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ETHICAL AND LEGAL ISSUES IN TELEMEDICINE APPLICATIONS: A COMPREHENSIVE

REVIEW

ETUYKM W TIPABHU IIPAIIAKLA BO TEJIEMEJIUIMHCKUTE AIIVIMKAIIUU:

CEONIPATEH IIPETJVIE[

Nafiye Ebru Terzi

Family medicine specialist, Kucukcekmece ASM, Istanbul, Turkey

Abstract

Introduction. Telemedicine has rapidly evolved into a
core component of modern healthcare delivery, expan-
ding access and continuity of care, particularly during
the COVID-19 pandemic. However, its accelerated adop-
tion has raised ethical and legal concerns regarding pa-
tient autonomy, data security, consent, and professional
responsibility.

Aim. This review examines the ethical and legal dimen-
sions of telemedicine, emphasizing autonomy, benefi-
cence, non-maleficence, justice, confidentiality, and
liability. It focuses on current frameworks in Turkey
and the European Union, including the Regulation on
the Provision of Remote Health Services (2022) and
the Law on the Protection of Personal Data (KVKK
No. 6698).

Methods. A narrative review was conducted using
PubMed, Scopus, and legal databases, along with WHO,
WMA, and national policy documents. Ethical and le-
gal themes were analyzed in relation to real-world te-
lemedicine practice.

Results. Telemedicine adheres to the same ethical stan-
dards as conventional care but requires new safeguards
for virtual contexts. Core challenges include ensuring
valid informed consent, protecting confidentiality in
digital systems, clarifying professional boundaries, and
addressing disparities in access. Legally, telemedicine
faces gaps in defining cross-border jurisdiction, liabi-
lity sharing, and evidentiary standards for digital records.
Conclusion. Telemedicine can transform healthcare
accessibility and efficiency if accompanied by strong
ethical oversight and legal harmonization. Clear insti-
tutional protocols, secure data management, and pa-
tient-centered design are essential to uphold trust and
professional integrity in digital medicine.

Keywords: telemedicine, ethics, law, data protection,
informed consent, malpractice, privacy, Turkey
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BoBen. Tenememuruaara Op30 ce pa3BU BO KIydHa
KOMITOHEHTa Ha COBPEMECHOTO 3J[PaBCTBO, OBO3MOXKY-
BajKU TIOTOJIEM TPUCTAll ¥ KOHTHHYUTET Ha TPIDKATA,
ocobeHO 3a Bpeme Ha maHiemujata co COVID-19.
Cermak, Hej3uHATa 3a0p3aHa MpHMEHa OTBOPH OpOjHH
STHYKH U TPaBHHU Tpalllaiba MOBP3aHU CO aBTOHOMU-
jaTta Ha MalMeHToT, Oe30eMHoCTa Ha IMOJaToIuTe, HHQOp-
MHpaHaTa COTJIACHOCT U PO EeCHOHATIHATA OITOBOPHOCT.
HeJs. OBoj mperien I'M aHaau3upa €TUUYKUTE U MIPaB-
HUTE MUMCH3WU Ha TElIEMEIUIIMHATA, CO aKICHT Ha
MIPUHIIAITUTE Ha aBTOHOMM]a, JOOPOTBOPHOCT, HEHaHe-
CyBam€ ITETA, IPABUYIHOCT, JOBEPJIUBOCT U OATOBOP-
HOCT. DOKYCOT € CTaBeH Ha aKTYCIHUTE PEryIaTOpHU
pamku Bo Typumja u EBporickara YHuja, BKIydyBajKu
ro Ilpasunnuxkom 3a obe3bedysarve Ha 30pABCEEHU
yeayeu Ha oaneyuna (2022) u 3axonom 3a 3auimuma
Ha auunume nooamoyu (KVKK op. 6698).

Mertonu. CrpoBeneH € HapaTHBEH Mperien KOpHC-
Tejku ru 6asute PubMed, Scopus u mpaBHM H3BODH,
kako u gqokymentd Ha C30, CMA u HanmoHaIIHU TIO-
muTuKY. ETHYkwTe M IpaBHATE TEMH CE€ aHAJIH3HPaHU
BO KOHTEKCT Ha MpaKTHYHATa MPHUMEHA Ha TEJICMEIu-
IIMHAaTa.

Pesyararu. TenmemenuuuHaTta ce 3aCHOBa Ha UCTHUTE
STHYKH CTaHIApM KaKO W TPaJUI[HOHAIHATA 31PABCT-
BCHA TIprka, HO Oapa HOBM MEXaHHW3MH 3a HHUBHA
MpUMEHA BO BHPTYeJHA cpenuHa. KiydHuTe mpenns-
BUIIM BKJIydyBaaT 00e30eqyBame BaluAHA WHPOPMHU-
paHa COrIacHOCT, 3allITUTa Ha JOBEPIMBOCTA BO TUTH-
TAITHUTE CHCTEMH, jaCHO Je(DHHUPALC Ha TIPOQECHOHAT-
HHUTE TPaHHUIU U HAMHUHYBamh¢ Ha HECTHAKBHOT IIPHC-
Tamn o TexHosoruja. [IpaBHoO, TenemeauIHATA CE CO-
O4YyBa CO MPa3HUHHU BO JIe(PUHUPAHETO HA MpPEKyrpa-
HUYHATA HaUIE)KHOCT, pacipeaenadaTa Ha OIrOBOPHOC-
Ta ¥ JI0Ka3HATa BPEIHOCT Ha CJICKTPOHCKHUTE 3aMUCH.
3akaydok. TeneMeaunuHaTa MOXKE CYIITHHCKH Jia ja
TpaHcdopMupa IocTamHOCcTa M e(hHUKACHOCTa Ha 3IpaB-
CTBEHATA 3aIITUTA, JOKOJIKY OWje IpuapyKeHa cOo CHU-
JICH €TUYKH HaI30p M ycoriiaceHa IpaBHA pamka. Jac-
HUTE WHCTUTYLIMOHAIHU MPOTOKONH, 0e30€qHOTO YII-
paByBame CO MONATOIM M AW33jHOT OPUCHTHUPAH KOH
NAEHTOT C€ HEONXOJHH 3a 3adyByBame Ha JOBEp-
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0ara U IPOPECHOHATHIOT HHTETPUTET BO TUTHUTAIIHA-
Ta MEAMIUHA.

Kiyunu 3060poBu: TenemeauiHa, €TUKa, Mpaso,
3allITHTa Ha MOJATOLHU, MHQOpPMHUpPaHa COTJIAaCHOCT,
MaJIIPaKTHC, IPUBATHOCT, TypIruja

Introduction

Telemedicine, the remote delivery of healthcare using
information and communication technologies, has trans-
formed the traditional physician-patient interaction. It
bridges geographical barriers, reduces waiting times,
and allows for remote diagnosis, monitoring, and con-
sultation. However, the rapid digitalization of health-
care introduces ethical and legal dilemmas concerning
professional responsibility, patient autonomy, and data
security. International organizations such as the World
Medical Association (WMA) and the World Health
Organization (WHO) emphasize that telemedicine must
follow the same ethical principles as traditional medi-
cine [1,2].

In Turkey, the Regulation on the Provision of Remote
Health Services (published in the Official Gazette on
10 February 2022, No. 31746) formally established the
legal framework for telemedicine. Nonetheless, ques-
tions remain regarding informed consent, malpractice
liability, and compliance with the Personal Data
Protection Law (KVKK No. 6698) [3].

Ethical Dimensions of Telemedicine
Physician-Patient Relationship

The physician-patient relationship is the ethical cor-
nerstone of medical practice. In telemedicine, physical
distance can weaken empathy and clinical judgment.
The WMA states that teleconsultations must be clini-
cally appropriate and should not replace in-person
visits when a physical examination is required [1,4].
Physicians must ensure continuity of care, transparen-
cy about limitations, and readiness to refer patients for
face-to-face evaluation when necessary.

Informed Consent

Informed consent in telemedicine must include details
about the nature of the remote service, possible risks
(technical failures, data breaches, miscommunication),
and data-handling procedures. Consent should be ex-
plicit, voluntary, and documented prior to the session.
Ethical practice requires that patients understand the
constraints of virtual interaction and have the right to
refuse telemedicine without compromising access to
in-person care [5,6].

Privacy and Data Confidentiality

Health data are classified as special categories of per-
sonal data under both the EU General Data Protection
Regulation (GDPR) and Turkey’s KVKK. Physicians
and healthcare institutions are responsible for ensuring
confidentiality through encryption, secure transmission,
restricted access, and data minimization principles [7].
Any data processor (e.g., software provider) must sign
a data-processing agreement defining roles, responsi-
bilities, and retention periods [8].

Digital Divide and Equity

Although telemedicine increases access to healthcare
for remote or disabled populations, it may exacerbate
inequities for individuals lacking digital literacy or
reliable internet access. Ethical justice requires the
design of inclusive systems that provide alternative
channels, such as telephone consultations, for under-
served populations [9].

Professional Boundaries and Documentation

Telemedicine introduces new communication modes
(chat, email, mobile apps), challenging traditional pro-
fessional boundaries. Physicians should establish clear
communication policies and maintain comprehensive,
time-stamped records of all interactions, as incomplete
documentation can increase malpractice risk [10].

Artificial Intelligence and Decision Support

Al-based triage or diagnostic systems are increasingly
integrated into telehealth platforms. However, algo-
rithmic decision-making must remain assistive, not
determinative. Physicians retain ultimate responsibility
for clinical decisions. Bias, explainability, and accoun-
tability of Al systems are major ethical concerns [11].

Legal Framework
National Regulations

The Turkish Regulation on the Provision of Remote
Health Services (2022) defines who may provide tele-
medicine, under which technological infrastructure,
and how patient identification, prescription, referral,
and emergency management must be handled [3]. The
regulation requires institutions to record all telecon-
sultations and to comply with relevant data-protection
laws.

Data Protection and Cybersecurity

According to KVKK and the Regulation on the
Processing and Protection of Personal Health Data,
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healthcare providers must:

e  Process only necessary data for specific, lawful pur-
poses,

e  Obtain explicit consent, unless an exception applies,

e Implement technical and administrative security
measures,

o Define retention and destruction policies,

e Conduct regular compliance audits [7,8].

Violations of data-protection rules can result in admi-

nistrative fines and criminal liability.

Cross-Border Services

Telemedicine across borders raises issues of medical
licensure, jurisdiction, and data transfer. Under inter-
national law, practitioners are typically bound by the
regulations of the country where the patient is located.

Table 1. Common Ethical-Legal Scenarios in Practice

Hence, institutions must verify cross-border complian-
ce and ensure that personal data transferred abroad meet
adequate protection standards [12].

Malpractice and Professional Liability

Legal liability in telemedicine follows the same prin-
ciples as conventional care. Physicians may be held
responsible for negligence, misdiagnosis, or delayed
treatment resulting from technical or procedural errors.
Courts evaluate whether the standard of care was
maintained, considering the available technology and
established protocols [13,14]. Proper documentation
and adherence to clinical guidelines are key defenses
against malpractice claims.

Common Ethical-Legal Scenarios in Practice

Scenario

Potential Risk

Recommended Mitigation

Patient identity not verified
Consultation in non-private setting
Low video/audio quality

Cloud storage without agreement
Incomplete documentation

Misdiagnosis

Legal indefensibility

Wrong-person consultation
Breach of confidentiality

Unauthorized data access

Two-factor ID verification [3]

Confirm environment privacy before session [6]
Define threshold for in-person referral [4]
Data-processing contract and encryption [8]
Timestamped electronic records [10]

Compliance and Risk Management Recommendations

e Ethical Oversight: Implement institutional ethics
committees for telehealth policies.

e Legal Compliance: Align procedures with the
2022 Telemedicine Regulation, KVKK, and GDPR.

e Consent Protocols: Use standardized informed
consent forms with clear explanations of risks and
data handling.

e Technical Safeguards: Adopt end-to-end encryp-
tion, secure servers, and routine security audits.

e Education: Train healthcare professionals in digital
ethics, privacy law, and telecommunication etiquette.

e Audit and Quality Control: Establish periodic
reviews of consultation records, Al tools, and com-
pliance documentation.

e Accessibility: Provide alternative methods for di-
gitally disadvantaged populations.

Discussion

The ethical and legal implications of telemedicine rep-
resent a rapidly evolving area at the intersection of
healthcare, technology, and law. As telemedicine be-
comes increasingly integrated into mainstream health
systems, it is vital to ensure that innovation does not
outpace ethical reasoning or legal safeguards. The
ethical foundation of telemedicine remains grounded
in the four classical principles of biomedical ethics:
beneficence, non-maleficence, autonomy, and jus-
tice. Yet, their interpretation and application in virtual

environments introduce new complexities that demand
nuanced understanding and continuous evaluation.
Beneficence and Non-maleficence in telemedicine are
challenged by the absence of direct physical examina-
tion and potential limitations of virtual assessments.
While telemedicine enhances access and efficiency, it
may also increase the risk of misdiagnosis due to poor
video quality, incomplete data, or technological mal-
function. Ethical beneficence therefore requires that
telemedicine be used only when it truly benefits the
patient and does not compromise diagnostic accuracy
or safety. Physicians must remain vigilant in eva-
luating when a case is appropriate for remote mana-
gement and when in-person evaluation is indispensable.
Autonomy in telemedicine must be reinforced through
transparent communication and valid informed con-
sent. Patients need to understand the scope, limita-
tions, and potential risks of remote consultation, inclu-
ding privacy concerns, technical constraints, and data
usage. The ethical obligation to respect patient auto-
nomy extends to ensuring their right to withdraw con-
sent, request face-to-face care, and control how their
personal data are processed. However, the digital
divide-differences in technological literacy, access to
internet, or socioeconomic barriers-can limit true auto-
nomy by constraining choice. Addressing these ine-
quities is essential to uphold ethical fairness.

Justice, the principle of fairness and equal access, is
particularly significant in telemedicine. While digital
health technologies can democratize healthcare by
reaching rural, disabled, or underserved populations,
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they can also deepen disparities if not accompanied by
infrastructural and educational support. Governments
and institutions should develop inclusive telehealth po-
licies that promote accessibility, subsidize necessary
equipment, and provide multilingual or disability-adapted
interfaces. Ethical justice in telemedicine requires pro-
active efforts to prevent exclusion of vulnerable groups.
From a legal perspective, telemedicine introduces both
opportunities and uncertainties. National frameworks
such as Turkey’s Regulation on the Provision of Remote
Health Services (2022) and the Law on the Protection
of Personal Data (KVKK No. 6698) provide essential
foundations for licensure, service authorization, and
data protection. Yet, these laws must continue to evolve
to reflect the realities of cross-border consultations,
Al-assisted diagnostics, and the integration of third-
party software providers. Key unresolved questions
include the definition of jurisdiction when physician
and patient are in different countries, the legal validity
and evidentiary weight of electronic health records,
and the allocation of liability among healthcare pro-
viders, institutions, and technology vendors when tec-
hnical failures occur.

Furthermore, malpractice liability in telemedicine
remains an underexplored area. Courts must determine
whether the standard of care should mirror traditional
in-person medicine or be adjusted for telehealth’s in-
herent constraints. The absence of clear jurisprudence
creates uncertainty for practitioners, potentially disco-
uraging telemedicine adoption. A harmonized interna-
tional legal framework, potentially guided by the WHO
and EU recommendations, could mitigate such ambi-
guities and facilitate safe cross-border practice.

Data protection and cybersecurity are also central to
maintaining public trust. Health data represent one of
the most sensitive forms of personal information, and
breaches can have profound ethical, legal, and reputa-
tional consequences. Compliance with KVKK, GDPR,
and institutional cybersecurity standards must not be
treated as mere formalities but as ongoing ethical co-
mmitments. Healthcare organizations should implement
strong encryption, secure authentication, and transpa-
rent data governance structures, along with regular
staff training and audits.

Another important dimension involves the integration
of artificial intelligence (Al) into telemedicine plat-
forms. Al can enhance diagnostic precision and resource
allocation, yet it raises ethical concerns about algorith-
mic bias, explainability, and accountability. Ensuring that
Al functions as a decision-support rather than a deci-
sion-making tool preserves the physician’s moral and
legal responsibility while safeguarding patient welfare.
Ultimately, the long-term sustainability of telemedici-
ne depends on education, interdisciplinary collabo-
ration, and adaptive policy-making. Physicians must
receive continuous training in digital ethics, data pro-
tection, and communication in virtual settings. Legal

experts, engineers, and ethicists should collaborate to
design systems that are not only compliant but also
ethically transparent and user-centered. Policymakers
should anticipate technological evolution by creating
flexible regulations that can adapt without compromi-
sing core ethical standards.

In conclusion, telemedicine offers a transformative
pathway for global healthcare accessibility and effi-
ciency. Yet, without a robust ethical and legal founda-
tion, its benefits risk being undermined by mistrust,
inequality, and misuse. The future of telemedicine must
therefore rest on integrity, transparency, accounta-
bility, and respect for human dignity, principles that
transcend technology and remain central to the art of
medicine itself.

Conclusion

Telemedicine has progressed from an experimental
adjunct to a fundamental pillar of contemporary health-
care. Its capacity to bridge geographical barriers, opti-
mize resource utilization, and empower patients to
actively participate in their care represents a profound
transformation of the medical landscape. Yet this
transformation also imposes new responsibilities on
healthcare professionals, institutions, and regulators.
As medicine increasingly intersects with technology,
ethical reflection and legal preparedness must evolve
in parallel to innovation.

The future success of telemedicine depends on main-
taining the delicate balance between innovation and
integrity. Ethical vigilance is essential to ensure that
convenience and efficiency do not overshadow patient
welfare or professional accountability. Physicians must
remain committed to the classical principles of benefi-
cence, non-maleficence, autonomy, and justice, trans-
lating them into digital practice through transparent
communication, responsible data use, and continuous
patient engagement. Informed consent should not be
reduced to a formality but serve as an interactive pro-
cess that reinforces patient understanding and autono-
my in the virtual setting.

From a legal perspective, the establishment of compre-
hensive and harmonized regulatory frameworks, both
nationally and internationally, is critical. Telemedicine
operates across borders, making cooperation among
jurisdictions inevitable. Laws must clearly define pro-
vider licensure, cross-border liability, and standards
for electronic documentation and cybersecurity. Health
authorities should develop certification mechanisms
for telehealth platforms to guarantee technical reliabi-
lity, data protection, and ethical compliance.
Institutional support also plays a decisive role. Hospi-
tals and health ministries should invest in secure di-
gital infrastructures, training programs on telemedical
ethics and privacy, and interdisciplinary committees
capable of auditing and improving telehealth services.
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Continuous professional development, coupled with
public awareness campaigns, can strengthen trust bet-
ween patients and providers. Moreover, equitable access
must remain a policy priority; telemedicine should na-
rrow, not widen, existing disparities in healthcare access.
Ultimately, telemedicine is not merely a technological
innovation but a redefinition of the physician—patient
relationship. Its success will be measured not only by
speed and efficiency but by its ability to preserve com-
passion, confidentiality, and professional integrity in
an increasingly digital world. The long-term vision
should be to integrate telemedicine seamlessly into
healthcare systems as an ethically governed, legally
secure, and patient-centered modality of care. Through
transparent governance, continuous education, and ad-
herence to shared human values, telemedicine can
fulfill its promise as a safe, equitable, and transforma-
tive force in global health.

Conflict of interests: None declared.
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EVALUATION OF HEALTH-RELATED QUALITY OF LIFE USING ST GEORGE’S
RESPIRATORY QUESTIONNAIRE BEFORE AND AFTER PULMONARY REHABILITATION
IN PATIENTS WITH CHRONIC OBSTRUCTIVE PULMONARY DISEASE: A PROSPECTIVE
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University in Skopje, Skopje, Republic of North Macedonia

Abstract

Introduction. Chronic obstructive pulmonary disease
(COPD) significantly impairs health-related quality of
life (HRQoL). Pulmonary rehabilitation (PR) is a cor-
nerstone intervention shown to improve clinical and
functional outcomes.

Aim. To evaluate changes in HRQoL using the St
George’s Respiratory Questionnaire (SGRQ) before
and after a standardized 4-week PR program in COPD
patients.

Methods. A prospective observational study was con-
ducted involving 32 patients with moderate to severe
COPD (GOLD stage 11-1V). Participants underwent a
four-week PR program and completed the SGRQ at
baseline and post-intervention. Statistical analysis
assessed pre/post changes.

Results. The mean total SGRQ score improved signi-
ficantly from 56.3+10.2 to 44.1+8.7 (A=-12.246.4; p<
0.001). Domain-specific improvements were also signifi-
cant: Symptoms (A=-11.5+5.3), Activity (A=-13.7+6.8),
and Impacts (A=-11.0£6.1).

Conclusion. PR significantly improves HRQoL in COPD
patients. The SGRQ proved sensitive in capturing the-
se changes, affirming its utility in clinical evaluation.

Keywords: COPD, pulmonary rehabilitation, SGRQ,
quality of life, HRQoL, rehabilitation outcomes

Ancrpakr

BoBen. XpornuHarta OoNncTpyKTHBHA OenoapooHa 60-
nect (XOBB) 3HaunTEeNHO TO HapyIIyBa KBaJUTETOT
Ha J)XMBOT MoBp3aH co 3apasjero (HRQoL). [Tymmo-
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HaiHaTta pexabwiuranyja (PR) e kaMmeH-TeMeTHUK WH-
TEpBEHIIM]ja 3a Koja € JIOKa)XaHO Jieka TH MoJo0pyBa
KJIMHUYKHATE U PYHKIIMOHATHUATE UCXOIH.

Hea. [a ce nporenat npomenute B0 HRQoL kopwc-
TEjKA TO TPAIIATHHKOT 332 PECHUPATOPHH MPOOIEMH
Ha CB. fopfn [17 (SGRQ) mpen u mo craHgapAU3H-
paHa 4-nenenHa mporpama 3a PR kaj mamueHTH co
XOBbb.

Metomm. beme crnpoBefeHa NpOCHIEKTUBHA OICEpBa-
IIIICKa CTyAHja BO KOja ydecTByBaa 32 MaIlMEHTH CO
ymeperna 1o temka XOBB (GOLD cramuym II-1V).
VYuecHuruTe 6ea NOI0KEHH Ha YSTUPHHEIEITHA TIPOT-
pama 3a PR u ro 3aBpmmja SGRQ Ha mo4eTokoT u 1o
uHTepBeHjaTta. CTaTHCTUYKATa aHAIHN3a T'H IPOICHU
MIPOMEHUTE Tpe/TIocIe.

Pesyaratu. Ilpoceunnor BkymeH pesyiraT Ha SGRQ
3HAYUTENTHO ce momoopu ox 56,3+10,2 Ha 44,148,7
(A=-12,2+6,4; p<0,001). [TomoOpyBamaTa creruduy-
HU 32 JIOMEHOT Oea MCTO Taka 3HaudajHu: CUMITOMH
(A=-11,5+5,3), AktuBHOCT (A=-13,7+6,8) 1 Bnujanuja
(A=-11,046,1).

3akuy4ok. PR 3HaunTenHo ro momodpysa HRQoL kaj
nanueHtu co XOBb. SGRQ ce nokaxa yyBcTBUTENEH
BO EBHJICHTHPAKETO HA OBHE NMPOMEHH, TOTBPIYBAjKU
ja HeroeaTa KOPHCHOCT BO KJIMHUYKATa eBaslyalluja.

Koryunu 360poBu: XOBB, 6enoapotHa pexaOunnTanyja,
SGRQ, kBanureT Ha uBOT, HRQOL, pe3ynratu ox
pexadunuTanmja

Introduction

Chronic obstructive pulmonary disease (COPD) is a
progressive respiratory disorder characterized by per-
sistent airflow limitation, chronic respiratory symptoms,
and structural lung changes, leading to substantial mor-
bidity, mortality, and impaired health-related quality of
life among affected individuals [1-4]
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Management strategies increasingly emphasize inter-
ventions that improve patient-centered outcomes, par-
ticularly health-related quality of life, recognizing that
symptom burden, functional limitation, and psychoso-
cial impacts represent core dimensions of disease se-
verity in COPD. [5]

Pulmonary rehabilitation (PR) has emerged as a highly
effective non-pharmacological therapy. It combines
structured exercise training, patient education, and
psychological support to alleviate symptoms, reduce
functional disability, and enhance daily functioning in
individuals with COPD. [6-10]

The St George’s Respiratory Questionnaire (SGRQ) is
a validated and widely used instrument for assessing
health-related quality of life in patients with chronic
respiratory diseases, providing standardized measure-
ments across Symptoms, Activity, and Impacts do-
mains [11-14].

Comprising three domains-Symptoms, Activity, and
Impacts-the SGRQ quantifies patient-reported burden
across clinical, physical, and psychosocial dimensions.
Numerous studies have confirmed its sensitivity to
change and robust responsiveness to interventions such
as pulmonary rehabilitation, establishing it as a benc-
hmark instrument in both research and clinical practice
[8,15]

Material and methods

This prospective observational study was conducted at
the Center of Pulmonary Rehabilitation, Leshok, North
Macedonia, from April to July 2024. Inclusion criteria
comprised patients aged >40 years with confirmed
COPD (post-bronchodilator FEV1/FVC<0.70), GOLD
stages II-IV, and clinical stability for >4 weeks. Ex-

clusion criteria included acute exacerbation within four
weeks or comorbidities that precluded physical activity.
Participants underwent a four-week PR program con-
sisting of thrice-weekly sessions including aerobic and
resistance training, respiratory physiotherapy, and edu-
cational modules. The Macedonian version of the SGRQ
was administered pre- and post-program by trained
clinicians. Statistical analysis included paired t-tests (a
= 0.05) using STATISTICA 12 software. Clinically
meaningful improvement was defined as a >4-point
reduction in the total SGRQ score.

Results

A total of 32 patients completed the study (20 men, 12
women; mean age: 66.4+7.8 years). The average smo-
king history was 38.6+9.4 pack-years. Most patients
(90.6%) reported low to middle economic status and
had a median of two comorbidities, including hyper-
tension and diabetes.

