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under threat and I will not use my medical knowledge

Betimi i Hipokratit

Né 3astin kur po hy né radhét e anétaréve té profesionit mjekésor
premtoj solemnisht se jetén time do ta vé né shérbim té humanitetit.
Ndaj mésuesve do ta ruaj mirénjohjen dhe respektin e duhur.

Profesionin tim do ta ushtroj me ndérgjegje e me dinjitet. Shéndeti i
pacientit tim do té jeté brenga ime mé e madhe. Do t'i respektoj e do

t'i ruaj fshehtésité e atij qé do té mé rréfehet. Do ta ruaj me té gjitha 3
forcat e mia nderin e tradités fisnike té profesionit té mjekésisé.
Kolegét e mi do t'1 konsideroj si véllezér té mi.
Né ushtrimin e profesionit ndaj té sémurit tek uné nuk do té ndikojé ;i
pérkatésia e besimit, e nacionalitetit, e racés, e politikés, apo pérkatésia N
klasore. Qé nga fillimi do ta ruaj jetén e njeriut né ményré apsolute. As Ve
né kushtet e kércénimit nuk do té lejoj té keqpérdoren njohurité e mia Fx
mjekésore qé do té ishin né kundérshtim me ligjet e humanitetit. Kété ~'.>_
premtim po e jap né ményré solemne e té liré, duke u mbéshtetur né i‘
nderin tim personal. g
-
G
[ :.ﬂ""';
The Oath of Hippocrates e
Upon having conferred on me the high calling of physician and
entering medical practice, I do solemnly pledge myself to consecrate 3%
my life to the service of humanity. I will give my teachers the respect ad
and gratitude which is their due. I will practice my profession with ""

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

My colleagues will be my brothers.

[ will not permit considerations of religion, nationality,
race, party politics or social standing to intervene
between my duty and my patient. I will maintain the
utmost respect for human life from its beginning even

cont‘r iy to the laws of humanity. [ make these
promfl&és Solemnly, freely and upon my honor
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themelua mé v. 1994, né kushte specifike té rrethanave

shogérore dhe té zhvillimit té profesionit té mjekut
dhe shéndetésisé né vecanti né Republikén e Magedonisé.
Misioni i Shoqatés ishte qé té gjejé rrugét pér té mbrojtur
dhe avancuar né ményré té organizuar pozitén dhe rolin e
mjekéve dhe pacintéve né njé periudhé specifike dhe pér
shumécka sfiduese. Ndonése e themeluar né keto rrethana
specifike, roli i saj, me kohé shtohej, fugizohej dhe me
aktivitetet e veta formésoi identitetin e vet duke u qéndruar
né ballé té mbrojtjes sé interesit té mjekéve, themelues té
saj, dhe punéteoréve tjeré shéndetésoré si dhe pacinetéve,
duke u véné késhtu né rrjedhat globale bashkévepruese me
shogatat tjera né boté pér té avancuar “artin dhe shkencén
mjekésore né interes té pacientéve dhe shéndetit publik”.

Shoqata e Mjekéve Shqiptar né Magedoni (SHMSHM) u

Paré historikisht, kjo ka gené rruga dhe sfidat qé ka pércjellé
edhe shogatat e para té themeluara edhe ndér kombe
tjera. Ndér té parat e kétij lloji mund té pérmendet Société
Royale de Médecine, e themeluar né 1730 né Paris. Né
Britaniné e Madhe, né vitin 1832 u themelua British Medical
Association, e cila prej vitit 1857 e boton revsitén e njohur
British Medical Journal (BMJ). Né ShBA-té, né vitin 1847 u
themelua American Medical Association (AMA), e cila boton
Journal of the American Medical Association (JAMA). Me
kohé, mbi té njétat parime jané themeluar dhe funkcionojné
asociacione né nivel té shteteve, njésive federale né vende té
ndryshme, ato mbi baza lingustike, specialistike dhe né bazé
té specifikave té tjera. Ato kané mision “qé té pérparojné
artin dhe shkencén e mjekésisé pér té mirén e shéndetit né
shogéri, té avancojné interesat e mjekéve dhe pacinetéve té
tyre, té promovojné shéndetin publik, té lobojné pér zgjidhje
ligiore mé té favorshme pér mjekét dhe pacientét e tyre si
dhe té mbledhin fonde pér edukimin mjekésor.”

