain: (a) title of paper, a
short, but informative; (b) the first name, initials of middle name
and last name of each author; (c) the institution; (d) the name of the
department that is attributable to the scientific work; (e) the name
and address of the author with whom to correspond about the
manuscript (f) source/support in the form of grants, equipment,
drugs, or all.

II. Second page - abstract and keywords: The abstract should be
written with a maximum of 150 words for unstructured abstracts
and 250 words for structured abstracts (containing parts:
objective(s) of study or research, basic procedures, such as selection
of subjects or laboratory animals, observational and analytical
methods, then, the main findings/results (data and their statistical
significance, if possible), and the main conclusions. Emphasize the
new and important aspects of the study or observation.

Below the abstract identify and write the keywords: 35 words or
short phrases that will assist in indexing the paper and publication
of the abstract.

Use terms from the list of Index Medicus for Medical Sub-Headings
(MeSH); if there is no appropriate MeSH term for some newly
introduced terms, we can use the given terms.

II1. Third and further pages - full text of the article: The full text
of research or observational articles should normally be, but not
necessarily, divided into sections with the following headings:
introduction, material and methods, results and discussion.

1. Introduction: Provide a context or background for the study
(that is, the nature of the problem and its significance). To do this
you must complete a literature review - searching for, finding
and reading relevant papers, which must be referenced in your
manuscript. Explain your hypotheses and the plan to test them,
and describe your aims. Clearly state what you expect to find and
the reasoning that led you to the hypotheses that you have made.
The research objective is often more sharply focused when stated
as a question. Do not include data or conclusions from the work
being reported.

2. Methods & Material: This section should include only
information that was available at the time the plan or protocol for
the study was being written. All information obtained during the
study belongs in the Results section.

Describe your selection of the observational or experimental
participants (patients or laboratory animals, including controls)
clearly, including eligibility and exclusion criteria.The guiding
principle should be clarity about how and why a study was done in
a particular way.

Give sufficient details of the methods, apparatus and materials
(give the manufacturer’s name and address in parentheses), and
procedures to allow others to understand and reproduce your
results.

If a particular method used is well known then there is no need
to give a complete description. You can reference the paper in
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pérmendni ndonjé modifikim/ndryshim qé keni béré. Jepni arsyet
pér pérdorimin e tyre dhe vlerésoni kufizimet e tyre. Né fund,
pérshkruani se si i keni analizuar té dhénat tuaja, duke pérfshiré
metodat statistikore dhe pakon programore qé keni pérdorur.

Autorét e doréshkrimeve té rishqyrtuara duhet té pérfshijné
njé paragraf gé pérshkruajné metodat qé kané pérdorur pér
lokalizimin, pérzgjedhjen, ekstrahimin dhe sintetizimin e té
dhénave. Pérdorni formén joveprore té foljes, né vetén e treté, kur
dokumentoni metodat, gjé qé do té fokusonte vémendjen e lexuesit
tek puna qé éshté béré e jo tek hulumtuesi (P.sh. Jané marré, jané
realizuar, jané prezantuar etj.)

2. a) Statistikat: Pérshkruani metodat statistikore me detaje
té mjaftueshme pér t'ia mundésuar njé lexuesi me njohje né até
fushé t'i qaset té dhénave origjinale pér té verifikuar rezultatet e
raportuara. Kur éshté e mundur, pércaktoni sasiné e zbulimeve
dhe prezantoni ato me indikatoré pérkatés té gabimeve né
matje apo pasiguri (si¢ jané inter-valet e besueshmérisé). Evitoni
mbéshtetjen vetém né testet statistikore té hipotezave, sic jané
vlerat p, qé déshtojné té transmetojné informacion té réndésishém
mbi madhésiné e efektit. Jepni detaje rreth pérzgjedhjes sé rasteve
(randomizimi) dhe pérshkruani metodat dhe sukseset e vro-jtimit
gjaté realizimit té studimeve té verbuara. Definoni termet
statis-tikore, shkurtesat dhe mé sé shumti simbolet. Specifikoni
programin kompjuterik qé éshté pérdorur.