Table 1. Demographic data

Characteristic Value
Total participants 32
Sex distribution 20 men (6(2‘,3?(?3/0 )1 2 women
Mean age (+SD) 66.4+7.8 years
Smoking history (mean+SD) 38.6+9.4 pack-years
Median comorbidities (IQR) 2(IQR: 1-3)

Hypertension, Type 2
Diabetes, CVD
Low: 13(40.6%)
Middle: 16(50%)
High: 3(9.4%)

All with moderate to severe
COPD (GOLD II-1V)
All clinically stable

Common comorbidities

Economic status

COPD severity
Clinical status at baseline

SGRQ Scores Before and After Pulmonary Rehabilitation

70

60 58.2
56.3

50

SGRQ Score (0 = Best, 100 = Worst)

67.4 Baseline
B Post-PR

53.7
49.8
46.7
44.1

40 38.8
30
20
10

0

Total Score Symptoms

Activity Impacts

Fig. 1. Mean SGRQ Scores Before and After Pulmonary Rehabilitation

The total SGRQ score improved significantly from
56.3+10.2 to 44.14+8.7 (A=-12.2+6.4; p<0.001). Domain-
specific improvements were observed: symptoms (A=-

11.545.3), activity (A=-13.7£6.8), and impacts (A=-
11.046.1; p=0.002).
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Discussion

This study demonstrated that a structured, multidiscip-
linary pulmonary rehabilitation (PR) program led to
significant and clinically meaningful improvements in
health-related quality of life (HRQoL) among patients
with moderate to severe COPD, consistent with evi-
dence from previous randomized trials and meta-ana-
lyses showing that PR reliably enhances disease-spe-
cific health status as measured by validated instru-
ments such as the SGRQ [6-8,16]

The reductions observed across all SGRQ domains
indicated comprehensive benefits, reflecting improved
symptom control, enhanced physical capacity, and
better psychosocial well-being, consistent with prior
evidence demonstrating the multidimensional efficacy
of pulmonary rehabilitation in COPD [17,18].

These findings align with existing literature affirming
the efficacy of pulmonary rehabilitation. McCarthy et
al. [8] and Puhan et al. [19] have demonstrated that PR
significantly enhances exercise tolerance, alleviates
respiratory symptoms, and contributes to reductions in
exacerbations and hospitalizations, underscoring its
central role in comprehensive COPD management.
The observed 12.2-point reduction in the total SGRQ
score substantially exceeds the established minimum
clinically important difference (MCID) of approxima-
tely 4 points, underscoring the robust and clinically
meaningful impact of the intervention [14].

Notably, younger patients and those with fewer co-
morbidities demonstrated greater improvement, con-
sistent with previous evidence indicating that indivi-
duals with lower baseline disease burden and better
physiological reserve tend to derive the greatest bene-
fit from pulmonary rehabilitation. [7] [20]

The absence of a control group and the limited du-
ration of follow-up represent key methodological limi-
tations, constraining the ability to attribute observed
improvements solely to the intervention and to deter-
mine the persistence of benefits over time.

Future randomized controlled trials with larger sample
sizes and extended follow-up periods are needed to
validate these findings and more comprehensively
assess the long-term sustainability of the observed
benefits.

Conclusion

A four-week pulmonary rehabilitation program signifi-
cantly improved health-related quality of life in pa-
tients with moderate to severe COPD, as measured by
the SGRQ. The consistent improvements across sym-
ptoms, activity, and impacts domains highlight the ho-
listic value of Pulmonary rehabilitation. These findings
support the integration of Pulmonary rehabilitation PR
as standard care in COPD management, especially in
resource-limited settings.
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METABOLIC VARIATIONS AMONG WOMEN WITH POLYCISTIC OVARY SYNDROME

ACCORDING TO BODY MASS INDEX

METABOJIHU BAPUJAIIUU KAJ )KEHU CO IMNOJIMHHUCTUYHO OBAPUJAJIEH CUHAPOM

CIIOPEJ MHAEKCOT HA TEJIECHA MACA
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Jadranka Georgieva
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in Skopje, Skopje, Republic of North Macedonia
Abstract

Introduction. There is a two-way relationship bet-
ween obesity and polycystic ovary syndrome (PCOS).
Although most individuals with PCOS are overweight
or obese, a notable number maintain a normal body
mass index (BMI). The conventional diagnostic app-
roach to PCOS, based on phenotypic characteristics,
categorizes patients according to ovulatory function
and androgen levels. The aim of this study was to
compare clinical, metabolic, and endocrine parameters
in lean and obese women diagnosed with PCOS.
Methods. This cross-sectional study enrolled a total of
89 women, aged between 18 and 40 years, diagnosed
with PCOS based on the Rotterdam criteria. Partici-
pants were stratified into groups according to their
BMI. Anthropometric measurements and venous blood
samples were obtained for the evaluation of glucose
metabolism, lipid profile, and selected endocrine para-
meters. Calculated indices included BMI, waist-to-
height ratio (WHR), and the homeostasis model assess-
ment of insulin resistance (HOMA-IR).

Results. Among the 89 women with PCOS included in
the study, 39.3% were classified as lean, while 60.7%
were categorized as obese. Regardless of phenotypic
variation, obese PCOS patients exhibited significantly
elevated BMI and WHR, alongside increased levels of
luteinizing hormone (LH), LH/FSH ratio, and free an-
drogen index (FALI), higher insulin concentrations, in-
sulin resistance, and dyslipidemia. Conversely, lean
women with PCOS maintained normal insulin levels,
lacked clinically relevant insulin resistance, and pre-
sented with normal lipid profiles.

Conclusion. The results indicated significant differen-
ces in metabolic profiles between lean and obese pa-
tients with PCOS, regardless of phenotypic classifica-
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tion. Metabolic abnormalities were particularly pro-

nounced in women with increased body weight, em-

phasizing the need for focused care and implemen-
tation of preventive measures aimed at reducing the
risk of long-term health complications. These findings
highlight the importance of early metabolic screening
in all PCOS patients, along with a personalized app-
roach to management based on individual characteristics.

Keywords: polycystic ovary syndrome (PCOS); body
mass index; obesity; insulin resistance; metabolic profile

A0cTpakT

Bogen. IlocTon nBoHaco4Ha Bpcka momery aeOenu-
HaTa U NOJMIIMCTUIHUOT oBapujasieH curapoM (ITLIOC).
HNako moeekero ynmna co [MIJOC mmaaT mpekymepHa
WJIM 3TOJIEMEHA TeJIeCHa TEKHHA, 3HAYUTENIEH Opoj o1
HUB MMaaT HOpMaJlleH MHJEeKC Ha TenecHa maca (MITM).
Boob6uuaennot nujarHoctuuku mpuctan koH II11OC,
BOJICH CTiopea (PCHOTUTICKUTE KapaKTEPUCTUKH, TH Ka-
TEropu3upa MAIMEHTKUTE BP3 OCHOBA HA OBYIATOP-
Hata (YHKIMja ¥ HUBOTO Ha aHaporeHu. OBaa cTyauja
“Ma 3a IeN Ja CIpOBele KOMIAapaTWBHA aHallM3a Ha
KJIMHUYIKATE, METAO0OIHUTE U €HAOKPUHUTE ITapamMeT-
pu Kaj cmabu u nebenu KeHW CO IHjarHOCTUIMPaH
IOC.

Metonu. OBaa npecevHa ctyauja ondaru 89 xeHu Ha
Bo3pacT of 18 no 40 romuHM, Kaj KOW MOJUIUCTHY-
HHOT oBapujasieH cuuapom (IIKC) 6eme gujarnocTu-
uupan cornacHo PotepaaMckure Kputepuymu. Yuec-
HUYKHUTE Oea Kiacuuipanu Bo rpymu cropea MTM.
W3Bpienn O6ea aHTPOIIOMETPUCKH MEPEHa M 3eMEHU
BEHCKH KPBHH IPUMEPOIH 33 aHaJIH3a Ha METa0OIH3-
MOT Ha TJHWKO3aTa, JHUMAAHUOT mpoduia ¥ u30paHH
XopMoHCKH napametpu. IIpecmeranu 6ea U'TM, coon-
HOCOT TIOJIOBHHA-BHCUHA M WHIEKCOT 332 MHCYJIHHCKA
pPE3UCTEHIIMja CIOpEN MOJACIOT Ha XOMEOCTa3a
(XOMA-UP).

Pesyararu. Op BkynHo 89 xenu co IIKC ondarenu
BO cTynujata, 39.3% Oea knacuduIpaHu Kako ciadwu,
noneka 60.7% Oea kareropusupanu kako aedenu. bes
orsien Ha (PEHOTUTICKUTE BapHjalliy, MAIUCHTKUTE CO
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IIIIOC u nebenuHa IOKaXKaa 3HAYMTEIIHO ITOKAYCH
NTM u coonHOC MOJIOBUHA-BUCHHA, KAKO U 3TOJIEMeE-
HU HUBOA Ha TYTEMHH3UPAYKH XOpMOoH (JIX), omHOCOT
JIX/®CX n unnexcot Ha cnobomuu anaporenn (GAN),
MIOBHUCOKY KOHIICHTPAIIMK HA WHCYJIHMH, 3r0JeMeHa HH-
CyIMHCKAa PE3UCTCHIMja W IuciunuaeMuja. JKeHuTe
co IIHOC u HopManeH UTM mmaa HOpManHU HHBOA
Ha WHCYIHMH, O€3 KIMHUYKH 3Ha4yajHa HWHCYJIMHCKA
Pe3UCTEHIIMja ¥ HOPMATHH JIMITAIHH TTPOQIIIH.

3akay4ok. Pe3ynratute ykakyBaaT Ha 3HaYajHU pas-
JUKM BO MeTabonuykure npodunu momely cimabu u
JeOemny MarueHTKH CO SHHAPOM Ha MOJUIMCTHYHH jaj-
HUIM, HE3aBUCHO o]l (peHOTHIICKaTa Kiach(HKaimja.
Metabonuykure aOHOPMAITHOCTH Ce 0COOEHO H3pase-
HU Kaj XKEHUTE CO 3rOJIEMCHA TEJICCHA TEXKHUHA, IITO ja
HariacyBa moTpedaTa oI HAacOYCHA TpIKa W HMILIE-
MEHTAI[Mja Ha TPEBCHTUBHU MEPKH CO IIeJl HamMalyBa-
B¢ Ha PU3UKOT O] JOJITOPOYHU 3[PABCTBEHH KOMILIU-
karuu. Haonwre ja ncTakHyBaaT BaKHOCTA HA PAHOTO
METa0OJIMYKO CKPHHUpAmE Kaj CHTE MAIMEHTKH CO
[IIIOC, 3aemHO CO MNEPCOHANU3UpPAH IPUCTANl BO
TPETMAHOT CIIOpe] HHINBHIYATHUTE KapaKTePUCTUKH.

Koyunn 360opoBu: [lonvpicTuicH OBapujaieH CUHIPOM
(ITIIOC), wHmexkc Ha TelecHa Maca, JcOennHa,
WHCYJIMHCKA PE3UCTEHITH]a, MeTaboJIeH MpoduIT

Introduction

In recent decades, obesity has emerged as one of the
major global health challenges [1-2]. Increasing evi-
dence suggests a complex connection between obesity
and female reproductive health [3]. A major concern
for women with polycystic ovary syndrome (PCOS) is
the high prevalence of obesity, with studies indicating
that 38% to 88% of those affected are either over-
weight or obese [4-5]. Excess abdominal adipose tissue
is strongly linked to insulin resistance, a common
feature of PCOS. This insulin resistance leads to
compensatory hyperinsulinemia, which stimulates ova-
rian androgen production, thereby intensifying hyper-
androgenic symptoms. Additionally, hyperandrogenism
negatively impacts various metabolic tissues, inclu-
ding adipose tissue, the liver, and pancreas, skeletal
muscle, and further impairing systemic metabolism
[6]. The interplay between obesity and PCOS also sig-
nificantly elevates the risk of developing metabolic
syndrome (MetS), which includes insulin resistance,
dyslipidemia, hypertension, and impaired glucose tole-
rance [7]. According to the Rotterdam classification,
significant differences exist among the four defined
subtypes of women with polycystic ovary syndrome
[8]. It remains unclear whether differences in metabo-
lic abnormalities and adipose tissue distribution exist
between PCOS patients with normal weight and those
who are overweight, particularly when viewed through

the lens of adipose tissue and obesity. Notably, there is
a paucity of data regarding body composition, meta-
bolic parameters, and insulin resistance in lean and
obese women with PCOS. Therefore, this study aimed
to examine body composition, metabolic characteris-
tics, and insulin resistance in women with PCOS based
on body mass index, thereby contributing to a more
comprehensive understanding of the metabolic abnor-
malities associated with PCOS.

Materials and Methods

The study was carried out at the Department of Clini-
cal Biochemistry, University Clinic for Gynecology
and Obstetrics in the Republic of North Macedonia.
All study procedures followed the ethical principles
outlined in the Declaration of Helsinki. The study pro-
tocol, including all aspects involving human partici-
pants, was reviewed and approved by the Ethics Co-
mmittee of the Faculty of Medicine at Ss. Cyril and
Methodius University in Skopje. Informed consent
was obtained from all participants prior to their inclu-
sion in the study. Participants were informed of their
right to withdraw at any time without consequence,
and all data were anonymized to ensure confiden-
tiality. All necessary measures were taken to minimize
potential risks and to protect the rights and well-being
of participants throughout the research process. This
cross-sectional study included 89 premenopausal wo-
men, aged 18 to 40 years, who had been diagnosed
with polycystic ovary syndrome. Diagnosis was based
on the 2003 Rotterdam criteria, which require the
presence of at least two of the following three charac-
teristics: irregular menstrual cycles (including oligo-
menorrhea), defined as six or fewer menstrual periods
per year, or amenorrhea, defined as the cessation of
menstruation for longer than six months, clinical and/
or biochemical evidence of hyperandrogenism, and
polycystic ovarian morphology on ultrasound (defined
as the presence of 10 or more follicles measuring 2-9
mm and/or increased ovarian volume greater than 10
mmga) [9]. Participants completed a structured ques-
tionnaire that included questions on age, marital status,
lifestyle habits, and vitamin supplement use. Anthro-
pometric assessments were conducted, measuring body
weight, height, waist circumference, and hip circum-
ference.

Patients were excluded from the study if they had any
of the following conditions: abnormal levels of prolac-
tin or thyroid hormones, renal or hepatic dysfunction,
type 1 or type 2 diabetes mellitus, congenital adrenal
hyperplasia, use of medications such as hormonal
supplements, insulin sensitizers, corticosteroids, or sta-
tins, or a history of cardiovascular disease or cancer.
Clinical and anthropometric variables were assessed
by a trained nurse or resident for all participants. The
following measurements were performed: height and
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weight: measured using standardized equipment to cal-
culate body mass index, waist circumference (WC)
and waist-to-hip ratio: measured at the midpoint bet-
ween the superior border of the iliac crest and the
lower margin of the ribs; hip circumference: measured
at the point of maximum circumference over the bu-
ttocks; BMI was calculated using the standard for-
mula: weight (kg) divided by height (m?). Based on the
World Health Organization (WHO) classification [10],
the cohort of PCOS patients was subdivided into two
groups: lean PCOS (Group A): BMI <25 kg/m? (n=
35) and overweight/obese PCOS (Group B): BMI >25
kg/mz2 (n=54).

Glucose Homeostasis and Insulin Resistance Insulin
resistance (IR) can be evaluated by various methods.
In this study, we used static fasting glucose and insulin
measurements as surrogate markers for insulin re-
sistance [10-11]. IR was assessed using basal fasting
insulin concentrations, fasting glucose concentrations,
and the homeostasis model assessment (HOMA-IR).
HOMA-IR was calculated using the equation: fasting
plasma insulin x glucose / 22.5. A HOMA-IR value of
2.5 or above was considered indicative of insulin
resistance, as previously established [12].

Laboratory procedures

Blood samples were collected from participants after
12-14 hours of overnight fasting, on the third day of
their menstrual cycle. Samples were drawn between
8:00 and 10:00 a.m. from an antecubital vein after 5
minutes of rest in the supine position. Samples were
allowed to clot for at least 30 minutes before centri-
fugation. Fasting plasma glucose levels were measured
immediately after blood withdrawal using the enzy-
matic glucose oxidase method on an auto analyzer
(Cobas Integra 400 Plus, Roche Diagnostics). All hor-
monal assays were evaluated using a chemilumines-
cent immunometric assay (Immulite 2000 HP, Diag-
nostics Products Corp) as explained previously [13].

Statistical analysis
All statistical analyses were conducted using the
Statistical Package for the Social Sciences (SPSS,

version 22.0 for Windows, SPSS Inc., Chicago, IL,
USA). The categorical variables were presented as
number (%), measurable variables with normal distri-
bution were presented as mean + standard deviation
(SD), and those not following normal distribution were
presented as median (interquartile range, IQR). Student’s
t-test, Chi-square test, and Mann-Whitney U tests were
performed as applicable for comparing the variables
between different groups. A P-value <0.05 was consi-
dered as statistically significant.

Results

No significant differences were observed in demogra-
phic characteristics between the two study groups. The
mean age of women in Group A (lean women with
PCOS, 24.17£3.3 years) was comparable to that of
Group B (obese women with PCOS, 24.32+4.3 years).
The clinical and anthropometric characteristics of the
study groups are summarized in Table 1. The mean
BMI of Group A was 21.9+1.9 kg/m?, while the mean
BMI of Group B was 31.6315.1 kg/m2. The difference
between the two groups was statistically significant
(P<0.01). Waist circumference and waist-to-hip ratio
were significantly higher in obese women with PCOS
compared to their lean counterparts (WC: 105.03£12.0
cm vs. 82.65+8.2 cm; WHR: 0.91+0.08 vs. 0.84+0.05,
respectively; P<0.01 for both comparisons).

Hormonal analysis revealed significantly higher levels
of luteinizing hormone (LH) and ratio between LH and
follicular stimulating hormone (FSH), LH/FSH ratio
(P<0.01) in obese women with PCOS compared to
lean women with PCOS. Additionally, sex hormone-
binding globulin (SHBG) concentrations were signifi-
cantly lower in the obese PCOS group (P<0.01), while
the free androgen index (FAI) was significantly higher
(P<0.01). The mean FAI in lean women with PCOS
was 5.15+2.8, which was significantly lower than the
mean FAI in obese women with PCOS (12.22+8.1).
Conversely, SHBG levels were significantly higher in
lean women with PCOS (50.37+25.6 nmol/L) compa-
red to obese women with PCOS (22.81+10.6 nmol/L)
(Table 2).

Table 1. Clinical and anthropometric characteristics PCOS patients stratified by BMI

Group A (N=35); BMI < 25 kg/m®

Group B (N=54); BMI > 25 kg/m*

mean SD min-max mean +SD min-max P - value
Age (years) 24.17+3.3 19.0-31.0 2432 +4.3 18.0-35.0 P=0.88
BMI (kg/m2) 21.9+1.9 18-24.74 31.63+5.1 25.1-47.87 P<0.001
Waist (cm) 82.65+8.2 65.5-96.0 105.0£12.0 83.0-132.0 P<0.001
WHR 0.84+0.05 0.74-0.94 0.91+0.08 0.65-1.09 P<0.001

BMI - Body mass index; WHR-Waist-to-hip ratio; SD - Standard deviation; Min - minimum; Max - maximum; Mann-

Whitney Wilcoxon test; P <0.05

Table 2. Endocrine features of PCOS patients stratified by BMI

Group A (N=35); BMI < 25 kg/m?

Group B (N=54); BMI > 25 kg/m’
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Variable mean +SD min-max median Q25-Q75 mean £SD min-max mer:jla Q25- Q75 P -value

FSH (mIu/l) 5.58+1.2 3.1-7.8 5.95 47-6.2 5.66 2.1 22-95 5.1 38-7.7 *P =0.87

LH (mIu/) 11.82+4.7 45-20.6 11.66 8.25-14.95 7.84+4.1 1.6-16.05 8.05 3.7-10 *P <0.001
LH/FSH 2.16+0.8 0.69- 3.88 1.92 1.65- 2.82 1.5+ 0.9 0.35-3.88 1.22 0.93-1.92 *P <0.05

PRL 11.43+4.8 4.6- 24 10.25 8.0-14.95  11.42455 3.0-2238 9.98 7.7-14.0 **n=0,931
E2(pmol/l) 57.31#239  29.7-120 55 355-738 5594221  29.72-128 47 407-67.9  **p=0.912
TSH 2.56 + 2.4 0.91-12.6 2.1 15-2.6 2.1+ 0.7 0.94-35 2.1 158-2.68  **P=0.912
DHEAS (pg/ml) 35227 0.5-13 357 1.95-4.0 3.93+20 0.9-10.0 3.36 25-5.0 **P=0.173
Testosterone(nmol/l) ~ 2.23 0.8 0.69-3.7 2.16 1.66- 2.92 2.3+ 0.9 0.85-4.68 2.19 1.68-3.0 *P=0.781
FAI 515+2.8  2.24-1452 437 311-655  12.22+8.1 3.9-44.1 107  6.1-1594  **P<0.001
SHBG (nmol/l) 50.37#24.6  15.2-121 45.6 3375-642  22.81+10.6 7.26-52 19.2 15.9-30  ** P<0.001

FSH-Follicle-stimulating hormone, LH-Luteinizing hormone,

PRL-Prolactin,

E2-Estradiol, TSH-Thyroid-stimulating hormone, DHEAS-

Dehydroepiandrosterone sulfate, FAI-Free androgen index, SHBG-Sex hormone binding globulin. *Student’s t-test **Mann-Whitney Wilcoxon test; P

<0.05

The analysis of metabolic parameters showed that fas-
ting glucose levels did not significantly differ between
the two groups (Table 3). However, fasting insulin
levels were significantly higher in obese women with

Table 3. Metabolic features of PCOS patients stratified by BMI

PCOS (P<0.01). The median fasting insulin level in
lean women with PCOS was 6.37 plU/mL (range: 4.3-
10.2), compared to 17.3 plU/mL (range: 11.4-23.4) in
obese women with PCOS.

Group A (N=35); BMI < 25 kg/m?

Group B (N=54); BMI > 25 kg/m’

Variable meanzSD  min-max  median Q25-Q75 meanSD min-max  median Q25-Q75 P-value
Fasting
glucose 5.15+0.4 4.45-6 5.1 4.85-5.4 523+04 45-6.4 5.25 4.9-55 **p=0.5
(mmol/T)
Fasting
insulin 755+44  2.0-16.7 6.37 4.3-10.2 17+ 6.8 2.0- 28.7 17.3 11.4-234  **P<0.001
(mIum)
HOMA-IR 1.74+1 0.4- 3.64 1.48 0.96-244 3.97%16 0.5-6.8 4.0 2.58-5.13 **P<0.001

BMI - Body mass index; HOMA-IR - homeostatic model assessment of insulin resistance, *Student’s t-test, **Mann-Whitney

Wilcoxon test; P<0.05

The insulin-to-glucose ratio was also significantly
elevated in the obese PCOS group (P<0.001). Moreover,
the homeostatic model assessment of insulin resistance
(HOMA-IR) was significantly higher in obese women
with PCOS compared to lean women with PCOS
(median: 4.0, range: 2.58-5.13 vs. median: 1.48, range:
0.96-2.44, respectively; P<0.01).

All analyzed lipid parameters differed significantly
between the normal-weight and overweight PCOS
groups, as shown in Table 4. Total cholesterol levels
were significantly higher in the overweight PCOS
group (4.97+1.0 mmol/L) compared to the normal-weight

PCOS group (4.5+0.9 mmol/L; p=0.028). Triglyceride
levels were significantly lower in the normal-weight
group (0.85+0.4 mmol/L) compared to the overweight
group (1.45+0.7 mmol/L; p<0.01). The mean high-
density lipoprotein (HDL-C) cholesterol levels were
1.48+0.03 mmol/L in the normal-weight group and
1.04+0.03 mmol/L in the overweight group, showing a
statistically significant difference (p<0.01). Similarly,
low-density lipoprotein (LDL-C) cholesterol levels
were significantly higher in the overweight PCOS group
(3.24+0.9 mmol/L) compared to the normal-weight
group (2.71+0.8 mmol/L; p=0.05).

Table 4. Lipid parameters of PCOS women stratified by BMI

Group A (N=35); BMI < 25 kg/m?

Group B (N=54); BMI > 25 kg/m?

Variable mean +SD mean +SD P-value
Cholesterol (mmol/l) 4.5+0.9 4.97+1.0 * P=0.028
Triglycerides (mmol/l) 0.85+0.4 1.45+0.7 ** P<0.001
HDL-C (mmol/l) 1.48+0.03 1.04+0.03 ** P<0.001
LDL-C (mmol/l) 2.71+0.8 3.24+0.9 ** P<0.005

BMI - Body mass index; HDL-C, High density cholesterol; LDL-C, Low
density cholesterol *Student’s t-test, **Mann-Whitney Wilcoxon test; P<0.05

Discussion
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This study sought to assess the metabolic differences
and indices of insulin resistance in obese PCOS and
those with normal body weight.

Body mass index and waist circumference serve as
surrogate markers of obesity, particularly visceral adi-
posity, in the general population. Other anthropometric
parameters, such as percentage of body fat (PBF),
WHIR, and waist-to-hip ratio, have demonstrated advan-
tages in various aspects of obesity assessment [14].
While BMI primarily reflects overall body density,
PBF quantifies body fat percentage, and WC provides
a measure of abdominal width and central obesity,
similar to WHtR and WHR. A large-scale study con-
ducted among Chinese adults identified WHIR as a
superior indicator of cardiovascular risk, with optimal
cut-off values of 0.50 for men and 0.48 for women [15].
The cut-off points for overweight and obesity reco-
mmended by Meta-analysis Group of China Obesity
Task Force was verified in the large sample survey
conducted more recently. The cut-off points of BMI
were 24.0 and 28.0 kg/m for overweight and obesity,
and the cut-off point of WC was 85 cm in men, and 80
to 85 cm in women for central obesity are indicators
for metabolic abnormalities and metabolic syndrome
[2,14]. However, the most proper anthropometric pa-
rameters and their respective cut-off values for diag-
nosing obesity in women with polycystic ovary synd-
rome (PCOS) remain a subject of debate and require
further investigation.

BMI is the most widely utilized measure of obesity in
clinical practice, with specific cut-off values varying
across different ethnic groups. In a population-based
observational study involving 409 women with PCOS
and 7,057 non-PCOS women, the mean BMI was
significantly higher in the PCOS group compared to
the control group [16]. Similarly, a prospective con-
trolled study conducted in a Greek population with
PCOS reported a significantly elevated BMI in the
PCOS group, which was also associated with increased
fasting plasma glucose, triglyceride levels, and a hig-
her risk of metabolic syndrome [17]. Additionally, a
prospective cross-sectional study in Indian women
with PCOS determined that the BMI cut-off for pre-
dicting MetS was 22.5 kg/m2 in PCOS patients, com-
pared to 23 kg/m? in the general population, sugges-
ting the need for early lifestyle interventions in affec-
ted individuals [18].

The comparison of clinical and metabolic characteris-
tics between lean and obese women with polycystic
ovary syndrome (PCOS) reveals significant differen-
ces that underscore the complexity of this condition. In
our study, no significant differences were observed in
demographic characteristics between the two groups,
with mean ages of 24.17+3.3 years for lean women
and 24.32+4.3 years for obese women, indicating that
age does not appear to be a confounding factor in the
analysis of metabolic and hormonal parameters. Ho-

wever, the distinct contrast in body mass index (BMI)
is noteworthy, with lean women having a mean BMI
of 21.9£1.9 kg/m? compared to obese women at
31.63+5.1 kg/m?, a difference that was statistically
significant (p<0.01).