Me kohé u paragit nevoja e ndértimit té strukturave
mbinacionale pér harmonizimin e standardeve dhe nevojave
tjera té profesionit mjekésor né njé boté qé po rritej,
zhvillohej dhe globalizohej. Késhtu me takimin e Komitetit
Organizativ nga 17 asociacione kombétare, né vitin 1946
né Paris u inicua, dhe njé vit mé voné né Asamblené e
pérgjithshme té OBSH-sé u themelua “The World Medical
Association”(WMA), Asociacioni Botéror Mjekésor nga
27 asociacone nacionale prezente. Ky asociacion éshté
ndérmjetési dhe promotori i aktiviteteve té OBSH-sé né
drejtim té Organizatave nacionale me géllim té realizimit
té synimeve té planifikuara pér implementim né shkallé
botérore. Pér realizimin e té njéjtit géllim né nivel té vendeve
evropjane mé voné, né 1984, filloi konstituimi i Forumit
Evropian té Asosciacioneve Mjekésore (European Forum of
Medical Associations ~-EFMA).

Né ndérkohé funkcionojné edhe asociacione té tjera qé
kané né fokus aktivitete té ndryshme té bashképunimit me
géllim té harmonizimit, standardizimit dhe avancimit té
aspekteve té ndryshme né fushén e shéndetésisé. Ndér mé

Macedonia (AAMD - Macedonia) was founded in 1994,

at times of specific societal circumstances and specific
conditions of the development of the medical profession and
health care in particular, in the Republic of Macedonia. The
mission of the association was to protect and promote the
position and the role of doctors and patients in an organized
manner, amid specific, and in many ways, challenging
period of time. Nonetheless, over the time its role has
strengthened and its activities shaped its identity, standing
at the forefront of the interests of its founders-the doctors,
and the interests of the other health care workers, as well
as patients’ interests. Thus, the association has placed itself
in the mainstream of global interaction with the other
associations abroad in order to advance the art and science
of medicine toward the patients’ interests and health
promotion.

The Association of Albanian Medical Doctors from

Historically, it has been the very same route and the
same challenges encountered by the newly established
associations worldwide. One of the first of this kind,
Société Royale de Medecine, founded in 1730 in Paris. In
Great Britain, the British Medical Association was founded
in 1832, which publishes the well known British Medical
Journal (BMJ), since 1857 In the U.S. in 1847 was founded
the American Medical Association (AMA), which publishes
the Journal of the American Medical Association (JAMA).
Over the time, upon identical principles were established
and functioning up to date associations at state and federal
level, in different countries, according to language, specialty
or, other specifications. Their mission is “to advance the
art and science of medicine for the benefit of health in the
society, to advance the interests of physicians and their
patients, to promote public health, to advocate for favorable
legal solutions for physicians and their patients and to raise
funds for medical education “

Over the time, a need for building international structures
for standard harmonization has appeared, as well as
other needs of the medical profession in a world that was
growing, developing and globalizing. Thus, at the meeting
of the Organizing Committee of the 17 national associations,
in 1946 in Paris, was initiated, and a year later ,at the
World Health Organization’s (WHO’s) General Assembly
was founded “The World Medical Association” (WMA)
World Medical Association out of 27 national associations
attending the meeting. This association is a mediator and
promoter of the WHO activities to the national member
organizations in order to achieve the planned goals and
their implementation on a global scale. In order to achieve
the same goals at a European level, later, in 1984, the
constitution of the European Forum of Medical Associations
(EFMSA) has been established.

In the meantime, there are other associations that
focus on various cooperation activities with the aim of
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aktualet gjithsesi qé éshté European Accreditation Council
for Continuinual Medical Education (EACCME®). (Késhilli
Evropian i Akreditimit té Edukimit Mjekésor Kontinual)
gé u themelua né vitin1999. Ky késhill éshté rregulatori
i ngarkuar pér harmonizimin e edukimit kontinual né
shéndetési dhe akreditimin e aktiviteteve pér kété qéllim né
hapsirén evropiane.

