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Victoza®— cuna 3a npomeHa
Kaj anjabetec Tmun 2

3a BUCTUHCKU NMnauyneHTn Kako Mwna HeCcooaBETHO KOHTPOJIPaHU CO Mer)OpMVIH,
Victoza® oBo3mo)xyBa 6p3a u gonrorpajHa KOHTpona.'*

Moyeten HbA,,

*PesyntariiTe ce BuaoaHa 12 HERenu U ce onpxaa 52 Hegenu. -
- 5 .

Pesyntatu no 52 Hegenu Ha Victoza® 1.8 mg'™:

@ HAMAJTYBAE HA HbA.
AOMNOJIHUTEJIEH
BEHE®WT BP3
HAMAJTYBAIE HA

TEXKMHATA

~~Hictoza® He e HAVLYAPaHa 3a TpeTMaH Ha:06e3HOCT: NpoeHaTa BO TeXuHaTa Gelue ceKyHAapHa Lienl BO KIIMHUYKWUTE UCANTYBatba.
52 ‘HeflenHa; paHBOMM3VPaHa, MYNTULIEHTPYYHE, OTBOPEHA CTYAN}a,co akTVBEH KOMAApaTop, BO Koja e BKJy4eHa 26 He(qenHa eKCTeH3Vja, 3a cnopeaba Ha edrkacHocTa u

6e36epAocTa Ha Victoza® co sitagliptin. MaumeHTnTe ‘co aujaderec Tun 2 HECOOABETHO KOHTPOMMPaHU Ha metformin

N=665) Gea paHAoMU3MpaHK Aa MPUMaaT eaHaLl

nHesHo Victoza® (1.2 mg win 1.8 mg) unusitagliptin (100 mg). MpumapHara e belle npomMeHa Ha HbA: .

Pecheperum: 1. Pratley R, Nauck M, Bailey T, et al; for the 1860-LIRA-DPP-4 Study Group. One year of liraglutide treatment offers sustained and more effective
glycaemic control and weight reduction compared with sitagliptin, both in combination with metformin, in patients with type 2 diabetes: a randomised, parallel-

group, open-label trial.IntJClin Pract. 2011;65(4):397-407.

CKpaTeHo ynaTcTBo 3a NPONuLLIyBakbe
Victoza®
Liraglutide.

Mpen ga ro nponuwerte nekoT, Be monume npouuTajre ro 36vMpHUOT
n3BeLlTaj co 0CobMHUTE Ha nekoT. PapmaleBTcka opma: MpeTxopHO
HarMoJIHETO MeHKaJlo 3a efHOKpaTHa ynotpeba copgpxxn 18 mg nvparayTvg,
Bo 3 ml pactBop. Unpukauum: Victoza® ce kopuct 3a TpeTMaH Ha
BO3pacHu inua co gunjabertec TMN 2 BO KOMBUHaLWja co MeTHOPMUH nnn
cynoHunypea, co MeTopMuH U cyndoHunypea unm MetchopMUH U
TNa30NMANHAMNOH KOora NpeTXofHaTa Teépanuja He ja nocTurHana afgekBaTHa
rnKeMucka KoHTpona. Jlosupate 1 HaumH Ha ynoTtpe6a: MNMoyeTHaTa fo3a
e 0,6 mg epHalw gHeBHO. Tlocne Hajmanky egHa Heaena gosata Tpeba Aa
ce 3ronemu Ha 1,2 mg. Cnopep KJIMHNYKaTa peakumja v Nocsie HajMmanky
efHa Hepena fo3ata Moxe fa ce rofiemu Ha 1,8 mg 3a Aa ce nopobpu
rINKeMUCKaTa KOHTpona. Mopaan HefoCTaTOK Ha TepaneBTCKO WCKYCTBO,
Victoza® He ce npenopayyBa 3a yroTpeba Kaj NnauuveHTV co YMEPEHO U
TELKO PeHanHo WM XemaTanHo owTeTyBame. Victoza® ce agMUHUCTPUPa
e[lHall JHEBHO BO Buio Koe BpeMe BO AeHOT, 6e3 ornen Ha obpouunTe u
MOXe [Aa Ce WHjeKTVpa CynKyTaHO BO MPefHWOT Aen of HagKoJIeHULaTa,
NpPeAHNOT fen of nososuHaTa (@bgomeHorT), unn HagnakTuuara. Victoza®
He ce afiMUHMCTPYpPa BO BEHa MU MyckyJl. Bo komBuHaLumja co meThopMuH
co unu 6e3 TmasonuauHAVoH He Tpeba pa ce mpunarodysa fo3ata. Kora
Victoza® ce fofaBa Ha cynoHuypea Tpeba fa ce pasMUCiv 3a HamanyBame
Ha fo3aTa Ha cyndoHunypea 3a fa ce HamaJim PUKNKOT Off XUNOMIUKEMUN.
KoHTpanHamMkaumm: XunepceH3UTMBHOCT Ha aKTMBHaTa cyrcTaHuuja uam
Ha 61110 Koja cocTojKa. npenznpenyaaﬂ:a ¥ NpeTnasnuBocT Npu ynorpe6a:
He Tpeba fa ce ynotpebyBa Victoza® kaj naumeHTn co anjabetec tvn 1 unm

33 TPeTMaH Ha AujabeThyHa KeToauupo3a. 3apajn OrpaHUYEHO UCKYCTBO
Victoza® He ce mperiopadyBa Kaj MaLMeHTW CO BOCMANMUTENHO LPEBHO
3abosnyBatbe 1 anjabeTuyHa ractponapesa. MiMa orpaHuMyYeHmn NCKYCTBa Kaj
naumeHTn co KoHrectneHa cpueBa cnaboct New York Hearth Association
(NYHA) knaca I-Il u Hema uckyctBa co NYHA knaca lll-1V.

GLP-1 aHanosute ce noBp3ysaat co puU3nK of naHkpeatuTuc. MauneHTunte
Tpeba pa ce npepynpenat 3a KagaKTepchqume CUMMNTOMW Ha aKyTeH
MaHKpeaTuT: MocTojaHa cuNHa Oonka BO abpgomeH. [JlOKOMKY rocToun
COMHEBaH€e 3a MaHKpeaTuT Tpeba fAa ce npekuHe Tepanujata. OTKpueHu
ce MpU KIMHWYKUTE WCTpaXKyBatba HEeCaKaHW HacTaHW Ha Tupowuaeata
BKYYyBajKW 3ronemMeH KpBeH KaNLWUTOHWH, rylia v TMpongHa Heonnasma
0cobeHO Kaj maLmMeHTn co MpeTxoAHa TMPOUAHO 3abonyBare. BpemeHocT n
naktauumja: Victoza® He Tpeba fa ce ynoTpebyBa Kaj XXeHu LUTO ce bpeMeHu,
cakaaT pa 3abpemeHar wnu wTo pojat. HecakaHu edekTn: Hajyecto
npujaBeHW HecakaHu edekTu Kaj nauneHTV WTo Kopuctat Victoza® ce
rafiere 1 gujapea. Mopetkn HecakaHu eekTu ce rnaBoboka, noBpakame,
avcnencuja, Oonika BO_ TOPHWOT fAen Ha abgomeHOT, KoHcTUMauuja,
racTpuTuC, racoBw, abJoMWHanNHa [UCTEH3Wja, racTpo-e3odareaneH
pednykc, BpoHXMTUC, 0BMYHA HacTMHKa, BPTOMIaBULA, 3aMop, MUPEKCH]
HamaneH aneTuT WU xunornvkemuja. MauueHTUTe WTO Kopuctat Victoza®
n cyndoHnnypea mMoxe Aa MMaaT 3rofieMeH PU3NK Of XWUMOrankemuja.
Pu3nKOT MOXKe fia ce Hamasn co HaMasyBakbe Ha fo3aTa Ha cyndoHunypea.
3HauM 1 CUMNTOMM Ha Aexuppataumja, BKIy4yBajkyu U HapyLUeHa peHasHa
¢yHKLMja 6ea npvjaBeHY Ka] NaumeHTU TpeTupaHu co Victoza®. MNauneHTrTe
Kou npumaat Victoza® Tpeba fa 6upaT coBeTyBaHM 3a MOTEHLMjaNHMOT
pV3MK of Aexuppatauuja MoBp3aHa CO TacTPOUHTECTUHAJIHU HecakaHu
[ejcTBa 1 fa NpeB3emMaT MepPKM Ha NpeTnasnuBocT 3a aa nsberHat rybutok
Ha TeyHocTn. Hekonky cnydan (nomanky op 0,2%) Ha akyTeH maHKpeaTuT
6ea panopT!paHu 3a Bpeme Ha [JONroTPajHUTe KIIMHNYKN UCTPaXyBatba Co
Victoza®. JlekoT Moxe fia ce n3pgaBa caMo CO ieKapcku peLienT. bpoj u patym
Ha peLIeHNeTo 3a cTaBee Ha JiekoT Bo npomer: 15-9215/09 og 19.02.2010.
Victoza® e TproBcka Mapka Bo cornctBeHOcT Ha HoBo Hopauck A/C, [aHcka.
Mpowuseoguten: Novo Nordisk A/S, DK-2880 Bagsvaerd, Denmark.

ViCTOZA

©) ro MeHysame
Avnjabetecot
o Hwue Bo HoBo Hoppawck ro meHyBame gujabetecot. Co HaLWIMOT NpuUcTan 3a NpoHaorfarbe HOBM Tepanuu.
Nnovo nord|sk Co HallaTa NocBeTeHoCT na pa6o‘r|/|rv|e ycnewHo N eTUYKU 1 Co HallaTta nocmjaHa noTpara no nekoT.

HoBso Hopawuck ®apma JOOEN

liraglutide

6yn. OkToMBpUCcKa pesonyuuja 6p.18, Ckonje, MakepoHuja
Ten: +389 2 2400 202 dakc: +389 2 2400 203

www.novonordisk.com
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Ha XYMaH NMpeMukceH MHCYJIH

TAA CEKO) p,ll—l

CE N'PVOKELLE

OAJIU KE UMA
XUNOTJIMKEMIA

NovoMix® 30 (biphasic insulin aspart) CkpaTeHo ynatcTso 3a
nponuwysatse: Mpea aa ro nponuiieTe nekot, Be monuve
npounTajTe ro 36MpPHNOT U3BELLTAj CO OCOBUHUTE Ha NEKOT.
dapmauesrcka hopma: NovoMix® 30 (biphasic insulin aspart)
FlexPen®. Coppxu 100 U/ml insulin aspart (30% cony6unen insulin
aspart 1 70% npotamuHKpucTanmampaH insulin aspart).
WHpukauum: TpeTMaH Ha fujabeTec MenuTyC Kaj Bo3pacHu, fiela n
afjonecueHTV Ha Bospact of 10-17 roauHu. lo3upare 1 HauuH Ha
ynotpeba: MHauBuayanHo co cynkyTtaHa uHjekumja. NovoMix® 30
1Ma nobp3 NoUeToK Ha AejcTBOTO of 6rdaseH XyMaH UHCYNINH 1
Tpeba Aa ce faBa BeAHaLL nped 06pok. Kora e HeonxogHo,
NovoMix® 30 moxe Aa ce Aafe BegHaLl no o6pokoT. Kaj nauueHTn
co pujabetec Tvn 2 NovoMix® 30 Mo>e fja ce Aafe Kako
MOHOTepanuja unu Bo koMbrHaLuja co opaneH aHTMAnjabeTmk 3a
Koj e ofjlobpeHa kOMBUHaLMja CO UHCYTIUH, KOTa € HeafieKBaTHa
rMKemMmuckaTa KOHTPOa camo o opanHuTe aHTuanjabetuum. Kaj
nauueHTu co gujabetec TMN 2 NpernopayaHa noyeTHa Jo3a Ha
NovoMix® 30 e 6U npu nojagok 1 6U npu Beuepa. Moxe fia ce
3anoyHe co NovoMix® 30 eaHalu aHeBHo 12U npu Bevepa. [lokonky
[l031patbeTo ABanatu aHeBHO Ha NovoMix® 30 pesynTupa co
PEeKypPEHTHU AHEBHU XMUMOTNIMKEMUCKIM eNW304M, YTPUHCKaTa f03a
MO>Xe [ia ce NOAENN Ha yTPUHCKa W A03a 3a pyyek (Ao3unparbe
TPpUNaTV HEBHO). YNATCTBOTO 3a AO3UPatbe € COAPKaHO BO
36upeH u3BeLLTaj cO 0cobUHNTE Ha nekoT. Moce6HN nonynauuu:
Moctapu naymnenTu: NovoMix® 30 MoXe ia ce KOPUCTU Kaj NocTapu
NaLMeHTH; HO Ma IMMUTUPAHO UCKYCTBO 38 KOPUCTEHE Ha
NovoMix® 30 Bo kom6uHaLmja co OA/] kaj naumeHTV noctapm og 75
roanHn. fleua n aponecuentu: NovoMix® 30 Moxe fja ce KOPUCTU
Kaj fletia 1 agonecueHT Hap, 10 roavHK Kora n3bop ce AaBa Ha
NPeMUKCHN MHCYNMHW. 3a Aeua oA 6 4o 9 roanHu noctojat
NMMUTUPaHN KIIMHWYKKM nofaToLy. He ce HanpaBeHu cTyanm Kaj
neua nop 6 rogunHn. KOHTpanHaMKaummu: XunepceH3nTUBHOCT Ha

ro MeHyBame
@ AunjabeTtecoT

MHCYIMH acnapT unu Ha 6uno koja coctojka. MpeaynpepyBatba u
npeTnasnMBoCT Npu ynotpeba: HecooaBeTHO fo3npatbe 1nu
NPEeK1H BO TPETMAHOT MOXe fa J0Be/ie 10 XUneprankemuja u
p,vlja6eTVHHa KeToaLmAo3a, Kov ce NoTeHUmMjanHo netanHu. Moxe
Aa ce jaBu HamaslyBatbe Ha PaHUTe NPeAyNpeayBaqK CUMMTOMMU
Ha XMMOrMKeMuja Kaj NaumneHTI Ko fONro umaart anjabertec.
Bp3voT no4eToK Ha AejcTBOTO Tpeba Aa ce 3eme NpeaBIg Kaj
nyfeTo co fujabeTec Kaj Kou ce 04eKyBa OfI0XeHa ancoprumja Ha
XpaHarta. MpeMHOry UHCYNH, NPecKOKHYBatbe 06POK 1N
3rofiemMeHa ur3nyKa akTMBHOCT MOXaT Aa A0BEAAT A0
xunorankemuja. CnopefieHo co 61asHNOT XyMaH UHCYNNH,
NovoMix® 30 moxe fa MMa NocuNeH XUNornmKeMUcku edexT [o 6
4aca no uHjekTuparbeto. OBa MOXe fla ce KOMMeH3Mpa co
npucnocobyBare Ha fo3aTa M/UNK CO BHECOT Ha XpaHaTa.
Xunornukemujata MoXe fja NPeTCTaByBa PU3MK NPU BO3eHe UK
pakyBatbe co MawmHu. Cekoral Tpeba Aa ce 3emat npeasung
nponpatHuTe 6onectu u nekosu. NovoMix® 30 H1KOraLL He cmee
[a ce flafe uHTpaBeHcku. Cyyau Ha cpueBa cnaboct 6ea
rpujaBeHu Kora NOrNMTa3oH Gelue KOpUcTeH BO KOMBUHaLMja co
MHCYNWH, 0COBEHO Kaj NaLneHTUTe Co pU3nK hakTopu 3a pa3soj Ha
KapAwjanHa cpuea cnaboct. [LoKonKy ce KOPUCTU OBOj NEK BO
KOMGUHaLmja co NMOrNnTa3oH, NaLueHTUTe Tpeba Aa ce cnefat 3a
3HaLM ¥ CUMMTOMM Ha cpLieBa cnabocT, NopacT Ha TexuHaTa n
efiem. MuornutasoHoT Tpeba fia ce NPEKUHE JOKONKY ce Mojasun

BriOWyBake Ha KBpAMjaJ’IHMTe aMnTOMMWN. BpeMeHOCT n naK'rauuja:

MoCTOM OrpaHNyYeHoO KNMHUYKO UCKYCTBO NMpu GpemeHocT. Hema
orpaHuyyBama Bo yriotpebata npm foere. Cenak Moxe fja Ma
notpeba of Nnpunarofysare Ha fjo3ata Ha NovoMix® 30. Budasex
XyMaH nHcynuH: Kora ce npechpna o 6uchaseH XymaH UHCYNNH Ha
NovoMix® 30 ce 3ano4yHyBa co ucTa go3a u pexum. Ce TUTpUpa
crnopep MHAMBKUAYanHuTe notpebu. MpedpnyBareTo Ha Apyr BUA
1 MapKa MHCynH Tpeba Aa 61ae NoA CTPOr Nekapcku HaA3op.

Hwve Bo HoBo Hopauck ro meHyBame onjabetecor.
Co HalMoT NpurcTan 3a NpoHaofare HOBU
Tepanuu, co HallaTa NocBeTEHOCT Aa paboTume

Y
noTpara rno nekor.
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CMEeLHO U eTUYKN, N CO HallaTa I'IOCTOjaHa

HoBo Hopanck ®apma OOOEN

Xunornukemujata Moxe fa npeTcraByBa
3HayaeH nNpobsieM co XymMaHMOT
NPeMUKCEH UHCYNUH'2

NovoMix® 30

ja 3ronemyBa
posepbaTa BO

O p>KyBakeTo Ha
KOHTpoJaTa

3HaYnTeNHO MOHN30K PU3UNK

o MajopHa* n HOKHa**
XUMOFIKEMMja HaCcmpoTH
XYMaHWOT NPEMUKCEH NHCYNNH?3

CUrHU(UKAHTHO HamaJslyBatbe Ha
HbA;. u PPG npu npedpnysare o
XyMaH MPeMUKCEH NHCYNTNHT4#>

* p<0.05 ** p<0.01 tp<0.001 % p<0.0001

HecakaHu edekTn: Xunornmkemuja e Hajuect HecakaH eekT.
[Lpyru HecakaHw edekTy noBp3aHu co NovoMix® 30: egem,
pedpaKLMOHM aHOMaNMNW 1 TOKasHa XMMNepceH3UTUBHOCT Npu
MOYHYBakbe Ha MHCYNIMHCKA Tepanuja 1 BoobuyaeHo nmaar
TpaH3uUTOpHa npupoga. Jiunoanctpoduja, BAOLWYBakbE Ha
nvjabeTnyHa peTuHonatuja. Petko: bp3oTo nofobpyBatbe Ha
rAMKemMuckaTa KOHTpOa MoxXe fja A0Befie 10 BNOLLYBabe Ha
nepudepHaTa HeBpONaTHja, HO Toa BOOGUYAEHO € peBep3nBUITHO.
MHory peTko: reHepann3MpaHuTe XMNepceH3UTUBHU peakLnm ce
PETKU, HO NOTEHLMjaHO XNBOTO3arpo3yBayku. JIekoT Moxe Aa ce
V3AaBa camo co niekapcku pevenT. Bpoj u aaTym Ha pewueHneTo 3a
CTaBeHe Ha neKoT Bo npomeTt: 15-5178/12 op 30.08.2012. NovoMix®
30 u FlexPen® ce Tproscky MapKku Bo CONCTBEHOCT Ha HoBo
Hoppauck A/C, laHcka. Mpoussoguren: Novo Nordisk A/S, DK-2880
Bagsvaerd. Denmark, Novo Nordisk Production SAS Chartes, France.

Pedepenuyu:

1. Garber AJ et al. Premixed insulin treatment for type 2 diabetes:
analogue or human? Diabetes Obes Metab 2007; 9: 630-639.

2. Davidson JA et al. Risk for nocturnal hypoglycemia with biphasic
insulin aspart 30 compared with biphasic human insulin 30 in adults
with type 2 diabetes mellitus: a meta-analysis. Clin Ther 2009; 31(8):
1641-1651. 3. NovoMix® 30 Summary of Product Characteristics.
4. El Naggar NK et al. Switching from biphasic human insulin 30

to biphasic insulin aspart 30 in type 2 diabetes is associated with
improved glycaemic control and a positive safety profile. Results
from the Achieve study. Diabetes Res Clin Pract 2012; 98: 408-413.
5. Shah S et al. Safety and effectiveness of biphasic insulin aspart
30/70 (NovoMix® 30) when switching from human premix insulin in
patients with type 2 diabetes: subgroup analysis from the 6-month
IMPROVE™ observational study. Int J Clin Pract 2009; 63(4):
574-582.
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Apaau npujamenu u koneau,

Bo ume Ha OpeaHu3zayuoHuom o0db6op co eore-
Mo 3adosoricmeo bu cakana 0a Be nokaHam Oa
ydyecmeysame Ha 4" MakedoHcku EHOOKpUHO-
nowku KoHepec co meryHapodHO y4ecmeo Koj Ke
ce odpxu 00 01-04.10.2014 2o0uHa 6o Oxpud,
MakedoHuja, 80 opeaHu3ayuja Ha Hay4yHomo 30py-
)KeHuUe Ha €eHOOKpuHono3u u OJujabemoro3duHa
MakedoHuja u YHusepsumemckama KnuHuka 3a
eHOOoKpuUHoroeuja, dujabemec u 6ornecmu Ha Mme-
mabornuamom 0d Ckorije, MakedoHuja.

KoHepecom 2o opeaHusupame riocne 6 200uUHU,
8peMeHCKU rnepuod 3a Koj ce cryduja MHO2y Ho8Uu-
Hu 80 obriacma Ha eHOOKpuUHorioaujama u dujabe-
mecom u rnopadu moa 080j HacmaH Moxe 0a ce
cMema KaKo 2jlagéeH HacmaH 80 paseojom u Hao-
epadyearbemo Ha 3Haerama 3a ogaa obracm 60
Hawama 3emja. Bo osaa cmucna, co aHanu3a Ha
docmueHysarama 80 obriacma Ha eHOOKPUHOIO-
eujama 00 nocnedHume 200UHU Ke Moxeme 1ooo-
6po da au pasbepeme oepaHu4ysarama, pusuyu-
me u npedHocmume Ha Hawume OujagHOCMUYKUU
meparnesmcku rpuodu. Nopadu moa, UCKpeHo ce
Hadesam, Oeka 080j KoHepec Ke bude mecmo kade
Ke eu pasmeHume uHghopMmayuume, HogsuHUmMe,
uckycmeama u akmyeriHume ciiydysara Co pas-
HOBPCEH, aKkmyesieH U UHMepPeceH rnpoepam, coc-
mageH 00 Hay4yHUOmM 0060p, KaKo U CO U3BOHPEOHU
npedasayu 00 MakedoHuja u ceemom.

Oxpud, epadom Ha ucmopujama u 6pojHUMe mMaHa-
cmupu, Koreeka Ha rnpasocsiagHama Oyx08HOCM,
HapedeH dywa Ha bankaHom, e cospuieHo Mecmo
3a opeaHu3ayuja Ha KoHepecom u Ke 0803MOXU
cume yyecHuuu Oa ce Yyysacmeysaam Kako doma.

Ce HaOesam Oeka Ke umame 3adoeoricmeo 0a Be
cpemHemMme u rnocakame 0obpedojoe 8o Oxpud, Ok-
mowmsepu 2014 2oduHa.

Mpod. 0-p Tamjana MuneHKkosuk

Dear Friends and colleagues,

On behalf of the Organizing Committee, it is my
great pleasure to invite you to take part in the 4
Macedonian Congress of Endocrinology with in-
ternational participations, that will take place in
Ohrid from the 1st until the 4th of October 2014,
organized by the Scientific Association of Endocri-
nologist and Diabetologists of Macedonia and the
University Clinic of Endocrinology, Diabetes and
Metabolic Disorders in Skopje, Macedonia.

The Congress is being held after a pause of 6
years, a period in which many developments have
taken place in the field of endocrinology and diabe-
tes and that’s why this event can be considered as
a major event in the development and upgrading
of the knowledge in this field in our country. In this
sense, the analysis of the achievements made in
the field of endocrinology in the past years will al-
low us to better understand the limitations, the risks
and the benefits of our diagnostic and therapeutic
approaches. Therefore, | sincerely hope that this
Congress will be a place where we will exchange
information, news, experiences and actual events
in the frames of avarious, current and interesting
program, developed by the Scientific Committee,
as well as the outstanding lecturers from Macedo-
nia and the world.

Ohrid, a city of history and numerous monasteries,
the cradle of the Orthodox spirituality, called the
soul of the Balkans, is the perfect place in which
the Cong ress will take place and will allow the par-
ticipants to feel at home.

| hope to have the pleasure to meet you and wel-
come you in Ohrid in October 2014.

Prof. D-r Tatjana Milenkovic
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KOMWTETW

Mpetceparten Ha KoHrpecort
Mpod. o-p TatjaHa MuneHkoBuMK

FeHeparneH cekpeTtap

Hou. a-p MNpaH MNMeTposcku

Mpetcepaten Ha HayyeH Komutet

Hacn. MNMpod. a-p Cnasuua LWy6ecka Ctpatposa

UneHoBu Ha HayyeH komuTeT

Mpod. o-p Yegomup OumntpoBckm

Mpod. o-p Mun4yo boroes

Mpod. o-p bpaHkuua Kpctescka

Mpod. o-p NpaaHa Nemoscka

Mpod. o-p TatjaHa MuneHkoBuMk

Hacn. Mpod. a-p Cnaeumua Ly6ecka CtpaTtposa
Hacn. MNpod. a-p CHeskaHa MapkoBuk Temenkosa
Hou. ao-p MNopaH MNMeTposcku

UneHoBU Ha opraHu3auuoHeH Komutet
Hou. o-p HeseHa N'yuesa

Mpum. a-p Buktopuja MNepuaH

Acc. a-p Towo lMnatuecku

Acc. g-p Wckpa butoecka Munesa
Acc. o-p VpaH AxveTtn

Acc. p-p Cawa Muwescka JoBaHoOBCKa
O-p KatepnHa AgamoBa

[-p bunjana Togoposa

O-p ApfeHT Myua

OPIrAHN3ATOP NN MECTO HA

OAP>KYBAHE HA KOHIFPECOT

Hay4Ho 3gpyXeHune Ha eHOOoKPUHONo3n 1 Auja-
6etonosu Ha P. MakegoHuja n J3Y KnuHuka 3a
eHJoKpuHornoruja, anjabetec n Gonectn Ha meTa-
oonnamor.

Xoten ,,'paHut* - Oxpupg
Hacenba Ceetn CtedaH, 66
6000 Oxpua

Ten. +389 46 207100

dakc. +398 46 207 141

www.hotelgranit.com.mk
E-mail: reservation@hotelgranit.com.mk

President of the Congress
Prof. D-r Tatjana Milenkovic

Secretary General

Ass. Prof. D-r Goran Petrovski

President of the Science Committee
Ass. Prof. D-r Slavica Subevska Stratrova

Members of the Science Committee

Prof. D-r Cedomir Dimitrovski

Prof. D-r Milco Bogoev

Prof. D-r Brankica Krstevska

Prof. D-r Gordana Pemovska

Prof. D-r Tatjana Milenkovic

Ass. Prof. D-r Slavica Subevska Stratrova
Ass. Prof D-r Snezana Markovic Temelkova
Ass. Prof. D-r Goran Petrovski

Members of the Organizational Committee
Ass. Prof. D-r Nevena Guceva

Prim. D-r Viktoria Percan

Ass. D-r Toso Plasevski

Ass. D-r Iskra Bitovska Mileva

Ass. D-r Irfan Ahmeti

Ass. D-r Sasa Misevska Jovanosvska

D-r Katerina Adamova

D-r BiljanaTodorova

D-r Argent Muca

The Scientific Association of Endocrinologist and
Diabetologists of Macedonia and the University
Clinic of Endocrinology, Diabetes and Metabolic
Disorders in Skopje, Macedonia.

Hotel Granit - Ohrid
Settlement St. Stephen, nn
6000 Ohrid

Tel. +389 46 207100

Fax. +398 46 207 141

www.hotelgranit.com.mk
E-mail: reservation@hotelgranit.com.mk
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M\ABHN TEMW HA KOHITPECOT
+ [Ownjabetec Tun 2
» [wnjabetec tmn 1

* Jlunnuam v TpeTmaH Ha
KapamoBackynapeH punsmk

* MwkpoBackynapHu gnjabeTnyHn KoMnankaLmm
* HoBu npaBum BO TPETMAHOT Ha AnjabetecoT

» [ebGenuHa n TpeTMaH Ha 3rofieMeHa
TerecHa TexuHa

+ XunoTtanamMu4Hu 1 agpeHanHy HapyLlyBama
* Kockn 1 octTeoMunHeparnHu HapyLlyBaha
* PenpoaoykTMBHM eHOOKPMHOSMOLLKM HapyLlyBaka

¢ PasHo

PErNCTPAUVJA N KOTU3ALUWJA

Cwute ydecHMUM noeanHeYHo (QOKTOpK, cneuuja-
NN3aHTU, CTYOEHTU U NPUAPYKHU Nuua) Tpeba ga
ro nononHat oopmMynapoT 3a perucrpaumja koj ce
Haora Ha BeO cTpaHaTa Ha 34pYXEHNETO
(www.endocrinology.org.mk)

Cekoja koMnneTHa perncrpaumja oBO3MOXyBa
nobusane 6ell, matepujanu 3a KoHrpecoT Ha nyn-
TOT 3a perucTpaumja Bo xotenoT panut, Oxpug,
cepTnduKaT Kako 1 NPUCYCTBO Ha CUTE Ccecumn, Ha
CBEYEHOTO OTBapak-e 1 CBEYEHOTO 3aTBOpaH-e.

OTkaxyBaHe Ha permctpaumja € BO3MOXHO 15
AeHa npej oapKyBare Ha KoHrpecoT eguHCTBEHO
aKo NpeaxodHo He e ynnaTeHa KoTusauwmjaTa.

Kotuszaumja 5.000,00 geH (81espo) ao 31.05.2014,
a notoa 7.000,00 geH (114 espa).

HaunH Ha nnakame
» [lynTOT 3a perncrpauuja Bo xotenot "[paHuT -
Oxpug” nnu

* Xnpo c-ka Ha Hay4Ho 3apy>keHue Ha eHOoKpu-
Homo3u 1 anjadetonosn Ha MakegoHuja (oeHap-
cka): 300-0000015516-78 [JenoHeHT Komep-
umnjanHa 6aHka Al- Ckonje

* 2Kupo c-ka Ha Hay4Ho 3apyKeHue Ha eHaoKpu-
HOmo3u n avjabetonosu Ha MakegoHwuja (oesu-
3Ha):

* MMme Ha KopuCHUKOT: HayuHo 3apyXeHue Ha
€HO0KPMHOMOo3n 1 anjabetonoan Ha MakegoHuja
(H3EOM)

Agnpeca: BoghaHcka 6p.17.

BaHka: KomepuujanHa 6aHka ALl Ckonje
SWIFT: KOBSMK2X

IBAN: MK07300701002773682

* Type 2 Diabetes
* Type 1 Diabetes

+ Lipids and cardiovascular
risk management

» Diabetic micro vascular complications

¢ New directions in the treatment and
management of diabetes

* Obesity and weight management

+ Pituitary and adrenal disorders

» Bone and mineral disorders

* Reproductive endocrinology disorders

e Varie

All participants individually (doctors, specialists,
students and accompanying persons) should
complete the registration form located on the
Association’s web site
(www.endocrinology.org.mk).

With each complete registration you will receive
a badge and materials for the Congress at the
Registration Desk in Hotel Granit, Ohrid, also

a Certificate of Participation, and access to the
sessions as well as the opening and closing
ceremony.

Cancellation of the registration is possible 15 days
before the beginning of the Congress only if the
fee has not been already paid.

Fee 5.000,00 den (81€) if paid until 31.05.2014,
after which date the fee is 7.000,00 den (114€)

Payment options:
* On- Line at the Registration Desk in Hotel
Granit, Ohrid, Macedonia

» Deposit towards the Account of the Scientific
Association of Endocrinologists and diabetolo-
gists of Macedonia Beneficiary

* Name: Naucno Zdruzenie na endokrinolozi i
dijabetolozi na RM (NZEDM)
Beneficiary address: Vodnjanska br.17
1000 Skopje, Republic of Macedonia

Beneficiary bank:

Komercijalna Banka AD Skopje
SWIFT: KOBSMK2X

IBAN: MK07300701002773682



ABCTPAKTW

AbcTpakTuTe ke ce goctaByBaat og 01.04.2014
roavHa online Ha Beb cTpaHara:
www.endocrinology.org.mk

KpaeH pok 3a gocTaByBane Ha ABCTpakTuTe e Ao
31.05.2014, co makcumym o 2500 kapakTtepu u
COAPXKMHCKM Aien: BoBe, MaTtepuyjan n metoau, pe-
3ynTaTti K 3akny4doum, Kako n 3-5 kny4Hn 36oposu.

NPE3EHTALUN

Mpe3eHTauMnTe Ke ce peanusupaar npeky onpe-
Ma NnpeTxoAHo NnocTaBeHa Ha cueHorpadvjaTta 3a
KOHIpecoT.

Mpe3eHTepuTe cBOUTE Npe3eHTauun Tpeda aa
rv aoctaeat Ha USB unn CD Bo Power Point
dopmar, co yHuduumnpaHm oHToBu Times new
roman unu Ariel npu coogBeTHaTa nogapLuKka
(MakegoHckKa).

KOHTAKT AAPECA

Mpod. o-p TatjaHa MuneHkoBuKKk
E-mail: milenkovic.tatjana@yahoo.com

KOMEPUWJANAHU NPE3EHTALUUN

MpeTcTaByBake Ha (hapmaLeBCKU KOMNaHUU U
KOMepLuujanHu npe3eHTauum

dapmaLleBckMTE KOMNAHUM U KOMepLUjanHuTe op-
raHu3aumm Moxar ga npucyctyBaaTt Ha KoHrpe-
COT CO Npeaxo4HO JoCTaBeHa NMCMeHa noTepaa
00 opraHn3aTopoT Ha KoHrpecor.
MoxHOCTK 3a y4ecTBO ce:

* i3HajMyBar-€e Ha NpOCTOp 3a LWTaHg

» CaTenuTckm CMMNo3nym

» ObGjaBa Ha peknamHa nopaka Bo

AGCTpaKT KHUra

TEXHNYKA PEAASAUNIA

HA KOHIMPECOT

30-NMpoekT ctyamno AOO, Ckonje
T.U. BesepnuXwunc, kat 3, nokan 12
1000 Ckonje

Ten. 02 3225 202, dakc. 02 3225 204
E-mail: office@3dstudio.com.mk

Abstracts can be submitted online from
01.04.2014 on the website:
www.endocrinology.org.mk

The deadline for submission of the abstracts is
05.31.2014, up to 2500 characters max. and
content: introduction, materials and methods,
results and conclusions, as well as 3-5 keywords.

For the demonstration of the presentations,
presenters will have at disposition the equipment
provided at the congress halls.

Presenters should submit their presentations,
written in Times New Roman or Ariel, on a CD or
on an USB in Power Point format.

Prof. d-r Tatjana Milenkovic
E-mail: milenkovic.tatjana@yahoo.com

Presentation of pharmaceutical companies
and commercial presentations

Pharmaceutical companies and organizations may
attend the Congress only by previously submitting
a written confirmation/request to the organizers of
the Congress.
Opportunities for parti-cipations are:

» Rental of a stand space

« Satellite symposium

* Announcement of the advertising mes-sage

in the abstract book

3D-Project studio DOO, Skopje

T.C. Beverly Hills, floor 3, local 12

1000 Skopje

Tel. +389 2 3225 202, Fax. +389 2 3225 204
E-mail: office@3dstudio.com.mk
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About Macedonia

The Republic of Macedonia is a small country situa-
ted in the southern part of Balkan Peninsula. It's a
natural bridge between east and west, north and
south.

The population is 2.1 million inhabitants, where ma-
jority of the population is the Macedonians, while the
most numerous among the minorities are the Alba-
nians, Turks and Serbs.

The Republic of Macedonia abounds in the natural
beauties and rarities. Many have named it “The Pearl
of the Balkans”. The numerous mountains, forests,
rivers and lakes present a great tourist attraction.
The country is reach in water resources. That is why
it is often called “The Land of Lakes” because of the
many tectonic, glacial and man-made lakes. There
are about fifty large and small lakes, the most signifi-
cant ones: The lakes of Ohrid, Prespa and Doyran.
The rivers form three basins, the largest one - the
Vardar River.

The high mountains present its impressive, spec-
tacular landscapes. Because of the great variety of
plant and animal species, some areas in the moun-
tains have been proclaimed national parks: Mavrovo,
Pelister and Galitchica.

There are various climatic zones in the country, tem-
perately Mediterranean in the south (with warm sum-
mers and mild winters), and moderately continental
in the north with more marked seasonal extremes.
The main administrative center of the country is Sko-
pje, with a population of more than 541.000 inhabit-
ants. It's a place where many roads and civilizations
have met and mingled. Other larger towns are: Bi-
tola, Prilep, Kumanovo, Tetovo, Ohrid.

About Ohrid

The Ohrid saga is a millennium long saga. Within the
very heart of the present city of Ohrid, the antique
city of Lichnid lies, significant and rich, as is its suc-
cessor. The metamorphoses of the antique Lichnid
into medieval Ohrid lasted for several centuries (VI-
IX), thus being created one of the most significant
medieval cities on the Balkan. Through the pages
of the Ohrid saga we will find the memories of the
birth of the Slavic literacy and culture in the works of
St. Clement and St. Naum, students of Thessaloniki
brothers Sts. Cyril and Metodij. St. Clement is wor-
shiped as a patron of the city, and his three-decade
work in the city (886-916) initiated the foundation of
the Clement Slavic University. The Ohrid saga cher-
ries the memories of the Samuel Empire as its capi-
tol at the beginning of the Xl century. It nourishes the
testimonies of the Ohrid Archibishopry - a significant
church organization, which pedestal was shared by
influential philosophers, writers and theologians. Its
worthy successor is the present Macedonian Ortho-
dox Church. The Ohrid saga was composed by the
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i” in Ohrid

Ohrid Lake

4-"MAKEJOHCKWN KOHI'PEC MO EHAOKPUHONOTNJA, ANJABETEC U
METABOJINYKN HAPYLLIYBAHA CO MEI'YHAPOJHO YYECTBO
01.10.2014 - 04.10. 2014 OXPUJ, P. MAKEJJOHNJA
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stormy pages of the past, and the testimonies for
some of them have reached the present days; the
Monastery of St. Clement - St. Pantelejmon, the
Monastery of St. Naum, the cathedral church of St.
Sophia, the church of St. Clement, the church of
St. John the Baptist, as many other pieces of art:
frescoes, icons, manuscripts, all of them woven in
the City of UNESCO - Ohrid.

How to come to Macedonia

By air: Through two international airports - Skopje
and Ohrid.

By road: The road communication makes the main
transport network. The main international highway
the E-75 crosses the country. Network of well main-
tained roads links its towns and its popular tourist
areas. Direct bus services are also available.

By rail: The Republic of Macedonia is linked up
with European countries by a railway line, which
crosses the country (from Serbia to Greek Border).

Passorts and visas

All visitors require a valid passport. Citizens of
European Union countries do not need a visa.

Weather

Macedonia and Ohrid has climate with some Medi-
terranean influence, due to this, the temerature is
comfortably warm. October is an excellent time to
visit, with sun and possible rains. Average tempera-
ture in September-October is from 17C to 23C, but
a sweater may be needed in the evenings.

Currency

Macedonian unit of currency is denar (1 Euro=61
Denars, 1US Dollar=50 Denars). Currency ex-
change offices are widely located trough country.
All major credit cards are accepted.

Tzar Samoil Fortress

4-"MACEDONIAN CONGRESS ON ENDOCRINOLOGY DIABETES &
METABOLIC DISORDERS WITH INTERNATIONAL PARTICIPATION
01.10.2014 - 04.10. 2014 OHRID, R. MACEDONIA
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KINMUHNKA 3A EHOOKPUHOJIOMJA, ANJABETEC U

METABOJIMYKU HAPYLLYBAA, MEAULIMHCKWN ®AKYNTET

YHUBEP3UTET "CB. KWPUJ1 U METOAUJ” - CKOMNJE

HAYYHO 3PY>XEHMUE HA EHOOKPUHOJIO3U U
OWJABETOJI03U HA PEMYBJIMKA MAKEQOHUJA

A

CLINIC OF ENDOCRINOLOGY, DIABETES AND
METABOLIC DISORDERS, MEDICAL FACULTY,
UNIVERSITY “SS. CYRIL AND METHODIUS”- SKOPJE

SCIENTIFIC ASSOCIATION OF ENDOCRINOLOGISTS AND
DIABETOLOGISTS OF REPUBLIC OF MACEDONIA

NMPOTPAMA

4™ MAKEOOHCKM KOHIPEC MO EHOOKPMHOJIOTMIA, onjabetec u metabonmuku HapyLUlyBarba

CO MeryHapogHO y4ecTBO

PROGRAM

4-h MACEDONIAN CONGRESS ON ENDOCRINOLOGY, diabetes & metabolic disorders

with international participation

01-04 oktomepu 2014 rogmna,

Xoten lpanut, Oxpup, MakepoHuja

October 01- 04,2014
Hotel Granit, Ohrid, Macedonia

Q

. ®
novo nordisk

TeHepaneH CNoH30p:

HoBo Hopgauck ®apma [Jooen, Ckonje
General Sponsor:

Novo Nordisk Farma Dooel, Skopje



[MPOIrPAMA

18:30-19:30 MneHapHo npepaBatbe Shaukat Sadikot (MHguja)
19:30-20:30 CBeyeHO oTBOpaHe
20:30 KokTen
07:00-08:30 [opyuek
08:30-09:30 Hosu TpeTMaHM Ha AnjabeTecoT (Cecuja 1)
Mopgepatopu: H. NNanuk (Cp6uja), C. Jenuk (Cpbuja)
MogepeH TpaTMaH Ha aujabeTecoT Roger Mazze (AMepuka)
BakTepUCcKM MHTeCTUHaNeH reHoM 1 aujabeTtec Munyo boroes (MakenoHuja)
Enykaumjata Bo MakegoHuja TaTjaHa MuneHkoBuK (MakegoHwuja)
09:30-10:30  Tun 1 gujabetec n TexHonoruja (Cecumja 2)
Mogaepartopu: T. MuneHkosuk (Makeg,), K. Tanuk (Cp6uja)
Tepanuja co MHCYIMHCKM NyMnAn Ohad Cohen (M3paen)
AMOYNATOPHU IUKO3HM NpoduIn Roger Mazze (AmepwKa)
15 roguHu nymnu u ceH3opu Bo MakeaoHuja lfopaH MeTpoBcku (MakenoHuja)
10:30-11:00 Kade naysa
11:00-12:00 [ujabeTec M KapAHOBaCKyNlapeH pU3NK (Cecmja 3)
Mopgepatopu: Roger Mazze (AMepuka), b. KpcreBcka (Makep,.)
YnoraTta Ha MHCYNIMHCKaTa pe3ncTeHumMja Kaj
TMN 2 amMjabeTec M MO30YHM HapyLlyBaka Heb6ojwa Nanuk (Cpbuja)
KappauoBackynapeH acnekr Ha aunjabeTtecoT KaTapuHa lanuk (Cpbuja)
MoBKCcoOK oncepBUpaH OTKONKY NpeaBUAeH
pU3KMK 3a KOPOHapHa apTepucka bonecT Kaj
MaKe[OHCKM NaumneHTu co gujabetec Tmn 2 Meuua CMokoBckM (MakenoHwuja)
12:00-13:00 Hoso Hopauck (CaTenurcku cumnosunym 1)
13:00-14:30 Pyuek
14:30-15:30 CaHochu (CaTenurcku cumnosuym 2)
15:30-16:00 Kadpe naysa
16:00-17:00 AnjabeTtec u KoMnauKauuu (Cecuja 4)
Mopgepatopu: T. Oywek (XpBaTtcka), I'. MeTpoBcku (Makeps.)
[OnjabetnuHa peTnHonaTuja HeBeHa J1labaH NyyeBa (MakepnoHwuja)
[njabeTtec n ocTeonoposa KaTtepuHa AgamoBa (MakegoHuja)
[OnjabeTtec u KoMNIMKaLmm BumbaHa Togoposa (MakenoHuja)
Hekou reHeTcKM NpUUMHK 3@ MalKKU UHpepTunuteTr  Topop Mnaweckn (MakenoHwuja)
17:00-18:00 Enu-Nlunu (CaTenutcku cumnosuym 3)
20:30- Beuepa
07:00-08:30 Hopyuek
08:30-10:00 Ocrteonopo3a u MeTabonusam (Cecmuja 5)

Mopepatopu:

TpabekynapeH kockeH ckop (TBS) n FRAX:
npujatenu unu HenpujaTenm?
OcTeonoposa Kaj Maxku

KockeHn Mapkepwu Bo aMjarHosa 1 TpeTMaH
Kaj mocTMeHoMay3asHu XeHun
OuvcnunupoemMuja u MeHonaysa

M. Boroes, U. AxmeTu (MakepoHuja)

Didier Hans (LLBajuapuja)
CHexxaHa MapkoBuk TemenkoBa (MakefoHwja)

Cnasuua LLly6ecka CtpaTtposa (MakegoHuja)
Mckpa butoscka (MakenoHuja)
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10:00-11:00

TupoupaHu HapywyBaka

70 rooyHM Ha NPMMEHaTa Ha PaZnojo, Bo Tepanuja Ha
XUnepTmpeosn: 6e3beaHo A0 BUCOKO edrKaceH TpeTMaH
FNA Kaj TupongHu Hogynm

BanjaHue Ha TMPOUAEH aBTOMMYHUTET U
aHTMdochonnNnaeH cMHAPOM Ha bpemeHocCT

(Cecuja 6)

[JaHuena Mon lopuesa (MakegoHwja)
NpdaH AxmeTn (MakegoHuja)

CseTnaHa Jenuk (Cpbuja)

11:00-11:30 Kadbe naysa
11:30-12:15 Ankanoupg (CaTtenurcku cumnosuym 4)
12:15-13:30 AppeHanHu xnesau, MalKu U JKEHCKHU
roHafasiH4 HapyllyBatba (Cecuja 7)
Mopepatopu: A.Munuk (Cpbuja), U. Butocka (MakepoHuja)
KywwuHroea 6onect, HoBM cornefyBatrba TuHa Oywek (XpBaTcka)
PCO opn oBapuyM Ao naHKpeac BpaHkunua Kpctescka (MakegoHuja)
MHpeKkc Ha MHcynuHCKa pesucteHumja kaj PCO Cawa Muwescka JoBaHoBcka (MakegoHuja)
13:30-15:00 Pyuek
15:00-15:45 Mnuea (CaTenurcku cumnosuym 5)
15:45-16:30 [le6enuHa u NnuTyUTapHa Xnesga (Cecuja 8)
MopepaTtopu: C. Llly6ecka CtpaTpoBa, C. Mapkosuk TeMenkoBa (Makep,.)
HoBwu corneayBatba BO TpeTMaHoOT Ha AebennHata  [paraH Muumk (Cpbuja)
Mpepm3BuLM BO TPETMAHOT Ha akpomerasauvjaTta foppaHa MNemoscka (MakegoHuja)
16:30-17:00 Kadbe naysa
17:00-17:45 MSD (CaTtenuTtcku cumnosuym 6)
17:45-18:45 MeauumHckmnTe cecTpu u aujabeTtecoT
20:30- 3aBpluHa 3abaBa
07:00-08:30 LDopyuek
08:30- 3aMuHyBake
10:30-11:00 KyLWMHr-HOBUHM BpaHkuua Kpctescka (MakegoHuja)
15:30-16:00 AkpoMeranuja lopaaHa MNMemoscka (MakegoHuja)
18:15-18:45 Bbopb6a 3a ctananarta UpdaH AxmeTtun (MakenoHmja)
11:00-11:30 Nedunumt Ha XOpMOH Ha pacT U NpPeMUH lopaH MeTposcku (MakemoHuja)
16:30-17:00 MOHWHa Ha TpeTMaHoOT 3a aunjabeTecoT TaTjaHa MuneHkoBuK (MakenoHuja)




FINAL PROGRAM

18:30-19:30 Plenary lecture Shaukat Sadikot (India)
19.30-20.30 Opening Ceremony
20.30 Cocktail
07.00-08.30 Breakfast
08:30-09:30 New treatments in diabetes (Session 1)
Chairmen: N. Lalic, S. Jelic (Serbia)
Modern treatment of diabetes Roger Mazze (USA)
Bacterial intestinal genome and diabetes Milco Bogoev (Macedonia)
Education in Macedonia Tatjana Milenkovic (Macedonia)
09:30-10:30 Type 1 diabetes and technology (Session 2)
Chairman: T. Milenkovic (Macedonia), K. Lalic (Serbia)
Insulin pump therapy Ohad Cohen (lIsrael)
Ambulatory glucose profile Roger Mazze (USA)
15 years of pumps and sensors in Macedonia Goran Petrovski (Macedonia)
10:30-11:00 Coffee Break
11:00-12:00 Diabetes and cardiovascular risk (Session 3)
Chairmen: Roger Mazze(America),B.Krstevska (Maced.)
Role of insulin resistance in type 2 diabetes and brain disorders Nebojsha Lalic (Serbia)
Cardiovascular aspect of diabetes Katarina Lalic (Serbia)
Higher observed than predicted risk for coronary
artery disease in Macedonian type 2 diabetes patients  Ivica Smokovski (Macedonia)
12:00-13:00 Novo Nordisk (Satellite symposium 1)
13:00-14:30 Lunch
14:30-15:30 Sanofi (Satellite symposium 2)
15:30-16:00 Coffee Break
16:00-17:00 Diabetes and complications (session 4)
Chairman: T. Dusek (Croatia), G. Petrovski (Maced.)
Diabetic retinopathy Nevena Guceva (Macedonia)
Diabetes and osteoporosis Katerina Adamova (Macedonia)
Diabetes and complications BiljanaTodorova (Macedonia)
Some genetic reasons for male infertility Todor Plaseski (Macedonia)
17:00-18:00 Elly Lilly (Satellite symposium 3)
20:30 - Dinner
07.00-08.30 Breakfast
08:30-10:00 Osteoporosis and metabolism (Session5)

Chairmen:
Trabecular Bone Score (TBS) and FRAX:
Friends or Enemies?

M. Bogoev, |. Ahmeti (Macedonia)

Didier Hans (Switzerland)


ser
Highlight

ser
Highlight


Osteoporis in male

Bone markers in diagnosis and treatment in

postmenopausal women
Dyslipidemia and menopause

Snezana Markovic (Macedonia)

Slavica Subeska (Macedonia)
Iskra Bitovska (Macedonia)

10:00-11:00 Thyroid disorders (Session 6)
Chairmen: G.Pemovska, S. J. Mishevska (Macedonia)
70 years after the implantation of radioiodine therapy
in the treatment of hyperthyreosis: safely to
high-efficacy treatment Pop Gjorcheva Daniela (Macedonia)
FNA in thyroid nodules Irfan Ahmeti (Macedonia)
Thyroid autoimmunity and antiphosholipid
syndrome on pregnancy outcome Svetlana Jelic (Serbia)
11:00-11:30 Coffee Break
11:30-12:15 Alkaloid (Satellite symposium 4)
12:15-13:30 Adrenal, male and female disorders (Session 7)
Chairmen: D. Micic (Serbia), I. Bitoska (Macedonia)
Cushing disease, new insights Tina Dusek (Croatia)
PCO from ovary to pancreas Brankica Krstevska (Macedonia)
Index of insulin resistance in PCO Sasa Misevska Jovanovska (Macedonia)
13:30-15:00 Lunch
15:00-15:45 Pliva (Satellite symposium 5)
15:45-16:30 Obesity and pituitary (Session 8)
Chairmen: S. Shubeska Stratrova, S. Markovic Temelkova (Macedonia)
New insight in obesity treatment Dragan Micic (Serbia)
Challenges in acromegaly treatment Gordana Pemovska (Macedonia)
TBA
16:30-17:00 Coffee Break
17:00-17:45 MSD (Satellite symposium 6)
17:45-18:45 Nurses in diabetes
20:30- Farewell party
07.00-08.30 Breakfast
08:30- Departure
10:30-11:00 Cushing Brankica Krstevska (Macedonia)
15:30-16:00 Acromegaly Gordana Pemovska (Macedonia)
18:15-18:45 Fight for foot Irfan Ahmeti (Macedonia)
11:00-11:30 Transition and growth hormone deficiency Goran Petrovski (Macedonia)
16:30-17:00 Future in diabetes treatment TatjanaMilenkovic (Macedonia)
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OneTouch’ SelectMini”

WM nomara Ha nuuaTa co gujabetec Aa
TecTupaar Kora u aa Tpeba, kage u ga ce'?

90% op KopUCHMLMTE Ce corniacyBaaT co Toa AeKa MepayoT e
COBpLUEH 33 ANCKPETHO TecTUpame, BO M HaABOp oA AOMOT™

TecTupatrba co caMo efieH Kop,
[uckpeTeH, MopepeH gu3ajH*
Bp3 1 neceH 3a TecTupare - caMo BMeTHeTe ja NieHTaTa

1. luzajHot Ha MepayoT OneTouch® SelectMini® e ucT kako oHoj Ha OneTouch® UltraEasy®.

2. Bo uctpaxysatbe of 2009 roguna, 93% o 200 kopucHuum Ha OneTouch® UltraEasy® ce cornacuja geka
TOj Mepay MM NoMOorHan fa TecTMpaaT cekorall Kora UM Tpebano, kage 1 aa bune.

3. Bo uctpaxysare of 2009 roguna, 90% op 200 kopucHuum Ha OneTouch® UltraMini™ ce cornacuja geka
TOj Mepay e COBpLUEH 33 AUCKPETHO TECTUPaHLE, KaKo BO [LOMOT, Taka U HaAABOP 0f, HEro.

4. [lnzajHot Ha MepayoT OneTouch® SelectMini® e nct kako oHoj Ha OneTouch® UltraMini™. Bo uctpaxysarse
oA 2004 roguHa, KopucHUuym Ha MepadoT OneTouch® UltraMini™ ro oueHuja co 8,3 og MoxxHu 10 noeHu Bo
OfHOC Ha Toa ,Janu e guckpeteH” v co 8,9 og MoxHu 10 noeHn Bo ofjHOC Ha Toa fanu ,M3rnefa MogepHo".

© LifeScan, Division of Cilag GmbH International 2014. EM/OSM/0114/0001

OsnacrteH guctpubytep: YHusep3an Komepy Meguka
ten. 02/ 30 93 284, unikmedika@t-home.mk




KIMMHUKA 3A EHOOKPUHOJIOTUJA, ANJABETEC U
METABOJIMYKUN HAPYLLUYBAHA, MEAULIMHCKU ®AKYNTET
YHUBEP3UTET "CB. KUPU1 U METOAUJ” - CKOMJE

HAYYHO 3PY)XXEHME HA EHAOKPUHONO3U U
OWJABETOJIO3U HA PENYBJ/IMKA MAKEAOHUJA

0

CLINIC OF ENDOCRINOLOGY, DIABETES AND
METABOLIC DISORDERS, MEDICAL FACULTY,
UNIVERSITY “SS. CYRIL AND METHODIUS”- SKOPJE

SCIENTIFIC ASSOCIATION OF ENDOCRINOLOGISTS AND
DIABETOLOGISTS OF REPUBLIC OF MACEDONIA

KHUI A Ha ABCTPAKTMH

4™ MAKELOOHCKM KOHIPEC MO EHOOKPHMHOJIOIMMIA, anjabetec u metabonmukm HapyLuyBarba

CO MefyHapOJHO y4ecTBO

ABSTRACT BOOK

4t MACEDONIAN CONGRESS ON ENDOCRINOLOGY, diabetes & metabolic disorders

with international participation

01-04 oktomspu 2014 rogmHa,

Xoren panut, Oxpua, MakegoHuja

October 01- 04,2014
Hotel Granit, Ohrid, Macedonia
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AOWJABETEC MEJNTUTYC U OCTEONMOPO3A

KatepuHa AgamoBa

YHusep3aumemcka KnuHuUka 3a eHOOKpuHosioauja,
dujabemec u bonecmu Ha Mmemabosnuamom,
Ckorije, MakeOoHuja

OwnjabeTec menuTyc u pakTypuTe ce ABe Coc-
TOjOM KOM BrnMjaaT Ha ronem Jern of Bo3pacHara
nonynaumja. Hekou ctyoum ykaxyBaaT Aeka auvja-
BeTecoT caMm no cebe e NoBp3aH CO 3rofieMeH pu-
31K Ha (ppakTypa Ha KOMKOT, AOAEKA APYTU YKaXYy-
BaaT Ha Toa [eKa HamareHarta KOCKeHa cura Kaj
AvjabeTecoT MOXe Oa NpuaoHecyBa 3a PU3MKOT
o dpaktypu. dnjabetecoT TMn 1 € acoumpaH co
HamareHa KockeHa MuHepanHa ryctnHa (BMD), Ho
of apyra cTpaHa aujabetecoT Tvn 2 e acouupaH
co nokavyeHa BMD. W kaj gBata Tuna Ha anjabe-
Tec kockaTa m3rnega e nokpwnuea 3a ogpegeHa
KockeHa ryctmHa. OBOj mapagokC Ha 3rornemeHa
BMD, Ho 3ronemeH pusuk og dopakTypu kaj anjabe-
Tec TMn 2 Moxe Aa ce objacHM co kombuHaumja Ha
noBeKe 4YecTu NagoBu, capKkoneHuja n nocnab kea-
nnTeT Ha kockuTe. [lnjabeTecoT MoXe fa Brivjae Ha
KOCkuTe npeky gebenvHa, NpoMeHu BO HMBOATa Ha
WHCYNVH, HamaneHa bybpexHa dyHKUMja, MUKPO-
aHruonaTuja u BocnaneHuja. Hekon nctpaxysara
yKaXKyBaaT Jeka M COOABETHAaTa CynctuTyumja co
BUTamuH [1 ro HamarnyBsa pu3uKOT of NagoBu, a co
Toa u ofg dpaktypu. NoTpebHO e moHaTamoLLHO
UCTpaxyBare 3a fa ce pasbepe Ha KOj Ha4MH 1
npeky Kou MexaHn3aMu gujabetecoT Bnujae Ha KBa-
NUTETOT Ha KOCKWTE, CO LUTO ke ce nogobpu npe-
BeHUMjaTa of (ppakTypu Kaj noctapute BO3pacHU
nvua co gujabetec.