The anthropometric measurements further illustrate the
metabolic disparities between the two groups. Obese
women with PCOS exhibited significantly higher waist
circumference and waist-to-hip ratios, which are cri-
tical indicators of central obesity and associated meta-
bolic risks. These findings align with existing litera-
ture that highlights the increased prevalence of insulin
resistance and adverse lipid profiles in obese PCOS
patients compared to their lean counterparts [14].
Furthermore, elevated levels of LH and a higher LH/
FSH ratio in the obese group are consistent with the
hyperandrogenic profile often observed in this popu-
lation. The significantly lower levels of SHBG and
FAI in obese women further corroborate the association
between obesity and hyperandrogenism in PCOS.
Zhang et al. suggests that in PCOS patients with IR,
lower levels of SHBG and higher levels of FAI are
associated with presence of obesity and that SHBG
and FAI can be used as a biomarker for the initial
identification and prognosis of IR in PCOS patients [19].
Metabolic parameters also showed differences bet-
ween two studies groups, particularly fasting insulin
levels and insulin resistance, as measured by the ho-
meostatic model assessment of insulin resistance
(HOMA-IR). Obese women had markedly higher fas-
ting insulin levels (17.3ulU/mL) compared to lean
women (6.37pulU/mL), with a corresponding increase
in HOMA-IR values (median 4.0 vs. 1.74, p<0.001)
[20]. This finding is consistent with previous studies
that have established a strong link between obesity
and insulin resistance in women with PCOS [20-21].
Interestingly, fasting glucose levels were not signifi-
cantly different between the two groups, indicating
that despite comparable glucose homeostasis, insulin
resistance is more pronounced in the obese group of
women with PCOS [20,22].

It has been found that more than 70% of PCOS women
present with abnormal lipid profiles. Percentage of li-
pid disturbances is linked with increased body fat per-
centage and together they are essential metabolic risk
factors in PCOS [23]. We have found a difference
regarding lipid metabolism among women with PCOS,
which is dependent on BMI. Women with elevated
BMI more than 25 kg/m2 had higher levels of trigly-
cerides and LDL-C, while the levels of HDL-C were
significantly lower than lean counterparts, meaning
that obesity per se is trigger of disturbed lipid meta-
bolism in this relatively young population. The use of
indirect metabolic risk indicators-such as the lipid
accumulation product (LAP), triglyceride-to-high-den-
sity lipoprotein cholesterol ratio (TG/HDL-C), visceral
adiposity index (VAI), and WHtR-serves as a valuable



Boshku Atanasova E. et al.

141

approach for assessing metabolic syndrome in women
with PCOS. Due to their strong predictive capacity,
these markers are effective screening tools for iden-
tifying MetS in this high-risk population [24].

In many countries, the prevalence of obesity among
women with PCOS and the general population is
notably high, reaching 60-70% [4,25-26]. Despite this,
at least one-third of PCOS patients diagnosed using
the Rotterdam criteria in these regions are underweight
or slightly overweight. Studies indicate that while the
Rotterdam phenotypes effectively differentiate PCOS
patients based on ovulatory patterns and androgen
secretion, they do not adequately distinguish between
obese individuals with metabolic dysfunction and lean
individuals with normal metabolic profiles [27]. Our
study also found that metabolic alterations in women
with PCOS were associated with obesity, regardless of
phenotypic characteristics. Obese PCOS patients sho-
wed elevated insulin levels, increased insulin resistan-
ce, and dyslipidemia, whereas lean PCOS patients
maintained normal insulin levels, did not exhibit cli-
nically significant insulin resistance, and had normal
lipid profiles.

The metabolic patterns between lean and obese PCOS
patients are particularly distinct in the classic NIH-
defined phenotypes A and B. While obesity is co-
mmon in these phenotypes and strongly associated
with severe metabolic dysfunction, a significant pro-
portion of individuals are of normal weight and exhibit
a metabolically healthy profile [8,27]. These findings
suggest that the mechanisms underlying chronic ano-
vulation in PCOS may not be directly or solely driven
by metabolic disturbances such as insulin resistance,
although its presence appears to exacerbate the condition.
The multifaceted impact of PCOS highlights the need
for a comprehensive understanding of its metabolic and
reproductive disturbances to inform effective manage-
ment strategies. Further research is necessary to refine
the classification of PCOS, incorporating body weight
as an independent factor, separate from ovulatory sta-
tus. Such a revised classification system would enhan-
ce diagnostic accuracy, improve treatment strategies,
and facilitate more effective long-term management of
PCOS. Additionally, it could contribute to a deeper
understanding of the syndrome pathophysiology.

Conclusion

This study underscores the significant metabolic and
hormonal differences between lean and obese women
with PCOS, emphasizing the critical role of obesity in
exacerbating insulin resistance, hyperandrogenism, and
central adiposity. The findings show that while age
and fasting glucose levels may not differ significantly
between the two groups, obesity is strongly associated
with elevated insulin resistance markers, adverse lipid
profiles, and a pronounced hyperandrogenic state.

These results highlight the need for tailored manage-
ment strategies that address both the metabolic and
reproductive aspects of PCOS.

Given the complex and multifactorial nature of PCOS,
an integrated approach incorporating lifestyle modifi-
cations, pharmacological interventions, and psycholo-
gical support is essential to improve clinical outcomes.
Future research should focus on longitudinal studies to
further elucidate the long-term metabolic implications
of PCOS in different body weight categories and to de-
velop targeted therapeutic interventions that improve
both metabolic and reproductive health. Understanding
these dynamics will contribute to more personalized
and effective treatment strategies, ultimately enhan-
cing the quality of life for women with PCOS.

Conflict of interests: None declared.
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THE ROLE OF PLACENTAL ANGIOGENIC MARKERS IN DIFFERENTIATING FETUSES
WITH INTRAUTERINE GROWTH RESTRICTION FROM THOSE SMALL-FOR-
GESTATIONAL-AGE

YJIOI'ATA HA IIVIAHEHTAPHUTE AHI'MOI'EHU MAPKEPU BO JU®EPEHIIMJALIMJATA
HOMEIY ®ETYCH CO MHTPAYTEPUHH 3ACTOJ BO PACTOT W MAJIM 3A
IT'ECTALHLUCKATA BO3PACT

Maja Koteva Mirakovska, Ana Daneva Markova, Ivo Kjaev, Eli Gjorgievska Nikolovska, Arta
Bina, Daniel Milkovski and Onur Dika

University Clinic for Gynecology and Obstetrics, Faculty of Medicine, Ss. Cyril and Methodius University

in Skopje, Republic of North Macedonia
Abstract

Introduction. Fetal growth restriction (FGR) is a con-
dition of impaired fetal growth and one of the leading
causes of perinatal morbidity and mortality. Small fe-
tuses are defined as those with an ultrasound-estimated
fetal weight below the 10th percentile. While some are
constitutionally small, others present with true growth
restriction, failing to reach their genetic growth poten-
tial. Accurate diagnosis and monitoring of FGR re-
main challenging, requiring repeated ultrasound and
Doppler assessments, which place a burden on health-
care systems and contribute to patient anxiety. Angio-
genic markers, particularly the sFlt-1/PIGF ratio, have
emerged as promising tools for distinguishing FGR
from small-for-gestational-age (SGA) fetuses, thereby
improving risk stratification for adverse neonatal
outcomes.

Methods. This pilot prospective, observational cohort
study included 20 pregnant patients with an ultrasound-
estimated fetal weight below the 10th percentile beyond
the 24th gestational week. Patients were divided into
two groups: 10 with FGR and 10 with SGA. Levels of
angiogenic markers (sFIt-1/PIGF) were analyzed and
compared between the groups.

Results. The sFlt-1/PIGF ratio was significantly hig-
her in patients with FGR compared to those with SGA
fetuses.

Conclusion. The findings suggest that angiogenic mar-
kers, particularly the sFlt-1/PIGF ratio, may play a key
role in differentiating between FGR and SGA fetuses,
potentially improving early diagnosis and management
of high-risk pregnancies.
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Ancrpakr

Bogen. Mutpayrepunuor 3actoj Bo pactoT (IUGR)
MpeTcTaByBa COCTOj0a Ha HapylleH (eTaleH pacT U €
€/IHa OJl BOACUKHTE MIPUINHH 3a TepUHATaIeH MOpOu-
IUTET W MopTanuteT. Mamu derycu ce nedpuHupaar
Kako OHHE CO YJITPa3BY4HO IMPOICHETA TEXKHMHA MO
10-ra meprentwna. Jlomeka nen oJ HUB ce KOHCTH-
TYLUOHAIHO MalH, APYTY UMaaT BUCTHHCKHU 3aCTOj BO
PacToT U HE I'0 JOCTUTHYBAaT CBOjOT T€HCTCKHU IIOTCH-
nyjan 3a pact. ToyHaTa mujarHosa u cieneme Ha [UGR
OCTaHyBaaT MPEIU3BHULM, Ouzejku OapaaT MOBTOPEHH
yaTpa3BydyHu U Jlomuiep IpoLeHHU, IITO IPETCTaByBa
OIITOBapyBamE 32 3[PABCTBCHUOT CHCTEM U IPHUIOHE-
CyBa 32 aHKCHO3HOCT Kaj MAaIleHTKUTE. AHTHOTCHUTE
6uomapkepu, ocodero coognocot sFlt-1/PIGF, ce uzn-
BOjyBaaT KaKo BETyBauKH aJlaTKH 3a JAuQepeHImjanyja
nomery FGR u derycn mMasnu 3a recramnpckara Bo3pact
(SGA), co mTo ce 0BO3MOXYBa MOMPENN3HA CTpaTU(HU-
Kallija Ha PU3UKOT 32 HEMOBOJICH HEOHATAJIEH UCXOI.
Metonu. OBaa cTyadja € MAIOT MPOEKT 3a M3paboTKa
Ha TIPOCTIEKTHBHA, OTICEBAIMOHA, KOXOPTHA CTYIHja Kaj
OpeMeHH HalUeHTKH CO IUIOJ CO YJITPa3BY4HO MHpO-
nenera (eranna texuHa nox 10™ mepuentuna. Bo
cTyznujata ce BKIydeHH 20 HMalMeHTKH CO TeCTaTHUCKa
crapoct Ham 24™ recramucka Hemena. IlanueHTKHTE
6ea monenenu Bo nBe rpynu: 10 co [IUGR u 10 co SGA.
Husoro na anruorenute mapkepu (sFlt-1/PIGF) Gemre
aHAJIM3UPAHO U CIIOPEICHO MeTy IpyIHTE.

Pesyararu. Coonnocot sFlt-1/PIGF Geme 3HauuTen-
HO moBHCOK Kkaj marmeHtkute co IUGR Bo cnopenba
co onme co SGA derycu.

3akayuyok. Haonurte cyrepupaar neka aHTHOTEHUTE
Mapkepu, ocobeno coomnocot sFlt-1/PIGF, moxe ma
MMaaT KIy4Ha yiora Bo pasiukyBamero Ha [UGR of
SGA ¢derycure, co MTO MOTSHIUjATHO CE MOA00pyBa
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paHaTa IujarHo3a ¥ MCHAIIMEHTOT Ha OpPEeMEHOCTH CO
BHCOK PU3UK.

Kayunu 300poBu: MHTpayTeprHU 3aCTOj BO PacToT,
MaJM 3a TecTaluCKa BO3pacT, aHTHOT€HU MapKepH,
PIGF, sFlt-1

Introduction

Fetal growth restriction (FGR) is a condition characte-
rized by inadequate fetal growth and represents one of
the leading causes of perinatal morbidity and mortality
[1-5]. It is among the main contributors to intrauterine
fetal death in highly and moderately developed coun-
tries and is associated with up to one-third of neonatal
deaths in low-income settings [6-8].

Small fetuses are defined as those with an ultrasound-
estimated fetal weight below the 10th percentile on
standardized growth curves. The term small for
gestational age (SGA) refers to fetuses below the 10th
percentile without Doppler abnormalities, typically
representing constitutionally small but healthy fetuses.
In contrast, intrauterine growth restriction (IUGR)
occurs when a fetus fails to reach its genetic growth
potential and is often accompanied by Doppler chan-
ges in placental and maternal circulation [9,10].
Despite advances in understanding the pathophy-
siology of IUGR, its accurate diagnosis and optimal
management remain major challenges in modern ob-
stetrics. Current diagnostic strategies rely primarily on
ultrasound-based fetal weight estimation and Doppler
assessment of maternal and fetal circulation. However,
universal third-trimester ultrasound screening has shown
limited predictive value for perinatal morbidity and
mortality [11]. Consequently, ineffective antenatal re-
cognition of IUGR remains associated with an in-
creased risk of stillbirth, adverse perinatal outcomes,
and long-term health complications [3-5].

Placental insufficiency is considered the primary cause
of IUGR. It results from inadequate trophoblastic inva-
sion and abnormal remodeling of the spiral arteries,
leading to impaired placental perfusion [12,13]. Chro-
nic placental ischemia alters the balance of angiogenic
factors, characterized by decreased placental growth
factor (PIGF) and increased soluble fms-like tyrosine
kinase-1 (sFlt-1) production. This imbalance leads to
an elevated sFlt-1/PIGF ratio, which correlates with
the degree of placental dysfunction [14].

Currently, management of IUGR and SGA varies con-
siderably across countries, with no consensus on the
optimal frequency of ultrasound growth assessments
or Doppler evaluations [15-18]. Furthermore, the use
of different growth charts introduces additional va-
riability, as the choice of diagnostic criteria directly
affects the classification of fetuses and their associated
outcomes [19-22]. This highlights the need for addi-

tional diagnostic methods that can complement existing
approaches and improve risk stratification.

Recent evidence suggests that maternal serum angio-
genic markers, particularly the sFlt-1/PIGF ratio, may
significantly aid in the early identification and moni-
toring of pregnancies affected by IUGR. These bio-
markers offer the potential to differentiate IUGR from
constitutionally small fetuses, thereby enhancing clini-
cal decision-making and improving perinatal outcomes.

Aim

The aim of this study was to determine the maternal
serum levels of the angiogenic markers-placental growth
factor (PIGF), soluble fms-like tyrosine kinase-1 (sFlt-
1)-and their ratio (sFlt-1/PIGF) in pregnancies compli-
cated by intrauterine growth restriction (IUGR) com-
pared with those involving small-for-gestational-age
(SGA) fetuses.

Hypothesis

We hypothesized that the sFIt-1/PIGF ratio would be
significantly higher in pregnancies with IUGR compa-
red to those with SGA fetuses, reflecting more severe
placental dysfunction and aiding in the differentiation
between these two conditions.

Materials and Methods

This study was designed as a pilot prospective, obser-
vational cohort study conducted at the University Cli-
nic for Gynecology and Obstetrics (UCGO) in Skopje.
Twenty pregnant women with an ultrasound-estimated
fetal weight below the 10th percentile were included
and evaluated.

Study Groups

Participants were divided into two groups:

e |UGR group (n=10): fetuses meeting Delphi
consensus criteria for early- or late-onset growth
restriction [23];

e SGA group (n=10): fetuses with an ultrasound-
estimated fetal weight between the 3rd and 10th
percentile without maternal or fetal Doppler
abnormalities.

Definitions

e Early-onset IUGR: <32 weeks’ gestation, with esti-
mated fetal weight (EFW) or abdominal circumfe-
rence (AC) <3rd percentile, or EFW/AC between the
3"-10th percentile plus either umbilical artery P1>
95th percentile or uterine artery PI>95th percentile.

e Late-onset IUGR: >32 weeks’ gestation, with EFW
or AC <3rd percentile, or two of the following:
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EFW/AC 3"-10th percentile, drop >50 percentiles
in growth trajectory, cerebroplacental ratio (CPR)
<5th percentile, or uterine artery P1>95th percentile.

Eligibility Criteria

¢ Inclusion: maternal age >18 years, singleton preg-
nancy with EFW <10th percentile, gestational age
>24+0 weeks, availability for follow-up, and sig-
ned informed consent.

e Exclusion: preeclampsia diagnosed before enroll-
ment, confirmed structural fetal anomalies, mul-
tiple pregnancies, chromosomal/genetic abnorma-
lities, or active labor.

Clinical Data Collection

Patient history included demographic information (age,
BMI), obstetric history (parity, prior complications
such as preeclampsia, eclampsia, HELLP, or IUGR),
and current pregnancy data (LMP, gestational age,
number of fetuses).

Gestational Age Assessment

Gestational age was determined by CRL at 8+0-13+6
weeks [24]. If unavailable and >10 days’ discrepancy
existed between menstrual age and fetal size, head
circumference (HC) between 14+0-21+6 weeks was
used [24].

Ultrasound and Doppler Assessment

All patients underwent ultrasound for fetal biometry

(BPD, HC, AC, FL) according to ISUOG guidelines [25].

e EFW was calculated using the Hadlock formula
[26] and plotted against the Hadlock percentile
chart [27].

e Doppler indices included UA PI, MCA PI, and
CPR (MCA PI/UA PI), measured according to
ISUOG recommendations [28].

e Oligohydramnios was defined as MVP <2 c¢cm or
AFI <5 cm. Ultrasound assessments were perfor-
med with Voluson E6, E8, and E10 systems (GE
Healthcare).

Biochemical Analysis

Maternal serum levels of PIGF and sFlt-1 were measu-
red in the Biochemistry Laboratory at UCGO using a
fully automated electrochemiluminescence immuno-
assay (ECLIA) analyzer (Cobas e 411). The sFlt-1/PIGF
ratio was calculated.

Monitoring for Preeclampsia

All IUGR patients and those with marker levels pre-
dictive of preeclampsia [29] were monitored for blood
pressure, liver enzymes (AST, ALT), LDH, serum creati-
nine, platelet count, and proteinuria. Preeclampsia was
defined as new-onset hypertension (>140/90 mmHg on
two occasions >4 h apart) with proteinuria >300 mg/24

h or other organ dysfunction (renal, hepatic, hematolo-
gic, neurologic, or pulmonary).

Delivery and Neonatal Outcomes

Indications for timing and mode of delivery were ba-
sed on established guidelines for FGR management,
including abnormal Doppler findings, non-reassuring
CTG, positive stress test, biophysical profile <4, or
oligohydramnios. Neonatal outcomes assessed inclu-
ded birth weight, Apgar scores at 1 and 5 minutes, and
neonatal mortality.

Future Directions

This pilot study is intended to be expanded with a
larger sample size, enabling correlation of angiogenic
marker levels with neonatal outcomes.

Statistical Analysis

Data were analyzed using the Statistical Package for
the Social Sciences (SPSS, version 25.0; IBM Corp.,
Armonk, NY, USA). The Shapiro-Wilk test was app-
lied to assess the normality of data distribution.
Qualitative variables are presented as absolute and
relative frequencies. Quantitative variables are expre-
ssed as meanzstandard deviation (SD) for normally
distributed data or as median with interquartile range
(IQR) for non-normally distributed data, along with
minimum and maximum values.

Comparisons between the IUGR and SGA groups we-
re performed using the Fisher’s exact test for catego-
rical variables. For continuous variables, the Student’s
t-test was applied when data followed a normal distri-
bution, and the Mann-Whitney U test was used other-
wise. A two-tailed p-value <0.05 was considered sta-
tistically significant.

As this was a pilot study with a total of 20 parti-
cipants, no formal sample size calculation was perfor-
med. The limited sample was chosen to assess feasibi-
lity and generate preliminary data to inform the design
and power calculation of a larger follow-up study.

Results

A total of 20 pregnant women were included: 10 with
intrauterine growth restriction (IUGR) and 10 with
small-for-gestational-age (SGA) fetuses.

Maternal Characteristics

The mean maternal age was slightly higher in the
IUGR group compared with the SGA group (33.4+9.9
vs. 29.2+5.8 years), though the difference was not
statistically significant (p=0.265). No significant diffe-
rences were observed in maternal height (164.3+5.8
cm vs. 160.0£6.2 cm, p=0.126), weight (78.4£14.6 kg
vs. 73.6x19.7 kg, p=0.540), or body mass index (23.78
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4.2 vs. 23.0£5.8 kg/m?, p=0.735). The mean gesta-

t

the IUGR group compared to the SGA group (31.2+

4.4 vs. 34.5+2.5 weeks), with the difference approaching

ional age at the time of the study was slightly lower in  significance (p=0.056). Obstetric history distributions

Table 1. Maternal Baseline Characteristics

did not differ substantially between groups (Table 1).

Baseline maternal characteristics

of the study population IUGR SGA p-level
Maternal age (mean £ SD) 33.4+9.9 29.2+5.8 t=1.15 p=0.265
Hight/cm (mean £ SD) 164.3045.8 160.046.2 t=1.6  p=0.126
Weight/kg (mean £ SD) 78.40+14.6 73.60+£19.7 t=0.62 p=0.54
BMI (kg/m?) (mean + SD) 23.78+4.2 23.0+5.8 t=0.34 p=0.735
Gestational age at US (mean * SD) 31.2+4.4 345425 t=2.05 p=0.056
parity Fisher's exact test
n(%) p=0.37
0 5 (50) 3 (30)
1 4 (40) 6 (60)
2 0 1 (10)
3 1(10) 0
PLGF
550
500 o
450 |
400 |
350 |
o
£ 300 |
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o Mean
0 ! . [0 Mean+SE
IUGR SGA T Means1.96"SE

Fig. 1. Distribution of PLGF in IUGR and SGA pregnancy

Angiogenic Markers (Table 2)

PIGF: Significantly lower in the IUGR group (mean
56.7+24.8 pg/mL; median 54.5 pg/mL) compared

with the SGA group (mean 317.2+267.1 pg/mL; e

median 223 pg/mL) (p=0.00018) (Figure 1).
sFIt-1: Significantly higher in the IUGR group
(mean 12,666.5+9,454.4 pg/mL; median 9,121.5

Table 2. Placental Angiogenic Markers

pag/mL) compared with the SGA group (mean
5,003.7+1,854.0 pg/mL; median 4,522 pg/mL) (p

=0.0375) (Figure 2).

sFIt-1/PIGF ratio: Markedly elevated in the
IUGR group (mean 274.0+217.2; median 247.5)
compared with the SGA group (mean 20.5+10.9;
median 22.8) (p=0.00018) (Figure 3).

Variable Statistical p-level
parameters IUGR SGA
PLGF  (pg/ml) mean = SD 56.70 +24.8 317.20 £ 267.1 Z=3.74
median (IQR) 54.5 (34 -177) 223 (213 —306) ***p=0.00018
sFIt-1  (pg/ml) mean + SD 12666.50 £ 9454.4 5003.70 £ 1854.0 Z=2.08
median (IQR) 9121.5 (5976 — 17209) 4522 (4314 — 6325) *p=0.0375
sFIt-1/PLGF mean + SD 273.99 £217.2 20.45+10.9 Z=3.74

median (IQR)  247.5 (89 — 397)

22.8 (12.5 - 29.4)

***p=0.00018

*Mann-Whitney U test: *p < 0.05, ***p < 0.0001
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Fig. 2. Distribution of SFLT-1 in IUGR and SGA pregnancy
Table 3. Doppler Parameters
Variable IUGR Group SGA Group p-level
PI a. umbilicalis 1.45+0.52 1.07+0.15 t=2.23, *p=0.039
Pl a. cerebri media 1.44+0.32 1.79+0.14 t=3.08, **p=0.0064
CPR 1.04+0.31 1.68+0.13 t=6.08, ***p=0.00001
*Student’s t-test: *p<0.05, **p<0.01, ***p<0.0001
sFit-1/PLGF
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Fig. 3. Distribution of SFLT-1/PLGF ration in [IUGR and SGA pregnancy

Doppler Indices (Table 3)

Umbilical artery PI: Significantly higher in the
IUGR group (1.45+0.52) compared to the SGA
group (1.07£0.15) (p=0.039).

Middle cerebral artery PI: Significantly lower in
the ITUGR group (1.44+0.32) compared to the
SGA group (1.79£0.14) (p=0.0064).
Cerebroplacental ratio: Significantly reduced in
the IUGR group (1.04+0.31) compared to the SGA

group (1.68+0.13) (p=0.00001).

Summary of Findings

Pregnancies complicated by IUGR were characterized
by significantly lower PIGF, higher sFlt-1, and mar-
kedly elevated sFIt-1/PIGF ratios compared to SGA.
These biochemical changes were paralleled by abnor-
mal Doppler indices, supporting more severe placental
dysfunction in the IUGR group.
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Fig. 4. Comparison on Doppler measurement between IUGR and
SGA fetuses

Discussion

This pilot study demonstrated a statistically significant
difference in maternal serum angiogenic markers bet-
ween pregnancies complicated by intrauterine growth
restriction (IUGR) and those with small-for-gesta-
tional-age (SGA) fetuses. Specifically, the sFIt-1/PIGF
ratio was markedly elevated in the IUGR group, ref-
lecting more pronounced placental dysfunction. These
findings suggest that an increased sFIt-1/PIGF ratio
may aid in distinguishing fetuses with ITUGR due to
chronic placental insufficiency from constitutionally
small but otherwise healthy SGA fetuses.

The IUGR group exhibited significantly lower PIGF
levels and higher sFlt-1 concentrations compared to the
SGA group. This aligns with previous studies showing
that low maternal PIGF levels are strongly associated
with placental insufficiency and fetal growth restric-
tion [30]. For example, a large prospective cohort stu-
dy found that PIGF concentrations below the 5th per-
centile identified IUGR with high sensitivity, outper-
forming conventional fetal biometry and Doppler
indices in detecting placental dysfunction.

The sFIt-1/PIGF ratio, a composite marker reflecting
the balance between pro- and antiangiogenic signals,
has been consistently reported to be elevated in IUGR
[31-33]. Our findings corroborate this association, par-
ticularly in early-onset IUGR, which is typically cha-
racterized by more severe placental impairment. Prior
research has shown that sFlt-1/PIGF levels correlate
with ITUGR staging, Doppler abnormalities, and adver-
se neonatal outcomes, highlighting their potential uti-
lity in clinical decision-making [33-35].

Several studies have emphasized the value of angio-
genic markers in differentiating constitutionally small
fetuses from those with pathologic growth restriction.
While many fetuses below the 10th percentile achieve
favorable perinatal outcomes, identifying the subset at
risk due to placental insufficiency remains a major
clinical challenge [36,37].

A case-control study evaluated the angiogenic sFlt-
1/PLGF ratio in patients with fetuses classified via ul-
trasound as normally growing, constitutionally small,
or with IUGR. The study found that patients with IUGR
had significantly higher sFlt-1/PLGF ratios compared
to those with normal or constitutionally small fetuses.
The authors concluded that sFIt-1/PLGF levels in IUGR
correlate with IUGR staging, Doppler parameters, and
adverse outcomes, and may aid in disease classifica-
tion and clinical management [33].