Né kété kontekst, duke vérejtur rrjedhat historike té
organizimit té shoqatave, si edhe duke paré géllimet pér
formimin e tyre, Shoqata e Mjekéve Shgiptar té Magedonisé
(themeluese e Revistés “Medicus”) pérfagéson njé strukturé
legjitime pér qéllimet e veta dhe mundési e shkélqyer pér
t'u véné né mbéshtetje té nevojave té kohés, si pér mjekét
poashtu edhe pér pacinétét. Nevoja pér pérparimin e
shéndetit si dhe té shérbimeve shéndetésore, nevoja pér
format mé adekuate té mbrojtjes sé interesit té mjekut dhe
pacientit si dhe obligimi pér edukim mjekésor pér té qéné
gjithmoné né nivelin e kérkesave profesioanle té kohés,
do té mbesin né gendér té misionit té késaj shogate. E
vetédijshme pér kéte obligim, SHMSHM, né vazhdimési té
programit té vet veprues, dhe né pérputhje me kérkesat e
kohés, ka zgjeruar aktivitetin e vet né disa drejtime. Késhtu,
nga ky vit (2013) shogata mori vendim qé Revista Mjekésore
Ndérkombétare Medicus (International Medical Journal
Medicus- IMJM) té botohet tre heré né vit. Gjithashtu shogata
ka marré mbi vete pérgjegjésiné pér edukimin kontinual té
mjekéve duke u akredituar pér kété qéllim nga ana e Odés sé
Mjekéve té RM. Organizimi i edukimit kontinual pér mjekét
éshté njé hapiréndésishém qé paraget njé avansim cilésor té
fushéveprimit té Shogatés. Pasurimi i takimeve profesionale
me ligjérata tematike plotésuese si edhe aktivitete tjera
né rrafsh kombétar dhe ndérkombétar, poashtu paragesin
vlera shtesé né punén e saj.

Ne jemi déshmitaré pér dinamiken marramendése né té
gjitha fushat e mjeksisé, qé do té ofrojné mundési té reja si
pér mjekét poashtu edhe pér pacientét dhe nevojat e tyre.
Ne poashtu duhet té jemi té vetédijshém qé e ardhmja do
té imponojé edhe kérkesa tjera qé do té na véndojné para
sfidave té llojllojshme qé do té kérkojné zgjidhje. Vendi dhe
roli i strukturave profesionale né kété mes do té shtohet.
Forcimi dhe strukturimi adekuat i kétyre shogatave, né
kété kontekst edhe i Shogatés toné, do té mbetet imperativ
pér kohén qé vjen. Dinamizimi i aktiviteteve pérmbajtésore
né interes té anétaréve té saj dhe ngritja profesionale dhe
akademike e anétaréve té saj, jané garanca pér ballafagimin
dhe pérballimin me sukses té kétyre sfidave nga ana e
SHMSHM.

Me respekt,
Prof. Dr. Aziz K. Pollozhani
Kryeredaktor i Revistés Medicus

harmonization, standardization and improvement of
various aspects in the field of health promotion. Among
the most actual is the European Accreditation Council for
Continual Medical Education (EACCME ®) that was founded
in 1999.This council is in charge for the harmonization of
the continuous medical education and the accreditation of
the activities aimed for that purpose within the European
area.

In this context, noting the historical course of organizing
the associations, as well as taking into consideration
the motives for their foundation, the Association of the
Albanian Medical Doctors from Macedonia (publishing
the International Medical Journal - Medicus) represents
a legitimate structure for its own purposes and excellent
opportunity to meet the needs imposed by the time, both
for doctors’ and their patients’ needs. The need for health
promotion and health services, the need for adequate
forms of advocating the doctors’ and patients’ interests, as
well as the obligation for continuous medical education in
order to be always at the height of the requirements of the
duty, they all will remain at the heart of the association’s
mission. Being aware of the aforementioned, the AAMDM,
following its own action plan, and in accordance with the
requirements of time, has widened the scope of its activities
in several directions. Therefore, starting from this year
(2013), the association has made a decision to publish the
International Medical Journal Medicus (IMJM) in three
issuances per year. Moreover, the association has assumed
the responsibility for the continuous medical education
via its accreditation for this purpose, granted by the
Doctors’ Chamber of the Republic of Macedonia. Carrying
out the continuous medical education as the associations’
activity represents an important step towards a qualitative
advancement of the scope of the Association. The wide
variety of topic-based discussions and other activities in our
professional meetings, both nationally and internationally,
represent added value of our work.