DIABETES AND OSTEOPOROSIS

Katerina Adamova
University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Diabetes mellitus and fractures are two condi-
tions that affect a large proportion of the adult pop-
ulation. Some studies suggest that diabetes itself is
associated with increased risk of hip fracture, while
others suggest that the reduced bone strength in
diabetes may contribute to the risk of fractures. Di-
abetes type 1 is associated with reduced bone min-
eral density (BMD), but on the other hand type 2
diabetes is associated with increased BMD. In both
types of diabetes seems that bone is more frag-
ile for a specific bone density. This paradox of in-
creased BMD, but an increased risk of fractures in
type 2 diabetes can be explained by a combination
of more frequent falls, sarkopenia and poor quality
bone. Diabetes can affect bone through thickness,

changes in insulin levels, reduced renal function,
inflammation and microangiopathy. Some studies
indicate that the appropriate substitution with vita-
min D reduces the risk of falls and thus fractures.
Further research is needed to understand how and
through which mechanisms diabetes affects bone
quality, which will improve the prevention of frac-
tures in older adults with diabetes.

aAncnmnMogeEMnMJA U MEHOTMAY3A

Uckpa Butocka

YHugep3umemcka KrnuHuUKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabonusmom,
Ckonje, MakedoHuja

BoBea: wmeHonaysata € npupodeH npoLec,
HO MO MeHonaysata MopOMAUTETOT U MopTanu-
TETOT oA KapguosackynapHu 6onectn (KBB) e
3ronemeH. Ce cMeTa geka rMaBHU MPUYUHUTENN
3a oBaa cocTojba ce HeaoCTaTOKOT Ha ecTpore-
HW, ePEeKTOT Ha CTapeerEeTo, 3rofieMyBarETO Ha
TenecHata TeXuHa, aHgpougHa auctpubyuuja
Ha MacHOTO TKMBO M gucnuvnugemwujata. Kaj no-
CTMeHOoMNay3anH1UTe >XEHW MOCTOM Taroxewe Ha
MacHOTO TKMBO BO abgomuHanHarta peruwja, koja
Boau go Hu3ok HDL xonectepon u nokadveH LDL.
Llen Ha uctpaxyBareTo € Aa ce yBuaaT nunuagHnTe
abHOPMarnHoCTK Kaj MOCTMEHOMAY3arHUTE XEHU U
Aa ce cnopeav NMNUAHUOT nNpodoumn Kaj npe 1 noct-
MeHoMay3arHu XXeHW.

MaTtepumjan n metoau: bea esanyupanu 20 npe-
MeHonay3anHu u 40 noctmeHonaysanHu xeHu. Kaj
cuTe Belle HanpaBeH NUNuaeH Npodun co cnegHu-
BE MapaMeTpu: BKYNeH XonecTepon, Tpurnuuepuan,
HDL v LDL xonectepon, anonunonpoTtenH A1, ano-
nunonpotenH b (Apo B) n ogHocot Ano B/AnoA1.

Pesyntatu: Ce npoHajoe CTaTUCTUYKU CUr-
HUUKAHTHA pasnunka Kaj BKYMHUOT XOrecTeporn
(p=0,000067), kako u kaj LDL-c (p=0,00015) u
ApoB (p=0,020) nomery npemeHonaysanHuTe u
NMoCcTMeHoNay3anHnTe XeHu, Aodeka Kaj Tpurmu-
uepnagute (p=0,067), HDL-c (p=0,615), ApoA1
(p=0,184) n nponopumnjata ApoB/A1 (p=0,061) He
Cce yCTaHOBW CTaTMUCTUYKA CUrHUUKAHTHOCT Mo-
mery OBeTe rpynu.

3aknyuyok: [llocTojaTt OpojHM pasnuku Mnomery
MraguTe U CTapuTe >XeHW U nomery mMaxute u
XXEeHUTe BO MOrNnea Ha kapauoBacKynapHaTta nato-
norvja v HejsnHaTa MHUMAEHUa U NpesaneHua Bo
TEKOT Ha XXUBOTHMTE Uumknycn. HWBOTO Ha nunonpo-
TEWHW U HUBHMTE (bpaKLMmn urpaaTt ronema ynora Bo
pu3smkoT 3a KBB. /cTo Taka ronemo n KOMMeKCcHo €
BMWjaHNMETO Ha XOPMOHAITHUTE NMPOMEHM BO TEKOT
Ha >XMBOTOT Kaj XeHuTte. [loceraliHuTe CO3HaHuja
cyrepvpaat Tepanuja co ctaTuHu koja bu 6una og
KOpUCT BO HamanyBawe Ha pu3ankoT oa KBE. Ce-



nak, ce cmeTa aeka gobap Aen of XeHuTe oCTaHy-
BaaT Hea[eKBaTHO TPETUPaHM U NoBeke nogaToum
ce notpebHu 3a Aa ce AeTepMUHMpa onTUManHa
npeseHuUa 1 TpetMmaH Ha KBbB kaj noctmeHonaysan-
HUTE XEHMW.

Kny4yHu 36opoBu: mMeHonaysa, nunugeH npo-
dun, guenunmngemunja, KBb

DYSLIPIDEMA AND MENOPAUSE

Iskra Bitoska
University Clinic of Endocrinology, Diabetes and
Metabolic Disorders, Skopje, Macedonia

Introduction: Menopause is a natural process.
After menopause the morbidity and mortality from
cardiovascular disease (CVD) are increased. Lack
of oestrogen protection, aging effect, increased
body weight, android pattern of body fat distribu-
tion and dyslipidemia seems to be the major cause.
In post menopausal women, there is an increased
tendency for body fat deposition in the abdominal
region that leads to low HDL and increased LDL.
The aim of thy study is to document the serum li-
pid abnormality in postmenopausal women and to
compare the lipid status between premenopausal
and postmenopausal women.

Material and methods: A group of 60 female
patients was evaluated: 20 premenopausal and 40
postmenopausal women. Assessment of lipid levels
was conducted using the following variables: total
serum holesterol levels, HDL holesterol, LDL holes-
terol, triglycerides (TG), Apolipoprotein A1 (ApoA1),
Apolipoprotein B (Apo B) and the ratio ApoB/ApoA1.
Results: There was a significant difference in total
holesterol levels ( p=0,000067), as well as in LDL-
¢ (p=0,00015) and ApoB (p=0,020) among healthy
premenopausal and postmenopausal women, and
there was no statistically significance in TG level
(p=0,067), HDL-c (p=0,615) and ApoA1 (p=0,184).
Similar results were observed for ApoB/A1 ratio
(p=0,061).

Conclusion: Numerous differences exist be-
tween younger and older women and between
women and men with respect to the pathology of
CVD and its incidence and prevalence over the
life cycle. Differences in lipoprotein levels and lipid
fractions play an important role in CVD risk. Hormo-
nal influences on lipoprotein levels in women are
complex, change throughout the life span. Avail-
able evidence suggests that lipid-lowering therapy
with statins does provide benefit in reducing the
risk of coronary events in women; however, women
remain undertreated, and more data are needed to
determine optimal cardiovascular prevention and
treatment in this population.

Key words: menopause, lipid profile, dyslipi-
demia, CVD
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INSULIN PUMP THERAPY AS TREATMENT
OPTION FOR DIABETES

Ohad Cohen, Israel

With the advent of continuous subcutaneous in-
sulin infusion (CSII) therapy and the findings of the
Diabetes Control and Complications Trial (DCCT)
the management of type 1 diabetes has changed
drastically. Over the past 30 years since its devel-
opment, the effectiveness of CSIl as compared to
other modes of intensive treatment has been as-
sessed. Additionally, improvements in pump deliv-
ery systems have been made. Herein the findings
of the studies on pump therapy will be reviewed.
Selection criteria of patients for pump use and how
to initiate pump therapy will be presented. Finally,
newer findings on continuous glucose sensors will
be discussed as the next era of pump therapy con-
tinues to focus on the goal of developing an artifi-
cial pancreas.

Keywords: Type 1 Diabetes, Continuous Sub-
cutaneous Insulin Infusion, insulin pumps, multiple
daily injections

TRABECULAR BONE SCORE (TBS) AND
FRAX: FRIENDS OR ENEMIES?

Didier Hans

Center of Bone diseases, Bone and Joint
Department, Lausanne University Hospital,
Lausanne Switzerland

Researchers and clinicians continue to strive to
find ways to better prevent the estimated nine mil-
lion osteoporosis fractures that occur worldwide
each year. Early accurate estimation of fracture
risk, with indicated treatment initiated promptly,
seems to be the best way to reduce these num-
bers and associated personal and societal costs.
The problem has been that current guidelines,
even combining WHO guidelines for risk classifica-
tion using DXA-obtained BMD measurements and
the more-recently-developed WHO FRAX tool, re-
main suboptimal. It is irrefutable that altered bone
micro-architecture plays a role in the risk of fragility
fractures and is a clinically meaningful component
of primary and secondary osteoporosis. In recent
years, a large number of studies have demonstrat-
ed that assessing bone micro-architecture through
a novel gray-scale measurement called the TBS
not only predicts current and future fragility frac-
tures in osteoporosis, but also is of value above
and beyond the role of BMD and clinical risk fac-
tors (CRF) in fracture detection and prediction, and
in the monitoring of bone health and response to
treatment over time.



The FRAX® is a diagnostic tool that is used to
evaluate a person’s 10-year probability of a bone
fracture. It was developed by the WHO Collaborat-
ing Centre for Metabolic Bone Diseases at Shef-
field University. The FRAX integrates CRF and
BMD at the femoral neck to calculate the 10-year
probabilities of both a hip fracture and any ma-
jor osteoporotic fracture (i.e., involving the spine,
forearm, hip or shoulder). Leslie et al.(1) assessed
whether TBS provides information on MOF prob-
ability beyond that provided by the FRAX variables
in 33,352 women aged 40-100 years (mean 63
years) with baseline DXA measurements of lumbar
spine TBS and femoral neck BMD. During mean
4.7 years, 1872 sustained one or more MOF. For
each standard deviation reduction in TBS, there
was a 36% increase in MOF risk (HR 1.36, 95%
Cl 1.30-1.42, p<0.001). When adjusted for signifi-
cant clinical risk factors and femoral neck BMD,
lumbar spine TBS was still a significant predictor
of MOF (HR 1.18, 95% CI 1.12—1.23). Models for
estimating MOF probability, accounting for compet-
ing mortality, showed that low TBS (10th percentile)
increased risk 1.5-1.6 fold compared with high TBS
(90th percentile) across a broad range of ages and
femoral neck T-scores.

In conclusion, lumbar spine TBS is able to pre-
dict incident MOF and hip fractures independent of
FRAX clinical risk factors and femoral neck BMD
even after accounting for the increased death haz-
ard. Such results would have to be cross-validated
in other cohorts. As such, | will share preliminary
results from an ongoing worldwide individual level
meta-analysis validating results from the Manitoba
cohort. Based on these FRAX adjustment by TBS,
| will also present some clinical cases where such
simple TBS integration into the FRAX 10-year frac-
ture risk-probability can make a difference for bet-
ter patient management.

TBS awaits official guidelines and endorsements
from medical societies. Nonetheless, the TBS al-
ready has been empirically demonstrated to have
value as an additional major clinical risk factor that
could easily be integrated into current medical
guidelines, especially when used alongside BMD
and the FRAX tool.

IMPACT OF THYROID AUTOIMMUNITY
AND ANTIPHOSPHOLIPID SYNDROME ON
PREGNANCY OUTCOME

Svetlana Jelié¢
University Clinical Center BeZanijska kosa,
Department of Endocrinology, Serbia

Introduction: Thyroid autoimmunity (AIT) and an-
tiphospholipid syndrome (APS) are among those
few treatable causes of pregnancy loss. The aim

of this presentation is to give you the review of the
contemporary literature data as well as the results
of our survey performed among patients included
in Serbian National APS Registry.

Material and Methods: Screening on thyroid
autoimmunity and/or dysfunction was performed in
98 female patients with primary APS, with a mean
age of 42.72+8.08 years and the mean APS du-
ration of 6.75+3.95 years, among whom 72 (73%)
had obstetrical APS.

Results: According to the category of antiphos-
pholipid antibodies (aPL), patients were classified
in following four categories: | (more than one aPL
present) — 67 (68%); lla (isolated existence of lupus
anticoagulant) — 8 (8%); IlIb (isolated presence of
aCL antibodies) — 19 (19%) and lIc (isolated pres-
ence of anti-B2 GPI antibodies) — 4 (5%). Data on
gestational morbidity were available in 71% of pa-
tients from | category, all patients from category lla,
56% patients from category Ilb and 50% of those
from category llc. Among patients with proven ob-
stetrical APS, thyroid autoimmunity was observed
in 28 (39%). Thirteen of them (18%) were overtly
hypothyroid. However, among patients with primary
APS, without data indicating gestational morbidity,
thyroid autoimmunity was proven in only 5 (19%)
and none of them expressed thyroid dysfunction.

Conclusions: Frequent coexistence of thyroid
autoimmunity and APS, and hypothetical patho-
physiological mechanisms connecting and interlac-
ing them, justify continuous case finding of thyroid
autoimmunity and/or dysfunction among patients
with proven APS and vice versa.

Keywords: autoimmunity, thyroid, antiphospho-
lipid syndrome, pregnancy outcome, obstetrical

nonnunMcTU4eEH OBAPUJANEH CUHOPOM:
o[l OBAPUYMU OO NAHKPEAC

BpaHkuua KpcreBcka

Cawa JoBaHoBcka MuweBcka
YHugep3umecka knuHuka 3a eHOoKpuHoriozuja,
Oujabemec u bonecmu Ha memabosuamom,
Ckonje, MakedoHuja

Boeea: [MonuuuctnyHMOT oOBapujaneH CcuHAa-
pom (MLIOC) e 4ecTo eHOOKPMHOMOLLKO 3abony-
Bak€e LITO ce cpeTHyBa kaj 5-10% of >keHuTe BO
pPenpoayKTMBHMOT nepuog. YKeHnte co OBOj CUHA-
pPOM HOcaT MOrofieM pu3nK 3a pa3Boj Ha HapyLleHa
rmukosHa TonepaHuuja (HIT) v tun 2 gujabetec
(T20M). HI'T e cuneH npeaukTop 3a T20M, kako u
3a KapguoBackynapHu 3abnyeBarwa U npegBpeMeH
MOpTanuTeT.

Len: Llenta Ha HawaTa cTyanja 6ele ga ce yT-
BPAAT CKPUMHUWHT - METOAU 1 BPEMETO Kora Tpeba fa



ce crnpoBede TecTUpaweTo 3a getekumja Ha HIT
Kaj >xeHuTe co MNMUOC.

Martepwujan n metoau: Ha KnuHukara 3a eHgo-
KpuHonoruja kaj 68 co MNLOC 6ewwe n3segeH OI'TT
co 75 rp BO TeK Ha 2 4aca, crnoped npenopakuTe
Ha AmepuKkaHckaTa gujabeTonolwka acouujauuja
(AOA). Kputepuymm 3a gujarHosa Ha HI'T n T20M
Gea ucnonHeTM A0 KOMKy BpegHOCTUTE Ha rMu-
KemujaTta no 2-h og TecToT usHecysaa og 7.8 oo 11
11.1 mmon/J1, nocnepoBaTtenHo.mmon/J1, ogHOCHO

PesyntaTtu: HI'T ytBpamBeme kaj 23,3% og ncnu-
TaHuTe nauueHTkn, 8,8% wumaa T2[M, a Hopma-
nen OITT (<7.8 mmon/N) nmaa 67.7%. XKenute
co T2[1M 6ea nosoapacHu 5.4 kr/m2), 3.7 rog.), co
noronemM uHAekc Ha TenecHa maca (UTM 34,4 (38
0.8 HMON/N) M MOHWCKM HMBOA Ha ? CO MOBUCOKM HU-
BOa Ha TeCcTOoCTepoH (2.5 13.5Hmon/n) cnopegexu
CO xeHuTe co HopmaneH OI'TT. Kaj xxeHute CXBIr
(25.45 co MNUOC noHarnaceHa e nporpecujaTta of
HI'T koH T2[M, co yTBpaeHa ctanka o 2% Ha ro-
OWLLHO HUMBO.

3aknyuok: Kaj cute xenun co MNUOC Tpeba pa
ce n3eene CkpuHuHr co 2-h OI'TT. NaumeHTknTEe Co
HopmaneH Ol TT Tpeba ga 6Gugat NOBTOPHO TECTU-
paHu Ha cekou ABe roguMHu. Kaj Tve co gokaxkaHa
HI'T ce npenopavyea OI' TT egHaLl roguLLHo 3a ge-
Tekuuja Ha T20M.

KnyyHnun 36opoBu: MLUOC, OITT, HapyweHa
rmyKo3Ha TorepaHumja, gujabertec Tvn 2

PCOS: FROM OVARY TO PANCREAS

Brankica Krstevska

Sasha Jovanovska Mishevska

University Clinic of Endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Polycystic ovary syndrome (PC-
0S) is common endocrinopathy affecting approxi-
mately 5-10% of women in reproductive age. PCOS
women with insulin resistance are at increased risk
for developing glucose intolerance (IGT) and type
2 diabetes mellitus (T2DM). IGT is strong predictor
for T2DM, as well as risk of cardiovascular disease
and premature mortality.

Aim: The purpose of this study is to deter-
mine the optimal screening methods and timing of
screening for IGT in adult women with PCOS.

Methods: At the Clinic of Endocrinology, we eval-
uated 68 women with PCOS, who were screened
using oral glucose tolerance test (OGTT) accord-
ing to ADA criteria. The ADA defines IGT as a 2-h
plasma glucose of 7.8 to 11mmol/l but does not re-
quire a fasting glucose before the performance of
the OGTT.

Results: We found that IGT (2-h post load > 7,8
but <11mmol/L) is present in 23.5% of women with

Q
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PCOS, 8.8% had T2DM (>11mmol/L) and 67.7%
had normal glucose tolerance(<3.7yr),7,8mmol/L).
Those with T2DM were older (38 5.4kg/m2), with
higher levels of testosteronemore obese (BMI=34.4
13.5nmol/L) in0.8 nmol/L) and lower levels of
SHBG (25.45(2.5 comparison to those with normal
OGTT. The conversion from IGT to T2DM is also
substantially accelerated in PCOS, with rate of 2%
per year.

Conclusions: All women with PCOS should be
screened with a 2-h OGTT. Patients with normal
OGTT should be rescreened at least once at 2 yr.
Those with IGT should be screened annually for
development of T2DM.

Key words: PCOS, screening methods, timing
of sreening, IGT, Type 2 DM.

KYWWHIoB CUHAPOM: HE TOJIKY PETKO
EHAOOKPUHOJTOLWLKO 3ABOJTYBAKE

BpaHkuua KpcteBcka

YHusep3umemcka KnuHuUKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabosnuamom,
Ckonje MakedoHuja

Bosepa: KywuHrosmnot cuHgpom (KC) o3HauyBa
COCTOojba Ha ekcrno3uLmja Ha OPraHM3mMoT Ha BMLLOK
Ha rMUKOPTUKOMAW Of, EHAOTEHN U er3oreHn U3Bo-
pu. HajuecTta npuuuHa 3a eHOOreH XnnepkopTmnsu-
uam e nutymtapeH ageHom (KywwmnHoBa 6ornecrt).
ExtonnyeH ACTH-cMHAPOM M NpyMMapHU agpeHo-
kopTukanHu tymopm (Sy. Cushing) ce nopeTku.

LUen: [peseHTauvjata faBa onpecHatu WH-
dopmauumn 3a 3sronemeHata npesaneHua Ha KC
Kaj cneuudpmyHa nonynaumja Ha naumneHTw. MNpeky
npuKasun Ha nauueHTn aBTopOT AaBa Npenopakn 3a
npenosHaBake Ha KC, ru guckytnpa npegHoctute
N HegocTaTouUTE Ha AWjarHOCTUYKUTE TECTOBM, a
AaBa 1 MHopmauum 3a TepaneBCcku Onunn.

Pesyntatu: WNHumpeHumwjata Ha KylumHrosata
bonecTt ce npoueHyBa feka nsHecysa of 5 mery-
TOa CTyOMM CMPOBEAEHM Ha MauuMeHTn co o 25/
MUIMOH XUTENW roguLWIHO AujabeTec, XunepTeH-
3nja, pebenuHa, ocTeonopo3a WM CO pAenpecuja
yTBpAnne ronema npesaneHua Ha KC mery oBaa
cneundunyHa nonynauuja Ha naumeHTn. KnuHmyka-
Ta npeseHTauuja Tpeba ga MMa BMCOK MHAEKC Ha
KNUHWYKA Cycnekumja u Kora KNMHUYKUTE HapyLuy-
Batba Ce NPUYUHETU U UINUN BITOLLEHWN Of XMUNEPKOP-
Tnsonemuja. KnvHnykute BoAM4YM npenopadysaaT
OMOXEMUCKM (CKPWHWHI, OujarHOCTMYKM U gudpe-
peHumjanHo AnjarHOCTUYKN) TECTOBU, MeryToa CeH-
3MTUBHOCTa M cneunduyHocTa Ha OBME TECTOBU €
pa3nu4yHa, na ce npenopadysa HMBHA BHUMAaTENHa
aHanusa v uHTepnpetaumja, co wTto 6u ce n3be-
rHana norpeLuHa gujarHosa.
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3aknyydok: KC npetcraByBa npeausBuK 3a Mo-
CTaByBak€ Ha AumjarHo3a. 3abonyBareTo MOXe
HaBpeMeHO fa Guae AokaxaHo, Co cucteMaTuyeH
npucTan BO TECTUPAHETO HA NAUMEHTUTE U MOro-
nema CBECHOCT M No3HaBake Ha NauueHTn of BU-
COKOPU3NYHU Fpynu.

Kny4yHu 36opoBu: KyLLUMHIOB CUHOPOM, AU-
jarHOCTUYKKM TeCTOBW, Tepanuja

CUSHING SYNDROME: NOT AS
UNCOMMON ENDOCRINE DISEASE

Brankica Krstevska
University Clinic of Endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Indroduction: Cushing Syndrome(CS) is the
result of excessive glucocorticoids from either an
endogenous or exogenous source. The most com-
mon cause is endogenous pituitary adenoma (Mor-
bus Cushing). Less common causes are extrapi-
tuitary ectopic ACTH syndrome and adrenocorical
tumors (Cushing Syndrome).

Aim: The review provides updated information
for increasing prevalence of CS among specific pa-
tient ,s groups. The author provides practical guide-
lines to clinical recognitions of signs and symptoms
compatible with the syndrome by presenting a
case, discussing the advantages/disadvantages of
diagnostic testing and therapeutic options.

Results: The incidence of CS is not precisely
known, but estimated to be about 5 to 25 people
per million a year; however, studies of patients with
diabetes, obesity, hypertension, osteoporosis and
depression found a high prevalence of CS among
these populations. The clinical diagnosis requires
a high index of clinical suspicion, particularly in
patients with clinical disorders that are caused by
or aggravated by hypercortisolism. Clinical practi-
cal guidelines recommend tree biochemical tests
(urinary cortisol, late night salivary cortisol and
the low-dose dexamethasone suppression test) to
screen patients for CS. The diagnosis of CS is con-
firmed when at least two tests are abnormal. After
the diagnosis of hypercortisolism is established, its
cause must be determined and treatment options
offered (surgery as first line, reoperation, radiation
therapy and medical therapy).

Conclusion: Recognition, diagnosis, identifica-
tion of the underlying cause of CS and treatment
options are often challenging.

Key words: Cushing Syndrome, biochemical
tests, treatment options

HAMPEOOK BO MEOAMKAMEHTO3HATA
TEPAMNMWJA BO TPETMAHOT HA
AKPOMETAIINJATA

FNoppaHa NemoBcka

YHusep3umemcka KnuHuUKa 3a eHOOKpuUHosioauja,
Oujabemec u bonecmu Ha memabonusmom,
Ckorije, MakeOoHuja

Llen: [1a ce npukaxat HajgobpuTe AnjarHOCTUYKM
TECTOBU 3a aKpoMeranuja u aa ce npoLeHar TeKOoB-
HUTE 1 HOBUTE OMLMM 32 TPETMAH Ha akpomeranuja.
Akpomeranuvja (AK) e peTko XPOHUYHO HapyLly-
Bakb€ Npeau3BMKaHO Of NPeKyMepHa cekpeuuja Ha
XOpPMOHOT 3a pacT (["X) n hakTopoT Ha pacT CnnyeH
Ha nHcynuH 1(UFdP-1), n e noBp3aHa co aHAaTOMCKM
npoMeHn, meTabornHu AucdyHKuMKM, noBeke Ko-
MopbnanTeTn u 3ronemeHa CMpTHOCT. PaHOTO OT-
KpmBarbe Ha AK n Gp3noT NOYETOK HA TPETMaHOT
MOXaT [a r'M MUHUMU3upaat epekTUTe o BULLOKOT
Ha cekpeuuja Ha 'X. Cenak, gujarHo3arta n egek-
TMBHMOT TPETMaH YeCTO Ce OAJI0XKEHM Nopaan nog-
MOSHMOT NOYETOK KOj MOXe Aa Ce Mella co Apyru
3abonyBawa. Ynarcteata og 2004 kako 3narteH
cTaHfapp 3a AujarHosa Ha AK ro gaBaat opanHu-
OT rmuko3a TornepaHc TectoT (Ol TT), co HopmanHm
BPEOHOCTM Ha XOPMOHOT 3a pacT Ha nomarnky oz 1
ng/ml. Bo KoHceHsycoT (ynaTtcTteata) og 2011 Bpea-
HOCTUTE Ce NpoMeHeTH Ha nomanky og 0,4 ng/mil.
Onepauuja Ha xunodumsata e 4YecTo npumapeH
TpeTMaH 3a MHOry naumeHTu. MNMaumeHTuTe Kou He
ce nogobHM 3a onepauuja nnu Kaj Kou He e NocTur-
HaTO XMPYPLUKO M3reKyBawe umaat 1 Apyrn onumm
Ha TpeTMaH, BKMy4yBajku MeanukameHTn u paguo-
Tepanuja. Bo 2013 roguHa, KOHCEH3yC-HacCoKnUTE 3a
TpeTMaH Ha akpomeranuja rm axypupaa v pesngu-
paa ynatcTBaTa 3a OujaroCTUYKUTE KpUTEPUYMU U
ro ogpeguvja MeCTOTO Ha COMaToCTaTMH peLenTop
nuraHgnTe, XOPMOH 3a pacT peLenTop aHTaroHuc-
TN M OMaMUHCKM aroHUCTU 1 Aafoa anTepHaTUBHU
MoanuTeTn 3a TPETMaH, BKINy4yBajkn KoMOUHMpa-
Ha Tepanuja u HOBU TpeTMaHw.

3akny4ok: TpeTMaHoT Ha NnaumneHTUTe Co akpo-
Meranuvja e KOMMNIEKCEH, CroXeH M ckan u Gapa
npucTan npucrnocobeH Ha Cekoj MauMeHT noeam-
He4Ho. YecTo e noTpebeH MynTumMoaaneH TpeTMaH
3a koHTpona Ha AK, koj ondaka HamarnyBakwe Ha
xunepcekpeumjata Ha ['X, HamanyBawe Ha HMBOa-
Ta Ha U'®-1 1 koHTpona Ha pacT Ha TYMOpPOT LUTO
BOAM OO KOHTpoOSia Ha CUMMATOMUTE U MUHUMU3N-
pake Ha NOBP3aHWUTE KIMMHUYKU 3HALU U KOMOpOu-
anteTtu. 3ronemeHara CBeCT 3a akpomMeranuja, Hej-
3MHaTa paHa gujarHosa u TpeTmaH ke ro nogobpwm
XXMBOTOT M UCXOAO0T Ha nauuneHToT co AK.

Kny4yHu 360poBu: akpomeranuja, AmjarHosa,
Tepanuja



MEDICAL OPTIONS IN THE TREATMENT OF
ACROMEGALY

Gordana Pemovska
University Clinic for endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Goal: To show the best diagnostic tests for ac-
romegaly and to evaluate the current and new op-
tions for treating acromegaly.

Acromegaly (AC) is a rare chronic disorder
caused by excessive secretion of the growth hor-
mone (GH) and growth factor similar to insulin
1(IGF-1), and it is connected with anatomic chang-
es, metabolic dysfunctions, higher co morbidities
and increased mortality. The early detection of AC
and early treatment may minimize the effects of the
excessive secretion of GH. Yet, diagnose and the
early treatments are often prolonged due to the in-
sidious start that can be mixed with other diseases.
The 2004 guidelines, as the golden standard for
diagnosing AK, give the oral glucose tolerance test
(OGTT), with normal values of the growth hormone
below 1 ng / ml. In the 2011 guidelines the values
are changed to below 0.4 ng / ml.

Surgery of the pituitary is a common primary
treatment for many patients. Those patients that
are not suitable for a surgery or to which no sur-
gical healing were accomplished have other op-
tions for treatment, including medicaments and
radiotherapy. In 2013 , the consensus guidelines
for treatment of AC revised and updated the guide-
lines for the diagnostic criteria and set the place of
somatostatin receptor ligands, growth hormone re-
ceptor antagonists and dopamine antagonists and
gave an alternative models for treatment including
combined therapy and new treatments.

Conclusion: The treatment of patients with AC
is complex and expensive and needs an specific
approach to each different patient. Often a multi-
mode treatment is needed in order to control AC
that includes lowering the hyper secretion of the
growth hormone (GH), lowering the IGF-1 levels
and controls the growth of the tumor that leads to
control of the symptoms and minimizes the con-
nected clinical signs and co morbidities. The in-
creased awareness of AC, its early detection and
treatment will improve the life quality of the patient
with AC as well as the outcome.

Key words: Acromegaly, diagnose, therapy
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USING TECHNOLOGY IN TREATMENT
OF TYPE 1 DIABETES IN MACEDONIA: 15
YEARS AFTER

Goran Petrovski
University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

As the new era began in the last 3 decades in
the diabetes field, we are facing with enormous im-
provement of insulin pump and sensor technology.
More and more people with diabetes are engaged
with pump therapy. In this field, Macedonia is
catching up with the Western European Protocols
of treatment of type 1 diabetes. 15 years ago, insu-
lin pump therapy was only a dream for many type
1 diabetics. Working hardly, team of doctors and
nurses started the new treatment with the impact of
improving diabetes control in several cases. At the
beginning, patients with brittle diabetes bought the
pumps and disposals. After couple of years, Na-
tional Center for insulin pump therapy was founded
and supported by Ministry of Health and Health
Care Fund. Our team has published several papers
on using the pumps and sensors in patients with
type 1 and type 2 diabetes. Pumps, sensors and
disposals are covered by the Health Institutions in
Macedonia, and more than 180 patients enjoy the
benefits of this technology with improvement of dia-
betes control and better quality of life.

Keywords: Type 1 Diabetes, insulin pump, mul-
tiple daily injections, sensor

70 roauHn o NPMMEHATA HA PAOUOJONO
BO TEPANMWJA HA XUNEPTUPEO3MU:
BE3BEANHO 0O BUCOKO E®UKACEH
TPETMAH

DNanvena Mon FopueBa

WHecmumym 3a namogbu3uornoauja u HykrneapHa
meduyuHa ,Akad. Vcak C. Tayep”, MeduyuHcKku
®akynmem, Ckornje, MakedoHuja

M Ha nammHyBaweTO Ha ceamaTa AdeueHuja o
npuMmeHarta, paguojo4oT ja NOTBpAyBa CBojaTa
penyTaumja Kako BWCOKOCENEKTUBEH, eduKaceH
n 6e3beneH pagnogunjarHOCTUK M pagvoTepanes-
TMK BO TUpoMaHaTa natonoruja, HEOOMUHNB BO
Tepanujata Ha XxunepTupeosn. PUanonoLKknTe U
NaToU3NONOLLKUTE MEXaAHM3MU Ha HeroBaTta ce-
NeKkTMBHa OuopucTpubyumja BO XMNEpPaKTUBHUTE
TMPEOLMTN N NOBONHUTE (Pr3nyKo-pagnobronoLu-
KA KapaKTepUCTUKU CO aKyTHU M XPOHUYHU TMO-
cTMpagvjaumoHn edpektn, obesbegyBaat 6p3 u
CUTypeH Tepanucku edekT, 4O NOCTUrHyBawe ey-
TMpeo3a unuM npudartnuea xunoTupeosa. Kpure-



puyMmnTe 3a M36op Ha paanojodoT Kako NpUMapeH,
CeKyHOapeH Wnu TepuuepeH TepaneBTCKU NpuC-
Tar, o CBeTckaTa CTpy4Ha jaBHOCT Ce YCOornaceHm.
Hacnpotu BTEMeneHuTe anconyTHW U penatuBHU
WHOMKALUMM U KOHTpauMHAMKaUMU 3a paguojodHa-
Ta Tepanwja, HaydyHo-CTpyyHa paebata cé ywTte
Cce BOOM Ha Tema: BO3pacTa Kako NMMUT BO Mpu-
MeHaTa Ha paAMojodoT M BUCUHATA Ha NpUMeHe-
Tata fo3sa (KankynupaHa, Hekankynupaxa - mana,
yMepeHa unv Bucoka, abnatmeHa). Mputoa, meau-
LUMHCKMTE acnekTu (MHaMKaumn, Bo3pacTa, fo3ara)
N coumjanHo-eKOHOMCKUTE acrnekTu Ha npuMeHe-
Tata Tepanuja (LeHa - KOPUCT, aHrakmpaHocT Ha
nauueHT! CO YecTUM KOHTpOnu) ce aHanusupaat
HM3 npuama Ha edukacHocTa Ha Tepanujata u
pa3BOjoOT HA MOXHUTE KOMMNMKALMKN (aKyTHU U pe-
BEP3UOUITHK, PaHU 1 JOLHN UK XpOoHU4YHK). Ceay-
MOELIEHNCKOTO UCKYCTBO BO OBaa 00MnacT AeHec
€ BTKaeHo BO BoZauduTe - npenopakute Ha GpojHu
€HOOKPUHOMOLLKN U TUPOWOOSMOLWKMA 3OpYyKeHuja
3a edmkacHa u 6e3begHa npumMeHa Ha paguojon-
Ha Tepanuja BO JEKYBak€TO Ha XUNEPTUPEO3WN.
MpumeHaTta Ha paguojogHaTta Tepanuja Bo Make-
OOHMWja, 3anovHyBa Bo 70-TUTe roguHW o MUHa-
TWOT BeK, a ce 6asupa Bp3 OMNWTO BTEMENIEHUTE
hb13NYKO-PaaNOBMONOLLIKM NPUHLMMAK, CO U3rpa-
JeHa KNMHWUYKO-TepaneBTcka cTpaTeruvja, Koja Hu3
roguHUTE ce Mogynmpa CornacHo co COBpeEMEHUTe
Hay4YHO-CTPYYHM CO3HaHWja o4 oBa Morse.

70 YEARS AFTER THE IMPLANTATION

OF RADIOIODINE THERAPY IN THE
TREATMENT OF HYPERTHYREOSIS:
SAFELY TO HIGH-EFFICACY TREATMENT

Daniela Pop Gjorceva

Institute of Pathophysiology and Nuclear Medicine
LJAcad. Isak S. Tadjer”, Medical Faculty, Skopje,
Macedonia

At the end of the 7th decade after its implanta-
tion, the radioiodine confirms its reputation as high-
ly-selective, efficient and safe radio-diagnostic and
radio-therapeutic agent in the thyroid pathology,
unavoidable in the treatment of hyperthyroidism.
The physiological and pathophysiological mecha-
nisms of its selective biodistribution in the hyperac-
tive thyrocytes and the favorable physical and ra-
diobiological characteristics with acute and chronic
post-irradiation effects, provide fast and reliable
therapeutic effect for achieving euthyroid or accept-
able hypothyroid state of the disease. The criteria
for choosing radioiodine as a primary, secondary
or tertiary therapeutic approach are aligned by the
world/global professional community. Despite the
deeply rooted absolute and relative indications and
contraindications for radioiodine therapy, there is an
on-going scientific debate issued: age as limit fac-
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tor in the use of radioiodine and the amount of ad-
ministered dose (calculated, non-calculated, small,
moderate or high, ablative). The medical aspects
(indications, age, dose amount) and socio-eco-
nomic aspects of the applied therapy (cost-benefit,
frequent routine control of patients) were analyzed
through the prism of effectiveness of therapy and
development of possible complications (acute and
reversible, early and late or chronic). The 7th-de-
cade experience in this area is written in today’s
guidelines of many associations of endocrinology
and thyroidology, for efficient and safe use of radio-
iodine therapy in hyperthyroidism.

The application of radioiodine therapy in Mace-
donia, began in the early 70s of the last century,
based on physical, radio-biological principles with
well developed clinical therapeutic strategy that is
modulated during the years according to the mod-
ern scientific-expert knowledge in the field.

KOCKEHUTE MAPKEPW BO OAUJAITHO3A
N TPETMAH KAJ NOCTMEHONAY3AJTHU
XEHMU

Cnaeuua LLly6ecka CtpaTtpoBa
YHusep3umemcka KnuHuka 3a eHOOKpUHosIoauja,
Oujabemec u bonecmu Ha memabosnusmom,
Ckonje, MakedoHuja

OcTteonoposarta He Tpeba ga ce gnjarHocTuumpa
camMO Bp3 OCHOBa Ha OEH3UTOMETPUCKUTE Haoaw.
Mapkepute Ha KockeHOTO pemogenupane (BTM)
MOXKaT [a ce KopuctaT 3a UCMUTyBare Ha MPOMEHU-
Te NPV KOCKEHOTO pemMofenmpane BO OCTEONOpo3a-
Ta. Bucoko HMBO Ha KOCKEHO peMogenunpare e cep-
3aHO CO HU30K KOockeH AeHsuteT (BM[) un co pusunk
oa dpaktypa. HajHucknte BpegHoctn Ha BM[ kaj
noctmeHonay3Hute ([M) xeHn co ocTeonoposa ce
CBp3aHKU co Hajsucoku BpeaHoctn Ha CTX Bo cno-
penba co M xeHn co ocTeoneHmnja N KOHTPOSHM
3gpaBu MM xeHn, ykaxyBajkn Ha HajBUCOKa KOCKe-
Ha pecopnuuja kaj MM xeHu co ocTeonoposa foka-
aHa co JEKCA-ncnutysame.

Kaj dpepTunHuTe eHn kockeHaTta pecopnuuja u
dopmaLmja ce BO paMHOTEXa U HeMa rybere Ha
kocka. MM ocTeonopo3a e pe3ynTtaT Ha eCTpOreH-
Ckvn aedmumnT, CO 3rofieMeHN HUBOU Ha MapkepuTe
Ha KOCKEHOTO pemopenvpare U 3rofieMeHO HUBO
Ha KOCKEHOTO peMofenupambe, eKLecMBHa KOCKeHa
pecopnumja n ryberwe Ha KockeHa Maca. Nomanuot
nopacT Ha ocTeokanuuH Bo crnopeaba co CTX no-
pacToT, NOTBpAYBa HapyLleHa pamHOoTeXa CO Moro-
nema KockeHa pecopruuja Bo crnopegba co Kocke-
HaTa oopmavmja.

MpoueHkaTa Ha KOCKEHWTE MapKepu Moxe Aa
Ouge KopucHa BO eBaryauuja Ha pU3MKOT Of Oc-



Teornoposa, U MOXe Ja Ce KOPWUCTU KIIMHUYKM BO
npeaukumja Ha ngHuot bBM[ kaj MM eHn n ykaxy-
Ba Ha notpebarta of paHW NPEBEHTUBHM U Tepa-
MEBTCKM MEPKM Ha ocTeonoposata U Hej3suHuTe
KOMMNnkauuu.

MapkepuTe 3a KockeHa dhopmaLivja 1 pecopnuuja
MoXaT oa buaaT KOpUCHM KaKo paHy MHOUKATOPU Ha
0[roBOp Ha Tepanuja UCTo Taka. 3Ha4yajHNOT Nag Ha
OCTEOKarLMHOT, MHOIY Mo3Ha4vajHuoT nag Ha CTX n
CTX%, 3Ha4ajHOTO 3roremMyBa€ Ha HUMBHWOT Of-
HOC, MOTBpAyBaaT npedoMyHaumja Ha KockeHaTta
dopmaumja, HamaneHo KOCKEHO pemMopenvpame,
LUTO YKaXKyBa Ha HamareHo ryberwe Ha Kocka, Ha-
MareH pu3uK of OCTeornopo3a kaj nocTtMeHonay-
3a5HUTE XXEHU U HamareH pu3uK o pakTypa Kako
pe3ynTaTt Ha TPeTMaH Ha ocTeonopo3sara.

BONE MARKERS IN DIAGNOSIS AND
TREATMENT IN POSTMENOPAUSAL
WOMEN

Slavica Shubeska Stratrova
University Clinic of endocrinology, diabetes and
metabolic disorders. Skopje Macedonia

Osteoporosis should not be diagnosed on the
basis of densitometric criteria alone. Bone turnover
markers (BTM) can be used to study changes in
bone remodeling in osteoporosis. A high rate of
bone turnover is associated with low body mass
density (BMD) and is strongly linked to fracture
risk. Lowest BMD values in postmenopausal (PM)
women with osteoporosis are associated with high-
est CTX values in comparison to PM women with
osteopenia and control healthy PM women, indicat-
ing to highest bone resorption in PM women with
osteoporosis, discovered with DXA examination.
In fertile women bone resorption and formation
are balanced and there is no bone loss. PM os-
teoporosis is a result of estrogen deficiency, with
increased levels of bone turnover markers and in-
creased rate of bone remodeling, excessive bone
resorption, and loss of bone mass. Lower osteocal-
cin increase compared to CTX increase, confirms
disturbed balance with higher bone resorption than
bone formation.

Assessing bone marker levels may be useful in
the evaluation of osteoporotic risk, and can be used
clinically to predict future BMD in PM women and in-
dicate the need of early preventive and therapeuti-
cal measures of osteoporosis and its complications.
Bone formation and resorption markers may be
useful as early indicators of response to therapy as
well. Significant osteocalcin decrease, highly more
significant CTX and CTX% decrease, significant in-
crease of their relationship, confirm bone formation
predomination compared to bone resorption, de-
creased bone turnover, which indicates lower bone
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loss, reduced osteoporotic risk in postmenopausal
women and reduced fracture risk as a result of os-
teoporosis treatment.

NMOBUCOK ONCEPBUPAH OTKOJIKY
NMPEABUOEH PU3UK 3A KOPOHAPHA
APTEPUCKA BOJIECT KAJ NALUUEHTHU
CO ONMJABETEC TWUN 2 BO PENYBJIUKA
MAKEOOHUJA

MBuua CmokoBcku
YHuesepsumemcka KnuHuka 3a mokcukosoeuja,
Ckorije, MakedoHuja

BoBep: LlenTa Ha cTyanjaTa Gelue ga ce cnope-
On oncepBupaHnoT 1 NpeaBuMaeHnoT pusuk 3a KAb
(kopoHapHa apTepucka 6onect) co UKPDS (United
Kingdom Prospective Diabetes Study) mogenor kaj
naumeHTn co M Tun 2 Bo Penybnuka MakegoHuja.

Marepwmjan u metoau: OncepBauucka ctygnja
co koxopta oa 1,404 naumeHtn co M tnn 2 Bo Pe-
nybnvka MakegoHuja. Kputepnymu 3a BknydyBame
BO aHanusaTta 6ea Bo3pacT oa 25 ao 65 roguHn Bo
MOMEHTOT Ha MpOLeHKa Ha PU3UKOT; OTCYCTBO Ha
KapAnoBackKynapHo 3abornyBawe UM OTCYCTBO Ha
XMBOTO-3arpo3yBavko 3aboryBake Kako KaHLUep.
Cnopepnbata 6elwe npoueHeTa 1 Npeky rpaduykm-
OT NpuKa3s Ha AeunnuTe Ha NPeABUAEHNOT N cooa-
BETHWOT ONcepBupaH pU3nK.

PesynrtaTtu: O ctyanckarta koxopTa 6ea naeh-
TucpukyBaHu 835 naumeHtn (59.5% op koxopTata)
3a aHanusa criegeHun cpegHo 9.4 + 0.5 roguHn, co
noyeTHa cpefHa BpeaHocT Ha . o4 9.5 £ 2.1% u
cpenHo Tpaewe Ha gujabetecoT npu Bnes BO CTy-
AunjaTta og 6.7 + 5.0 rogmHn. OncepBnpaHnUoT pUsnK
bewe 36.4% (95% CIl 33.2-39.8) Bo cnopenba co
npeasuaeHnoT pmsnk 3a KAB oa 20.8% co UKPDS
moaenoT, ogHocHo UKPDS-mogenot ro notuexu
oncepsupaHnoT pu3uk 3a 43%. Moronemo oTcTany-
Bak€ Ha OMCepBUPAHMNOT Of NPeaBUOEHNOT PU3MK
Oelle 3abenexaHo kaj geunnute co noman npea-
BUOEH PU3MK.

3aknyyok: UKPDS-mogenoT 3HauuTenHo ro
MOTUEHM OMNCEepPBMPaHMOT PU3MK LUTO MOXe Aa ce
06jacHM CO MHOTY BUCOKMOT OCHOBEH KapAMOBacKy-
napeH puU3KnK Kaj MakegoHcKaTa nonynauuja, Kako u
edekToT Ha ,MeTabonHa memopuja“ nopaam Heco-
OfBeTHaTa rMUKeMUCKa KOHTpona BO Noaonr nepu-
of kaj aHanuaupaHute naumeHTn. UKPDS-moge-
not Gelle co nororiemMa NpeguKTMBHa CNocoOHOCT
Kaj naumMeHTUTe CO NOBMCOK NPEeABUOEH PU3UK BO
cnopenba co nauneHTMTe CO MOHWM30K NpeaBuaeH
PU3NK.

KnyuyHu 36opoBu: UKPDS, gunjabetec tmn 2,
oricepBmpaH puUsnK, NpeaBnaeH pUanKk
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HIGHER OBSERVED THAN PREDICTED
RISK FOR CORONARY ARTERY DISEASE IN
MACEDONIAN TYPE 2 DIABETES PATIENTS

Ivica Smokovski
University Clinic of toxicology, Skopje, Macedonia

Introduction: Aim of this study was to compare
the observed and predicted risk for CAD (coronary
artery disease) with UKPDS (United Kingdom Pro-
spective Diabetes Study) model in Macedonian
type 2 DM patients.

Material and methods: Observational study
was conducted in a cohort of 1,404 type 2 DM pa-
tients from Republic of Macedonia. Inclusion crite-
ria were age of 25 to 65 years at the moment of risk
assessment; absence of cardiovascular disease or
absence of life-threatening disease such as can-
cer. Comparison was also evaluated by graphic
presentation of deciles of the predicted and corre-
sponding observed risk.

Results: Out of the study cohort, 835 patients
(59.5% of the cohort) were identified for analysis
followed for a mean of 9.4 + 0.5 years, with a mean
baseline , of 9.5 + 2.1%, and mean baseline dura-
tion of diabetes of 6.7 + 5.0 years. Observed risk
was 36.4% (95% CIl 33.2-39.8) compared to pre-
dicted risk for CAD by UKPDS model of 20.8%, i.e.
UKPDS model underestimated the observed risk
by 43%. Greater deviation between observed and
predicted risk was observed in deciles of lower pre-
dicted risk.

Conclusion: UKPDS model substantially under-
estimated the observed risk that might be due to the
very high background cardiovascular risk in Mace-
donian population, and due to the effect of ‘meta-
bolic memory’ caused by the poor glycemic control
for longer period of time in analyzed patients. UK-
PDS model demonstrated higher predictive ability
in patients with higher predicted risk compared to
patients with lower predicted risk.

Key words: UKPDS, type 2 diabetes, observed
risk, predicted risk

ANWJABETEC U KOMNJNTUKALNU

BunjaHa TogopoBa

YHugep3umemcka KruHuka 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabonuamom,
Ckorije, MakeOoHuja

BoBen: Xuneprnvkemujata u3paseHa npeky
Mepewarta Ha C e rnaBHaTa npuyuHa 3a nojasa
Ha MWKpPOBACKyNapHMTE KOMMnvKaumm Ha gujabe-
TecoT (peTuHonaTwja, HecdponatTvja M Hespona-
Tvja) U urpa ynora Bo npeaBpeMeHnoT 1 3abp3saH
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pa3Boj Ha gujabeTn4yHMUTE MakpoBaCKyrapHW KOM-
nnukaumm (KOpoHapHa apTtepucka Oonecrt, uepe-
OpoBackynapHa Gonect n nepudepHa apTepucka
bornecrt).

Martepujan n metoau: belle HanpaBeHa aHa-
nuM3a Ha HajHOBWUTE CTYAMM BO AujarHosaTa u TpeT-
MaHOT Ha XPOHWYHUTE AMjabeTnyHM KOMNIuKaumm
co nocebeH akueHT Ha HOBMHUTE BO TepanujaTta.

PesynTtaTtu: XpoHnyHuTe anjabetnyHn komnnm-
Kauumn ce 3actaneHu kaj naumeHTuTe co anjabetec
™n 1 v Tmn 2. Onjabetec Tn 1 e novecTto aco-
UMpaH Co MUKPOBACKyNapHU KOMMnvKauuu, a nak
Avjabetec TMN 2 e NOYeCcTo acouupaH Co Makpo-
BacKynapHu KOMMnvKauum.

3aknyyok: [obparta rnvMkeMucka KOHTpona
(C<7%) e HeonxogHa 3a crnpevyBake Ha pasBojoT
Ha MWKpOBacKynapHuTe Komnnukauuu. OuckyTa-
6unHo e BnujaHueTo Ha C BO pa3BOjoOT Ha Makpo-
BaCKynapHWUTE KOMMIUKaLmu.

Kny4Hu 360pOBU: XpOHUYHM OANjaGeTUYHN KOM-
nrvKaumm

DIABETES AND COMPLICATIONS

Biljana Todorova
University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Hyperglycaemia expressed thro-
ugh measurements of C is the main cause of mi-
crovascular complications of diabetes (retinopathy,
nephropathy and neuropathy) and plays a role in
early and accelerated development of diabetic
macrovascular complications (coronary artery dis-
ease, cerebrovascular disease and peripheral arte-
rial disease).

Materials and methods: an analysis of recent
studies in the diagnosis and treatment of chronic
diabetic complications with special emphasis on in-
novations in treatment.

Results: Chronic diabetic complications are
prevalent in patients with type 1 and type 2 dijabe-
tes.Tip 1 diabetes is often associated with micro-
vascular complications whereas type 2 diabetes
is often associated with macrovascular complica-
tions.

Conclusion: The good glycemic control (C
<7%) is necessary to prevent the development of
microvascular complications. The impact of C in
the development of macrovascular complications
is questionable.

Keywords: chronic diabetic complications.
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PEAINNTHOCT HA OCTEONOPO3A KAJ
MAXWUTE

CHexaHa MapkoBuk TemenkoBa
YHusep3umemcka KiuHuUKa 3a eHOOKpuUHosioauja,
Oujabemec u memaborsnHu Hapywysara, CKorije,
MakedoHuja

dakTn 3a ocTeonoposa Kaj MaxuTte u HejavHaTa
BaXXHOCT BO CeKij,HeBHI/IOT KNBOT.

Maxu co octeonoposa numano okony 14 munm-
oHu Bo 2012, a Bo 2020 ce oyekyBa oBaa bpojka aa
pgocturHe 20 MUNUOHMN.

Peuncn 12 MUANMOHM Maxn nmaaTt HUCKa KOCKe-
Ha rycTuHa - octeoneHuja, a Bo 2020 roguHa ce
oveKkyBa oBaa bpojka ga gocturHe 17 MUITMOHMW.

6 npoueHTn o4 MallkaTa nonynaumja nma cdpak-
Typa Ha KOsk, a 5 npoueHTM nmaaTt BepTebparnHu
dpakTypw.

Pu3snk 3a HacTaHoOK Ha bpakTypa: hakTopn Kou
Ce He3aBUCHM 0 KOCKeHaTa MMHeparHa ryctuHa, a
ro arofieMyBaaTt puU3uKoT of hpakTypa Kaj MaxuTte
ce:

MpumapHu pusuk - haktopum:

* nperxogHa BepTebpanHa paktypa no 40.
roguHa of, XMBOTOT, ocobeHo BepTebpanHa Kowm-
npecvBHa pakTypa, HanpegHata Bo3pacT (Hag
65 roguMHu CTapocCT), cUCTEMCKa rMyKOKOPTUKOMA-
Ha Tepanuja noseke of Tpn Meceuu Hag 7,5 Mr Ha
O€EH.

Opyrv Kny4Hn pu3suK - cpaktopu:

* NpUCyCTBO, 3aboryBake Unu cocrtojda acouu-
paHa co rybuTok Ha KOCKEHO TKMBO, BUCOK BHEC Ha
ankoxorn BO TeKOT Ha AeHoT (Hag 18 rp/geH), ny-
lwehe (cera N BO MWHATOTO), XUMOroHagu3am
- MpumMapeH unu cekyHgapeH, Hu3ok BMI ( <20kg/
m2), ynotpeba Ha LHRH-aHano3u (aHTnangporeHa
Tepanwja).

YecTn cekyHOapHW NMPUYMHU 3a ryOMTOK Ha
KOCKeHaTa maca:

* XunepnapaTneongusam - npumMapeH unu ce-
KyHOApeH;

* HeagekBaTeH BHeC Ha BuTamuH 13 (nog 1000
Mr/geH) xunepkanuuypuja, xuneptnpeongnsam;

* XPOHUYHM 3abonyBawa Ha Genute apobosw,
XenapoT, manurin 3abornysara Ha Kockute (Myn-
TUMEeH MWenom, MeTacTasu BO KOCKMATE) UNn pes-
MaTouaeH apTpuTuc.

Kako moxe pa ce ncnnTyBea OCTGOI'IOpO3aTaKaj
MaXuTe U UTO 3Ha4vaT T-Bpeﬂ,HOCTMTe?

Maxu > 65: roanHm co T-score < 2.5 SD Tpeba
Ja ce cMeTa Jeka MMaaT OCTeonoposa, Kako U Ha
Bo3pacT 50-65: T-score unu nog -2.5 n NpucyTeH
HeKoj of pu3nk-hakTopuTe 3a OCTeonoposa Wnu

OCTEOoNopOTMYHA HUCKOEHepreTcka cKpLleHmua

Koj Tpeba ga ce nekysa?

dapmakonollka UHTepBeHLUMja ce npenopadysa
3a OHME CO HAjBUCOK PU3NK 3a HWCKOEHepreTcka
dpakTypa, Unu co Beke HarpaBeHa 0CTEONOPOTUY-
Ha (ppakTypa. Tepanuvjata ce ogHecyBa Ha 4 rpynu
Ha naumeHTu:

* MaXWu Ha BO3pacT oA 65 rognHu nnm noctapm co
T-BpegHocT nog —2.5SD (Ha koe 6uno mecTo kage
ce ogpeayBa KOCkeHaTa MMHeparnHa ryctuHa);

* Maxu Ha Bo3pacT od 50 roavHu unu nocrapu
co (oparvnuTeTHa pakTypa Wnu BepTebpanHa
KOMMpecuBHa (pakTypa M BpegHocTu Ha T nog
-1.5 SD;

* MaXku Ha koja Guro BOO3pacT KoM NpuMaar rny-
KOKOPTMKOMAHA Tepanuvja Hag 3 MeceLmn noBeke of
7,5 mr/geH v umaart T- BpegHocT nog —1.5 SD;

* MaXM Ha koja 6rno BO3pacT CO KITMHUYKM XUMO-

roHagusam (op koja 6uno npuynHa) n T-BpegHoCTy
nog —1.5 SD.

THE REALITY OF MAN OSTEOPOROSIS

S. Markovic Temelkova
University clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

The Facts about Osteoporosis in Men and its
Impact

Men with osteoporosis and low bone mass total
over 14 million in 2002 and to well over 20 million
in 2020

Almost 12 million men have low bone mass. By
2010, this figure is expected to climb to over 14 mil-
lion and reach over 17 million men by 2020.

Six percent of males will suffer from a hip frac-
ture and 5% from vertebral fractures.

RISK FOR FRACTURES: Factors independent
of bone mineral density that increase fracture risk
in man

Primary risk factors:

* Previous vertebral fracture after 40 years of
age especially vertebral compression fracture, Ad-
vancing age, especially past 65 years

- Systemic glucocorticoid therapy 3 =2months du-
ration-

Other key factors:

* Presence or disese or condition associated
with bone loss

+ High alcohol intake(>18 gr/day), smoking - cur-
rent or past

* Hypogonadism, (primary or secondary ), Low
BM I( <20kg/m2)-

» Use of LHRH analogs(anti androgen therapy)
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Common secondary causes of bone loss
* hyperparathyroidismus( primary or secondary)

+ Vitamin D inadequacy, hypercalciuria, hyper-
thyroidismus

» Chronic lung disease, hepatic insufficiency,
malignancy (myeloma, bone metastasis), rheuma-
toid arthritis.

How osteoporosis could be investigated in man
What about those mans T Scores

Men > 65: T-score at or below -2.5 should be
considered to have osteoporosis

50-65: T-score at or below -2.5 and another risk
factor for fracture

Who should be treated?

Pharmacological intervention is recommended
for those at highest risk of a fragility fracture. Ther-
apy should be considered for 4 groups of patients:

» Men aged 65 years or older with a T-score less
than —2.5 (at any measured site)

* Men aged 50 years or older with a fragility or
vertebral compression fracture and a T-score less
than -1.5

* Men of any age who are receiving glucocorti-
coid therapies for 3 months or more and a T-score
less than —1.5

* Men of any age with clinical hypogonadism
(from any cause) and a T-score less than —1.5

AGP AND NEW SENSOR TECHNOLOGY:
THE NEXT FRONTIER IN DIABETES
MANAGEMENT

Roger Mazze, USA

The significance of glucose monitoring in diabe-
tes cannot be overstated. The evidence remains
unequivocal concerning the contribution glucose
control makes to prevention, risk reduction and
progression of short and long-term complica-
tions. Perhaps the most potent argument can be
summed up by this observation: “if the human body
spends so much energy to maintain the blood glu-
cose level within such a narrow range, it is because
otherwise it would be deleterious.”, Individuals with
normal glucose metabolism have a lower risk of
macrovascular and microvascular complications
when compared to those complicated by any de-
gree of dysglycemia. Consequently, the purpose of
modern diabetes management is to mimic normal
diurnal glucose patterns. Our studies have shown
that normal glucose tolerance is characterized by
blood glucose levels remaining within a tight gly-
cemic range without regard to sleep or wake, ac-
tivity or diet.We discovered this by systematically
employing continuous glucose monitoring (CGM)
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in our research studies. In order to best represent
these data in a manner that would allow us to make
discoveries we used novel reporting software that
was originally developed for SMBG. Ambulatory
glucose profile (AGP) analysis allowed us to em-
ploy any CGM device to graphically and statistically
characterize diurnal glucose patterns to detect the
slightest abnormalities in glucose metabolism under
conditions of daily living. By aggregating CGM data
over periods of days or weeks and graphing these
data by time without regard to date, underlying pat-
terns that reveal periods of overnight hypoglycemia
and postprandial hyperglycemia heretofore difficult
to detect without hospitalization, became appar-
ent. Applications of AGP analysis to research and
clinical decision-making are manifold. Mapping the
pharmacokinetic of new therapies, detecting severe
hypoglycemia, measuring the impact of activity and
diet on glucose destabilization, and detecting oscil-
latory patterns during critical medical events will in
the long run improve our understanding of diabetes
and lead to its improved management.