In an observational study, sFIt-1/PLGF ratios were
significantly higher in pregnancies with [JUGR and ad-
verse neonatal outcomes compared to those with nor-
mal fetal growth. Angiogenic markers were analyzed
between 24-28+6 and 29-36+6 weeks of gestation in
530 patients. The study highlighted the potential utility
of angiogenic markers as objective tools for iden-
tifying fetuses at risk of poor neonatal outcomes [34].
Our results align with previous studies reporting simi-
lar findings. In a retrospective study, Rajiv et al. ana-
lyzed angiogenic marker levels (PLGF, sFlt-1, and
their ratio) in patients with IUGR and SGA fetuses and
concluded that sFIt-1/PLGF ratios were significantly
higher in the IUGR group than in the SGA group (37).
Our results support the incorporation of angiogenic
markers into risk stratification strategies, allowing for
individualized monitoring and timely intervention.

The primary limitation of this study is the small sam-
ple size, which may limit the generalizability of the
findings. Nevertheless, these preliminary results provi-
de compelling evidence that maternal serum angioge-
nic markers, particularly the sFlt-1/PIGF ratio, are va-
luable adjuncts in the antenatal distinction between
IUGR and SGA.

Conclusion

Maternal serum angiogenic markers, including PIGF,
sFlt-1, and the sFIt-1/PIGF ratio, are significantly alte-
red in pregnancies complicated by IJUGR compared to
SGA. These markers have the potential to improve the
antenatal diagnosis of IUGR, facilitate more accurate
risk stratification, and guide appropriate monitoring and
clinical management. Incorporating angiogenic marker
assessment into routine prenatal care may enhance the
identification of fetuses at risk for adverse outcomes.
Further research with larger cohorts is required to va-
lidate these findings and support their implementation
in clinical practice.

Conflict of interests: None declared.
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Abstract

Introduction. Persistent infection with high-risk hu-
man papillomavirus (HPV) is the main prerequisite for
the development of cervical precancer and cancer.
While most HPV infections are transient, psychosocial
and work-related factors, such as occupational stress
and burnout, may impair immune responses and in-
crease susceptibility to viral persistence.

Methods. A total of 146 women were enrolled, in-
cluding 95 with persistent HPV infection and 51 with-
out persistence after 24 months. HPV genotyping was
performed using multiplex real-time PCR. Work-rela-
ted psychological factors were assessed with standar-
dized questionnaires, including the Maslach Burnout
Inventory (MBI). Statistical analyses included Mann-
Whitney U test, Fisher’s exact test, and binary logistic
regression.

Results. HPV 16 was the most prevalent genotype in
persistent infections (46.3%), followed by HPV 31,
HPV 52, HPV 18, HPV 45, HPV 33, HPV 53, and
HPV 73. Women with persistent HPV infection were
significantly older compared to those without persis-
tence (35.3+8.7 vs. 32.7+8.9 years, p=0.04). Sociode-
mographic variables such as education, job sector, and
work experience were not significant predictors of
persistence. In logistic regression, the burnout dimen-
sion personal Accomplishment was a strong protective
factor, reducing the risk of persistent HPV infection by
31% (Exp(B)=0.690; 95% CI: 0.602-0.791; p<0.001).
Emotional exhaustion showed no significant asso-
ciation. The predictive model demonstrated an overall
accuracy of 82.2% (sensitivity 91.6%, specificity 64.7%).
Conclusion. Personal accomplishment, reflecting higher
professional efficacy and psychological resilience,

Correspondence to: Megi Micevska University Clinic for Gynecology
and Obstetrics, 1000 Skopje, R. N. Macedonia; E-mail:

megim71@gmail.com

emerged as the strongest protective factor against per-
sistent HPV infection. These findings highlight the im-
portance of integrating psychosocial assessments into
occupational and public health strategies. Interventions
aimed at reducing workplace stress and enhancing
self-efficacy may strengthen immune responses and
lower the burden of persistent HPV infections.

Keywords: human papillomavirus (HPV), persistent
infection, burnout, emotional exhaustion, personal
accomplishment, work-related stress

Ancrpakr

Bogen. Ilep3nucTenTHaTa HH(EKIIMjA CO BUCOKO PU3NY-
HuTe XymaH marmminoma Bupycu (XIIB) mpercraByBa
TJIaBEH IPEIyCIIOB 3a pa3BOj Ha IIEPBUKAJIHHUTE IIpe-
KaHIIEPO3HH M LIEpPBUKAJICH KapIIMHOM. [ako moBekeTo
XIIB wH(eKHn ce TPaH3UTOPHH, IICHXOCOIH]jATHUTE
u (akTopuTe MOBp3aHH CO paboTara, Kako IITO Ce
npo(eCHOHATHUOT CTPEC U CUHAPOMOT Ha IPEeropysa-
€, MOXKaT J1a TO HapyIIaT UMYHOJIOIIKHOT OJTOBOP H
Jla ja 3roJieMaT MOAJI0KHOCTA HA BUPYCHA TEP3UCTEH-
THOCT.

Metoau. Bo cryaujata 6ea BkiaydeHu 146 xeHu, of
kou 95 co mep3ucrentHa XIIB wmHbpeknmja u 51 6e3
uHdpeknuja mo 24 meceuu. XIIB reHoTmmmzammjata
Gerie W3BpIICHA CO MOMOII Ha MynTHIUIEKC real-time
PCR wmertona. IIcuxomomkure ¢GakTopu MOBp3aHH CO
paborara Gea OLIEHETH CO CTaHIAPTU3MPAHU IIpallIall-
HUIIM, BKITY4yBajku To 1 nipamanankot Maslach Burnout
Inventory (MBI). 3a cratucTruka aHanu3sa 6ea npume-
weru Mann-Whitney U tect, Fisher’s exact tect u
OWHAapHa JIOTHCTUYKA perpecH;ja.

Pesynraru. XIIB 16 Oeme Haj3acTaneHUOT T€HOTHUI
kaj nepauctenTaute XI1B unbexun (46,3%), mo mro
crnenea tunoBute XIIB 31, XIIB 52, XIIB 18, XIIB
45, XTIB 33, XIIB 53 u XIIB 73. XKenure co nep3wuc-
teHTHa X[IB nH}peknuja 6ea 3HAUNUTEIHO TTOCTapH BO
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criopeba co KoHTposHaTa rpyna (35,3+8,7 HacrpoTu
32,7489 romuum, p=0,04). Coumonemorpadckure Ba-
pHyjabiu Kako oOpa3oBaHHETO, CEKTOPOT Ha BpaboOTYy-
Bamb¢ M padOTHOTO MCKYCTBO HE Ce€ TOKa)kaa Kako 3Ha-
YajHU MPETUKTOPU Ha Mep3ucTeHnuja. Bo moructud-
Kara perpecHja, JMMEH3HjaTa Ha mperopysame JImueH
yCIIeX, ce MOKaka KaKo CWJICH 3alllTUTEH (akKTop, KOj
ro HaMalyBa pU3HKOT of nep3ucteHTHa XIIB mH(bek-
uja 3a 31% (Exp(B)=0,690; 95% CI: 0,602-0,791; p
<0,001). Iumensujata EMonnoHamHa UCIPIIEHOCT HE
NOKa)ka 3HadajHa aconujauuja. [IpeIKTHBHHOT Mozeln
JIEMOHCTpHUpallle BKymHa TOYHOCT on 82,2% (ceHsu-
TUBHOCT 91,6%, cienuduanroct 64,7%).

3akay4yok. /umensujara JludeHn ycmex, kKoja ja on-
pasyBa morojemara mnpodecHoHasHa e(QUKACHOCT H
TICUXOJIOIIKA PE3WINEHTHOCT, CE€ M3/[BOjyBa KAaKO Haj-
CWJICH 3allITUTEH (haKTop NMPOTHUB Tep3ucTeHTHaTa XI1B
uHpexnuja. OBUEe HAOIU ja MOTCHIUPAAT BAXKHOCTA O]
WHTErpalrja Ha MICHXOCOIUjaIHH MPOICHKH BO CTpa-
TETHHUTE 32 jJaBHO W NpodecuoHanHo 3apasje. MHTep-
BEHIIMMTE HACOYEHH KOH HaMalyBame Ha pabOTHHOT
CTpeC U 3ajaKkHyBame Ha caMOoe(UKacCHOCTa MOXKe Ja
ro MoJo0paT UMYHOJOIIKHOT OATOBOP H [a TO Hama-
JaT TOBapoT Ha nep3ucteHTHuTe XI11B nHbekmu.

Kayuynu 300poBu: xyman namwioma upyc (XIIB),
MEeP3UCTEHTHA WH(EKITUja, CHHAPOM Ha MPEropyBame,
€MOIOHAJTHA UCLIPIIEHOCT, JINYHA YCIIEX; CTPeC

Introduction

Burnout has become a prominent topic in occupational
health research over the last decades, reflecting the
growing recognition of work-related psychological
stressors and their impact on overall health. Burnout is
traditionally conceptualized as a three-dimensional
construct, consisting of emotional exhaustion, cynicism
or depersonalization, and reduced personal accom-
plishment [1]. These dimensions capture the chronic
response to sustained job-related stress and are widely
recognized in both clinical and organizational settings.
The burnout construct is defined as a psychological
syndrome caused by a prolonged response to interper-
sonal stressors, mainly at the workplace, which en-
compasses three dimensions: emotional exhaustion,
depersonalization, and a decrease in personal achieve-
ments. Recently, the World Health Organization (WHO)
has included burnout in the International Classification
of Diseases (ICD-11) in the section ‘Factors influen-
cing health status or contact with health services’
under the definition of ‘Burnout’ (QD85) [2].

According to some studies, emotional exhaustion is a
core dimension of burnout, while reduced achievement
and depersonalization occur with varying intensity de-
pending on the professional context [3]. In healthcare
professionals, burnout has been extensively studied,

with evidence showing that it contributes not only to
diminished work performance and increased medical
errors, but also to negative health outcomes [4,5].

The consequences of burnout extend beyond psycho-
logical well-being. A systematic review of prospective
studies revealed that burnout is associated with a wide
spectrum of adverse outcomes, including cardiovas-
cular diseases, musculoskeletal disorders, sleep prob-
lems, depression, and impaired immune function [6].
These consequences may increase susceptibility to
chronic diseases and infections. Furthermore, burnout
shows strong correlations with depression and anxiety
[7], which may mediate biological mechanisms such
as dysregulation of the hypothalamic-pituitary-adrenal
(HPA) axis and impaired cellular immunity. These
pathophysiological mechanisms are of particular im-
portance in relation to the persistence of viral infec-
tions, as they may compromise the host’s ability to
mount an effective immune response, thereby facilita-
ting viral survival, replication, and the progression
toward chronic or recurrent infection [4,5].

Human papillomavirus (HPV) is one of the most
frequent sexually transmitted infections [8]. Nearly all
sexually active individuals will encounter an HPV
infection at some point in their life. Most infections
resolve spontaneously within 1-2 years. However, an
HPV infection can become persistent and lead to pre-
cancer or cancer at female anogenital sites, including
the cervix, vulva, vagina and anal canal. Virtually all
high-grade cervical intraepithelial neoplasia (CIN) and
cervical cancers are caused by high-risk HPV (hrHPV)
infections [9-11]. HPV infection has been closely
associated with cervical invasive squamous cell carci-
noma (SCC) and most cervical adenocarcinoma le-
sions [10,12]. To date, 227 HPV types have been
identified in humans, of which approximately 40 al-
pha-types are recognized as causative agents of over
750,000 malignancies annually. Among these, HPV 16
and HPV 18 are the most prevalent, together accoun-
ting for more than 80% of the global cervical cancer
burden, while additional high-risk types such as HPV
31, HPV 33, HPV 45, and HPV 58 are also strongly asso-
ciated with cervical and anogenital cancers. Notably,
HPV 16 is not only the predominant oncogenic type in
cervical cancer but is also linked to head and neck can-
cers. These oncogenic HPV types are classified as
high-risk (HR), in contrast to low-risk (LR) types
such as HPV 6 and HPV 11, which are associated pri-
marily with benign, self-limiting lesions [13-15].
Taken together, the evidence suggests that work-rela-
ted psychological stressors, manifested through burn-
out, may have influence not only on mental health but
also on vulnerability to persistent infections. Investiga-
ting the role of burnout and its psychological dimen-
sions as predictors of persistent HPV infection could
therefore provide new insights into the intersection of
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occupational health, mental well-being, and infectious
disease outcomes.

Materials and methods

This case control study included 146 women: 95 with
persistent HPV infection (infection present >24 months
after initial diagnosis) and 51 in whom the infection
had cleared. All participants provided written informed
consent, and the study was approved by the Ethics
Committee for Human Research, Faculty of Medicine,
Skopje.

The analysis of the samples, cervical swabs taken from
patients, was performed in the Laboratory for molecu-
lar diagnostics and HPV typing at the University Cli-
nic for Gynecology and Obstetrics, Skopje. DNA was
extracted using a commercial kit for urogenital sam-
ples, followed by detection and genotyping with a
multiplex real-time PCR assay (cyclic-CMTA). This
method enables simultaneous amplification, detection,
and differentiation of 19 high-risk HPV types (HPV
16, 18, 26, 31, 33, 35, 39, 45, 51, 52, 53, 56, 58, 59, 66,
68, 69, 73, 82) and 9 low-risk HPV types (HPV 6, 11,
40, 42, 43, 44, 54, 61, 70), including an internal control.
Sociodemographic and occupational data were collec-
ted with a structured questionnaire addressing educa-
tion, job sector, and work experience. Burnout was
assessed using the Maslach Burnout Inventory-General

Table 1. HPV type / Persistent HPV infection

Survey (MBI-GS), covering emotional exhaustion, de-
personalization, and personal accomplishment. Items
were rated on a 7-point Likert scale (O=never to 6=
every day), with higher exhaustion and depersonaliza-
tion scores indicating greater burnout, and higher accom-
plishment scores reflecting greater professional efficacy.
Statistical analysis was performed using SPSS, v23.
Descriptive statistics were calculated, and group diffe-
rences were tested with the Mann-Whitney U test and
Fisher’s exact test (Monte Carlo correction). Logistic
regression was applied to assess predictors of persis-
tent HPV infection. The predictive values for persis-
tent HPV infection were quantified by applying binary
logistic regression analysis [Wald, Exp (B), 95.0% ClI
for Exp (B), p], using the Enter method. Reliability of
the MBI subscales was assessed using Cronbach’s
alpha. Statistical significance was considered for va-
lues of p<0.05, while highly significant values were
p<0.01. For the purposes of our study, only some of
the obtained results are presented.

Results

Out of a total of 146 participants, 95 had persistent
HPV infection, of which 58 presented with a single
HPV type, while 37 had mixed HPV infections. Table
1 presents the structural percentages of HPV types
among patients with persistent HPV infection.

HP Cumulative Cumulative HPV Cumulative Cumulative
\Y% Count Percentage Count Percentage
type Count Percentage type Count Percentage
16 27 27 28.42 28.42 52; 40 1 70 1.053 73.68
18 3 30 3.16 31.58 16; 56 1 71 1.053 74.74
31 8 38 8.42 40.00 16: 54 1 72 1.053 75.79
33 3 M 3.16 43.16 45: 59 1 73 1.053 76.84
35 1 42 1.05 44.21 16:6 2 75 211 78.95
39 1 43 1.05 45.26 ‘:’% 5;% 1 76 1.053 80.00
45 4 47 421 49.47 16: 45 2 78 211 82.11
52 4 51 421 53.68 16;3?2; 1 79 1.053 83.16
18; 33;
53 1 52 1.053 54.74 5. 73 1 80 1.05 84.21
56 1 53 1.053 55.79 31é15’9; 1 81 1.053 85.26
58 3 56 3.16 58.95 31: 42 2 83 211 87.37
66 1 57 1.05 60.00 31&32; 1 84 1.053 88.42
73 1 58 1.05 61.05 52; 58 1 85 1.053 89.47
16;
51 1 59 1.05 62.11 31: 59 1 86 1.053 90.53
56
1561; 1 60 1.053 63.16 16;673; 1 87 1.053 91.58
39; 18; 33;
s 1 61 1.053 64.21 pENS 1 88 1.053 92.63
51,
52: 1 62 1.053 65.26 16; 42 1 89 1.053 93.68
53
16: 2 64 2.11 67.37 16,:53 1 90 1.053 94.74
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1.053 69.47

1.053 70.53

1.053 71.58

1.053 72.63

16; 73 1 91 1.053 95.79

16; 33 1 92 1.053 96.84

53; 11 1 93 1.053 97.89

33; 67;

42 98.95

1.053

16; 66 1 95 1.053 100.00

The most frequently isolated type was HPV 16, detec-
ted in 44 patients (46.3%), of which 27(28.42%) had
HPV 16 as a single infection, while 17(17.9%) had
HPV 16 as part of mixed HPV infections. The next
most prevalent types were: HPV 31, HPV 52, HPV 18,
HPV 45, HPV 33, HPV 53, and HPV 73.

Table 2. Descriptive statistics of patients’ age

Table 2 presents the descriptive statistics of patients’
age. The age of patients with persistent HPV infection
was 35.32+8.73 years (95% CI: 33.54-37.09) and of
patients without persistent HPV infection 32.73 + 8.88
years (95% CI: 30.23-35.22).

Valid Confidence Confidence . . . Std.

Age N Mean -95,00% +95,00% Median Minimum Maximum Dev.

Persistent HPV. o5 35.32 33.54 37.09 34.00 21.00 57.00 8.73
infection

Non-persistent 51 32.73 30.23 35.22 30.00 21.00 57.00 8.88

HPV infection

The age of patients with persistent HPV infection was
significantly higher compared to those with non-per-
sistent HPV infection (Z = 2.04, p = 0.04)

In the performed crosstabulation between patients” HPV
status and their employment sectors, Fisher’s exact test
yielded a value of 5.101 with p>0.05 (p=0.535; Monte
Carlo Sig. [2-sided]=0.522-0.548), indicating no signi-
ficant difference or association.

Figure 1 presents the results regarding the education of
employed patients. Crosstabulation between patients’
HPV status and their level of education yielded Fisher’s
exact test=3.437 with p >0.05 (p=0.652; Monte Carlo
Sig. [2-sided]=0.639-0.664), indicating no significant
difference or association.

S0
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program)

Advanced Voeational
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w
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Patients with persistent HPV infection had a
nonsignificant longer work experience compared to
those with non-persistent HPV infection (Z=1.72, p=
0.09).

An increase in age by one year was associated with a
6.6% higher risk of persistent HPV infection (Exp (B)
=1.066; 95% CI for Exp (B): 0.977-1.164), although
this was not statistically significant (p=0.153). Patients
with a secondary vocational qualification had a 2.37-
fold higher risk of persistent HPV infection compared

to those with an advanced vocational qualification
(Exp (B)=2.371; 95% CI for Exp (B): 0.726-7.741), a
difference that did not reach statistical significance (p
=0.153). Employment in the Production, Energy, and
Construction sectors was associated with a 1.84-fold
higher risk compared to those employed in Finance,
Business, and Consulting (Exp (B)=1.844; 95% CI for
Exp (B): 0.533-6.379), but also not statistically
significant (p=0.334).

Table3. Binary Logistic Regression Analysis for Prediction of Persistent HPV Infections

B S.E.

95% C.1. for EXP (B)

Wald df Sig.  Exp (B)

Lower Upper
Age .064 .045 2.047 1 .153 1.066 977 1.164
Production, Energy and Construction
Sectors (1) .612 .633 .934 1 .334 1.844 533 6.379
Trade, Services and Transportation (1) .003 525 .000 1 .996 1.003 .358 2.808
Public and Social Services (1) (.151) 490 .095 1 .758 .860 .329 2.246
StCuIture, Arts and Recreation (1) (1.363) 1.260 1.170 1 279 .256 .022 3.024
ESecondary Vocational Qualification (1) .863 .604 2.044 1 153 2.371 .726 7.741
Vocational Education (1) .763 .902 716 1 .398 2.145 .366 12.577
Masters or Doctoral Degree (1) .145 460 .099 1 753 1.156 469 2.850
Unknown (1) .048 .834 .003 1 .954 1.049 .205 5.373
Work experience (.035) .055 415 1 .520 .965 .866 1.075
Constant (1532) 1152 1769 1 184 216

To determine the predictive values of emotional ex-
haustion, personal accomplishment for persistent HPV
infections, the Enter method was applied. The overall

accuracy of this model in predicting persistent HPV
infections was 82.2%, with a sensitivity of 91.6% and
a specificity of 64.7%.

Table 4. Binary Logistic Regression Analysis for Prediction of Persistent HPV Infections

95% C.1. for EXP (B)

B S.E. Wald df  Sig. Exp (B) Lower Upper
Totall .027 .032 707 1 .400 1.027 .965 1.093
Step 1*°  Total2 (.371) .070 28.368 1 .000 .690 .602 791
Constant 12.172 2.205 30.479 1 .000 193357.860
ROC Curve
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2
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Fig. 2. ROC area
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In assessing the significance of predictors for persis-
tent HPV infection, the strongest effect was observed
for personal accomplishment (Total 2) (Wald=128.368,
p<0.001), while emotional exhaustion (Total 1) showed
the weakest and non-significant effect (Wald=0.707,
p=0.400) (Table 19.1). An increase of one unit in
emotional exhaustion (Total 1) raised the risk of per-
sistent HPV infection by 2.7% (Exp (B)=1.027; 95%
Cl: 0.965-1.093; p=0.400, not significant). Conver-
sely, an increase of one unit in personal accomplish-
ment (Total 2) reduced the risk by 31% (Exp (B)=0.690;
95% CI: 0.602-0.791; p<0.001, significant).

The ROC area is 0.842, which means that in 84.20%
/95%CI:0.770-0.915/ p<0.001 (p=0.000) / of all possible
pairs in which one has persistent HPV infection and
the other does not have persistent HPV infection, this
model will determine a higher probability of persistent
HPV infection (Figure 2).

Discussion

Our findings confirm HPV 16 as the dominant geno-
type in persistent infections, both as a single infection
and in combination with other high-risk types. This
dominance of HPV 16 aligns closely with multiple re-
cent studies which report HPV 16 as the leading high-
risk type associated with persistent infection and onco-
genic outcomes. Zhao et al. found that HPV 16 was the
most prevalent persistent genotype, followed by HPV
52, 31, 35, and 53 [16,17]. Similarly, Jing et al. repor-
ted HPV 16 among the most common types in both
single and multiple infections in their population [18].
The pattern of mixed versus single infections in our
findings, where nearly half of the persistent infections
involved mixed HPV types, is consistent with broader
epidemiologic evidence. Studies such as those by Kim
et al. and Damgaard et al. show that mixed infections,
including HPV 16 plus other HR types, are common
and sometimes associated with higher severity of
lesions [19,20].

Notably, genotypes HPV 31, HPV 52, HPV 18, HPV 45,
HPV 33, HPV 53, and HPV 73 appear in our results
among the next most prevalent types. This matches
with the findings in recent studies by Zhao et al. where
HPV 52 and HPV 31 follow HPV 16 in prevalent rank,
reinforcing the global pattern that these HR types are
among key contributors to persistent HPV burden [16].
Our results support the hypothesis that HPV 16 has the
strongest oncogenic potential in persistent infection
settings.

Our study demonstrated that the mean age of patients
with persistent HPV infection was significantly higher
than that of patients without persistent infection. These
findings are consistent with previous reports, such as
those by Castle et al. and Plummer et al., which sho-
wed that increasing age is associated with reduced
viral clearance and a higher likelihood of persistent

HPV infection [21,22]. This effect has been attributed
to age-related changes in immune competence and the
cumulative exposure to risk factors across the lifespan.
Although our results showed only a nonsignificant
trend toward longer work experience in the persistent
group, this finding may reflect the role of prolonged
exposure to occupational stressors in impairing immu-
ne responses. This interpretation is in line with fin-
dings by Kuebler et al. [23] and Fang et al. [24], who
reported that psychological stress can influence immu-
ne function and increase susceptibility to persistent
viral infections, as well as broader psychoneuroimmu-
nology research highlighting the role of stress in
immune dysregulation and disease susceptibility [3-5].
No significant differences were found between groups
concerning educational attainment. However, women
with only secondary vocational qualifications showed
a higher, though nonsignificant, risk of persistent in-
fection compared to those with advanced vocational
training or higher academic degrees. These observa-
tions are in line with studies by Kops et al. [25] and
Swai et al. [26], which demonstrated that lower educa-
tional level and socioeconomic status are associated
with increased risk of HPV infection and persistence
due to reduced screening participation and delayed
healthcare access.

Our analysis did not reveal significant differences bet-
ween women with persistent and non-persistent HPV
infections regarding employment sector. On the con-
trary, Shoji et al. found significant differences between
the occupational groups in the self-efficacy burnout
associations, and the strongest associations were found
for teachers [27]. The observed differences may be due
to the relatively small number of patients included in
our study compared to the meta-analysis by Shoji et al.
Among the burnout dimensions, personal accomplish-
ment emerged as the strongest protective factor, redu-
cing the risk of persistent HPV infection by 31%,
whereas emotional exhaustion did not show a signi-
ficant effect. This pattern aligns with the conceptual
framework of Maslach and Leiter [1] and with eviden-
ce from Edu-Valsania et al. [2], who emphasized that
positive psychological resources such as efficacy and
accomplishment mitigate the negative impact of stress
on health outcomes. In addition, findings by Koutsimani
et al. [6] support the view that burnout dimensions are
differentially associated with psychological well-being
and biological responses. These results suggest that
professional efficacy and accomplishment may streng-
then adaptive coping and immune function, consistent
with previous work on coping mechanisms and psy-
chological outcomes [28-31]

This interpretation is further supported by studies exa-
mining the biological mechanisms of stress. For exam-
ple, Glaser and Kiecolt-Glaser [32] and Cohen et al.
[33] demonstrated that chronic stress was linked to
immune dysregulation and higher susceptibility to vi-
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ral infections. Similarly, Dhabhar (34) and Steptoe and
Kiviméki [35] showed that psychosocial stress was
associated with changes in immune competence and
health outcomes, providing a plausible explanation for
the association observed in our study. This is consis-
tent with psychoneuroimmunology literature, which
demonstrated that stress alters cytokine profiles and
weakens antiviral defense [32-38].

Our findings have important implications for both cli-
nical practice and occupational health. They suggest
that psychosocial resources, particularly professional
efficacy and personal accomplishment, may play a
protective role against persistent HPV infection. This
interpretation is consistent with evidence from Koutsi-
mani et al. [6], who showed that burnout was closely
related to psychological distress and health outcomes,
and with Kuebler et al. [23], who highlighted the role
of stress in influencing immune function. Furthermore,
the review by Edl-Valsania et al. [2] emphasized that
positive psychological factors such as accomplishment
can mitigate the effects of work-related stress, thereby
supporting resilience. Future research should focus on
larger and more diverse populations, adopt longitudinal
designs, and integrate biological markers of stress
alongside psychosocial assessments in order to better
understand the interplay between burnout, immunity,
and viral persistence.