We are witnessing breathtaking dynamics in all areas of
medicine, which will provide new opportunities for both,
physicians and patients and their needs We also need to he
aware that the future will impose other requirements that
will put us in front of various challenges to be resolved. The
place and role of the professional structures in this prospect
will become more important. Strengthening and adequate
structuring of these associations, as well as ours’, in this
context, will remain imperative for the time to come. The
dynamics of substantial activities in the interest of its
members and their academic and professional development
warrants that these future challenges would he successfully
met by our association.

Best regards,
Aziz K. Pollozhani, MD, PhD M

Editor-in-Chief of the Journal Medicus
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MEDICAL EDUCATION: BASIS FOR HEALTHCARE REFORM
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ABSTRACT:

Background: Medical education has gone through huge developments in the past several decades both in
USA and Europe. It is time that these developments are reflected and incorporated in the medical education
systems of the countries of Western Balkans in order to support the healthcare reforms in these countries to
improve the health of the region as well as their shared pursuit for integration in the European Union

Aim and method: Based on a literature review of the current trends in medical education development
as well as the issues presented and discussed during the first scientific forum “Medical education - basis
for healthcare reform” that was held in February 20th, 2013 in Skopje FYROM, this paper aims to provide a
snapshot of the possibilities for development in medical education in our region.

Conclusion: Opportunities and needs for development and improvement of medical education in our region
are enormous. These opportunities call for cooperation and sharing of expertise and experience within our
countries as well as with international experts to produce initiatives and interventions that will benefit the
quality of medical training as well as the quality of the medical services in our region.

Key words: medical education, new curriculum models, new assessment methods, educational strategies,

healthcare reforms

The scientific forum “Medical education - basis for
healthcare reform” was an initiative of the “Medicus”
scientific journal and its partners at the Faculty of
Medicine, University of Medicine in Tirana. The forum
aimed to provide a platform that will facilitate the sharing
of experiences in medical education and curriculum
reforms of countries in our region recognizing its
importance in further reforms and developments of our
healthcare systems. It also aimed to explore developing
opportunities for closer cooperation in the region in the
area of medical education.

The participants in the forum came from Faculty of
Medicine, University of Medicine in Tirana, Faculty of
Medicine, University of Skopje, Faculty of Medicine,
University of Stip and Tetova, Faculty of Medicine,
University of Medicine in Prishtina as well as from the
University “Rezonanca” from Prishtina and the Higher
education Agency for accreditation in Kosovo. The
medical education institutions in the forum shared about
recent developments in their undergraduate medical
curricula. All of these curricula have gone through some

major changes in the past few years in order to align them
with the Bologna process requirements esp. in regard to
application of ECTS and applying diploma supplement and
recognition. The participants recognized that reforms in
healthcare could not be successful unless accompanied by
major reforms of the medical education system esp. the
undergraduate/basic medical education programs. It was
also agreed that it is very important to engage in regional
cooperation to harmonize the medical education in the
region and join forces in aligning it with the European
and international standards. The forum also recognized
the need for capacity building in medical education in
the region due to the enormous developments in this new
area in the past several decades all over Europe and the
world.