'Ceriello A, lhnat MA. ‘Glycaemic variability: a new therapeutic
challenge in diabetes and the critical care setting. Diabetic Med. 2010

Aug;27(8):862-7.

Ceriello A, Esposito K, Piconi L, lhnat MA, Thorpe JE, Testa
R, Boemi M, Giugliano D. Oscillating glucose is more deleterious to
endothelial function and oxidative stress than mean glucose in normal
and type 2 diabetic patients.Diabetes. 2008 May;57(5):1349-54.

"Mazze R, Strock E, Wesley D, Borgman S, Morgan B, Bergenstal R,
Cuddihy R. Characterizing glucose exposure for individuals with normal
glucose tolerance using continuous glucose monitoring and ambulatory
glucose profile (AGP) analysis. Diabetes Technology and Therapeutics,
2008; 10(3).

NEW INSIGHT OF OBESITY TREATMENT

Dragan Micic

Clinic for Endocrinology, Diabetes and Diseases of
Metabolism, Clinical Center of Serbia, Belgrade
Serbia

Obesity and its consequences are at the mo-
ment one of most serious public health problems of
the world in 21st century. According current trends,
it is expected that number of obese people in 2030
will be over one billion. These data documents that
the existing preventive and therapeutic measures
were not sufficient. The use of anti-obesity drugs
in the past was not succesfull due to a lot of side
effects and lack of compliance of the patients for
the use of such drugs. At the moment, in Europe
only one drug is registered for obesity treatment —
orlistat which inhibits pancreas lipases with conse-
quent inhibition of fat absorption from the gut. Two
new anti-obesity drugs were registered by FDA in
the USA in 2012: lorcaserin and a combination of
phentermine-topiramate. Lorcaserin is a selective
serotonin 5-HT2C receptot agonist which is indi-



cated for weight management of obese adults or
overeweight adults with at least one weight related
comorbidity. In a combination of phentermine and
topiramate extended release that has the same
indications as a lorcaserin, phentermine acts an
appetite suppressant while topiramate is an anti-
convulsant that has weight loss side effects. Third
drug that is expected in a future to be registered,
is a sustained-release formulation of bupropion
and naltrexone which influence the hypotlamaus
to decrease food intake. A significant and a most
succesfull long-term weight loss could be achieved
by bariatric surgery procedures (such as a gastric
band; sleeve gastrectomy; gastric bypass surgery;
biliopancreatic diversion).

EOYKALUWJATA BO MAKEOOHWUJA

TaTtjaHa MuneHkoBuK

YHusep3aumemcka KnuHuka 3a eHOoKpuHosioauja,
Oujabemec u bonecmu Ha Mmemabonuamom,
Ckonje, MakedoHuja

[njabetecoT e XpoHU4HO 3abonyBare CO MaH-
OEMUYEH pa3Boj BO MOCMEQHUTE AELEHUN U npe-
ON3BUKYBA MHOTYOPOjHM aKyTHU M XPOHUYHU
KOMMNAMKaUMM KOM TO HamarnyBaaT O4YeKyBaHWOT
>KMBOTEH BEK Ha MaLMeHTUTe KaKo M HUBHMOT KBa-
nnTeT Ha XMBOT. M nokpaj pa3BojoT Ha MeauLUMHa-
Ta, TPETMAHOT Ha AnjabeTecoT e MajopeH npobrnem
N HajBaXkHa yrora BO TPETMaHOT MMa CaMUOoT nauu-
€HT 1 HeroBaTa cnocobHOCT fa ce cnpasu Co Auja-
bertecor. NMopaaun Toa, egykaumjata Ha nauneHTuTe
co anjabeTec e cocTaBeH Aen o4 TpeTMaHoT Ha 6o-
necTta u Taa Bfvjae Ha HamanyBahe Ha Mnojaeara
Ha aKyTHUTE KOMMMKaLUMM U CeKaKo Bnjae Ha mMe-
TabornHaTa KOHTporna M nporpecujata Ha XpOHWUY-
HWUTe Komnnukauuw. MpynHaTa egykaumja Ha nauu-
€HTK co gujabeTtec Ha HawaTa KnuHuka Bo Ckonje
e BoBefeHa Bo 1996 roguHa kako moamdumkaumja
Ha nporpamarta 3a rpynHa efykauuvja, koja ce
OofBMBa Ha YHuBepauTeTcKkaTa KnuHuka Bo [usen-
nopd, Nepmannja og 1978 roanHa (Prof. Berger u
I.Muhlhauser). Tporpamata ce n3egyBa Ha Manu
rpynu nauneHTn og o0y4yeHn OOKTOpU U MEeOULMH-
ckn cectpu. Cekoj goeH ce pasrnegyBa nocebeH
aen op gunjabetecot (WTo e gnjabertec, opanHa u
WHCYINMHCKa Tepanuja, UcXpaHa, akyTH/U KOMMSInKa-
uuKn, dranyka akTUBHOCT, CAMOKOHTpPONa, XPOHMWY-
HM KOMMNAMKaUUmM 1 rpuxa 3a ctananarta). Ha nove-
TOKOT M Ha KpajoT Ha nporpamara, naumeHTuTe rm
TecTupaMe 3a HMBHOTO 3Haeh-e 3a AujabeTecoT, a
NCTO Taka MonoriHyBaaT npallanHuk 3a KBanuTeToT
Ha >XMBOT.

[o cera, co oBaa epgykaTMBHa nporpama ce
06yyeHn noseke og 4000 nauneHTn co anjabetec
(tvun 1 n T1N 2). Bo ncto Bpeme Ha KnuHukata ce

Ky

egyumpaaT AOKTOPU U MEAULIMHCKM CeCTpU o4 ApY-
rmTe LEeHTpW BO HawaTta 3eMja 3a ga ce obesbe-
OV OOCTanHOCT Ha efykauujata 3a naumeHTuTe u
30paBCcTBEHUTE paboTHMLM Ha Lenata Teputopuja
Ha MakegoHuja.

Co oBoj npernen ke ce obngeme ga npukaxeme
aen of pesyntatnte, ocobeHo BnnjaHMETO Ha op-
raHu3vpaHara rpynHa egykauuja Ha metabonHarta
KOHTpOMa 1 KBanuTeToT Ha >XMBOT Ha HaluuTe na-
UMEHTH.

KnyuHu 36opoBu: anjabetec, eqykauuja, naum-
€HT, MeTaborHa KoHTpona

EDUCATION IN MACEDONIA

Tatjana Milenkovic
University clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Diabetes is a chronic disease that has pandemic
development in the last decades, and cause many
acute and chronic complications that reduce dura-
tion and quality of life of diabetic patients. Despite
the development of medicine, the treatment of dia-
betes is a major problem and the most important
role in this treatment is patient and his ability to han-
dle with diabetes. Therefore, education of patients
with diabetes is an integral part of the treatment
of disease, which can reduce incidence of acute
complications, and certainly influence on metabolic
control and progression of chronic complications.
Group education of diabetes patients was started
at our clinic in Skopje in 1996 as a modification of
program for group education, which was conduct-
ed since 1978 at University Hospital in Dusseldorf,
Germany (Prof. Berger and |.Muhlhauser). The
program is conducted in small groups of patients by
trained doctors and nurses. Each day is a separate
issue from the field of diabetes (what is diabetes,
oral and insulin therapy, nutrition, acute complica-
tions, physical activity, self-control, chronic compli-
cations and foot care). At the beginning and end
of the program, patients can test their knowledge
about diabetes and they have to fulfill question-
naire about quality of life.

So far this training program has visited more
than 4000 patients with diabetes (type 1 and type
2). At the same time we educated doctors and
nurses from other centers in our country in order to
ensure diabetes education for patients and health
care providers in the entire territory of Macedonia.

In this review we will try to show some results,
especially, the influence of structured group educa-
tion on metabolic control and quality of life on our
patients.

Key words: diabetes education, patient, meta-
bolic control



MHCYJIMHCKA PE3UCTEHLUWJA KAJ
nonnMunMcTU4EH OBAPUJANEH CUHAPOM

Cawa JoBaHoBcka MuwieBcka
YHugep3umemcka KruHuKka 3a eHOOKpuHosioauja,
Oujabemec u bonecmu Ha Memabosnuamom,
Ckorije, MakeOoHuja

Bogep: MonvumMcTUYHNOT OBapujaneH CUHOPOM
(PCOS) e egHO of HajyecTUTE eHOOKPUHU Hapy-
LyBaHa Kaj XXeHnTe BO penpoayKTUBHUOT nepuos,
Koe ce KapakTepu3upa CO acouuvjaumja Ha nomnu-
UMCTUYHN OBapuymu, XvnepaHgporeHM3am u Xpo-
HW4YHa aHoBynauuja. Nako nHcynuHckata akuuja u
ceKkpeumja He ce cocTaBeH Aen of AWjarHOCTUYKM-
Te KpUTEPUYMWN HUTY ce nak camu no cebe JoBoOr-
HM 3a aunjarHosa Ha PCOS, n obata mexaHu3ma ce
HapyweHu kaj PCOS.

MaTtepujan u metoau: [lageH e nperneq Ha ak-
TyenHuTe CTyAuUU 1 OCBPT Ha HajHOBUTE CO3HaHuja
3a NaToU3MONOLLKNTE MEeXaHU3Mu 1 yrorarta Ha
WHCYyNMHCKaTa pesncTeHuuja BO naToreHesata Ha
PCOS. KoHTpoBep3HO e ganu xmnepuHCynMHeMny-
HaTa cocTojba CTUMynMpa ekcLecuBHa oBapujanHa
npoaykumja Ha aHapOreHn unu gann XPOHUYHOTO
XvnepaHAporeHo Murje NpoMOoBMpa WMHCYNUHCKA
pesncteHumja. N nokpaj ob6esHocTa, Koja e npucyT-
Ha Kaj noBeKke o4 NOSIOBMHA O MauMEeHTKUTEe, Kaj
MONUUMCTUYHMOT OBapujaneH CUHAPOM € OEMOH-
CTpvpaHa 1 HamaneHa MHCYNNH-CTUMYnupaHa yTu-
nM3aumja Ha rrnykosaTa HesaBMCHa of TenecHaTta
maca.

PesynTtatu: VIHCynnHCKa pe3ncTeHuumja u xune-
pyYHCynNuHemMuja e eBngeHTMpaHa v Kaj cnabute m
kaj obesHunTe naumeHTkn co PCOS. lMNpeBaneHua-
Ta Ha MHCYNWHCKa pesuncTeHuuja Kaj naunmeHTKn co
PCOS e anpokcumatuBHo 50-60%, cnopenbeHo
co 10-25% Bo onwTtaTta nonynauuja. MNonuuuc-
TUYHUTE OBapUyMn ce CTUMYMMpaHW Oa CeKkpeTu-
paaT NOBUCOKW KOHLUEHTpauuu Ha aHApOreHn BO
XUNEPUHCYNMMHEMUYHO W WHCYNUH PE3UCTEHTHO
onkpyxysawe. ObesHocta n PCOS umaar cuHep-
MMCTUYKM edekT BP3 AejCTBYBAaHETO HA UHCYMUHOT
Ha nepudepHUTe TKMBa, Taka LUTO NpesaneHuaTa
Ha HapylleHa rnyko3Ha TonepaHumja un gujabetec
1N 2 kaj 06e3Hun xxeHn co PCOS pgocturHyea 20%.
XvnepuHcynuHemujata ctumynmpa npoMeHn BO
MMNONPOTENHCKNOT MeTabonm3am, LWTO Of CBOja
CTpaHa BoAM A0 anTepupaH NUNonpoTENHCKM NPo-
dun 1 3ronemeH pusKK of KOpPOHapHa apTepucka
oonecTt Kaj xeHute co PCOS. Xenute co PCOS
nMaaT 3rorieMeH pu3uk (penatmMBeH pusuk 7,4) 3a
pa3Boj Ha M1oKapAeH MHapKT 1 KOpoHapHa apTe-
pucka bonecr.

3akny4ok: PCOS e komnnekcHo HapyLlyBake,
CO CUrHUMUKaHTEH penpoaykTMBeH mopbuauTer,
HO 1 CO OOMropoYHM NOCNEeAMUM BP3 34paBjeTo Ha
eHara, nopagum LWTo e noTpebHa TemenHa esany-
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auvja ¥ MHTEpPBEHLUM 3a NpeBeHUpare Ha MeTa-
6onHWTe hakTopn Ha pPU3KK.

KnyyHu 360poBuM: MONMUUCTUYEH OBapujaneH
CUHAPOM, VHCYNMHCKa pe3ncTeHuuja

INSULIN RESISTANCE IN POLYCYSTIC
OVARY SYNDROME

Sasha Jovanovska Mishevska
University Clinic of Endocrinology, Diabetes and
Metabolic Disorders, Skopje, Macedonia

Introduction: Polycystic ovary syndrome
(PCQOS) is one of the most common endocrine
disorders in women of childbearing potential, char-
acterized by association of polycystic ovaries, hy-
perandrogenism and chronic anovulation. Although
insulin action and secretion are not an integral part
of the diagnostic criteria, nor are by themselves
sufficient for diagnosis of PCOS, both mechanisms
are disrupted in PCOS.

Materials and methods: A review of the current
studies and an overview of the latest knowledge
about the pathophysiological mechanisms and the
role of insulin resistance in the pathogenesis of
PCOS has been made. Whether hyperinsulinemia
stimulates excessive ovarian production of andro-
gens or whether chronic hyperandrogenism pro-
motes insulin resistance is controversial. Despite
obesity, which is present in more than half of the
patients, reduced insulin-stimulated glucose utiliza-
tion independent of body mass has been demon-
strated in polycystic ovary syndrome.

Results: Insulin resistance and hyperinsulinemia
can be present in both lean and obese patients
with PCOS. The prevalence of insulin resistance
in patients with PCOS is approximately 50-60%,
compared with 10-25% in the general population.
Polycystic ovaries are stimulated to secrete higher
levels of androgens in hyperinsulinemic and insulin
resistant environment. PCOS and obesity have a
synergistic effect on insulin action in peripheral tis-
sues, so that the prevalence of impaired glucose
tolerance and type 2 diabetes in obese women with
PCOS reaches 20%. Hyperinsulinemia stimulates
changes in lipoprotein metabolism, which in turn
leads to altered lipoprotein profile and increased
risk of coronary artery disease in women with
PCOS. Women with PCOS have a considerably
increased risk (relative risk of 7,4) of developing
myocardial infarction and coronary artery disease.

Conclusion: PCOS is a complex disorder with
significant reproductive morbidity and long-term
consequences for women’s health, which requires
a thorough evaluation and interventions for preven-
tion of metabolic risk factors.

Keywords: polycystic ovary syndrome, insulin
resistance
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EYTUPOUOHA TPABECOBA (GRAVES)
BOJNECT (MPUKA3 HA CITYYAJ)

K. Agamoga, H. lN'yyeBa Jla6aH, b. TogopoBa,
C. JoBaHoBcka - MuweBcka, C. LLly6ecka
CrpatpoBa, I'. NeTpoBCKM

YHugep3umemcka KiuHuKka 3a eHOOKpUHosioauja,
Oujabemc u bonecmu Ha Mmemabosu3mom,
Ckorije, MakeOoHuja

BoBen: EytupougHa [paBecoBa 6ornect wnu
TMponaHa odHa 6onect (TOB) e aBTOMMYHa coc-
T0j6a, CO KapaKTepucTUyYHN cumnTomun Ha baseno-
Ba opTanmonaTuja, HO BO OTCYCTBO Ha TMpougHa
ancoyHkumja. Man npoueHT 15-20% op naumeH-
TUTEe HMKOrall He pa3BvMBaaT TMpOMAHA AUCHYHK-
uuja. TupongHUTe aHTUTena moxar ga ougart no-
KayeHu, HO U HopmanHu. Tue npugoHecyBaaT 3a
WMYHUWOT OArOBOP BO TKMBOTO Ha OYHUTE MYCKYIH,
LITO NPeaM3BrKYBa HUBHA HamarieHa NoaBUXKHOCT
n gunnonwja.

MaTtepujan n metoam: lNauueHTka Ha Bo3pacT
of 37 roguHu Gelle ncnegysaHa ambynaHTCKM Ha
KnuHukata 3a eHgoKpuHOnorvja co 3Haum 3a am-
nnonwuja, 6e3 ersogranmyc, NPETXOAHO UCNUTYBa-
Ha 2 meceuum.

PesynTtatu: KnuHMYKMoOT nperneg no cUCTemMu
Oewe HopmaneH, 6e3 3Hauu 3a TMpomgHa Ouc-
dyHKUMja. BruoxemuckuTe aHanuau ykaxaa Ha
HOpMariHM BPELHOCTU Ha TUPOUOHWM XOpMOHU fT4
12.5mmol/L, TSH 1.4mmol/l, aTPO 20mmol/L.
YntpacoHorpadCckMoT npernes Ha TupougHaTa
xnesga 6ewe HopmaneH. MPW Ha opbuTu nokaxa
HOopManHa xunousa u xuneptTpoduja Ha o4HUTE
Myckynu. locTtaBeHOTO comHeBake 3a TOB ce
MoTBPAW Kora ce pas3Bu OUCKPETEH ersodranmyc
AecHo. lMaumeHTkata Gelle nocTaBeHa Ha nyricHa
KOpTUKOCTEpPOMAHA Tepanuja, WTOo € 3naTeH CTaH-
Aapa, co gpacTnyHo nogobpysamse.

3akny4ok: Ha TOB tpeba ga ce mucnu cekoralu
Kora nma gunnonuja 6e3 TupovngHa gucdyHkuuja.

EUTHYROID GRAVES DISEASE (CASE
REPORT)

K. Adamova, N.Gucheva Laban, B. Todorova,
S. Jovanovska-Mishevska, S. Shubeska
Stratrova, G.Petrovski

University Clinic of Endocrinology, diabetes and
Metabolic Disorders, Skopje, Macedonia

Introduction: Euthyroid Graves-disease or thy-
roid eye disease (TED) is an autoimmune condition
characterized by symptoms of Graves’ ophthal-
mopathy, but in absence of thyroid dysfunction. A
small percentage of 15-20% of patients never de-
velop thyroid disfunction.Thyroid antibodies may

Q
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be elevated, but also normal. They contribute to the
immune response in the tissue of the eye muscles,
causing their reduced mobility and diplopia.

Material and Methods: Female patient, aged
37, was investigated in the outpatient endocrinolo-
gy clinic with signs of diplopia without exopthalmus.

Results: Clinical investigations were normal,
without signs of thyroid disfunction. Biochemical
analysis indicated normal levels of thyroid hor-
mones fT4 12.5mmol / L,TSH 1.4mmol /I, aTPO
20mmol/L.Ultrasound examination of the thyroid
gland was normal. MRI of the orbits showed normal
pituitary gland and hypertrophy of the eye muscles.
The diagnosis was confirmed when discrete ex-
ophthalmos right developed. The patient was ad-
ministrated with corticosteroid pulse therapy, which
is the gold standard, with dramatic improvement.

Conclusion: TED should be consideres wher-
ever diplopia without thyroid dysfunction.

TPUrNINO KAJ NAUMEHTU CO ANJABETEC
MENUTYC TWUN 2

K. AgamoBa, . Butocka, M. )KuskoBuk
YHusep3umemcka KnuHuUKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabosuamom,
Ckonje, MakedoHuja

Llen: [la ce eBanympa eqeKkToT Ha HamarnyBahe
Ha nunuau Ha Triglid (fenofibrate) kaj nauneHTn co
AvjabeTec MENUTYC TUN 2, UHCYNUH HAVBHW, MO TPU
Meceuu Tepanuja.

MeTtoau: bea BknydYeHn gsaecert un 4eTupu na-
LUMeHTn co gujabetec menutyc Tmn 2 (18 xeHn n 6
Ma)kun) co NpoceyHa Bo3pact 57,66+/-11.44 (29-76)
(MMH - MakKc) roguHn. HMKOj NPeTxogHO He 3emarn
Tepanuja 3a HamanyBawe Ha nunuau. Cute na-
uneHTn Gea Ha AMeTa U OparHN aHTUXUNEeprnnKe-
MU4YHa Tepanuja. BMI Ha noyeTok Gelue HopmarneH
camo Kaj Tpojua naumeHTtn (12,5%), nogeka BMI
> 25 kg/m2 Gelue kaj cute ApyrM naumeHTn (Hag
30 kg/m2 kaj 20.8%). Ha naumeHTuTe um Gewwe
npenuwaH Triglid (fenofibrate) 145 mg Ha gew.
Cepymckunot low density lipoprotein (LDL), high
density lipoprotein (HDL),Tpurnuuepuamn (TG), total
cholesterol (TChol), kpeaTuHwH, ypea, ToTasnHu
npoTeuHn, anbymuH, enektponutn, AST (aspartate
transaminase) n ALT (alanine aminotransferase)
Gea mepeHn MeceyHo Ao 3 meceum.

Pesyntatu: CpegHa BpegHOCT Ha MNOYETOK
Ha LDL, HDL,TG,TChol 6ea 3.46, 1.5, 4.4 and
6.08mmol/l, nocneposaTtenHo. Bo TekoT Ha cne-
OEeHeTo nunuaguTe noneka ce Hamanyeaa. Mo 3
Meceuu cpeaHaTa BpegHocT bewe 2.09, 2.08, 1.8
and 3.4 mmol/L, nokaxyBajkn CUrHUPUKAHTHO Ha-
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ManyBawe Ha TG u 3ronemyBarwe Ha HDL. OcTa-
HaTUTe MapaMeTpy, Kako MPOTEUHMW, KpeaTUHWH,
ypea, enektponuTtu, AST n ALT 6ea HopmarnHu 3a
Bpeme Ha crnegereTo. EgeH naumeHT nmalue 6na-
ro nokadyeame Ha AST n ALT. EaeH naumneHT Gelue
non-responder co 3roniemyBarwe Ha TG n TChol.
EfneH npeknHa co 3emar-e Ha feKoT.

3akny4ok: Bo oBaa rpyna Ha 06e3HM nauneHTn
co gujabetec menutyc TMn 2, Triglid nmawe oanu-
YeH edpekT Ha NUNUAHUOT Npodous.

TRIGLID IN PATIENTS WITH TYPE 2
DIABETES MELLITUS

K.Adamova, |.Bitoska, M.Zivkovic
University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Aim:To evaluate the lipid lowering effects of Tri-
glid (fenofibrate) in patients with type 2 diabetes
mellitus, insulin naive, after 3months of therapy.

Methods: Twenty four patients with type 2 diabe-
tes mellitus were included (18 females and 6males)
aged 57.66 +/-11.44 (29 - 76) years. None of them
had been receiving lipid lowering medicine previ-
ously. All patients were on diet and taking oral an-
tihyperglycemic medicines. Baseline BMI was nor-
mal only in 3patients (12.5%), where as BMI > 25
kg/m2 in the rest of the patients (above 30 kg/m2
in 20.8%). Patients were assigned to receive Tri-
glid a 145 mg/day. Serum low density lipoprotein
(LDL), high density lipoprotein (HDL), triglycerides
(TG), total cholesterol (TChol), creatinin, urea, to-
tal proteins, albumin, electrolytes, AST (aspartate
transaminase) and ALT (alanine aminotransferase)
were measured at baseline, monthly till 3 months.

Results: Mean baseline levels of LDL,
HDL,TG,TChol were 3.46, 1.5, 4.4 and 6.08mmol/l,
respectively. During the trial the lipids slowly were
improving. After 3months they were 2.09, 2.08, 1.8
and 3.4mmol/L, showing significant lowering of
TG and increase of HDL. Proteins, creatinin, urea,
electrolytes, AST and ALT were normal in all pa-
tients during the follow up. Only one patient had
mild increase of AST and ALT. One patient was a
non-responder with increase of TG and TChol, One
discontinued taking the medicine.

Conclusion: In this group of overweight diabet-
ics Triglid had very good effect on the lipid profile.
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FNA KAJ TUPOUOHWN HOOYIIN

N. Axmetun', B. KpcteBcka', I. emoBcka' ,

B. TogopoBa' , H. PucreBcka?
YHugep3umemcka KnuHuKka 3a eHOOKpUHooauja,
Oujabemec u bonecmu Ha memabosnusmom,
Ckorije, MakedoHuja’

WHcmumym 3a namocgbusuoriozauja u HyKneapHa
meduyuHa ,Akad. Ncak C. Tayep®, Ckonyje,
MakedoHuja ?

Bogepn: TupougHuTe jasnu Kou ce aetektupaar
CO yNTpasByK ce yecTa nojasa.

Len: [1a ce npoueHn CyCneKkTHUOT ja3on 3a Ty-
MOp Ha TUpoMgHaTa Xnesga U Co TEHKOMWINeHa
nyHKUuWja Aa ce AujarHocTuumpa uMTornoLlkaTa Ka-
pakTepucTuKa Ha jasonor. MNauneHTn 6ea aHanuan-
paHu 106 naumeHTn, og Ko 96 xxeHn n 10 maxu.
TeHkourneHata 6uoncuja Gewe u3BpLIeHa Mpeky
ynTpasByk. Kako HecakaHo AejcTBO HajyecTo ce 3a-
Benexana necHa 6onka n BpTornasuLa Kaj nocra-
pv naumeHTn.

Pesyntatu: 90% op uutonowkara aHanusa
6une co OEHWUrHW KapakKTePUCTUKWU, Aofeka Kaj
10% wmano manurim npomenun. Og Hue, 5 nauu-
€eHTN 6mne co nanunapeH kapuumHom, 3 co Hurtle
cell metannasuja, 1 co dponukynapeH Tymop n 1 co
HejacHa gudepeHumjaumja. ManurHute nNpomMeHu
pesynTupane MNo4YecTo Kaj YHWHOAYNapHUTe, He-
OCTPO OrpaHuMyeHn n xunoexoreHu Hogycu. Kaj 6
naumeHTn Ouna HanpaBeHa ToTasiHa TUPOUAEKTO-
Muja, kaj 3 cynToTanHa, a kaj eaeH nobekromuja.

Ouckycuja: CycnekTHUTe ja3nu Ha TupouaHaTa
XKIeafa NecHo M LeNTHO ce NyHKTMpaaT nog, ynTpas-
BYK. Crneumdpu4HoCcTa N CEH3UTUBHOCTa CE BUCOKM
(90%, ogHocHO 84%), ocobeHo ako ce BogeHu nop,
COBpPEMEHU yNTpa3ByYHM anapaTu.

Kny4yHu 36opoBu: FNA, TvpongHu jasnu, yn-
TpasBykK

FNAIN THYROID NODULES

I. Ahmeti', B. Krstevska', G. Pemovska’,
B.Todorova’, N. Ristevska?

University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia’

Institute of Pathophysiology and Nuclear Medicine
“Acad. Isak S. Tadzer”, Skopje, Macedonia?

Introduction: Thyroid nodules are frequent ap-
pearance during thyroid ultrasound.

Aim: To estimate suspect nodule for benign or
malignant characteristics and to verify cytological
features of the node with the fine needle aspira-
tion (FNA) under ultrasound. Patients: 106 patients



were analyzed, 96 women and 10 men. FNA bi-
opsy was performed via ultrasound. As a side ef-
fect commonly noticed mild pain and dizziness in
elderly patients.

Results: 90% of cytological analysis were be-
nign characteristics while the 10% had malignant
chenges. Of these 5 patients were with papillary
carcinoma, 3 with Hurtle cell metaplasia, 1 follicular
tumor and 1 with unclear differentiation. Malignant
changes often resulted in uni nodular, with no clear
limitations and hypoechogenic node. In 6 patients
was performed a total thyroidectomy, subtotal in 3
and in 1 lobectomy.

Discussion: FNA under ultrasound is easy
and safe technique to use for suspected thyroid
nodules. The specificity and high sensitivity (90%
and 84%) especially if driven under modern ultra-
sounds.

Keywords: FNA, thyroid nodules, ultrasound

NMPUMAPEH XUNEPNAPATUPOUOU3AM CO
ATUMTNYHA KNUHUYKA CITUKA (MPUKA3
HA CIYYAJ)

WU. Axwmer, C. LLly6ecka CtpaTpoRa, I.
MetpoBcku, U. butoBcka, N. MnageHoBcKa
YHueep3umemcka KnuHuUKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha Mmemabosnusmom,
Ckonje, MakedoHuja.

BoBen: [lNpumapeH xunepnapatvpouau3am e
cuctemcko 3abonyBarwe AedUHMPaAHO Kako Mo-
KayyBake Ha napatxopmoH (PTH ) og egHa wnu
noseke NapaTuponOHU XIes3am Kako U eKCLLECUBHO
noKayeHn BPEeQHOCTM Ha Kanuuym. AcumnTomar-
CKMOT Xxunepnapatnpongmsam co paHo 3abenexy-
Bake Ha NoKadYeHn BpegHOCTU Ha Kanuuym CTaHy-
Ba C& NnoyecT.

Mpuka3 Ha cny4aj: Max Ha 43-roguwHa Bo-
3pacT Co acMMNTOMaTCKN NpMMapeH xunepnapaTu-
pougusam u ageHom Ha ropHaTa nesa [T xnesaa,
acouupaH co CUMNTOMM Ha NaHW4Ha aTtaka, apTe-
pycka XxunepTeH3nja n ekCTpacucTonu.

Pesynrtatu: brnoxemuncknte ucnutyearwa 3abe-
nexaa nokaveH PTH (145..101,5 pg/ml), nokayeH
Ca 2+ (1,59..1,75 mmol/l), BkyneH Ca (2,8..2,74) n
Vit.D gedovumt (4,35 ng/ml) co HopmaneH 24-ya-
COBeH ypuHapeH kanuuym n docdop. HA Y3B Ha
BpaT ce 3abenexa XUnoexoreH jasorn, oBaneH o6-
NMK BO FOPHMOT NON Ha neBmoT nobyc (26x13 mm)
Ha TupougHaTa >nesga. Nctuot Gelwle noTBpaeH
co 99 m Tc-sestamibi. NauyneHTOT HEMaLLe peHan-
HW KOMMNIMKauMmM, HUTY octeonopo3a. lNopaau ro-
nemuHara Ha jasonor, 6elwe ynateH Ha xupypruja,
kage bele otcTpaHeT jasonot. MiHTpa- u noctone-
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paTMBHUOT TeK Tedewe 0e3 npobnemu. MX[I-Ha-
0foT ro NOTBPAM afeHOMOT Ha napaTtupougHara
xnesga. Mo onepauujaTta, Guoxemmcknte napame-
Tpu 6ea nogobpenmn (PTH=33, Caion 1,23, Ca total
2,45) n 6e3 cumnTomMun Ha xunokanuemuja. lNcmxo-
nowukara cocTojoa 6elwe ctabunmaupaHa.

3aknyyok: OnepaTVBHUOT MEHaLMEHT € TpeT-
MaH Ha mn3bop 3a cuTe CMMMTOMAaTCKM U acumn-
TOMaTCku naumeHTM nomnagm og 50 rog., n 3a
naumeHTU KO He MOXaT [a ce TpeTupaar co mean-
KameHTW. Kaj acMMnToMaTCcKnoT npuMapeH xunep-
napaTtMpouamnsamM MoHeKoraw e TewWwkKo Aa ce of-
Ny4Yn KON NaUMEHTN Ce NOCOOABETHN 3a XUPYPLUKM
TpeTtmaH. MIHopmaummTe og PEARS ce geka ako
He ce BpLUKW onepavuuja, ce 3ronemysa pusMKOT Ha
MOPOMANTET N MOPTANIUTET, KPUTUYHOTO rybere Ha
KOCkeHaTa Maca e NporpecmMBHO ¥ NoToa, NOBEKETO
Of, NauVeHTUTE ce KaHaMaaTu 3a onepawuja.

Kny4Hu 360poBu: npvmMapeH xunepnapaTnpo-
namsam, aTunuyHa Cnunka, XMpypLUKM TpeTMaH

PRIMARY HYPERPARATHYROIDISM WITH
ATYPICAL CLINICAL PRESENTATION -A
CASE REPORT

I.LAhmeti , S.Subeska Stratrova, G.Petrovski ,l.
Bitovska, I. Mladenovska

University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: PHPT is systematic disease de-
fined as the elevated PTH by one or more para-
thyroid glands and excessive amount of blood cal-
cium. Asymptomatic hyperparathyroidism with the
early detected hypercalcemia became more com-
mon.

Case report: A man of 43 yeas old with asymp-
tomatic pHPT and adenoma of uper left parathyroid
gland associated with panic attacks, arterial hyper-
tension and extrasystoles.

Results: Biochemical analysis shown elevated
PTH (145..101,5 pg/ml), elevated level od Ca 2+
(1,59..1,75 mmol/l), total Ca (2,8..2,74) and Vit.D
insufficiency (4,35 ng/ml) with normal 24 hour urine
calcium and phosphor excretion. On neck ultra-
sound we saw a hypoechogenic oval node on up-
per pole of left lobe (26x13 mm) of thyroid gland,
confirmed with 99m Tc-sestamibi of parathyroid
glands. The patient doesn’t have bone and renal
complications. The patient was treated surgically;
intraoperative and extraoperative flow was suc-
cessful. Patohystologic finding of operative mate-
rial confirmed parathyroid adenoma. After surgery
we noted improvement in lab findings (PTH=33, Ca
ion 1,23, Ca total 2,45) with no sing and symptoms
of hypocalcaemia and improvement in psychologi-
cal state.



Conclusion: Operative management is the
treatment of choice for all symptomatic and asymp-
tomatic patients younger than 50 years and for the
patient who cannot be treated by medicaments. In
asymptomatic pHPT sometimes is difficult to de-
cide which patients are more appropriate for surgi-
cal treatment. Information from PEARS is that in
lack of surgery, increases morbidity and mortality,
cortical bone loss is progressive and most of the
patients progress to meet surgical criteria.

Key words: hyperparathyroidism, atypical pre-
sentation, surgical treatment

ACOLIMJALIMJA NOMEFY 3rONIEMEHATA
APTEPUCKA KPYTOCT KAJ BPEMEHU U
ANWJABETEC TUN 1

M. ABpamoBcka', . ABpamoBcku?, M.
MnageHoBcka?, J1. HeueBcka?, J. Tomcka?,
M. JaHakueBcka?, A. LLnkone?®
YHugep3umemcka KruHuUKa 3a 2uHeKkorsoauja,
Ckonje, MakedoHuja’

Knunuuka 6onHuya , bumona, MakedoHuja?
YHugep3umemcka KruHuKa 3a Heghposioauja,
Ckonje, MakedoHuja®

BoBepa: Bp3auHaTta Ha nyncHuot 6paH (BIB) e
MepKa 3a kpyTocTa Ha apTtepuuTe. ManybpojHu ce
CTyOuuTe 3a KpyToCTa Ha apTepuuTe n xemoanHa-
MUCKUTE KapaKTEPUCTUKN Kaj OpemMeHn XeHu co
avjabetec Tvn 1. AcouwnjatuBHata Bpcka Ha BIb
n anjabetecoT e HeQoBOMNHO objacHeTa. LlenTta Ha
oBaa cTyauja belwe ga ce ucnuta NoBp3aHOCTa Ha
KapoTnaHo-cemopanHaTa KpyTocT Kaj OGpemenu
XeHun co gujabetec TN 1 1 ga ce cnopeau co Kpy-
TOCTa Kaj bpemeHun Kon Hemaart aujabetec.

MaTtepumjan n metogu: Bo oBaa npecedHa CTy-
Ovja 6ea ucnutaHm 43 GpemMeHmn xeHn co gujabe-
Tec TMn 1 (Ha Bo3pacT of 24,2 + 4,2 rog.) u uct
Opoj Ha BGpemeHn 6e3 aujabetec (Ha Bo3pacT of
23,5 + 3,7 roa.). AopTtHata BINb Gewe ogpeneHa
npeky pasnukata of BPEMEHCKOTO 3aJO0LHyBaHe
Ha CUrHanoT of 3aefHu4YKkaTa kapoTuaHa apTepuja
(8KA) n demopanHaTta aptepuja (PA) co nomoLl Ha
Honnep-exotomorpadwmja, TpaHcKyTaHO BO GasaTa
Ha BpaToT 3a gecHaTa 3KA 1 nokpaj gecHata QA.

PesynTtatu: BpemeHuTe xeHun co gujadetec Tun
1 (cpegHo BpemeTpaewe Ha Aujabetecot og 5,6
+ 2,4 rog.) MMaa CriMyHa HO CTaTUCTUYKM 3Hauaj-
HO noronema BpegHocT Ha BIb Bo cnopenba co
OpemenuTe Ko Hemaa anjabertec (5,86 + 0,73 vs.
5,43 + 0,97; P = 0,0226). Bo rpynarta Ha XeHu co
aunjaberec, BINb 6ewe BO acoumjaumnja co Bpeme-
TpaeweTo Ha anjabetecort (r = 0,31; P = 0,043), HO
He M CO MUKO3NNNPaHNOT xemornobuH (r = 0,18;
P = 0,248) n rmukemunjata Ha rmagHo (r = 0,14; P =
0,370).
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3aknyuyok: ApTepuckata KpyTocT Kaj bpemMeHu-
Te XeHu co gujabeTtec TMN 1 e noronema of Kpy-
TOoCcTa Kaj 6pemeHuTe KoM HeMaa gujabetec. 3ro-
reMeHaTa apTepucka KpyToCT € BO kopenauuja co
BpeMeTpaer-eTo Ha AnjabeTecor.

KnyuyHu 36opoBu: aopTanHa KpyTocT, Aonnep,
6pemeHocT, anjabeTtec

ASSOCIATION BETWEEN INCREASED
MATERNAL ARTERIAL STIFFNESS IN
PREGNANCIES AND TYPE 1 DIABETES
MELLITUS

M. Avramovska', P. Avramovski?, M.
Mladenovska?, L. Necevska?, J. Tomska?,
P. Janakievska?, A. Sikole®

University Clinic of Gynecology, Skopje,
Macedonia’

Clinical Hospital, Bitola, Macedonia?
University Clinic of nephrology, Skopje,
Macedonia®

Introduction: Pulse wave velocity (PWV) is a
measure of arterial stiffness. There is little infor-
mation about maternal aortic haemodynamics and
PWV in pregnancies affected by Type 1 diabetes
mellitus. The association between PWV and diabe-
tes is poorly understood. The aim of this study was
to investigate association between carotid-femoral
stiffness in pregnant women with Type 1 diabetes
mellitus compared with stiffness in pregnancies
without diabetes.

Materials and methods: Our study is cross-sec-
tional and involved 43 pregnant women with Type
1 diabetes (aged 24.2 + 4.2 years) and the same
number of pregnant women without diabetes (aged
23.5 + 3.7 years). Aortic PWV was determined from
time diversity propagation of the common carotid
artery (CCA) and femoral artery (FA) by Doppler
ultrasound, transcutaneosly at the base of the neck
for the right CCA and over right FA.

Results: Pregnant women with Type 1 diabetes
mellitus (mean duration of diabetes 5.6 + 2.4 years)
had similar but statistically significant higher value
of PWV compared with pregnant women without
diabetes mellitus (5.86 + 0.73 vs. 543 + 0.97; P =
0.0226). Within the group of diabetic women, PWV
was associated with duration of diabetes (r = 0.31;
P = 0.043) but not with the glycated hemoglobin (r
= 0.18; P = 0.248) and fasting glycemia (r = 0.14;
P =0.370).

Conclusions: Maternal aortic arterial stiffness
in pregnant women with Type 1 diabetes mellitus is
more increased than those in pregnancies without
diabetes. The increased aortic stiffness is in cor-
relation with the duration of diabetes.

Keywords: aortic stiffness, doppler, pregnancy,
diabetes mellitus.



CNOPEABA HA BYBPEXHNOT MHAOEKC
HA OTINMOPHOCT KAJ NALUUEHTU CO
ANJABETEC U OMNWITATA NMNOMNYINALUJA

M. ABpamoBcka', . ABpamoBcku?, M.
MnapgeHoBcka?, J1. HeueBcka?, H. PucteBcka?,
A. lukone?.

YHueep3umemcka K/uHUKa 3a 2uHeKosioauja,
Ckorije, MakedoHuja'

KnuHuuka 6onHuua, bumona, MakedoHuja?
YHusep3umemcka KnuHuka 3a Hegbporsioauja,
Ckorije, MakedoHuja®

BoBepn: [njabGetnyHata Hedpponatmja npet-
CTaByBa BOAeYKa NpUYMHa BO reHe3aTa Ha XpOHUY-
HN BybpexHun 3abonyBarwa BO 3eMmjuTe BO pasBoj.
[MpomeHWTe WTO HacTaHyBaaT Kaj KpBHUTE CafoBu
BO BybperoT pesyntuMpaart co nopacTt Ha MHAEKCOT
Ha BackynapHata otrnopHocT (RI) namepeH co [o-
nnep. Llenta Ha oBaa cTyauja e ga ce ucnvta 1
ha ce cnopean BpegHocta Ha RI kaj naumeHTn co
OvjabeTec n naumMeHTU of onwTaTta nonynauuja.

MaTtepujan n metoau: bea namepeHu Rl nHgex-
cuTe co nomol Ha [lonnep-coHorpadot (General
Electric Logiq pro 5) n koHBekcHa coHga og 2-5
MHz. Mepeh-aTta 6ea n3BpLUEHN HA CETMEHTHUTE,
uHTepriobapHuTe 1 apkyatHuTe BGybpexHn apTe-
pun kaj gBata bybpera Ha CeKoj 04 UCNUTYBaHUTE
naumeHTn (cpegHuTe BpegHocTh Ha Rl 6ea ynotpe-
OeHn 3a crtatuctuyka obpaboTka). Bo cryauvjaTta
bea Bkny4yeHn 63 (32 maxun n 31 xxeHa, CTapoCeH
avjanasoH 37-75 rogunn, co gujabetec of gpata
TMna) n 59 naumenTn (30 maxn n 29 xeHu, ctapo-
CeH AujanasoH of 35-72 roguHu) of onwTarta no-
nynauuja, kon Hemaa gujabetec. Kaj cute naunen-
Tn 6ewe ucnutaH RI, CMCTONHMOT U OWjaCcTONHUOT
NPUTUCOK U MMNKO3UIMPAHNOT XEMOITIOOUH ( ).

Pe3yntatu: belwe yTBpaeHa CTaTUCTUYKN CUT-
HutpmkaHTHa pasnuka nomery Rl Ha rpynata co
aunjabertec n onwrtata nonynauumja (0,71 + 0,08 vs.
0,65 + 0,04; P < 0,0001, t test 3a He3aBUCHM Npu-
Mepoum). Hema ctaTucTudkM 3HadajHa pasnuka no-
mery RI kaj mawkaTa u XeHckarta nonyrnauuja BO
asete rpynu (P = 0,127). CpegHaTa BpeaHOCT Ha
nsHecysalle 8,53 + 2,19 %, a BpemeTpaeHeTo Ha
aunjabertecot 12,41 + 6,72 roguHu. Pesyntatute og
perpecuoHara aHanmsa kaj naumeHTuTe co anjabe-
Tec nokaxaa geka Rl e Bo kopenauuja co cucrton-
HWOT apTepucku NpuTucok (27% opf Bapujauujata
Ha RI e Bo Bpcka CO CUCTOSNMHMOT apTEPUCKN NPUTU-
cok, R2 = 0,27, P < 0,0013) n co BpeMeTpaeHeTO
Ha anjabetecot (R2 = 0,24 or 24% op Bapujauuja-
Ta Ha Rl e BO Bpcka co BpeMeTpaeweTo Ha anjabe-
Tecot , P < 0,0005).

3akny4ok: [loBekebOpojHu ce chakTopute Kou
nmaar y4ecTBO BO pa3BojoT Ha abHopmanHocTuTe
Ha ManuTe KpBHU cafoBu BO OybpesnTe BO cocTaB
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Ha reHepanua3npaHoTo owTeTyBake Npu anjabete-
cor. Mocneavuute o BakBUOT BUA Cag0BHM OLLTE-
TyBaka MoOXaT fa ce npoueHat co [onnep-yn-
Tpas3ByK NpeKy Mepere Ha MHOEKCOT Ha OTMOPHOCT
(RI) kako Mepka Ha egHO ANAY3HO NapeHXMMaTo3-
Ho 3abonyBare Ha ByOpe3nTe CO 3rofieMeH BacKy-
napeH OTMOP, WMHAOEKC MOrofieM Kaj nauneHTuTe
Kou umaat aujabeTec OTKONKY Kaj nauueHTuTe of
onwTara nonynauuja.

Kny4yHu 360poBu: MHOEKC HA OTMNOPHOCT, Auja-
6etec, Jonnep, anjabetnyHa HedponaTtuja

COMPARATION OF RENAL RESISTANCE
INDEX IN PATIENTS WITH DIABETES
MELLITUS AND GENERAL POPULATION

M. Avramovska', P. Avramovski2, M.
Mladenovska?, L. Necevska?, N.Ristevska?,
A. Sikole?

University Clinic of Gynecology, Skopje,
Macedonia’

Clinical Hospital, Bitola, Macedonia?
University Clinic of nephrology, Skopje,
Macedonia®

Introduction: Diabetic nephropathy has be-
come the leading cause of chronic renal failure in
developing countries. Alterations in renal vascular
vessels result in the increase of renal vascular re-
sistance is manifested by the elevation of Doppler
sonographic renal resistance index (RI). The aim
of the study was to investigate and compare a RI
value in diabetic vs. general population.

Materials and methods: Rl measurement were
performed with a color Doppler scanner (General
Electric Logiq pro 5) with a curved-array 2 — 5 MHz
transducer. Recording were obtain in segmental,
interlobar and arcuate arteries in both kidneys in
each patients (median Rls were used for statisti-
cal analysis). Sixty-three patients (32 male and 31
female, age range 37-75 years, diabetes duration
3-27 years, both type 1 and type 2 diabetes) and 59
(30 male and 29 female, age range 35 — 72 years)
patients from general population without diabetes
were included in the study. In all patients RI, sys-
tolic and diastolic blood pressure and glycated he-
moglobin ( .) were measured.

Results: A statistically significant difference in
RI was found between diabetic and general popula-
tion group (0.71 + 0.08 vs. 0.65 + 0.04; P < 0.0001,
t test for unpaired data). There were no statisti-
cally significant difference in RI between male and
female population in both group (P = 0.127). The
mean value of ; was 8.53 + 2.19 % and diabetes
duration was 12.41 + 6.72 years. Results of step-
wise regression method in diabetic group showed
correlation: that systolic blood pressure (explained
almost 27% of Rl variation, R2 = 0.27, P < 0.0013),
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duration of diabetes (R2 = 0.24 or 24% of Rl varia-
tion, P < 0.0005).

Conclusions: Many factors are included in the
development of small vessel abnormalities of the
kidney as part of the widespread damage in diabe-
tes. The consequence of these abnormalities can
be elevation of Doppler US renal resistance index
as measure of diffuse parenchymal renal disease
with elevated vascular resistance more expressed
in patient with diabetes than in general population.

Keywords: renal resistance index, diabetes,
doppler, diabetic nephropathy.

ACOLIMJALIMJA NOMEFY
OCTEOIMOPO3ATA, MAPATUPOMOAHNOT
XOPMOH, CEPYMCKMOT BKYNEH
KANUUYM, BKYNMTHUOT ANNBYMUHO-
KOPETMPAH KANUWYM U JOHU3UPAHUOT
KAINUWYM KAJ XXEHU NO MEHOMAY3A

M. ABpamoBcku'!, M. ABpamoBcKa?,

A. WLnkone?.

KnuHuuka 6onHuya , bumona, MakedoHuja’
YHusep3umemcka KuHuUKa 3a auHeKorsoauja,
Ckonje, MakedoHuja?

YHusep3umemcka KriuHuka 3a Hegbporsiozauja,
Ckorije, MakedoHuja®

BoBepa: OcTteonoposarta npetcTtaByBa HapyLuy-
Bake BO KOCKeHaTa ryctMHa, BoobuyaeHo npegms-
BMKaHO of abHopmanHocTM BO MeTabonvamoT Ha
MUHepanuTe (Kako LUTO ce KanuuymoT n docdo-
poT), napatupongHmnot xopmoH (MTX), ButammnHoT
[, KockeHaTa Maca unv KockeHata cTpyktypa. Kan-
LMYyMOT M NpaBu KOCKMTE LBPCTU U jakn. HuBoTO
Ha Kanuuym BO CUTe OEernoBU Ha HaleTo Teno e
nog koHTporna Ha lNTX Koj ce nayn og napatupo-
ngHata xnesga. NauneHTuTe KoM ce mocrapu, co
nomarna rorieMuHa Ha TenoTo, KoM MMaaTt npeTxoq-
Ha nctopuja 3a ppaktypu, ynotpeba Ha KOpPTMKOC-
TEpouau, WHTecTMHanHW 3abonyBaka, TpaHc-
NNaHTUpaHn opraHn unu GybpexHu 3abonysarba,
nmaart 3rofieMeH pusurk 3a 0CTeONopo3a U Hej3nHU
KOMMmKauum.

Martepujan n metogu: Kopenauwujata nomery
KockeHaTa MuHepanHa ryctuHa (KMI), cepym-
CKMOT joHM3MpaH kanuuym (CajoH), cepymckmoT
BKyneH kanuuym (Ca), BKYNnHUOT anbymmnHo-kope-
rmpaH kanumym 3a (Cakop) u MNMTX 6ea ucnutysa-
HW BO MpeceyHa CTyauja BO Koja ydyectsyBaa 143
XeHW BO MOCTMeHoNay3a (cpeaHa Bo3pacT: 57,4 +
13,2 rog.). BkynHMOT anbyMmnHO-KopermpaH Kanuu-
ym belle npecmeTaH cnopeq copmynara: Cakop
= Ca + 0,8 (4 — cepymckmot anbymuH). Kaj cute
ncnutaHmum d6ewe mnamepeHa KMIT co nomow Ha
[ABOjHO eHepreTckaTta ancopnumomeTpuja co X-3pa-
un (DEXA) co nomow! Ha anapatoT Hologic Delphi
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QDRA4500A/SL system (Hologic Inc., Fort Myers,
FL, USA). KMl Gewe wn3mepeHa Ha ‘pOETHMOT
cton6 u komnkoT. buoxemuckute napametrpu Gea
MCnTaHyW Co MOMOLLU Ha cTaHdapgHuTe naboparo-
pyvcKM npouenypu co nomol Ha anapatoTr Cobas
Mira S Analyzer (Roche Diagnostics, Holliston, MA,
USA). lMNupcoHoBMOT Moden Ha Kopernauuvja belue
NPUMEHET 3a Aa ce yTBpaMu acoumjaumnjata nomery
ocTeornoposata U MNPeTxXoAHO CrnoMeHaTuTe Lup-
Kynupadkm Ouomapkepu. MogenoT Ha mynTunna
perpecuja, 4Yekop no 4Yekop HaHasag, bewe yno-
TpebeH 3a Aa ce OTKpUe MHOXECTBOTO HE3aBWCHU
Bapujabnu kou umaart HajrornemMo BrnvjaHue Bp3 3a-
BMCHO NMpOMeHNnunBaTta Bapujabna.

Pesyntatu: bewe mnamepeHa KMIT Ha KonkoT:
0,847 + 0,148 g/cm2 n Ha ‘pbeToT 0,917 £ 0,167 g/
cm2. Pesyntatute 3a umpKynupadkute Guomapke-
pu 6ea: CajoH = 1,232 £ 0,045 mmol/L; Ca = 2,31
+ 0,12 mmol/L; Cakop = 2,26 + 0,09 mmol/L; cepy-
MCKMOT anbymuH = 42,5 +4,31 g/LnlTX =5,36
1,86 pmol/L. Hue ro npecmerasme [NnpcoHoBMOT
KoedUUMEHT Kako MepKa Ha jaynmHaTa 1 HacokaTta
Ha B3aeMO[ejCTBOTO Ha ocTeonopo3ara Ha KOrKoT
CO umpKynupadkute uomapkepu: CajoH (r = - 0,21,
P =0,012), Ca (r = - 0,10, P = 0,117), Cakop (r =
- 0,19, P =0,011) n NTX (r = - 0,31, P < 0,0001).
OncepBupaHoTo 6eTa HMBO NpU MYMTUMNIA perpe-
cvja, BO Hawarta ctyauvja nsHecysawe 0,140 (MNTX:
Bst = - 0.356; p = 0.004). Hemawue curHucbukaHTHa
kopenauuja nomery KMI™ Ha ‘pbeToT 1 umpkynmpau-
kuTe Buomapkepm.

3aknyuok: [locTton uHBEp3Ha acouujaumja no-
mery KMIT Ha KOMKOT M jOHU3NPaHWOT Karnuuym,
kako n nomery KMI™ Ha KOnKoT 1 BKynHMOT anby-
MUWHO-KOpernpaH kanuuym. lNocTtou jaka MHBEpP3Ha
Kopenauuja noMery octeonoposaTa v napatmpouna-
HUOT XOPMOH.

Kny4yHu 36opoBu: octeonoposa, napatupou-
[eH XOPMOH, KanuuyMm, joHU3MpaH Kanuuym, Kope-
rMpaH Kanuuym

ASSOCIATION BETWEEN OSTEOPOROSIS,
PARATHYROID HORMONE, SERUM TOTAL
CALCIUM, ALBUMIN - CORRECTED TOTAL
CALCIUM AND IONIZED CALCIUM IN
POSTMENOPAUSAL WOMEN

P.Avramovski’, M. Avramovska?, A. Sikole?
Knuruyka 6onHuua , bumona, MakedoHuja’
YHusep3umemcka KnuHuUKa 3a auHeKkorsoauja,
Ckorije, MakedoHuja?

YHusep3umemcka KrnuHuKka 3a Hegpporoauja,
Ckonje, MakedoHuja®

Introduction: Osteoporosis is disorders of
bone strength, usually caused by abnormalities of
minerals (such as calcium or phosphorus), para-



thyroid hormone (PTH), vitamin D, bone mass or
bone structure. Calcium is what makes our bones
hard and strong. The PTH released by parathyroid
glands regulates the calcium level in all parts of our
bodies. Those at high risk for osteoporosis include
patients with older age, small body size, history of
fractures, steroid use, intestinal diseases, organ
transplants and kidney disorders.

Materials and methods: The correlations be-
tween bone mineral density (BMD), serum ionized
calcium (Caion), serum total calcium (Ca), total
calcium corrected for albumin (Cacor) and PTH
were investigated in a cross sectional study of 143
postmenopausal women (mean age: 57.4 + 13.2
years). We calculated Cacorby formula: Cacor =
Ca + 0.8 (4 — serum albumin). In all participants
we conducted BMD testing using dual energy x-
ray absorptiometry (DEXA) performed using a Ho-
logic Delphi QDR4500A/SL system (Hologic Inc.,
Fort Myers, FL, USA). We were measure BMD by
DEXA in the lumbar spine and hip. Biochemical
parameters were determined using standard labo-
ratory procedures performed on a Cobas Mira S
Analyzer (Roche Diagnostics, Holliston, MA, USA).
We used Pearson product-moment correlation
to find an association between osteoporosis and
above-mentioned circulating biomarkers. Stepwise
multiple regression was used to identify the subset
of independent variables that has the strongest re-
lationship to a dependent variable.

Results: We measured BMD at the neck: 0.847
+ 0.148 g/cm2 and at the spine: 0.917 + 0.167 g/
cm2. The results for the circulating biomarkers
were: Caion = 1.232 + 0.045 mmol/L; Ca = 2.31
+ 0.12mmol/L; Cacor = 2.26 + 0.09 mmol/L; se-
rum albumin = 42.5 £ 4.31 g/L and PTH = 5.36
1.86 pmol/L. We calculate Pearson coefficients as
a measure of the strength and direction of corre-
lation of osteoporosis (BMDhip) with circulationg
biomarkers: Caion (r = - 0.21, P = 0.012), Ca (r =
-0.10, P=0.117), Cacor (r=-0.19, P =0.011) and
PTH (r=-0.31, P <0.0001). In multiple regression
observed beta level in our study was 0.140 (PTH:
Bst = - 0.356; p = 0.004). There was no significant
correlation between BMDspine and circulating bio-
markers.

Conclusions: There is an inverse relationship
between hip BMD and ionized calcium, hip BMD
and total calcium corrected for albumin. There is
a strong inverse correlation between osteoporosis
and parathyroid hormone.

Keywords: osteoporosis, parathyroid hormone,
calcium, ionized calcium, corrected calcium.
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TAPHEPOB CUHOPOM (MPUKA3 HA
CNYYAJ)

WU. butocka, B. KpcteBcka, b. ToqopoBa,

C. M. TemenkoBa, C. LLl. CtpaTpoBa,

I. NetpoBcku, N. Axmetn, M. XKuBkoBuk
YHugep3umemcka KrnuHuKka 3a eHOOKpUHosoauja,
Oujabemec u 6ornecmu Ha Mmemabornu3mom,
Ckonje, MakedoHuja

BoBepn: TapHepoBMOT CMHAPOM (NMO3HAT U Kako
roHaganHa gucreHesuja, 45, XO ) , BknyyyBa no-
Beke COCTOjOM Kaj »KeHckaTa nonynauvja Kkage e
3acerHat nonoBuoT ( X) XpOMO30M, OOHOCHO, NN
HegocTacyBa Len, unm NocTon, HoO UMa aHoMarnuja
Ha nctmort. Ce jaByBa kaj 1 Bo 2000 go 1 so 5000.
Kaj naumeHTknTe co TapHepoB cMHAPOM MocTojat
KapakTepUCTUYHM (PU3NYKM aHOManuu, Kako LUTO
Ce: HM30K pacT, HUCKO MOCTaBEHWU YLLK, enacTuy-
Ha Ko)Xka Ha BpaToT, Kako 1M NpuMapHa aMmeHopea U
Opyrv1 KomopoumaunTeTu.