Conclusion

This study highlights the influence of work-related
psychological factors on the persistence of high-risk
HPV infection. While sociodemographic and occupa-
tional variables such as age, education, and job sector
did not emerge as significant predictors, trends suggest
that contextual stressors may interact with psycholo-
gical resources to shape outcomes. Among burnout di-
mensions, personal accomplishment was identified as
the strongest protective factor, reducing the risk of
persistence by 31%, whereas emotional exhaustion
showed no significant effect. These findings empha-
size that resilience and professional efficacy may play
a critical role in supporting immune function and con-
trolling viral infections. Incorporating psychosocial
assessments into preventive and occupational health
strategies could improve early risk identification and
guide interventions aimed at enhancing resilience, the-
reby contributing to better HPV control and reduced
burden of HPV-related malignancies.

Conflict of interests: None declared.
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Abstract

Introduction. Acenocoumarol remains the predomi-
nant oral anticoagulant prescribed for patients with
atrial fibrillation (AF) in the Republic of North Mace-
donia. Despite contemporary clinical guidelines that
emphasize the superiority of novel oral anticoagulation
drugs (NOAC) in terms of efficacy and safety, the
utilization of acenocoumarol persists largely driven by
economic constraints.

Aim. To evaluate the impact of age on quality of oral
anticoagulant therapy (OAT) in patients with AF pla-
ced on acenocoumarol and the impact of seasonal va-
riation on the quality of OAT.

Methods. This retrospective, cross-sectional study
comparised 91 patients with permanent AF receiving
acenocoumarol during the period from January 2020 to
December 2022. Recommended optimal therapeutic
range of the international normalized ratio (INR) was
2.0-3.0. Rosendaal method was used for calculating
time in therapeutical range (TTR). Participants in the
study were selected by using inclusion and exclusion
criteria.

Results. The mean age of participants was 76 years
(£7.9). The majority of them (65%) were women (n=59).
Optimal anticoagulation with TTR >70% was not
achieved in any age group. The average TTR among
all participants was 46.18% (+27.21). The highest va-
lue of TTR was 56.82% in the group aged 60-69, whi-
le the lowest TTR was 43.01% in the group aged 80—
89. The study confirmed seasonal variation of the INR
values, although the highest levels were recorded du-
ring the coldest months.

Conclusion. Identification of factors contributing to
suboptimal anticoagulation is essential to achieve opti-
mal anticoagulation in patients with AF. Personalized
care (frequent follow-up and potential to adhere to the
prescribed therapy) lead patients to better choice and
decision that affect their health and wellbeing.
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AncrTpakTt

Bogen. Bo PenyOnuka CeBepra MakenoHHja alleHOKY-
MapoJIOT OCTaHyBa JOMHHAHTEH OpalieH aHTHKOAary-
JIAHT TPENHUIIaH 32 MAIMeHTH CO MPETKOMOpHA (uo-
punanuja (I1d). M mokpaj mOCTOEUKHUTE KIMHUYKU
BOIMYH KO ja HArjacyBaaT CyIepHOPHOCTa Ha HOBHUTE
anTukoarymantHu JiekoBu (HOAK) Bo omHOC Ha edu-
KacHocTa U 0e30emHoCTa, ynoTpedara Ha alleHOKyMa-
PO ¥ TIOHAaTaMy € BO TEK BO TOJIeMa Mepa 3apain eKo-
HOMCKH OpaHHYYBamba.

Hen. Jla ce eBaidyupa BIMjaHHMETO Ha BO3pacTa Bp3
KBAJIUTETOT HAa OpaJHaTa aHTHKOAryJlaHTHa Tepariuja
(OAT) xaj maumentu co [1d mocraBeHn Ha areHOKY-
MapoJl U BJIMjaHHUETO Ha CE30HCKUTE BapWjallii Bp3
kBanuTeToT Ha OAT.

Metoan. OBa e peTpOCHEeKTHUBHA, INIpecedHa CTyIHja
Ha 91 manmenTt co mepmanentHa [ID mocraBeHm Ha
alleHOKyMapoJ BO MepuoAoT of janyapu 2020 mo ne-
kemBpu 2022. [IpenopagaHHOT ONITUMAJICH TEPATUCKU
paHT HAa WHTEPHAIIMOHATHHOT HOPMAIIU3UPaH OIHOC
(INR) 6eme 2,0-3,0. bemre kopucteH MeTonot mo Po-
3€HAAN 32 KaJKyJIHpame Ha BPEMETO BO TEPANCBTCKU
parr (TTR). Ceneknujara Ha yYECHUIIM BO CTyIHWjara
Oellle HalpaBeHa CO KOPUCTEHE MHKIY3MOHH M SKCKITY-
3UOHH KPUTCPUYMH.

Pe3yanraTn: CpenHara Bo3pacT Ha yYECHHIUTE Oerne
76 romuan (£7,9). MuO3uHCTBOTO Off HUB (65%) Gea
skern (1=59). OntumaiHa anTukoaryiaija co TTR>70%
He Oellle OCTHTHATa BO HHUTY €IHA BO3pacHa TpyIia.
IIpoceunoto TTR Ha wnenara rpyna Oeme 46,18%
(¥27,21). Hajeucoka Bpeanoct Ha TTR 56,82% Gemie
MOCTUTHAT BO BO3pacHara rpyna oj 60-69 rogunu,
nojaeka Hajaucka BpeaHoct Ha TTR ox 43,01% umare
Kaj Bo3pacHara rpyma oj 80-89 romunu. Bo crymujata
Oerre moTBp/eHa ce30HCKa Bapujanuja Ha INR, mako
HajBUCOKH BpemHoctd Ha INR Oea 3abenexxanu BO
HAjCTY/ICHUTE MECEITH.
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3akaydok. Mnentudukanujara Ha (akTOpUTe KOU
IpUAOHECYyBaaT MO CyOONTHUMAaIHA aHTOKOAryianuja e
O/l CYLITHHCKO 3HAYCH-e 32 []a C& IIOCTUTHE ONTHMAII-
Ha aHTHKoarylanvja kaj manuentute co [1D. Ilepco-
HaIM3UpaHaTa TpIka (4eCTO CIIeNeHhe U IMPUAPKYyBa-
e KOH TpeluIliaHaTa Tepanwja) J0BeayBa 10 moxodap
n300p M ONJIyKa KOW BJIMjaaT BP3 HUBHOTO 31paBje W
6marococrojoa.

Kuyunu 360opoBu: Pozennan meron, INR,
anenoxymapoin, TTR

Introduction

For patients diagnosed with atrial fibrillation (AF) in
the Republic of North Macedonia acenocoumarol
remains the most commonly prescribed anticoagulant
reflecting a notable divergence from current clinical
guidelines which advocate the use of novel oral anti-
coagulants (NOACSs). Despite the strong recommend-
dations favoring NOACs due to their favorable safety
profiles, ease of use and predictable pharmacokine-
tics, acenocoumarol’s persistent presence in clinical
practice can predominantly be attributed to economic
considerations [Error! Reference source not
found.]. Initiation of acenocoumarol therapy poses
significant challenges, primarily due to numerous
factors that can markedly affect the appropriate dosing
of this anticoagulant. Management of acenocoumarol
treatment is particularly complex because several
variables, including potential interacttions with other
medications, presence of acute illnesses and dietary
influences-particularly consumption of green leafy ve-
getables-can lead to substantial variations of the inter-
national normalized ratio (INR) values [2]. Unwanted
challenges to the regular use of vitamin K antagonists
include also frequent INR checks at transfusions, and
frequent adjustments to the daily dosage.

Aim

The primary aim of this study was to evaluate the
quality of oral anticoagulant therapy (OAT) in patients
with non-valvular AF receiving acenocoumarol. This
was achieved by assessment of the time in therapeutic
range (TTR), identifying factors contributing to subop-
timal anticoagulation such as age. The secondary aim
was to evaluate the variation of the INR value based
on factors like season variation.

Material and methods

This retrospective, cross-sectional study comprised 91
patients with permanent AF receiving acenocoumarol
during the period from January 2020 to December 2022.
Inclusion criteria were:

- Patients with permanent AF;

- Patients receiving acenocoumarol with AF longer
the two years;

- Patients with estimated glomerular filtration rate
(eGFR) >60 ml/min/1.73 m

- Patients with CFS (Clinical Frailty Scale), fragility
4 points or less [3].

Exclusion criteria were:

- Patients with paroxysmal type of AF;

- Patients switched to NOAC, then returned on
vitamin K antagonist;

- Patients with implanted mechanical valve;

- Patients with active malignant disease and/or
active chemotherapy;

- Patients receiving dual antiplatelet therapy;

- Patients with high HAS-BLED score (>3);

- Patients with previous stroke history.

We performed statistical analysis of INR values

extracted from patients' electronic medical records at

the Institute for Transfusion Medicine of the Republic
of N. Macedonia. The TTR was calculated using the

Rosendaal method [4]:

- INR-Standardized prothrombin time, international
standard for prothrombin time (PT) represents the
calculated value as a ratio of the patient’s PT to a
control PT standardized for the potency of the
thromboplastin reagent developed by the World
Health Organization? using the formula: [4]

- INR = Patient PT =+ Control PT

- The recommended INR range for patients with
atrial fibrillation and non-mechanical heart valves
is between 2 and 3 [1]. No special preparation is
required for blood sampling for this test. Since our
patients had recommendation for taking their
medication at 5 p.m., delaying therapy for the test
was not necessary.

- TTR - Time in therapeutic range (TTR) represents
the proportion of INR values within the target
range relative to the total number of INR measu-
rements. The simplest method to calculate TTR is
the Rosendaal method. According to the latest
ESC guidelines for atrial fibrillation (2024), adequate
anticoagulation is defined asa TTR > 70% [1];

- The Rosendaal method assumes a linear progre-
ssion of INR changes between patient visits. This
method estimates the number of days spent within
the therapeutic range since the last visit. We utili-
zed the online INR Pro calculator for this calcu-
lation [4].

Results
The average age of patients was 76 (£7.9) years. Majo-

rity of patients (65%) were female (59) and 35% were
male (32) (Figure 1).
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Fig. 1. Gender distribution

The largest age group was 70-79 years, consisting of
41 patients (45%). The smallest group was 60-69 years,
with 11 patients (12.1%). There were 27 patients (29.7%)
in the 80-89 years age range, and 12 patients (13%)
were in the 90-99 years age group (Figure 2). Over the
three-years study period, a total of 1,890 INR results
were processed corresponding to an average of 20.9
(+4.4) measurements per patient. On average, patients
had seven INR measurements per year, with an ave-

rage interval of 54 days between two consecutive INR
tests. All INR check-ups were predetermined with date
and time from the transfusions. The majority of INR
tests were conducted during the winter months
(December, January, and February), with a total of 540
results, and the highest number performed in December.

In contrast, the fewest tests were performed during the
spring months (March, April, May), totaling 398 results,
with April having the fewest at 115 checks (Figure 3).
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Fig. 3. Distribution of TTR according to age
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The overall mean TTR of all participants was 46.18
(x27.21) indicating suboptimal anticoagulation control.
The best anticoagulation control was observed in the
youngest age group (56.82%). The lowest TTR (43.01%)
was observed in the 80-89 years age group. None of
the age groups achieved a TTR above 70%. Difference
in the TTR values between the age group with highest
and lowest value of TTR, 56.82% in the group of 60-
69 years and 43.01% in the group of 80-89 years,
accordingly, was statistically significant (p=0.003)
(Figure 4). Seasonal variations in TTR values were
observed throughout the year, indicating that INR
levels fluctuated with the seasons.

The highest INR values were recorded during the
autumn (2.3+1.03) and winter (2.25+0.88) months.
Conversely, the lowest INR values were observed du-
ring the spring (2.05+0.68) and summer (2.03+0.69)
months. Analysis of the seasonal variation in INR va-
lue revealed significantly higher levels during the col-
dest months (autumn and winter; mean INR 2.27+0.96,
n=1,050) compared to warmer months (spring and su-
mmer; mean INR 2.04+0.68, n=839). This difference
was statistically significant (t=6.10, df<1863, p<0.001),
indicating a clear seasonal pattern in anticoagulation
control.

Discussion

In this study, the overall anticoagulation control among
patients with permanent AF on acenocoumarol was
suboptimal, with mean TTR of 46.18%, well below the
recommended 70%. This low TTR underscores the cha-
llenges in maintaining consistent and optimal anti-
coagulation in real-world clinical settings, which was
important implication for preventing thromboembolic
events and bleeding complications in the high-risk
population. A noteworthy aspect of the findings is the
significant influence of age on anticoagulation quality

150 200 250

[5-7]. Younger patients exhibited better INR control
and higher TTR values, whereas older patients, parti-
cularly those 80-89 years, showed the lowest TTR.
This observation aligns with prior research suggesting
that advanced age is more associated with variable
INR control [5-7]. Several factors likely contribute to
this disparity: older adults frequently have multiple
comorbidities that necessitate complex medication re-
gimens (polypharmacy), which can interfere with phar-
macokinetics and pharmacodynamics of vitamin K an-
tagonist like acenocoumarol. Additionally, age-related
physiological changes-such as altered liver metabolism,
decreased renal function and variable dietary vitamin
K intake-may further destabilize anticoagulant response,
making management more challenging in this subgroup.
Besides patient-related factors, the study highlights the
impact of the environmental and behavioral influences
on anticoagulation efficacy by demonstrating clear seaso-
nal variation.

Seasonal variation and TTR values during the colder
months (autumn and winter) compared to the warmer
months (spring and summer), suggest that temperature,
lifestyle changes or other seasonal factors may en-
hance stability of anticoagulation control. The statis-
tically significant difference (t=6.10, df~1863, p<0.001)
confirms the robustness of the seasonal effect. This pa-
ttern might be explained by multiple potential mecha-
nisms: colder weather may increase vitamin K intake
through altered dietary habits, such as the consumption
of vitamin potassium-rich winter vegetables; changes
in physical activity levels and illness patterns across
seasons may affect metabolism and drug response; and
differences in exposure to sunlight, influencing vita-
min D levels might indirectly modulate coagulation
pathway [8].

Moreover, the study found that the frequency and
number of INR measurements were higher in colder
months, which likely contributed to better anticoagu-
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lation control. More frequent monitoring allows timely
dose adjustments, preventing prolonged periods of
sub- or supratherapeutic INR value [9]. This finding
suggests that intensified monitoring strategies during
periods of increased risk improve overall anticoagula-
tion quality.

These results emphasize the multifactorial nature of
anticoagulation management, where patients’ demo-
graphics, comorbid conditions, environmental factors
and healthcare processes all interplay to determine the-
rapeutic outcomes. From a clinical perspective, these
data advocate for incorporating considerations as clo-
ser follow-up, medication review to reduce polyphar-
macy and patient education on lifestyle factors that
may influence INR stability.

Furthermore, awareness of seasonal variation could
inform clinical decision-making and resource alloca-
tion, including more intensive INR monitoring and pa-
tients counseling during warmer months, when control
tends to be poorer, to mitigate risks of adverse events.
Integration of new technology such as INR monitoring
or digital health platforms could also help bridge seasonal
gaps and enhance patient adherence.

This study adds important knowledge about how de-
mographic and seasonal factors influence anticoagu-
lation in patients with permanent AF treated with ace-
nocoumarol. These findings call for multifaceted inter-
ventions targeting at risk groups, especially older
adults and adaptive management strategies that reflect
seasonal patterns to optimize safe and effective anti-
coagulant therapy.

Conclusion

This study demonstrates that overall anticoagulation
control in patients with AF on acenocoumarol is sub-
optimal, with TTR values well below the recommend-
ded target. Age significantly influences therapy quality,
with older patients exhibiting poorer control. Addi-
tionally, seasonal variation affects INR levels, with
higher TTR observed during colder months. These

findings underscore the need for closer monitoring and
individualized management of oral anticoagulation,
particularly in elderly patients and during warmer pe-
riods, required to improve therapeutic outcomes and to
reduce the risk of thromboembolic or hemorrhagic
complications.

Conflict of interests: None declared.
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Abstract

Introduction. The causes of preterm birth are mul-
tifactorial and include genetic, social, anatomical, hor-
monal and infectious factors. Among the most co-
mmon pathogens of vaginal infections associated with
preterm birth is Gardnerella vaginalis, a facultative
anaerobic bacterium that is often present in cases of
bacterial vaginosis.

Aim. The aim of this study was to analyze the impact
of Gardnerella vaginalis infection on the incidence of
preterm birth, based on clinically collected data from
our patients.

Methods. The study was prospective, analytical, and
included 819 pregnant women with preterm birth in
the period from 01.01.2023 to 31.12.2023 at the Uni-
versity Hospital Center in Prishtina, Kosovo. Cervico-
vaginal samples were collected and analyzed for Gard-
nerella vaginalis infection with standard microbiolo-
gical and PCR methods. Preterm birth was defined
according to the WHO guidelines as birth before the
37th week of gestation. Collected data were statistica-
Ily analyzed and presented in tables.

Results. The prevalence of Gardnerella vaginalis
infection in patients delivered preterm was 9.43% (61
cases). Infection was associated with significantly in-
creased leukocytes and CRP in mothers and newborns,
lower birth weight, lower Apgar score, and a higher pro-
bability of cesarean section. The correlation between
Gardnerella vaginalis infection and preterm birth was
statistically significant (p<0.0001).

Conclusions. Gardnerella vaginalis infections signifi-
cantly contributes to preterm birth through inflammatory
mechanisms and damage to the integrity of fetal mem-
branes. Early screening and treatment of cervicovagi-
nal infections with Gardnerella vaginalis are essential
for the prevention of premature births.
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Bogen. IlpuumHute 32 NpeaBpEMEHO MOPOAYBAKE CE
MYJITH(DAKTOPHjATHA W BKIydyBaaT T'€HETCKH, COIH-
JaJHH, aHATOMCKH, XOPMOHAIHH ¥ WH(PEKTHUBHH (ak-
Topu. [Tomery rlaBHUTE MaTOTEHU areHCH O] BarnHaJ-
HUTE HHQEKINHA aCONUPAHH CO MPEIBPEMEHO TTOPOLIY-
Bame ¢ Gardnerella vaginalis, daxynraTnBHO anaepoOHa
OakTepHuja Koja € 4ecTo MPUCYTHA Kaj CIy4aeBUTE CO
OaKTepuCKa BarnHO3a.

Hen. Ienta Ha oBaa cTyaWja € Ja ce aHAIM3UPA BIIH-
janueto Ha uHpekuujaTa co Gardnerella vaginalis Ha
WHIUJICHIMjaTa Ha TpeJABpEMEHH TOpOJyBama, 0a3u-
paHO Ha KIMHUYKH JOOWEHHUTE PE3yITaTH OJ HAIIUTE
MAIACHTKH.

Mertoau. Crynujata Oemie MpOCIEKTUBHA, aHAIUTHY-
Ka, ¥ BKIydyBamie 8§19 OpeMeHH KEeHHU CO MPeIBPeMEHO
mopojyBame Bo niepronot of 01.01.2023 mo 31.12.2023
BO YHuBep3urerckuor bonnuuku Ilentap Bo Ilpuiu-
tuHa, Kocoro. LlepBuko-BarnHa HuTE IpEMeponn Oea
coOpanu 1 aHamm3upanyu 3a nHpeknuja co Gardnerella
vaginalis co ctarnapieH mukpoouomnomku 1 PCR me-
ton. [lpenBpemeno mopoxyBame Oemie neuHUpaHO
criopen Bognaute Ha C30 kako mopoaysame npen 37-
Ta recranucka Heueia. Jloouenure nmojgaromnu O6ea cra-
TUCTHYKH 00paOOTEHH U MPE3EHTUPAHU BO Tabeu.
Pe3yararu. [IpeBanenujara va nadeknuja co Gard-
nerella vaginalis kaj mpeaBpeMeHO HOPOACHHUTE IIa-
ueHTkH u3HecyBaine 9,43% (61 cnydaj). Madekuuja-
Ta Oemre aconypaHa CO CHTHH(HUKAHTHO 3rOJIEMCHU
neykorutr U LPII kaj Majkute ¥ HOBOPOICHHTE, TTO-
HUCKa pOoNJIHA TeKHHa, ToHU30K Anrap Ckop, Kako u
morojeMa MoxkHOCT 3a Llapcku Pe3. Kopenanujara mo-
Mmery uH(pekmjata co Gardnerella vaginalis u npen-
BPEMEHOTO TOPOJIyBamke Oellle CTATUCTUYKU CUTHU(U-
kantHa (p<0,0001).

3akaydok. Vudexnunjara co Gardnerella vaginalis cur-
HU()MKAHTHO TPHUIOHECYBa 32 IPEABPEMEHOTO MOpPO-
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JyBame MpeKy MH(pIaMaTOPHU MEXAHU3MH U OILUTETY-
Bamkb€¢ Ha MHTETPUTETOT Ha (eTasHuTe MeMOpaHu. Pa-
HHOT CKPUHHMHT ¥ TPEeTMaH Ha IIePBHKOBAarMHATHUTE
uHpexmu co Gardnerella vaginalis ce eceHuujamHK
3a IIpeBEeHLUja O] IPEIBPEMEHO MOPOYBAE.

Koayunu 360opoBu: Gardneralla vaginalis, mpeaBpeMeHo
HopoJyBame, OakTepucka BarmHo3a, OpeMeHOCT,
nH(IaMaImja

Introduction

Preterm birth is one of the greatest challenges in ob-
stetrics and neonatology, being one of the leading
causes of neonatal mortality and morbidity worldwide.
The World Health Organization (WHO) defines pre-
term birth as birth occurring before the 37th week of
gestation, including the interval from 28+0 to 36+6
weeks of pregnancy [1]. The causes of preterm birth
are multifactorial and include genetic, social, anatomi-
cal, hormonal and infectious factors. However, studies
in recent years have increasingly emphasized the role
of cervicovaginal infections, especially those that cause
changes in the vaginal microbiota [2,3]. Among the most
common pathogens of vaginal infections associated
with preterm birth is Gardnerella vaginalis, a faculta-
tive anaerobic bacterium that is often present in cases
of bacterial vaginosis. Bacterial vaginosis is characte-
rized by a disruption of the balance of the normal vagi-
nal flora, with a reduction in Lactobacillus spp. and an
increase in anaerobic bacteria such as Gardnerella va-
ginalis, Mobiluncus, Prevotella and Mycoplasma ho-
minis [4]. This condition can lead to an inflammatory
response at the level of the cervix and amniotic mem-
branes, stimulating the production of proinflammatory
cytokines such as interleukin-6 (IL-6) and tumor nec-
rosis factor (TNF-a), which play a role in promoting
uterine contractions and premature rupture of the mem-
branes [5].

During pregnancy, the vaginal microbiota maintains a
delicate balance that contributes to protection against
infections. Hormonal and immune changes during preg-
nancy can affect this balance, creating favorable condi-
tions for the colonization of Gardnerella vaginalis.
The presence of this microorganism in the vagina has
been associated in many studies with an increased risk
of preterm birth, low birth weight and neonatal infec-
tions [6]. The mechanisms through which G. vaginalis
affects these complications include increased degrada-
tion of cervical mucus, activation of inflammatory
pathways and production of proteolytic enzymes that
affect the integrity of amniotic membranes.

Assessing the impact of Gardnerella vaginalis infec-
tions on preterm birth is of particular clinical impor-
tance, as it helps prevent obstetric complications and
improve the health of the mother and the baby. Early

identification of women at high risk of vaginal infec-
tions allows for preventive interventions such as anti-
bacterial treatment, regular obstetric monitoring, and
education on intimate hygiene. In this sense, studying
the relationship between Gardnerella vaginalis coloni-
zation and preterm birth constitutes an area of research
with important values for clinical practice and health
policies [7,8].

Aim

The aim of this paper was to analyze the impact of
Gardnerella vaginalis infection on the incidence of
preterm birth, based on the data collected from our
clinical cases. The basic hypothesis of this study was
that the presence of Gardnerella vaginalis in the
vaginal flora significantly increased the probability of
birth before the 37th gestational week, due to the
stimulation of inflammatory mechanisms and damage
to the integrity of the fetal membranes.

Materials and methods

This was a prospective study with an analytical cha-
racter, conducted in the period from 01.01.2023 to
31.12.2023 in the Clinic for Gynecology and Obstet-
rics at the University Hospital Center in Prishtina,
Kosovo.

The study was approved by the Ethics Committee of
the Kosovo Medical Association. All participants pro-
vided written informed consent for the anonymous use
of their data for research purposes, in accordance with
the Declaration of Helsinki [9].

A total of 819 women with preterm births were in-
cluded in the study. Bacterial infection was found in
647 women and Gardnerella vaginalis infection was
detected in 61 cases.

In the group of patients without bacterial infection,
there were 172 women.

Inclusion criteria: age 18-40 years, singleton pregnan-
cy, no other obstetric pathologies such as preeclamp-
sia, placenta previa, or gestational diabetes.
Demographic and obstetric data were obtained from
medical records, including data on the week of birth,
patient's WBC, patient's CRP, newborn's WBC, new-
born's CRP, mode of delivery, newborn's weight, and
Apgar score at the first and fifth minute.

Samples were taken from the vagina and cervix with
sterile swabs and immediately placed in transport me-
dium for microbiological analysis.

Diagnosis of Gardnerella vaginalis infection was ba-
sed on the Amsel criteria, positive bacterial culture and
identification with the automated VITEK 2 system
(bioMeérieux, France), and in some cases with PCR for
confirmation of Gardnerella vaginalis DNA.

Preterm birth was defined as spontaneous birth occu-
rring before the end of the 37th week of pregnancy,
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with or without premature rupture of the amniotic mem-
branes, according to the WHO guidelines.

Statistical analysis

Data were analyzed using SPSS v. 26 (IBM Corp.,
USA). Chi-square (y?) test was used for comparison of
categorical variables, while Student's t-test was used
for numerical variables. Relative risk (RR) and confi-
dence intervals (Cl 95%) were calculated to assess the
association between Gardnerella vaginalis infection
and preterm birth. A p-value <0.05 was considered as
statistically significant.

Results

This part of the study presents the results obtained by
the processing and statistical analysis of medical data
of 819 patients from the University Clinical Hospital
of Kosovo, Clinic for Gynecology and Obstetrics, who
experienced premature birth.

Table 2.
week of birth

Bacterial infection was found in 647 of the 819 pa-
tients included in the study, representing a prevalence
of bacterial infections of 79% (Table 1).