3. Rezultatet: Ky paragraf duhet t'i béjé gjetjet tuaja té garta.
Prezantoni rezultatet tuaja né rend logjik né tekst, tabela dhe
ilustrime, duke dhéné sé pari rezultatet kryesore ose mé té
réndésishme. Mos i pérsérisni té gjitha té dhénat né tabela apo
ilustrime, né tekst. Nénvizoni ose pérm-bledhni shkurtimisht
vetém vrojtimet mé té réndésishme.

Kur té dhénat pérmblidhen né paragrafin e Rezultateve, jepni
rezultate numerike jo vetém si derivate (pér shembull, pérqgindja)
por gjithashtu si numra absolut nga té cilét derivatet jané
llogaritur, dhe specifikoni metodat statistikore qé jané pérdorur
pér t'i analizuar ato.

Kufizoni tabelat dhe figurat né aq sa jané té nevojshme pér té
sqaruar argumentin e punimit dhe pér té vlerésuar té dhénat
ndihmése. Duke pérdorur grafikonet pér té reprezentuar té
dhénat tuaja si alternativé e tabelave, do té rrisé kuptueshmériné
e lexuesit. Mos i dyfishoni té dhénat né grafikone dhe tabela. Duhet
té jeni té qarté se cili lloj i grafikoneve éshté i pérshtatshém pér
informacionet tuaja. Pér shembull, pér té reprezentuar korelimin
mes dy ndryshoreve, preferohet grafiku vijézor, krahasuar me
grafikun rrethor apo né formé shtyllash.

Sa i pérket té gjitha paragrafeve, qartésia dhe té génit i thukté
éshté kyce. Mos prezantoni té njéjtat té dhéna mé shumé se njé
heré. Kufizojeni veten né té dhénat gé ndihmojné né adresimin
e hipotezave tuaja. Kjo éshté e réndésishme edhe nése té dhénat
i aprovojné ose nuk i pranojné ato. Nése keni béré analiza
statistikore, duhet té jepni vlerén e proba-hilitetit (p) dhe té tregoni
se éshté shprehés (sinjig né nivelin gé ju po testoni. Varésisht nga
analizat e pérdorura, gjithashtu mund té jeté e réndésishme té jepni
intervalet e besueshmérisé sé rezultateve (Confidence Interval -

Information for authors

which it was first described and mentioned any modifications
you have made. Give the reasons for using them, and evaluate
their limitations. Finally,, describe how you analysed your data,
including the statistical methods and software package used.

Authors submitting review manuscripts should include a section
describing the methods used for locating, selecting, extracting, and
synthesizing data.

Use the third person passive voice when documenting methods
which would focus the readers’ attention on the work rather than
the investigator.(e.g. Were taken, was performed, were presented
itd.)

2. a) Statistics: Describe statistical methods with enough detail to
enable a knowledgeable reader with access to the original data to
verify the reported results. When possible, quantify findings and
present them with appropriate indicators of measurement error or
uncertainty (such as confidence intervals). Avoid relying solely on
statistical hypothesis testing, such as p values, which fail to convey
important information about effect size. Give details about the ran-
domization and describe the methods and success of observations
while using blinded trials. Define statistical terms, abbreviations,
and most symbols. Specify the computer software used.

3. Results: This section should make your findings clear. Present
your results in logical sequence in the text, tables, and illustrations,
giving the main or most important findings first. Do not repeat all
the data in the tables or illustrations in the text. Emphasize or
summarize only the most important observations.

When data are summarized in the Results section, give numeric
results not only as derivatives (for example, percentages) but also as
the absolute numbers from which the derivatives were calculated,
and specify the statistical methods used to analyze them.