Llen: lMpeseHTauvja Ha naumMeHTKa CO HWU3OK
pacT 1 npuMapHa aMmeHopea.

Matepujan u metoam: NauneHTKa Ha BO3pacT o
35 roguHu Gelle esanyupaHa 3apagu HU30K pacT
n ctepunuTeT. [lononHuTenHa gujarHosa — npuma-
PeH xunotTupounamnsam.

Pesyntatu: buoxemnckute aHanusm nokaxkaa
TSH 9,15 mU/l, koptnson 706 nmol/l, MHCynuH
12,68 microU/ml, FSH 55,61 mU/ml, ectpagnon
< 5,00 pg/ml, STH 0,05 ng/ml, SHBG 9,03 nmol/I.
KnuHmnYkM naumeHTKaTa ce oanvKyBalle CO HM30K
pacT, HACKO nocTaseHu yLuu, pterygium colli. Kapu-
OTWNOT Of NeyKouuTK of nepudepHa KpB: BO cute
aHanuavpaHu Metadpasm 3abenexaHo e NpucycTBo
Ha OBe NUHUKM 1 T0a, BOo 92% 45, XO, B0 8% 46,
Xdel(Xqg-).

3aknyyok: Ha TapHepoB cuHgpom Tpeba aa
ce NoMuCAn Kora NocTon HU3OK pacT MU NpuMapHa
ameHopea, Koja e pesynTaTr Ha XuneproHagoTpo-
MeH XunoroHagusam.

KnyyHu 36opoBu: TapHepoB cUMHApPOM, npwu-
MapHa ameHopea, XMNeproHagoTpPOMNeH XMMoro-
Hagu3aM, KapuoTun

TURNER SYNDROMA (CASE REPORT)

I.Bitoska, B. Krstevska, B. Todorova, S. M.
Temelkova, S. S. Stratrova, G. Petrovski, .
Ahmeti, M. Zivkovik

University Clinic of Endocrinology, Diabetes and
Metabolic Disorders, Skopje, Macedonia

Introduction: Turner syndrome (also known as
“Gonadal dysgenesis”), 45,X0, encompasses sev-
eral conditions in human females, of which mono-
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somy X (absence of an entire sex chromosome,
the Barr body) is most common. It is achromosom-
al abnormality in which all, or part of one of the sex
chromosomes is absent or has other abnormalities
Occurring in 1 in 2000 — 1 in 5000 phenotypic fe-
males, the syndrome manifests itself in a number of
ways. There are characteristic physical abnormali-
ties which affect many but not all people with Turn-
er syndrome, such as short stature, swelling, broad
chest, low hairline, low-set ears, webbed necks,
gonadal dysfunction and other comorbidites.

Aim: To present a female patient with short stat-
ure and primary amenorrhoea.

Material and methods: A 35 years old female
patient was admitted in the hospital due to short
statue and infertility. She also suffered from primary
hypotiroidism.

Results: Biochemical analyses revealed TSH
9,15 mU/l, cortisol 706 nmol/l, insulin 12,68 mi-
croU/ml, FSH 55,61 mU/ml, estradiol < 5,00 pg/ml,
STH 0,05 ng/ml, SHBG 9,03 nmol/I. Clinical investi-
gation showed short stature, low-set ears, webbed
necks Genetic analysis have shown persistence
of two caryotype lines: in 92 % 45, XO, in 8% a
deletion of the short p arm of one X chromosome
(46,XdelXqg-).

Conclusion: Turner syndrome should be con-
sidered when a female patient suffers short stature,
primary amenorrhoea due to hypergonadotropic
hypogonadism.

Key words: short stature, Turner syndrome,
primary amenorrhoea, hypergonadotropic hypogo-
nadism, caryotype

KOHFEHUTANMHA AOPEHAJTHA
XUNEPMNA3WJA - OOLIEH NOYETOK
(MPUKA3 HA CINYYAJ)

WU. Butocka, T. MuneHkoBuK, b. KpcteBcka,

C. J. Muwescka, b. TogopoBa,

. MnageHoBcKa, K. AnamoBa,
YHugep3umemcka KiuHuka 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha Mmemabonuamom,
Ckonje, MakedoHuja

BoBepa: KoHrenuTtanHa agpeHanHa xunepnna-
3uja (KAX) Bkny4yBa rpyna Ha aBTOCOMHO peLecuB-
HM 3abonyBala KOM HacTaHyBaaT Kako pesynrtart
Ha MyTauMja Ha reHuTe OAroBOPHM 3a MPOoAyKuuja
Ha eH3MMUTE BKIy4YEHU BO BUOXEMUCKUTE MPOLECH
Ha cosfjaBake Ha KOPTU30M Of XONecTepornoT BO
HanbybpexHuTe xnesgu. Hajuecto (Bo 90 %) ce
paboTu 3a oeduUNT Ha eH3NMOT 21 XMapoKcmnasa.

Len: lMpeseHTauvja Ha nauueHTKka CO Xune-
paHOporeHm3am u MHEPTUITHOCT.
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MaTtepujan u metoagu: lNauneHTka Ha Bo3pacT
op 36 roguHu Belle eBanyvpaHa 3apagun Hepeaos-
HW MeHCTpyauumn (perynupaHun UCKIy4ymBO CO XOp-
MOHCKM MpenapaTtu), 3rofieMeHa BIakHaToCT, He-
MOXHOCT 3a 3abpemeHyBare 13 roguHu HaHasag.
Bo 2006 roguHa 3a npB nat KOHCynTupana ruHe-
konor u Ha 'AK noctaseHa Dg: sterilitas primaria,
CAH- late onset. KpaTtok nepuog npumana KOpTUKO
Tepanuja 1u NpogosKmMna co XOpPMOHCKU npenapa-
Tn. Bo 2013 HanpaBeHo IVF — HeycneLwuHo.

Pesyntatu: Op Ouoxemuckute  aHanusu
Oele yTBpAEeH BMCOK TecTocTepoH 14,21 mmol/l,
DHEA-S 8.55 mikromol/, aHgpocTteHeaunoH 6,0 ng/
ml, koptnzon 805 nmol/l, ACTH 45 pg/ml, 17 OH
nporectepoH 29 micromol/l, rmukemuja 6,1 mmol/l,
nHcynuHemmja 24,5 mikroU/ml, HOMA-IR 6.64.
KnuHmnykM kaj naumeHTkata nocrtoelle 3rofiemMmeHa
BrakHaTocT no uenoto Teno (Ferriman - Gallwey
score 22). HanpaseHnvor KT Ha HagbybpexHwu
Xnesgu ykaxa Ha braro aronemeHn HagoyopexHM
XKNnes3gn Co Kpy)XHa XvMnoAeH3Ha dokarnHa nesuja
Ha nesata HagbybpexHa xnesga. belwwe Hanpase-
Ha M MOINeKyrnapHa kapaktepu3auuja, Npu WTO ce
noKaka MpUCyCTBO Ha MyTauun BO reHoT 3a 21-xu-
apokcmnasa — P30L 1172N myTaumm Bo xeTeposu-
roTHa coctojba.

3aknyyok: Ha late onset CAH tpeba pna ce no-
MUCIIM KOra MOCTON CTEPUIUTET, Kako U onnrome-
Hopeja U XMp3yTu3aMm OOKOSKY ce jaBaT nogouHa
BO >MBOTOT. Of eceHuujanHo 3Ha4yewe BO Aujar-
HOCTMKaTa e reHeTckaTa Kapakrepusauuvja 3apagm
HaBpeMeHO MOCTaByBak-€ Ha afeKkBaTHa Tepanuja
N KOHCynTaumja co CeMejCTBOTO U OTKpMBake Ha
HocuTenuTe Ha bonecra.

Kny4yHu 36o0poBu: KoHreHutanHa agpeHanHa
xvnepnnasuja ( KAX), xvnepaHgporeHnsam, cre-
PUNUTET, FTEHETCKN aHanuau

CONGENITAL ADRENAL HYPERPLASIA -
LATE ONSET (CASE REPORT)

l. Bitoska, T. Milenkovik , B. Krstevska,

S. J.Misevska, B. Todorova, I. Mladenovska,
K. Adamova

University Clinic of Endocrinology, Diabetes and
Metabolic Disorders, Skopje, Macedonia

Introduction:The term Congenital adrenal hy-
perplasia (CAH) encompasses several autoso-
mal recessive diseases resulting from mutations
of genes for enzymes mediating the biochemical
steps of production of cortisol from cholesterol by
the adrenal glands. Deficiency of 21-hydroxylase,
resulting from mutations or deletions of CYP21A,
is the most common form of CAH, accounting for
more than 90% of cases.

Aim: To represent a patient with hyperandrogen-
ism and infertility who may suffer late onset CAH.



Material and methods: A 36 years old female
patient was admitted in the hospital due to irregular
periods, oligomenorrhea, hirsutism, and infertility.
Gynaecologist has been consulted for the first time
in 2006 and diagnosis has been settled : Sterili-
tas primaria, CAH- late onset. Corticotherapy has
been administered for short period of time followed
by contraceptive pills. IVF was done in 2013 - no
success.

Results: Biochemical analyses revealed free
testosteron 14,21 mmol/l, DHEA-S 8.55 mikromol/l,
androstenedion 6,0 ng/ml, cortisol 805 nmol/l,
ACTH 45 pg/ml, 17 hydroxiprogesterone 29 ng/ml,.
insulinemia 24,5 mikroU/ml, glycaemia 6,1 mmol,|
, HOMA-IR 6,64., Clinical investigation showed ex-
cessive hair growth ( male pattern), Ferriman - Gall-
wey score 22. A CT scen was performed- bilateral
hypertrophy and oval focal lesion left. Molecular
genetic analysis have shown pathologic mutations
that contribute to 21-OH deficiency arise as a con-
sequence of unequal crossover — P30L 1172N.

Conclusion: CAH should be considered when
a female patient suffers infertility, olygomennorhea
and hisrutism later in her life. Molecular genetic di-
agnosis is essential to provide the correct diagno-
sis and allow for appropriate clinical and genetic
counseling

Key words: CAH ( late onset), hyperandrogen-
ism, infertility, genetic analisys

3HAYEHETO HA SDS PAG
ENEKTPO®OPE3A KAKO AUWJATHOCTUYKMHN
METO[ NPU EBANTYALUUJA HA
HE®POJIOLWWKN KOMMNIMUKALIUN KAJ
NAUUEHTU CO ANJABETEC MEJIUTYC

H. BoxuHoBcka', B. Mepuan’, T. MuneHkoBuK',
U. CmokoBcku?, U. Butocka'

YHugep3umemcka KrnuHuka 3a eHOOKpuHosioauja,
Oujabemec u bonecmu Ha memabonuamom,
Ckorije, MakeOoHuja’

YHuUgep3umemcka KnuHuUKa 3a MmoKcuKoroauja?,
Ckonje, MakedoHuja

BoBep: bBybpexHaTta vHcydwmumeHumja e egHa
04 HajuyecTUTe XPOHWYHW MeTabonHM KoMMNuKa-
UMM Kaj naumeHTnTe co amnjabetec menutyc (OM).
Llenta Ha oBaa crtyaouja bewe pa ce esanyupa
3HayeweTo Ha SDS PAG enekTpodhopesata Kako
HEeVMHBa3nBEH, EBTUH M NECHO JOoCTaneH avjarHoc-
TUYKKU MEeTod MpW paHa geTekuuja, ogHOCHO awnjar-
HOCTULMpaHE Ha CTeneHoT Ha BybpexHa nHcydun-
uueHuumja.

Matepumjan n metogu: Ce pabotn 3a npocnek-
TMBHa OrncepBauncka ctyguja co 846 naumeHTun, co
OM tun 1 v OM Tun 2, yum eBanyaumm ce npaeea
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BO TekoT Ha ABe roguHu. Oa Tne 846 naumeHTw,
761 (89,9%) ce co M Tvn 2, gogeka npeocTaHa-
Tnte 85 (10,1%) ce co OM tun 1. Kaj camo egHa
TPETUHAa of, BKYMHUTE NauueHTU NPEeTXoaHo belle
aujarHoctTuumMpaHa npoTeuHypuja, Kako gen opf
PEeLOBHUTE €AHOrOAMLIHM NabopaTopUCKN UCMIUTY-
Baha.

Pesynrtatu: PesyntatuTte kou ce gobuja og us-
BegeHata SDS PAG enektpodopesa ykaxyBaat
Ha Toa Aeka kaj BkynHo 398 nauuneHtn (47,0%)
He nocTtou BybpexHa uHcyduumeHumja. Kaj npe-
OCTaHaTUTE aHanu3MpaHu NauneHTn ce Hanpasu
jacHa nogenba: kaj 228 nauneHTun (26,9%) noctou
Tun 0 Ha BybpexHa uHcyduumeHumja; kaj 78 na-
uneHTtn (9,2%) noctomn Tun 1 Ha BybpexHa nHCy-
dvumeHumja; kaj 56 nauneHTtn (6,6%) uma Tun 2
Ha OybpexHa uMHcyduumeHumja; kaj 70 naumeHTm
(8,3%) noctom Tun 3 Ha BW; n kaj 16 (1,9%) of
aHanuampaHuTe naumMeHTn ce pabotu 3a Tun 4 Ha
O6ybpexHa uHcyumumeHuja.

3akny4ok: OBaa cTyauja nokaxa geka SDS
PAG enekTtpochopesarta, nako e crap Metoa, ce-
nak e of ronema KrvMHU4YKa KOpPWUCT BO OOHOC Ha
avjarHocTuumpare M eBarnyvMpake Ha CTeneHoT
Ha BybpexHa uHcyduumneHuuja, kaj naumeHTnTe co
OM. [JononHuWTenHo, oBa € HeunHBa3MBEH METO.,
KOj e necHo goctaneH n Tpeba ga ce KopucTu BO
CeKojaHeBHaTa NpakTuKa, Kako UCTMUTYBake Koe ce
npaeun egHaLl roaumiHo, Kaj nauneHtmute co M.

KnyyHu 36opoBu: anjabetec menutyc, SDS
PAG enektpodopesa, bybpexHa nHcyduumneHumja

THE SIGNIFICANCE OF SDS PAG
ELECTROPHORESIS AS A DIAGNOSTIC
METHOD IN EVALUATING THE
NEPHROLOGICAL COMPLICATIONS IN
PATIENTS WITH DIABETES MELLITUS

N. Bozinovska', V. Percan’, T. Milenkovic', I.
Smokovski?, I. Bitoska'

University Clinic of endocrinology, diabetes and
metabolic disorders - Skopje, Macedonia’
University Clinic of toxicology, Skopje, Macedonia?

Introduction: Renal failure is one of the most
common chronic metabolic complications in pa-
tients with diabetes mellitus (DM). The aim of this
study was to evaluate the significance of SDS PAG
electrophoresis as a noninvasive, low-priced and
easily available diagnostic method in early detec-
tion or diagnosis of the degree of renal insufficiency.

Material and Methods: Prospective observa-
tional study of 846 patients with type 1 DM and
type 2 DM, whose evaluations were made at a time
period of over two years. 761 (89.9%) from the total
number of patients have type 2 DM, while the re-
maining 85 (10.1%) have DM type 1. Only one third



of the patients have previously been diagnosed
with proteinuria, as a part of the standard - annu-
ally performed laboratory tests.

Results: The results obtained from the derived
SDS PAG electrophoresis indicate that a total of
398 patients (47.0%) have no (whatsoever) renal
insufficiency. In the remaining analyzed patients
there was a clear distribution: 228 patients (26.9%)
have Type 0 of renal insufficiency; 78 patients
(9.2%) have type 1 of renal insufficiency; 56 pa-
tients (6.6%) have type 2 renal insufficiency; whilst
in 70 of the total patients (8.3%) there was a Type 3
renal insufficiency; along with 16 (1.9%) of the ana-
lyzed patients that have type 4 renal insufficiency.

Conclusion: This study showed that SDS PAG
electrophoresis, although an old method, it is still
of great clinical benefit in terms of diagnosing and
evaluating the degree of renal insufficiency in pa-
tients with DM. Additionally, this method is non-
invasive and easily available, therefore should be
used in the everyday clinical practice, as an annu-
ally performed test in patients with DM.

Keywords: diabetes mellitus, SDS PAG electro-
phoresis, renal insufficiency

ABHOPMAJTHOCTU BO NUNUOHNOT
CTATYC KAJ XUNOTUPOUOU3AM U
KAPONOBACKYIAPEH PU3UK

I. XpucrtoB
Onwma 6onHuya Cmpymuya, MakedoHuja

Bosepn: LUTutHaTta xnesga e Hajronema eHao-
KpWHa xresfa BO YOBEYKUNOT opraHm3am, Koja cos-
AaBa TUPOUAHU XOPMOHW: TUPOKCUH T4, Tpujodo-
TMPOHUH T3. TpongHNTe XOPMOHW FO perynupaat
MeTabonnsMoT Ha ocTaHaTUTe KNETKM BO OpraHu-
3MoT. lNMpeky 200 MUNMOHM nyfe BO CBETOT Mmaar
HekakBO 3abonyBakwe Ha LWTWTHaTa >nesga. Bo
pa3BMEHMOT CBET eHa MHAMBKAYa o4 ABaeCeTMu-
Ha MMa HeKkakoB OBnUK Ha TUPOMOHO HapyLUyBaHe
unu 3abonyeake, a 5-7 natu e No4ecTo Kaj XKEeHU
OTKOJIKY Kaj Maxw.

XunotmposaTa UM HaMarneHoTo Nadere Ha Tu-
POVAHM XOPMOHW € Haj4ecTo 3abornyBakbe Ha LTUT-
HaTa rnesfa n ce cpekaBa Kaj cuTe BO3pacTn U e
neT NaTu nodecra Kaj xxeHnte. Hajuecto HacTaHyBa
nopaam 6onectn Ha camara LWTUTHA XXnesaa, unm
nak ce jaByBa Kako pesynTaTr Ha HapyllyBawa Ha
XunoTtanamycot M xunodmsata. Bpckata nomery
XMMNoTMpo3aTa 1 aTepocknepo3ara € areporeHnoT
nunugeH npodun, gerHnpaH Npeky nokayeHuTe
KOHLEHTpauum Ha BKYMHUOT XONecTepor, numno-
npoTenHuTe co mana ryctuHa (LDL), anonvnonpo-
TenHoT B, yecto u Tpurnuuepugute. KoHKpeTHU ce
KopucHuTe edeKkTu of 3amecTuTenHarta Tepanuja
CO TUPOMOHU XOPMOHW BP3 NUMNUAHUTE HapyLly-

45

Baka kaj MaHudecTHa xunotmpeosa. ospsaHoc-
Ta Mefy CyNKMMHWYKaTa Xvunotvposa u gucnunu-
AemMujarta, Kako W BrMjaHMETO Ha MnpuMMeHarta Ha
NEeBOTUPOKCUHNTE HA CEpPyMCKWUTE KOHLEHTpauum
Ha nunuauTe Kaj oBa HapyLlyBaHe ce Cé yLiTe He-
[AOBOIHO pasjacHeTy npaluara.

MaTtepumjan n metogu: PenpeseHTaTvBHa rpyna
oA 120 ucnutaHuum, ce MoHUTopupann so NHTep-
Hata ambynaHTta npu J3Y OnwTta 6onHuua Ctpy-
muua Bo 2013 rognHa co gujarHo3a Hypothireosis
primaria, og koun 84% Gea 1 co HapyLlyBaHa BO Nu-
NUOHWOT cTaTyc , T.e co gucnunuaemuja. Bo ogHoc
Ha nonosaTa guctpubyumja coogHocot bewte 10:1
BO KOPMCT Ha XXeHuTe.

Llenta Gelle gokaxyBame Ha Kopernauujata no-
Mery xunotuposaTta W gucnunugemuvjara, Kako u
3rofleMeHNOT PU3NK Ofl aTtepockneposa, a co Toa
n og KBB, a 1 CKPUHUHIOT Kaj nauueHTuTe 3a Xu-
noTMpoOMAM3aM CO XunepxonectepuHemMmja u xu-
neprpurnuuepugemuja, npes na ce BoBeaaT aHTu-
nuneMuunTe BO Tepanujata.

PesynTtatu: Mo noctaByBakeTO Ha NauueHTu-
Te Ha 3amecTuTenHa Tepanuja co JI-TUPOKCKH BO
nepuog o4 Asa OO Tpu Meceum goara Ao Hopma-
nu3Mpare Ha NMNUEHNOT cTaTtyc 1 Toa kaj 90% opf
BbonHuTe (Kaj ocTaHaTUTe € UHOUUUPaH U aHTUNn-
nemuk). M Toa, npocevHaTa pegykumja Ha BKYMHUOT
xonetepon e 3a 0.2-0.4 mmon/n 3a pamka of Tpu-
MeceyHa Tepanwuja co JI-TMpOKCUH, Jodeka npocey-
HOTO HamanyBawe Ha LDL xonecteponot 6uno 3a
0.3 mmon/n HDL xonecTteponoT kaj ncnutyeaHata
rpyna CUrHMMKaHTHO He ce 3ronemun.

3akny4ok: XMnotmpovamamoT U CyNKIMHUYKNOT
Xunotupeonamnsam ce acoumpaHu co aucnvnuge-
Muja. BMOXEMUCKNOT CKPUHUHT 3@ XMMNOoTUpeouaun-
3aM MMa rornemo 3Hayere Kaj naumeHTu co Auc-
nunngemunja. Bo Hajronem npoueHT op 6onHuTe,
Tepanujata co JI-TUpOKCUH Kaj 60NHM co XMNoTUpO-
nausam ja kopermpa gucnunuaemujarta, a co toa u
ce HamanyBa puaukoT og KBbB kaj oBne 6onHu.

KnyyHu 360poBM: xunoTuposa, aucnunuge-
muja, KBB, L-TupokcuH

ABNORMALITY IN LIPID PROFILE IN
PATIENTS WITH HYPOTHYROIDISM AND
CARDIOVASCULAR RISK

G.Hristov
Public Hospital Strumica, Macedonia

Introduction: The thyroid gland is the biggest
endocrine gland in the organism, which produces
thyroid hormones —thyroxine and triiodothyronine.
Thyroid hormones are regulating the metabolism of
other cells in the organism. Over 200 million peo-
ple in the world had some thyroid disorder. In the
modern world one individua out of twenty has some



kind of thyroid disorder and it is 5-7 times more fre-
quent in women than men. Hypothyreosis or under-
production of thyroid hormones is most common
thyroid gland disorder, is seen in all ages and is
5 times more frequent in women.This disease us-
sualy occurs because of thyroid gland disorders or
disorders in the hypothalamic origin or hypophysis.
The relationship between hypothyreosis and ath-
erosclerosis is the atherogenic lipid profile, defined
by high serum concentration of total cholesterol,
low-density lypoproteins, apolipoprotein —B also tri-
glycerides.The beneficial from the alternative treat-
ment with thyroid hormones in lipid disorders in
manifested hypothyroidism are obvious.The rela-
tionship between supclinical form of hypothyreosis
and dyslipidemia, also the influence of threatment
with levothyoxine on lipid serum concentration , in
this disease there are still not enough explained
questions.

Material and methods: As a representative
group from 120 respondents are monitored in In-
ternal ambulance on PHI Public Hospital Strumi-
ca, in the year 2013 with diagnosis Hypothyreo-
sisprimaria, of who 84 % were also with abnormal
amount of lipids or dyslipidemia .In comparison to
sex distribution the correlation was 10:1 for women.

Aim of this monitoring was to prove the correla-
tion between the hypothyreosis and dyslipidemia,
so as the increased risk of atherosclerosis, and
along with it from Cardiovascular diseases,and pa-
tient screening also for hypothyroidism with hyper-
cholesterinemia and hypertrygliceridemia, before
introducing the treatment with antilipemic medica-
tions.

Results: After introducing the alternative treat-
ment with L-thyroxine , during the period of 2-3
months it comes to lipid status normalisation up to
90 % of patients ( in the case of the rest patients
there is a need of antilipemic medication). The av-
erage decreasment of the total serum cholesterol is
for 0,2 — 0,4 mmol/L, in the period of three months
threatment with L-thyroxine, while the average
decreasment of the LDL cholesterol was for 0,3
mmol/L. HDL cholesterol in the monitored group it
is not signigicauntly increased.

Conclusion: Hypothyroidism and the subclini-
cal form of hypothyroidism are associated with
dyslipidemia. The biochemical screening for hypo-
thyroidism has great significance in patients with
dyslipidemia. In the higest percentage in patints
with hypothyroidism the treatment with L-thyroxine
fixes the dyslipidemia, and along with it the risk of
cardiovascular diseases decreases .

Key words: Hypothyreosis, dyslipidemia, L-thy-
roxine, Cardiovascular diseases

Q
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TELWWKA XUMOHATPEMUJA
NMPEAN3BUKAHA O[] AHTUITCUXOTUYHA
TEPATINJA

Ll. BonkaHoBcka UnujeBcka, I. NemoBcka,

C. JoBaHoBcka MuweBcka, N. AxmeTtu
YHugep3umemcka KruHuKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabosusmom,
Ckorije, MakeOoHuja

BoBea: XunoHaTpemuja € HajyecTo enekTpo-
NUTHO HapyllyBake BO KIIMHWYKATa MpakTuka,
MOBpP3aHO CO BMCOK MOpPOMAMTET M MOpTanuTeT.
YecTa npuynHa 3a xmnoHaTpemuja € CMHAPOMOT Ha
HEeCOOABETHO Nayerwe Ha aHTUOUYPETCKN XOPMOH
(syndrome of inappropriate antidiuretic hormone
secretion-SIADH), cocTojb6a Koja ce kapakTepusu-
pa CoO AMIyUMOHa XWUMOHaTpemuja Kako pesynrart
Ha HeperynupaHa cekpeuuja Ha aHTUANYPETCKNOT
xopMoH. Kaj ncuxujatpuckute naumeHtn, SIADH e
YeCT HecakaH eeKkT Ha aHTUMCUXOTUYHNTE NEKO-
BW. M nokpaj Toa LWTO € YeCTo eNieKTPOoSIMTHO Ha-
pyLlyBak-€e, XMrnoHaTpemMujaTta Kaj NncuxunjaTpmuckite
MauMeHTH YeCTO e HeMnpeno3HaeHa 1 HeTpeTMpaHa.

Mpuka3 Ha cnyyaj: Max Ha Bo3pacT of 44 roan-
HM cO Wmn3odpeHuja Gelue xocnuTanuampaH Ha Ha-
LUMOT OAAen no nojaBa Ha KOHBYMN3WMM U CeKyHaap-
HO HacTaHaTa pabgomwuonu3a Kako pesynTtar Ha
Telka xunoHaTpemuja. [aumeHToT nosBeke roamHun
HaHa3ag npvMan BannpouyHa KucenwuHa, orax-
3enuH n 6eHsoanasenuH. Ha dunsnkaneH nperneq
naumeHToT Belle eyBONEMUYEH U HeMaLLe 3HaLM
3a nynMoHanHa, cpuesa, BybpexHa, TupongHa u
agpeHarnHa 6onect. OTKako ce UCKNy4n NoCToeHe
Ha ncuxoreHa nonuancuja u Apyru NPUYKMHA 3a Xu-
noHatpemuja, Bewe nocrtaBeHa aujarHosa SIADH
npeousBuKaH of NeKoBM BP3 OCHOBa Ha MpuCy-
CTBO Ha XMMoHaTpemuja, XMNOOCMOSapeH CepyMm,
BMCOKa crneumndunyHa TexunHa Ha ypvHa U BUCOKa
KOHLUEHTpauuja Ha HaTpuym BO ypuHa. AHTMMNCU-
XOTMYHUTE nekoBu Gea npekuHatu, 6ea npumeHe-
TW OrpaHUYeH BHEC HA TEYHOCTU U XMMNEPTOHMNYEH
pacteop. Kopekuuja Ha HaTpuymoT HacTanu TpeTu-
OT XOCnuTaneH AeH.

3akny4ok: Kaj nauveHTUTE KOW Mpumaar aH-
TUNCUXOTUYHA Tepanuja ce npenopadvyBa MOHWUTO-
puypake Ha KOHLUEeHTpauujata Ha HaTpuyM CO uen
ha ce opberHaT noTeHumjanHo cpatanHUTe KOM-
nnvkauumn Ha xmnoHaTpemuja.

Kny4Hu 360poBuU: xurnoHaTpemuja, CUHAPOM Ha
HEecCooOBETHO fayetbe Ha aHTUONYPETCKN XOPMOH,
AHTUNCUXOTUYHU NEKOBU
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SEVERE SYMPTOMATIC HYPONATREMIA
CAUSED BY ANTIPSYCHOTIC DRUGS

C. Volkanovska-llijevska, G. Pemovska,

S. Jovanovska-Misevska, I. Ahmeti
University Clinic of Endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Background: Hyponatremia is the most com-
mon electrolyte disturbance encountered in clinical
practice associated with significant morbidity and
mortality. Common cause of hyponatremia is the
syndrome of inappropriate antidiuretic hormone se-
cretion (SIADH), a condition characterized by dilu-
tionalhyponatremia due to unregulated secretion of
antidiuretic hormone. In psychiatric patients SIADH
is common adverse effect of antipsychotic drugs.
Despite being common electrolyte disturbance,
hyponatremia is frequently unrecognized and un-
treated in psychiatric patients.

Case presentation: A 44-year old male with
schizophrenia was admitted to our department
following seizure and secondarily developed rha-
bomyolysis due to severe hyponatremia. He was
receiving valproic acid, olanzapine and benzodi-
azepine for many years. On physical examination
the patient was euvolemic and had no evidence of
pulmonary, cardiac, renal, thyroid and adrenal dis-
ease. After excluding psychogenic polydipsia and
other common causes of hyponatremia, a diagno-
sis of drug induced SIADH was established on the
basis of hyponatremia, serum hypoosmolality, high
urine specific gravity and high urine sodium con-
centration. Antipsychotic drugs were discontinued;
fluid restriction and hypertonic fluid were adminis-
tered. Correction of hyponatremia ensued on the
third hospital day.

Conclusion: Monitoring of the plasma sodium
concentration in patients receiving antipsychotic
drugs is recommended in order to avoid potentially
fatal complication of hyponatremia.

Key words: hyponatremia; syndrome of inap-
propriate antidiuretic hormone secretion; antipsy-
chotic drugs

rONEM NEPUKAPOEH U3NUB CO
3AKAHYBAYKA CPLUEBA TAMMNOHAOA
KAKO NMPBUYHA KITMHUYKA
MAHU®ECTALUWUJA HA NMPUMAPEH
XMNOTUPOUOAU3AM

C. JosaHoBa, M. Bowes, ®. ApHaynoBa, U.
Cnupocku, . MuueBa

YHueep3umemcka KiuHuUKa 3a kapouorsioauja,
MeduyuHcku pakynmem, Ckonje, MakedoHuja
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Bogep: lNepukapgHa edyanja e npugpyxHa cp-
ueBa MaHudecTauuja Kaj naumeHTu co XMnoTupo-
ngusam, Ho BoobuyaeHo ctaHyBa 360p 3a Man us-
NMB KOj KOMMNJIETHO Ce MOBEKyBa MO BOBeOyBaH-e
Ha CyncTUTULUMOHA XOPMOHCKa Tepanuja. [lepu-
KapOoeH U3nvB NpUAPYXEH CO CpLeBa TaMnoHaza
PETKO Ce CpeTHYBa Kaj NauMeHTU CO XMNoTmposa u
Jocera Bo nuteparyparta ce onvLiaHn camo noegu-
HEeYHM criyyau.

Mpuka3 Ha cnyvaj: NpukaxyBame criyyaj Ha
65-rogmiiHa xxeHa kojalTo belle xocnutanuanpaHa
Ha KnuHukaTta 3a kapauonoruvja nopagu gucnHea,
MarnakcanocTt, nepugepHu oToun, COMHOMNEHTHOCT,
netapruja v cysa koxa. ExokapguorpadckmoT npe-
rnep oTKPU NOCTOEH-E Ha ronem nepukapaeH n3nms
CO KOMMPOMUTUPaHE Ha NOMHEHETO Ha AeCHOCP-
LeBUTE KaBUTETY BO NPUIOr Ha 3aKkaHyBYKa cpLeBa
TamnoHaga. BegHaw 6elle HanpaBeHa UTHa nepu-
KapauoueHTesa, Mo WTOo cnegele XeMoguHaMcKo
nogobpysare. HanpaBeHn 6ea KnMHUYKN ncneay-
Batba M TECTOBU 3@ €TUONOLIKO AudbepeHumpare
Ha NepvKapaHWOT M3NuUB. TeCTOBUTE Ha TUPOUAHA-
Ta (pyHKLMja NnoKaxaa MHOry HUCKW BPeOHOCTU Ha
T3 n T4 n gocta BUCOKM BpeaHocTn Ha TSH, Bo
npunor Ha xunoTnponamsam. 3anoyHarto belue co
TMPOMAHA XOPMOHCKa 3aMecTUTENHa Tepanuvja co
MocTeneHo nokavyBake Ha [o3uTe, no wTo Gelle
NMOCTUrHATO 3HaYajHO KMMHUYKO nogobpyBare Ha
cocTojbata Ha naumeHTkata. XunoTupouausam
MaHndecTnpaH CO MacuMBEH NepuKapaeH M3nuB
N 3aKkaHyBayka cpueBa TaMmnoHaja e peTka Knu-
HU4YKa cocTojba u exokapauorpadujata crnegeHa
CO COOABETHU KIMHUYKM TECTOBU € CTaHZapgHo
ucrnegyBare 3a AujarHo3a Ha oBa PETKO KITMHUYKO
cueHapvo.

KnyyHu 3GopopBM: cpueBa TamnoHaga, Xu-
noTMponansam, nepukapaeH Wsnue, nepukapamo-
LeHTesa

LARGE PERICARDIAL EFFUSION WITH
IMMINENT CARDIAC TAMPONADE AS AN
INITIAL CLINICAL MANIFESTATION OF
PRIMARY HYPOTHYROIDISM

S.Jovanova, M.Boshev, F.Arnaudova,
I.Spiroski, l.Miceva

University clinic of cardiology, Medical faculty,
Skopje, Macedonia

Introduction: Pericardial effusion is cardiac
manifestation in patients with hypothyroidism, but
usually the effusion is mild to moderate and re-
solves after institution of replacement therapy.
Pericardial effusion is rarely associated with cardi-
ac tamponade and there are only incidental cases
referenced in the medical literature.

Case report: We report an unusual case of a
65-year-old female, who presented with breath-



lessness, malaise, dry skin, somnolence, periph-
eral edema. Echocardiography revealed large
pericardial effusion with compromise of right heart
filling consistent with imminent cardiac tamponade.
Emergency pericardiocentesis was done followed
with clinical investigations for etiologic differentia-
tion of the pericardial effusion. The thyroid function
test was suggestive of primary hypothyroidism with
high thyroid-stimulating hormone (TSH) and very
low T3 and T4 levels. The patient was treated with
thyroxine 50 pg daily which was later increased
gradually to 100 pg daily. The patient's condition
improved and she was discharged in a good gen-
eral condition. Hypothyroidism presenting with
massive pericardial effusion as in the present case
report is an uncommon presentation and echocar-
diography followed with appropriate clinical tests is
the standard investigations to diagnose this clinical
scenario.

Keywords: Cardiac tamponade, hypothyroid-
ism, pericardial effusion, pericardiocentesis

AKPOMETAITIMYHA KAPOUOMUONATUJA:
CNEKTAP HA MOP®OJIOLWLKN U
®YHKUMOHANHN NPOMEHW HA CPLETO
KAJ NALMEHTU CO AKPOMETAJTNJA

C. JoBaHoBa', ®. ApHayposa', I. lemoBcka?
YHugep3umemcka KruHuKka 3a kapduoriozauja,
Ckonje, MakedoHuja’

YHugep3umemcka KruHuka 3a eHOOKpuHosioauja,
dujabemec u bonecmu Ha Memabosnuamom,
Ckorije, MakedoHuja?

Akpomeranujata e €eHOOKPWHOMOLLKO 3abony-
Bakbe CO crneumduyHM COMAaTCKM 3acerawa Kako
pes3ynTaT Ha 3rofieMeHO HMBO Ha XOPMOH Ha pacT,
HajyecTo nopagu MocToeHwe Ha TyMOpW Ha Xu-
nocmsa LWTO navyaT XOPMOH Ha pacT. 3ronemeHu-
OT MOpPOUAUTET M MOPTanNUTET Kaj OBME NauneHTu
Haj4yecTo e NoBp3aH CO NOCTOEHE Ha KapanoBacKy-
napHu komnnukauuu. [okpaj npucyTHuTe eTab-
NMpaHN Kap4MoBacKynapHU pU3UK-akTopu Kako
XunepTeHsuja, avjabetrec menutyc tmn 2 1M auc-
nunuaemuja, Kaj naunmeHTMTe Co akpomMeranuvja ce
NPUCYTHU CNELNUYHN CTPYKTYPHU U PYHKLMO-
HamnHW NPOMEHM Ha cpueTo. AKpoMeranmyHa Kap-
auomuonatuvja e nocebeH KIUHWYKU EHTUTET COo
pasniMyHn MOpPdONOLKN U (PYHKLMOHANMHM NpoMe-
HU. Moxe fa ce npeseHTUpa Kako KOHLEHTpU4Ha
NEeBOKOMOpHa xunepTpodunja unv pgunaraumoHa
KapguomuonaTtvja co pasfnuyHyM NaTtogr3anNoroLKm
N KMMHUYKM MaHudecTauum Kako LWTOo ce AnjacTorn-
Ha OucdyHKUMja, CUCTONHA AUCKHYHKUMjA U MaHK-
decTtHa cpueBa cnabocTt. [pe3eHTupame HEKOIKyY
cryyanm Ha akpomeranuja co pasnuyHo mopdo-
MNOLWWKO U hYHKLMOHAMNHO HapyllyBawe Ha CpLETo
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6e3 ornea Ha BpeMETPAeH-ETO Ha MPUMAapPHOTO 3a-
bonysare. Kaj naumMeHTuTe Co akpomeranuja, He-
onxoAHa e ceondarHa NpoueHa Ha CTpyKTypaTta u
byHKLMja HA CPLEBMOT MUOKap 3a pasuk cTpatu-
dmkaLmja n HacodyyBake Ha Tepanuckarta crparte-
rmja co Len HamaryBakbe Ha KapguoBacKynapHuoT
MOPOMANTET U MOPTANUTET Kaj OBME NALMEHTMN.

KnyuyHu 36o0poBu: akpomeranuja, akpomera-
nuyHa KapguomuonaTtuja, AujactoriHa AUCHYHK-
umja, cuctonHa gucdyHkumja, cpuesa cnabocT

ACROMEGALIC CARDIOMYOPATHY:
SPECTRUM OF DIVERSE MORPHOLOGICAL
AND FUNCTIONAL CHANGES OF THE
HEART IN ACROMEGALIC PATIENTS

S.Jovanova', F.Arnaudova'!, G.Pemovska’
University clinic of cardiology, Skopje, Macedonia’
University clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia?

Acromegaly is an endocrine disease with spe-
cific somatic changes due to an excess of growth
hormone, mainly due to growth hormone produc-
ing pituitary tumors. Cardiovascular complications
are considered as major contributing factors in the
increased morbidity and mortality of the patients. In
addition to recognized cardiovascular risk factors
of hypertension, type 2 diabetes mellitus, and dys-
lipidemia, there is accumulating evidence of spe-
cific structural and functional changes in the heart
in acromegaly. Specific involvement of the heart in
acromegaly is termed acromegalic cardiomyopathy
which is distinct clinical entity with diverse morpho-
logical and functional expression. It can be mani-
fested as concentric left ventricular hypertrophy
or dilated cardiomyopathy with pathophysiological
and clinical consequences as diastolic dysfunc-
tion, systolic dysfunction and overt heart failure.
We present few cases of acromegaly with differ-
ent morphological and functional involvement of
the heart, irrespective of the duration of the primary
disease. Comprehensive assessment of myocardi-
al morphology and function is essential in acrome-
galics for risk stratification and treatment strategy
to decrease cardiovascular morbidity and mortality.

BIMWJAHUETO HA CYNKIMNHNYKNOT
XUNOoTUPOMAN3IAM BP3 NUNUOAHNOT
CTATYC KAJ XKXEHM BO NOCTMEHOIIAY3A
KAKO PU3UK O1 ATEPOCKITEPO3A

B. KoueBcka', C. LLly6ecka CtpaTpoBa’,

A. Kouescka?, J1. Kuposckn?, M. ®unen?
YHugep3umemcka KnuHuka 3a eHOOKpUHooauja,
Odujabemec u 6onecmu Ha memabonuamom’
CnieyujanHa bosHuUya 3a auHekornoauja u
akywepcmeo ,Majka Tepesa“ Yaup?



BoBepa: Llenta Ha TpyaoT e ga ce ucnura Bnuja-
HMETO Ha CEPYMCKUTE KOHUEHTpaumm Ha TSH un fT4
BP3 NUNUAHWOT MeTabonusam (HMBOTO Ha Xonec-
Tepon, Tpurmuuepuan, LDL, HDL, ogHocoT xonec-
Tepon/HDL n ogHocot LDL/HDL) Kaj >xeHun BO no-
CTMEHOMay3a CO CYNKMUHUYKU XMNOTUPOMAU3aM.
CynKMMHUYKMOT xunoTupongusam ce peduHupa
Kako brnaro HapywyBawe Ha TupougHata yHK-
umja co HopMarnHo HuBo Ha fT4 1 nokavyeHo HMBO
Ha TSH.

MaTepujan n metoau: VicnutaHu ce cepymm og,
20 NauneHTKN CO CYNKIMUHUYKN Xnnotnpongniam m
cepymu of 20 3gpaBu NALUEHTKN KaKO KOHTPOSHA
rpyna. Cute naumeHTkn ce BO MOCTMEHonay3anHa
BO3pacT.

Pe3yntatu: MaumMeHTKUTE CO CYMNKMMHUYKA XM~
noTupovam3am umaaTt MOBMCOKM BpPEOHOCTU Ha
xonectepon u LDL Bo cnopeaba co KoHTpornHaTa
rpyna: Xonectepon 6.131+1.07 mmol/L Bo ogHoC Ha
5.29+0.62 mmol/L kaj koHTponHata rpyna, n LDL
3,80+1,13 mmol/L Bo ogHoc Ha 3.64+0.683 mmol/L
Kaj KoHTponHaTta rpyna. Tpurnuuepunante, HDL,
ogHocoT xonectepon/HDL n ogHocot LDL/HDL He
Ce pasnuKyBaa CUrHUUKaHTHO.

3akny4ok: CynknMHUYKMOT XMNoTMponan3am e
BO Kopenauuja Co NoKa4YeHO HMBO Ha XOrecTepor
n LDL wTo MoXe Aa ro 3aronemMm pusmnkoT Of rnojasa
Ha aTepocknepo3a. HajuyecTo ce jaByBa Kaj NOBO-
3pacHM MOCTMEHONay3HW XeHu, Hag 50-roguwHa
BO3pacT.

Kny4Hu 360poBM: CYNKMMHUYKN XMNOTUPOUOU-
3am, xonectepon, LDL, HDL, Tpurnuuepuan

The influence of subclinical hypothyroidism
on lipid status in postmenopausal women as a
risk of atherosclerosis

B. Kocevska', S. Shubeska Stratrova’,

A. Kocevska?, L. Kirovski2, M. Filev?
University clinic of endocrinology, diabetes and
metabolic disorders’

Special hospital for gynaecology and obstetrics
“Mother Theresa”, Skopje?

Instroduction: The aim of this study was to ex-
amine the influence of the serum concentrations of
TSH and fT4 on lipid metabolism (cholesterol, tri-
glycerides, LDL, HDL levels, cholesterol/HDL and
LDL/HDL ratio) in postmenopausal women with
subclinical hypothyroidismus, which is defined as a
mild disturbance of the thyroid function with normal
fT4 levels and increased TSH levels.

Materials and methods: examination was per-
formed on 20 serums of patients with subclinical
hypothyroidismus and 20 serums of healthy pa-
tients as a control group. All patients were post-
menopausal women.
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Results: Patients with subclinical hypothy-
roidismus had higher cholesterol and LDL values
in comparison to the control group: cholesterol
6.13+£1.07mmol/l compared to 5.29+0.62mmol/l in
control group, and LDL 3.8+1.13mmol/l in compar-
sion to 3.664+0.68mmol/l in control group. Triglyc-
erides, HDL, cholesterol/HDL and LDL/HDL ratio
were not significantly different.

Conclusion: Subclinical hypothyroidismus is
in a positive correlation with increased cholesterol
and LDL level that can increase the risk of arterio-
sclerosis. Most often it appears in postmenopausal
women over fifty.

Key words: subclinical hypothyroidism, choles-
terol, LDL, HDL, triglycerides

TPETMAH HA AWJABETEC CO
MHCYJIIMHCKU AHAITO3U 3A BPEME HA
BPEMEHOCT

M.KocTtojunHocka
Onwma 6onHuya, Cmpyea, MakedoHuja

BoBep: et nauneHTkM ce cnegeHn u nekyBaHu
BO HaLIMOT LieHTap 3a gujabeTtec 3a Bpeme Ha b6pe-
mMeHocT. Cekoja naumeHTka e nocebHo obpaboTteHa
N npeseHTUpaHa Bo hopmMa Ha npukas Ha crny4a;.
CnegeHun n aHanusupaHu ce napametpute FPG,
PPG, C, kako n TenecHaTa TeXuHa.

3aknyuyok: Bo Tek Ha uenata 6pemeHoCT cro-
pen nobveHuTe pesynTaTtu, CUTE MaUUEHTKU Kou
Gea TpeTMpaHu CO MHCYNMHCKU aHano3n kako ba-
3an 6onyc Tepanuja, ce CO AOCTUTHATM LEMHU
BPEeOHOCTM Ha aHanuampaHuTe napameTpu u Toa:
FPG < 6,0 mmol/l, PPG < 8 mmol/l, u C < 7,0 %.

He e eBMaeHTMPaH HUTY edeH XMMOIMUKEMMUCKU
HacTaH 1M BpedHOCTMTE Ha TenecHaTta TexuHa bea
BO pamKuTe Ha f03BoneHuTe rpaHuum. Mokpaj Gpe-
MeHoCTa npuapyxeHa co AujabeTec, 3aedHWUYKO
3a CUTe MpuUKaxaHu NauueHTKU e JoHecyBake Ha
CBET 3paBu MaLLkn 6ebutba.

TREATMENT OF GESTATIONAL DIABETES
MELLITUS WITH INSULIN ANALOGS

M. Kostojchinoska
General hospital, Struga, Macedonia

Introduction: Five female gravid patients were
monitored and treated for diabetes in our center.
Each patient was treated separately and presented
in the form of a case report. Following parameters
were monitored and analyzed: FPG, PPG, C, and
body weight.

Conclusion: According to the results obtained
during the pregnancy, all patients who were treat-
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ed with insulin analogues as basal bolus therapy
achieved the target values of the analyzed param-
eters such as: FPG <6,0 mmol / |, PPG <8 mmol /
[, and C <7.0%.

There was not recorded any hypoglycemic event
and weight values were within the permissible lim-
its. Besides pregnancy associated with diabetes,
common for all presented patients is that they
brought into the world healthy baby boys.

E®EKT O1 KOMBMHUPAHA TEPANMNJA HA
MET®OPMWUH N ANMN4-MHXUBUTOPU KAJ
OBE3HU NMALMUEHTHU

M. KoctojunmHocka
Onwma 6onHuya Cmpyea, MakedoHuja

Boen: Ob6e3HocTa npeTcTtaByBa pearneH npo-
Bnem 3a nocTurHyBamwe Job6pa meTabonHa KOHTPOo-
na Kako Ha rnobanHo, Taka 1 Ha nokanHo HMBO.

Len: MNMocTturHyBare rnukoperynauuja kaj obes-
HW, HeperynupaHu nauneHTn co aujaberec tmn 2,
Oewe uen 3a crnegewe Ha 15 nauneHTun, kom bea
TpeTtnpaHu co metdopmMuH Bo ao3sa og 2000 wmr, oa
11 xeHn n 4 maxu, Ha Bo3pacT og 35 go 70 rog.
Kaj cute HuB C bee > og 8,5 %. Kako BTop n3bop
Oewe BoBeaeH cutarnmntiH 100 mr.

MeTon: VcnutyBarweTo e paboTeHo kako 24-He-
JenHa aHanusa, Npeky criefelwe Ha napameTpu-
Te: FPG, PPG, C n TenecHa TexuHa, BO 3 BU3NTW.
MauneHTnTe Gea MOTUBMPAHU U Ce MPUAPXKYBaa
KOH COBETYBAHWOT XUIMEHO-OMETETCKM PEXUM Ha
XVBOT.

3akny4vok: EdektoT of KombuHMpaHaTa Tepa-
nuja co metgopmnd 2000 mr n cutarnuntuH 100
Mr pe3yntupaile co gobpa merabornHa KoHTpora.
MocTurHatn Gea uenHUTE BpedHOCTU Kaj cute 15
naumeHTn: FPG<6.0 mmol/l,PPG<8.0 mmol/l, C<7
%. TenecHaTa TexuHa Oelle HamarneHa BO MPOCEK
3a 3 kr.

EFFECT OF COMBINATION THERAPY
WITH METFORMIN AND DIPEPTIDYL
PEPTIDASE-4 INHIBITOR IN OBESE
PATIENTS WITH TYPE 2 DIABETES

M. Kostojchinoska
General hospital, Struga, Macedonia

Introduction: Obesity represents a real problem
in achieving a good metabolic control whether on
local or global level.

Aims: Achieving optimal glycemic control in
obese, non-regulated patients with type 2 diabetes,
which were all treated with Metformin at a dose of
2000mg and Sitagliptin, as a additional drug. Total
number of 15 patient were followed, from which 11
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were males and 4 females, all in the age interval
from 35 to 75 years and with , level above 8.5%.

Methods: The study was conducted as a 24
week analysis by monitoring following parameters:
FPG, PPG, . and body weight, taken in 3 separate
examination. All of the patient were compliant with
therapy.

Conclusion: The effect of combination therapy
with Metformin 2000 mg and Sitagliptin 100 mg
resulted in good metabolic control. Target values
were achieved in all 15 patients: FPG <6.0 mmol /
[, PPG <8.0 mmol /I, C <7%. Weight was reduced
by an average of 3 kg.

OETEMWUP U ACNAPT, CUT'YPEH OBOEL| 3A
OOBPA METABOJIHA KOHTPOIJIA

M. KocTtojunHocka
Onwma 6onHuya, Cmpyea, MakedoHuja

BoBepn: Hajuect npenpeku 3a NocTuUrHyBawe
nobpa metabonHa koHTpona: HecoopBeTHa rmu-
Kemucka perynawuuja, aroneMeHun BpegHocTu Ha C,
MajoOPHU UM MUHOPHWU XUMOTTIMKEMUM.

Llen Ha wucnutyBaweTo: [loCTUrHyBawe Ha
epvkacHa M onTUmanHa rfMKeMnUcka KOHTpona
npeKy NOCTUrHyBawe Ha TapreT LerHu BpegHOCTU
Ha FPG, C n peructpmpaHu XvmnorrimKkeMmnck1 enu-
304W, CO MPUMEHA Ha COOABETEH UHCYITUH U PEXUM
Ha HEeroBoO Ao03upare, NpunarogeH Kaj Cekoj of
NCNUTYBaHUTE NaLNEHTMN.

Martepumjan u metoau: BkyneH 6poj Ha ucne-
ayeaHn naumeHTtn: 30. lNMonoea 3acTtaneHocT: 12
o4 Malkm n 18 of »eHCKM nors, Ha Bo3pacT 25-82
roguHn. BpemeTpaere Ha MHCYNUHCKaTa Tepanuja
of 3 po 14 rog. YnotpebysaH nHcynmH NPH. MeToga
Ha aHanusa: KomnneTtHOTo ucnutyeawe € paboTte-
HO MpeKy aHanu3a Ha MepHUTE NapameTpu Ha Tpu
BM3uTW. [pBa BU3NTa - CO TEKOBHATa UHCYNMHCKA
Tepanuja (FPG>6.2 mmol/l, C og 7,4-11,5 %, eBu-
OeHTupaHa BpegHocT Ha TT Bo kg n peructpupaHu
NPETXOOHN XUNOTMUKEMUU: 3 MAjOpHU, 25 MUHOP-
HW, og kou 5 HOKTYpHW.) BTopa Bu3uTta - 12 Hegenu
o[, MpoMeHaTa Ha WHCynuHckaTa Tepanuja. Tpeta
BU3nNTa - 24 Hegenu og npearta Bu3uTa. [NaumeHTun-
Te Gea nogeneHn BO 2 rpynu crnopeq npomMeHara
Ha Tepanujata. 14 naumeHTn 6ea noctaBeHU Ha 1
003a geteMup npeg cnuekwse u acnapT npeg obpo-
KOT Hajronem no obem T.e. pyyekoT 1 16 nauunen-
TV Ha edHa fo3a geTeMup Nped cnuekwe n acnapt
npen cekoj rmaeeH obpok. 3aknyyok: KombuHmpa-
HaTa Tepanuja Co UHCYJIMHCKN aHano3n geTemMump u
acrnapt kako 6asan 6onyc Tepanuja, pesynTtupaile
co pobpa metabonHa KOHTpona, HamarnyBakwe Ha
TernecHaTa TeXvHa U HamarnyBawe Ha perncrpu-
paHu XMMOMMMKEMUCKM enu3ogu BO crnopedba co
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npetxogHaTa Tepanuja co NPH-nHCynunH, co Hano-
MeHa [eKa cuTe NauueHTn ce NpuapXKyeaa KoH Co-
BETYBAHUOT XUTMEHO-ANETETCKN PEXNM Ha XXUBOT.

DETEMIR AND ASPART, RELIABLE DUO
FOR GOOD METABOLIC CONTROL

M. Kostojchinoska
General hospital, Struga, Macedonia

Introduction: The most common obstacles to
achieving good metabolic control: inadequate gly-
cemic control, elevated C, major or minor hypogly-
cemia. Purpose of the test: Achieving efficient and
optimal glycemic control by achieving target values
of FPG, C and by reducing recorded hypoglycemic
episodes, by applying an appropriate insulin re-
gime and dosage, adjusted in each of the exam-
ined patients.

Material and methods: The total number of
patients investigated was 30. Pole diversity: 12
males and 18 females aged 25-82. Duration of in-
sulin therapy from 3 to 14 years. Insulin used: NPH.
Method of Analysis: The complete test is worked by
analyzing the measurement parameters on three
rounds. First Visit-by current insulin therapy (FPG>
6.2 mmol / |, C from 7.4 to 11.5%, recorded body
weight in kg and registered previous hypoglycemic
events: 3 major, 25 minor, of which 5 nocturne.)
Second Visit 12-weeks from the change in insulin
therapy. Third Visit- 24 weeks from the first. Pa-
tients were divided into 2 groups according to the
change of the therapy. 14 patients were placed on
one dose Detemir at bedtime and before largest in
scale-meal lunch and 16 patients on one dose De-
temir before bedtime and one dose Aspart before
each main meal.

Conclusions: Combined therapy with insu-
lin analogues Detemir and Aspart as basal bolus
therapy resulted in good metabolic control, weight
reduction and reducing of hypoglycemic episodes
recorded in the previous therapy with NPH insulin,
stating that all patients were compliant to advised
hygiene-dietetic mode of life.

NOAOBPYBAHKE HA NMKEMUCKATA
KOHTPOIJIA CO BKNY4YYBAHE HA BTOP
MHCYJIMHCKUN AHANOTI CO KPATKO
AEJCTBYBAHKE KAJ BOJIHU HA UHCYIINH
AOETEMUP CO EAHA OO3A

A. KypTtocku
Onwma 6onHuua Jebap, MakedoHuja

Boeepn: lNpumapHa uen Ha cekoja Tepanuja Ha
Ounjabertecot e gobpa rnvkemucka perynauuja. Bo
Tepanujata Ha gujabetecoT TMn 2 NnogeaHakBo ce

Ba)XHW MpPOMeHaTa Ha >XWBOTHWOT CTWN, AMeTaTta,
efykauujata, caMoOKOHTponara, opariHuTe Xunor-
NNKEMULN N MHCYNUHOT. IHCYnUHCKaTa Tepanuja e
eflHa o[ HajBaXXHWUTE anku Bo AobpaTa rmmkemucka
KOHTpona. MIHCYnuHCKUTE aHamno3u co KpaTko W
CpefHo [AejcTByBatbe BO MOCredHO Bpeme cé rno-
BeKke HaoraaT MeCTO BO TepanujaTta Ha AnjabeTecor.

Len: lNpeky KnuHU4KO cnegewe Ha 6GonHuTe
Ja ce HarnpaBsu pasnuka — nogobpysare Ha mu-
KeMuckaTta KOHTpora CO BOBedyBa-€ BTOP WMHCY-
NVNHCKW @aHarnor co KpaTko ejCTBYyBakb-€ Kaj NauneH-
TW cO aujabeTec Ha MHCYNUHCKa Tepanuja, co eaHa
posa Ha NPH vnn aHanor co gonro gejcteyBame.

MaTtepujan u mertoau: VicnutyBaHuTe nauum-
eHTn, 9 Ha Opoj, ce oa pernoHoT Oebap, MaBpo-
Bo-Poctywe, XKyna, Ha BospacTt 10-78 roguHu.
EQMHCTBEH KpuTepuyM 3a gofaBare BTOP MHCY-
NVHCKW aHanor € nowa [FfMKeMUcKa KOoHTpora.
MukemunckaTa KoHTpora e criegeHa npeky: FPG,
PPG, .. lNpBaTa koHTpona € o MOMEHTOT Kora e
JOHeceHa ofnyka 3a BKMydyBatbe WHCYNUHCKA
aHarnor co KpaTKo AejcTByBawe, BTOpaTa KOHTpona
e no 10-12 Hegenu og npBata. MIHCYNUHCKMOT aHa-
fior co KpaTko AejCTByBakbe Ce annuvuupa egHall
OHEBHO npef 06pokK, HajuecTo Npes pyyex.