Table 1. Distribution of patients in terms of frequency of
bacterial infection

Bacterial infection n(%o)
yes 647(79)
no 172(21)
total 819

t (Student t-test), ***sig p<0.0001

Gardnerella vaginalis was present in 61 (9.43%) pa-
tients with bacterial infection.

Based on the gestational age at birth of the fetus, 2
groups were created: preterm birth, between 32-36+6
weeks of pregnancy, and preterm birth, between 28+0-
31+6 weeks of pregnancy.

Gardnerella vaginalis infection was more frequently
detected among patients who delivered between 28+0-
31+6 weeks of gestation compared to patients with
preterm births between 32-36+6 weeks of preghancy
(77% vs. 24%, p=0.00006) (Table 2).

Isolated bacteria in patients with infection depending on gestational

Gestational week

Bacteria 28+0-31+6  32-36+6 p-level
n (%) n (%)
2_
Gardnerella vaginalis 61 54(77) 7(24) X=16.12

***p=0.00006

X?(Chi-square test), **sig p<0.01, ***sig p<0.0001

Table 3. Leukocyte count in patients with Gardnerella vaginalis infection

WBC mother (x 10%/L)

Bacteria median p-level
n mean + SD (IQR)/
min — max
Gardnerella  yes 61 18.55+2.8 13.4-28.7 t=28.4
vaginalis no 172 9.07+1.9 6.1-19.8 p<0.0001

Z (Mann-Whitney U test), t (Student t-test), ***sig p<0.0001

There was a difference in the leukocyte count between
patients with Gardnerella vaginalis infection and pa-
tients without infection (18.55+2.8 versus 9.07+1.9 x
109/L) (Table 3).

Significantly higher CRP level was observed in pa-
tients with Gardnerella vaginalis infection compared
to patients without infection (mean 45.46+18.4 vs.
4.45+3.7 mg/dL, p<0.0001) (Table 4).

Table 4. CRP level in patients with Gardnerella vaginalis infection

CRP / mother (x 10°/L)

Bacteria n mean = SD median (IQR) p-level
Gardnerella yes 61 45.46+18.4 42(33.9-56) Z=11.52
vaginalis no 172 4.45+3.7 4.1(3.1-4.8) p<0.0001

Z (Mann-Whitney U test), t (Student t-test), sig p<0.0001

Table 5. Leukocyte values in newborns with bacterial infection with Gardnerella

vaginalis
. WBC / newborn (x 10%L)
Bacteria . p-level
n mean + SD min — max
Gardnerella yes 61 19.05+2.9 12.4-29.5 t=30.19
vaginalis no 172 8.87+1.9 6.1-19.1 p<0.0001

t (Student t-test), sig p<0.0001
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The mean value of leukocytes was19.05 + 2.9 x 109/L
in newborns from mothers with Gardnerella vaginalis
infection (Table 5).

Newborns from mothers with with Gardnerella vagi-

nalis infections had significantly higher CRP levels
compared to newborns from mothers without Gard-
nerella vaginalis infection (42.55+13.4 vs. 4.07+3.4
mg/dL) (p<0.0001) (Table 6).

Table 6. CRP level in newborns with bacterial infection with Gardnerella

vaginalis
CRP / newborn (mg/dL)
Bacteria n mean + SD median (IQR)/ p-level
min — max
Gardnerella yes 61 42.55+13.4 46.1 (32-49.3) Z=11.55
vaginalis no 172 4.07+34 3.45 (3-4.3) p<0.0001

Z (Mann-Whitney U test), sig p<0.0001

Table 7. Mode of delivery in patients with bacterial infection with Gardnerella vaginalis

Birth method

Bacteria n spontaneous (%) cesarean section n (%) p-level
Gardnerella no 172 167(97.09) 5(2.91) X?=13.6
vaginalis yes 61 51(83.61) 10(16.39) ***p=0.00023

XZ (Pearson Chi-square test), ***sig p<0.0001

Infection in pregnant mothers with Gardnerella vagi-
nalis was significantly associated with the mode of
delivery, i.e. with termination of pregnancy by cesa-
rean section (p<0.0001) (Table 7).

Birth weight less than 2500 grams was significantly
more common in newborns delivered by mothers with

Gardnerella vaginalis infection (95.08% vs. 10.47%)
(Table 8). The tested difference in the distribution of
newborns with birth weights lower and greater than
2500 grams in patients with and without infection with
the bacteria presented in Table 8 was statistically sig-
nificant (p<0.0001).

Table 8. Body weight of newborn less/more than 2500 g with bacterial infection with

Gardnerella vaginalis

Body weight / newborn (g)

Bacteria n <2500 >2500 p-level
n (%) n (%)
Gardnerella vaginalis no 172 18(10.47) 154 (89.53) X?=146.69
yes 61 58(95.08) 3(4.92) p<0.0001

XZ (Pearson Chi-square test), ***sig p<0.0001

In newborns delivered by mothers infected with Gard-
nerella vaginalis, the Apgar score at the first minute
ranged from 4 to 7, most often with a score of 6 (42.62%
of newborns). At the 5th minute, the Apgar score ran-
ged from 5 to 8, most often with a score of 7 (44.26%
of newborns) (Table 9).

Table 9. Apgar scores at 1st and 5th minute - Gardnerella
vaginalis infection

Gardnerella vaginalis

Apgar score N 1% minute 5™ minute
n (%) n (%)

4 5 5(8.2) 0

5 13 8(13.11) 5(8.2)

6 33 26(42.62) 7(11.48)

7 46 22(36.07) 27(44.26)

8 22 0 22(36.07)

9 122 61 61

Discussion

The results of this study support the hypothesis that
Gardnerella vaginalis infection plays an important role
in promoting preterm birth. This finding is consistent

with international studies that have shown similar asso-
ciations between disruption of the vaginal microbiota
and increased risk of preterm birth [5].

The biological mechanisms by which Gardnerella va-
ginalis influences preterm birth are multiple. The bac-
terium secretes proteolytic enzymes that damage cer-
vical mucus and amniotic membranes, reducing their
protective capacity. This damage can induce the re-
lease of prostaglandins and inflammatory cytokines,
such as interleukin-1p and TNF-a, which contribute to
the induction of uterine contractions and premature
rupture of membranes [2].

Another aspect of clinical importance is the fact that
many cases of bacterial vaginosis are asymptomatic,
which makes early identification and treatment more
difficult. Previous studies have suggested that routine
diagnosis of bacterial vaginosis during pregnancy, es-
pecially in women with a history of preterm birth, can
significantly reduce the incidence of new cases [6]. In
line with this, our results suggest that microbiological
screening and prompt treatment of Gardnerella vagi-
nalis infections should be included in obstetric preven-
tive protocols. However, our study has several limita-
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tions. Firstly, the number of cases was limited and the
retrospective design did not allow for definitive deter-
mination of causality between infection and preterm
birth. Secondly, although PCR analysis was included in
some cases, complete identification of the vaginal mic-
robiota through sequencing techniques was not per-
formed. Despite these limitations, the results constitute
a solid basis for further prospective research with lar-
ger samples.

In conclusion, the study emphasizes the importance of
maintaining the balance of vaginal flora during preg-
nancy and the need for a multidisciplinary approach to
the prevention of preterm birth. Education of pregnant
women on intimate hygiene, regular microbiological
screening and timely treatment of bacterial vaginosis
are measures that can significantly reduce the burden
of preterm birth at the population level.
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Case Report

RECONSTRUCTION OF COMPLEX SCALP DEFECT WITH LOCAL FLAP AND SKIN GRAFT

PEKOHCTPYKIIMJA HA KOMILIETEH JE®EKT HA CKAJIIOT CO JIOKAJIEH ®JIAII 1
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Abstract

The scalp consists of specialized tissue composed of
dense hair follicles and inelastic, thick galea aponeuro-
tica, unlike other tissues of the body. Reconstruction
of the scalp can be challenging because of the conve-
xity of the underlying skeleton, the inelasticity of the
galea, and the paucity of the adjacent tissue, which
make even small defects difficult to close.

The creation of a local flap associated with skin graf-
ting is a surgical procedure performed in a single sta-
ge, providing coverage of devitalized areas with viable
and well-vascularized tissue.

Keywords: scalp, reconstruction, local flap, skin grafting

AOcTpakT

CKIIaroT aHaTOMCKH Ce pa3luKyBa cO CBOjaTa Irpajoa,
KOKaTa € ciabo MOJBIDKHA, HEeeJNIACTHIHA U OoraTa co
(donMKyIM Ha BJaKkHa M rajea aloHEypOTHKa 3a pa3-
JHMKA O] KOXKaTa Ha IPYTUTE JACTOBU O TENOTO. 3aToa
e moceOeH MPEIU3BHK JIa Ce HAlpaBu PEKOHCTPYKITHja
Ha Je(eKT Ha MOorJIaBUHATA.

PexoHcTpyKIMja co JIOKAJIEH Pe3eH U KOMOMHAIHja CO
TpaHCIUIaHTAIMja Ha KOXKa 32 CEKYHJIAPHHOT Je(eKT
BO €/ICH XHPYPIIKH aKT AaBa MHOTY OOpH pe3ynTaTtu
3a MOKPUBAGE HA JCBUTATIM3UPAHH U JTA00KN Je(EKTH.

Kiy4yHu 300poBu: ckar, peKOHCTPYKIIH]ja, TOKAJICH
pe3eH, TpaHCIUTIAHTAllMja Ha KOXa.

Introduction

The scalp consists of specialized tissue composed of
dense hair follicles and inelastic, thick galea
aponeurotica, unlike other tissues of the body [1].
Reconstruction of the scalp can be challenging because
of the convexity of the underlying skeleton, the
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inelasticity of the galea, and the paucity of the adjacent
tissue, which make even small defects difficult to close
[2-4].

Different reconstruction methods have been described,
such as external table drilling, skin grafts, local scalp
flaps, pedicled flaps, microsurgical flaps and reimplan-
tation.

The creation of a local flap associated with skin graf-
ting is a surgical procedure performed in a single sta-
ge, providing coverage of devitalized areas with viable
and well-vascularized tissue [5].

Case report

A 56-year-old male patient had a car accident. He
came to the hospital with a complex scalp defect
(Figure 1), fracture of C6 vertebrae and cerebral
commotion.

Because the wound was infected and Acinetobacter
baumannii was isolated during the first surgery,
debridement was performed (Figure 2). After having 3
sterile results from the wound, reconstructive surgery
was performed.

A scalp transposition flap based on the occipital artery
was used for bone coverage and split-thickness skin
graft (STSG) from the upper leg was performed in the
donor area of the flap (Figure 3), which remained with
intact periosteum. A Brown dressing was maintained
on the grafted area for 5 days.




170

Reconstruction of complex scalp defect

Fig. 1. After the accident

Fig.’-4: Three months after surgical treatment

Outpatient follow-up was conducted every two weeks,
demonstrating absolute viability of the flap and the
skin graft 3 months after surgical treatment (Figure 4).

Conclusion

Reconstructing extensive scalp defects requires pla-
nning and consideration of multiple factors, including
the size and location of the defect, number of ana-
tomical structures involved, availability of donor ti-
ssue, quality of the surrounding skin, vascularization
of the recipient area, infection, need for adjuvant the-
rapies, and patient comorbidities. These defects pre-
sent a therapeutic challenge for the reconstructive sur-
geon because of the need to provide a significant
amount of coverage to an area with limited adjacent
tissue, and in several cases, because of the etiology of
the injury, with a poorly vascularized recipient bed due
to involvement of the periosteum, bone, and/or dura
mater.

The scalp flap technique, combined with skin grafting
from the donor area of the flap, has proven to be a safe
technique. This is not possible when direct grafting is
used, which requires the integrity of the periosteum for
success. On the contrary, techniques such as healing
by secondary intention results in a longer recovery
period.

Conflict of interests: None declared.

References

1. Stratigos A, Garbe C, Lebbe C, et al. Diagnosis and
treatment of invasive squamus cell carcinoma of the skin:
European consensus-based interdisciplinary guideline. Eur
J Cancer 2015; (14): 1989-2007.

2. Que SKT, Zwald FO, Schmults CD. Cutaneous Squamous
Cell Carcinoma: Incidence, risk factors, diagnosis and
staging. J Am Acad Dermatol 2018; 78(2): 237-247.

3. Uliano EJM, Lucchese IC, Avila DFV, et al. Total scalp
reconstruction: report and experience of two cases. Rev
Bras Cir Plast 2018; 33(suppl 1): 53-55.

4. Breasley NJ, Gilbert RW, Gullane PJ, et al. Scalp and
forehead reconstruction using free vascularized tissue
transfer. Arch Facial Plas Surg 2004; 6(1): 16-20.

5. Angelos PC, Downs BW. Options for the management of
forehead and scalp defects. Facial Plast Surg Clin North
Am 2009; 17(3): 379-393.


https://www.rbcp.org.br/details/2406/scalp-reconstruction-with-local-flap-technique---skin-graft-at-the-same-surgical-time--case-report#idB4

Max Meo Ipezred 2024; 78(3): 171-176

Case report

LEG PAIN OR LIMB THREAT ANKLE-BRACHIAL INDEX AS A GATEWAY TO PERIPHERAL
ARTERIAL DISEASE DETECTION
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Abstract

Introduction. Peripheral arterial disease (PAD) remains
an underrecognized yet clinically significant condition
in patients with type 2 diabetes mellitus (T2DM), par-
ticularly when presenting with subtle symptoms such
as exertional leg pain.

Aim. The aim of this case report was to highlight the
importance of early recognition and evaluation of PAD
in patients with T2DM presenting with exertional leg
pain in the general practice setting. By illustrating the
diagnostic utility of the ankle-brachial index (ABI) and
the role of primary healthcare in initiating timely ma-
nagement and specialist referral, this report emphasi-
zes the value of proactive screening and multidiscip-
linary coordination in preventing progression to limb-
threatening ischemia.

Case presentation. A 68-year-old female, smoker, with
a five-year history of T2DM, hypertension, and hyper-
lipidemia, presented during a routine primary care visit
with complaints of right calf pain, described as cram-
ping, relieved by rest and magnesium supplementation
recommended by a pharmacist. Physical examination
revealed diminished distal arterial pulses and delayed
capillary refill in the right foot with neither trophic skin
changes nor neurological deficits. ABI measurements
demonstrated moderate PAD on the right (0.62) and
borderline normal values on the left (0.90). Duplex ul-
trasonography confirmed complete occlusion of the
proximal segment of the right superficial femoral ar-
tery. Management included initiation of antiplatelet
therapy, low-dose rivaroxaban and adding ezetimibe to
ongoing high-intensity statin therapy. Referral for mul-
tislice computed tomography angiography (MSCTA),
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glycemic control optimization, smoking cessation and
supervised exercise therapy were also recommended.

Conclusion. This case underscores the importance of
PAD screening in general medical practice, particular-
ly among diabetic patients and highlights the role of
primary healthcare in early detection, risk stratifica-
tion, and coordination of multidisciplinary management
to prevent progression to limb-threatening ischemia.

Keywords: PAD, ABI, intermittent claudication,
limb-threatening ischemia, primary healthcare

Ancrpakr

Bogen. Ilepudepnara aprepucka 6onect (ITAB) ocra-
HyBa HEJIOBOJIHO MPEI03HaeHa, HO KJIMHUYKH 3Ha4ajHa
cocT0j0a Kaj MALMEeHTH CO aujabeTec MEeTUTyC TUl 2
(JIMT2), ocobeHo Kora ce MaHU(ECTHpa CO CYNTUITHH
CHMITOMH KaKo 0OJIKa BO HO3€Te NPpH (PU3HIKH HATIOP.
Hea. IlenTa Ha 0BOj IpUKa3 Ha CIIy4aj € Jla Ce UCTAaKHE
3HAYCHETO Ha paHaTa WACHTH(UKAIMja U IMPOICHKA
Ha [TAB kaj manuentu co JIMT2 kom ce xamat Ha
Oonka BO HO3eTe MpH (PU3UUKK HATOp BO amOysIaHTa
[0 ONIITa MEAWIMHCKA Tpakca. [Ipeky miaycTtpanmja
Ha JMjarHOCTHYKATa BPETHOCT Ha TIY)KIHO-HAIIAKT-
HuoT uHnekc (ankle-brachial index, ABI) u ynorara na
npUMapHarTa 3/[paBCTBEHA 3allTHTa BO HABPEMEHO 3a-
MMOYHYBamkbe Ha Tepamuja W YHaTyBame Kaj CIICIHja-
JIMCT, OBOj M3BEIITAj TO HArJIacyBa 3HAYCHETO HA IPO-
AKTHBHHOT CKPHHHUHT U MYJITHMCIUIUIMHAPHATA KOOP-
JMHAIMja BO MPEBEHIMja Ha MporpecrjaTta KoH 3arpo-
3yBayKa MCXEMHja Ha eKCTPEMHUTETOT.

IIpe3enranmnja Ha ciayuaj. Cranysa 300p 3a 68-ro-
JIUIITHA MAIMEeHTKA, MyIiad, cO MEeTrOJUIIHA HCTOPH)ja
Ha JIMT2, xumnepTeHsuja U XUIEPIUIHAEMHja Koja ce
jaBU Ha PYTHHCKH TpeETie] BO IPUMapHa 3IpaBCTBEHA
yCTaHOBa CO kajJOu Ha OoJIKa BO JECHHOT JIKCT, OIH-



172

Peripheral arterial disease

IIaHa KaKko rpUemke Koja ce HaMalyBa IIPH OIMOP H IO
3eMame MarHesuyM, a IIperopadad oj (apMaresT.
IIpu pu3uukmoT mperien Oeca 3abenexaHu ociabeHH
IOUICTATHU apTEepUCKH ITyJICalliy U 3a0aBEHO Kammmap-
HO TIOJIHEH-€ Ha JECHOTO CTarnajo, 6e3 Tpohu4HHU Mpo-
MEHH Ha KO)KaTa WIH HeBpOoJomKH Aedururu. M3me-
penuot ABI mokaxka ymepena [1Ab Ha necnara ctpana
(0.62) u rpaHMYHO HOpMAaJIHM BPEAHOCTH Ha JeBaTa
ctpana (0.90). [lyrmiekc yaTpa3ByKOT MOTBPAM LIEIOCHA
OKITy3HWja Ha TPOKCHMAJIHHOT CETMEHT O] JecHara
noBpirHa (emopaiHa aprepuja. Bo Tpermanor Oermre
BKJIYYEHO 3allOYHYBal€ aHTUTPOMOOIIMTHA Tepanuja,
HHCKa JI03a puBapoKkcabaH M J0AaBame e3eTHMUO KOH
BeKe MOCTOEUKATaTa Teparija co BUCOKOIO3CH CTATHH.
JononaurenHo 6ea npernopayanu mynrtuciajc KT an-
ruorpapuja (MSCTA), ontumuzanuja Ha TIMKEMUC-
KaTa KOHTpOIIa, IPEKHH CO MyIIeHke [IUrapy U Haarie-
JyBaHa Tepanuja co Bexou.

3akaydok. OBOj ciIy4aj ro HarjacyBa 3HAYCHETO Ha
ckpuHuHTOT 32 [TAD BO ommTara MemuIIMHCKA MIpaKca,
0co0eHO Kaj MAalMeHTH cOo aujabeTec M ja MCTaKHyBa
yJoraTa Ha npuMapHaTa 37[paBCTBEHA 3alliTHTa BO pa-
HaTa JIETEKIHja, IPOIeHKaTa Ha PU3UKOT B KOOpANHA-
[yjaTa Ha MYJITHIUCUUIDIMHAPHUOT MPHCTAN CO Liell
IpeBeHIMja Ha IPOrpeckja KOH UCXEMHja IITO I'o 3ar-
pO3yBa EKCTPEMHUTETOT.

Kiutyunn 300poBu: mnepudepHa apTepucka Oomecr,
[JTYXKIHO-HAJIAKTEH WHJICKC, HCXEMHja IITO IO 3arpo3yBa
EKCTPEMHTETOT, IPUMAapHA 3PaBCTBEHA 3aIITUTA

Introduction

Lower extremity pain is a frequent complaint in gene-
ral medicine practice, often attributed to musculoske-
letal or neuropathic causes. However, in patients with
cardiovascular risk factors such as diabetes, hyper-
tension, and hyperlipidemia, clinicians must maintain
a high index of suspicion for peripheral arterial disease
(PAD) (Figure 1). Clinical presentation of PAD can be
categorized into four subsets: asymptomatic PAD, chro-
nic symptomatic PAD, chronic limb-threatening ische-
mia (CLTI), and acute limb ischemia (ALI) (Figure 2).
Patients with PAD may develop different symptoms
over time and may move into and out of different sub-
sets during their disease development, such as dete-
rioration of chronic symptomatic PAD to CLTI or ALI
or improvement of symptoms after treatment [1].

Although all patients with PAD are at increased risk of
major adverse cardiovascular events (MACE) and
major adverse limb events (MALE), diabetes is a well-
established risk factor escalating the risk for further
development of PAD, including CLTI and risk of am-
putation. Diabetic patients are particularly vulnerable
due to accelerated atherosclerosis and impaired colla-
teral circulation. Estimates are that 75% of diabetics

with PAD are asymptomatic. When symptoms are
present, they are most commonly claudication or rest
pain. Diabetes mellitus is present in around 30% of
patients with claudication and 50% of patients with
critical limb ischemia (CLI).

Traditional risk factors

Non-modifiable risk factors Modifiable risk factors
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Fig. 1. Main risk factors associated with atherosclerosis in
peripheral arterial and aortic diseases

ESC Scientific Document Group, 2024 ESC Guidelines for the
management of peripheral arterial and aortic diseases
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Fig. 2. Clinical subsets of PAD

Legend: PAD - peripheral artery disease, ALI - acute limb
ischemia; CLTI - chronic limb-threatening ischemia.

2024 AHA/ACC Guideline for the management of lower
extremity peripheral artery disease: Executive summary.

Journal of the American College of Cardiology.

Moreover, individuals with DM and PAD are at a hig-
her risk for infra-popliteal or tibial vessel disease and
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calcification with sparse collaterals than non-diabetics
[1]. PAD in diabetics also manifests earlier and prog-
resses more rapidly to CLI. Rest pain and claudication
can go unrecognized in diabetics due to co-existing
sensory neuropathy. Amputation rates are high in
diabetics due to associated recurrent ulcers, comorbi-
dities and target organ damage [2].

Given the high prevalence of asymptomatic PAD in
diabetic patients and their predisposition to distal ve-
ssel involvement, proactive vascular assessment is essen-
tial to prevent progression to limb-threatening stages
[3]. This case illustrates the diagnostic value of ankle-
brachial index (ABI), and the role of general practi-
tioners in early detection, risk stratification, and coor-
dination of care for patients with limb-threatening vas-
cular disease.

Case presentation

A 68-year-old female, current smoker, with a history

of T2DM, hypertension, and hyperlipidemia presented
for routine check-up. T2DM was diagnosed five years
ago, when she was placed on oral antidiabetic therapy
with Metformin 1000 mg twice daily. When she came
to our institution, her HbAlc was 8.3%, LDL-c was
3.7 mmol/L, BMI 31.2kg/m?, and blood pressure 115/70
mmHg.

On examination, diminished right dorsalis pedis and
posterior tibial pulses were noted, along with delayed
capillary refill on the right foot. Neither trophic skin
changes nor neurological deficit was present. The pa-
tient reported cramping pain in the right calf after
prolonged walking, relieved by rest and magnesium
supplementation advised by a pharmacist. Neither rest
pain nor skin discoloration/ulcers were observed.

ABI was measured using the oscillometric method
with a digital automatic blood pressure device (Omron
HBP-1100), with the patient in a supine position follo-
wing a 15-minute rest period [4,5]. Systolic pressures
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Fig. 3. Ankle-brachial index worksheet

Source: Yumpu, ABI Worksheet.

https://www.yumpu.com/en/document/view/12299485/abi-worksheet

were recorded at the brachial artery and both dorsalis
pedis and posterior tibial arteries. ABI was calculated
as the ratio of the highest ankle systolic pressure to the
highest brachial systolic pressure. The right ABI was

0.62, indicating moderate PAD, while the left ABI was
0.90, considered borderline normal (Figure 3).

A treatment was started with acetylsalicylic acid
(ASA) 100 mg daily and she was referred for duplex
ultrasound, which confirmed moderate PAD of the


https://www.yumpu.com/en/document/view/12299485/abi-worksheet

174

Peripheral arterial disease

right lower extremity. Findings included complete occ-
lusion of the upper third of the right superficial fe-
moral artery and a monophasic signal in the remaining
proximal segment to the common femoral artery, con-
sistent with intermittent claudication in the context of
diabetes.

Cardiology and vascular surgery consultations were
obtained to facilitate further vascular assessment via
scheduled MSCTA. Her therapy regimen was augmen-
ted with low-dose rivaroxaban (2.5 mg twice daily)
taking into account the bleeding risk, and intensifi-
cation of ongoing high-intensity statin therapy by
adding ezetimibe (10 mg once daily); glycemic control
optimization, smoking cessation, and supervised exer-
cise therapy were also recommended.

Dual pathway inhibition (DPI) consisting of once-
daily low-dose ASA and twice-daily rivaroxaban 2.5
mg has been shown to significantly reduce the inciden-
ce of MALE, including acute limb ischemia and ampu-
tation, as well as major cardiovascular events such as
myocardial infarction, stroke, and cardiovascular death.
These findings have been supported by robust eviden-
ce from the COMPASS and VOYAGER PAD trials
which underscore the efficacy of DPI in patients with
symptomatic peripheral artery disease [6,7].

For patients with PAD already receiving high-intensity
statin therapy (e.g., atorvastatin 40-80 mg or rosuvas-
tatin 20-40 mg), the addition of ezetimibe 10 mg daily
is a guideline-supported strategy to further reduce
LDL-c and lower the risk of both MACE and MALE.
Both the 2024 European Society of Cardiology (ESC)
and the 2024 American College of Cardiology/American
Heart Association (ACC/AHA) guidelines emphasize
lipid-lowering therapy as a Class | recommendation,
with statins as first-line agents and ezetimibe as an
adjunct when LDL-c targets are not achieved [1,8].
Sustained adherence to lipid-lowering therapy is essential
for achieving target LDL-c levels and maximizing
long-term cardiovascular and limb-related outcomes.
This reinforces the need for patient education, regular
follow-up, and multidisciplinary support [9].