Restrict tables and figures to those needed to explain the argument
of the paper and to assess supporting data. Using graphs to
represent your data as an alternative to tables will improve the
reader’s understanding. Do not duplicate data in graphs and
tables. You need to be clear what type of graphs is suitable for your
information. For example, to represent the correlation between
two variables, a line graph is preferred to a pie chart or a bar chart.

As with all sections, clarity and conciseness is vital. Don’t present
the same data more than once. Restrict yourself to the data that
helps to address your hypotheses. This is important whether
the data supports or disproves them. If you have carried out a
statistical analysis, you should give the probability (P) value and
state it is significant at the level you are testing. Depending on
the analysis used, it may also be important to give the confidence
intervals of the results, or the statistical parameters such as the
odds ratios. Provide a caption for each figure making the gen-eral
meaning clear without reference to the main text, but don’t discuss
the results. Let the readers decide for themselves what they think
of the data. Your chance to say what you think comes next, in the
discussion.

3. Tables: Each table should be inserted at the point of the text
where they have to be placed logically, typed by the same rules
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CI), ose parametrat statistikoré si proporcionet e rastit (odds ratio).
Béni pérshkrimin tek secila figuré duke béré té qarté domethénien
e pérgjithshme pa referencé né tekstin kryesoré, por mos diskutoni
rezultatet né té. Léreni lexuesin té vendosé veté se ¢faré men-don
pér té dhénat. Mundésia juaj pér té théné se cfaré mendoni, éshté
né vazhdim, tek diskutimi.

3. Tabelat: Secila tabelé duhet té vendoset né vendin e tekstit ku
duhet té vihet logjikisht, e plotésuar me té njéjtat rregulla sikur
teksti i ploté. Mos i dérgoni tabelat si fotografi. Secila tabelé duhet
té citohet né tekst. Tabelat duhet té jené me numra ashtu qé té
jené né koordinim me refer-encat e cituara né tekst. Shkruani njé
pérshkrim té shkurté té tabelés nén titullin. Cdo sqarim shtesé,
legjendé ose sqarim i shkurtesave jostan~darde, duhet té vendoset
menjéheré poshté tabelés.

4. Diskutimi: Ky paragraf éshté pjesa ku ju mund té interpretoni
té dhé-nat tuaja dhe té diskutoni duke ballafaquar dhe krahasuar
gjetjet tuaja me ato té hulumtuesve té méparshém. Rishikoni
referencat e literaturés dhe shihni nése mund té pérfundoni se si
té dhénat tuaja pérkojné me até qé keni gjetur.

Ju gjithashtu duhet té llogarisni rezultatet, duke u fokusuar né
mekaniz-mat né prapavij té vrojtimit. Diskutoni nése rezultatet
tuaja mbéshtesin hipotezat tuaja origjinale. Gjetjet negative jané
aq té réndésishme né zhvillimin e ideve té ardhshme sikur gjetjet
pozitive.

E réndésishme éshté se, nuk ka rezultate té kéqgija. Shkenca nuk
té béjé me té drejtén dhe té gabuarén, por merret me zgjerimin e
njohjeve té reja.

Diskutoni si jané paragitur gabimet né studimin tuaj dhe cfaré
hapa keni ndérmarré pér té minimizuar ato, késhtu duke treguar
se ju ¢cmoni ku-fizimet e punés tuaj dhe fuginé e pérfundimeve
tuaja. Duhet gjithashtu té merrni né konsideraté ndérlikimet e
gjetjeve pér hulumtimet né té ardhmen dhe pér praktikén klinike.
Lidhni pérfundimet me géllimet e studimit, por evitoni géndrimet
dhe pérfundimet e pakualifikuara, qé nuk mbéshteten né ményré
adekuate nga té dhénat. Shmangni prioritetet deklarative apo té
aludoni né punén qé nuk éshté krahasuar.