During the forum presenters informed on some key
development in the medical education arena in Europe
such as the recent changes in the European directive for
professional qualifications (expected to have final approval
in May 2013) incorporating the important shift from
discipline to competency based medical curricula (19).
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The forum briefly reviewed the history of changes in
medical education starting with Flexner’s report in 1910
that for the first time defined the medical curricula and
included them in the university level emphasizing the
importance of the basic sciences in the formation of the
future physicians (5).The scientific emphasis to health
care curricula in the early 20th century and the expansion
of the medical knowledge and technology led to the
specialization of the medical workforce and divisions in
the medical curriculum to teach the new knowledge and
technology. The medical schools gradually moved into
being ivory towers of science and research, while the care
offered to patients became ‘fragmented, depersonalized
and costly’ (3). In the second part of the 20th century,
the lack of social accountability and relevance of
medical education triggered a wave of change in medical
education that was supported by the developments in
social-behavioral sciences and educational theories and
principles, as well as by the call to orient healthcare
systems toward primary care and preventive services.

These changes in medical education emphasized the
importance of integrating basic sciences (including
behavioral sciences) with clinical medicine and
orientating the medical school curriculum towards the
healthcare needs of patients in their communities (3).
Health care has changed its focus from the individual to
the community, from the cure to the prevention of disease,
from fragmented to continuous and comprehensive care,
from single physician to team approach of provision of
healthcare services , from doctor centered to patient
centered models (12). Changes in healthcare delivery,
medical knowledge, doctors’ availability and workload,
as well as patients’ and students’ expectations have
demanded responses of medical education (4). “High
quality medical education is central to high quality medical
care” (12) thus in their continuous attempt to provide
quality health care, national and international medical
education organizations such as the General Medical
Council (GMC) in the UK, the World Federation of Medical
Education (WFME) and the World Health Organization
(WHO) have required and supported important changes
in medical education in the past two decades (8,17,18).
One century after Flexner’s report, 130 international
organizations and experts in medical education in an
initiative supported by WHO and WFME agreed on “Global
consensus for Social Accountability of Medical Schools
“(7). This consensus calls medical schools to think and
contribute not only towards scientific developments but
also toward playing an important role in the performance
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of the healthcare system and the quality of its services for
the citizens in their countries.

In the light of these developments and the international
literature and recommendations the following areas
of trends in medical education were briefly presented
during the forum in Skopje:

NEW CURRICULUM MODELS

The traditional/conventional model of medical school
curriculum is a combination of preclinical years with
intensive teaching of basic science followed by the
clinical years with clinical rotations in hospital settings
(2). Innovative curricula such as the ‘inverted triangles’
curriculum (13) teach basic and clinical science together
with early exposure to clinical skills. In ‘total integration
curriculum” (13) or the ‘spiral’ curriculum (2), clinical
and communication skills, clinical science, biological and
behavioral sciences as well as professional development
are integrated and progress together into higher levels of
complexity throughout the curriculum timeline (13,2).

Clinical Sciences

Basic Sciences

Year | Year 5

Figure 1: The inverted triangle model of the medical
curriculum (2)
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Figure 2: The spiral model of the medical curriculum (2)
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The concept of curriculum has evolved from including just
the content and examinations to assess, into the emphasis
of learning methods, educational strategies, aims and
objectives and lately the outcomes, thus shifting focus
from the process to the product/results (10). Outcome
based models of medical curriculum have become very
important as an ‘approach to education in which decisions
about the curriculum are driven by outcomes that students
should display by the end of the course’ (10).

jonal| |Envire,
ucat me

b

What to
loarn

Content

A
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Suppoert| How to
Student learn Outcomes

|

Assessment

Figure 3: The model of outcome based curricula (10)

The latest Tomorrow’s Doctors (8) in the UK describes
three outcomes: the doctor as a scholar and scientist, the
doctor as a practitioner and the doctor as a professional
while the CANMEDS (6) medical education outcomes
are defined as seven roles that each physician should
fulfill: medical expert, communicator, collaborator,
manager, health advocate, scholar and professional. The
Scottish Doctor (15) describes the 12 outcomes of medical
education under three main areas:

a- Whatadoctoris able to do: 1. clinical skills; 2. practical
procedures; 3. patient investigation;  4.patient
management; 5.health promotion and disease
prevention; 6.communication; 7Zmedical informatics.

b- How the doctor approaches the practice: 8.
understanding of basic, behavioral and clinical
sciences; 9. attitudes, ethical and legal responsibilities;
10. decision making, clinical reasoning and judgment.

c- The doctor as a professional: 11. role of the doctor
within the health service; 12. personal development.