Glycemic control optimization was pursued through
the addition of a second glucose-lowering agent with
established cardiovascular benefit. A glucagon-like pep-
tide-1 (GLP-1) receptor agonist, specifically semaglu-
tide, was selected based on its demonstrated efficacy
in reducing MACE and promoting weight loss in pa-
tients with T2DM. This therapeutic choice aligns with
current guideline recommendations for individuals with
coexisting PAD and suboptimal glycemic control [10].
Smoking is a major modifiable risk factor in PAD,
strongly associated with limb loss and systemic vas-
cular complications. Smoking cessation remains a pri-
mary strategy of PAD management, shown to improve
claudication symptoms, reduce the need for revascu-
larization, and lower long-term pharmacologic burden.
Both the 2024 AHA/ACC and ESC guidelines empha-

size lifestyle modification, particularly smoking cessa-
tion as a foundational strategy to prevent disease prog-
ression and reduce cardiovascular risk. They endorse a
Class | recommendation for structured cessation coun-
seling and pharmacotherapy, including nicotine repla-
cement therapy, bupropion, and varenicline, with a
multimodal approach led by primary care and vascular
teams [1,8].

Supervised exercise therapy (SET) is a cornerstone
non-invasive intervention for patients with PAD, parti-
cularly those with intermittent claudication. Endorsed
as first-line therapy by both the AHA and ACC, SET
improves walking performance, functional capacity,
and quality of life. It significantly increases claudica-
tion onset time and peak walking distance, often out-
performing pharmacologic agents such as cilostazol.
Regular treadmill-based training enhances muscle me-
tabolism, aerobic efficiency, and pain tolerance, while
also reducing systemic inflammation and cardiovas-
cular risk through favorable effects on endothelial
function, lipid profile, and blood pressure [11].

Discussion

PAD remains a frequently overlooked and underdiag-
nosed condition in general practice due to its subtle
presentation, overlap with other nonspecific leg pain
misattributed to musculoskeletal or neuropathic causes.
In diabetic patients, the challenge is compounded by
atypical presentations and coexisting sensory neuropa-
thy which can obscure hallmark symptoms like claudi-
cation or rest pain. Yet, the stakes are high: diabetes
accelerates atherosclerosis and impairs wound healing,
dramatically increasing the risk of progression to CLI,
ulceration, and eventual amputation.

ABI is a simple, cost-effective diagnostic tool that can
and should be routinely performed in primary health-
care, especially in patients with cardiovascular risk
factors. Although simple to perform, ABI is a power-
ful initial diagnostic tool that can uncover PAD before
it leads to irreversible complications like ulceration or
limb loss.

While doppler-based ABI remains the gold standard
for diagnosing PAD due to its superior accuracy and
reproducibility, oscillometric ABI offers a practical al-
ternative in primary healthcare settings. Oscillometric
devices are easier to use, require less training, and
allow faster screening, making them ideal for routine
evaluations. However, they may underestimate or
overestimate ABI values, especially in patients with
arterial calcification or low perfusion, leading to po-
tential misclassification [12].

General practitioners are uniquely positioned and play
a pivotal role in early interception of PAD. Their res-
ponsibilities extend beyond initial recognition; they
serve as frontline agents in risk factor modification,
optimizing glycemic control, lipid management, and
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smoking cessation, initiating evidence-based therapy,
and coordinating multidisciplinary care. Timely refe-
rral to vascular specialists is essential to prevent limb-
threatening complications. Both the 2016 and 2024
AHA/ACC guidelines reinforce this approach, empha-
sizing the importance of collaboration among primary
healthcare providers, vascular specialists, and rehabili-
tation teams. Such a coordinated model is critical for
optimizing clinical outcomes, particularly in preven-
ting limb loss and reducing cardiovascular morbidity
and mortality [1,13].

This case underscores the transformative potential of
proactive primary healthcare approach. Timely ABI
screening, clinical vigilance, and early therapeutic in-
tervention can shift the trajectory of PAD from silent
progression to strategic prevention, ultimately reducing
long-term morbidity and preserving limb function.

Conclusion

In general practice, leg pain, particularly in patients
with diabetes and other cardiovascular risk factors
should prompt careful evaluation for vascular causes.
The ABI remains a critical diagnostic tool for iden-
tifying PAD, enabling timely referral and targeted
management. This case emphasizes the importance of
early recognition, conservative treatment, and aggre-
ssive risk factor modification supported by a multidis-
ciplinary care model that enhances patient’s outcomes
and preserves limb function.

Routine ABI screening and early intervention are essen-
tial to prevent progression to limb-threatening stages
such as critical limb ischemia, ulceration and amputa-
tion. General practitioners, uniquely positioned at the
frontline of healthcare, must maintain a high index of
suspicion for PAD in diabetic patients presenting with
exertional leg pain. By incorporating ABI into routine
evaluations, initiating guideline-based therapy, and
coordinating multidisciplinary care, they can signifi-
cantly alter the disease trajectory.

Despite their central role in PAD detection, many pri-
mary healthcare clinicians face educational gaps and
low diagnostic confidence, which hinder early recog-
nition. As highlighted in recent research, targeted and
practical education, especially in the context of multi-
morbidity is essential to empower frontline clinicians
and improve PAD outcomes [14].

In alignment with the AHA 2022, PAD National Action
Plan, strengthening the role of primary healthcare is
imperative to address the systemic underdiagnosis and
undertreatment of PAD. By equipping general practi-
tioners with targeted education, practical diagnostic
tools such as the ABI, and clear referral pathways,
healthcare systems can facilitate earlier detection and
intervention. This approach not only mitigates progre-
ssion to CLI and amputation but also addresses dispa-
rities in PAD outcomes, particularly among high-risk

and underserved populations. A coordinated, multidis-
ciplinary model anchored in primary healthcare re-
mains essential for optimizing vascular health, preser-
ving limb function, and reducing cardiovascular mor-
bidity and mortality [15].

Conflict of interests: None declared.
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Case report

INCIDENTAL STUMP DURING CESAREAN SECTION IN IVFEGG DONATION PREGNANCY::

A CASE EMPHASIZING THE
EVALUATION OF MYOMAS

NHIWMJAEHEHTAJIEH

STUMP 3A BPEME HA

IMPERATIVE OF ROUTINE HISTOPATHOLOGICAL

HAPCKHX PE3 BO BPEMEHOCT CO

JOHAIIMJA HA JAJUE-KJVIETKA IIO UB®: CJIYYAJ HITO JA HIOTEHHHUPA IIOTPEBATA
Ol PYTUHCKA XUCTOIIATOJIOIIKA EBAJIYALIUJA HA MUOMMTE

Ivo Kjaev, Onur Dika, Jana Nivichka, Maja Pejkovska llieva, Irena Aleksioska Papestiev, Sasha

Anastasova, and Daniel Milkovski

University Clinic for Gynecology and Obstetrics, Faculty of Medicine, Ss. Cyril and Methodius University

in Skopje, Republic of North Macedonia
Abstract

Uterine myomas are commonly benign tumors of the
female reproductive system. Although many are diag-
nosed preoperatively, some are incidentally discovered
during obstetric surgery, such as the cesarean section.
This case illustrates the necessity of routinely sending
any excised uterine myoma for histopathological eva-
luation to determine its true biological potential and
guide further management.

We report the case of a 45-year-old primiparous wo-
man (G1P0A1) with a history of in vitro fertilization
(IVF) and egg donation, admitted at 37+4 weeks of
gestation for elective cesarean section. The procedure
was uncomplicated, yet multiple small intramural and
subserous myomas were incidentally observed and ex-
cised. Histopathological analysis revealed a Smooth
Muscle Tumor of Uncertain Malignant Potential
(STUMP), characterized by areas of focal necrosis,
mild cytologic atypia, and low mitotic activity-features
straddling benign leiomyoma and malignant leiomyo-
sarcoma designations.

STUMP comprises a rare histologic category represen-
ting 0.3-0.9% of presumed fibroids, with unpredictable
behavior. Recurrence rates vary from 7% to 36%, with
occasional progression to leiomyosarcoma (median ti-
me to recurrence ~79 months) [1-5]. Because of this
uncertain prognosis, we recommended followup ima-
ging and multidisciplinary consultation. A postoperati-
ve MRI followed by hysterectomy revealed additional
subserous leiomyomas and chronic granulomatous in-
flammation. Given the potential risk of progression,
the patient underwent definitive hysterectomy with
ovarian preservation.

This case highlights the crucial role of histopatholo-
gical evaluation in incidental uterine myomas. Even

Correspondence to: Ivo Kjaev, University Clinic for Gynecology and
Obstetrics, 1000 Skopje R. N. Macedonia E-mail: _ivo_kaev@yahoo.com

small lesions may harbor atypical or borderline featu-
res warranting close monitoring or definitive treat-
ment. Early detection and accurate classification in-
fluence patient prognosis and enable timely surgical
and therapeutic interventions. When STUMP is diagno-
sed, hysterectomy is often recommended as definitive
management to reduce recurrence or malignant trans-
formation risk.

Keywords: uterine myoma, STUMP, histopathology,
leiomyoma, leiomyosarcoma, incidental tumor, cesarean
section, egg donation pregnancy

Ancrpakr

YTepuHUTe MUOMH C€ HajuyecTO OCHWTHH TyMOPH Ha
YKCHCKUOT PENpONYKTHBEH cucTeM. Mako MHOTy of
HUB CE JMjarHOCTHUIINPAAT MPEIONEePATUBHO, HEKOU CE
OTKpHBAaT WHIMACHTHO 332 BpeMe Ha aKyIIepCKH OIle-
pamuu, Kako MmTo € mapckuor pe3. OBoj ciydaj ja
WIyCTPUpPa HEOMXOIHOCTA CEKOj SKCIMIUPAH yTePUH
MHOM PYTHHCKH Jla CE HCIPATH HA XHCTOIMATOJIOIIKA
eBallyallija 3a Ja C€ YTBPAH HETOBHOT BUCTHHCKH
OMOJIONIKY TIOTEHIIMjall U J]a C€ BOJAU IMOHATAMOIITHOTO
MEHaUpame.

[pukaxyBame ciaydaj Ha 45-rOAWIIHA MPUMUIIAPHA
xeHa (GIPOAT) co ucropuja Ha UH BUTPO (epTHIIN3A-
muja (MB®) u noHanuja Ha jajue-KiIeTKa, XOCIUTalIU-
3upaHa Ha 37+4 Hemenu recranyja 3a eICKTHBEH Lap-
cku pe3. [locramkata moMuHa 0€3 KOMIUIMKAIMH, HO
0ca WHIMIECHTHO 3a0€eJeKaHn U SKCIUINPAHH TTOBEKe
MaJId HHTPaMypallHi U cyOCepO3HH MHOMH. XHCTOMA-
TOJIOMIKATa aHAIM3a OTKPU TYMOpP Ha Ma3HU MYCKYIHU
co Heu3BeceH MaiureH noreniyjan (STUMP), kapak-
TEpHU3WpaH CO TojApavja Ha (oKaHAa HEKpo3a, JeCHa
LUTOJIONIKA ATUIHja W HHUCKA MHTOTCKA aKTUBHOCT-
KapaKTEepUCTHKH IITO ja MIPEeMOCTyBaaT IpaHUIIATa T0-
Mery OEHUTHHOT JIGOMHUOM M MAJIUTHUOT JIEMMEOCAPKOM.
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STUMP mpetcraByBa peTKa XHCTOJIOIIKA KaTeropuja
koja counnyBa 0,3-0,9% on mpermocraBeHute (GuoO-
pouIM ¥ UMa HENPEABHUTUBO OfHECYBame. CTamkuTe
Ha peruauB BapupaaT ox 7% mo 36%, co moBpemeHa
IpOrpecHja BO JICMMHOCAPKOM (MerjaHa Ha BpeMe JI0
petmauB okoiry 79 meceru) [1-5]. Tlopamu oBaa Hems-
BECHA IIPOTHO3a, [IPEropavaBMe CIEeICHE CO CTUKOBHU
UCIHUTYBakha W MYITHAUCIUIDIMHAPHA KOHCYIITAIIH)a.
INocromepaTrBHATa MarHETHA PE30HAHIIA, IPOCTICICHA
CO XHCTEPEKTOMH]ja, OTKPH JOIMOJHUTEIHH CyOcepo3-
HU JICOMUOMH U XPOHUYHO TPaHYJIOMaTO3HO BOCIIAJIe-
uue. Co oryen Ha MOTECHIU]aTHAOT PU3UK O Iporpe-
CHja, ManyeHTKaTa Oelre MmoUIoKeHa Ha JeUHUTUBHA
XUCTEPEKTOMH]a CO 3aUyBYBambC Ha jajHUITUTE.

OBoj ciyuaj ja HarjacyBa KJIydHaTa yjora Ha XHCTO-
MATOJIONIKATa eBajyanyja MpH MHIUACHTHO OTKPHEHU
yTepUHU MHOMH. JlypH B Maid Je3ur MOXaT Ja COIp-
JKAT ATUIUYHU WIM TPAHUYHH KapaKTEPUCTUKUA KOU
OapaaT BHUMATEITHO CIICACHE WIH JeHUHUTHBEH TPET-
MaH. PaHOTO OTKpHBame M TOYHaTa KiacuduKkaiuja
BJIMjaaT Ha MPOTHO3aTa Ha MAIUCHTKATa U OBO3MOXKY-
BaaT HaBPEMEHH XHUPYPIIKH M TEPANCBTCKA WHTCPBEH-
. Kora ke ce mujarnocturipa STUMP, xucrepek-
TOMHjaTa YeCTO C€ MpernopavyyBa Kako NeHUHUTHBEH
TPETMaH CO IIeJ1 HaMaTyBame Ha PU3UKOT O] PELUIUB
WM MQJIUTHA TpaHchopMarlyja.

Kuyunu 360poBu: yrepun muom, STUMP,
XHCTOTIATOJIOTHja, TEOMHOM, JICHMHOCAPKOM;,
UHIKACHTEH TYMOD, LIAPCKH Pe3, OPEMEHOCT cOo
JIOHAIIM]a Ha jajie-KIeTKa.

Introduction

Uterine leiomyomas affect up to 70-80% of women by
menopause and are the most frequent benign gyneco-
logic tumors worldwide [6]. In rare cases (0.3-0.9% of
presumed fibroids), histological review reveals variants
such as STUMP-tumors with features intermediate
between benign leiomyoma and malignant leiomyosar-
coma [4,5]. The Bell criteria-cytologic atypia, mitotic
count, and tumor cell necrosis-are used to distinguish
between these entities [7]. Diagnosis is typically post-
operative, as no reliable imaging modality definitively
differentiates STUMP preoperatively [8,9]. Manage-
ment protocols are not standardized due to rarity and
heterogeneity; recurrence rates reported vary from 7%
to 36%, occasionally with transformation into leiomyo-
sarcoma [1-3,5].

Case Presentation

A 45 year old woman (G1P0OAL) with secondary infer-
tility and eight failed IVF cycles underwent successful
pregnancy via IVF with egg donation. She was ad-
mitted at 37+4 weeks for elective cesarean delivery on

June 24, 2024. During surgery, multiple small uterine
myomas (largest ~3.5 cm) were incidentally located on
the anterior and fundal aspects of the uterus. Nodules
were excised en bloc and sent for histopathological
evaluation per institutional protocol.

Histopathological findings:

e  Smooth muscle tumor with focal tumor cell necro-
sis and mild to moderate nuclear atypia,

e Mitotic index: 3-4/10 high-power fields,

e Ki67 proliferation index: 5-7%,

e Immunohistochemistry: HMBA45 negative, estrogen
and progesterone receptor positive.

The combination of features met criteria for STUMP [7,8].

Postoperative imaging and management:

A contrast-enhanced pelvic MRI and CT scan revealed
no extrauterine disease, but multiple additional subse-
rous and intramural leiomyomas were noted. In light
of the STUMP diagnosis, the uncertain natural history,
and the patient’s reproductive completion, a total
abdominal hysterectomy with bilateral salpingooopho-
rectomy (preserving ovaries) was performed. Final
pathology demonstrated residual benign leiomyomas
and chronic granulomatous inflammation without resi-
dual STUMP or malignancy.

Follow-up:
Eighteen months postoperatively, the patient remains
disease-free, with no radiologic or clinical signs of
recurrence.

Discussion

Prevalence and Natural History

STUMP accounts for approximately 0.3-0.9% of pre-
sumed leiomyomas [5]. The mean age at diagnosis is
around 43-45 years [8], which was the case with our
patient. Clinical presentation overlaps with that of benign
fibroids-pelvic pain, bleeding, or incidental findings [8,9].

Imaging Limitations

Ultrasound and MRI lack sufficient specificity to
differentiate STUMP from benign leiomyomas; hete-
rogeneous echotexture, irregular margins, and cystic
degeneration may be present, but are non-diagnostic
[9,10]. In most series, >80% of STUMP lesions ex-
ceed 5 cm, while in our patient they were incidentally
small (~3-4 cm), reinforcing that size alone is not
predictive [8,11].

Histopathologic Diagnosis and Prognostic Markers
Diagnosis hinges on Bell’s criteria:

e Coagulative necrosis
e Cytologic atypia
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e Mitotic index

STUMP exhibits one or two positive features without
fulfilling leiomyosarcoma criteria [7]. Prognostic markers
affecting recurrence include high mitotic count, Ki67
>20%, diffuse pl6 expression, and epithelioid mor-
phology [1]. Avoidance of unprotected morcellation is
also critical, as it independently increases recurrence
risk and reduces recurrencefree survival [1,12].

Recurrence Risk and FollowUp Strategy

Published recurrence rates range from 7% to 36%,
with median time to recurrence around 79 months [1-
3]. Some recurrences manifest as leiomyosarcoma,
with potential metastases to lung, pelvis, or bone

Table 1. Key Characteristics and Prognostic Data for STUMP

[1,3,13]. Surveillance protocols generally include pel-
vic exams and imaging (ultrasound or MRI) every 6
months for 2-3 years, then annually for at least 5-10
years [2,9].

Management Considerations

Hysterectomy is recommended for patients with com-
pleted fertility and STUMP diagnosis to minimize re-
currence risk [2,3]. Fertilitypreserving management may
be pursued under close surveillance in younger pa-
tients desiring childbearing [10,11], but patients should
be counseled extensively on recurrence risk and the
potential need for further surgery.

Feature

Published Data

Case Details

Incidence among presumed
leiomyomas

Mean diagnostic age
Median tumor size
Recurrence rate

Histologic risk factors for recurrence

Common recurrence sites

0.3-0.9% [5]

43-45 years [8]
~7.5 cm (range 0.7-39 cm) [11]
7-36% (median recurrence at ~79 mo) [1,3]
High mitoses, Ki67 >20%, p16+, epithelioid, Low mitoses (4/10 HPF), Ki67 = 7%, no
morcellation [1]
Pelvis, lung, abdomen, bone [3,13]

Multiple small myomas (~3.5 cm)

Patient age 45
Largest ~3.5 cm
None at 18 mo followup

morcellation used
No recurrence

Conclusion

This case demonstrates that even incidental, small ute-
rine myomas encountered during cesarean section can
harbor STUMP pathology. Given the unpredictable
nature of STUMP, including substantial recurrence
risk and rare malignant transformation, it is essential
that all excised uterine tissues be submitted for histo-
pathological analysis. Treatment should be tailored
according to fertility desires and pathological risk
factors; hysterectomy remains the definitive option in
patients who have completed childbearing. Close long-
term followup including periodic imaging is prudent.
Adoption of routine histopathology submission proto-
cols in obstetric practice can significantly improve
early detection and patient outcomes.

Conflict of interests: None declared.
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Abstract

Introduction. Sinusitis in pregnant patients is a dis-
order with incidence of around 3-4% worldwide, de-
pendent from the impaired immune system. Long las-
ting symptoms are sometimes accompanied with nasal
polyposis that is aggravated due to pregnancy hormo-
nes. The chronic condition has its relapses, with infla-
mmatory or noninflamatory causes. Systematic analysis,
diagnostic evaluations, treatment options must be per-
sonalized and dependent of the pregnancy trimester for
a favorable pregnancy outcome with the help of integ-
rated medicine.

Methods. We present a pregnant patient in the second
trimester of her third pregnancy. The symptoms that
occurred in the 17.5 week of gestational age included
headache, high body temperature, fatigue, muscle cramps,
loss of appetite, nasal congestion and discharge. After
clinical examinations of microbiological samples, na-
sal endoscopy, mechanical vacuum suction, chronic si-
nusitis aggravated by nasal polyposis with propagation
from maxillary sinus was diagnosed. The treatment
according to antibiogram and FDA approval for the
trimester included local topic treatment with diluted ce-
phalosporins, corticosteroids (fluticasone propionate),
inhalations, antibiotics, probiotics and vitamins per os.
Results and Discussion. Improvement of the subjective
and objective symptomatology of the patient occurred
after 5 weeks of treatment. Relapse occurred in the third
trimester and two months postpartum. Immunopatho-
histologically, there is an antagonism of IgE, of in-
terleukin IL-4, IL-5 and IL-13. The increase of IL-17
is proven for frequent exacerbations. Long lasting sym-

Correspondence to: Maja Pejkovska llieva, University Clinic of
Gynecology and Obstetrics, 1000 Skopje R. N. Macedonia; E-mail:
majapejkovska@yahoo.com

ptoms are sometimes accompanied with nasal polypo-
sis that is aggravated due to pregnancy hormones.
Conclusion. The immune system in pregnancy chan-
ges, with exaggerated inflammatory reaction inadequate
to recover from sinusitis for a shorter period of time.
Therefore, detailed examination and adequate therapy
is obligatory as soon as the diagnosis is settled. All
corticosteroids are not allowed in the second trimester
due to proven unfavorable outcome for the fetus. Me-
chanical treatments and topic antibiotics were main
therapeutic solution. Modern medicine aims to com-
bine genetics and detection of the phenotype for chro-
nic type of inflammation and the type of the immune
response in order to stratify patients for appropriate
treatment.

Keywords: sinusitis, pregnancy induced, treatment,
outcome

Ancrpakr

BoBea. CunycuToT Kaj OpeMeHHUTE MAIMEeHTKH € 3a00-
TyBamke CO MHIMJACHIA 0 OKoJdy 3-4% Ha rmobanHo
HUBO, TIOBP3aHO CO OCIA0CHUOT UMYHOIIOIIKH CHCTEM.
JonrorpajHute CHMIITOMH IOHEKOTAIl ce MPUAPYXKE-
HH CO HOCHH IOJIMIIO3M, KOW C€ BIIOLIyBaaT MOPaIH
XOPMOHAHUTE IPOMEHH BO OpEMEHOCTA.

XpoHHYHaTa cOCTOj0a MMa PELUANBY, MPEIH3BUKAHN
O] BOCTIAJIMTECITHU UJIXN HEBOCHAIUTEIIHU IPUIUHHA. Cuc-
TeMaTCKaTa aHaju3a, IHjarHOCTHYKUTE IMPOICAYpU U
TEPANMCKUTE OMIMU MOpa J1a OUAaT IepCoOHaTH3HPaHU
U Jla 3aBUCAT O]l TPUMECTApOT Ha OpeMEeHOCTa, CO Iel
Ja ce 00e30en1u MOBOJIEH UCXO0]l Ha OpeMeHOocTa MPeKy
MHTETpUpaHa MEIUIIMHA.

Mertoau. [Ipukaxana e OpeMeHa TMAIMEHTKa BO BTO-
pHOT TpUMECTAp OJ] Hej3uHAaTa TpeTa OpeMeHocT. CHUM-
NTOMUTE KOU ce MojaBuiie BO 17.5-taTta recrarmcka
Helelna BKIydyBaa TJIaBOOOJIKA, ITOBHCOKA TeJIEeCHA
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TEMIIepaTypa, 3aMop, MYCKYJIHH T'pPUYCBH, T'yOCHme Ha
aTlieTUT, HOCHA ONCTPYKIMja U cekperwmja. [lo xim-
HUYKH TIPEITIeaN U MUKPOOHOJIOIKY MCIUTYBarbha, HOC-
Ha CHJOCKOIHja U MEXaHHMYKO BaKyyMCKO YHCTCHE,
JIMjarHOCTUIIMPAH € XPOHWYEH CHUHYCHT, KOMILTUIIH-
paH cO HOCHH TIOJIUTIO3U KOW C€ MPOIIUPHIE Ol MaK-
CHJIAQPHUOT CHHYyC. TpeTMaHOoT, CHope] aHTHOHorpa-
Mot u FDA npenopakute 3a 0BOj TpUMeECTap, BKIydy-
Ballle JIOKalTHa Tepalnuja co pa3peieHu Iedanocriopu-
HU, KOPTUKOCTEpOUIN ((DITyTHKA30H MPOIMOHAT), HHXA-
JaIWH, aHTHOHOTHUIIH, TPOOHUOTHIIM ¥ BUTAMHHH PEr OS.
Pesynratu m auckycmja. [logoOpyBame Ha CyOjek-
THBHaTa M OOjeKTHBHATA CHMIITOMATOJIOTHja Kaj Ia-
[UEHTKaTa ce CiIy4d 1o 5 Hexenu Tepanuja. Cemak,
JI0jIIe IO PELUIUB BO TPETHOT TPHUMECTap W JBa Me-
CellH IO TOpOAyBameTo. VIMyHONATONOMKUTE UCIIH-
TyBama MOKakaa aHTaronusam Ha IgE, wHTepneyku-
Hute IL-4, IL-5 u IL-13, nogexa nokauyBameTo Ha IL-
17 e MOTBpJCHO Kako (akTOp 3a YECTH er3arepOaluy.
JonrorpajHuTe CUMITOMH ITOHEKOTaIll ce MPUApYKe-
HU CO HOCHHM TOJIMIIO3M, KOW CE BIIOLIyBaaT MOPaIH
XOPMOHHUTE 0J1 OpeMEHOCTA.

3akay4dok. VIMyHOJIOIIKMOT cHCTEM Kaj OpeMeHHTe
JKEHH Ce MEHyBa, LITO JIOBEAyBa JIO NMpeTepaHa BOC-
MaTUTEIHa pPEaKklrja W OTSKHATO 3aKPEIHYBambE O
CHHYCHUT BO TIOKPaTKO BpeMe. 3aToa, AeTalleH Iperier
U aJIeKBaTHA Tepardja ce HeOMXOIHU BEJHAII 110 MOC-
TaBYBamkeTO Ha aujarHoszata. CUTE KOPTHKOCTEPOUIN
ce 3a0paHeTH BO BTOPHOT TPUMECTAp IMOPaTyd HUBHUOT
HeraTuBeH egeKT Bp3 (eTycoT. MexaHHUKUTE TpeT-
MaHU H JIOKaJTHUTE aHTHOMOTUIM Oea TJIaBHHUTE Tepa-
neBTCKU perreHnja. CoBpeMeHaTa MEIHIINHA Ce CTpe-
MU KOH KOMOMHaIIMja Ha TEHETCKU UCTIUTYBama U (e-
HOTHUIICKA ):[eTeKqua 3a XpOHUYHHUOT THII Ha BOCIIAJIC-
HHUE W OATOBOPOT Ha MMYHOJOIIKHOT CHCTEM, CO IIeN
mo1o0po J1a ce HacOoUYM Teparujata.