Pesyntatu: [mukoperynauujata Ha GomnHute
npeg BKMy4yBaweTO Ha BTOPMOT WMHCYnuH: FPG-
8.61mmol/l, PPG-11.75 mmol/l, ,-8.37%, rmukope-
rynauujarta Ha naumeHtute no 10-12 Hegenu: FPG-
7.01 mmol/l.PPG-8.95 mmol/l, -7.75%. CpegHata
WHCYNWHCKa J03a 04 aHanoroT co KpaTko AejCTBY-
Bare € 8.88 i.e.

3akny4ok: CO BOBeAyBaHh-€TO Ha WHCYIMHCKM
aHaror co KpaTKo [ejcTByBak€e BO Tepanujata Ha
naumeHTn co gujabetec Kom Gune Ha UHCYNMHCKa
Tepanuja co NPH-MHCYNWH Mnn MHCYNWHCKM aHa-
for co Jonro AejcteyBarwe MMame nogobpysarse
Ha rmyKemmnckaTa KoHTporna. HamanyBsawe Ha mu-
KemujaTta Ha rnagHo 3a -1.6 mmol/l unu 18.6%, Ha-
ManyBahe Ha rmvkemujata no obpok 3a -2.8 mmol/l
-23.8%, n HamanyBawe Ha MMUKO3UIMPaHNOT Xe-
MornobuH 3a - 0.62%.

IMPROVED GLYCEMIC CONTROL WITH
ADDITION A SECOND SHORT ACTING
INSULIN ANALOG IN PATIENTS ON
TREATMENT WITH INSULIN DETEMIR ONE
DOSE

A.Kurtoski
General Hospital, Debar, Macedonia

Introduction: The primary goal of any treatment
of DM is good glycemic regulation. In the DM treat-
ment type 2, are equally important, the change of
the life style, diet, education, self-control, oral hy-
poglycemic, insulin. The Insulin treatment is one
of the most important links in the good glycemic
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control. Lately, the insulin analogues with short and
intermediate-acting increasingly find their place in
the insulin therapy.

The aim of this investigation is difference-im-
provement of the glycemic control to be made,
through clinical monitoring of patients with intro-
ducing second insulin — analogue with short-acting
diabetic patients who were on insulin therapy, with
a dose of NPH or long-acting Analogue.

Material and methods: Patients are from the
region of the Debar, Mavrovo - Rostuse, Zupa. The
number of patients is 9, from 10 -78 years old. The
only criterion of adding second order insulin is bad
glycemic control. Glycemic control in patients was
assessed through: FPG, PPG, .. The first control
is from the moment when a decision is made for
involving short-acting insulin, the second control is
after 10-12 weeks from the first one. Insulin short-
acting analogue is applied once daily before a meal
usually before lunch.

Results: Glycoregulation of the patients be-
fore their inclusion on the second insulin: FPG-
8.61mmol/l,PPG-11.75mmol/l, -8.37 %, Gly-
coregulation of the patients after 10-12 weeks:
FPG-7.01mmol/.PPG-8.95mmol/l, 7.75%, The
next insulin dose of the short-acting Analogue is
8.88 i.e.

Conclusion: including of the short-acting Ana-
logue in the patients treatment with DM, who were
on insulin therapy with NPH insulin or the long-last-
ing analogue insulin, the glycemic control has been
improved. Reduction of the glycemic while fasting
for -1.6mmol/l or 18.6%, reduction of the glycemic
after meal for -2.8mmol/l -23.8%, reduction of the
glycated hemoglobin for -0.62%.

MHCYJNIMHCKWN AHATTIO3U BO TEPAMUJATA
HA OUWJABETECOT

A. KypTocku
Onwma 6onHuya, [ebap, MakedoHuja

Boepn: Bo tepanujata Ha 6onHute co M Tun
2, MHCYNMHCKaTa Tepanuja 3asema BaXHO, ako He U
HajBaxxkHO MecTo. Cée noronem 6poj 6onHu co M e
Ha MHCyNuHcKa Tepanuja. WHCynuHCKMTe aHanosu
BO Tepanujata Ha 1M cé noBeke ce npenuLlyBaHu
nekosun. CuTe npenopaku-kpuTepmymmn 3a noctasy-
Bare-npedprawe Ha boneH co [IM Ha Tepanuja
CO VHCYNMHCKN aHano3u BO OBOj TPYy4 Ce UCMoYn-
TyBaHMW.

Llen: EBanyalmja Ha KNMHUYKUTE NapamMeTpu Kaj
OonHuTe npeg v No npedpnakeTo Ha Tepanuja co
WHCYIMMHCKN aHanosu.

MaTtepujan n metoau: bonHute Kou ce Len Ha
NCNUTYBaHETO CE Ha MHCynuHcka Tepanuja: NPH
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N NPEMUKCHU XyHamMu UHcynuHu. Kputepuymn 3a
NpoMeHa Ha UHCYNMHCKaTa Tepanuja ce: noLua rnu-
Koperynaumja - 27, 4ectu xunornukemum - 11, go-
GuBare BO TexuHa - 5. Cnegereto Ha 6onHuTe e
BO nepwuog 3-6 meceuun. Enngemuonoluku, 6onHm-
Te ce oA pernoHoT Ha [ebap, MaBsposo-PocTyLue,
JKyna, unj BKyneH 6poj unsHecysa 32, Ha Bo3pacT
10-82 rogmHu. MNpBaTta KOHTpOna € cnydyajHa, Ha
OEHOT Ha NpoMeHaTa Ha WHCyNuHCKaTa Tepanuja.
BtopaTta koHTpona e 3akaxaHa no 3-6 meceum.
CnepeneTto Ha bonHute e npeky: FPG, PPG, |,
BMI. lNpomeHaTa Ha MHCynuHCKaTa Tepanuja ogu
eQuHUUa 3a eamHMLa.

Pesyntatu: [nukoperynaumjata Ha OonHu-
Te npen npomeHata Ha Tepanujata: FPG - 9.31
mmol/l, PPG - 13.31 mmol/l, .-8.8%, BMI-26.65 kg/
m2, rmukoperynaumja Ha 6onHuTe no 3-6 meceuu:
FPG-7.9 mmol/l, PPG-1.53 mmol/l, .-8.17, BMI-
27.76 kg/m2

3akny4ok: Of gocera M3NOXEHOTO MOXe fa
Ce 3aKNyyn geka co NpomMeHaTa Ha MHCYNUHcKaTa
Tepanuja kaj bonHute co M kou 6une Ha NPH n
NMPEMUKC UHCYIMHM CO MHCYSIMHCKN aHanosn nva-
Me nogobpyBare Ha rMMKeMMUCKaTa KOHTpora BO
pernaTMBHO KyC nepuog Ha cregewe. lMogobpy-
Bake Ha BPedHOCTUTE Ha FNuKemujata Ha rnajg-
Ho 3a -1.41 mmol/l -15.14%, noctnpaHavjanHata
rnvkemuja 3a -2.78 mmol/l -20.88%, HamanyBare
Ha . 3a -0.63%,Co He3HauYNTENHO 3rofieMyBare Ha
TenecHaTa TexuHa 3a -1.11 kg/m2.

INSULIN ANALOGUES IN THE TREATMENT
OF DIABETES

A. Kurtoski
General Hospital, Debar, Macedonia

Introduction: Very important or the most im-
portant place in the patients’ treatment with Type
2 DM, has the insulin therapy. Growing number of
patients with DM is on insulin therapy.

The prescription of medicine is growing to insulin
analogues in the treatment of DM. All recommen-
dations (criteria) for settings or transfer patients
with DM to treatment with insulin analogues, in this
paper are observed.

The aim of this paper is to evaluate the clinical
parameters in patients before and after transfer of
the insulin analogues.

Material and methods: Patients who are the
goal of this investigation, are on insulin thera-
py: NPH and Premix human insulins. Criteria for
change of insulin therapy are: bad regulation -27,
frequent hypoglycaemia-11, getting the thesis -5.
Monitoring of patients is in a period of 3-6 months.
Epidemiologically patients are from the region of
Debar, Mavrovo-Rostuse, Zupa.The total is 32,
age from 10-82.The first control is accidental and
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is held on the day of the change of insulin therapy.
Second control is scheduled after 3 months. Moni-
toring of patients is through: FPG, PPG, ., and BMI.
The change of the insulin therapy goes unit for unit.

Results: Glycoregulation of the patients before
change of the therapy: FPG-9.31mmol/l.PPG-
13.31mmol/l, ,-8.8%,BMI-26.65kg/m2, glycoregula-
tion of the patients after 3 -6 months: FPG-7.9mmol/l.
PPG-1.53mmoll/l, ,-8.17,BMI-27.76 kg/m2.

Conclusions: From the above can be concluded
that with the change of the therapy to those ill with
DM which were on NPH and premix insulin with
insulin analogues, there is a great improvement
on the glycemic control in a very short time of the
monitoring. Improvement of fasting blood glucose
for -1.41mmol/I-15.14%, postprandial glycemia for
2.78mmol/I-20.88%, reduction on  for 0.63%, with
slight weight gain for-1.11kg/m2.

M3BOP HA MHCYNWUH N NO3UPAKE HA
MHCYJIMHCKA TEPANMWJA - 3BHAYAEH
YCNOB 3A NOCTUTHYBAHKE NOBPA
FMUKOPETYNALUUJA (MPUKA3 HA CITYYAJ)

I. ManuHoBcKa, B.MeTpoBcka 30BUK
J3Y Nepormonouwku 3aeo0 ,,13-mu Hoemepu*,
Ckorije, MakeOoHuja

BoBepn: LllekepHata 6Gonect unm pgujabetec
(diabetes mellitus) npegusBMkyBa MHOLUTBO KOM-
NAMKauum KOW ro HamanysaaT KBanuTETOT Ha XXu-
BOTOT Ha MauMEeHTUTE Kako U HUBHUOT paboTeH U
XMBOTEH Bek. [103vMparero Ha MHCynuHcKarta Te-
panuja co Len 3a NocTurHyBake Ha rmvkemMuja 6e3
n3paseHn Xunep- u XUMNOrfNKNEMUM € CyLLITECTBe-
HO 3a HamarnyBahe Ha KOMNuKauuutTe npegussu-
kaHu og borecTa.

Mpuka3 Ha cny4aj: MauveHntka bB. J., Ha Bo-
3pacT og 60 roguHu co nNpBO jaByBak-€ BO Halla-
Ta ambynaHTta Ha 29.01.2014. MauymeHTkaTa € co
Onjabetec noseke o 10 roguHW, Ha WMHCYNMH Of
npea 6 roanHu. Hema cemejHa onTOBapeHOCT 3a
bonecta. [laBa nogaTok 3a noLua rnvkoperynauuja,
OTKaKo € Ha WHCynuH gobuna Ha TexuHa noBeke
og 20 kg. NMpuma NovoMix30 44i.e.+10i.e.+44i.e. -
BMCOKW Jo3un ckopo 1i.e./kg TT, wto oam Bo npunor
Ha MHCynuHCcKa peaucteHumja. TT-104 kg, TV-150
cm, UTM-46,2 kg/m2 (naTtonoLuka rojasHoct), FPG-
14,5 mmol/L, C-9,7%. He paBa nogaTok 3a npwuc-
Tanu Ha Xunornvkemuja, OTKako € Ha MHCYNMHCKa
Tepanuvja NocTojaHo oo ce 4YyBCTBYBa, MMa 3ro-
NIEMEH aneTuT, YecTu rnaBoboKK, 3aLEeMETEHOCT.

lMpomeHa Ha MHCynNUHCKaTa Tepanuja:

Th. Levemir 40i.e. s.c. NovoRapid 8i.e. s.c. npea
py4yek, BO Tepanuja BKIy4eHO ywiTe: MeTOopMUH
2g gHeBHO, MO WITO Ce NpaBeHW HegenHU KOHTPO-
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nn BO Hawata ambynaHTa, Kako M KOHCynTaumm
npeky TenedoH, Npu WTO € NpaBeHa Kopekunja Ha
[03aTa Ha VHCYMWH, BO 3aBUCHOCT Of, IMNKEMUCKN-
oT npocpun. MNpu nocrnegHata KOHTpona, BO jynu
osaa rognHa FPG - 7 mmol/L, C-6,7%, TT - 6e3
npomMeHa, UTM - 6e3 npomeHa. 3abenexuTenHo e
3aJ0BOJSICTBOTO Ha MauuMeHTKaTa of NpoMeHa Ha
TepanujaTa.

3aknyyok: TepanuckuotT npuctan Tpeba pa
6uge wHaMBMOyaneH KOH CeKoj MauumeHT, YectuTe
KOHTPOMM M KOHCYNTaLUuM CO OOKTOPOT C€ BaXkHM
dhakTopy 3a MOCTUrHyBawe Ha Yycnex BO Tepa-
nujara.

Kny4Hu 36o0poBu: xunornvkemuja, rrvkopery-
nauuja, nosmpame, peakTMBHa Xuneprinvkemuja

INSULINE THERAPY SELECTION AND
DOSAGE - A SIGNIFICANT CONDITION FOR
ACHIEVING GOOD GLYCEMIC REGULATION
(CASE PRESENTATION)

L.Malinovska, B.Petreska Zovic
JZU Gerontoloski Zavod “13th of November”,
Skopje, Macedonia

Introduction: Diabetes (diabetes mellitus) cau-
ses numerous health complications, deteriorat-
ing the patient’'s quality of life, working ability and
shortening the life. Insuline therapy dosage in or-
der to achieve good glycemic levels with no severe
hyper- and hypo- glycemic levels is essential for
avoiding health complications caused by diabetes.

Case presentation: Female patient B.J., 60
years old, with first visit at our clinic on the 29th
of January 2104.The patient had diabetes for 10
years with insulin therapy applied 6 for years, with
no no family history for diabetes.The patient sup-
plied information for bad glycemic regulation, and
since application of insulin therapy she gained more
than 20kg. The insulin therapy was NovoMix30
44i.u.+10i.u.+44i.u. - high dosage of almost 1i.u./kg
BM, which indicates insulin resistance. BM-104kg,
BH-150cm. BMI-46,2kg/m2 (pathological obesity),
FPG-14,5mmol/L, C-9,7%. No information about
hypoclycemic conditions. She constantly feels bad,
has increased appetite, frequent headaches and
dizziness since the start of the insulin therapy.

New insuline therapy:

Th. Levemir 40i.e. s.c. NovoRapid 8i.e. s.c. be-
fore lunch, with 2g per day Metformin, weekly con-
trols at our clinic as well as phone consultations
with some adjustments for the insuline dosage
according to the glycemic profile.. The last con-
trol during July FPG - 7mmol/L, C-6,7%, BM-6no
change, BMI-no change. It was obvious the patient
was pleased of the therapy change.

Conclusion: The therapeutic approach must be
patient-oriented and frequent medical controls and
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consultations are important factors in achieving

good therapy results.
Keywords: hypoglycemia,

dosage, reactive hyperglycemia.

glyco-regulation,

HEMPENO3HAEH
XUNEPMAPATUPOUAU3AM (MPUKA3 HA
CNYYAJ)

C. MapkoBuk, b. JoBaHoBcka, B. TogopoBa,
YHusep3aumemcka KnuHuka 3a eHOoOKpuHosioauja,
Oujabemec u bonecmu Ha Mmemabonuamom,
Ckonje, MakedoHuja

BoBepa: [lpumapHWOT xunepnapatupougunsam
Ce jaByBa KakO pesynTtaT Ha 3rofieMeHa WU HEKOH-
TponupaHa cekpeuuja Ha napaTUpPoONaHNOT XOPMOH
npegusBukaHa of xunepdyHKumja Ha egHa wnm
noeeke napatupougHu xne3gn. Ce peructpupa
W Kanuuypuja co 3roriemMeHa TeHAeHuuja 3a ypo-
nuTunjasa, nonuypuja 3apagu OCMOTCKa Auypesa,
LUTO BOAM KOH Aexvapartauuja n rybuTok Ha Texu-
Ha. HamaneHa e peancopnuujata Ha docdatu BO
OybpesuTe, WITO pe3ynTupa co xmnogocdaremuja
n xunepdocdartypuja.

Cnyuaj: lNauneHTka Ha Bo3pacT of 44 roauHu,
Koja, 3apaau St. post amputationem brachi (humeri)
sinistri n Dg: Fractura colli femoris dextri inveterata
propter hyperparathyreoidismus, 6una xocnuta-
nu3upaHa Ha KnuHukata 3a opTtoneacku Bornectu
- Ckonje, jyHn 2008 rog. MomeHTanHata cocToj-
6a npu npuem 6una: Fractura supratrohanterica
femoris dextri pathologica, Fractura tibiae et
fibulae pathologica dextri, Fractura tibie sinistri
pathologica partis distalis, Osteolysis multifocalis.
XvpypLkn e HanpaseHo: Enblocresectio Tu tibiae
dextri et osteosynthesis n Enblokresectio Tu tibiae
sinistri et osteosynthesis. CkeH Ha napaTtnpongHu
(Tc99 sistamibi yxnes3gn: gecHarta gonHa xnesga
nokaxana akymynaumja u e oTCTpaHeTa Ha Topako-
BackyrnapHa xupypruja jyHu 2008 rog. Ucnuwana e
co Tepanuja tabl. Calcium i Rocaltrol.

Bo 2009 rogmHa, NOBTOPHO, CO BUCOKW Bpea-
HocTM Ha PTH (223 pg/L) e npumeHa Ha Hawa-
Ta KMMHMKA 3a NOoHaTaMoLLHW ucnedysawa. [lpu
npuem: adgebpunHa, eynHouyHa, 6e3 3rornemeHm
nepudepHun nrn, érnega, co obrnoXxeH jasvk u 3ady-
BaH Typrop. Ce crneam nvuesa acumeTpuja 3apagm
NpUCYCTBO Ha TymMOpo3Ha dhopmaumja Ha ramus
mandibulae lat.dex. co ronemuHa Ha cnuea, Kako
M onepaTuBEH pe3 per primum of nesata cTpaHa
Ha BpaTOT BO AOMKuHa of 4-5 cMm. EkcTpemuTeTu:
amnyTvpaHa nesa paka, oTouM Ha OOSHUTE eKC-
TpemuteTn. [lecHata n nesata NoTKoneHuua ce co
onepartuBeH pe3 Bo gormkunHa og 10 cm. KoxaTta e
CyBa, OLITETEHA, MONUIrMEeHTUpaHa Ha ABeTe MoT-
konenvun. OTexHaTa abaykuvja n ABMXKEHe BO
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JornHute ekctpemuTeTn. OCBEH PEHTIEHOMOLLKNOT
Haog KOj yKa)kyBa Ha MpEeTXOOHWUTE WHTEpPBEHLMM
Ha opToneauja, BO npoekuuja Ha aBaTta Oybpera,
pasnu4HU No ronieMuHa B6pojHM MUHEpPanHU CEHKW,
rnoBeKe NeBo, AECHO ABe NoronemMu of Kou egHarta
BO FOpPEH Mor, a Apyrata Bo Npoekuuja Ha NUesoH.
Bo npoekuuja Ha nesa unuvjayHa Kocka CKnepo-
TMYHA MPOMEHa, a BO [eceH KokcodemopareH
3rnob ce rmegaar pasnuyHM Mo ronemMmnHa paceeT-
nyeawa-nu3a. HanpaBeH € NOBTOPHO U CKEH CO
HECUrypeH Ha ocTaHaTUTe NapOoTUAHM Xre3an, no
LUTO, Ha TOpaKoBacKynapHa xupypruja ex tempore
ce OTCTpaHeTU ocTaHaTuTe Tpu, MO LWTO Kaj naum-
€HTKaTa ce jaBu CMHAPOM Ha rmagHu Kocku. Maum-
€eHTKaTa Nno peeBalnyauuja Ha HallaTta KMMHUKa e
ucnuwaHa co Tepanuja Tabl. Ca Sandoz a 1,0 gr
3x1, Caps. Rocaltrol a 0,5 mcg 2x1.

[MauneHTkaTa He e [ojaeHa Ha KWHWKaTa Ha
KOHTpora.

UNRECOGNIZED HYPERPARATHYROIDISM
— CASE REPORT

S. Markovik, M. Samargiski, E. Jovanovska,
B. Todorova,

University Clinic of endocrinology diabetes and
metabolic disorders, Skopje Macedonia

Introduction: Primary hyperparathyroidism is
a result of increased and uncontrolled parathyroid
hormone, as a result of hyperfunction of one or
more parathyroid glands. As a clinical sign there is
calciuria with a tendency of urolitiasis and polyuria
as a result of osmotic diuresis, which can cause
dehidratation and weight loss. The reapportion of
phosphates is decreased in kidneys which results
with hyperphosphatyria.

Case: A female patient 44 years old was hospi-
talized at the orthopedic clinic with diagnose: St.
post amputationem brachi (humeri) sinistri, Frac-
tura supratrohanterica femoris dextri pathologica,
Fractura tibiae et fibulae pathologica dextri, Frac-
tura tibie sinistri pathologica partis distalis, Osteoly-
sis multifocalis The orthopedic surgeon has done:
Enblocresectio Tu tibiae dextri et osteosynthesis
and Enblokresectio Tu tibiae sinistri et osteosyn-
thesis. During hospitalization at the orthopedic
clinic Sestamibi sken with Tc 99 was done and the
colleagues find accumulation on the lower parathy-
roid gland (adenoma gl.parathyroideae lat.sin inf .)
The adenoma was extirpated at the Clinic of thora-
covascular surgery after the patient was realized
from orthopedic surgery. Therapy with tablets cal-
cium and Rocaltrol ( she does not know the dose)
After one year with high values of parathyroid hor-
mones(223 pg/L) she was hospitalized for further
investigations at our Clinic. The patient was without
high temperature, eupnoic, without increased pe-
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ripheral lumphonodes, pale, with inlaid tongue, and
preserved turgor. There was face asymmetry due to
the tumorous formation on ramus mandible lat.dex.
The tumor was big as plum. There was operation
flaw on the lower left part of the neck. The left arm
was high amputated, there were operation flaws on
the right and on the left limb. The limbs were were
swelled, the skin was dry, with dark pigmentation.
With native RTG of genitiourinary tract we have find
in both kidneys a lot of mineral shadows with dif-
ferent size. On the left iliac bone projection there
was a sclerotic inflection, and in right articulatio
coxofemoralis,, there were more litic declensions.
We have perform Sestamibi sken Tc 99 again, but
there were no significant prove of lagging of the
tracer. So, we recommended extirpation of residual
parathyroid glands. It was done, and after that we
received again the patient at the clinic, now with
hungry bone syndrome. After stabilization, she was
released home with 3 grams Calcium Sandoz per
day, and Caps.Rocaltrol a 0,5 mcg two times per
day. She has not come on control yet.

BIIMJAHNETO HA NMPOMEHATA BO
CTEKHATUTE 3HAEA MNP EAYKALINJATA
3A ANJABETECOT BP3 OAPXINUBATA
FMUKEMUCKA KOHTPOIA KAJ MALUMEHTU
CO ANJABETEC MENUTYC

T. MunenkoBuk', B. NMepuaH’, U. CMOKkoBCKIW?,
I. MeTpoBcku', C. JoBaHoBcKka-MuweBcka',

H. BoxuHoBcka'

YHugep3umemcka KiuHuKka 3a eHOOKpUHosioauja,
Oujabemec u 6orecmu Ha Mmemabonu3mom,
Ckorije, MakedoHuja'

YHueep3umemcka KrnuHuUKa 3a moKcukorsoauja,
Ckorije, MakedoHuja?

BoBepn: Llenta Ha cTyanjata Gelwe ga ce eBa-
nyvpa BfvjaHWeTO Ha MpomeHaTa BO CTeKHatute
3Haeka npu egykaumjata 3a agnjabetecot Bp3 oap-
XYBaH-€TO Ha rMyKeMucKaTa KoOHTpona Kaj naumeH-
T co anjabetec menutyc (OM).

MeTton n matepujan: NpocnekTnBHa oncepsa-
uucka cryguja co 59 naynentn co AM tvn 1 n M
TMN 2, Kaj kon co TecT Oea oapeneHM 3HaewaTa
npen egykauuvjata 3a gujabetec (PREDE), no eay-
KauujaTa 3a gunjabetec (POSTDE) n 6ewe ogpeae-
Ha MpomeHaTa BO cTekHaTute 3Haewa (POSTDE-
PREDE) Ha ckana og 0-100 6ogoBu. Mukemuckata
KOHTpONa Kaj aHanuavpaHuTe nauveHTn 6ewe oa-
peneHa npu egykaumjata 3a agujabetec ('), no 12
Meceun of edykauumjaTta 3a gujabetec (2) u bewe
ogpedeHa npomeHaTta BO IMMKeMucKaTa KoHTpona
(c2' c1)'

PesynTtatu: AHanusupanvnte naumeHtn 6ea Ha
cpegHa BospacT of 52.8 + 14.7 roguHu, co cpea-
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HO Tpaewe Ha gujabeTecoT Mpu egykaumjata of
14.2 + 7.9 roauHu, 47 (79.7%) naumeHTtn co M
Tmn 2, 12 (20.3%) co AM tun 1, cpegHaTa npomeHa
BO pe3ynTaTtoT Ha TecToT MO M Nped egykauujata
(POSTDE-PREDE) nsHecyBsawe 18.5 + 8.5 6ogo-
BW, AO4eKa cpedHaTa NpoOMeHa Ha rnukemuckarta
KoHTpona no 12 meceun (> .') usHecysaiue -1.1
+ 1.9%, npu WTO MMaLLe CTaTUCTUYKU CUrHUDK-
KaHTHa HeraTMBHa Kopernauuja nomery cpegHata
nNpoMeHa BO pe3ynTatoT Ha TeCTOT Mo v npe eay-
Kauujata U cpegHaTa NpPOMeHa Ha IMUKeMUcKaTa
KoHTporna no 12 meceuum (r=-0.3 + 0.03, p<0.05).

3akny4ok: HalwaTa cTyguja nokaxa geka npo-
MeHaTa BO CTEKHATUTE 3HaeHa Npu eaykaumjaTa 3a
Avjabetec nma ogpxnue edekT BP3 rmykemMmuckara
KOHTpona kKaj nuua co M, 0gHOCHO KOfKy € noro-
NeMo CTEKHATOTO 3Haeke Mpu egykauwjarta, Ton-
Ky e norornemMo nogobpyBaHeTo Ha rmukemuckara
KOHTpona Bo nepuog og 12 meceuu.

Kny4Hu 36opoBu: gnjabetec menutyc, egyka-
uuja 3a gujabertec, .

THE IMPACT OF CHANGE ON ACQUIRED
KNOWLEDGE IN DIABETES EDUCATION ON
THE SUSTAINABLE GLYCEMIC CONTROL IN
PATIENTS WITH DIABETES MELLITUS

T. Milenkovic’, V. Percan’, I. Smokovski?,

G. Petrovski', S. Jovanovska-Mishevska',

N. Bozinovska'

University Clinic of endocrinology, diabetes and
metabolic disorders - Skopje, Macedonia’
University Clinic of toxicology - Skopje,
Macedonia?

Introduction: The aim of the study was to evalu-
ate the impact of the change on the acquired knowl-
edge in diabetes education for the maintenance of
glycemic control in patients with diabetes mellitus
(DM).

Method and material: Prospective observation-
al study of 59 patients with DM type 1 and type 2 DM
in which the patients’ knowledge was determined
by a test before (PREDE), and after the diabetes
education (POSTDE); furthermore the acquired
knowledge in the analyzed patients (POSTDE-
PREDE) was specified on a scale of 0-100 points.
The glycemic control in the analyzed patients was
determined during the diabetes education (.'), as
well as 12 months after the diabetes education (.2),
which allowed us to determine the given change in
the glycemic control (- .').

Results: The analyzed patients were at a mean
age of 52.8 £+ 14.7 years, with an average dura-
tion of diabetes throughout the education of 14.2
+ 7.9 years, 47 (79.7%) patients with type 2 DM,
12 (20.3%) with type 1 DM, the mean change in
the test before and after the training (POSTDE-


ser
Highlight

ser
Highlight

ser
Highlight

ser
Highlight

ser
Highlight

ser
Highlight

ser
Highlight

ser
Highlight

ser
Highlight


PREDE) was 18.5 £ 8.5 points, while the mean
change in glycemic control after 12 months ( 2- ")
was -1.1 £ 1.9%, whereas a statistically significant
negative correlation transpired between the mean
change in the test before and after the training and
the mean change in the glycemic control after 12
months (r =-0.3 + 0.03, p <0.05).

Conclusion: Our study showed that change in
the acquired knowledge in diabetes education has
sustainable effect on glycemic control in subjects
with DM, meaning the greater the knowledge gained
during the training, the greater the improvement in
glycemic control over a period of 12 months.

Keywords: diabetes mellitus, diabetes educa-
tion, ,

XNUNMOTroHAAOOTPOMNMEH XUNOITrOHAOU3AM
KAKO PE3YNTAT HA TPAHC®Y3UOHA
XEMOXPOMATO3A KAJ CECTPU CO
TAJNTACEMUJA MAJOP (NMPUKA3 HA
CITYYAJ)

C. JoeaHoBcka MuweBcka, b. KpcteBcka, T.
MuneHKoBUK

YHusep3umemcka KiuHuUKa 3a eHOOKpuUHosioauja,
Oujabemec u bonnecmu Ha MmemabosiuamMom
Ckonje, MakedoHuja

BoBep: Tanacemuja majop (TM) e aBTO30MHO
peuecrBHa xemorrnobuHonaTtuja koja ce OAnuKyBa
CO Tellka XeMonuTuyka aHemwuja. M nokpaj npu-
OpyXHaTa xenatopHa Tepanwuja, kaj oBuMe nawlueH-
TW MMa NpeonToBapyBake CO Xerneso nopagm vyec-
TMTe TpaHcdhysun. AgeHoxmnodusara € ocobeHo
CEH3UTMBHA Ha NoKadYeHUTe KOHLUEHTpaUnM Ha Xe-
neso, na kaj TM Moxat ga ce jaBaT HajpasfiMyHK
€HOOKPUHOMOLLKN AUCEYHKLUKN, KaKo XMNOroHaau-
3aM, HU30K pacT, CTEKHAT XMnoTmponamsam n Xmno-
napatMpongnsam 1 pasfiuyeH CTerneH Ha jarneHo-
XugpartHa nHtonepaduuja.

Martepujan u metogu: lNpukaxysame cny4aj
Ha ABe NauMeHTKW, cecTpu, Ha Bo3pacT og 20 n 22
roguHKU, Kou ce jaBuja BO €HAOKPMHOMOLWKAaTa aMm-
OynaHTa 3a eBanyauuja Ha NpuMapHa aMmeHopeja,
HM30K pacT U OTCYCTBO Ha CEKyHZApHW MONoBU
kapakTepuctukn. Obete ce co gujarHocTMuMpaHa
XPOHMYHA XEMOMUTMYHA aHemuja TpeTuMpaHa Cco
€pUTPOLNTHM TpaHCy3nMM N Ha XxenaTtopHa Tepa-
nuja co gecdepokcamuH. MNpun nperneq co kapak-
TEPUCTUYEH TaraceMuyeH acrnekT, 0NN N TEeHKU
FOPHU U OOMHW EKCTPEMUTETU, HU3OK pacT 3a -2
SD noa HopmarnaTa 3a BO3pacTa, pa3Boj Ha rpa-
av Tunner | co OTCyCTBO Ha akcunapHa u nybmndHa
BMaKHaTOCT.

Pesyntatn: XOpMOHCKATE aHanuau nokaxaa
Hucku BpegHocTn Ha FSH u LH, co otcyctBO Ha
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CTMMyrauuja Ha roHagoTponuHuTe Bo Tek Ha GnRH
TECT, Kako 1 COMaTOTPOMNHa UHcyduumeHumja, go-
Jeka TMPOUOHWOT M NapaTUPOUMAHUOT XOPMOHCKU
ctatyc Gea ypegHwu. YntpacoHorpadCcku BuOeH
XUMONMnacTuyeH yTepyc CO TEHOK eHOOMETPUyM
M Manu XunonnacTnyHu osapuymu. MarHeTHaTa
pe3oHaHua Ha xunodgwusaTta nokaxa KapakTtepuc-
TnyHa rmobanHa pegykumja Ha XxMnoun3apHUoT na-
peHxmnm co peHomeH Ha empty sella.

3akny4ok: XvnoroHagn3MoT Kako pesyrnTar Ha
XxunodunsHa JucyHKUKnja nopagn npeontoBapy-
Bak-€ CO XKEeneso e HajuecTo pedepupaHaTa eHgo-
KpMHOIoLKa abHoOpMarnHocCT Kaj naumeHTn co TM.
XOpMOHCKaTa eCTpPOreHCKo-NporecTepoHcka Tepa-
nuja, Koja € Heonxo4Ha 3a OApPXyBak-e Ha HopMa-
NEeH TeneceH CocTaB, KOCKEH pa3Boj 1 3a MHAyKuuja
N mMaTypaumja Ha CeKyHOapHWTEe MOroBW KapakTe-
PUCTKKK, € FMaBeH TPETMaH 3a XMMOroHagu3moT Ha
OBUME NaUMEHTKN.

HYPOGONADOTROPHIC HYPOGONADISM
RESULTING FROM TRANSFUSIONAL
HEMOCHROMATOSIS IN SISTERS WITH
THALASSEMIA MAJOR: CASE REPORT

S. Jovanovska Mishevska, B. Krstevska,
T.Milenkovic

University Clinic of Endocrinology, Diabetes and
Metabolic Disorders Skopje, Macedonia

Introduction: Thalassemia major (TM) is an
autosomal recessive inherited hemoglobinopa-
thy characterized by severe haemolytic anaemia.
Despite accompanying chelating therapy, these
patients have iron overload due to frequent trans-
fusions. Anterior pituitary is particularly sensitive
to elevated concentrations of iron, so various en-
docrinologic dysfunctions may present in TM, such
as hypogonadism, short stature, acquired hypothy-
roidism and hypoparathyroidism and varying de-
grees of carbohydrate intolerance.

Material and Methods: Two sisters, aged 20
and 22 years, consulted our clinic for evaluation of
primary amenorrhea, short stature and lack of sec-
ondary sexual characteristics. Both have been di-
agnosed with chronic haemolytic anaemia, treated
with erythrocyte transfusions and desferoksamine
chelating therapy. Both had characteristic thalase-
mic facial featutres, long and thin upper and lower
extremities, short stature -2 SD below normal for
age, development of breasts - Tunner | and absent
axillary and pubic hair.

Results: Hormonal analysis showed low lev-
els of FSH and LH, with absent stimulation of go-
nadotropins during GnRH test. Somatotrophic in-
sufficiency was also detected, while thyroid and
parathyroid hormone status was within limits. Hy-
poplastic uterus with thin endometrium and small
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hypoplastic ovaries were seen at ultrasound. Mag-
netic resonance imaging of the pituitary showed a
distinctive global reduction of pituitary parenchyma
with the phenomenon of empty sella.

Conclusion: Hypogonadism due to pituitary
dysfunction caused by iron overload is the most
common endocrine abnormality in patients with
TM. Estrogen-progesterone replacement therapy,
which is necessary to maintain normal body com-
position, bone development and induction and mat-
uration of secondary sexual characteristics, is the
main treatment for hypogonadism in these patients.

TEWKA XUNOHATPEMUJA
NMPEOU3BUKAHA O1 CEKYHOAPHA
AOPEHANNHA UHCY®ULIMEHLUIUJA NO
TPAHC®EHOUOANHA ONEPALIMJA HA
COMATOTPOMNEH MAKPOAOEHOM HA
XUMOD®UIATA — NMPUKA3 HA CITYHAJ

C. JoBaHoBcka MuweBcka, U. AxmeTn,

I. MetpoBcku, K. AgamoBa, I'. lemoBcka
YHugep3umemcka K/uHuKka 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha Mmemabonuamom,
Ckonje, MakedoHuja

Bosen: CekyHpgapHaTta agpeHanHa nHcyduum-
eHumja no TpaHcdeHouganHa onepaumja Ha Xu-
nodmsarta MoXe ia BOOM KOH pa3Boj Ha TeLLKa XUMo-
HaTpemmja co NoTeHUMjanHo hatanHu nocrneauum.
TewkaTa xvnoHaTpemuja, gedmHMpaHa Kako cepy-
Mcku HaTpuym nog 120 mmol/l, nocebHo okonky e
aKyTHa MOXe [a npeamssBuka Hanaau, uepebpaneH
efem, KoMa, pecnmpaTopeH apecT 1 CMpT.

MaTtepujan u metoau: lNauneHTka Ha Bo3pacT
on 34 roguHu Oelle nNpuMeHa Kako UTEH Cryyaj
Ha KnuHukata 3a eHOoKpuHOMoruja co CMMNTOMMU
W 3HaumM Ha AJWCOHCKa Kpu3a (ManakcaHocT, rna-
BOOOIKM, Ma4YHMHA, ragewe, noBpaKkame, XUMnoTeH-
3uja), co cnabocT 1 BOMKN BO MyCKynuTe, TPHEHE
Ha paueTte u koHdy3HocT. CTaHyBa 360p 3a nauu-
€HTKa CO akpomeranuja, co gujarHoctuumpad STH
CEKpeTMpadkm MakpoageHoOM Ha xunodusarta, Kaj
Koja cumnTomuTe ce nojasune 10 geHa no TpaHc-
deHomaanHa onepawmja Ha XMNOMU3HUOT Makpo-
ageHoM.

Pesyntatu: Og 6uoxemuckute aHanuaum Gelwe
yTBpaeHa Tewka xunoHaTpemuja (Na=116; 118;
122; 135; 136 mmol/L). He Gelie geTekTupaH uc-
nag BO XMNoU3HO-TUpougHaTa n XMnousHo-ro-
HafanHata ocka, BpegHoctM Ha STH — 1,6 ng/
ml. MNopagn n3paseHa Gpagwuncuxuja, AEe30pUeH-
TMPAHOCT M COMHOSNEHTHOCT Gelwe HanpaBeH KT
Ha MO30K Ha KOj MOCTOelle NecHa pegykuuwja Ha
KOMOPHMOT cuCTeM U rrnobanHa 3apamHeTOCT Ha
MO304HMTE TMPYCK KOWM MOXaT Aa cyrepvpaar Le-
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pebpaneH egem. Cocrojb6aTta Ha nauueHTKaTa ce
nogo6pu No kopekLuja Ha XMnoHaTpemMujaTa co Ao-
faBake Ha XUOPOKOPTU3OH.

3aknyyok: TelukaTta xunoHaTpemuja e acouu-
paHa Cco BMCOK Mopbugutetr u moptamuTeT. [pu
eBanyauuja Ha xunoHatpemujata, Tpeba ga ce mu-
CNW Ha eHOOKPUHONOLLKa AncdyHKUKja (XMnoTupo-
namsam, XMNoKopTM3onemMmja) Kako MOXXHa NpuYn-
Ha. lMpomnTHa gujarHo3a N ageksaTHa XOPMOHCKa
3aMecTuUTeNnHa Tepanuja ce HeOonxo4HW co uen aa
ce usberHe HecakaH Tek Ha borecTa.

Kny4Hu 36opoBu: Telka xunoHaTpemuja, ce-
KyHOapHa agpeHanHa nHcyduumeHumja

SEVERE HYPONATREMIA CAUSED BY
SECONDARY ADRENAL INSUFFICIENCY
AFTER TRANSPHENOIDAL SURGERY OF
SOMATROPH PITUITARY MACROADENOMA
— CASE REPORT

S. Jovanovska Mishevska, I. Ahmeti,

G. Petrovski, K. Adamova, G. Pemovska
University Clinic of Endocrinology, Diabetes and
Metabolic Disorders, Skopje, Macedonia

Introduction: Secondary adrenal insufficiency
after transphenoidal pituitary surgery can lead to
severe hyponatremia with potentially fatal conse-
quences. Severe hyponatremia, defined as serum
sodium below 120 mmol/l, especially if acute in
onset, can cause seizures, cerebral edema, coma,
respiratory arrest and death.

Material and methods: A 34 year old patient
was admitted as an urgent case at the clinic of en-
docrinology, with symptoms and signs of Addisoni-
an crisis (dizziness, headaches, nausea, vomiting,
hypotension), with muscular weakness and muscle
aches, tingling hands and confusion . It was a pa-
tient diagnosed with acromegaly due to STH se-
creting macroadenoma, with onset of symptoms 10
days after transphenoid pituitary surgery for mac-
roadenoma.

Results: The biochemical analyses showed se-
vere hyponatremia (Na = 116, 118, 122, 135, 136
mmol/L). There were no hormonal dysfunctions de-
tected in the pituitary-thyroid and pituitary-gonadal
axis, values of STH were 1,6 ng/ml. Because of
expressed slow mental process, disorientation and
somnolence brain KT was made, showing reduc-
tion in the ventricular system, flattened gyri and
loss of sulci suggesting cerebral edema. The con-
dition of the patient improved after the correction of
hyponatremia with hydrocortisone therapy.

Conclusion: Severe hyponatremia is associ-
ated with increased morbidity and mortality. Dur-
ing the evaluation of hyponatremia, evaluation of
endocrine dysfunction (hypothyroidism, hypocorti-
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solemia) should be evaluated as a possible cause.
Prompt diagnosis and adequate hormonal replace-
ment therapy are essential to block an otherwise
unfavorable course of the disease.

Keywords: severe hyponatremia, secondary
adrenal insufficiency

NMOP®UPUJA OO KTUHUYKUN ACTEKT
(MPUKA3 HA CINYYAJ)

C. JoBaHoBcKa-MuweBcka, 6. TogopoBa,

. Butocka, I. lemoBcka

YHugep3umemcka KruHuKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha Mmemabonuamom,
Ckonje, MakedoHuja

Bogep: Nopcupuu ce peTkn, HajuecTto Hacnen-
HK MeTabonHn 3abonysara Npeau3BuKaHu O eH-
3MMCKM OeduuunT, KOj € OAroBOpeH 3a buocmHTesa
Ha xemoT. [lopaan eH3umckn gedmunt goara go
akymyrnaumja Ha nopUPUHN 1 HUBHW NPeEKypcopu
BO pa3nuyHu TKMBa. NocTojaT noBeke knacuduka-
1M Ha NopdupumM BO 3aBMCHOCT Of, OpPraHoT Kaae
WTO ce akymynupaat nopUPUHUTE U HUBHUTE
NpeKkyp3opu: xenaTtnyHa unm epuTpornoeTcka, Kox-
Ha UMM HEKOXHA, aKyTHa UITN XPOHWYHA.

Martepujan n metoam: lNauneHTka Ha BO3pacT
on 24 roguHu Oelwe npuMeHa Kako UTEH Cry4aj
Ha KnuHukarta 3a eHOoKpVHOMorvja co 3Hauu 3a
cybuneyc (akyTHa ataka Ha cunHa abaomuHanHa
oorka, ragewe, noBpakawe, oncrmnawmja), co Mo-
TOPEH U CEH30peH AedunumnT (rpyeBmn BO paLeTe u
HO3€eTe), Taxukapauvja, xmnepTeHsuja, rywemwe, 3a-
MaTeH BMA, KOHJY3HOCT, TEMHa YpUHa.

Pesyntatn: Og OvMoxeMuckute aHanuam mma-
we Tewka xunoHatpemuja (Na=121; 120; 108,6;
121; 108,6 mmol/L, 3Haun 3a xenatanHa nesuja
€O nokayeHun BpegHocTn Ha AST n ALT n pabaomu-
onusa (CPK -1746...74000 U/L). HanpaBeHu bea
WHTEPHUCTMYKN M HEBPOSOLLKWN KOHcynTauuu. Mo-
CTaBEHO e COMHEeBawe W NOoTBpAeHa e AujarHo3a
Ha Porphyria acuta intermittent (nopcdobunuHoreH
nosutmeeH). OBa n Gelle BTOpa ataka nposouupa-
Ha of 3eMan-e Ha anKoXos U NIEKOBMW.

3akny4ok: Ha nopdwupuja Tpeba ga ce mucnu
ceKoralll Kora Mma HejacHa KNMHUYKa Crivka Koja ce
KapakTepusnpa CO HeypoBUCLEParHU CUMNTOMM,
4ecTo M MHOTY ApamMaTnyHu. Tpeba ga ce no3HaBa-
aT u npeumnuTMpadkuTe akTopy 3a akyTeH nop-
dumpuyeH Hanaga.

KnyuHu 36opoBu: akyTHa nopdupuja
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PORPHYRIA FROM A CLINICAL ASPECT -
CASE REPORT

S. Jovanovska-Mishevska, B. Todorova, I.
Bitoska, G. Pemovska

University Clinic of Endocrinology, Diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Porphyrias are rare, most often in-
herited metabolic disorders caused by an enzyme
defect in the process of the synthesis of heme.
Deficiency of a specific enzyme that is involved in
the process of heme synthesis leads to buildup of
porphyrins and their precursors in different tissues.
There are different classifications of porphyrias de-
pending on the organ where porphirins and porphi-
rin precursors are accumulated: hepatic or eryth-
ropoetic, cutaneous or non-cutaneous, acute and
chronic forms.

Material and methods: A 24 year old patient
was admitted as an urgent case at the clinic of en-
docrinology, with signs of subileus (acute attack of
severe abdominal pain, nausea, vomiting, consti-
pation), with motor and sensor neurologic deficitc
(cramps in the arms and legs), tachycardia, hyper-
tension, breathing problems, blurred vision, disori-
entation and dark urine.

Results: The biochemical analyses showed se-
vere hyponatremia (Na=121; 120; 108,6; 121; 108,6
mmol/L, signs of hepatic lesion with elevated AST
and ALT and rhabdomyolysis (CPK -1746...74000
U/L). Different internistic and neurologic consulta-
tions were made. The diagnosis of Porphyria acuta
intermittent (porfobilinogen positive) was estab-
lished. This was the patient’'s second acute episode
provoked by ingestion of alcohol and medicines.

Conclusion: Porphyria should be considered
every time when there is an unclear clinical mani-
festation characterized by neurovisceral symptoms,
which can often be dramatic. The precipitating fac-
tors of porphyric attacks should be recognized and
avoided.

Keywords: acute porphyria

PAHA OETEKLUWJA HA OUJACTOJNTHATA
AONCOYHKUWNJA KAJ ACUMNTOMATCKA
AOWJABETUYHA NOMNYNALUJA

C. Mutposcka', C. JoBaHoBa?, b. Jlazecka'
M3Y lNonuknuHuka 3ea2uH Uimepmeduka, Ckorije,
MakedoHuja’

YHusep3umemcka KnuHuKka 3a kapouorioauja,
Ckorije, MakeOoHuja?

BoBep: [lnjabeTnyHata MnokapauonaTmja npet-
CTaByBa NPeav3BKK 3a KapauonosuTe of anjarHoc-



TMYKU U Tepanuncky acnekT. Bucokarta npesaneHua
Ha gwjacTonHaTta ancdyHKuMja Ha nesarta Komopa
Kaj oujabeTnyHaTa nonyrnauuja ja noteHumpa no-
TpebaTta of HejanHaTa paHa geTekuuja co WwTo 6um
ce npeBeHuparn pasBojoT Ha KIUHUYKMN MaHUeCT-
Ha kapgumomwuonatuja. lNyncHata Jonnep-aHanusa
[JaBa MOXHOCT 3a paHa AeTekunja Ha gnjactonHata
aucyHumja n ngeHTudukalmja Ha naunmeHTuTe co
BMCOK PU3MK Of, pa3Boj Ha cpLeBa crabocT.

Llen Ha TpymorT: NpoueHa Ha ynorata Ha nyrn-
cHata [onnep-aHanusa BO paHaTa geTtekuunja Ha
OuvjactonHaTa gucyHKUMja kaj acumnTomaTcka
AunjabetnyHa nonynauuja.

Matepumjan n metogu: Ctyauvja Ha npecek Koja
ce cocTtom of 25 acumnToMaTcku anjabeTnyHn na-
uMeHTU 1 17 ycnoBHO 34paBu CyBjeKTU Kako KOH-
TponHa rpyna. Cute naumeHTn 6ea NoanoXeHn Ha
exokapguorpadcka aHanusa (nyncHa fJjonnep-aHa-
nM3a Ha TpaHCMUTPanHWMOT MPOTOK) 3a npoueHa
Ha gujactonHaTta (pyHKuUMja Ha neeaTa komopa. [
aHanuavpaBme Op3WHWTE Ha TPaAHCMUTPANHUOT
npotok (E-6paH, A-6paH, E/A coogHoc, AT (Bpeme
Ha geuenepauuja) u UBPT (u3oBonymeHcko Bpeme
Ha penakcauuja) u HMBHaTa penaumja co akTopu-
Te Ha pU3MK — AOMKNHA Ha Tpaewe Ha anjabeTtecor,
BO3pacT, non, napamerpute Ha ob6e3HOCT-UHAEK-
COT Ha TenecHata maca (BMW) n nospwunHaTta Ha
Teno (BCA), rmukosunupaH xemornobuH (X6A1u),
NUNUOHWUOT cTaTyc.

Pesyntatu: bBenexeBMe Bucoka npesarneHua
Ha gujactonHata AncdyHkumja kaj anjabetmyHara
nonynauuja, Bo 72% HacnpoTu KOHTpornHaTta rpyna
23 % (Z=-2.1, p<0.03).

OwujacTonHata gucdyHkumja Gewe crtaTtncTny-
KM novecta Kaj naumeHTutTe co nogonr aujabe-
TnyeH ctax (p<0.00001), kaj noctapu og 40 ro-
avHan (p<0.00001), kaj >xeHckn non (p<0.0001),
nowa rnvkoperynauuja-(X6A1u > 7%) (Z=-4.3,
p<0.0004) n kaj napameTpuTe Ha o6e3HocT BMW
n BCA (p<0.00001, p<0.00001). Kaj koHTponHaTa
rpyna, ncto Taka b6enexesme CTaTUCTUYKMN 3HAYaj-
Ha penauuja Ha [1[] co Bo3pacTa, XXeHCK/ Nor u na-
pameTpute Ha obesHoct BMU n BCA (p<0.0002,
p<0.0004, p<0.0002 and p<0.0003).

3aknyuvok: [lyncHata [onnep-aHanuMsa uma
Ba)KHa yrora BO paHaTa AeTekumja U NporHosa Ha
AuvjactonHaTa gucdyHKLMja Ha nesarta Komopa Kaj
acMMNTOMaTCK/ AnjabeTUYHN NauneHTu.

Knyynn 36opoBu: [lyncHa [Jonnep-aHanu-
3a, gujabetnyHa kapguomuonaTtuja, AujacTonHa
avncdyHkumja, anjaberec menutyc Tmn 2
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EARLY DETECTION OF DIASTOLIC
DYSFUNCTION IN ASYMPTOMATIC
DIABETIC POPULATION

S.Mitrovska', S.Jovanova?, B.Lazeska'
PZU-Policlinic Zegin Intermedika, Skopje,
Macedonia’

University Clinic of cardiology, Skopje, Macedonia?

Introduction: Diabetic cardiomyopathy is a
challenge for cardiologists from diagnostic and
therapeutic point of view. The high prevalence of
left ventricular diastolic dysfunction (LVDD) in dia-
betic population emphasizes the need for its early
detection in order to prevent the onset of heart fail-
ure. Pulsed-wave Doppler analysis provides an op-
portunity for early detection of diastolic dysfunction
and identification of high risk patients for develop-
ing heart failure.

Objective: To assess the role of Pulsed-wave
Doppler analysis in early detection of diastolic dys-
function in asymptomatic diabetic population.

Material and methods: Cross-sectional study
consists of 25 asymptomatic diabetic patients and
17 healthy subjects as control group. All patents un-
derwent echocardiographic analysis (Pulsed-wave
Doppler analysis of transmitral flow) to assess left
ventricular diastolic function. We analyzed transmi-
tral flow velocities (E-wave, A-wave, E/A ratio, DT
(deceleration time), IVRT (isovolumetric relaxation
time) and their relationship with risk factors-dura-
tion of diabetes, age, sex, obesity indices-body
mass index (BMI) and body surface area (BSA),
glycosylated haemoglobin ( ¢), lipid status. A p<.05
was considered to indicate significance.

Results: We noted high prevalence of diastolic
dysfunction in diabetic population, in 72% vs control
group 23% (Z =-2.1, p <0.03). Diastolic dysfunction
was statistically more common in diabetic patients
with longer duration of diabetes (p<0.00001), in
older patients over 40 years (p<0.00001), in female
(p<0.0001), poor glycoregulation ( c>7%) (Z=-4.3,
p<0.0004) and higher BMI and BSA (p<0.00001,
p<0.00001). We also noted statistically signifi-
cant relation of DD with age, female gender, BMI
and BSA (p<0.0002, p<0.0004, p<0.0002 and
p<0.0003) in control group.

Conclusion: Pulsed-wave Doppler analysis
plays an important role in early detection and prog-
nosis of left ventricular diastolic dysfunction in as-
ymptomatic diabetic patients.

Keywords: Pulsed-wave Doppler analysis, dia-
betic cardiomyopathy, diastolic dysfunction, diabe-
tes mellitus type 2



HOPMOTEH3MBEH ®EOXPOMOLIUTOM
(MPUKA3 HA CINYYAJ)

U. MnapgeHoBcka', B. KpcteBcka', b.
Topopoga', C. oxuyeB?, I. MeTpyweBcka®
YHugep3umemcka KruHuka 3a eHOOKpuHosioauja,
Oujabemec u bonecmu Ha memabosnuamom,
Ckonje, MakedoHuja’

YHusep3umemcka KrnuHuka 3a yposnoauja, Ckorije,
MakedoHuja?

UHcmumym 3a namonoeuja, MeduyuHcku
gakynmem, Ckonje, MakedoHuja?

lMpukaxyBaMe naumeHTka Ha Bo3pacT o 32
rod. co Cry4yajHO OTKpUeH TYMOp Ha JecHaTta Hafj-
OybpexHa xnesga co TpaHcabaoomuHanHa ynTpa-
coHorpadmja. Komnjytepckata Tomorpaduja Ha
HaabybpexHare xne3am nokaxa Tymop BO AeCHa-
Ta HagOybpexHa xnes3aa co uspaseHa xereporeHa
CTPYKTYpa, CO rofieMu XUNoAEH3HW 30HN U HEPaMHU
paboswu co anjameTap 7x5 cm. Kaj nauneHTkarta He
Gea NPUCYTHU KIMHUYKN CUMNTOMM M 3Haum 3a Ky-
lWwmHroea 6onect unu gpeoxpomountom. MNaymeHT-
KaTa nmaile abgommHanHa 6ornka n ManakcaHoCT.
KpBHunoT nputucok usHecysawe 100/70 mm/Xr,
TT-66 kr, TB-173 cm (BMWN-22 kr/m2). N3BegeHw-
T€ XOPMOHasiHM TecTupaka rm nokaxaa criegHvBe
pesyntatun: BMA= 44,9 mcmol/dU MeTaHedpuH =2
mcmol/dU Bo 24u4/ypuHa, cepymcku 6asaneH kop-
T130n=309,7 Hmon/n, n 80,10 HMon/n no cynpecuja
co 1 mr Tabn. gekcameTasoH (HMCKOOO3€eH Aekca-
MeTa30HCKKU cynpecuBeH TecT), Na+=140 mmon/n,
K+ =4,3 mmon/n.XopMOHCK/TE TecTupara He noka-
Kaa 3rorieMeHa XOPMOHCKa aKTMBHOCT. PeHareHoT
Ha 6enute opoboBM € COo ypeaeH Haog. X1pypLuK/
TpeTMaH Kako TpeTMaH Ha nsbop Gele npenopa-
YaH nopagw rorieMmHarta Ha TyMOpOT M Bo3pacTa
Ha naumeHTkaTa. [lo nanapackoncku npucrarn,
TYMOpPOT Oelle OTCTpaHeT CO MOCTOMNepaTUBHUOT
Tek 6e3 komnnukaumm. XMCTonaTonoLKMOT Haog
N MMYHXMCTOXEMMja NOTBpANja Aeka ce paboTtu 3a
ManureH eoxpomounutom. [MoctonepatMeBHo Oea
n3MepeHn nokadveHn BPeaHOCTU Ha XPOMOTrpaHuH
A=420 Hr/mn. 3a gokaxyBare Ha meTactaTtcka 6o-
nect n3BegeHa belwe cumHTUrpadmja Ha comartoc-
TaTuHckn peuentopu u MNMET-ckeH 3a eBeHTyaneH
JOMnonHUTENeH TpeTMaH co abnatuBHa [o3a Ha
MJBI™ 1 nnn umtocTaTuyn.

OBa e npB cry4aj Ha HOPMOTEH3MBEH, XOPMOH-
CKV HeaKT1BEH ManureH peoxpomMoLmMTom objaBeH
BO HallaTa MeauuMHCKa nuteparypa.

Knyy4Hu 36oposu: ,HEM* boxpomoumtom, xop-
MOHCKW TecTupara, XMpypLUKa UHTEpPBEHUWja, Na-
TOXUCTONOLUKN Haopn,
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NORMOTENSIVE PHEOCHROMOCYTOMA -
CASE REPORT

. Mladenovska', B. Krstevska', B. Todorova',
S. Dohchev?, G. Petrushevska3

University Clinic of Endocrinology, diabetes and
metabolic disorders, Skopje Macedonia’
University Clinic of Urology, Skopje, Macedonia?
Institute of Pathology Medical Faculty, Skopje,
Macedonia®

We present a patient 32 years old with acciden-
tally discovered tumor of the right adrenal gland
with transabdominal ultrasound.Computer tomog-
raphy scanning of the adrenal glands showed a tu-
mor in the right adrenal gland with heterogeneous
structure with large hypodenses zones and irregu-
lar margins,7x5 sm in diametar.The patient doesn,t
have any symptoms and signs suggestive of ad-
renal disease(sy.Cushing or pheochromocytoma).
The patient has an abdominal pain and fatique.
Blood pressure was 100/70 mm Hg, TT-66 kg, 173
cm TV (BMI 22 kg/m2). Hormonal test evaluation
showed the following results: VMA = 2 Metanefrin=
44.9 in 24 h/urina, basal plasma cortisol level =
309.7 nmol / 1 and 80.10 nmol / | after suppression
with 1 mg tabl.dexamethasone (lowe-doses dexa-
methasone suppression test),Na + = 140 mmol
/1, K+ =43 mmol / .LHormonal test evaluation
showed non-hormonal active tumor.Radioraphy of
lungs was with normal finding.Surgery, as the treat-
ment of choice was recommended because of the
sise of the tumor and the age of the patient.The
patient was treat with laparoscopic adrenalectomy
and the tumor was removed with the postopera-
tive course without complication.Histopathological
finding and immunocystochemistry is addition to
malignant pheochromocytoma.After surgery were
measured elevated levels of chromogranin A = 420
ng/ml.To proof metastatic disease was performed
scintigraphy of somatostatin receptors and PET
scan for possible further treatment with ablative
dose and MJBG or chemotherapy.This is the first
case of normotensive, non-hormonal active malig-
nant pheochromocytoma published in our medical
literature.