The Association of American Medical Colleges in USA
describes the outcomes of the undergraduate medical
education as four attributes that any graduate should
have: altruistic, knowledgeable, skillful and dutiful (1).

The basic medical curricula in the Western Balkans
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region will need to move from a discipline to an outcome/
competency based curricula. The above mentioned
models of outcomes could be discussed and adopted to the
regional and national needs and profiles of the healthcare
workforce. These outcomes then should be central and
guide the other components of the curriculum (see fig.3).
Thisis an area where both in a national and regional levels
there is room for improvement, sharing and discussing
with all the relevant stakeholders. There are already
attempts to develop harmonized learning outcomes for
undergraduate medical education in Europe that could be
consulted and considered as well (www.tuning-medicine.
com) especially in the light of the countries in our region
aspiring for EU membership.

NEW EDUCATIONAL STRATEGIES

As a result of a better understanding of the needs and
learning process of adults, a variety of new educational
strategies have been developed and implemented such as
self directed learning, problem based learning, integrated
learning, task based learning, team based learning and
multi-professional learning (4). Harden et al (9) presented
six important educational strategies of a medical school
curriculum as a continuum with two extremes in the
SPICES model:

Student centered --------------------- Teacher Centered
Problem Based ------------------------ Information gathering
Integrated Discipline based
Community based -------------------- Hospital based
Electives Standard program

Systematic Apprenticeship based

The right side of the continuum is a description of the
more traditional medical school curricula while the
innovative models would be in the left side, but each
school has to define its own profile of the SPICES model
that best fits its aims and setting (9).

Each of the medical schools in our region will need to
discuss and position itself in this SPICES spectrum in
a way that best fits their institutions and the expected
competencies of their graduates (outcomes). The
common understanding in the forum is that most of the
medical schools represented are still in the right end
of the spectrum. There has been a private university in
Prishtina (“Rezonanca”) that has attempted to implement
a more left sided SPICES innovative curriculum, but
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currently their program has stopped running. There is
huge room for improvement and development in this
area in our region.

NEW LEARNING SITUATIONS

Beside lectures and bedside learning now there is
independent learning and small group learning taking
place notjustin hospitals, but alsoin clinical skills centers,
ambulatory care centers and primary care settings (4).
The community is being used more in undergraduate
medical education, as a teaching and learning setting
not just on community based, primary care healthcare
services, but also on communication, clinical and other
generic professional skills (2).

These international developments raise the issue
of developing more partnerships between medical
schools in our region and the communities and their
healthcare services moving more of the teaching into
the community especially in the light of the initiatives
for development and strengthening of primary care as
the core of the healthcare systems in the region. Some
of the medical schools in the region are developing
opportunities for learning clinical skills in clinical skills
labs before approaching patients, but this is yet an area
that needs development in our region.

NEW TOOLS AND AIDS (TECHNOLOGY)

Computer assisted, internet based and mobile learning
programs, study guides to facilitate independent learning,
videos for teaching and assessing communication skills
and simulators to teach physical exam and procedures
have been increasingly recognized as valuable teaching
tools in medical education (4). Developing and sharing
electronic learning management platforms between
the medical schools in our region is an opportunity for
growth and partnership esp. in light of an increase of
use of internet and mobile devices in the new generation
of medical students and the explosion of tools available
online to further and supplement medical education
activities.

NEW ASSESSMENT METHODS

Assessment is a key component of medical curricula as
it is recognized that it drives learning. Worldwide, the
variety of educational strategies and the emphasis toward
integration and outcomes has led to the development
of integrated and comprehensive assessment methods
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such as Objective Structured Clinical Examination
(OSCE), Extended Matching Items (EMIs), standardized
patients, formative assessment, portfolio, work-based
assessment and progress tests that aim to assess not just
knowledge and skills, but competence, professionalism
and performance (4). The aim now is to use assessment
methods that are valid, reliable, feasible and with
educational value, leading to assessment of higher levels
in the Miller’s pyramid (fig 4).