Kayynu 3060poBHM: CHHYCHUT, OpEMEHOCT, TpEeTMaH,
UCXO]

Introduction

The qualitative pathohistological evaluation of chroni-
cally inflamed sinus mucosa performed in our study
indicated the existence of two different divergent pa-
thohistological types: polypoid mucosal eosinophilia
and glandular hyperplasia. The pathogenetic mechanism
in the first entity, polypoid mucosa with eosinophilia,
is associated with severe edema that causes obstruction
of the narrow areas of the ostiomeatal complex, i.e.
mechanical blockage of the natural sinus openings.
Due to the chronic mucosal inflammation, the parana-
sal mucosal outgrowths forming nasal polyps. On the
other hand, the released toxic substances eosinophil
cationic protein (ECP) and major basic protein (MBP)
cause damage to the epithelium of the sinus mucosa

and thus suppression of ciliary activity. In the second
type, glandular hyperplasia, the continuous increased
secretion and production of mucus originating from
hypertrophic and hyperplastically altered submucosal
glands leads to obstruction of the paranasal openings.
Based on the inflammatory response, four main patho-
histological types of chronic maxillary rhinosinusitis
are distinguished: edematous or hyperplastic, infiltra-
tive, fibrotic, and mixed type. The symptomatology can
derive from intracranial problems, parafunctional habits,
infections, sinusitis and many more. The secondary
headaches need to be diagnosed meticulously since
they derive from medical underlying conditions [1].
Group of authors refer that enlarged number of goblet
cells are present at chronically inflammated mucosa of
the maxillary sinus. Tos and Mogensen claimed that
there are six times enlargement of the number and the
density of submucosal glandular structures at chronic
maxillary rhinosinusitis in comparison with group of
patients without inflammation, which is a consequence
of hyperplasia and productions of new glandular struc-
tures and widening of the glandular acinus elements.
Another alert factor medical and dental staff should be
trained for is the diagnosis of acute sinusitis. Acute si-
nusitis occurs six times more frequently in pregnant
women and if left untreated many consequences can
develop [2,3].

Besides making the pregnant women fell the difficulty
breathing this symptom must be taken seriously at this
time for the possibilities during pregnancy are limited [4].
Untreated sinusitis in pregnancy disease can lead to ra-
re intracranial complications such as a subdural em-
pyema. This chronic condition has its relapses, with
inflammatory or noninflamatory causes. The patients
can experience altered neurological status that might
last for a different period of time if the patient doesn’t
take actions like visiting her doctors [5].

The etiology of sinusitis can have besides infectious,
allergic factors can have odontogenic origin if the teeth
are left untreated. Since the veins do not have valves
and since in pregnancy the organism is succeptable to
any infectious agents can be easily spread in the cra-
nium or in the mediastinum if the origin is dental [6].
Systematic analysis, diagnostic evaluations, treatment
options must be conducted with the help of persona-
lized and integrated medicine dependent of the pregnan-
cy trimester for a favourable pregnancy outcome.

Purpose
The purpose of this paper is to represent a case study
of a pregnant patient with sinusitis treatment with the

usage of personalised and integrated medicine.

Case report
A 32-year-old female, at the 17.5 weeks gestation
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Sinusitis treatment in pregnancy

(second trimester) was administered to the University
Clinic for Gynaecology and Obstetrics with a severe
headache.

For the etiological factors causing the origin of the
headache a team of specialist had conducted several
medical examinations, such as the patients’ gynaeco-
logist, otorhynolaringologist, dentist and neurologist.
The patients was examined at the PHI University Cli-
nic "St. Panteleimon™ where at the examination it was
proved that she does not have odontogenic infections.
The patients’ major complaints adjacent to the headache
were: loss of smell, nasal obstruction, thick yellow dis-
charge, sinus pressure and difference in the brain fun-
ctioning.

In the medical history of the patient there weren’t
found previous such complaints nor infections of her
sinuses at that level. As from the severity of the pain
the patient experiences a scale of pain in 4 points
(none=0, mild=1, severe=2, intense=3) the patient has
stated that her severity of pain felt in the frontal region
of the head is very intense.

Diagnosis was pointed towards taking intravenous
blood samples for detection of infectious agents. Leu-
cotitosis, elevated neutropheles and eosinophils and
CRP (resulted 86), and nasal and pharyngeal micro-
biological samples confirmed presence of Streptoco-
Cccus pneumoniae.

Next the patient was administered to the University
Clinic of Otorhinolaryngology where with the usage of
flexible transnasal camera examination was conducted.
The endoscopic evaluation discovered grapelike poli-
poid changes with dimension of 4 cm in the anterior
and medium level parts of the maxillary sinus with
airway obstruction of the osteoneasal complex. Immu-
nopathohistologically analysis of the of IgE, and the
increase of 1L-17 were conducted in the blood samples
of the patients on her controls.

Since Computer Tomography cannot be performed at
this stage of pregnancy an Ultrasonographic
examination was performed showing shades that prove
the transnasal endoscopic evaluation.

After laboratory, clinically and endoscopically exami-
nations have been performed bacterial sinusitis was
confirmed for the pregnant patient.

After clinical examinations of microbiological samples,
nasal endoscopy, mechanical vacuum suction, chronic
sinusitis aggravated by nasal polyposis with propaga-
tion from maxillary sinus was diagnosed. The treat-
ment according to antibiogram and FDA approval for
the trimester included local topic treatment with dilu-
ted cephalosporins, corticosteroids, inhalations, antibiotics,
probiotics and vitamins per o0s.

A treatment followed by local therapy using Cefriaxo-
ne 2 grames diluted in saline solution-nasal irrigation
was performed twice a day for a period of two weeks.
Topical corticosteroids were also used-Budesonide na-

sal spray (Category B) prescribed 1 spray per nostril
twice a day for a period of 5 weeks.

Systemic antibiotic consisted of Cefuroxime of 500mg
(FDA category B) twice a day for 21 days.
Improvement of the subjective and objective sympto-
matology of the patient occurred after 5 weeks of
treatment. Relapse occurred in the third trimester and
two months postpartum as acute exacerbation of the
chronic findings.

Discussion

From the subjective symptomatology of the pregnant
patient it was seen that her symptoms showed impro-
vement after 7 days, however the complete resolution
of the inflammation was diagnosed after 5 weeks of
treatment.

It is of great importance when treating infections in preg-
nancy to exclude adverse effects on the mother or fetus,
which has been proven in the studies of Goldstein G etal . [7].
Corticosteroids (e.g., budesonide) are recommended
for nasal use in pregnancy due to low systemic bio-
availability. Norjavaara E et al. state that budesonide
is category B in pregnancy and thus it remains an agent
for which the preponderance of safety data exists [8].
Studies have shown that oral decongestants may in-
crease the risk of fetal gastroschisis, and also contri-
bute to hypertension in the first trimester [9].

Usage of topical corticosteroids is shown by studies
that in the second and third trimester can lead to po-
ssible fetal adrenal suppression, but clinically signify-
cant effects are rare [10].

Some studies show that miscarriage is common and
can occur in any pregnancy for many different reasons,
but the use of topical corticosteroids is not expected to
increase the chance for miscarriage [11].

Briggs G et al. have shown that usage for oral anti-
biotics that do not harm the fetus may be used for acu-
te rhinosinusitis (ARS) or acute exacerbations of
chronic rhinosinusitits (CRS). Long-term macrolide or
doxycycline use for CRS is not recommended during
pregnancy. Penicillin and cephalosporin are the safest
classes, and can be given when endoscopic evidence of
purulence is present, which is in correspondence with
the patient in this case study. Antibiotics that put the
fetus at risk such as tetracyclines, aminoglycosides,
trimethoprim-sulfamethaxazole and fluoroguinolones
should not be used during pregnancy [12].

For nasal polipoids surgery may be considered prior to
the pregnancy if they are discovered before the pa-
tients get pregnant. Lal D. state that in general, surgery
that is not for a life threatening process should be
avoided during pregnancy. The authors say that emer-
gency surgery for complicated and acute/chronic sinu-
sitis may be done with close anesthesia supervision.
Also office procedures under local anesthesia may rep-
resent helpful alternatives in severely symptomatic CRS
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pregnant patients, such as polypectomy, indicated ba-
lloon sinuplasty, and turbinate surgery under local anes-
thesia [13].

The patient in this study has her acute sinusitis turn
into chronic type. Sinusitis in pregnant patients is a
disorder with incidence of around 3-4%, dependent
from the impaired immune system.
Immunopathohistologically, there is an antagonism of
IgE, of interleukin IL-4, IL-5 and IL-13. The increase
of IL-17 is proven for frequent exacerbations. Long
lasting symptoms are sometimes accompanied with
nasal polyposis that is aggravated due to pregnhancy
hormones, like the patient in this study [14,15].
Gevaert P. have reported that most patients with chro-
nic rhinosinusitis with nasal polyps have a type 2 in-
flammatory pattern characterized by eosinophilia and
elevated levels of interleukin-4, interleukin-5, and in-
terleukin-13 which is also case in pregnancy proven in
our patient laboratorically [16].

Chiarella E et al. have reported that the formation of
the nasal polyp involves histologically well-identified
mechanisms that rupture the mucosal epithelium, the
proliferation of fibrous tissue through the damaged
epithelium, the accumulation of extracellular matrix
(ECM) with oedema and the proliferation of a granular
tissue formed by thin-walled vessels and infiltration of
inflammatory cells [17].

(For a proper recovery a systematic review of the lite-
rature guidelines and medicine evidence based reco-
mmendations are necessary). According g to FDA
approvals, general recommendations as to which drugs
should be avoided during pregnancy and then later on
if the patient has sinusitis while breastfeeding.. For
this controls to continue many follow ups should be
done before, during pregnancy and after giving birth.
Pregnant women and women breastfeeding must pay
attention as to which drugs they can take topically, in-
traorally and intravenously [18].

Another chapter of diagnose is when genetics and phe-
notyping are taken in consideration for distinguishing
the ethiology of chronic sinusitis [19,20].

The patient in this study was treated successfully and
there weren’t found any harmful effects on her baby.
The polipose grape like structure in the patients’ maxi-
llary sinus two months after giving birth was not present.
Thus the personalized and integrated medicine treats
each patient individually according to their etiological,
genetical, phenotypical factors providing the best po-
ssible care for both the mother and the baby.

Conclusion

The immune system in pregnancy changes, with exa-
ggerated inflammatory reaction inadequate to recover
from sinusitis for a shorter period of time. Therefore,
detailed examination and adequate therapy is obligeto-
ry as soon as the diagnosis has been obtained. All cor-

ticosteroids are not allowed in the second trimester due
to proven unfavorable outcome for the fetus. Mecha-
nical treatments and topic antibiotics were main thera-
peutic solution. Modern medicine is personalized and
integrated and aims to combine genetics and detection
of the phenotype for chronic type of inflammation and
the type of the immune response in order to stratify
patients for appropriate treatment.
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YIHATCTBO 3A ITPUJABA HA TPY ]l O COPABOTHUILUTE HA MMII

"Makenoncku Memaunuacku Ipernen" (MMII) e ctpyuno cniricanne Ha MakeOHCKOTO JIEKapCKO
JIPYLITBO, MPBEHCTBEHO HAMEHETO Ha JIEKApUTE O] ONINTa MPAKTUKA, CIELUUjaTUCTUTE Of
OJIICJIHATE MEIUIIMHCKU TUCIUIUIMHU U UCTPaXXyBauyuTe BO 00sacTa Ha 0a3MYHUTE MEAUIIMHCKHU U

JIPYTU CPOJHU HAYKHU.

CrnucaHueTo ru MMa cjieiHUBe PyOPHKH M KaTeropuu Ha TPYA0OBH:

1. I3BopHU Tpya0BU

2. CoonmryBama 3a KIIMHAYKH U J1a00PaTOPUCKU UCKYCTBA

3. Ilpuka3u Ha ciayyau

4. On npakTHKa 3a MpaKkTUKa

5. EnykaTuBHM CTaTUH

6. Bapua e (mucma o pemakmnmjata, ONIITECTBEHA XPOHMKA, NMPHKA3d Ha KHUTH, M3BEIITAW O]
KOHT'PECH, CHMIIO3MYMH U APYTH CTPYYHU COOHMpH, pyOpuKarta ,,Bo cekaBame,, u J1p).

W3BopHUTE TpyHOBU MMaaT Oene3n HAa HAYYHU TPYIOBHU, JOJIEKAa TPYAOBUTE KATETrOPU3HPAHH BO
pyOpukure 2-5 mmaar Oene3um Ha crpydHu TpynoBu. Bo MMII ce o6jaByBaaT TpyInoBH Ha
ywieHoBuTe Ha MJI/] wim Ha WICHOBW HA OPYTU CTPYYHHU 3MPYKCHH]a. ABTOPUTE CE€ OJTOBOPHH 3a
MOYNTYBAkETO HA €TUYKHUTE HAadelna MPH MEIUIMHCKUTE HCTPAKyBara, a M3HECEHUTE CTaBOBH,
U3BEJICHU OJ1 aHAJIM3aTa Ha COIICTBEHUTE pe3yJITaTH, He ce HY)KHO M CTaBOBM Ha Penakuujata Ha
MMII. Pepakumjata ru ucrnpaka pakoONMCUTE Ha CTpydHa peleH3Hja; PELEeH3eHTOT(UTe) U
Penaknujara ja ompenenyBaar JeUHUTUBHATA KaTeropusalnja Ha pakoMUCOT KOj € mpudaTeH 3a
nevaTewme. Penakuujara ro 3aapxyBa MpaBoTO PaKONUCUTE Ja TH MeYaTH CHOpel PEeLEeH3UPaHUOT
OpUOpUTET. YTAaTCTBOTO 3a copaboTHunre Ha MMII e Bo cornacHocT co BankyBepckute npasuia
3a u3eJHaYeHU Oapama 3a PaKOIUCHUTE KOM ce Mpakaatr 10 OMOMETUIIMHCKUTE CIIMCaHM]a.

TEKCT HA PAKOIIUCOT

Cute pakomucu ce HCIpakaaT BO €JIEKTpOHCKa (opMa Ha eNeKTpOHCKaTa ajpeca
(mld@unet.com.mk ; info@mld.mk ) xa MJII-MMII, co nBoeH mpopen 1 HajMHOTY 28 peloBU Ha
cTpanuna. TpyaoT ce MoJHECYBa Ha aHTJIMCKY ja3uk jaTuHU4YeH GoHT Times New Roman rojremuHa
12 u ancTpakT Ha MaKeIOHCKH ja3ukK. JIeBo, rope u qoiy Tpeba Ja ce ocTaBu ca000Ha MapTUHA O
HajManKy 3 cM, a JAecHo of 2,5 cMm.. PemHnoT 6poj Ha CTpaHUIIUTE Ce MUITyBa BO JECHUOT TOPEH
arois. PakonmcoT Ha TpyaoT Tpeba na € mpuApyKeH CO MACMO Ha MPBHOT aBTOp, CO HM3jaBa JieKa
HCTHUOT TEKCT HE € Beke 00jaBeH WM MOJHECEH/MpudaTeH 3a MevyaTeme BO APYro CIUCAHUE WU
CTpy4yHa MyOJuKaIyja U Co MOTBpJA JCKa PaKOMUCOT € MperyielaH U OJ00pPEeH O]l CUTE KOABTOPH,
OJTHOCHO CO TIpHIpPY)KHA JeKiapalyja 3a €BEHTyaJeH KOH(QIMKT Ha HWHTEPECH CO HEKO] Of
aBTOPHTE.

HacmoBnara crpana Tpeba a WMa: HACIIOB HAa MAaKEIOHCKH W aHTJIMCKU, MMUbA U TIPE3NMHUbA HA
aBTOPHTE, KAaKO W MHCTUTYIIMHTE Ha KOM MM TpUIIaKaaT, UMHbAaTa Ha aBTOPUTE W HACIOBOT Ha
yCTaHOBAaTa ce MOBP3yBaaT CO aparncku OpOjKH; aBTOpP 3a KOPECHOHJEIMja CO CUTE JeTanu (Ted.
email); kaTteropuja Ha TPyJOT; KpPaTOK HAcJOB (0 65 KapakTepu 3aeJHO CO MPA3HUOT MPOCTOP);
Kako U uH(popMaIyja 3a NMPUIOHECOT 3a TPYAOT Ha CEKOj KOoaBTOp (WIeja, AM3ajH, coOUMpame Ha
NOJATOIM, CTAaTHCTUCTHYKA 00padoTKa, MuIlyBambe Ha TpyAoT). HacioBoT Tpeba KOHIM3HO Aa ja
u3pasu coApxuHata Ha TpyaoT. Ce mperopadyBa Ja ce M30erHyBa ymnorpeda Ha KpaTeHKH BO
HACJIOBOT.



mailto:mld@unet.com.mk
mailto:info@mld.mk

186

Sinusitis treatment in pregnancy

M3BOopHHTE TpPyJOBM M COONIUTYBamara IO HMMaaTr CIEAHHOB (OPMajJeH pelnociel: HacjIoBHA
CTpaHa, U3BaJI0OK Ha MAaKEJOHCKHU ja3UK (BOBEJ, METOAM, PE3YNITATH, 3aKIy40K) CO KIy4YHH 300pOBH,
U3BaJIOK HAa MAaKEIOHCKH ja3WK CO KIy4yHH 300pOBH, BOBEI, MaTepujal W METOAM, PE3yJTaTH,
JMCKyCHja W 3aKJIydolld, JIUTepaTypa W Npwio3u (tabenu, rpaduuu M CIMKKA) M JISTEHIU 3a
MIPHUIIO3UTE BO ecH (ajir.

[Ipukasure Ha cioydam Tpeda Aa coApKAT BOBEH, JCTAalleH NpPHUKAa3 HA CIy4ajoT, IUCKYyCHja CO
3aKJIy4OK U JIUTEPATypa cO MPHIIO3H.

N3BajokOoT HA MaKeJOHCKHM jasuk Tpeda aa coapxku HajmMHOry 250 300poBH u nga Oupe
CTPYKTYpHpaH CO CHTE OWTHM YMHUTEIM HM3HECEHH BO TPYJIOT: BOBEA CO ILEJTa Ha TPYIOT,
MeTO/10T, Pe3yJITaTH (CO HyMEPUYKH I10IaTOLN) U 3aKJIYy40LH. 3a¢THO CO U3BAIOKOT, Tpeba 1a ce
JI0CTaBar M J10 5 KIIy4YHU, UHJIEKCHU 300pOBH.

M3BaIoKOT Ha aHTJIMCKHU ja3WK MOpa Jia € CO COJAP)KMHA MJCHTUYHA CO COAPIKMHATA HA M3BAZOKOT
Ha MaKeJIOHCKH ja3UK.

Knyunute 360poBu Tpeba aa ce Bo cormacHocT co MeSH (Medical Sibject Headings) listata na Index
Medicus.

BoBenot tpeba na mpercraByBa KpaTOK M jaceH IPUKa3 Ha MCHUTYBAaHUOT MPOOJIEM U LEIUTe Ha
UCTPaXKyBambhETO, CO HABETyBab€ HA €ETUYKUOT KOMHUTET OJTHOCHO MHCTHUTYIIMjaTa Koja ro 0J00puia
UCIUTYBawkeTO (KIMHUYKA CTyAuja Koja ce paboTH cHopel NPUHUMINTE Ha XeJICHHIIKaTa
JieKJapaliyja 3a MalueHTUTe U HUBHUTE IPaBa).

MetoauTe Tpeba 1a 6M1aT TOUHO Ha3HAUEHH, 32 JIa C€ OBO3MOXH MOBTOPYBakE Ha MPUKAKAHOTO
uctpaxyBame. OcCo0EHO € BaXHO Ja ce Mpenu3upaaT KpUTEpUYMHTE 3a CelieKluja Ha
OTICEpPBUpAHMUTE CIy4Yal, BOBEJCHUTE MOAM(DUKALMM Ha BeKe IO3HATUTE METOJIU, KaKo H
UJCHTUQHKAIM]ja Ha YINOTpEOEHUTE JICKOBH CIIOpE] I€HEPUYHOTO HMMe, JO03UTE M HAYMHOT Ha
a/IMUHUCTpaIHja.

Pe3yararure Tpeba Ja ce mpuKaxar jacHo, 10 JOTMYeH peaocies. Pesynarature ce u3HecyBaaT BO
crannapanure SI egununu. Bo TekcroT Tpeba 5a ce Ha3HAYM ONTHUMAIHOTO MECTO Kaje ke ce
BMETHAT Ta0EJNTe U MIYCTPAIlMHTE, 32 JIa c€ N30EeTHe HEMOTPEOHOTO MOBTOPYBAKHE Ha H3HECEHUTE
nojaToly. 3HayajHOCTa Ha pe3yaTaTure Tpeba a ce 00paboTH CTATUCTUYKH, CO JIETAJIIEH OINUC Ha
ynoTpeOeHUTE CTATUCTUYKN METOAM Ha KPajoT Ha JIEJI0T METOIH.

JuckycujaTta Tpeba na r'Mm UCTaKHE WMIUIMKAIMUTE OJ JOOMEHUTE PpEe3yNATaTH, CIOPEICHH CO
MIOCTOJHUTE CO3HAHMja 3a MCHUTYBAHUOT IpobiieM. 3akimydoruTe Tpeba ga He OMIaT MOJOJITH Of
150 360poBH.

1. MPUJIO3M Kako mpunor-n0KyMeHTalllja Ha TPYJAOBUTE MPEeIOKeHH 3a MeuaTehe, MOKe Ja
ce JlocTaBaar Jio S5 mpuora (Tabenu, GUrypu,/CIukd - uiayctpanun). TabenuTe ce JocTaByBaaT
Ha KpajoT Ha TpynoT BO UcTHOT (aji. Cekoja Tabena Tpeba Ja ©Ma CBOj HACIOB U peieH Opoj
KOj ja TMOBp3yBa CO TEKCTOT. XOPU3OHTAJHM W BEPTUKAJIHM JIMHUM Ha TabenmaTa He ce
JI03BOJICHH; O3HAKUTE Ha KOJIOHUTE BO TabejaTra ce MHIIYBaaT CKPAaT€HO WJIM CO CHUMOOJ, a
HUBHOTO 00jacHyBam€ ce IHUIIyBa Ha THOTO Ha TabenaTa, BO BUJ] HA JICTEHIA.

HNaycTpauuure ce 10CTaByBaaT co pefeH Opoj Kako CIIMKa BO IPHO-0eJIa TEXHHUKA, a CeKOoja CIIMKa

Tpeba /1a € mpUApYyKEeHa COo JieTeH/1a (OIHnc).

MuxpodoTtorpagpuure MOXe Ja COAPXKAT MOCCOHM O3HAKM BO BHJ HAa CTPEIKH WM CHUMOOJIH.

[Toxpaj omucoT Ha ciMKaTa, MOpa Ja Ce HaBeJe W 3rOJIEMYyBameTO U BHUJIOT Ha OOCHETO Ha

npenaparoT (ako Toa Behe He € HampaBeHO BO ceknujaTa MaTepujan u Metonu). CUTe O3HAKH Ha

doTorpaduure Mopa na OuWmaT JOBOJHO TOJEMH, 3a J1a MOXE jaCHO Ja CE pacro3HaaT M 10
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CMaJlyBabCTO BO IICHATHHIATA, IPHW HUBHOTO BKIYYYBalb€ BO IICUATCHATA CTpaHUIa Ha
CIITMCAaHHUCTO.

2. JJUTEPATYPA

HuTtnpanara nuteparypa ce NUINYyBa HA KPajoT HA TPYAOT MO 3aKIYYOIMTE, CO PEAHU OpOECBH
CIIOp€a p€aocCiICoOoT Ha HOjaBYBaH»eTO Ha OUTATOT HAa TEKCTOT Ha TPYyAOT CTAaBCHH BO CPEAHU
3arpaad U 0e3 MpocTop Mery HHUB (aKO c€ IMOCJIeN0BaTeIHN Tpeba Ja ce MOBP3aHMU CO MPTHUYKA, Ha
np. [3-6]. Jluteparypara ce nuTHpa Ha CASAHUOB HAYMH (KPATCHKUTE 32 HACIOBUTE Ha CIIMCAHUjaTa
Tpeba Ja ce criopes aucrara npudarenu Bo Index Medicus):

a) craTHja BO CIIMCaHME (Ce HaBeIyBaaT CUTE aBTOPH, aKO T'M MMa JI0 4 WIM TOMAJIKY; aKo T'H MMa
noBeke of 4 ce HaBeayBaaT MPBUTE 3 aBTOpH U ce aoAasa: u cop.) Neglia JP Meadows AT, Robison
LL et al. Second neoplasms after acute lymphoblastic leukemia in childhood. N Engl J Med 1991; 325:1330-
6.

0) 3aeaamuku aBTop GIVIO (Interdisciplinary group for cancer care evaluation). Reducing diagnostic delay
in breast cancer. Possible therapeutic implications. Cancer 1986; 58: 1756-61.

B) 0e3 aBTOp - aHOHUMHO. Breast screening: new evidence. (Editoriall Lancet 1984; i :1217-8).

I') Mmorjasje BO KHUTa mim MoHorpaduja Weinstein L, Swartz MN. Pathogenic properties of invading
microorganisms. Vo: Sodeman WA Jr, Sodeman WA, Ed. Pathogenic physiology: mechanisms of disease.
Philadelphia; W B Saunders, 1974: 457-72,

[TpBuTE OTHEYATOIM HA TPYJOBUTE UM C€ IIpaKkaaT Ha aBTOPHUTE 32 KOPEKIIMja: aBTOPUTE C€ JOHKHU
KOPUTHPAHUOT OTIEYATOK Ja U To Bparar Ha Penaknujara Ha MMII Bo pok ox 2 neHa.

Vmnara 3a ucnedareH Tpya Bo cnucanuero MMII usnecysa 3.000,00 nenapu u ce yrmiakaar Ha
KHUPO CMETKaTa Ha:

Makenoncko nekapcko apymtso 300000000211884

Komepuujanna 6aHka co 11e1 Ha JI03HaKa: yIiata 3a CTpy4eH TpyA

Anpeca Ha Penaknujara Jame I'pyes 0p. 3 I'paacku Sun 6s0k 11, 1000 Cromje,

Tenm: ++ 389 02 3162 577

Enextponcka aapeca (E-mawmn): mld@unet.com.mk; ; info@mld.mk

H3BecTyBame 3a peuensenture 3a MMII

Bo cxiaz co npaBmiiHukoT Ha YKHM pernieH3eHTHTe ITO HABPEMEHO U OJITOBOPHO Ke ja oJpaboTar
peuensujata ke gobujar 0.4 G6oma Kom ce coOMpaaT 3a yHanpelyBame BO aKaJEMCKUTE 3Bamba.
BonoBute MokaT f1a ce 1006MjaT M peTporpaaHo npexky nodapysame Bo MJIJ] — 3162 557.
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