Key words: ,Silent® pheochromocytoma, hor-
monal tests, surgery, pathologically finding.

AOPEHAINTHU UHUMOEHTAITOMU

U. MnapeHoBcka, b. KpcteBcka, U. AxmeTn, b.
TogopoBa

YHugep3umemcka KriuHuUKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabonusmom,
Ckonje, MakedoHuja
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BoBea: AgpeHanHuTe vHUMOEHTanoMu ce Ty-
Mopw noronemu og, 1 cM Bo AnjameTap, Ko ce crny-
YajHO JEeTeKTMPaHN CO BU3YyENMU3aLnOHNUTE TEXHUKN
(abgomuHanHa yntpacoHorpaduwmja, KT n MPU). Og
aHapeHanHuTe nHuugeHTtanomm, 85% ce XopMoH-
CKN HedyHKUMOHaNHW agpeHanHu macu, a ocrta-
HatuTe 15% Cce XOPMOHCKUN CEKPETMPAYKN TYMOPMU.
Opn HuB, 9,2% ce nNpeseHTUpaaT Kako CyMnKIMHUYKN
KywmHroB cuHgpom, 4,2% kako heoxXxpomMoumnToM,
a 1,6% kako angoctepoHoMa. AgpeHanHuTe Kap-
LMHOMM ce MHOry peTku 1 Bo 98% ce noronemu of
4 cm BO Anjamertap.

Len: Bo nepuog og aese roguHu Ha KnuHukaTta
3a eHOoKpuHonorvja 6ea KIUMHWYKM, XOPMOHAITHO
N pagurpadcku aHanMaMpaHu naumMeHTu co agpe-
HaNHW NHUWOEHTaNoOMN.

MaTtepujan un metoaum: lNpukaxysame 20 naum-
€HTU CO afpeHarnHu MHUMAEHTanoMn eeanynpaHm
Ha KnuHukaTta 3a eHOoKpWHOMoruja BO Hacoka Ha
Toa Janun e Tymopckara Maca XOpMOHarHO akTuB-
Ha 1 ganun e 6eHurHa unn manurHa.

Pesyntatu: Op BkynHo 20 naumeHTu co agpe-
HanHu mHumpeHtanomu, 15 (75%) ce xeHn a 5
(25%) ce maxu, co npoceyHa Bo3pacT of 49 roan-
HW. Oa HuB, 11 (55%) ce peTekTupaaTt Ha AecHa-
Ta HagbybpexHa xne3ga, 6 (30%) ce Ha nesara,
3 (15%) ce GunatepanHu. lNpoceveH Aujamertap
Ha nHuuageHtanomute e 2,98 cM. XopMoHarnHuTe
TecTMpara nokaxaa geka 16 (80%) ce xopmoHan-
HO HecekpeTupadkm Tymopu, a 4 (20%) ce xopo-
MOHaInHO cekpeTmpadku Tymopu, og kom 1 (5%) ce
npeseHTUpaLle Kako ManureH heoxpoMmounTom, a
3 (15%) kako cynknMHUYKM KyLLIMHIOB CUHAPOM.

3akny4ok: AgpeHanHutTe MHUMOEHTanoMu Kou
Ce XOpMOHaIHoO akTMBHM Tpeba ga ce oTcTpaHar
xunpypLku. Cekoja agpeHanHa maca noronema unm
ejHakBa Ha 5 cm Tpeba ga ce OTCTPaHN XUPYPLLIKA.

Kny4yHu 36o0poBu: WHUMAEHTaNoM, Crny4vajHo
OEeTeKTUpaHu, ManureH, XOpMOHarnHO akTUBEH

ADRENAL INCIDENTALOMA

. Mladenovska, B. Krstevska, I. Ahmeti,

B. Todorova

University Clinic of Endocrinology,diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Adrenal incidentalomas are tu-
mors larger than 1 cm in diameter that is found
incidentally by the radiographic imaging of the ab-
domen and chest(abdominal ultrasonography,CT
scanning and MRI).From adrenal incidentalomas
85% are non-functional adrenal masses and the
rest 15% are hormonal secreting tumors.From
them 9,2 % are presented like subclinical cush-
ing syndroma, 4,2 % are phaeochromocytoma and
1.6% are aldosteronoma. Adrenal carcinomas are
very rare and 98% are larger than 4 cm in diameter.

Aim: During a period of two years in the Clinic
of Endocrinolgy clinical, hormonal and radiographic
were evaluated patients with adrenal incidentalo-
mas.

Materilas and Methods: We present 20 pa-
tients with adrenal incidentalomas evaluated in the
Clinic of Endocrinology in therms whether tumor
mass is hormonally active and whether it is benign
or malignant.

Results: From 20 patients with adrenal inci-
dentalomas 15 (75%) were women and 5 (25%)
were men of average age 48 years.From them 11
(55%) were detected on the right adrenal gland, 6
(30%) are on the left and 3 (15%) were bilateral.
Incidentalomas were with average diameter of 2,98
sm. Hormolnal tests showed that 16 (80%) are
not hormonally-secreting tumors and 4 (20%) are
horomonally secreting tumors from which 1 (5%)
presented as malignant pheochromocytoma and 3
(15%) as subclinical Cushing’s syndrome.

Conclusion: Hormonally active adrenal inciden-
talomas should be surgically removed. Each adre-
nal mass greater than or equal to 5 cm should be
surgically removed.

Key words: Incidentalom, incidentally detected,
malignant, hormonal active

NPErNen HA NALMEHTU CO ANJABETEC
BO MAKEOOHUJA

ApreHT Myu4a, TatjaHa MuneHKoBuK,

UpdaH AxmeTn

YHusep3umemcka KnuHuUKa 3a eHOOKpuUHosioauja,
Oujabemec u bonecmu Ha memabosusmom,
Ckonje, MakedoHuja

WNcTpaxyBareTo e HanpaBeHO 3a fa ce corfle-
JaaT cuTe HeJocTaToLmM BO ANjarHOCTULNPAHETO U
TpeTmaHoT Ha BbonHuTe oA Aunjabetec n kako fa ce
MUHUMU3MPAAT TUE HeQOCTaTOLM.

AHanusa Ha nogaTtouuTe of UCTPaKyBaH-€TO 3a
cocTojbata Ha naumeHTUTe co anjabetec e cnpo-
BedeHa BO nepuog o4 24 oktomBpu 4O 8 HoeMBpu
2012 roguHa v npawanHUKOT 3a UCTPaXKyBaH-eTo
ro ogrosopuja 1509 naumeHTn co amjabetec. Uc-
TpaXKyBakeTO Ha cocTojbata Ha naumMeHTUTe Cco
Anjabetec ro Hanpaeu areHumjata Hby MOMeEHT 3a-
egHo co Cojy30T Ha 3gpyxeHuja Ha anjabeTmdapu
Ha MakenoHuja. Bo uctpaxysareTo ce ondateHu
nauMeHTV of ABaTta nona, of cuTe CTapOCHU rpynu,
NMoYHyBajkn of, 18-roguliHM NaumMeHTn, Co pasnu-
YeH cTeneH Ha obpasoBaHue.

MoHaTamy, npaLwanHuKoT M Aenv naumeHTuTTe
cropeq HauuoHanHarta npunagHocT, npogecuo-
HaNMHWOT CTaTyc, HanpaBeHa e CTpyKTypa cropes
NPUXOOMTE M Cropea rpafdoT BO KOj XUBEe Mcnu-
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TaHWKOT. MicnuTyBareTO NpogokKyBa co npallama
BO BpPCKa CO BpeEMETpaeHe Ha fiekyBaweTo Ha 60o-
necTa 1 KOpUCTEHETO Ha UHCYNWH. lNMpawanHukoT
noHaTaMy Ce OHEeCyBa Ha Toa KaKO iekapuTe uUm
nomaraaTt Ha nauMeHTUTe CO ynaTyBawa Ha npo-
Bepka Ha TpPMMECEYEH MPOCEK Ha FMMKO3MnupaH
XeMornobuH n Apyrv BUMOOBWU Ha UCMMTYyBake Ha
KpBTa, Aanu ro mepar LeKkepoT BO JOMAaLUHW YC-
NOBU 1 KOSKY YECTO ro npaeart Toa, Janu ce ucn-
paTeHu Ha nperneq Ha CpUEeTO M KPpBHUTE CagoBM,
nperneq Ha bybpesuTe 1 nperneq Ha O4YHOTO AHO.
MaumeHTMTe Oea mncnpalyBaH U 3a HEAOCTUI Ha
WHCYNWHCKa Tepanuja, 4anu Tpaeno Toa noseke of,
5 pneHa, BO Kou rpagoBu Tpaeno nogonro, ganu e
NPOMEHET MHCYNMHOT BO TEKOT Ha Tepanujarta W,
akKo e NpoMeHeTa, Aa ce HaBede NpuyYnHaTa 30LTO
€ HanpaBeHo Toa W1 Janu ce 3a40BOSHN 0f, rpuxa-
Ta Koja ja gobuBaar Bo LieHTpuTe 3a gujabetec.

Llenoto wuctpaxyBawe € npuKaxaHo co rpa-
UKOHN 1 Tabenu.

KnyyHn 36o0poBu: aujabetec, rmMmMKO3unmpaH
XeMOrnobuH, NMHCYNWH, nNon, Bo3pact

REVIEW OF PATIENTS WITH DIABETES IN
MACEDONIA

Argjent Muca, Tatjana Milenkovik, Irfan Ahmeti
University Clinic of Endocrinology, diabetes and
metabolic disorder, Skopje, Macedonia

Research is done to see any flaws in diagnosis
and treatment of patients with diabetes, and how to
minimize these flaws. Analysis of survey data on the
situation of patients with diabetes was conducted
over a period of 14 October to 8 November 2012,
and the questionnaire for the survey was answered
in 1509 patients with diabetes. The research was
done from the agency ,New moment' together with
union of diabetes associations in Macedonia. The
research included patients of both sexes, all age
groups ranging from 18 years patients, and differ-
ent levels of education. Further questionnaire di-
vides patients according to nationality, professional
status, structure and revenue structure towards
the city in which the respondent lives. Examina-
tion continues with questions about the duration
of treatment of the disease and whether insulin is
used. Further questionnaire relates to how doctors
help patients by reference checking quarterly av-
erage glycated hemoglobin and other blood tests.
Whether they measure sugar at home and how of-
ten they do it. Whether patients are referred to a
review of the heart and blood vessels, the kidneys
and fundus review. Patients were questioned for
lack of insulin therapy, if it lasted more than five
days, in which cities it lasted longer, if insulin ther-
apy is changed, and if is changed to specify the
reason why, and whether they are satisfied with the
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care they receive in the centers for diabetes. The
entire survey is shown in graphs and tables.

Key words: diabetes, glycated hemoglobin, in-
sulin, gender, age.

E®EKT HA NN-TUPOKCWUH BP3
JIEBOBEHTPUKYJTAPHATA ®YHKLUWJA KAJ
CYNKNUHUYKN XUNOTUPOUOU3AM

Benkocka HakoBa B.', KpcteBcka bB.?2,
Cp6uHoBcka KoctoBcka E.3, LLly6eBcka C.2,
MemosBcka I'.?

YHugep3umemcka knuHu4ka 6onHuya - LLimun,
MakedoHuja’

YHugep3umemcka KnuHuka 3a eHOOKpUHooauja,
Oujabemec u bonecmu Ha memabonusmom,
Ckorije, MakedoHuja?

YHueep3umemcka KnuHuka 3a kapduosnoauja,
Ckonje, MakedoHuja®

Boeepn: Llen Ha cTtyoujata e ga ce npoueHu
Oany CYMKIUHWYKMOT xunotupomamsam (ScH) e
acouupaH co nesoBeHTpukynapHa (/1B) cucronHa
W gujactonHa gucdyHkumja u ganu ucrata e pe-
Bep3nbunHa no tepanuja co JI-TUPOKCHH.

MaTtepumjan n metogu: AHanusupaHu Gea 27
nocrnegoBaTenHy NauneHT co HOBOOTKpMeH ScH.
Kaj cute naumeHTtute ce oppenysawe: TSH, fT4,
fT3, anti-TPO aHtuTena, anti-Tg aHTUTENa, NUNu-
O, NMyrc, BOMyMEH 1 CTEMNEH Ha XUMOEXOreHoCT Ha
TMpouaHaTa xnesga, npoueHka Ha JIB cuctonHa
n avjactonHa dyHkumja co M-mode, 2D, nynceH,
KOHTUHYWMpPaH, KOrop-Aonsiep M HanpegHUTe exo-
Kapauorpadcku moganutetu TkuseH gonnep (TDI)
n 2D speackle tracking. Mepenarta 6ea n3segeHu
JBa naTu, npea 3anovHyBawe co Tepanuja co J1-tu-
POKCUH 1 MO 5-mecevHa eyTupongHa coctojba.

Pesyntatu: [laumeHtTute rm uvmMaa cnegHu-
Be KapaktepucTtuku: Bospact 41+12 rog, TSH
8,5+2,7mU/L npep Tepanuja, TSH 2,07+0,9 mU/L
Nno nNpoceyeH nepuoa Ha cnegewe og 7,2+1,9 me-
ceun. lNpen v no Tepanujata NocToelle pasnuvka
BO CregHMBE aHanuavpaHu napameTpu: BKYMNeH Xo-
necrepon, LDL-C, BonymeH Ha TupougHa >knesaa,
CTEMNEeH Ha eXoreHocT, BpemeTpaeke Ha A-6paHoT n
NoHruTyguHanex global strain (5,25+1,0 vs. 4,8+1,1
mmol/L; 3,25+0,9 vs. 2,9+0,7 mmol/L; 12,3+4,5
vs. 10,7+4,2 mL3; 92,6% vs. 77,8%; 112,8£16,2
vs. 106,8+15,2 msec; -19,7+1,9 vs. -20,4+1,7%,
p<0,05, cooggeTHo). CnobogHuoT T4 nO3MTUBHO
kopenupatue co E/A konununukot (r=0,42, p<0,05), a
fT3 HeraTnBHO kopenupalue co DT (r=-0,50, p<0,05)
n co s/TDI (r=-0,49, p<0,05). MyntuBapwjaHTHaTa
perpecrMoHa aHanm3a MoKaxa CTaTUCTUYKU 3Hayaj-
HO He3aBWCHO BrnvjaHne Ha TSH Bp3 E/e’ lat, E/e’
average, LVEDvol, LA, LA area.


ser
Highlight


3akny4ok: CynKNMHUYKMOT XMnoTupongmsam e
acouupaH co xunepnunuaemuja, sroremysare Ha
BONMYMEHOT Ha TupowaHaTa Xnesga, CUCTonHa U
aunjactonHa gucoyHkumja Ha J1B, kako u peaykumja
Ha rmobanHaTa NOHrMTyAMHAaNHa CUCTONHa OYHK-
uuja Ha JIB. OBune HapyllyBawa ce peBep3nbunHm
no Tepanuja co JI-TUPOKCUH.

KnyyHu 360poBU: CynKIUHUYKU XMNOTUPOUAN-
3aM, exokapguorpaduja, cuctonHa ancgyHkumja,
AuvjactonHa gucdyHkumja, J1-TMpOKCUH

EFFECT OF L-THYROXIN ON LEFT
VENTRICULAR FUNCTION IN SUBCLINICAL
HYPOTHYROIDISM

Velkoska Nakova V.!, Krstevska B.2, Srbinovska
Kostovska E.3, Shubeska S.2, Pemovska G.?
University Clinical Hospital, Shtip, Macedonia’
University Clinic of Endocrinology, Diabetes and
Metabolic Disorder, Skopje, Macedonia?
University Clinic of Cardiology, Skopje,
Macedonia®

Introduction: Aim of the study was to assess
whether subclinical hypothyroidism (ScH) is asso-
ciated with left ventricular (LV) systolic and diastolic
dysfunction and it's reversibility after treatment with
L-thyroxin.

Material and Methods: Twenty seven consecu-
tive patients with newly diagnosed ScH were in-
cluded in the study. In all patients were analyzed:
TSH, fT4, fT3, anti-TPO antibody, anti-Tg antibod-
ies, lipids, heart rate, volume of the thyroid gland
and degree of echogenicity, and assessment of
LV systolic and diastolic function by M-mode, 2D,
Pulse, Continuous, Color-Doppler echocardio-
graphic modalities and advanced Tissue Doppler
(TDI) and 2D speackle tracking. All parameters
were measured twice, before and after 5 months
euthyroid state with L-thyroxin.

Results: Patients had the following characteris-
tics: age 41 + 12 years, TSH 8,5 £ 2,7 mU/L before
treatment, TSH 2,07 + 0,9 mU/L after an average
follow-up period of 7,2 £ 1,9 months. Before and
after treatment, there were a differences in the fol-
lowing parameters: total cholesterol, LDL-C, thy-
roid volume, degree of echogenicity, the duration
of the A wave and longitudinal global strain (5,25
£1,0vs. 4,8+ 1,1 mmol/L; 3,25+ 0,9vs.2,9+0,7
mmol/L; 12,3 + 4,5 vs. 10,7 £ 4,2 mL; 92,6% vs.
77,8%, 112,8 + 16,2 vs. 106,8 + 15,2 msec, -19,7
£ 1,9vs.-20,4 £ 1,7%, p <0,05, respectively). Free
T4 positively correlated with E/A ratio (r = 0,42, p
<0,05), and fT3 negatively correlated with DT (r =
-0,50, p <0,05) and s/TDI (r = -0,49, p <0,05). Mul-
tivariate regression analysis showed a statistically
significant independent effect of TSH on the E/e
‘lat, E/e’ average, LVEDvol, LA, LA area.

Q
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Conclusion: Subclinical hypothyroidism is as-
sociated with hyperlipidemia, increased volume of
the thyroid gland, systolic and diastolic LV dysfunc-
tion, as well as reducing global longitudinal LV sys-
tolic function. These alterations may be reversed
by L-thyroxin.

Keywords: subclinical hypothyroidism echocar-
diography, systolic dysfunction, diastolic dysfunc-
tion, L-thyroxin

PU3UNK-®AKTOPU KAJ AOYNTHA
nonynAunJA Co ANJABETEC TN 2 BO
NENATOHUCKUOT PEFMOH

N. HeueBcka
Knuruyka 6onHuuya ,[p. TpugbyH NaHoscku”,
bumona, MakedoHuja

Uen: Oa ce pgeTepMmuHupa npeoBnagyBaHeTo
Ha pusnk-dakTopuTe Kaj naumeHTn co aujabertec
TMn 2 Ha Bo3pacT 20-79 rog.

Martepwujan u metoam: Ncnutann 6ea 1700 na-
umneHTU Ha Bo3pact 20-79 roguHu co gnjabetec Tun
2 BO Tpaeke 2-10 roguHun co BMI 24 kr/m2, obem
Ha CTPYK Kaj MaxuTe = 94 cMm, a Kaj xxeHute > 80 cm
N KpBEH Nputncok = 130/80 MmXT.

PesyntaTtu: XvnepteHsuja bewe gnjarHocTmum-
paHa kaj 70% oa nauneHTuTe of ABata nona (75%
Kaj maxu, 66.4% xeHun). Camo 46.8% og maxute
n 58% op xeHuTe Gea TpeTUpaHM CO aHTUXMNep-
TeH3nBHa Tepanuja. LDL cholesterol — xeHn 10%
umaa BpegHoctn Hag 3.5 mmon/n, maxu 15.5%
nmaa BpegHoctu Hag 3.3 mmon/n (co unu 6e3 me-
ankameHTn), HDL cholesterol — »xxeHn 29%, maxu
21% nog 0.1 mmon/n, Tpurnuuepuam — kaj 57.7%
of naumeHTute (Co unu 6e3 mMeankameHTn) Tpur-
nuuepmnante 6ea Hag 2.5 mmon/n. O6em Ha cTpyk
- Maxku, NPOCEKOT Ha abAoOMWHANHUOT NepumeTap
Gewe 102.4 cm, 77.1 % umaa obeM Ha CTpyK >
94cMm, a Kaj XXeHUTEe NPOCeKoT Ha abaoOMUHANHUOT
nepumetap Gewe 102.2 cMm, 96.3% nmaa obem Ha
cTpyk » 80cm, BMI - maxun npocek 29.3 Kr/mM2, XeHun
31 kr/m2.

3akny4ok: [JujabetecoT Tmn 2 Bo NenaroHuckn-
OT PEernoH ce KapakTepuaupa CO BMCOKa MpeBa-
rneHua Ha pu3nk-dhakTopu 3a MnojaBa Ha XPOHWUY-
HUTe KoMmnukaumn. CurHudukaHTHMOT 6poj Ha
nauneHTn ce MEeOMKAMEHTMO3HO TPEeTMpaHu, Ho
He ce agekBaTHO KOoHTponupaHu. CTpaTerunjarta 3a
KOHTpOMa v 3a Hamanysawe Ha pusmk-pakTopuTe
kaj naumeHTUTe co aujabertec Tmn 2, mopa aa buage
nMnepaTvB 3a UMNAeMeHTaumja He camo Mery na-
LUMEHTUTE, TYKY UCTO Taka U Mefy 30paBCTBEHUTE
npodecmoHanum.



RISK FACTORS IN THE ADULT POPULATION
WITH TYPE 2 DIABETES OF PELAGONIA
REGION

L.Nechevska
Clinical Hospital “ Dr. Trifun Panovski “, Bitola,
Macedonia

Aim: The objective of this stady was to deter-
mine the prevalence of risk factors in type 2 diabe-
tes in Pelagonian region population aged between
20 and 79 years

Materials and methods: 1700 patients have
been examined in the age of 20- 97 with diabe-
tes mellitus in the average of period between 2-10
years with BMI of 24-30 kg/m2 and waist circumfer-
ence in men 2 94cm, and with women » 80 cm and
blood pressure 2130/80mmHg

Results: arterial hypertension (TA =
130/80mmHg) was found in 70.9% of diabetic
people in both sexes, 75.9% in males and 66.4 %
in females. Only 46.8% of the men and 58.4% of
the women with arterial hypertension were taking
antihpertensive medication. LDL cholesterol — Only
10.8% of the womwn with diabetes had LDL choles-
terol » 3.5 mmol/l and only 15.5 % of the men had
LDL » 3.5 mmol/l. HDL cholesterol - 29% of the fe-
male population and 21 % of the males had values
< 0.1 mmol/l. Triglycerides- 57.7 % of the people
with diabetes with or without medication had values
over 2.5 mmol/l. Wais circumference- The average
waist circumference of men were 102.4 cm

77.1 % had waist circumference > 94 cm, the
women on the average had 102.2 cm and 96.3%
» 80cm

BMI- men on the average 29.3 mg/m2, and
women 31kg/m2.

Conclusion: Diabetes mellitus type 2 in the Pel-
agonia region is characterized by high prevalence
of factor for appearance of chronical complications.
A significant number of patient s take medication
but remain uncontrolled. Strategies to control and
reduce risk factors must be implemented not only
among patients but also among health profession-
als.

MWOAEHTUOUKALUJA HA DAKTOPUTE KOU
ACOLIMPAAT CO NOPACT HA TENNECHA
TEXWHA KAJ NAUMEHTU CO OUJABETEC
T!N 2, KOU CE HA MHCYITIMHCKA
TEPATINJA

E. HeueBcka
padcka onwma 6onHuua ,,8-mu Cenmemspu,
Ckonje, MakedoHuja
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Llen Ha ctyaujaTta: TpeTMaHOT CO MHCYNMHCKa
Tepanuja JoBedyBa 4O MopacT Ha TenecHaTta Te-
XuHa. MigpeHTndmkaumja Ha acouupaHmte akropum
MOXe [a NOMOrHe BO NMpeBeHLMja Ha NopacToT Ha
TenecHaTa TeXxuHa.

Matepumjan n metoam: VcnutyBaHu 6ea 150
nauneHTn BO TEK Ha egHa roguHa no uHuumjauuja-
Ta Ha MHCYINUHCKa Tepanuja.

PesynTtaTtu: [opacToT Ha TenecHaTta TeXuHa no
egHa rognHa usHecysalle = 1.6 kr. 52% npoueHTn
of MauneHTUTe ro 3amnoyHaa WMHCYMMHCKUOT TpeT-
MaH co 6asaneH MHCynuH, 23% co NPEMUKC MHCY-
nvH, 25% co Apyrn MHCynuHu. MaumeHTuTe Kou ja
nokauvja TT umaa >Hgb,,c, a < BMI Bo no4yetokot
Ha Tepanujata u NoBeKeTo of HUB 6ea Ha MHTEH-
3uduumpaHa WHcynuHcka Tepanuja. [loBucoku-
Te 0031 Ha MHCYNWHCKa Tepanuja acoumpaar co
nopacTt Ha TenecHaTta TexwuHa. Bospacta, nonor,
nyweHweTo, NUMUOHUOT CTaTyc, NPUCYCTBOTO Ha
MUKPO M MakpOBacKynapHW KOMMSMKauuu, npet-
XOOHWOT TPETMaH, He acoumpaar co NopacT Ha Te-
necHarta TexuHa.

3aknyuyok: VIHcynuHckaTa Tepanuja ja nokadysa
TenecHarta TeXxuHa BoO Tek Ha 1 roguHa (1.6 kr), no
WHCYMNUHCKaTa nHuumjaumja.

FACTORS ASSOCIATED WITH WEGHT GAIN
IN TYPE 2 DIABETIC PATIENTS ON INSULIN
TREATMENT

E. Nechevska
City General Hospital ,,8th of September®, Skopje,
Macedonia

Goal of study: Moderate weight gain is usual
after starting insulin therapy. The indentification of
factors associated with weight gain may help to
target prevention strategies for weight gain.

Materials and methods: 150 patients have
been followed examined within a year after the
insulin therapy initiation.

Results: Tthe weight gain per year = 1.6 kg.
52% of participants began insulin treatment with
bazal insulin, 23% with premix insulin, 25% with
other insulin. Patients who gained weight had a
higher Hgb,,c and lower BMI, in the beginning of
the therapy, and more were on a multiple injection
treatment. Higer insulin dose per year was also
associated with weight gain and those who gained
weight still had a slightly higher Hgb,.c Age, sex,
smoking status, lipid profile micro or macrovascular
complications and previous treatment were not
associated with weight gain.

Conclusion: The insulin therapy after the insulin
initiation gain the weight in the time of one year.



rMUKO3UNUPAH XEMOTITTOBUH - BAXEH
MAPKEP NMPU TPETMAHOT HA NYIFETO CO
WEKEPHA BONECT

C. HukonoBcku, J. HuUkonoBcka
30paecmeeH dom, Kpusa lNanaHka, MakedoHuja

BoBepn: EHeprnyHaTta perynauumja Ha gujabete-
COT, KOja npes cé e n3paseHa Nnpeky HUBOTO Ha Mn-
KONMU3MpaHUOT XeMOornobuH, e OCHOBEH NpeaycroB
3a npeBeHUMja 04 MakpO M MUKpPOBAaCKynapHuTe
KoMnnukauum npm osaa 6onecr.

Len Ha TpyaoT: [a HM ja npukaxe pasnukara
BO HMBOTO Ha C Kaj NauueHTn TpeTMpaHu co Xxyma-
HW MHCYMNWHU UNN MHCYNMHCKM aHanosu - co cpen-
HO JONro AejCTBO — JafeHu eQHOKpaTHO, BO Cro-
penba co 6udasHN UHCYNMHCKU aHano3n gafeHu
BO OBe, a NOPETKO 1 BO TpX A03W.

MaTtepujan u metoam: AHanuaupaHa e rpyna
on 10 naumeHTM co LwweKkepHa Gonect, og kou 8
KEHU 1 2 Maxn, Ha Bo3pacT of 35 go 60 roguHm
N Yne Tpaewe Ha aujabertecoT e og 5 o 15 rogu-
HW. TpeTMpaHu Ce CO MHCYMWHU CO CPeaHO AONro
JejcTBo BO nepuvop of 3 meceum A0 2 rogvHu, npu
LUTO Ce CrieJeHn HMBOATa Ha FMuKeMuja Ha rmagHo,
Kako M IMUKONM3npaHMoT xemornobuH. Tpeba ga
ce HanomeHe geka naumMeHTUTe npumaar u oparn-
H1 xunornukemuum (og 1000 go 2 500 mr/oeH) n
ce [obueHn cnegHuse pesynTtatu: HuBHuTe rmu-
KEMUWN Ha rmagHo ce ABwXKaT BO npocek of 8,3 oo
11,4 mmon/n, a c e oa 8,5 no 11,6%. NMopaan osune
BWCOKMN BPEAHOCTM NauneHTUTe ce npedprneHn Ha
OudaseH UHCYNMHCKX aHanor u ce CriegeHu mu-
KEMUUTE Ha rnagHo U BPeAHOCTUTE Ha MMMKO3UMN-
paHnoT XxemornobuH. Tuie BpeaHOCTM MO NpBUTE
12 Hegenn ce Hamanenu 3a 2-3,5 mmon/n 3a rnu-
kemujaTta Ha rmagHo v 3a 0,5 go 1,1 % 3a rnuko3sn-
nupanmoT c. Nogobap ycnex ce Buae no 24-tara
Hegena og TPETMaHOT, Kora rMUKEMUNTE Ha rMagHo
Beke ce gBumxea o 5,2 go 7,8 mmon/n, a ¢ ce ABu-
*ewe of 6,8 oo 9,8% wTo HE MOTMBMPA Aa Npo-
OOIMKNUME CO TakBMOT HAYMH Ha TPEeTMaH.

3akny4ok: Llenta Ha Tepanwjata Ha anjabete-
COT € MMKO3UNNPAHNOT XeMornobuH aa buge wTo
no6nuay 0o HopmanHuTe BpegHocTu (6,5% nnu ba-
pem 7%) WwTo e rapaHuuja 3a nogobpo 3gpasje Ha
HaluTe naumeHTu. budasHuTe MHCYNMHCKM aHa-
1031 ce nokaxaa [ocTa yChnelHu BO TOj npasel,
Taka LWTO Ce eO0HO MOKHO OpyXje BO YCMeLHWOT
TpeTMaH Ha WweKkepHaTa bonecT.

Knyy4Hun 360poBU: rMnKo3unupaH XxemMornobuH,
B6ubasHN MHCYNMHCKM aHano3sm
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GLYCOSYLATED HEMOGLOBIN -
IMPORTANT MARKER IN TREATMENT
OF CHRONICALLY ILL PEOPLE WITH
DIABETES MELLITUS

S. Nikolovski, J. Nikolovska
Health Center, Kriva Palanka, Makedonija

Introduction: Vigorous regulation of diabetes
mellitus, that is mostly expressed by the level of
glycosylated hemoglobin, is the basic precondition
for prevention from macro and micro vascular
complications of the disease.

Goal: To display the difference in the level of ¢
in patients treated with human insulins or insulin
analogues - long-acting insulins - as single dose
a day given, in comparison with biphasic insulin
analogues given as two, rarely three doses a day.

Material and methods: A group of 10 chronically
ill patients with diabetes mellitus has been analyzed
of which 8 women and 2 men, age 35 to 60, having
diabetes mellitus from 5 to 15 years. Treated with
long-acting insulins in a period from 3 months to
2 years, patient’s levels of the fasting blood sugar
and the level of glycosylated hemoglobin have been
tracked. It should be mentioned that the patients
also have oral hypoglycemic therapy ( from 1000
to 2500 mg/day ) and the following text obtains the

Results: Their fasting blood levels are in range
from 8.3 to 11.4 mmol/l and the c is in range from
8.5 to 11.6 %. Because of these high values
above, the patients are switched to biphasic insulin
analogue and again fasting blood sugar and the
values of c are tracked. Those values after the
first 12 weeks are reduced for 2-3.5 mmol/l for the
fasting blood sugar and reduced for 0.5-1.1% for
the glycosylated hemoglobin. Even better success
has been noticed after 24 weeks from the treatment
when fasting blood sugar was in range from 5.2 to
7.8 mmol/l and the glycosylated hemoglobin was
in range from 6.8 to 9.8 % which motivates us to
continue with the given treatment.

Conclusion: The goal of the therapy of diabetes
mellitus is to afford the glycosylated hemoglobin
levels to be close to normal ( 6.5 or at least 7 %)
witch guarantees better health for our patients.
Biphasic insulin analogues have shown high
success in this field of treatment, as highly powerful
weapon in successful treatment of the diabetic
disease.

Key words: Glycosylated hemoglobin, Insulin
analogues
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OWJATHO3A U TPETMAH HA
NMPONAKTMHOM KAJ MAX (MPUKA3 HA
CNYYAJ)

I. MemoBckKa, b. KpcteBcka, b. TogopoBa,

C. JoeaHoBcka MuweBcka, U. AxmeTn,

T. Manaweckn

YHusep3umemcka KiuHuUKa 3a eHOOKpuUHosioauja,
Oujabemec u bonecmu Ha memabonusmom,
Ckorije, MakeOoHuja

Bosepa: [lponakTuH cekpeTupadkute ageHo-
mu (PSA) Ha xumnodmsaTta ce HajuecTu CekpeTu-
pavkm TymMopu Ha xunodu3aa. Nodectn ce Kaj xe-
HUTE W MOroneMuoT Jen oA TakBuTe TyMOpu ce
MukpoageHomu. [ujarHosa Ha PSA kaj maxute
€ MHOry nmopeTka M MoroniemMuoT Aen O MaxuTe
nmaaTt MakpoageHOMK BO BPEMETO Ha AujarHOCTU-
uupatrbe. OujarHosarta Ha MNCA kaj maxute 4ecto
€ oAnoXeHa nopagy HegoCTaTOKOT Ha jacHW Knu-
HUYKM MapKepu Ha BULLOKOT Ha MponakTuH. Kaj
Ma)uTe Mo4YecTo e MPUCYTHO HamarneHo nuébmnao
Unu epekTunHa gucdyHKunja MHOry roanHu npeg
AnjarHoOCTULMpaHeTo U OBME MaLMeHTU 4ecTo ce
obpakaaTt Ha MHTEPHUCT, Yporior unu ncuxmjarap.
Mokpaj Toa, kaj MHOry NauMeHTU CoO Makponporak-
TMHOM MPUCYTHN Ce€ CUMMTOMU Ha Mac-edeKT, KOj
Ce JOIKM Ha rorieMmMHaTta Ha TyMOpPOT, BKINy4YyBajKku
rmasoGorka, rybutok Ha BUOOT UMK OpPYyrn HEBPO-
MNOLLKN CUMMTOMM.

Matepujan n metogm: lNpeky npukas Ha cny-
Yyaj MpuKaxkaHa e [ujarHocTuMykata nocranka wu
Tepanuja Ha MNCA kaj max. lNpukaxysame nauu-
€HT Ha 18-rogmHa Bo3pacT, Koj belue ynaTeH of
YYMIULWITEH nekap nopaaun Hemawe 6paga u 6u-
natepanHa ruMHekoMmactuja. [OujarHoctuuupaHa
e xunepnponaktuHemuja ( MNPN=133.2 mr/mn) co
MaKpONpOorakTMHOM. [1auMeHTOT e ycneLHo mane-
KyBaH CO Tepanuja co AONaMWH aroHWCTU, CO KOM
Aojoe Ao KoMNneTHo nosriekyBawe Ha MNCA.

3aknyuyok: Tepanujata co JONAMUH arOHUCTU €
ednkacHa BO KOHTpomna Ha cekpeuujata Ha [MPJ1,
Kako U BO HamanyBawe u/unu ctabunusnpame Ha
Tymopckata Maca.

DIAGNOSIS AND TREATMENT OF
PROLACTINOMA IN MEN — CASE REPORT

G. Pemovska, B. Krstevska, B. Todorova, S.
Jovanovska Mishevska, I. Ahmeti, T. Plasheski
University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Prolactin secreting adenomas
(PSA) of the pituitary gland are the most com-
mon secreting tumors of the pituitary gland. They
are more common at women and most of them
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are microadenomas. Diagnose of a PSA in men
is more rare and most of the men have microad-
enomas during diagnosis. The diagnose of PSA in
men is often delayed because of the deficit of a
clear clinical marker of excess prolactin. In men a
lower libido or an erectile dysfunction is commonly
present many years before the diagnose therefore
these patients often consult an urologist, internist
or a psychiatrist. Also, at many patients with mac-
roprolactinom symptoms of mass effect are present
due to the size of the tumor, including headaches,
loss of sight or other neurological symptoms.

Materials and methods: Trough a case study a
diagnostic approach and therapy of a PSA at man
is presented. We are presenting a patient, 18 years
old, which was sent from the school physician for
lack of beard and bilateral ginecomasty. A hyper-
prolactinemy was diagnosed (PRL=133.2mg/ml)
with a macroprolactinoma. The patient was suc-
cessfully cured with a dopamine agonist therapy
with complete withdrawal of PCA.

Conclusion: Treatment with the dopamine ag-
onist is effective in the control of secretion in the
PRL and the reduction and / or stabilization of tu-
mor mass

AUWNATAUMOHA KAPOMOMUNONATUJA KAJ
AKPOMETAJIUJA (MPUKA3 HA CITYHAJ)

. Memoecka’, C. JoeaHoea? b. Todopoea’,

L. BonkaHoscka'

YHugep3umemcka KrnuHuka 3a eHOOKpUHonoauja,
Oujabemec u bonecmu Ha memabosnusmom,
Ckorije, MakedoHuja’

YHusep3umemcka KnuHuKka 3a kapouorioauja,
Ckonje?

BoBepn: [launeHtnte co AaujarHocTMUMpaHa
akpomeranuvja pasBMBaaT MHOry KapaumoBackKy-
NapHU KOMMIMKaLUMK Kako LUTO Ce XMMNepTeH3uja,
apuTMuja, CUCTOMHA U AmjacTonHa gucdyHKumja,
BanBynapHa aucdyHkumja n cpuesa cnaboct. Ou-
nartaumoHarta kapgnomuonaruja (OKM) co cucton-
Ha M gujacTonHa OUCyHKUMWja e penaTtuBHO peT-
Ka nojasa, HO ce NoBp3yBa CO BUCOK MoOpTanurteT
00 60%. Mpu KM, cpueBnoT Myckyn nocteneHo
ce gunartupa v gucdyHkLmjaTa Koja ce passuBa e
npesep3anbunHa. MNopagn Toa e HeonxogHa paHa
AujarHo3a M TpeTMaH Ha akpomeranujata co oT-
CTpaHyBak-€ Ha TYMOPOT U MEANKAaMEHTO3EH TpeT-
MaH CO fIeKOBM KoM CrpeyyBaT cpueBa cnabocT.

MaTtepumjan n metogu: Nprkaxysame crny4aj Ha
akpomeranuja gujarHocTuuupaHa Kaj nauueHTka
Ha Bo3pacT o 27 rognHn co MakpoadeHOM Ha Xu-
nodusa, xmnonutymtapmsam, gnjaberec menuryc,
WHcUNuaeH gujabetec 1 atpoduja Ha OYHUOT HEPB.



MauneHTKaTa e NoanoXeHa Ha eHAOCKomNcKa one-
pauuja, Ho Gonecta octaHana akTueHa, mopaaw
wro, 6una TpeTpaHa co paguoTtepanuja.

MavumeHTkaTa ro urHopuparna OCHOBHOTO 3a6o-
nyBake U He ce jaByBana Ha npernes U KOHTPO-
nn. Bo Tewka cocTojba Ha cpueBa crabocT co
aHacapka, xunepTeHauja, rylwere, ManakcaHoCT,
OncdyHKuMja Ha neeata komopa co rnobanHaTa
XWUNOKUHE3Wja NpumMeHa e Ha KnuHukata 3a kapau-
onornja. buna TpeTupaHa co aMypeTuum, Kapau-
OTOHMLM, Ba3oamnatTaTopy M CyncTUTyLMoHa Xop-
MOHCKa Tepanuja.

3aknyy4ok: PaHa gunjarHo3a n HaBpeMeHO neky-
Bak-€ Ha akpoMeranuja MoXxe fa crnpeyum passoj Ha
upesep3unbunHa kapgmomuonatuja. Npobnemot e
noronem JOKONy KapavoMmuonarujata € nosp3aHa
CO ApyrM MopbuauTeTn Kako xunepTeHaunja n guja-
betec.

KnyuyHn 36opoBu: akpomeranvja, Kapgmomu-
onaTtuja, cpueBa cnaboct

DILATED CARDIOMYOPATHY IN
ACROMEGALY - ASE REPORT

G.Pemovska', S.Jovanova?, B.Todorova',
C.Volkanovska'

University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia’
University Clinic of Cardiology?

Introduction: Patients diagnosed with acromeg-
aly develop many cardiovascular complications
such as hypertension, arrhythmia, systolic and dia-
stolic dysfunction, valvular dysfunction and heart
failure. Dilated cardiomyopathy (DCM) with systolic
and diastolic dysfunction is relatively rare but is as-
sociated with high mortality to 60%. In MCC the
heart muscle gradually dilate and the dysfunction
that develops is irreversible. It is therefore neces-
sary early diagnosis and treatment of acromegaly
by removal of the tumor and drug treatment with
drugs that prevent the heart failure.

Material and methods: We present a case of
acromegaly diagnosed at the patient at the age of
27 with pituitary macroadenom, hipopituitarizam,
diabetes,insipiden diabetes and atrophy of the op-
tic nerve. The patient was subjected to endoscopic
surgery but the disease remained active and she
was treated with radiotherapy. Our patient has ig-
nored the underlying disease and didn’t call in to
the review and controls. The patient was hospi-
talized with difficult situation of heart failure with
anasarca, hypertension, fatigue and severe left
ventricular dysfunction with global hypocinesia in
the Clinic for Cardiology. She was treated with di-
uretics, cardiotonics, vasodilators and hormone re-
placement therapy.
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Conclusion: Early diagnosis and prompt treat-
ment of acromegaly can prevent irreversible car-
diomyopathy. The problem is greater, if it is associ-
ated with other morbidities such as hypertension
and diabetes.

Keywords: Acromegaly, cardiomyopathy, heart
failure.

KITMHUYKO UCKYCTBO CO SANDOSTATIN
LAR KAJ MALUMEHTU CO AKPOMETAJIUJA

I. MemoBckKa, LI. BonkaHoBcka, b. TogopoBa,
B. KpcteBcka, C. LLly6ecka CtpaTtpoBa
YHugep3umemcka KruHuKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabosnuamom,
Ckonje, MakedoHuja

BoBepn: [eno-npenapatute Ha comaToOCTaTWUH-
CKUTE aHarno3u cO JOMro AejcTByBake Ce Kopuc-
TaT BO TPETMaH Ha XuUNnepcekpeunja Ha XOPMOHOT
3a pact (GH) kaj naumeHT co akpomeranuvja Kako
NMpyMMapeH Unn Kako ceKkyHaapeH TpeTmaH Mo He-
KOMnneTeH onepatuMBeH 3adaT Kora ocTaHana
bonecta aktuBHa. Of HeogamMHa, BO KINMHWYKaTa
npakTuka Ha KnuHukaTa 3a eHgokpuHonoruja, avja-
betec n meTaborHu HapyllyBaha CTaHa JocTarneH
OKTPEOTMAOT CO [ONro AejcTByBamwe (sandostatin
LAR).

Len: [la ce npoueHaT edpektute 1 6e3begHocTa
of, TPETMaHOoT CO JOMro AejCTBYBadkM OKTpeoTus
(sandostatin LAR).

Martepumjan n metogu: Ce pabotu 3a perpoc-
NnekTUBHa aHanu3a Ha nauneHTn Co akpomeranuja
N cCOMaTOTPOMNeH afeHOM Ha xunodusa fnekyBaHu
Bo nepuogot og 2010 go 2014 rog. lNMogarouum-
Te ce gobueHn o perncrapoTt 3a akpomeranwuja.
Cnepenn ce 28 naumeHTtn (15 maxu n 13 xeHn)
Ha Bo3pacT of 24 go 59 roguhHn, og kom 3 umaa
MUKPOQAEHOM, a OCTaHaTUTe MakpoageHOM Ha
xunodusa. TpeTmaHoT Tpaelle oa 6 meceum o 2
roguhHn. MNopagun kapguoBackynapHu npobnemu, 3
naumeHTn 6ea BegHall NOCTaBeHM Ha Tepanuja co
sandostatin LAR, a octaHaTuTe 6ea noanoXxeHu Ha
XUPYPLLKK TpeTmaH. MNopaan akTMBHOCT Ha Gornec-
Ta MO XUPYPLUKMOT TpeTMaH, 4 6ea peonepupaHu,
12 3payeHun, og Kon 5 co cTepeoTakcuyHa paguo-
xupyprvja (gama knife) n 10 noctaBeHn Ha fo-
nonHUTenHa afjyBaHTHa Tepanuja co sandostatin
LAR. Cute naumeHTM npumaa gosa og 20 mr i.m.
sandostatin LAR Ha cekou 28 geHa.

PesynTtatu: HajooBme cynpecuja Ha XOpMOHOT
3a pacT M PakToOpOT Ha pacT CIUYEH Ha MHCYIUH
(IGF-1 ) BO TEKOT Ha LEnMoT Nepuog Ha crnegeme.
Kaj egeH nauuweHT, nopagu nepancTupamwe Ha Bu-
cok UIFd-1 nmawe notpeba 3a 3ronemyBame Ha
posata Ha 30 Mr, a Kaj eqeH HamarnyBawe Ha Oo-



3ata Ha 10 mr. HamanyBake Ha ronemmHata Ha
TymopoT Oelle 3abenexaHo BO ABETe pynu Ha
naumMeHTkn Kage OKTpeoTMaoT Oelle AafeH Kako
npuMapHa wnu agjyBaHTHa Tepanuvja. Hajoosme
NPOMEHN 1M BO MeTabonuamoT Ha rnuko3ata npo-
LEHETO NPEeKy oparneH [M1Ko3a TonepaHc TecT U
xemornobuHot A1C 3a Bpeme Ha TPETMaHOT, HO He
n Bo TMpougHata dyHkumja (TSH n cnobogHmot
T4). Tpojua nauneHTn pasBuja acumnTomarcka ou-
nvjapHa Kankyrnosa, o KO €4HVOT pa3Bu akyTeH
naHkpeaTuTUC, NOpaam LITO Mopalle Aa ce Hanpa-
BU XOreuncTekTommja.

3akny4ok: TpeTmMaHOT Ha akpomeranvja co
Sandostatin LAR He camo wto v Hamanysa GH
n IGF1 koHUeHTpauuuTe, TyKy AejcTByBa U Ha Ha-
ManyBake Ha rorneMmHaTa Ha TymMopoT. JlekoT go-
Opo ce nogHecyBa BO TEK Ha MOJONTOTPAEH TPeT-
MaH 1 MOXe [a Ce CMeTa Kako TpeTMaH Ha m3bop
3a NauMeHTUTEe CO akpomeranuja.

CLINICAL EXPERIENCE WITH
SANDOSTATIN LAR IN PATIENTS WITH
ACROMEGALY

G. Pemovska, C. Volkanovska, B. Todorova,
B.Krstevska, S. Shubeska- Stratrova
University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Depot preparations of long-acting
somatostatin analyses are used in the treatment of
hyper secretion of growth hormone (GH) in patients
with acromegaly as primary or secondary treatment
after incomplete surgery when the disease remained
active. Recently, in the clinical practice at the Clinic
for Endocrinology, Diabetes and metabolic disor-
ders the long acting octreotide (Sandostatin LAR)
became available.

Objective: To assess the effectiveness and safe-
ty of treatment with long-acting octreotide (Sand-
ostatin LAR).

Material and Methods: ltis a retrospective analy-
sis of patients with acromegaly and pituitary somato-
troph adenoma treated in the period 2010 to 2014.
Data were obtained from the Register of Acromegaly
.Followed in 28 patients (15 men and 13 women),
aged 24 to 59 years of which 3 had microadenoma
and the others had pituitary macroadenoma. Treat-
ment lasted from 6 months to 2 years. Because
cardiovascular problems 3 patients were immedi-
ately placed on therapy with Sandostatin LAR, and
the rest underwent surgical treatment. Because of
disease activity after surgery,4 patients underwent
another surgical treatment ,12 were irradiated,out of
which 5 with stereotoxic radiosurgery (gamma knife)
and 10 were set on additional adjuvant therapy with
Sandostatin LAR. All patients received a dose of 20
mg i.m Sandostatin LAR on every 28 days.

Q
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Results: We found suppression of growth hor-
mone and growth factor similar to insulin (IGF-I)
during the entire follow-up period. In one patient
due to the persistence of high IGF-1 an increase
of the dose to 30 mg was needed and in other a
reduction in the dose of 10 mg. Reduction of tu-
mor size was observed in both groups of patients
where octreotide was given as primary or adjuvant
therapy. We also found changes in glucose metab-
olism assessed by oral glucose tolerance test and
hemoglobin A1C during treatment, but not in thy-
roid function (TSH and free T4). Three patients de-
veloped asymptomatic biliary calculi, out of whom
one developed an acute pancreatitis and had to
undergo a cholecystectomy.

Conclusion: Treatment of acromegaly with
Sandostatin LAR not only reduces GH and IGF1
concentrations, but it also acts to reduce the size
of the tumor. The medicine is well tolerated during
long-term treatment and can be considered as the
treatment of choice for patients with acromegaly.

AundepeHumpaH TMponAeH KapLUUHOM CO
arpecuBeH KITMHUYKM TeK (MpuKa3 Ha cny4vam)

A. Mon Fopuesa’, C. CTojaHoCKM,

H. PucteBcka', T. MuneHkoBuk?

WHcmumym 3a namocgbu3uorioauja u HyKneapHa
meduyuHa ,Akad. Ncak C. Tayep*, Ckonje,
MakedoHuja’

YHugep3umemcka KruHuKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha memabonusmom,
Ckorije, MakedoHuja?

BoBea: ArpecnBHUTE KNUHWMYKM hOPMU Ha Aun-
depeHumpaH TupouaeH kauuHom (OTK) He ce
peTku, AoAeka AujarHoCTMYKaTa M TepanesBcTkaTta
ebmkacHOCT Ha pagmojoaoT M NPEXUBYBaHKETO Ha
OBWe NauneHTn ce BapujabunHu.

MaTtepujan n metogu: lNpukaxysame naumeH-
TH co arpecmBeH Tek Ha [TK n pasnuyeH ucxoa og
npvMeHeTaTa paguojogHa avjarHocTuka u Tepanuja.

Cnyuaj 6p 1: C. I, 26-roguiuHa naumenTka (Ca
papillo-folliculare) no ToTanHa TupougekToMuja
(TT), co npumeHa Ha Tpu nocnegoBaTenHu abna-
TUBHW 003U Ha paauojon (AO-PJ), skynHo 350 mCi,
AeTeKTMPaHn ce M LEeNOoCHO U3NeKyBaHW peuvaun-
By Ha ATK, Bo uncunatepanHute BpaTHN JIMMEHN
xnesgn (UIBIXK), BO MegnjacTUHYMOT 1 Munujap-
HWM MeTacTasn (Mc) Bo 6ennTe Apo6oBM.

Cnyuaj 6p 2: W.A., 60-rognwHa nauyuneHTka,
no TT uma cny4daeH Haog Ha Ca papillo-folliculare
BO MynTMHoZo3Ha rywa. Mo pytuHcka AQ-PJ (100
mCi), getektupaHn ce MynTunnm mc Bo bGenute
apobosu, eguHeyHa Bo LIHC (HeonepabunHa),
OECTPYKTUBHA CKefneTHa MC BO WnuvjadHata Kocka



(HeonepabwunHa). lNnaHupaHuTe paguo-, XxemoTe-
panwvja n sBTopata Al-PJ ce HepanuanpaHu nopagm
NeTanHNOT MO304EeH efeM MPUYNHET 0 MC.

Cnyuyaj 6p.3: JI.M., 70-roguwHa naumeHTka
(ymepeHo pobpo amdepeHumupaH Ca folliculare).
Ocym meceun no TT u npeata AQ-PJ (100 mCi)
CO nojaBa Ha nocTojaHn peunguen Ha OTK Bo UJ1-
BITK, HepeTekTMOUNHM n HekypabunHu co AO-PJ,
©e3 nopact Ha TT, a notoa gegudepeHumjaumja Ha
OTK n npumeHa Ha penetnTuBHN nuMdageHeKkTo-
MUK (anTepHaTMBa Ha pagmnojonoT).

3akny4ok: [lpeonepatMBHaTa eBanyauuja Ha
reHepanuaupaHocTa Ha [TK, cnegeHa co ageksa-
TEH XUPYPLUKM npuctan (TuponaekTomuja, BpaTHa
ancekumja u op.) ce HeonxogHW MepKX 3a Hamarny-
Bake Ha arpecuMBHOCTa M 3rofieMyBake Ha edu-
KacHoCTa Ha paguojogHata Tepanuja kaj ATK.

CLINICALLY AGGRESSIVE FORM OF
DIFFERENTIATED THYROID CARCINOMA -
CASE REPORTS

D. Pop Gjorceva', S. Stojanoski', N. Ristevska',
T. Milenkovikj?

Institute of Pathophysiology and Nuclear Medicine
“Acad. Isak S. Tadzer”, Skopje, Macedonia’
University Clinic of Endocrinology, Diabetes and
metabolic disorders, Skopje, Macedonia ?

Introduction: The clinicaly aggressive forms of
differentiated thyroid carcinoma (DTC) are not rare
and are characterized with lower diagnostic and
therapeutic efficacy of radioiodine and therefore
variable survival of the patients.

Materails and methods: We present patients
with aggressive course of DTC and different out-
come of the applied radioiodine diagnostic and
therapy.

Case 1: 26-year old female patient (Ca papillo-
folliculare)- after total thyroidectomy (TT), with
three consecutive ablative dose of radioiodine ap-
plied (350mCl in total), the relapses of the DTC
were detected and cured: in the ipsilateral cervical
lymph nodes (ILCLN), in the mediastinum and mili-
ary metastases (ms) in the lungs.

Case 2: 60-year old female patient — after TT
of multinodose goitre, the histopathology revealed
Ca papillo-folliculare. With routine ablative dose of
radioiodine applied (100 mCi), multiple ms were
detected in the lungs, one ms in the CNS (non-re-
sectable), destructive skeletal ms in the iliac bone
(non-resectable). The planned radio, chemother-
apy and the second ablative dose of radioiodine
were not performed, due to the letal brain oedema
caused by the brain ms.

Case 3: 70-year old female patient (moderate
well differentiated Ca folliculare), eight months af-
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ter TT and the first ablative dose of radioiodine ap-
plied (100 mCi), develops multiple relapses of DTC
in the ILCLN, non-detectable and non-curable with
radioiodine, and with no elevation of thyroglobulin
as a tumor marker, indicating dedifferentiation of
DTC. As an alternative to radioiodine therapy, she
was treated with repetitive lymphadenectomies.

Conclusion: The preoperative evaluation of lo-
calized and distant metastases of DTC, followed by
adequate surgical approach (thyroidectomy, lymph
node neck dissection etc.) are necessary measures
for reducing the aggressiveness and increasing the
effectiveness of radioiodine therapy of DTC.

NANMUNAPEH TUPOUOEH KAPLUHOM BO
OBAPWUJAIIEH TEPATOM (NMPUKA3 HA
CITYYAJ)

0. Non FopueBa ', H. PucteBcka ',

C. CtojaHocku ', C. CTojueBCKM ?

UHcmumym 3a namocgbu3suornoauja u HykrneapHa
meduyuHa ,Akad. Ncak C. Tayep*, Ckonje,
MakedoHuja’

YHueep3umemcka KnuHuUKa 3a auHekornoauja u
akywepcmeo, Ckorije, MakedoHuja?

Bogepn: lNpukaxyBame cny4vaj Ha peTka naTo-
nowka coctojba Ha TMpouaHa ManurHa Heonnas-
Ma, Koja MOXe [a HacTaHe BO Koj buno nepwopg of
agyntHoTo goba. MNpegonepatMBHO Moxe Aa buae
acuMmnToMartcka unu aa maHudecTmpa Hajpasnuy-
HM KINMHWYKM cuMmnToMu. Bucoka BpegHOCT Ha Tu-
peornobynuH (Tr), coctojba Ha XxunepTnpeosa unm
n3rneq Ha oBapwujanHa cTpyma BegHaw Tpeba aa
Ce HacouyaT Kaj OHKOMOT, 3a XMpypLUKa NHTepeBEH-
Uuja Ha NoTeHUMjanHUMoT ManurHuTet. Bo geHewwHo
BpeMe, He NMOCTOM KOHCEH3YC 32 XUPYPLLKMOT U Mo-
cTonepaTMBHMOT TPETMaH Ha NauueHT! co Manur-
Ha oBapwjanHa cTpymMa.

Mpuka3 Ha cnyyvaj: 26-rogviHa naumneHTKa,
Majka Ha ABe Jdeua, HeogamHa gujarHocTuumpaHa
co ubpoageHom BO AecHaTa Aojka, npegonepa-
TMBHO Hanpaswuna yntpacoHorpadycku npernes, Koj
OTKpUBa MPUCYCTBO Ha rorieM oBapwjaneH TymMop
(9 cm), og nesarta cTpaHa. HanpaBeHa e nanapo-
CKOMCKa oBapwjanHa uncrektomuja co dubpoage-
HekTOoMMja. [1aTOXMCTONOLWKNOT Haog € BO npwusor
Ha oBapwujaneH TepaTtom CO ManunapeH TUPOWAEH
KapuuHoMm. [NauneHTKaTa € KNMHUYKN eyTupongHa
CO ypefeH TUPOMAEH cTaTyc, HopmarneH exorpad-
CKM Haod Ha BpPaToOT M HOopMarnHa BpegHocT Ha Tr.
MET-KT ckeHOT He nokaxa AUCTaHTHU (poKycn Ha
MEeTacTaTCKo LUMPEHE Ha NPUMAaPHNOT KapLUHOM.
MaumeHTkaTa Oewe uWHdOpMUpaHa 3a MoHaTa-
MOLLHUTE Tepanucku npotokonu. Bo meryBpeme e
COBETYBaHa a 3ema CynpecuBHa 403a Ha NeBOoTU-
pokcuH (150 mcg/aoen).