5. Referencimi: Referencat jané baza mbi té cilén éshté ndértuar
raporti juaj. Shqyrtimi i literaturés dhe leximi i referencave
giithmoné duhet té jeté piké fillestare e projektit tuaj. Ky
paragraf duhet té jeté i sakté dhe té pérfshijé té gjitha burimet e
informacionit qé keni pérdorur.

Né formatin “ Vancouver” , referencat numérohen njé nga njé, sikur
qé shfagen né tekst dhe identifikohen me numra né bibliografi..

Shénoni té gjithé autorét kur jané gjashté e mé pak; kur jané
shtaté ose mé tepér, shénoni tre té parét, pastaj shtoni “et.al.”
Pas emrave té autoréve shkruhet titulli i artikullit; emri i revistés
i shkurtuar sipas ményrés sé Index Medicus; viti i botimit; numri
i véllimit; dhe numri i fages sé paré dhe té fundit.

Referencat e librave duhet té jepen sipas emrit té autorit, titullii
librit (mund té citohet edhe titulli i kapitullit para titullit), vendi
i botimit, botuesi dhe viti.
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as for the full text. Do not send tables as photographs. Each table
should be cited in the text.Tables should be numbered so that they
will be in sequence with references cited in the text. Provide a brief
explanation of the table below the title. Any additional explanations,
legends or explanations of non-standard abbreviations, should be
placed immediately below the table.

4. Discussion: This section is where you interpret your data
and discuss how your findings compare with those of previous
researchers. Go over the references of your literature review and
see if you can determine how your data fits with what you have
found.

You also need to account for the results, focusing on the
mechanisms be-hind the observation. Discuss whether or not your
results support your original hypotheses. Negative findings are just
as important to the de-velopment of future ideas as the positive
ones.

Importantly, there are not bad results. Science is not about right or
wrong but about the continuing development of knowledge.

Discuss how errors may have been introduced into your study
and what steps you took to minimise them, thus showing that
you appreciate the limitations of your work and the strength of
your conclusions. You should also consider the implications of
the findings for future research and for clinical practice. Link
the conclusions with the goals of the study but avoid unqualified
statements and conclusions not adequately supported by the data.
Avoid claiming priority or alluding to work that has not been
compared.

5. Referencing: The references are the foundation on which your
report is built. Literature searches and reading of references
should always be the starting point of your project. This section
must be accurate and in~clude all the sources of information you
used.

In the Vancouver format, references are numbered consecutively
as they appear in the text and are identified in the bibliography by
numerals.

List all authors when there are six or fewer; when there are
seven or more, list the first three, then add “et al.” The authors’
namer are fol-lowed by the title of the article; the title of the
journal abbreviated ac-cording to the style of Index Medicus; the
year of publication; the volume number; and the first and last
page numbers.

References to books should give the names of any editors, place
of publication, editor, and year.

In the text, reference numbers are given in superscript. Notice
that issue number is omitted if there is continuous pagination
through-out a volume, there is space between volume number and
page numbers, page numbers are in elided form (51-4 rather than
51-54) and the name of journal or book is in italics.The following is
a sample reference:
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Né tekst, numrat e referencave jepen me indeks té sipérm. Véreni se
¢éshtja e numrave neglizhohet nése ka numértim té vazhdueshém
pérgjaté gjithé véllimit, ka hapésiré mes numrit té véllimit dhe
numrit té fages, numrat e fageve jané né kété formé: 51-4 né vend té
51-54, dhe emri i revistés ose librit éshté né italic. Né vazhdim éshté
njé shembull i referencés:

Artikujt e revistave:

1. Lahita R, Kluger J, Drayer DE, Koffler D, Reidenberg MM. Antibod-
ies to nuclear antigens in patients treated with procainamide or
acetylpro-cainamide. N Engl ] Med 1979;301:1382-5.

2. Nantulya V, Reich M. The neglected epidemic: road traffic inju-
riesin developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study. Lan-
cet 1997;349: 1498-504.