Does

Shows How

/ Knows How \
/ Knows \

Figure 4: Miller’s pyramid of assessment (14)

While a few medical schools in the region have attempted
assessment of competence through OSCEs, the common
understanding during the forum was that much needs
to be done in this area as well to overcome the current
tradition of assessing just in the lower levels of the
assessment pyramid. There are opportunities to discuss
and share experience and resources among the medical
schools in the region in this area.

FACULTY DEVELOPMENT STRATEGIES

The implementation of new concepts and strategies
in medical education requires the acquisition of these
concepts and skills by the academic staff (faculty) of
medical schools in our region. Faculty development
programs in medical education have become an
important part of the activities of medical schools all over
the world in view of the above developments and changes
in medical school curricula. These programs improve
the academic performance of medical school faculty and
their enthusiasm for teaching and involvement in new
educational activities (16).

With the expansion of medical education research and
accountability in the recent years there has also been a
move toward Best Evidence Medical Education (BEME)
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“the implementation by teachers and educational bodies
in their practice, of methods and approaches to education
based on the best evidence available” moving the practice of
medical education from opinion-based to evidence-based
(10). International medical education organization such
as AMEE (Association of Medical Education in Europe
www.amee.org) provide a rich resource of medical
education courses and conferences that could be used by
the medical schools in our region who were encouraged
to take advantage of these opportunities.

The Faculty of Medicine, University of Medicine in
Tirana shared about their initiative of holding an
annual conference of medical education since 2010 with
international speakers. The conference has provided
an opportunity for their faculty to be exposed to
current trends in medical education and be inspired for
improvement supporting the initiatives for curriculum
transformation in the medical school. There are
opportunities to cooperate in this area as well between
the medical schools in our region by jointly developing
and implementing with the support of EU partners faculty
development activities and online trainings that increase
capacity for curriculum reforms/transformation in the
respective institutions.

Medical education will continue to change, focusing
on outcome driven curricula, adapting a diversity of
educational strategies to different settings and learner
needs, assessing with comprehensive methods such
as portfolio and work-based assessment, exploring
e-learning and virtual learning environments and
promoting and expecting competence and scholarship in
teaching through faculty development programs (4). All
medical schools in our region have the responsibility to
comply with EU and international standards of medical
education and assure the production of graduates that
fit the profile of the medical work force needed in their
respective countries and broader. There is a need and
enormous benefit in cooperating together in the region
in developing capacity for curriculum reforms and
transformation and for tapping into EU partnerships,
resources and funding that would support these much
needed developments in our region.

Skopje’s scientific forum on medical education opens the
way for such platform of communication and cooperation
and the participants agreed to pursue a formalization
of this forum to arrange periodical meetings in the
region. The “Medicus” journal has also offered to open
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a new publishing category on medical education in its
coming editions. It is hoped that these very important
developments to support regional initiatives in medical
education would benefit the health care systems in our
region and the health of our populations.
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ABSTRAKT:

Hyrje: Arsimi mjekesor ka perjetuar zhvillime madhore ne dekadat e fundit si ne ShBA edhe ne Europe.
Ka ardhur koha ge keto zhvillime te reflektohen dhe perfshihen ne sistemet e arsimit mjekesor ne vendet
e Ballkanit Perendimor ne menyre ge te mbeshteten reformat e kujdesit shendetesor ne keto vende per te
permiresuar shendetin ne kete rajon si dhe perpjekjet e tyre per integrim ne Bashkimin Europian.

Qellimi dhe metoda: Bazuar ne nje shqyrtim te literatures mbi tendencat aktuale ne zhvillimin e arsimit
mijekesor si dhe ne ceshtjet e paragitura dhe diskutuara gjate forumit te pare shkencor “Arsimi Mjekesor- baze
e reformave te kujdesit shendetesor” ge u mbajt ne 20 shkurt 2013 ne Shkup, ky artikull synon te paragese nje
pamje permbledhese te mundesive per zhvillim ne arsimin mjekesor te rajonit tone.