3aknyudok: CnegereTo Ha oBapujaneH TepatomM
€O TupomaHa MmanurHa 6onect ce 6asvpa Ha peTKu-
Te crny4vaun objaBeHn BO nuTepartyparta. TepanujaTta
BKITy4YyBa pagukarHa xvpypruja, pagmo- n xemore-
panuja, cnegeHa co TMpouaeKkTomMuja, paanojogHa
abnauuja n cynpecuja Ha TCX co NEBOTUPOKCUH,
0O KOH3epBaTMBHa Tepanuja Kaj nomnaan naum-
€HTKWN CO 3a4yByBar-e Ha hepTUnHocTa.

CARCINOMA PAPILLARE GL.THYROIDAE IN
TERATOMA OVARII (CASE REPORT)

D. Pop Gjorcheva', N. Ristevska',

S. Stojanoski', S. Stojcevski?

Institute of Pathophysiology and Nuclear Medicine
“Acad Isak S. Tadzer”, Skopje, Macedonia’
University Clinic of gynecology and opstetrition,
Skopje, Macedonia?

Introduction: We present a very rare pathologi-
cal condition that can occur at any period of adult
lifetime. Preoperatively, it can be either asymptho-
matic, or manifest certain clinical symptoms. An
elevated Thyreoglobulin (Tg) level, evidence of hy-
perthyroidism, or appearance of a strumoid pearl,
should promptly refer to an oncologist for surgical
management of the possible malignancy. Currently,
no consensus exists on the surgical and postop-
erative treatment of patients with malignant struma
ovarii.

Case report: A 26 year-old women, mother of
two children, recently diagnosed with right breast
fibroadenoma, preoperatively underwent ultraso-
nography, which revealed a presence of a large
ovarian tumor (9cm) on the left side. Laparoscopic
ovarian cystectomy was performed along with fi-
broadenectomy. Pathohistology revealed a diag-
nosis of Teratoma ovarii with Carcinoma papillare
gl. thyroidae. The thyroid examinations showed eu-
thyroid condition of the patient, with normal thyroid
and neck ultrasonography findings and normal Tg
value. The PET-CT scan showed no loci of meta-
static spread from the primary cancer. The patient
was informed about the future treatment approach-
es. Meanwhile, she was advised to receive sup-
pressive doses of levothyroxine (150 microg/day).

Conclusion: The management of teratoma
ovarii with thyroid malignancy is based on rare
case-report studies. Therapy ranged from radical
surgery and radio-chemotherapy, followed by thy-
roidectomy, radioiodine ablation and levothyrox-
ine TSH suppression, to conservative surgery in
younger patients with preservation of fertility.
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EOAHOOHEBHA PECT-CTPEC 99MTC-MIBI
CUMHTUTPA®UJA 3A MPOLIEHKA HA
MYCKYJTHATA NEP®Y3UJA HA OONHUTE
EKCTPEMUTETU KAJ NALMEHTU CO
AOWJABETEC MENUTYC

H. PucteBcka', 1. Mon Fopuesa ',

N. TopopoBcka?, U. AxmeTn?, C. CtojaHOCKN',
. NemoBcka3, M. KouoBa 3gpaBecka’
WHcmumym 3a namocpusuorioauja u HykrneapHa
meduuyuHa ,,Akad. Ucak C. Tayep”, Ckonje,
MakedoHuja’

UHecmumym 3a meduuyuHcKa ¢usuornoauja u
aHmpononoauja , Ckonje, MakedoHuja?
YHueep3umemcka KnuHuka 3a eHOOKpUHosoauja,
Oujabemec u bonecmu Ha memabonusmom,
Ckorije, MakedoHuja®

BoBepn: PaHaTta anjarHocTvka Ha nepudepHarta
aptepucka 6onect (MAB) kaj naumeHTUTE CO Anja-
bGeTec MenNMTYC e of rofneMo 3Hadewe 3a eBany-
aumja Ha xemoaMHaMcKuTe KoHcekseHuu Ha [MAB,
npeky npoLeHKa Ha TKuBHaTa nepgyauja.

Martepujanu n metogu: lNpeseHTMpame HenH-
BasuBeH, (PyHKUnoHaneH Mmetog Ha 99mTc-MIBI
TKMBHO-MYCKYNHa nepdysnoHa cuuHTUrpaduja
Ha gonHuTe ekTpemutetn (TMMNCAE), koja ja npo-
LeHyBa TkMBHaTa nepdyy3nja Bo GasanHu ycro-
BU (,pecT-cTyomja) U ycnoBum Ha OMTOBapyBaH-e
(,cTpec“-cTyaunja) BU3yernHo Kako 1 Npeky cepuja Ha
KBaHTUTaTUBHU NapameTpu, CO UMMYMCKU BO perum
of MHTepec, No3vLMOHMpPaHn Hag obete HaTkore-
Ha, KorneHa, noTkoneHa u rmyxgosu. Ce npecmeTy-
Ba UHTEPEKCTPEMUTETEH UHAEKC: NEBO NOTKONeHo/
aecHo notkoneno (JIM/AOMM), neBo HaTkoneHo/gec-
Ho HaTkoneHo (JIH/OH). PedepeHTHn BpegHocTm
ce 0.9-1.1. AKueHT e fageH Ha nepdpysunoHaTa pe-
3epBa npecMertaHa no gopmyna:

MP = ((PagnoaktTnuBHOCT BO cTpec — Paguoak-
TmBHOCT BO pecT) x 100% / PagnoakTMBHOCT BO
PecT), Kako 3Ha4yaeH nokasarten Ha cocTojbarta Ha
MUKpOLMpKynauujaTa 1 3a4yBaHOCTa Ha HEj3nHUTE
NoKanHu aBTOperynaTopHM MEXaHU3MKn BO YCITOBU
Ha [TAB.

Mpe3eHTupame Tpu criydam co pasnuyeH nprkas
Ha TKMBHaTa MUKpOLMPKyraumja n nepdysnoHata
pesepea.

Pesyntatu

MapameTpu MaumeHT 1 MaumeHT 2 MauneHT 3

Meno-6paxwjaneH nHgekc J1-0.8, 0-0.9 J1-1.32,
0-1.31 1-0.9, O-0.9

JIH/OH (pect) NIH/OH (ctpec) 1.09 1.08 0.98
1.20 0.96 0.95

nn/gn (pect) Nr/an (crpec) 0.87 0.98 1.16
1.121.01 1.00

MNP % JM-64%, OM-40% Nn-80%, Omn-60% Jr-
57%, OMN-59%



3aknyyok: PyHKUMOHaNHaTa npoueHKa Ha xe-
MoAMHaMCKUTe koHcekBeHuM Ha [MAB e 3HavajHa
BO eBallyauuja Kako Ha HanpegHaTta, Taka U Ha
noyetHata ocobeHO acumnTomartcka ¢opma Ha
MAB. Kopuctenuot metog (TMIMCIOE) moxe aa rn
andepeHumpa OBUE CYNTUIHM MPOMEHN HA HUBO
Ha MUKpOLMPKynaLumjaTa, HUBOTO Ha TKMBHATa Mpo-
KPBEHOCT.

ONE-DAY REST-STRESS 99MTC-MIBI
SCINTIGRAPHY FOR ASSESSMENT OF
LOWER LIMB MUSCLE PERFUSION IN
DIABETIC PATIENTS

N. Ristevska', D. Pop Gjorcheva',

L. Todorovska?, I. Ahmeti®, S. Stojanoski’,

G. Pemovska?®, M. Kocova Zdraveska'

Institute of Pathophysiology and Nuclear Medicine,
“Acad Isak S.Tadjer”, Skopje, Macedonia’

Institute of Medical Physiology and Anthropology,
Skopje, Macedonia?

University Clinic of Endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia®

Introduction: The early diagnosis of peripher-
al arterial disease (PAD) in diabetic patients, is of
great importance for estimation of the hemodynamic
consequences of PAD, by assessing the tissue
perfusion.

Materials and Method: We present a noninva-
sive, functional method of 99mTc-MIBI tissue - mus-
cle perfusion scintigraphy of lower limbs (TMPSLL),
which assesses tissue perfusion in basal conditions,
(,rest study) and workload conditions (,stress®
study) visually, as well as through a series of quanti-
tative parameters, with impulses in regions of inter-
est positioned over both thighs, knees, calves and
ankles, an inter-extremity index is calculated: left
calf/right calf (LC/RC), left thigh/right thigh (LT/RT).
Reference values of 0.9-1.1. Emphasis is given to
the calculation of perfusion reserve (PR) according
to the formula:

PR = ((Radioactivity in stress - Radioactivity in
rest) x 100% / Radioactivity in rest), as an important
indicator of preservation of microcirculation and its
local autoregulatory mechanisms in terms of PAD.

We present three case reports with different pat-
tern of tissue microcirculation and perfusion reserve.

Results:

Parameters Patient 1 Patient 2 Patient 3

Pedo-brachial index L-0.8, R-0.9 L-1.32, R-1.31
L-0.9, R-0.9

LT/RT (rest) LT/RT (stress) 1.09 1.08 0.98 1.20
0.96 0.95

LC/RC (rest) LC/RC (stress) 0.87 0.98 1.16 1.12
1.01 1.00

PR% LC-64%, RC-40% LC-80%, RC-60% LC-
57%, RC-59%
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Conclusion: Functional assessment of the he-
modynamic consequences of PAD is important to
evaluate advanced, as well as the initial, especial-
ly asymptomatic form of PAD. The method used,
TMPSLL, can differentiate these subtle changes on
the level of the microcirculation, the level of tissue
perfusion.

BU3YENMU3ALUJA HA MOOATOLIN HA
AONWJABETUYHA AHTMOMNATUJA KAJ
MHCYJIMH HAUBHW NALUMEHTU NPU J30
OMWwTA BONMHULUA NPUNEN

3. CaBocku', C. CaBocka?
Onwma 6onHuuya lNpunen, MakedoHuja’
GAMUNC Bbumona, MakedoHuja?

BoBepn: [njabeTnyHata aHrmonatmja € egHa of
HajronemMmuTe KOMMMAMKauMu LITO ce jaByBa Kaj na-
uneHTUTE Co Anjabetec.

Llenta Ha 0BOj TpyA € Aa ce npukaxke OpojoT Ha
naumeHTn WTo ce npumeHun Bo J3Y OnwTa 6onHm-
ua MNpunen Bo nepuogot 2011-2013 rogunHa. Cute
nauMeHTM JoToraw ce NekyBaHu co TabnetapHa
Tepanuja u ce npedpreHn Ha UHCYNUH 3a Bpeme
Ha NpecTojoT. Ha nctute e HanpaeseHa coHorpad-
cka Jonnep-uHBecTturayuja.

MaTtepumjan u metoau: KopucteH e envgemm-
ONOLLKMOT MpOCneKkTMBeH Metod. Ha nogatouunte
€ M3BpLUeHa ctaTtuctmdka obpaboTka u BU3yenu-
3auuja co nporpamata Microsoft Excel. BkynHo ce
npuMeHn 330 naumeHTn, og kon 160 maxu (48 %)
n 170 xeHu (52%), co npaBocnaBHa BEPONCNOBES
200 (61 %) n mycnnmanHcka 139 (39 %).

Pesyntatu: [lnjabetnyHaTta aHrmonatuja e Haj-
AeHa kaj 48 nauneHTtun (14,5 %), og Kom Maxu ce
30 (62,5 %), a xxenun 18 (37,5 %), npaBocnasHu 29
(60 %), a mycnumann 19 (40 %). Og 0-40 rogmHu
uma 2 naumeHtu (4,2 %), og 40-50 roa. 10 (20,8
%), og 50-60 rog. 23 (48 %) v noctapu og, 60 roga.
13 (27 %). Mo cTaxoT Ha aunjabeTtecot og 0-5 rogd.
8 (16 %), og 6-10 rog. 16 (34 %) v og 11-15 roga.
24 (50 %).

3akny4ok: Of nogatoumTe MOXe da ce 3akny-
un geka guvjabeTnyHaTta aHrvonaTtuja Kaj MHCYIUH
HavmBHWUTE nauuweHTn BO lpunen e 3actaneHa co
14,5% wn Toa Kaj MaxwuTe, Ha Bo3pacT og 51-60
rog., U Kaj oHve kou numaat aujabeTtec noeeke of
15 rogunHn. Mukoperynauuvjata, HABPEMEHOTO BO-
BedyBaH-€ Ha MHCYNUH 1 MPOMeHaTa Ha XXMBOTHUOT
CTUN BO rorieMa Mepa MoxXaT Aa ja Hamanar osaa
KoMnnuKauuja, Koja moxe ga éuge cepunosHa.



DATA VISUALIZATION OF
ANGIOPATHIADIABETICA TO INSULIN-
NAIVE PATIENTS IN PHO GENERAL
HOSPITAL PRILEP

Z. Savoski', S. Savoska?
General hospital Prilep, Macedonia’
FAMIS Bitola, Macedonia?

Introduction: Angiopathiadiabetica is one of the
most common complications in patients with diabe-
tes. The aim of this paper is to represent the num-
ber of patients treated in PHO General hospital in
Prilep in the period of 2011-2013. All patients were
treated with non-insulin therapy before hospitaliza-
tion and on all of them Doppler ultra-sonography
investigation has been made.

Material and methods: We used epidemiologi-
cal prospective method. Statistical data and visu-
alizations have been made with Microsoft Excel.
We treated 330 patients 160 men (48%) and 170
women (52%). Orthodox are 200 (61%), Mus-
lim 139 (39%). Diabetic angiopathy was found
in 48 patients (14,5%), men 30(62,5%), women
18(37,5%). Orthodox 29(60%), Muslim 19(40%).
From 0-40 years 2 patients(4,2%), from 40-50
years 10(20,8%), from 50-60 years 23(48%) and
more than 60 years 13(27%). Diabetics between
0-5 years 8(16%), between 6-10 years 16(34%)
and between 11-15 years 24(50%).

From the data, we concluded that diabetic an-
giopathy in insulin- naive patients in Prilep is most
common with 14,5% in men, patients between 51-
60 years and people who have had diabetes for
more than 15 years. Glucoregulation, insulin intro-
duction, lifestyle change can decrease this compli-
cation.

Key words: diabetic angiopathy, diabetes, dop-
pler, statistical data.

EBANYAUUJA HA MAPKEPUTE HA
KOCKEHO PEMOOEJINPAKE NO EAHA
roOAuHA TPETMAH CO AEHOCYMAB

C. Wy6ecka CtpaTpoBa, I". lMeTpoBckn,

K. ApamoBa, A. KoueBcka, b. KoueBcka
YHugep3umemcka K/uHuKka 3a eHOOKpuHosioauja,
Oujabemec u bonecmu Ha Mmemabonuamom,
Ckonje, MakedoHuja

BoBepn: [NpegomuHaumjata Ha KockeHaTa pe-
copnumja Bo cnopenba co KockeHata dopmauuja
Kaj NOCTMEHOoMNay3HN XeHWU CO OCTeonopos3a M WH-
Bep3ujaTa Ha oBaa penauuja 3a Bpeme Ha TpeTMma-
HOT co geHocyMab (OT), ykaxa Ha notpebata ga
Ce JoKaXke HUBHUOT OQHOC KaKo MHAEKC Ha PU3NKOT
op octeonopo3sa (MOP).
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MaTtepujan n metoan: HamanysaweTo Ha OcC-
TeokanuuHot n CTX n nopactot Ha IOP 6ea og-
pegeHn no 3-, 6- n 12-mecedeH OT. Mapkepute
Ha kockeHoTo pemogenuparwe N-MID Osteocalcin
n B-CrossLaps (CTX), Kako U HUBHWUOT KOSNUYHUK
MOP=0/CTX 6ea ogpeneHn Bo Tek Ha [ T. BpegHo-
ctute Ha O n CTX Gea uspaseHun Bo ng/ml. Cpeg-
HaTa BPeAHOCT Ha NMpOLUEHTOT Ha nopact Ha MOP
of TPETWOT, LEeCTUOT OO ABaHAeCceTTMOT Mecel
Gelle UCTO Taka ogpeneHa Bo Tek Ha [T.

Pesyntatu: [lpoceyHute BpegHocTh Ha O
BO TEK Ha TpeTMaHoT u3HecyBaa 14+3.7 ng/ml,
12.51+3.98 ng/ml (p<0.007) n 11.22+1.89 ng/ml
(p<0.0001), no 3, 6 n 12 meceun oag AT, a ucto
Taka W KopecrnoHaeHTHUTe BpegHocTM Ha CTX
0.08+0.05 ng/ml, 0.07+£0.06 ng/ml n 0.06+0.05 ng/
ml (p<0.0001). BpegHoctute Ha UOP unsHecyBaa
210.78+111, 258.97+183.71 n 290.82+228.82 no
3, 6 1 12 meceun op OT. CpegHata BpeaHOCT Ha
npoueHToT Ha nopact Ha MIOP og TpeTtnoT o wec-
TMOT MeceL, n3HecyBalle 8.83173% u of wectnot
00 oBaHaeceTnoT Mecel usHecysawle 15.6+101%.

3aknyyouu: CUTHU(PUKAHTHOTO HamarnyBake
Ha O, BMCOKO CUTHU(PMKAHTHOTO HamarnyBake Ha
CTX n 3HauvajHmnot nopact Ha NOP Bo Tek Ha OT
noTepauja npegoMuHaumja Ha KOCKEHOTO hopmu-
pake BO crnopenba co KockeHaTta pecopnuuja, Ha-
MareHo KOCKEHO pemogenvparse, WTOo yKaxyBa Ha
HamaneHa 3aryba Ha Kocka W HamarneH pu3uK of
ocTeonoposa kaj noctmeHonaysHute xexuu. NOP
noTeBpAM MHOry BUCOKa edukacHocT Ha AT kaj no-
CTMEHOMay3HNTE JKEHMW.

Kny4Hu 360poBu: octeokanuuH, CTX, geHocy-
mMab, ocTeonoposa

Evaluation of bone turnover markers after a
year of denosumab treatment

S. Shubeska Stratrova, G. Petrovski,

K. Adamova, A. Kocevska, B. Kocevska
University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Predomination of bone resorption
compared to bone formation in postmenopausal
osteoporotic women and inversion of this relation
during Denosumab treatment (DT), indicated the
need to discover their relationship as an index of
the osteoporotic risk (IOR).

Material and methods: Osteocalcin and CTX
reduction and IOR increase were determined after
3, 6 and 12 months of DT. Bone turnover markers
N-MID osteocalcin (O) and B-CrossLaps (CTX) as
well as their ratio IOR = O/CTX were determined
during the DT. O and CTX levels were expressed
in ng/ml. The mean value of the percentage (%) of
IOR increase from the 3rd, 6th to the 12th month
was also determined during DT.



Results: Mean O levels during the treatment
were 1413.7 ng/ml, 12.51£3.98 ng/ml (p<0.007)
and 11.22+1.89 ng/ml (p<0.0001), after 3, 6 and
12 months of DT as well as the correspondent
CTX levels 0.08+0.05 ng/ml, 0.07+£0.06 ng/ml and
0.06+0.05 ng/ml (p<0.0001). Mean IOR levels were
210.78+111, 258.97+183.71 and 290.82+228.82
after 3, 6 and 12 months of DT. The mean % of
IOR increase from the 3rd to the 6th month was
8.83173% and from the 6th to the 12th month it
was 15.6£101%.

Conclusions: Significant O decrease, highly
more significant CTX decrease and IOR signifi-
cant increase during DT confirmed bone formation
predomination compared to bone resorption, de-
creased bone turnover, which indicates lower bone
loss and reduced osteoporotic risk in postmeno-
pausal women. IOR confirmed very high efficacy of
DT in postmenopausal osteoporosis.

Key words: osteocalcin, CTX, densoumab, os-
teoporosis

NOBP3AHOCTA HA MHOEKCOT HA
LEHTPANHA OEBENMUHA CO MHOEKCOT HA
TENECHA MACA

C. Wy6ecka CtpaTpoBa, B. KpcTeBckKa,

I NMemoBcka, T. MuneHkoBUK
YHueep3umemcka KnuHuUKa 3a eHOOKpUHosioauja,
Oujabemec u bonecmu Ha Mmemabonuamom,
Ckorije, MakeOoHuja

BoBen: AncopnuuomeTtpujata co X-3pauu co
ABojHa eHepruja (OXA) oBo3mMOXyBa ogpenyBare
Ha WHOEKCOT Ha ueHTpanHa gebenvHa (MULO).
MU e nugmkatop Ha ueHTpanHata, abgoMuHanHa
nebenuHa, KojalTo e rnaBHa KapaKTepucTuka Ha
MeTabonnykMoT CUHAPOM. MIHOEKCOT Ha TenecHa
maca (BMW) kako egHocTaBHa M BanugHa mepka
3a MOHUTOpUpawe Ha aebenvHata He gaBa MH-
dhopmaumm 3a TenecHata guctpmbyumja Ha macTu.

Llen Ha oBaa cTyguja Gelle ga ce gokaxe nosp-
3aHocta nomery LA n BMU. OXA ncnutysame-
To Oelle HanpaBeHO kaj 3gpaBu NMOCTMEHOMNAY3HU
XXeHu nogeneHn Bo 4 rpynu cnopepn HMBHMotT bMU
(kg/m2): rp.1<25; rp.2 (25-29.9); rp.3 (30-34.9) n
rp.4 (35-40). OXA npoueHkata Ha WL Gewe ns3-
BefeHa co cuctemot Lunar DPX-NT. HagekcoT Ha
LeHTpanHa gebenvHa Gelle ogpeaeH Kako Komnmu-
HWK MomMery NPOLLEHTOT Ha abgomuHanHata mMmacHa
maca (AMM%) n ruHongHaTa macHa maca (TMM%),
nuao=AMM%/TMM%.

Pesyntatu: CpegHata BpegHocT Ha MU Bo
npeata rpyna 6ewe 0.7310.19, Bo BTOpaTta rpyna
0.94+0.12, Bo Tpertata rpyna 1+0.05 n yeTtBpTaTa
rpyna 1.02+0.1. BpegHoctute Ha VU BO yeTBp-
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TaTa rpyna He ce pasnukyBaa CUrHUUKAHTHO BO
cnopepba co Tpetata rpyna. WL Gewe curHu-
hMKaHTHO MOroneM Kaj HaTxpaHeTute n gebenute
BO cnopenba co koHTponHata rpyna (p<0.0001).
BpegHoctute Ha WMULO kaj HaTxpaHetuTe 6Gea
NCTO Taka CUrHMUKAHTHO MOHMCKN BO crnopenba
co pebenute, HO cO nMomana CUrHUEUKAHTHOCT
(p<0.018).

3aknyuouu: lNopactor Ha BMW kaj gebenute
XXEHW ce KapakTepusumpalle cO 3HavaeH nopacT
Ha VL kako pesynTtaT Ha JOMUHAHTEH NopacT Ha
AMM Bo cnopenba co 'MM, nokaxyBajku nopact
Ha abgoMuHanHaTa TenecHa MacHa ancTpmbyumja.
Mopactotr Ha BMW 6Gelwe cBp3aH co nou3paseHa
aboomuHanHa gebenuHa, ykaxyBajku Ha 3Ha4ajHo
nororieM pu3uK 3a pa3Boj Ha KapguoBacKynapHU U
metabonuykn 6onectu kaj aebenute nuua.

Kny4ynu 36opoBu: XA, BMW, ULUM, TtenecHa
ancTpubyumja Ha mactu, gebdenuHa

CENTRAL OBESITY INDEX RELATION TO
BODY MASS INDEX

S. Shubeska Stratrova, B. Krstevska,

G. Pemovska, T. Milenkovik

University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Dual-energy X-ray absorptiometry
(DXA) enables determination of central obesity in-
dex (COI). COl is an indicator of central, abdomi-
nal obesity, which is the main characteristic of the
metabolic syndrome. Body mass index (BMI) as a
simple and valid measure for monitoring of fatness
does not provide information on body fat distribu-
tion.

The aim of this study was to discover COI re-
lation to BMI. DXA examination was performed
in healthy postmenopausal women divided in 4
groups according to their BMI (kg/m2): gr.1<25; gr.2
(25-29.9); gr.3 (30-34.9) and gr.4 (35-40). DXA as-
sessment of COl was performed with Lunar DPX-
NT system. Central obesity index was determined
as a ratio of the percentage of abdominal fat mass
(AFM%) to gynoid fat mass (GFM%), COI=AFM%/
GFM%.

Results: Mean COIl value was 0.73+0.19 in
the 1st group, 0.94+£0.12 in the 2nd gr., 1£0.05 in
the 3rdgr. and in the 4thgr. 1.02+0.1. COI values
in the 4th group were not significantly different in
comparison to the 3rd group. COI was significantly
higher in overweight and obese compared to con-
trol group (p<0.0001). COI values in overweight
were also significantly lower compared to obese,
but with lower significance (p<0.018).

Conclusions: BMI increase in obese women
was characterized with a significant COI increase



as a result of dominant AFM increase compared
to GFM, indicating abdominal fat distribution in-
crease. BMI increase was associated with more
pronounced abdominal obesity, indicating substan-
tially higher risk for development of cardiovascular
and metabolic diseases in obese.

Key words: DXA, BMI, COI, body fat distribu-
tion, obesity

MHOEKCOT HA LEHTPAJIHA OEBENUWHA
OOPEAEH CO AEH3UTOMETPUJA

C. Wy6ecka CtpaTpoBa, N. Butocka,

C. JoBaHoBcka MuweBcka, b. TogopoBa,

B. MepuaH

YHugep3umemcka KrnuHuka 3a eHOOKpuHosioauja,
Odujabemec u bonecmu Ha Mmemabosnuamom,
Ckonje, MakedoHuja

BoBen: Abcopnumometpujata co X-3pauu co
OBojHa eHepruja (OXA) 0BO3MOXyBa ofpenyBare
Ha TerecHarta gMcTpubyumja Ha MacTu, a UCTO Taka
W Ha MHOEKCOT Ha ueHTpanHa gebenuHa (ML), koj
€ KOpUCeH BO CTyauu 3a pusuk og 6onecTtu nosp-
3aHn co gebenuHara. Lien Ha oBaa ctyauja Gewwe
OXA npoueHka Ha TenecHata guctpubyumja Ha
MacTu NpeKky aBTOMAaTCKU OOPEdEHUOT M npecme-
TaHvot MU,

Matepujan n metogu: [IXA-npoueHkarta Gelie
BpLeHa co Lunar DPX-NT cuctem. CkeH Ha LenoTo
Teno Oelle HanpaBeH Kaj MOCTMEHOMNay3HWN >XEeHM.
AHgpougHata MacHa maca (AMM) bele mepeHa
Ha CKeHoBUTE Ha pbeT of ropHMoT pab Ha nym-
GanHuoT npeluneH J12 oo gonHata meBuua Ha J14.
'HongHata MM (TMM) Gele ogpeneHa Ha CKeHo-
BUTE Ha KonkoT. BpeaHoctute Ha L ogopeneHun
aBToMatcku co [JXA-mawmHaTta 6ea cnopegeHun co
npecmetaHuTe BpegHoctu Ha MU (eWU), npec-
METaHW Kako KONUYHKK Ha npoueHTute Ha AMM co
MM, MUuo=AMM%/TMM%.

PesyntaTtu: CpegHute BpegHoctn Ha MU n3-
HecyBaa 0.91+0.16 v BpegHocTuTe Ha el Gea
0.92+0.08. Tue He ce pasnukyBaa CUrHUUKaHT-
Ho (p>0.05). BpegHoctute Ha MU v e[ kope-
nvpaa BUCOKO curHndukaHtHo (p<0.0001). Ucto
Taka, noBucoKata CUrHUMKaAHTHOCT Ha Kopena-
unjata Ha MULO co ueHTpanHaTta, abgomuHanHa
MacHa Maca BO crnopegba co KOpeCrnoHOEHTHUTe
rMHOWOHW BPEedHOCTK, ja NoTBpAMja Nos3vTUBHATA
noBp3aHocT Ha VL[ co ueHTpanHaTta, abaomuHan-
Ha MacHa maca n abgoMmuHanHaTta TenecHa gucT-
pubyuuja. MNMpecmetannte BpeaHocTn Ha VL Gea
CUTYPHW 1 CNOpeanMBu CO aBTOMAaTCKU MepeHUTe
BpegHocTh Ha L.

3aknyyouu: MeperwaTta Ha TENEeCHUOT COCTaB
He ce NnoTpebHM 3a ogpenyBame Ha VLI 3aToa wTto
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TOj MOXe [a ce oApeaun 3a Bpeme Ha peryrnapHuTe
IOXA mepena Ha pbeToT n KonkoT. OgpenyBarbe-
TOo Ha eLI[] e nonpakTnyHO, NOBP30, CUTYPHO, CO
nomaro 3padyerse U e MHOry nonpudartnmeo; ywTe
noBeke LUTO UCTOBPEMEHO Ce oapeayBa v KOCKEHU-
OT MUHEparneH AeH3NTET Ha pOETOT M KOMKOT.

KnyuHu 360poBu: [1XA, nebenvHa, ueHTpaneH
WHOEKC Ha nebenvHaTa

CENTRAL OBESITY INDEX DETERMINED
WITH DENSITOMETRY

S. Shubeska Stratrova, l.Bitoska,

S Jovanovska Mishevska, B. Todorova,

V. Percan

University Clinic of endocrinology, diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Dual energy X-ray absorptiometry
(DXA) enables determination of body fat distribu-
tion as well as central obesity index (COl), which is
useful in studies related to obesity-associated dis-
ease risk. The aim of this study was DXA assess-
ment of body fat distribution through automatically
determined as well as estimated COI.

Material and methods: DXA assessment was
performed with Lunar DPX-NT system. A scan of
the entire body was performed in postmenopausal
women. Android fat mass (AFM) was measured
on the spine scans from the upper border of lum-
bar spine L2 to the lower border of L4. Gynoid FM
(GFM) was determined on the hip scans. COI val-
ues determined automatically by the DXA machine
were compared to the estimated COl values (eCOl)
calculated as a ratio of the percentage of AFM to
GFM, COI= AFM%/GFM%.

Results: Mean COI values were 0.91+0.16 and
those of eCOI were 0.92+0.08. They were not sig-
nificantly different (p>0.05). COI and eCOI values
correlated highly significantly (p<0.0001). Also,
higher significance of the COI correlation with AFM
in comparison to the correspondent gynoid values,
confirmed COIl positive association with central,
abdominal fat mass, and abdominal fat distribution.
Estimated COI values were reliable and compara-
ble to automatically measured COI.

Conclusions: Body composition measurements
should not be performed for COI determination be-
cause it could be determined during regular spine
and hip DXA measurements. Determination of
eCOl is more practical, faster, reliable, with lower
radiation and is more acceptable; moreover spine
and hip bone mineral content is determined at the
same time.

Key words: DXA, obesity, central obesity index



BITIWJAHMETO HA MNMPOJIAKTUHOT BP3
®EPTUNHOCTA KAJ XXEHUTE

B. CnacoBa, M. Cnacos, U. Foprocku
YHusepsumem ,Ceemu Kupun u Memoduj*,
lpupodHo-mamemamuyku hakynmem, Ckorje,
MakedoHuja

Bosepa: M3nayyBarweTo Ha NponakTUHOT e pery-
nMpaHo co AejcTByBakbe Ha MPONaKTUH CTUMYMW-
paykM 1 NPOnakTUH MHXMBupadkm hakTopu og xu-
notanamycot. HapylwysakheTo BO U3nadvyBamwe Ha
OO0MaMUHOT Kako HajCUneH MHXMBUTOP Ha npornak-
TMHCKaTa cekpeLmja ro aronemysa HMBOTO Ha MNpo-
NakTMHOT, cocTojba mo3HaTa Kako Xuneprnponak-
TMHeMuja. XunepnpornaktuHemujata npetcraByBa
naToroLluka coctojba Bo koja foara 4o UHXMbuumja
Ha cuTe pakTopy (XOPMOHM) 3Ha4ajHM 3a OOBU-
Batb€ Ha HOPMAanHWOT MEeHCTpyareH UMKIYyC, LWTO
AoBedyBa A0 HamarieHO co3faBare Ha oBapujan-
HW cbonuKkynu n oBapujanHyu CTepouaun, aHoByma-
uuja u CTepUnuTET Kaj XXeHuTe.

Matepumjan n merogu: VicnutyBaHo Oelle Bnu-
jaHMeTo Ha xMnepnponakTnHemujata Bp3 epTun-
HOCTa Kaj XeHUTe, CO UCnuUTyBawe Ha BIWjaHNETO
Ha ucTtata Bp3 HEKOW MapameTpu of MeHCTpyan-
HWOT LMKNyC, Kako wTo ce: FSH, LH, ectpaguon u
nporectepoH. 3a Taa uen bewe cnegeHo HUBOTO
Ha nponakTuHot, FSH, LH, ectpaguon n nporecte-
POH Kaj XxunepnpornakTMHeMUYHU nauneHTkn. bewe
cnefeHo 1 HMBOTO Ha OBWE NapameTpu No TpeTMaH
Ha UCTUTE NaLUEeHTKN CO aHTUMNPONaKTUHCKa Tepa-
nuja (Bromergon unu Dostinex) un 6elle koHcTaTu-
paHa epmkacHoCTa Ha NpUMeHeTaTa Tepanmuja.

Pe3yntatu u 3aknyyvouu: Ce gojoe oo cosHa-
HWe [JeKa Kaj KOHTporHata rpyna Ha nauuneHTKM
HMBoaTa Ha nponaktuHoT FSH, LH, ectpaguon u
NporecTepoH ce ABMXKAT BO HOpPMaIiHK pedepeHT-
HW BPeQHOCTU, JoAeKa Kaj XMnepnpornakTMHeMNY-
HUTE MauMEeHTKM BPEeOHOCTUTE 3a MPOSaKTUH ce
3ronemyBaa, gogeka BpegHoctute 3a FSH, LH,
€CcTpaguorn 1 nporectTepoH ce Hamanysaa. Kaj Tpe-
TMPaHUTE MaUMEHTKM CO aHTUMNPONaKTUHCKa Tepa-
nuja goaralle Jo HamanyBare Ha HMBoaTta Ha npo-
NaKTUHOT, fodeka HuBoaTta 3a FSH, LH, ectpaguon
N NpOrecTepoH ce 3rorieMyBaa.

Kny4Hu 360poBu1: NponakTuH, XMnepnponakTm-
Hemuja, PepTUNHOCT, eCTPaamnor, NPorecTepoH

INFLUENCE OF PROLACTIN ON FERTILITY
IN WOMEN

V. Spasova, M. Spasov, I. GJorgoski

Ss. Cyril and Methodius University, Faculty of
Natural Sciences and Mathematics, Skopje,
Macedonia

Introduction: Secretion of prolactin is regulated
with action of prolactin stimulating and prolactin
inhibiting factors from the hypothalamus. Disrupt-
ing the secretion of dopamine as the strongest
inhibitor of prolaktin secretion increases levels of
prolactin, a condition known as hyperprolactinae-
mia.Hyperprolactinemia is a pathological condition
which results in inhibition of all factors (hormones)
important for development of the normal menstrual
cycle, leading to reduced ovarian follicles creating
and ovarian steroids, anovulation and infertility in
women.

Methods and Materials: The influence of hyper-
prolactinaemia was examined on fertility in women
by testing the impact of hyperprolactinaemia on
some parameters of the menstrual cycle as: FSH,
LH, estradiol and progesterone. For this purpose
the level of prolactin was observed, FSH, LH, es-
tradiol and progesterone in patients with hyperpro-
lactinaemia. It was also followed the levels of these
parameters after treatment of these patients with
anti-prolaktin therapy (Bromergon or Dostinex).
The applied therapy was found particularly efficient.

Results and Conclusions: The results led to
the fact that prolactin levels of FSH, LH, estradiol
and progesterone at the controlled group of pa-
tients were within normal reference values , where-
as values of prolactin were increasing in patients
with hyperprolactinaemia while the values for FSH,
LH, estradiol and progesterone were decreasing.
In patients treated with anti-rpolaktin therapy came
to reducing prolactin levels while levels of FSH, LH,
estradiol and progesterone were increasing.

Key words: prolactin, hyperprolactinemia, fertil-
ity, estradiol, progesterone.

E®UNKACHA KOHTPONA HA AWJABETECOT
T™™"MN 2 NO NPEMUH O XYMAHWU UHCYJIUHU
HA MHCYJIIMHCKU AHATTO3U

[. CtecpaHOBCKa
KnuHuyka 6onHuya, Temoeo, Ckorje, MakedoHuja

BoBepn: lNpumeHaTta Ha MHCYNWHCKUTE aHarno-
31 Kako BMA COBpeMeHa Tepanuja Ha aujabetecot
0be3benyBa edukacHa rmmkemMmcKka KoHTpona.

LUen: [peky komnapupawe Ha BpeaHOCTUTE
Ha OCHOBHMTE MapameTpu Ha rnvKoperynauujata
(rmmnkemuja Ha rmagHo-FPG, noctnpanguvjanHa rmum-
kemuja-PPG, rmunkosnnupan HbA, ) kaj nauneHTute
co gujabetec menutyc tvn 2 (OM) kon npeTxoaHo
Gune nekyBaHu CO XymMaHW UHCYNNHW, CO BPEAHO-
CTUTE Ha UCTUTE MapameTpu Mo NMpMMeEHa Ha WH-
CYNWHCKW aHanosu, Aa ce notepau noedukacHa
rmykemucka koHtpona. Co npMMeHa Ha WHCYIWH-
CKMTe aHanosu Bo TpeTMaHoT Ha 1M ce o6e3beny-



Ba CUrHMUKAHTHO nogobpyBat-e Ha BpeaHOCTUTE
Ha HbA,,, HamaneH pusnk og XUMNOrnnUKEMnM, KOH-
Tpona Ha TernecHaTa TeXuHa.

MaTepujan n metogu: lNpeseHTnpaHa e cepuja
on 20 nauneHT kou nNpeTxodHo 6ea nekyeaHu CO
xymaH (NPH) nHcynuH, a kon 6ea npedprneHn Ha
Tepanuja co MHCYNWHCKM aHanosun. Vicnutanmuute
Bea nogeneHn Ha ase rpynu: 10 naumeHTn (rpyna
1) 6ea npedpneHn Ha JoNrogejcTByBayYkU WHCY-
nuHcku aHarnor, a 10 nayueHTu (rpyna 2) 6ea npe-
dopneHn Ha GudpaseH MHCYNMHCKM aHarnor NPeEMUKC.

Pesyntatu: [llpoceyHa BospacTt 66.1 roauHu
(rpyna 1), 60.1 rogunm (rpyna 2); CoogHOC Maxu:-
xeHu 2:8 (rpyna 1), 5:5 (rpyna 2); NpoceyHa Bpea-
HOCT Ha MHAeKc Ha TernecHa maca(BMI - 26.56 kr/
M2 (rpyna 1), 28.2 kr/m2; lNpocevyHo Tpaewe Ha
anjaberecotr 9.4 rogunu(rpyna 1), 11.8 roguHu
(rpyna 2); MNMpoceyHo Tpaekwe Ha Tepanuja co NPH
WHcynuH 4.5 roguHn (rpyna 1), 7.5 roguHu (rpyna
2); MNMpoce4vHa aHeBHa fo3a Ha NPH mnHcynuH npeg
npecdpnaweTo rpyna 1 - 301U (Bo aBe gosu), rpyna
2 - 431U (Bo aBe posu); No npedpnawbeTo npocey-
Ha OHeBHa [03a Ha JOonrodejcTBYBaYKM MHCYIMH-
cku aHanor rpyna 1 - 241U (Bo egHa gosa), a Ha 6u-
haseH MHCYNUHCKM aHanor npemuke rpyna 2 - 441U
(8o aBe no3sun); MNpoceyHa BpegHocT Ha FPG npen
npedpnaweto 6.8 mmol/L (rpyna 1), 9.8 mmol/L
(rpyna 2), a no egeH mecew 6.6 mmol/L (rpyna 1),
7.6 mmol/L (rpyna 2); -npoceyHa BpegHocT Ha PPG
npen npedpnaweto 8.9 mmol/L (rpyna 1), 12.9
mmol/L (rpyna 2), a no eaeH meced, 8.1 mmol/L(rpy-
na 1), 9.9 mmol/L (rpyna 2); npoce4yHa BpegHOCT Ha
HbA,, npen npedpnamweto 7.8%(rpyna 1), 10.7%
(rpyna 2), a no egeH mecey 7.4% (rpyna 1), 2%
(rpyna 2). Cute nogatoum ce npukaxaHun Tabenap-
HO 1 rpadnyKm.

3akny4ok: VIHCynMHCKkuTe aHanosu BO cropeg-
6a co NPH-nHcynuHute o6e3benysaaTt nopobpy-
Bak-€ Ha IMMKeMMcKaTa KOHTpona npeky A0CTUIHY-
Bak-€ Ha LernHun BpegHoctn Ha HbA, ..

Kny4yHu 36opoBu: gunjaberec, MHCYNUH, UHCY-
FIVHCKWN aHanosu

EFFECTIVE CONTROL OF TYPE 2
DIABETES AFTER PASSING FROM HUMAN
INSULIN TO INSULIN ANALOGUE

D. Stefanovska
Clinical Hospial, Tetovo, Skopje, Macedonia

Introduction: The usage of insulin analogue as
a type of contemporary diabetes therapy provides
effective glycemic control.

Aim: Throughout comparison of the values of
the basic parameters of glycoregulation (fasting
plasma glucose FPG, postprandial glucose PPG,
HbA,,) of the patients with Diabetes mellitus type
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2(DM) which previously were treated with human
insulin, with values of the same parameters after
usage of insulin analogues to confirm more effec-
tive glycemic control. With usage of insulin ana-
logues in treatment of DM is providing: significant
improvement of the HbA,_, decreased risk of hypo-
glycemia, control of the body weight.

Material and methods: It is presented a group
of 20 patients who are previously treated by human
(NPH)insulin, and who changed the therapy with
insulin analogues. The examined were divided in
two groups:10 patients(group 1) were changed on
long lasting insulin analogue, 10 patients(group 2)
were changed on insulin analogue premix.

Results: -average age 66.1 years(group 1),60.1
years(group 2);-ratio men: women 2:8(group
1), 5:5(group 2); -average value of the body
mass index(BMI) -26.56kg/m2(group 1), 28.2kg/
m2(group 2); -average existing of the diabetes
9.4 years(group 1), 11.8 years(group 2); -aver-
age existence of the therapy with NPH insulin
4.5years(group 1), 7.5 years(group 2);- average
daily dosage with NPH insulin before change group
1-301U(in two doses), group 2-431U(in two doses);
-after changing the average daily dosage of long
acting insulin analogue group 1-241U(in one dose),
and on insulin analogue premix group 2-441U(in
two doses);-average value of FPG before the
change 6.8mmol/L (group 1), 9.8mmol/L(group 2),
and after a month 6.6mmol/L(group 1), 7.6mmol/
L(group 2);-average value of PPG before the
change 8.9mmol/L (group 1),12.9mmol/L(group 2),
and after a month 8.1mmol/L(group 1), 9.9mmol/
L(group 2); -average value of HbA,, before the
change 7.8%(group 1), 10.7%(group 2),and after a
month 7.4%(group 1), 9.2%(group 2). All data are
presented in a table and graph.

Conclusion: Insulin analogues in comparison
with NPH insulin provide improved glycolic control
through gaining aim values of HbA,..

Key words: diabetes,insulin,insulin analogues.

TUPEOTOKCHUKO3A (MPUKA3 HA CNTYYAJ)

. CtecbaHoBCKa
Knuruyka 6onHuua, Temoeo, MakedoHuja

BoBepn: TupeoTokcrko3aTa Kako XPOHUYHO, Me-
TabonHo 3abonyBame Ce jaByBa Kako pesynTar Ha
BMLUOK Ha XOPMOHW Ha LUTUTHAaTa Xrne3aa nopagu
HWBHa 3ronemMeHa npoaykumja n cekpeumja. Ce ma-
HudecTnpa co OpojHM CUMNTOMK KOWU ce nocneam-
ua Ha 3ronemeH 6asaneH metabonunsam.

Llen: MNpukas Ha cnyyaj Ha nauneHT co TUpeo-
TOKCKKO3a.

MaTtepumjan u metogu: Kako matepujan ce Kopuc-



TEHW CneunjanMcTuykM m3seLlTaun, nabopaTopucku
HaoaW, KapAMOIOLLKM UCMIUTYBaksa Y OTMYCHU JINCTU
BO nepwog oa egHa roavHa. Maunent O.T., 57 roan-
HW, ce jaByBa npB nat Ha nperneg Ha 12.03.2012 ro-
OVHa COo BMNeYvaTnvBa KIMHMYKa Crvika - cpuebunemse,
npenoTyBake, TPEMOP, KAako M aHAMHECTUYKM MO-
Jartouu 3a 6p3 rybuTok Ha TenecHa TexuHa (15 kr 3a
3 meceuum), 3amMop, HECOHULLA N aHKCUO3HOCT, Nopa-
an wTo e xocnutanuanpaH. O 00jekTUBHUOT npe-
rnea: cpuesa akumja puTMUYHa, HO €O chpekBeHLnja
of 110/MuH, jacHM cpueBu TOHOBU, Ge3 NaTOMNOLLKM
LwymoBu, a kpeeH nputmucok 160/100mmHg. J1abo-
patopwucku Haop o 14.03.2012:FT3-23.21(2.8-6.4);
FT4-49.48(11.5-22.7); TSH-0.009(0.4-4.0). Exo
Ha LWITUTHA >Xre3aa nokaxa AM@y3HO 3roriemMeHa,
MOHUCKO NOCTaBeHa LUTUTHA Xne3da Co m3oexore-
Ha, U3pasnMTO HEXOMOreHa CTPYKTypa CO OAAENHM
XWUMOEXOreHn 30HW. HanpaBeHO € ckeHupawe Ha
WwTnuTHaTa xnesga co 140 MBq TexHeueym nep-
TexHeTaT. Ha boTOCKEHOT xnesgarta ce npukaxa
3roriemMeHa, Co HexomoreHa guctpubyuuja Ha pa-
avonpenapatot. [MoctaBeHa Dg:Struma diffusa
thyreotoxica. MauneHTOT € nNoctaBeH Ha Tepanuja
co Tabl.Thyrozol 2x20mg,Tabl.Bloxan 1x50mg,
Tabl.Losartan 1x50mg wu Tabl.Diazepam 1x5mg.
KoHTponeH npernen Ha 06.04.2012 roguHa (FT3-
7.26;FT4-21.89;TSH-0.005), a knuHW4K1 nocmupe-
Ha cocTojba. Tepanuvja ncta, ocseH Tabl.Thyrozol
2x10 mg. KoHTponeH nperneg no asa meceum (FT3-
4.21;FT4-10.70;TSH-0.071), cpueB putam 71/MuH,
kpBeH nputucok 130/80 mmHg. Tepanuja wucra,
oceeH Tabl.Thyrozol 2x5 mg. KoHTponeH nperneg
Ha 16.08.2012 roguHa nokaxka KMMHWYKM KU nabo-
patopuckn eytnpeosa (FT3-4.09;TSH-0.485), no-
pagm wro ce npogormkn co Tabl.Thyrozol 2x5 mg.
KoHTponHuoTt nperneg Ha 27.05.2013 roguHa (FT4-
15.3;TSH-0.19) nokaxxa geka NauMeHTOT BO TEKOT
Ha uenara rognHa 6eLue pefoBHO KIMHUYKK 1 nabo-
paTopuCKM BO eyTnpeosa, Co perynmpaH KpBeH npu-
TMCOK 1 3rofieMyBaH-€ Ha TerecHara TexuHa of 5 Kr.

3aknyyok: HaBpemeHaTta feTekuuja 1 npasu-
HMOT TPETMaH OBO3MOXYBa KOHTpona Ha Gonecra u
NpeBeHLMja of TELLKU KOMMIMKALUK.

THYRETOXICOSIS (CASE REPORT)

D. Stefanovska
Clinical Hospital, Tetovo, Macedonia

Introduction: Thyreotixicosis as chronic meta-
bolic disease occurs as a result of the over activity
of the thyroid gland hormones due to the increased
production and secretion. It is manifested with num-
ber of symptoms which are result of increased basic
metabolism.

Aim: Case presentation of patient with thyreo-
toxicosis.

Material and methods: As materials are used
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specalists'sreports, lab findings, cardiological anal-
ysis and discharge note in a period of a year. The
patient O.T,57 years old, for the first time appears
on control on 12.03.2012 with characteristic clini-
cal preview-heart beat, sweating, tremor as well as
data for fast losing of weight(15 kg for 3 months),
fatigue, insomnia and anxiety, due to which he is
hospitalized. From the objective preview: heart
action rhythmic, but with frequency from 110/min,
clear heart tones, without pathological clamors,
blood pressures 160/100 mmHg. Lab findings from
14.03.2012:FT3-23.21(2.8-6.4); FT4-49.48(11.5-
22.7); TSH-0.009(0.4-4.0). Echo of the thyroid
gland shows diffusive increase lower placed thy-
roid gland with expressive inhomogeneous struc-
ture with separate hypoechogenzones. It is made
a scan of thyroid gland with 140MBq technetium
pertechnetate. On the photo scan the gland is pre-
sented enhanced with inhomogeneous distribu-
tion of the radio preparation. Set on Dg: Struma
diffusa thyreotoxica. The patient is treated with
Tabl.Thyrozol 2x20 mg, Tabl.Bloxan 1x50mg. Tabl.
Losartan 1x50mg and Tabl.Diazepam 1x5 mg. The
control on 06.04.2012(FT3-7.26;FT4-21.89;TSH-
0.005),and clinical calmer state.The therapy is
same,exceptTabl.Thyrozol 2x10mg. Control after
two months(FT3-4.21;FT4-10.70;TSH-0.071),heart
rhythm 71/min, blood pressure 130/80mmHg. The
therapy is the same, exceptTabl.Thyrozol 2x5mg.
Control on 16.08.2012 showed clinical and lab eu-
thyreose (FT3-4.09;TSH-0.485), becouse of which
it will need to continue with Tabl.Thyrozol 2x5mg.
The control review on 27.05.2013(FT4-15.3; TSH-
0.19) showed that patient during the whole year
was regularly in euthyreose, with regulated bllod
pressure and increased body weight from 5kg.

Conclusion: Timely detection and regular treat-
ment allows control of the disease and preventium
from heavy complications.

OWJATHO3A U TPETMAH HA MPUMAPEH
XUNEPANOOCTEPOHU3AM (NPUKA3 HA
CNYYAJ)

B. TopopogBa, C. JoBaHoBcka-MulieBcka,

. butoBcka, K. AnamoBa, I. [MemoBcka
YHugep3umemcka KiuHuKa 3a eHOOKpUHosioauja,
Oujabemec u bonnecmu Ha memabonusmom,
Ckonje, MakedoHuja

Bosepq: lNpumapeH xunepangocTepoHusam ce
KapakTepuaupa Co 3rofieMeHa npogykuuja Ha Mu-
HepanoKOPTUKOCTEPOMAHNOT XOPMOH  angocTe-
POH of HapdybpexHuTe >xnes3gn. AngocTepoHOT
npeavs3BMKyBa NokavyBake Ha HaTpUyMOT, 3a4pLu-
Ka Ha Boda M 3rofleMeHa ekckpeuuja Ha Kanuym
npeky 6ybpesnte Bogejkn OO NOKaYeH KPBEH npu-



TUCOK. XMnepangocTepoHM3MOT e Mefy HajyecTuTe
NPUYMHKU 3a cekyHaapHa xunepTteHsuja. Hajuectun
MpUYMHM Ce agpeHarnHa xunepnnaswja u Kapuu-
Hom. [lokomnky e npeamnsBuKaH of agpeHanHu age-
HOMW, ce HapekyBa KOHOB CMHOPOM.

Matepujan u metoau: lNauneHTka Ha BO3pacT
on 57 roguHn Gewe npumeHa Ha KnuvHukarta 3a
€HOOoKpUMHOMorvja co 3Hauu 3a xunokanemuja (ma-
nakcaHoCT, KOH(PY3HOCT, rnaBoborika, BKOYAaHETOCT
W HEYYBCTBUTEMHOCT Ha paLleTe U HO3eTe), Xunep-
TeH3uja, xmnepHarpemuja.

Pesyntatu: bBuoxemuckuTe aHanmmaM ykaxaa
Ha Tewka xunokanemuja (K= 1,9; 2,3...3,5...3,76
mmol/L), xunepHatpemuja (Na=154...151...148
mmol/L), 24-yacoBHa HaTpuypuja (50 mmolL,
24-yacoBHa kanuypuja - 28 mmol/L), angoctepoH
(211.4 mmol/l). Mo HanpaseHunoT KT Ha abaomMeH ce
JeTeKkTupalle npucycTBO Ha adeHOM Ha JecHaTa
HapbybpexHa xrnesga co avjamertap o 3 cm x 1.2
cM. MocTaBeHo e cOMHeBam€e 1 NOTBpAeHa e avja-
rHO3a 3a NpMMapeH xunepangocTepoHu3am.

3akny4ok: Ha xvnepangocrepoHunsam tpeba ga
Ce MMCIM CeKoraLl kora MMa HejacHa KIMHUYKa crnu-
Ka Koja ce KapakTepusupa CO Xunokanemwuja, xu-
nepHaTpemuja, xunepteHanja. Tpeba aa ce Hanpa-
BV NPOBEpKa Ha angoCTepoH, PEHUH-aHTMOTEH3VH.

Kny4Hu 360poBu: xvnepangoctepoHnsam, xXu-
nepHaTpemuja, xunokanemuja

DIAGNOSE AND TREATMENT OF PRIMARY
HYPERALDOSTERONISM- CASE REPORT

B.Todorova, S.Jovanovska-Misevska,
I.Bitovska, K.Adamova,G.Pemovska
University clinic of endocrinology,diabetes and
metabolic disorders, Skopje, Macedonia

Introduction: Primary hyperaldosteronism is
characterized by overproduction of mineralocorti-
coid hormone aldosteron by the adrenal glands. Al-
dosterone causes increased sodium, water reten-
tion and increased excretion of potassium through
the kidneys leading to elevated blood pressure.
Hyperaldosteronism is among the most common
cause of secondary hypertension. The most com-
mon causes are: adrenal hyperplasia and carcino-
ma. If is caused by adrenal adenomas it is called
Conn’s syndrome.

Materials and methods: Female patient aged
57 years was admitted to the Clinic of Endocrinol-
ogy with signs of hypo potassium ( dizziness, con-
fusion, headache, numbness and insensitivity of
the hands and feet), hypertension, hypernatremia.

Results: From the biochemical analy-
sis, the patient had severe hypo potassium
(K=1,9... 2,3...3,5...3,76mmol/L), hypernatremia
(Na=154...151...148), sodium in 24 hours urine-
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50 mmol/L, potassium in 24 hours urine- 28mmol/L,
aldosterone- 211,4mmol/l. Following the CT of the
abdomen to presence of adenoma was detected of
the right adrenal gland with diameter 3cm x 1,2cm.
Setting doubt and confirmed diagnosis of primary
hyperaldosteronism.

Conclusion: Hyperaldosteronism should be
considered whenever there is unclear clinical pic-
ture characterized by hypokalemia, hypernatremia,
hypertension. A check should be performed for al-
dosterone, renin-angiotenzin.

Key words: hyperaldosteronism, hypernatre-
mia, hypokalemia.

AOWJABETEC TUN 1 KAJ MITAOW OO 24
rognHn BO OMNWTUHATA BUTOIJA

Topoposcka J1., TogopoBcku J.,

PapuBojeBuk B.

KnuHuuka 6onHuya ,[-p TpugbyH NaHoscku®, [13Y
L~AMbOynaHma 2 bumona, MakedoHuja

BoBepn: TuBkata envgemuja Ha gujabetec me-
NNTYC He MM OgMMHA HU LLKONCKUTe geua o 24 ro-
OvHKW. BpojoT Ha OBME MauMeHTU ce 3roriemyBa, a
OBOj TPEHN e 3acTaneH 1 Bo onwTuHaTa butona.

MaTtepujan n metoau: Ctygujata Gewe cnpo-
BefieHa Kaj mauMeHTU Ha BO3pacT A0 24 roguvHu,
XWUTenu Ha onwTuHata butona Bo nepmogot 2009-
2013. MNMopaTouunTe ce 3emenHn of LleHTapoT 3a jaB-
HO 3gpaBje, 34paBcTBeHa ctaTucTuka — butona.
OcBeH GMOXEMUCKM aHanuau, Kaj cuTe naumeHTu
Ce HanpaBeHW CrneuujanucTUYKU MUCMUTyBawa 3a
yTBpAYyBake Ha KOMMNAMKaLuKM of wekepHata 6o-
necT.

Pesyntatu: Bo 5-rognwen nepuog (2009-2013)
npuvjaBeHn ce BKynHo 236 GonHu og aujabetec
MenuTyc TMn 1 Ha BO3pacT A0 24 rogvHu n Toa:
Bo 2009 rogmHa — 43 naumeHTn (25 mawkmn n 18
XeHcku); Bo 2010 roguHa — 46 naumneHTn (29 maxm
n 17 xenn); Bo 2011 roguHa — 54 naumeHTtun (30
MaLKn n 24 xeHcku); Bo 2012 roguHa — 58 naum-
eHTn (24 mawwkm n 35 xeHckn); n Bo 2013 roguHa
— 35 nauueHTn (20 mawwkm n 15 xeHcku). Oa HyB 94
naumeHTn (40%) (40 mawkn n 54 xeHckn) ce 6e3
Komnnukauum, gopeka nak 142 nauyueHtn (60%)
(87 mawkm n 55 xeHckn) ce Co KOMNIMKauumn Ha
bonecra.

[unckycuja: Bucokuot 6poj Ha mnagun gnjabeTtu-
Yyapu 1 anapmMaHTHMOT NPOLEHT Ha KOMMMKauun
Kaj HMB Tpeba Aa ce CTUMy”n 3a NorofieM CKPUHWUHE
1 npeBeHUMja Ha BonecrTa.

KnyyHu 36opoBu: anjabetec menutyc tun 1,
LUKOIICKM Aela, KoMnvKaumm, npeeseHumja



TYPE 1 DIABETES PRESENT IN THE YOUTH
AGED YOUNGER THAN 24 YEARS IN THE
BITOLA REGION

Todorovska L., Todorovski J., Radivojevik V.
Clinical Hospital ,,D-r Trifun Panovski“, PHO
,Outpatient 2%, Bitola, Macedonia

Introduction: The silent epidemic of Diabetes
mellitus did not pass the school children and
students younger than 24 years. The number of
these patients is increasing and this trend is also
present in the Bitola region.

Material and methods: The study is performed
at youth younger than 24 years who live in the
Bitola region in the period from 2009 to 2013.
The data are taken from Center of public health
— Health statistic — Bitola. Besides biochemical
analysis, all the patients had specialist examination
for detection of complications of Diabetes mellitus.