Librat dhe tekste tjera:

4. Colson JH, Tamour NJJ. Sports in juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. Department of Health. National service framework for coronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. Kamberi A, Kondili A, Goda A, dhe bp; Udhérréfyes i shkurtér i
Shogqatés Shqiptare té Kardiologjisé pér parandalimin e Sémundjes
Aterosklerotike Kardiovaskulare né praktikén klinike, Tirané, 2006

7. Azemi M, Shala M, dhe bp. Pediatria sociale dhe mbrojtja shénde-
tésore e fémijéve dhe nénave. Pediatria, Prishtiné 2010; 9-25

Shmangni pérdorimin e abstrakteve si referenca; “té dhéna
té papub-likuara” dhe “komunikime personale”. Referencat e
pranueshme, por ende té papublikuara lejohet té merren, vetém
nése shénoni se jané “né shtyp”.

6. Mirénjohjet: Ju mund té keni déshiré té falénderoni njerézit qé
ju kané ndihmuar. Kéto mund té rangohen prej atyre gé ju kané
pérkrahur me teknika eksperimentale deri tek ata gé ju kané
késhilluar deri né bér-jen e doréshkrimit final.

7. Formati i fajllit té té dhénave pér ilustrimet (figurat): JPG

Nése pérdoren fotografité e pacientéve, qofté subjekti, qofté
fotografité e tyre nuk duhet té jené té identifikuara, ato duhet té
shogérohen me lejen e shkruar nga ta pér pérdorimin e figurés.
Format e lejuara jané né dispozicion nga redaksia.

Nése fajllet e té dhénave jané shumé té médha pér t'u dérguar me
e-mail, rekomandohet dérgimi me CD né adresén toné.

8. Legjendat pér Ilustrimet (Figurat)

Legjenda e tabelés duhet té vendoset mbi tabelé. Referenca e njé
tabeleje, e cila éshté marré nga ndonjé publikim tjetér, duhet té
vendoset poshté tabelés. (Eshté pérgjegjési e autorit té sigurojé
lejen e ribotimit nga botuesit e atij botimi) Legjenda e figurés
duhet té vendoset né fund té fages. Referenca e figurés e marré
nga ndonjé tjetér publikim vendoset né fund té legjendés. (Leja e
ribotimit duhet té sigurohet nga botuesi i kétij botimi).

Information for authors

Journal articles:

1. Lahita R, Kluger J, Drayer DE, Koftler D, Reidenberg MM. Antibod-
ies to nuclear antigens in patients treated with procainamide or
acetylpro-cainamide. N Engl ] Med 1979;301:1382-5.

2. Nantulya V, Reich M. The neglected epidemic: road traffic inju-
ries in developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study. Lan-
cet 1997;349: 1498-504.

Books and other monographs:

4. Colson JH, Tamour NJJ. Sports in juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. Department of Health. National service framework for coronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. Osler AG. Complement: mechanisms and functions. Englewood
Cliffs: Prentice-Hall, 1976.

Avoid using as references abstracts; “unpublished data” and
“personal communications”. References to accepted but yet
unpublished articles are allowed to be made, only if you note “in
press”.

6. Acknowledgements: You may wish to acknowledge people who
have helped you. These can range from those who supported you
with exper-imental techniques to those who read or offered advice
on your final manuscript.

7. Data file format for illustrations (figures): JPG

If photographs of patients are used, either the subjects should not
be identifiable or their pictures must be accompanied by written
permis-sion to use the figure. Permission forms are available from
the Editor.

If data files are too big for transmission as an Email attachment
submis-sion of a CD to our address is recommended.

8. Legends for Illustrations (Figures)

The legend of a table has to be placed above the table. The reference
of a table, which has been taken from another publication, must
be placed below the table. (It is the author’s responsibility to
obtain the permission of reproduction from the publishers of the
publication.) Figure legends are to be placed at the end of the paper.
The reference of a figure taken from another publication stands
at the end of the legend. (Permission of reproduction must be
obtained from the publishers of this publication).
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