Results: The total number of patients who are
suffering from Diabetes mellitus type 1 is 236 in 5
year period (2009-2013): in 2009 — total 43 patients
(25 male and 18 female); in 2010 — total 46 patients
(29 male and 17 female); in 2011 — total 54 patients
(30 male and 24 female); in 2012 — total 58 patients
(24 male and 35 female); and in 2013 — total 35
patients (20 male and 15 female) . Out of them, 94
patients (40%) (40 male and 54 female) are without
complications and 142 patients (60%) (87 male and
55 female) are with complications of the disease.

Discussion: The great number of young
diabetics and the alarming percent of complications
among the patients must be stimulation for greater
screening and prevention of the disease.

Key words: Diabetes mellitus tip 1, school
children, complications, prevention.

NPUJABEHU NALUMEHTU CO ANJABETEC
BO OMWTUHATA BUTOIA (2009-2013)

Topoposcka J1., TogopoBcku J., PaguBojeBuk
B., TopkoBa M.

Knunuuka bonHuua ,[-p TpudbyH NMaHoscku®, [13Y
L<AMByraHma 2 bumona, MakedoHuja

BoBepn: Bpojot Ha 3aboneHn og gnjabetec me-
NNTYC BO CBETOT € BO NocTojaH nopact. OBoj TpeHA
€ MpuUcCyTeH M Ha TepuTopujaTa Ha OnNWTUHaTa
Butona.

Matepumjan u metoau: EBanyuparn 6ea pesyn-
TaTUTe of NpujaBeHUTe naumeHTn 3aboneHn of
Ounjabetec MenuTyc, XUTenu Ha onwTuHata buto-
na Bo nepuogot og 2009 go 2013. NMogaTtouuTe ce
3emeHn og CrniyxbaTa 3a 3gpaBcTBeHa CTaTUCTMKa
npu LieHTapoT 3a jaBHO 3gpasje - butona. Kaj cute
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nauneHTM ce cnpoBedeHn nabopaTopucku aHa-
N3N 1 COOOBETHU CrNeunjanMcTUYKkM UCNUTyBarba
3a yTBpAyBake Ha eBeHTyarHu KOMNnMkauum og
LekepHaTta bonecrt.

Pesyntatu: Bo nepuogotr og 2009 po 2013
npujaBeHn ce BKynHo 17738 nauuneHTun, kon bone-
aysaat oA aujabetec menutyc. Of HuB, 7372 ce
mMawkmn (41,6%), a 10366 ce xeHckmn (58,4%). 3a-
cTaneHocTa no roguHu e criegHa: so 2009 — Bkyn-
HO 2691 naumeHTn (1058 maxun n 1633 XeHu); BO
2010 — 2857 nauuneHTtun (1148 maxu n 1709 xxeHn);
Bo 2011 — 3980 nauuweHtn (1651 maxu n 2329
XeHn); Bo 2012 — 3874 naumeHTn (1631 maxu u
2243 xeHun); n Bo 2013 roguHa — BkynHo 4336 na-
uneHTn (1884 maxun n 2452 xeHun). 4916 naumeHTm
(27,7%) bonemyBaaT o4 WHCYNWH 3aBUCEH Auja-
betec, gogeka nak 12822 nauuweHtn (72,3%) oa
WHCYNWH He3aBuceH agujabetec. HajopojHu ce na-
UMeHTUTE nocTtapu of 65 roguHun — 8624 (48,6%).
3akny4yok: bpojoT Ha anjabeTtnyapu og roguHa BO
rogvHa e Bo nopact. 3atoa e noTpebHo HaBpeme-
Ha npeseHUMWja, OujarHOCTMUUPakE U NeKyBabe
Ha bonecrTa.

Kny4Hu 36opoBu: gujabetec menutyc, 3acrta-
NeHOCT, NpeBeHLMja.

REGSTRED PATIENTS WITH DIABETES IN
THE BITOLA REGION (2009-2013)

Todorovska L. Todorovski J. Radivojevic V.
Torkova M.

Clinical Hospital ,D-r Trifun Panovski“, PHO
,Outpatient 2, Bitola,Macedonia.

Introduction: The number of patients who suf-
fer from Diabetes mellitus is constantly rising. This
trend is also present in the Bitola region.

Material and method: The results from the pa-
tients registered with diabetes who live in the Bitola
region were evaluated in the period from 2009 to
2013. The data are taken from the Service of Health
statistic, Center of public health in the city of Bitola.
All patients had investigated biochemical analysis
and suitable specialist examination for detection of
eventual complications of Diabetes mellitus.

Results: In the period from 2009 to 2013, to-
tally 17738 patients suffering from Diabetes mel-
litus were registered. Out of them, 7372 are males
(41,6%) and 10366 are females (58,4%). The
prevalence throughout the years is following: in
2009 — total 2691 patients (1058 males and 1633
females); in 2010 — 2857 patients (1148 males and
1709 females); in 2011 — 3980 patients (1651 males
and 2329 females); in 2012 — 3874 patients (1631
males and 2243 females); and in 2013 — total 4336
patients (1884 males and 2452 females) 4916 pa-
tients (27.7%) are suffering from insulin — depen-
dent diabetes mellitus and 12822 patients (72.3%)



are suffering from insulin — independent diabetes
mellitus. The most numerus are the patients older
than 65 years - 8624 (48,6%).

Discussion: The number of diabetics is rising
each year. This is the reason why we need proper
prevention, diagnose and treatment of the disease.

Key words: Diabetes mellitus, prevalence, pre-
vention.

MHUUWOEHUA HA CMPTHOCT O[
MNWOKAPOEH MH®APKT KAJ BOJIHU CO
AOWJABETEC TUN 2HACNPOTU NALUUEHTHU
KON HEMAAT OAWJABETEC TUN 2

C. TpuBoganueBa
Onwma 6onHuya, Cmpymuya, MakedoHuja

Bosen: Bo P MakenoHuja uma okony 190 000
6onHu co anjabetec, of kou Ha AnjabeTec MenuTyc
1N 2 npunaraat okony 90% opf BKkynHaTta Gpojka.
TeHpeHumjaTa Ha 3aboneHn og oBaa Gonect pac-
Te, a CO Toa ce 3rofieMyBaaT U JOLHMTE KOMMn-
Kauum op oBa 3abonyBame, a npef cé BO nopact
ce KoMMNnMKaumuTe of KapamoBackynapHuTe 3abo-
nyesawa. Bo natoreHe3sata Ha awjabetec Tmvn 2 e
WHCYNWHCKaTa pe3ncTeHuMja, Koja e U OCHOBa 3a
pa3Boj Ha MeTaboNHWOT CUHAPOM, KOjLUTO o CO-
YMHyBaaT NoBeke eHTUTETU, Mefy Koj e n anjabe-
TECOT TUM 2, a uen Ha OBa UCTPaxyBake e BCyLU-
HOCT MpeauKTMbunHocTa Ha oBa 3abonysare BO
pa3BojoT Ha KapamoBackynapHu 3abonysawa, CO
nocebeH OCBPT Ha MMOKapgHWOT MHapkKT. NHCy-
NMHCKaTa pesucTeHuuja MpeTcTaByBa LieHTparnHa
KOMMNOHeHTa Ha MeTabonHMOT CMHOPOM, a Hero
ro Npuapyxyeaar avjabetec Tun 2, xunepTeHsuja,
obesunTac (LeHTpaneH Tun), gucnunuaemmja u cute
TWe 3aedHO OoBefdyBaaT [0 3rofieMeH pUsuK of
KapamoBackynapHu 3abonysatra 1 ce HenocpeaHa
MPUYMHa 3a CMPTHOCT O HUBHUTE nocrneanumn. Xu-
neprrivkemMmjaTta y4ecTByBa BO HacCTaHyBaHETO Ha
engoTenvjanHata gucdyHkumja, npeky rybereTo
Ha Ba3oauNaTaTtopHWOT edeKT Ha WHCYIUHOT, 4O-
afa 0o nponudepaumja Ha MasHaTa Myckynatypa
BO SWAOT Of KPBHWTE cagoBu, ce 3abp3yBa TPOM-
boreHe3aTa, goara OO nMukonusauuja Ha npote-
MHUTE U KOHEYHO ce 3abp3yBa aTepockneposara.

MaTtepujan u metoau: Kako penpeseHTaTus-
Ha rpyna Ha UCMMTaHWLUW CNEedeHN ce XOCnUTarnHo
OoNHMTE MauueHTn Co AujarHo3a MUOKapAeH WH-
dapkT Ha NHTepHOTO opaeneHue Bo J3Y OnwTta
6onHnua Ctpymmua Bo TekoT Ha 2012 n 2013 ro-
aviHa. lNMauneHTuTe ce NnogenexHu Bo ABe rpynu: np-
BaTa rpyna ce nauueHTn co MMoKapaeH MHAapKT 1
KomopbuauteT anjabeTtec TvMn 2, a Bo BTopaTa rpy-
na ce 6onHu co MuokapaeH nHdapkT 6e3 gujabe-
Tec TMn 2. VicnMtaHuumTe HY criyaT 3a ga rv noka-
XaT Kopenauuvjata U MHUMaeHuata Ha MMoKapaeH

WMHapKT co aAnjabeTecoT, Kako U nHUMaeHuaTa Ha
CMPTHOCT Kaj NnaumeHTuTe CoO M1MokKapaeH MHdapkT
6ornHu co anjabetec u kaj oHne 6e3 anjabetec.

Pesyntatu: lMauneHtute co gujabetec nmaat
2-4 natn noronemMm pusvK ga nobujat mMuokapgeH
WHapKT, Bo cnopeaba co nauMeHTuTe LWTO HeMa-
aT avjabetec. bonHute co MuokapaeH MHdapKT
KoM MMaaT kako komopbuauteT gujabetec, umaar
MOBMCOKa CTanka Ha CMPTHOCT of Apyrarta rpyna
NUCNUTaHULMN.

Bo 2012 roguHa ucnegysaHu ce 90 naumeHTH,
OA KOW, CO MUOKapAeH WHapkT ce 45 n nmaat
Ounjabetec TMN 2, a octaHatuTe HemaaTt aujabe-
Tec. Bo 2013 rognHa ncneaysaHu ce 95 naumneHTy,
MUoOKapaeH UHpapKT umaat 49 naumeHT u ce co
anjabetec menutyc Tun 2, a 46 o 60nHUTE CO MH-
hapkT HeMaaT avjabetec.

Pesyntatu: Bo 2012 roguHa, kaj 6onHute co
MUoKapaeH nHdapkT u anjabetec, maxn bune 22,
a XeHn 23, o kou ersutupane 3 Maxu un 1 xeHa.
Hopaeka kaj 6onHUTe Co MMoKapAeH MHAapkT a 6e3
anjabetec maxu oune 29, a xeHn 16, og Kou er-
3uTupan camo 1 Max, fofeKa Kaj XXeHuTe Hemarno
CMPTEH UCXOf.

Bo 2013 roguHa, kaj 6onHMTE CO MUOKapaeH
nHdapkT 1 gujabetec, maxun bune 25, a xxeHun 26,
of Kou ersutupane 2 maxu n 1 xeHa, gogeka Kaj
B6onHuTe co MuokapaeH nHdapkT a 6e3 anjabetec
Maxu 6une 30, xxeHn 16, og Kou ersuTupan camo
1 Max, AoAeKa Kaj XeHUTe Hemarno CMpPTEH UCXOL.

3aknyuyok: bornHute co amjabetec Tmn 2 nma-
aT noronem pu3uK of KapguoBackynapHu 3abony-
Bakba M MHUMAEHLATa Ha CMPTHOCT Kako nocre-
avua of KkapguoBackynapHute 6onectu kaj H1B e
3ronemeHa 3a 2-3 natu.

Kny4Hu 36opoBu: gujabetrec Tun 2, Kapawo-
BackynapHu 3abonyBaka, MUOKapAeH MWHdapKT,
mMeTaborneH CMHOPOM, MHCYNMHCKA pe3ncTeHumja

DEATH INCIDENCE OF MYOCARDIAL
INFARCTION IN PATIENTS WITH DIABETES
MELLITUS TYPE 2 OPPOSITE PATIENTS
WITHOUT DIABETES MELLITUS TYPE 2

S. Trivodalieva
Opsta Bolnica, Strumica, Macedonia

Introduction: In the Republic of Macedonia
there are around 190 000 patients with Diabetes
Mellitus type 2, 90 % of these belong to Diabetes
Mellitus type 2. The tendency of the diseased one
from this disease increases, and the late complica-
tions are increasing, at first place the cardiovascu-
lar diseases. In Diabetes Mellitus type 2 pathogen-
esis is the insulin resistance, which are the bases
for the development of Metabolic syndrome. The
Metabolic syndrome is cluster of conditions includ-
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ing Diabetes Mellitus type 2, and purpose of this
research is the predictability of this disease in de-
velopment of cardiovascular diseases, especially
the Myocardial infarction. The insulin resistance is
the central compound of metabolic syndrome and
the other conditions in this syndrome are: Diabetes
mellitus type 2, increased blood pressure, obesity-
central type (an apple shaped body) and abnormal
cholesterol levels. All of these conditions together
increase the risk of developing cardiovascular dis-
eases and are the direct cause of death by their
consequences. High blood sugar level takes part in
development of endothelial dysfunction losing the
insulin effect of vasodilatation, it comes to smooth
muscle proliferation in the blood vessels wall, ac-
celerates the process of thrombogenesis, it comes
to protein glycosilation and it accelerates the ath-
erosclerosis.

Material and methods: As representative group
of respondents are monitored hospitalized patients
with Diagnoses Myocardial infarction on Internal
department in PHI Public Hospital Strumica, dur-
ing the period from 2012 to 2013. The patients are
divided into two groups .The first one are patients
with Myocardial infarction and Diabetes mellitus
type 2 as comorbidity and the second one are pa-
tients with Myocardial infarction and without Dia-
betes mellitus type 2 as co morbidity. The respon-
dents serve the purpose of showing the correlation
and incidence of Myocardial infarction with Diabe-
tes Mellitus type 2, as well as death incidence in
patients with Myocardial infarction and with and
without Diabetes Mellitus as comorbidity.

Results: In 2012, in patients with myocar-
dial infarction and diabetes were 22 men and 23
women, of whom 3 men and 1 woman with lethal
outcome. While in patients with myocardial in-
farction and without diabetes was 29 men and 16
women, of whom only 1 man with lethal outcome,
while among the women were no deaths. In 2013,
in patients with myocardial infarction and diabetes
were 25 men and 26 women, of whom 2 men and
1 woman with lethal outcome, while in patients with
myocardial infarction and without diabetes were 30
men, 16 women, of whom only 1 men with lethal
outcome, while in women there was no deaths.

Conclusion: Patients with Diabetes Mellitus
type 2 are having higher risk of Cardiovascular dis-
eases and the death incidence as consequence of
Cardiovascular diseases in their case is increased
for 2-3 times.

Key words: Diabetes Mellitus type 2, cardio-
vascular diseases, myocardial infarction, metabolic
syndrome, Insulin resistance
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NPEOHOCTUTE HA UHCYNTUHCKUTE
AHAINO3U HACIMPOTU XYMAHUTE
BUDA3HU NHCYNIUHU

C. TpuBopanueBa
Onwma 6onHuya, Cmpymuua, MakedoHuja

BoBegp: LllekepHaTta 6onect unu gujabetecor e
XPOHUYHO CUCTEMCKO HapyllyBake Ha meTabonu-
3MOT, KOe Ce KapaKTepusupa CO Xuneprivkemuja,
T.e. TPajHO 3rofieMyBake€ Ha HMBOTO Ha rIyKo3a
BO kpBTa. Bo 2010 roguHa, Ha CBETCKO HMBO belue
npoLeHeTo Aeka uMma 285 MunmoHu nyre co awvja-
Getec TmMn 2, wto counHyeaat 90% opg cnydauTe
co gujabetec. OBa coogBeTcTByBa CO OKomny 6%
0f, BO3pacHOTO HaceneHue BO CBETOT. [eHeparHo
€ YCrnoBeH of HacnegHu chakTopu, a HacTaHyBa
Kako mnocrneguua Ha HamaneHo uanadyBake Wnu
HamaneHo BGMOMNOoLWKO AEjCTBO HA XOPMOHOT MHCY-
ININH, OQHOCHO KOMOWHaumjaTa Ha oBue OBa dhak-
Topw. Toj HeQOCTAaTOK ja NonpeyyBa pasMeHarta Ha
jarnenu xvgpatv, Mactu u 6enkoBuHN BO OpraHu-
3MOT (LUTO ce MaHudecTupa co KapakTePUCTUYHU
Terobu), a No NogoNro BpeMe Brivjae U Ha CTPYKTY-
pata u dyHKUMjaTa Ha KPBHUTE CadoBU, HEPBUTE
W Opyrute BUTaNHW OPraHM MU OpPraHCKU CUCTEMM.
OwnjabeTecoT geHec ce BOpojyBa Mery HajyecTuTe
€HOOKPUHOIOLLKKN 3abonyBara, Co TeHAeHUMja Ha
3rorieMeH nopacT (0cobGeHO BO pa3BuMEHUTE 3eMju
Ha ceToT). Toa e nocnegvua Ha MOAEPHNOT CTUI
Ha >XMBOT W 3ronemMeHnoT 6poj Ha HagBOpELUHM
€TUONOLLKN NMpeaun3BuKyBayvm, Mery Kou nocebHo
Ce U3a4BOjyBa NPETEPaHNOT BULLOK HA KMUITOrpamu.
[loctanHn ce noBeke knacu Ha aHTUAWjAaBETUYHM
NEKOBW 3aefHO CO oparHMTe fekapcTBa unu ca-
MOCTOJHO MOXe Ada ce npumaat M UHjeKUMnN CO UH-
CYIVH.

Llen: ga ce ytBpan ecmkacHocTa Ha MHCYNUH-
CKUTE aHano3su Kaj NauneHTn Kou NpeTxogHo bune
Ha Tepanuja co xymaHu 6udasHn nHcynuuu. Edum-
KacHOCTa ja criegume npeky rmMkemmucKkarta KoHTpo-
na u crnegewe Ha BpegHoctute Ha FPG, PPG U
HbA., Kako n cnpeyyBakeTO Ha XUMNOTTIMKEMUCKN-
Te enn3oau.

Martepujan n metoau: Kako penpeseHTaTnBHa
rpyna Ha ncnuTtaHmum cnegenn ce 20 ambynaHTcko
TpeTnpaHm 6onHu naumeHTn Ha MHTepHoTO opne-
nexve Bo J3Y Onwra 6onHuua Ctpymumua Bo 2013
roguHa co awujarHosa Diabetes mellitus tip Il ( 14
6onHu) n Diabetes Mellitus tip | (6 6onHK), og Kown
10 maxu n 10 xeHu, co npoceyvHa Bo3pacTt 60 ro-
avHn (12-76 rod.), a NPOCeYHO BpeMeTpaeke Ha
6onecta 6uno 17.3 roguHu (2-30 rog.). NpuumHaTta
3a NMpoMeHa Ha TepanuvjaTa og XyMaHu OudasHu
WHCYNWHM Ha MHCYNMHCKM aHano3n buna noiuata
rmyKkemMucka perynauumja, XwnornMkemunute, mno-
KayyBaH-eTO Ha TenecHarta TeXWHa U HEMOXHOC-



Ta 3a paKyBaHk€TO CO MNEeHKasroTo o4 CTpaHa Ha
naumeHTure.

Pesyntatu: Npen BoBeayBakeTO HA UHCYMWH-
CKUTE aHarnosu, T.e. CO TPETMaHOT CO XyMaHuUTe
OMdasHN WHCYNMHW, MNPOCEYHUOT [MUKONU3npaH
xemornobuH 6un 8.9%, nogeka no BoBedyBah-e-
TO Ha aHanoauTe npoceyHata BpeaHocT Ha HbA,,
e 8.0%. MNMpoce4HnoT nag Ha BpegHocTa Ha FPG
Nno BOBEOYyBawEeTO Ha WHCYIMHCKUTE aHanosu
ouno 2.4 mmol/l, a PPG no nojagok 6un co nag
of 2.8 mmol/l v eBMaeHTHa peayKLumja Ha XMnornu-
KEMUCKUTE enn3oan.

3akny4ok: WHCynMHCKMTE aHano3n Hacnpotu
XyMaHuTe 6udasHn MHCYNuMHKU, Kaj MCNUTyBaHuTe
nauveHTV v rnokaxaa criegHvWBe NpPeaHoCTU: Mo-
edmkaceH BO MMuKemncka perynaumja n Ha FPG,
PPG U HbA,.; nobe3beneH nopagn nomanute pu-
3UUM O XMMOMMKEMUN U NOedHOCTaBHM MOpaau
MOXHOCTa 3a BOBedyBake Ha TpeTa [03a Kako u
NMoeaHOCTaBHOTO pakyBare CO (OreKC MeH.

KnyuyHn 36opoBu: wwekepHa 6onect , FPG,
PPG, HbA,;, MHCYNMHCKM aHano3u, xymMaHu un bu-
dasHu MHCYNMUHU

INSULIN ANALOGS OPPOSITE HUMAN
BIPHASIC - ADVANTAGES

S. Trivodalieva
Public Hospital Strumica, Macedonia

Introduction: Diabetes Mellitus is a chronic,
systemic metabolic disorder that is characterized
by hyperglicemia that is permanent increased glu-
cose level in the blood. In the year 2010, worldwide
were 285 million of people with DM type 2, which
consist 90 % of the diabetes cases. This is equal to
6 % of adult world population. Generally it is condi-
tioned by genetic factors; it happens as a cause of
reduced excretion or reduced biological activity of
the hormone insulin, or a combination of both. This
deficiency interferes the carbohydrates, fats and
proteins exchange (which manifests with charac-
teristic symptoms), and after a longer period of time
affects the structure and function of blood vessels,
nerves and other organs and systems. The diabe-
tes today is numbered among the most frequent
diseases, with tendency of increased growth rate.
It is a consequence of modern lifestyle and foreign
etiologic triggers, among which the overweight is
separated. Different types of antidiabetic medica-
tions are available. Oral medications may be used
as stand-alone therapy or with insulin injections.

Aim of this monitoring is to establish the Insulin
analogs efficiency in patients who were previously
in treatment with Human Biphasic Insulin —HBI. The
efficiency is followed through glucose blood levels
and FPG, PPG and HbA,. values and prevention of
hypoglycemia.
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Material and methods: As representative group
of respondents are monitored 20 patients in ambu-
lant on Internal department in PHI Public Hospital
Strumica in the year 2013, with diagnosis Diabetes
Mellitus type 2 (14 patients) and Diabetes Mellitus
type1 (6 patients), of who 10 were men and 10
were women, with an average age 60 years ( 12-76
years)and duration of the disease was 17,3 years
( 2 — 30 years). Reason for treatment change from
Human Biphasic Insulin to Insulin analogs was the
bad glucose regulation, hypoglycemia, overweight
and inability for managing the pen.

Results: Before the introduction of Insulin ana-
logs, that is, during the treatment with Human Bi-
phasic Insulin, the average glycated hemoglobin
was 8, 9 %, while after the introduction of Human
analogs, the average glycated hemoglobin was 8,0
%. The average decline in value of FPG after the
introduction of Insulin analogs was 2, 4 mmol/L and
PPG after breakfast was with an average decline
of 2,8 mmol/L, and reduction of hypoglycemic epi-
sodes.

Conclusion: Insulin analogs opposite Human
Biphasic insulins in monitored patients show us the
following advantages: better glucose regulation-
FPG, PPG, HbA,., lower risk of hypoglycemia, bet-
ter management with the flex pen.

Key words: Diabetes Mellitus, Human Biphasic
Insulin, Insulin analogs, FPG, PPG, HbA,., hypo-
glycemia

XUNOTUPONOAN3IAM U ONMCTPYKTUBHA
HOKHA AMHEA, CNTYYAJHA ACOLUUPAHOCT
nnn NPUYNHCKO-NMNOCNEANYHHN
PENALUUUN (MPUKA3 HA CITYYAJ)

Jb. 3acdmpoBcku’, U. KonutoBuk?, f. Aokuk 3,
0. BackoBa*, M. 3achupoBcku®, C. JlewoBuk®,
Nn. 3acdhmpoBcka’

UHecmumym 3a 6eri00pobHu borecmu kaj deua -
Koane, Ckonje, MakedoHuja’

UHecmumym 3a 6eriodpobHu 6onecmu, Cpemcka
KameHuuya, Cpbuja?

YHugep3umemcka KriuHuKa 3a ryJsimo-
anepeonoauja, Ckonje, MakedoHuja’
WHecmumym 3a namocgbu3uornoauja u HykrneapHa
meduuyuHa, M®, YKUM, Ckonje, MakedoHuja4
YHU8ep3umemcku cmomamorsiowKu KuHUYKU
ueHmap, ,Ce.llaHmenejmor*, Ckorije,
MakedoHuja®

CnieyujanHa bonHuya 3a wmumHa xJse3oa u
memabonu3sam, Snamubop, P.Cpbuja®

KnuHuka ,CaHa”, bepeeH, lepmaHuja’

Boeepn: Xunotnponamsam (XT) e HewTo novec-
TO acoumpaH Co OMNCTPYKTMBHA COHHa anHea-(O-



CA), a 06eTe nmaat HEKOM CITUYHN KITMHUYKU CUMI-
TOMU, LITO MOXEe Ja MpuAoHece 3a UrHOpupaHa,
nponywTeHa gunjarHo3da Ha XT nnn OCA, co cepu-
03HW HecakaHu nocneguum! Hekon aBTOpM Xuno-
TETCKM MpeTrnocTaByBaaT MPUYMHCKO-NOCHeanyHa
B3aeMHa nosp3aHocT Ha XT n OCA, 3apagu ge-
nosuuuja Ha MyKononucaxapvam u MyKonpoTenHu
BO: AEPMUC, ja3uK, XMNOapMHIC UTH. (@ MOXEH €
€BEHTyalnHoO M AOMOMHWUTENEH MPUTUCOK Mopaau
ryLaBoCT, CO CTECHET FOpeH AMLIEH naT, MOXHa
rojasHOCT, XMNOTUPOMAHA MyCKynHa crabocT, pec-
nupaTtopHa muonaTuja u HeeBponaTuja u HamaneH
HEBPO-MYCKYNeH TOHYC, HO 1 ocnabeH nepudepeH
XeMopeLenTopeH OAroBOp KOH XUMOOKcHuja U Xu-
nepkanHea, a MOXHa € U LieHTparnHa genpecuja Ha
pecnvpaTopeH LeHTap CO peayuuparke Ha BEHTU-
naumm uTH.

Mpuka3 Ha cnyvaj: 63-roguwHa rojasHa (BMU-
=39) naumeHTKa BO MeHonaysa, nyLiad, penarums-
HO YecTo npuma aHanreTMun U cedaTuBM, @ KOH-
cymupa u ankoxon. lpu ,Hanet Ha nocnaHocT*
Ha paboTHO MecTO BO MPOW3BOACTBO, NMOBpeauna
AnaHka Bo 'epmaHuja, kage nopagm Tewka popma
Ha OCA, e nekyBaHa co LI[MAI1, Ho co ,HegoBoneH
onrosop“ (MOXHO Mopagu HeuenocHa ,ckpateHa“
npumeHa Ha UIAN, 3apagu HenpunarognveocT
Ha macka, ,HeTpnenuBoCT* UTH.), Na NpPemMuHa Ha
NpoTeTCKM MaHaMOynapeH peno3nTop, CO KOj ce
ocTBapu nogobpa KoMMnnnjaHca u nopegoBHa npu-
meHa. NpenopavyaHa e peaykumja Ha ankoxor, ce-
OaTuBM, NyLlere, LTO CEBKYMHO pe3ynTupalle BO
HaTamoLLHO nogobpyBare 1 KOHBep3uWja of TeLlka
BO necHa cpopma Ha OCA (HO cé ywTe HenoTnon-
Ha HopmMmanu3aumja Ha AXW, co nepancTupare Ha
OHEeBHa MocnaHoCT, eBanyvpaHa cnopef ckanata
3a nocnaHoct EndopT-ECC). MNpn peesanyauuja
N [OMNONHyBawe Ha [ujarHosata ce npowuvpuja
aHamHe3aTa W ucnegyeawarta: TSH=97,0 miU/
ml, fT4=1,4 Pmol/L, co wTO ce noTBpAM COMHe-
BaHkeTO 3a acouupaH KOMOpOMAMTET XWUMOTUPO-
nonsam. Ce BoBefe CyncTUTyUMOHa Tepanuja co
TON. JIeBOTUPOKCUH (CO MOCTEMNEHO 3rofieMyBaH-E)
n cera naumeHTkaTa npuma 1 x 125 mr (go 150 mr)
/aHeBHO (anTepHaTuBHO). lMauneHTKaTa e noano-
)KeHa Ha puUropos3eH TpeTMaH 3a crabeemwe, LITO
CEBKYMHO 3aedHO, CUHEPrUCTUYKM pesynTupale
BO HaTamoLlHO nogobpyBawe Ha OOjekTUBHUTE
napametpu 3a OCA (AXW popgaTtHO ce Hamarnu Ha:
<10), a 3HaumTenHo ce nogobpw (xvno)caTtypauuja:
>Cat02 (ce 3ronemu cpegHo 3a>4,9%), co 3Haun-
TenHo 9(40,91%), u pegyumpawe Ha OHeBHaTa
nocnaHoct (<ECC ce Hamanu cpegHo) 3a ga ce
nogobpw KBaNUTETOT HA OHEBHUTE aKTUBHOCTU, HO
N KBanuTETOT Ha COH (cnegeHo npeky PSQI), cur-
HUUKAHTHO Ce pedyuuMpaa Yectorarta U rmacHoc-
Ta Ha pyereTo(cpeaHo<3a-57% ), ce peayuupaa
HEMMpPOT 1 ByaeHeTo of COH, UTH. HaTamoLuHo no-
nobpyBare 6y ce o4ekyBano ako ce NPOAOIKU CO
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yCrnewHo pegyumpawe Ha 3gebeneHocta (BMW),
Kako W HaTamoLllHa peayKuuja Ha ankoxornoT, cefa-
TMBUTE, NYLUEHETO.

3aknyyok: HapylwyBawaTta Ha COHOT HEpPETKO
nMaat MynTudakTopumeriHa reHesa, 3a HUBHU epu-
KaceH TpemaH notpebeH e MynTuanCUUNAMHAaPEH
ONjarHOCTUYKM 1 TepaneBTCKX npucTan.

Kny4Hu 36opoBu: xunotnpongunsam, oncTpyk-
TUBHA HOKHa anHea, 3gebeneHocT

HYPOTHYROIDISM AND OBSTRUCTIVE
SLEEP APNEA COINCIDENTALLY OR
CAUSAL EEFECT RELATIONS (CASE
REPORT)

Lj. Zafirovski', . Kopitovich?, D. Dokich?,

0. Vaskova*, M. Zafirovski®, S. Leshovich§,

L. Zafirovska’

Children’s Hospital for Respiratory Diseases,
Skopje, Macedonia’

Institute for Pulmonary Diseases, Department of
SBD, Novi Sad, Serbia?

University Clinic of Pulmonology and Allergology,
Skopje, Macedonia’®

University Medical Institute of Pathophysiology
and Nuclear Medicine, Skopje, Macedonia*
University Dental Clinical Center ,,St.
Panteleimon®, Skopje, Macedonia®

Special hospital for thyroid gland and metabolism,
Zlatibor, Serbia®

“Sana-Klinik*, Bergen, Germany’

Introduction: Hypothyroidism-(HT) is slightly
more often associated with obstructive sleep ap-
nea-(OSA), and both have some similar clinical
symptoms, which can contribute for missed diag-
nosis of OSA or HT, with serious undesired con-
sequences! Some authors hypothetically assume
a mutual causal connection between OSA and HT,
due to deposition of mucoproteins and mucopoly-
saccharides in: dermis, tongue, hypopharynx, etc..
(and possible additional pressure due to goitre)
with narrowed upper airway, especially with pos-
sible obesity, hypothyroid muscle weakness, with
respiratory myopathy and neuropathy, and reduced
neuro-muscular tone, plus additionally decrease in
peripheral chemoreceptor response to hypoxia and
hypercapnia, but possibly reduction in central re-
spiratory drive also.

Case report: 63 years old overweight-(BMI=39),
women in menopause, smoker, relative frequently
received analgesics, sedatives, and consumed
alcohol. During ,bout of sleepiness® working on
machine, hurt handful, in Germany, where due to
severe OSA, was treated with CPAP, but with ,in-
sufficient response“ (possibly due to incomplete
application of CPAP,(mask, intolerance, etc.) She
evolved on prosthetic lower jaw repository, which



achieved better compliance and regularly applica-
tion. Recommended: reduction of alcohol, seda-
tives, smoking, which in total resulted in further
improvement and conversion from severe to mild
OSA, but still incomplete normalization of AHI, with
persistence of daily sleepiness (evaluated accord-
ing Epfort-sleepiness scale-ESS. When reevalua-
tion with correction of diagnosis, anamnesis and
investigations were extended: TSH=97,0 miU/ml,
fT4=1,4 Pmol/L, which confirmed the suspicion
of hypothyroidism associated comorbidity. It was
introduced replacement therapy (with gradually
increasing doses) and now the patient receives:
tbl.Levotiroksin 1 x 125mg-(up to 150mg.)/day
(alternative). plus rigorous treatment for weight
loss: what overall together, synergistically resulted
in further improvement of objective OSA param-
eters: (AHI additionally decreased to: <10, and
significantly improved hyposaturation: (>SatO2 in-
crease of >4.9%), while significantly reduced day-
time sleepiness: (<KESS  declined an average of
<9 (40.91% ), and improve the quality of daily ac-
tivities, but also quality of sleep: (followed by PSQl):
with significantly reduced frequency and loudness
of <snoring" (median <57% ), reduces arousals
and sleep fragmentation etc. Further improvement
would be expected if successfully reducing obesity
(BMI) continue, and further reduction of alcohol,
sedatives, smoking, etc.

Conclusion: sleep disorders often have a mul-
tifactorial genesis, and their effective treatment re-
quires a multidisciplinary diagnostic and therapeu-
tic approach.

Keywords: hypothyroidism, obstructive sleep
apnea, obesity

MHCYJNIMHCKA AECEH3UBUITN3ALINJA CO
KOPUCTEHE HA UHCYNTUHCKA MYMNA U
FMAPIUH (MPUKA3 HA CITYYAJ)

M. XXuBkoBuK, I'. MeTpoBcku, K. ApamoBa,

. ButoBcka

YHusep3umemcka KrnuHuka 3a eHOOKpuHosioauja,
Oujabemec u memabornHu bonecmu, Ckorije,
MakedoHuja

BoBep: IHCynuHCcKaTa anepruja e peTtka cocToj-
6a 1 He NocTojaT NnoaaToun 3a ycnellHa AeceH3u-
Bunusaumja co KOPUCTEHE HA UHCYNWH CO AOrro
aejcteo. MNMpukaxyBamMe naumeHT co anjabeTec Tvn
2 CO MHCYNWHCKa anepruja, kKage KopnucTteBme MHCY-
nuHcka nymna (Medtronic Minimed Veo) n rmapruH.

Mpuka3 Ha cnyyaj: MaumeHToT Oewe Ha Tepa-
nuja co opanHu aHTugujadetnum (2 gr metformin,
4 gr glymepiride) co nowa rmmMkemMmncka KoHTpona
(A1c -9.8%). HapegHata ¢asa BO TpeTMaHOT Ha
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Onjabetec Gelle 3ano4yHyBare CO WHCYMMH CO
ponro Aejcteo. Kaj naumMeHToT ce jaBu anepruvja Ha
WHCyNuH. bea HanpaBeHW KOXHW TECTOBM KOW MO-
Kakaa No3WTUBHA peakuuja Ha cuTe BUOOBU UHCY-
nuH. KntoBute 3a geceH3mbunumsawmja co MHCYNUH
He ce gocTtanHu Bo MakenoHuja.

Hanpasneme nocebeH npoTokon 3a AeceH3nou-
nusaumja co MHCYNWH CO OONro AejCTBO — rMapruH
KaJe 3ano4yHaBme CO AHEBHA 403a Ha UHCYNWH Of,
0.1 eanHnua 3a nepuod oA 4 yaca Co NOCTENEHO
3ronemysake 0 16 eaMHMLM Ha OeH BO HapeaHu-
Te 14 peHa. WHdy3unckuoT ceT Belle MeHyBaH Ha
cekou Tpu geHa. He Gewe 3abenexaHa peakuuja
Ha MEeCTOTO Ha MHCYNUHCKKNOT ceT. o 3aBpLlyBare
Ha oBve OBe Hepenu naumeHToT Gelle npedpneH
Ha MHjekuun co MHCynuH rmapruH (Lantus Solostar
Pen) co nocteneHa TtuTpaumja go 36 eguHuum.
MukemmnckaTa KOHTpona ce nogobpu Bo HapeaHu-
Te 6 Meceuun co HamanyBakwe Ha A1c Ha 6.2% co
36 eauHMLM rnaprH U 2g MeTOpPMUH.

3akny4ok: [1pMBpeMEHOTO KOpUCTEHE Ha WH-
CYNMHCKa Mymna CO WHCYNWH CO [ONro AgjCTBO
— MMaprvH MoXe fAa ce KOPUCTWU KaKo NpPOTOKOM
3a geceHsmbunusaumja kaj nuua co aneprvja Ha
WHCYIWH.

Kny4Hu 360poBU: MHCYNMHCKa NymMna, rmapruH,
anepruvja, geceHanbunusauuja

INSULIN ALLERGY SUCCESSFULLY
MANAGED USING INSULIN PUMP AND
GLARGINE: CASE REPORT

M. Zivkovic, G. Petrovski, K. Adamova,

l. Bitovska

University Clinic of Endocrinology, Diabetes and
Metabolic Disorders-Skopje,Macedonia

Introduction: Insulin allergies are a rare con-
dition, and there is little evidence of a successful
desensitization in patients with insulin allergy on
long acting insulin. We present a 54-year old pa-
tient with type 2 diabetes, referred to our clinic for
insulin allergy, where desensitization using insulin
pump (Medtronic Minimed Veo) and glargine was
performed.

Case presentation: Previous therapy with oral
agents (2g metformin, 4g glymepiride) after 8 years
gave poor diabetes control (A1c level-9.8%). Next
step in treatment was the intiation of long acting
insulin, but patient developed pruritic plaques at in-
jection sites. Skin prick tests to all insulins (basal,
rapid, mixed, both human and analogues) were
positive. Insulin desensitization kits are not avail-
able in Macedonia.

Desensitization protocol with long acting insulin
glargine was started with daily dose of 0.1U, gradu-
ally elevated to 16 U per day in the next 14 days.



MOCTEP NPE3EHTALIMN POSTER PRESENTATIONS

Infusion sets were changed every 3 days. No skin
reaction at the infusion site was observed. After this
protocol was performed, patient continued with in-
sulin glargine injections (Lantus Solostar Pen) with
titration algorithm up to 36 units. A1c decreased to
6.2% with 36 units of glargine and 2g of metformin
after 6 months.

Conclusion: Temporary use of insulin pump
with long acting insulin can be used as desensitiza-
tion protocol within couple of weeks.

Keywords: insulin pump, glargine, allergy, de-
sensitization
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Technology is getting smaller and smarter.

Encouraging regular blood glucose monitoring can be a challenge. One way you can make it easier for your
patients is to recommend the Accu-Chek Performa Nano system. It combines outstanding design with leading-
edge technology and fits comfortably in your patient’s hand. Its quick 5 second test, discreet size, and custo-
mizable test reminders allow your patients to test when and where they need to.

» 500 value memory
» Downloads to Accu-Chek information-
management solutions

» Easy-to-read backlit display
0,6 ul blood sample for gentle testing
» Fast 5 second test

ACCU-CHEK

Performa Nano

Full size
mimol/L

Fluid lines

actual size

ACCU-CHEK®




. NovoRapid®e...

2 HUEEHTIAMY

3a cUTe XXMBOTHU CUTyaLMU p‘

| MNoTtkpeneHo co cunHm
- “UKNMHUYKM poKasn 3a.
LLUMPOK CNeKTap Ha
nauveHTu’ '

JlokaxaHa edmkacHOCT 1
6e36epHoceH npodun'

CKpaTeHO ynaTcTBo 3a NponuilyBsambe
NovoRapid® Insulin aspart

Mpep aa ro nponuiueTe nekoT, Be monume npoyunTajte ro 36MPHNOT N3BELLITA]
3a 0cO6UHUTE Ha nekoT. PapmauesTtcka ¢opma: NovoRapid® PenFill® 3 ml,
insulin aspart 100 U/ml, NovoRapid® Bujana 10 ml, insulin aspart 100 U/ml.

NHankaumm: TpeTmaH Ha Anjabetec MeNMTYC Kaj BO3PACHW, afonecLeHTn 1
Jela Ha BO3pacT of 2 roavHu u noeeke. Jlosampare U Ha4uMH Ha ynotpeba:
MNHOuBuAayanHoO npeky cyrnkyTaHO WHjekTuparbe. NovoRapid® nma nobps
NMOYeTOK W MOKPATKO BPEMe Ha [ejCTBO Of XyMaHWOT CONyOuneH MHCynuH
1 reHepanHo Tpeba Oa ce npvMeHyBa HernocpegHo npen ob6pok. JoKosKy
e notpe6Ho, NovoRapid® moxe fa ce NpMMeHU U HEMOCPeOHO Mo OOpPOK.
WcTo Taka MoXe fa ce KOPWUCTU BO COOMABETHW MyMMM 3a KOHTUHYMPaHO
CyNKYTaHO WHCYNMHCKO UWHjekTupare. NovoRapid® moxe pJa ce npumeHm
VIHTPABEHCKU Of, CTpaHa Ha MeaULMHCKO NnLe. He nocrojaT ctyauu Kaj geua
nomanu of 2 roamHu. NovoRapid® ce npvmeHyBa Kaj feLia Kora panuagHuoT
NMoYeTOK Ha AejcTBo 61 Moxken ga buhe on KOpPUCT BO cnopefba co XyMaHUOT
conybuneH nHcynvH. KoHTpanaukaumm: XmnepceH3nTMBHOCT Ha aKTUBHaTa
cyncTaHumMja UaM nomMowHuTe cynctaHumu. MNpepgynpepyBakba U MepKU Ha
npeTnasnueocT: auueHTUTe 4YMja FIMKeMUCKa KOHTPOJia € 3HaYuTesHO
nofobpeHa MoxaT Aa MoyyBCTBYBaaT MPOMeEHa Ha HUBHWUTE BOOOWYaeHW
npegynpenyBaykyM CMMMTOMW 3@  Xunornukemuja. AKO ce rojaBu
XUMNOrNMKeMUja, Torall Taa ce rnojaByBa BO MOKPATOK BPEMEHCKM nepuog rno
VNHjeKTUpareTo BO criopefba co XyMaHWOT conybuneH nHcynvH. Moxe fa ce
jaBM NpomMeHa BO npeaynpeayBayvkmuTe CMMATOMU Ha XUMOTIMKEMUja Kora ce
npedpna of pasfiMiHM TUMOBU Ha MHCYJIMHCKK NPOAyKTU. Bp3noT noyeTtok
Ha pgejctBo Tpeba fa ce 3eMe NpeaBuA Kaj NaumveHT! KoM MoXe fa nmaat
3afioLHeTa ancopnuuja Ha xpaHa. MNpedpnyBareTo Ha NaLMEHTOT of efeH
Ha Jpyr TMN MW Mapka UHCYNIMH Tpeba Aa ce nu3Befe nof CTpor fiekapckm
Hagzop. MauymeHTuTe WTo 3eMaat NovoRapid® moxe ga umaat notpeba of
3rosieMeH 6poj AHEBHU UHjeKTMparba UM NpoMeHa Ha fo3ata. Moxe ga ce
jaBaT cnopefHV peakumMn Ha NHjeKTMpake, BOOOMYaeHO MMaaT TPaH3UTOpHa
npupopa. PoTupare Ha MECTOTO Ha MHjeKTUpare MOXe [Ja MOMOrHe 3a
HamasyBakbe WU MpeBEHMpatbe Ha OBUE peakuun. PeTko peakuujaTa Ha

ro _MeHyBame
AvjabeTecoT

Hwue Bo HoBo Hoppauck ro meHyBame gujabetecot. Co
HaLUMOT NpuUcTan 3a NpoHaofare HOBM Tepanuu, co HalaTa
MOCBETeHOCT Aa paboTMe YCreLLIHO U eTUYKM 1 CO HallaTa

. @
novo nordisk rocrojaHa noTpara ro JIeKoT.

OBo3MOXYyBa hnekcnbunHo fo3mparse
3a VHCYNMHCKa MHTeH3UKKaLmja23

JoctaneH Bo noseke
nomarana 3a anavkaumja

MECTOTO Ha VHjeKTMparbe MOXe Aa AoBeAe A0 NpeknHyBake Ha NovoRapid®.
MpemMHOry WHCYNUH, NPeckoKHyBakbe OOPOK WM HemnnaHupaHa ¢ursnyka
aKTUBHOCT MOXe fAa foBefaTt fo xunornukemuja. Xrnoravkemujata mMmoxe
[a npeTcTaByBa PU3UK MpU BO3ere MW yrpaByBakbe CO MaluuHa. Mpemanky
WHCYIMH MOXe Ja [oBefe [0 Xuneprivkemuja u ketoaumposa. Cnyyau
Ha cpueBa cnaboct 6ea NpujaBeHM Kora NMUOrAnNTa3oH belle KOPUCTEH BO
KOMOWHaUWja CO MHCYNMH, 0coBeHO Kaj MauMeHTUTe co pu3uK aktopu
3a pa3Boj Ha KapamjanHa cpueBa cabocT. [LOKOMKY ce KOPWUCTU OBOj
ek BO KOMOMHauuMja coO MUOrAMTa3oH, naumeHTute Tpeba pa ce cnepat
3a 3HaUM M CUMMTOMW Ha cpLeBa cabocT, NMopacT Ha TeXuHaTa 1 efem.
MnornutaszoHoT Tpeba Aa ce NpekunHe [OKOMKY ce MojaBu BIOLUYBakbe Ha
KapaujanHute cumntomu. bpemeHoct n poere: NovoRapid® moxe pa ce
ynoTtpebyBa npu 6pemeHocT. Hema orpaHuyyBarba 3a ynotpeba npu foetbe.
HecakaHu pejctBa: Xvnornukemuja; egemMm 1 pedpakTopHU aHOManuu npu
BOBEe[lyBatbe€ Ha WHCYNMHCKaTa Tepanuvja; JIoKanHa XWMepceH3UTUBHOCT;
reHepanun3npaHn XUNepceH3UTUBHU peakLmn ce peTku, HO MOTeHLMjanHo
>KMBOTO3arpo3yBayky;  nunoguctpocdumja. bp3oto nopobpyBare  Ha
ravMkemMmuckata KOHTpona Moxe fAa Oupae noBp3aHa co akyTHa O6ofiHa
HeBponaTuja (BoobuyaeHo peBep3nbUIHa) 1 BIOLLYBake Ha anjabeTnyHata
peTvHonaTtuja. JlekoT MoxXe [a ce u3fgaBa caMO CO NeKapcku peLienT.
Bpoj u pgatym Ha pelueHujata 3a npomeTt: 6p. 15-8761/08 of 10.07.2008 u
6p. 15-4178/08 op 30.06.2009. Mpoussopguten: Novo Nordisk A/S, DK-2880
Bagsvaerd, Denmark Novo Nordisk Production SAS 45, Avenue d'Orleans
F-28002 Chartres, France. NovoRapid® e Tproecka mMapka BO COMCTBEHOCT Ha
HoBo Hopawnck A/C, OlaHcka.

PecbepeHum: 1. NovoRapid® [Summary of Product Characteristics]. Bagsveerd,
Denmark: Novo Nordisk A/S; 2011. 2. Holman RR et al; 4-T Study Group. Three-
year efficacy of complex insulin regimens in type 2 diabetes. N Engl J Med.
2009;361(18):1736-1747. 3. Meneghini L et al. Comparison of 2 intensification
regimens with rapid-acting insulin aspart in type 2 diabetes mellitus inadequately
controlled by once-daily insulin detemir and oral antidiabetes drugs: the STEP-Wise
randomized study. Endocr Pract. 2011;17(5):727-736.
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Hoso Hoppauck ®apma JOOEN
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Kaj Avjabetecot

Co Levemir®

NHnuyupajte
MOMEHTYM Ha

KOHTpoOna

iiw

Lu JIHEBHO"
Ir'I KatHOd
J

CKpaTeHo ynaTcTBO 3a MPONULLYBakbe:

Mpen fa ro mponuiieTe NeKOT, Beé MOJMME MpoYWTajTe ro
36VPHMOT M3BELLTaj CO OCOBVHITE Ha NEKOT.

®apmauestcka dopma: Insulin detemir 100 U/ ml, FlexPen®.
Levemir® e coBpeMeH WHCYIMH (MHCYNVMHCKY aHanor) co AoNro
LiejctBo (Bo 24 yaca). CoBpeMeHNTE MHCYNHU ce Mof[obpeHa
reHepauMja Ha XymaHuTe MHcynuHW. UHaMKaumum: TpeTmaH
Ha Aujabetec MenuTyC 3a BO3PacHW, afoNEeCLeHT U fAeua
of 2 ToAMHM 1 rnoBeKe. Jlosupare M HauvH Ha ynotpe6a:
[Llo3npareto Ha Levemir® e nHaveuayanHo. Levemir® moxe
[la Cé KOPWUCTU Kako camocToeH GasaneH WHCYSMH Wan BO
KoMbuHaLmja co 6onyc uHcynuH. Moxe ucto Taka pa ce
KOPUCTV BO KOMOMHaLWja cO OpanHu aHTUajabeTum nm
KaKo [OMONIHWTENHA Tepanuja Ha TPETMaHOT JMparnyTug.
Kora Levemir® ce kopuctvt Bo kombuHauwja co OAL nnm kako
[IONOMNHUTENHa Tepanuja Ha nuparnytug, Levemir® Tpeba ga
ce afMMHUCTPUpa efHall fHeBHO. Kora Levemir® ce kopuctu
Kako 6azaneH 6onyc MHcynuHckm oncer, Levemir® Tpeba pa ce
afMUHUCTPUPa efHall UK ABa NaTu AHEBHO BO 3aBUCHOCT Of
noTpebuTe Ha NaLMEHTOT, MO Nperopaka Ha fiekap. BeyepHata
fosa moxe fa 6uae AapjeHa npu Beyepata MM npeq
cnverse. Levemir® ce uHjeKTMpa cynkyTaHO BO HaTKONEHWULa,
abflOMMHaNHMOT ~ sMA,  MAM  BO  AenToupHata  peruja.
KoHTpanHauKaumu: Xvnornmkemuja, XvnepceHsuTyBHOCT Ha
aKTWBHaTa MW Ha NOMOLLHUTe cyncTaHunm. MpepynpepyBsarba
M MepKu Ha NpeTnasnuBocT: MaLmeHTUTe Yunja rmmKemmcka
KOHTpONa e 3HauNTeNIHO NofobpeHa Moxe Aa NouvyBCTByBaaT
NpoOMeHa Ha HUBHWTE BOODOWMYaeHW npeaynpedyBayku
wmMnTOMM  Ha  xunornukemuja.  Mpecpnysarbeto  Ha
NaLWeHToOT o efleH Ha ApYr TUM WAWN Mapka WHCYMH Tpeba
[la ce u3Befe Mof CTPOr NleKapckn Haasop. [laumeHtuTte
KoM 3emaat Levemir® Moxe fa Mmaat notpeba of npomeHa
Ha fo3aTa of OHaa ynotpeGyBaHa CO HWBHWOT MpeTXofeH
MHCyNMH. AKo e noTpebHo npucrnocobyBatbe, Toa MOXe Aa ce
C/ly4M CO MpBaTa fjo3a WK Mak BO TEKOT Ha NPBUTE HEKONKY

ro MeHysame
Q anjabeTecot

Hue Bo HoBo Hoppawck ro meHyBame avjabeTtecor.
Co HaLUWOT NpucTan 3a NpoHaofake HOBU Tepanuu,
€O HalllaTa NoCBETEHOCT Ja paboTnmMe ycreLHo n
E€TUYKM U CO HalliaTa NocTojaHa noTpara rno NeKoT.

. ®
novo nordisk

Nopact Hax,
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Hepenu unm Mecely. MPeMHOrY MHCYNWH, MPeckOKHYBatbe
00poK WM 3ronemeHa (U3MYKa aKTMBHOCT MOXe fa
fioBefat o XUMornvkemuja. XWnornvkemujata Moxe pAa
NpeTCTaByBa PU3VK MPUW BO3EHE UM YNIPaBYBatbe CO MaLLVHW.
HecoopBETHO [jO3Mpatbe MW MPEKWUH Ha TPETMAHOT, 0cobeHO
npu gujabetec TN 1 MoXe Aa AOBEAAT BO Xvneprivkemmja
1 pvjabetmyHa ketoaumposa. Crydan Ha cpueBa cnaboct
6ea nMpujaBeHW Kora NUOIIUTa3oH 6elle KOPWCTEH BO
KOMOVHaLMja cO MHCYINH, 0cOBEHO Kaj MaLMEHTUTe CO PU3NK
¢bakTopy 3a Pa3Boj Ha KapAmjanHa cpLesa cnaboct. [Jokonky
ce KOPWUCTU OBOj Nlek BO KOMOWHaLMja €O MMOMMTa30H,
nauveHTTe Tpeba Aa ce CledaT 3a 3HaLUM U CUMMTOMM Ha
cpueBa c1abocT, MopacT Ha TexuHaTa 1 efem. MornuTasoHoT
Tpeba fa ce MpekuHe AOKONKY Ce MOjaBK BAOLLYBarbe Ha
KappauvjanHute cumntomun. bpemeHoct: TpetmaH co JleBemup®
Moxe fa 6uae 3emeH npepsui BO TekK Ha GpemeHocTa, HO
cekoja MoTeHUMjanHa KopucT Mopa fAa bupge opmepeHa
HacrpoT PU3KK Of HecakaHa nodieAula Bo GpemeHoCTa.
leHepanHo, ce npenopavyBa WHTEH3VBMpaHa rNMKeMMCKa
KOHTpONa U Ciefiete Ha GpemeHuTe eHn co aujabetec BO
TeKOT Ha GpemMeHOCTa U MpuU NNaHUpareTo Ha bpemeHocTa.
MoTpebute of MHCYNMH OBWMYHO ce HamanyBaaT BO MPBUOT
TpUMecTap, a NoToa e 3rofleMyBaaT Nou1eJOBaTe/IHO BO TeKOT
Ha BTOPWOT W TpeTMOT TpuMectap. Mocne nopopysarbeTo,
noTpebuTe of MHCYIMH BOOOMYaeHO ce BpaKaaT Ha HUBOTO
npen Gpemerocta. [loete: He e nos3Hato fannm  WHCYAWH
[leTeMMp ce M3navyBa BO XyMaHOTO Mneko wunn He. Hema
oueKyBaHM MeTaboNHW  edeKT Off BHECEHMOT WHCYAMH
[leTeMnp BP3 [JOEHYETO/HOBOPOJEHHETO KOe ce oM CO ornep,
Ha TOa LUTO MHCYNIMH ieTeMMP KaKo NenTup ce pasnoxysa Ha
aMUHOKWCENIMHN BO XYMaHWOT racTPOWHTECTVHANEH TPaKT.
Hecakann pejctBa: Xunornukemuja, efem u pedpaktopHu
aHOManuMM MNpu BOBefyBakbe Ha WHCYIMHCKA Tepanuja;
TIOKasHU XMMNEPCEH3NUTUBHY peakumm (LpBEHUIO, OTeKyBatbe
1 japex Ha MecToTO Ha UHjeKTMpare) MoXe fla ce rnojaBar

Hoso Hopawnck ®apma JOOEN

www.novonordisk.com
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\/E,U,Hau.l [HEBHO

33 BpeMe Ha WHCYyJMHCKUOT TpeTMaH. OBue peakuun ce
MWUHAVBY 1 0BUYHO MUCHE3HYBAAT MPU KOHTUHYMPaH TPETMaH;
reHepanv3vpaHy XUNepCceH3UTUBHU PeakLun Ce PeTKU, HO
NOTEHLMjaIHO XKMBOTO3arpo3yBayKu; IMNOAUCTpotyja. Slekot
MOXKe [ja ce U3[aBa camo CO Jiekapcku pewenT. bpoj u gatym Ha
peLueHneTo 3a nyLiTarwe Bo npomert: 15-3624/09 og 22.10.2009.
Mpoussoputen: Novo Nordisk A/S, DK-2880 Bagsvaerd,
Denmark Novo Nordisk Production SAS Chartres, France.

PecpepeHuu: 1. Blonde L. Merilainen M, Karwe V, et al. Patient-
directed titration for achieving glycaemic goals using a once-daily
basal insulin analogue: an assessment of two different fasting plasma
glucose targets - the TITRATE study. Diabetes, Obesity and Metabolism
2009;11:623-631 2. Philis-Tsimikas A, Zhang Q, Walker C, et al.
Comparison of once-daily insulin detemir with NPH insulin added to a
regimen of oral antidiabetic drugs in poorly controlled type 2 diabetes.
Clin Ther 2006;28:1569-1581 3. Swinnen SG, Simon AC, Holleman F,
et al Insulin detemir versus insulin glargine for type 2 diabetes mellitus.
Cochrane Database Syst Rev 2011 Jul 6;(7):CD006383 4. Horvath K,
Jeitler K, Berghold A, Ebrahim SH, et al. Long-acting insulin analogues
versus NPH insulin (human isophane insulin) for type 2 diabetes
mellitus (Review). Cochrane Database Syst Rev 2007;(2):CD005613
5. Rosenstock J, Davies M, Home PD, et al. A randomised, 52-week,
treat-to-target trial comparing insulin detemir with insulin glargine
when administered as add-on to glucose-lowering drugs in insulin-
naive people with type 2 diabetes. Diabetologia 2008;51:408-416
6. Inzucchi SE, Bergenstal RM, Buse JB, et al. Management of
hyperglycemia in type 2 diabetes: a patient-centered approach:
position statement of the American Diabetes Association (ADA) and
the European Association for the Study of Diabetes (EASD). Diabetes
Care 2012;35(6):1364-79
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Levemir® e TproBcka Mapka BO concTBeHOCT Ha HoBo Hoppuck
A/C, DaHcka.
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