Perfundime: Mundesite dhe nevojat per zhvillim dhe permiresim te arsimit mjekesor ne rajonit tone jane
te jashtezakonshme. Keto mundesi bejne thirrje per bashkepunim dhe ndarje ekspertize dhe eksperiencash
ndermjet vendeve tona dhe me eksperte nderkombetare ne menyre ge te prodhohen iniciativa dhe nderhyrje
ge do te ndikojne ne permiresimin e cilesise te trajnimit mjekesor si dhe ne cilesine e sherbimeve mjekesore
ne rajonin tone.

Flaet kuc: arsimi mjekesor, modeliil ri i kurikules,metoda e re e vleresimit,strategjite arsimore, reforma
shendetesore.
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ABSTRACT

Objective: To examine the values of high-density lipoproteins cholesterol (HDL-C) at patients with active
and untreated rheumatoid arthritis (RA), impact of immunomodulatory therapy on the values of HDL-C
after 6 and 12 months treatment, and values of acute phase reactants before and after treatment.

Material and methods: 30 patients with active and untreated RA were treated with immunomodulatory
therapy. The age of patients varied from 32 to 59 years old. The average age was 45.7 years old and the average
disease duration was 6.2 years. The diagnosis was determined according to ARA (American Rheumatology
Association) criteria of 1988. Before the treatment, all patients had done clinical and laboratory examinations.
Drugs were prescribed according to the protocol for treatment, while HDL-C values were recorded at the
beginning of the study, the 6-month mark and at the end of study, respectively end of month 12.

Results: Changes in HDL-C levels between the start of the study, at 6 months and again in one year after
the start of the study for x2 = 54.7 and p <0.001, were with significant differences. Levels of HDL-C’s at the
12month, for Z = 5.5 and p <0.001 were significantly higher when compared to the results obtained at the
begining of the study.

Conclusion: Use of immunomodulatory therapy at patients with active and untreated RA had reduced effect

on disease activity and inflammation but also had beneficial effect increasing antiatherogenic HDL-C.
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INTRODUCTION

Rheumatoid arthritis (RA) is the most common form
of inflammatory, chronic and progressive arthritis. It
represents the locomotory system damage and is best
seen in peripheral joint extremities. Rheumatologist’
goals focus on: controlling symptoms, preventing further
damage to joints and improving current functions. Studies
conducted fifty years back have also shown that patients
with RA die at a younger age compared to the general
population (1,2,3). In general, the most common cause of
death has been cardiovascular disease, but patients with
RA are at a risk of 2 to 5 times more likely to develop a
cardiovascular disease which in turn leads to a lifespan
of 5-10 years less then that of the general population. It is
thought that inflammation that is present with associated
nodes is also present in the vascular wall (4,5). Various
studies have confirmed that endothelial dysfunction

and dislipidemies are present in patients with RA and
the Systemic Lupus. This data supports the view that
chronic inflammation affects the vascular walls and with
dislipidemies may be the mechanisms that explains at
least the increased mortality and morbidity that occurs
in patients with RA. Also, immune deregulations with
systemic inflammation are integral to development of
atherogenesis at RA. There are many parallels between
the immunological and pathological processes occurring
in synovium and atheromatic lesions in blood vessel
walls. Some markers, such as: production of antibodyies
Rheumatoid factor (RF), anticitrulines, (aCL), markers of
systemic inflammation (Erithrocyte sedimentation rate
(ESR), C-Reactive protein (CRP), Tumor necrosis factor
(TNF), Interleukin (IL-6), the number of inflamed joints,
early dysfunction and the presence of extraarticular
changes, are certified that are very closely related to
cardiovascular changes that occur to RA. (6,7,8,9,10)
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Ingeneral, with some variations between different studies,
lipid profiles of patients with active and untreated RA are
characterized by decrease in serum levels of HDL-C and
high serum levels of Total Cholesterol (TC) and LDL (low
density lipoproteins) cholesterol. It is important to note
that the reduction of HDL-C levels has consequences in
increasing the ratio of TC / HDL-C. This ratio represents
an atherogenic index, which in turn is a very important
prognostic marker for cardiovascular diseases. When
this index is 5 or above as opposed to ideal 4 or lower,
the risk for myocardial infarction increases significantly.
The levels of TC and HDL cholesterol in RA are inversely
correlated with disease activity, which suggests the
potential role for inflammation in the atherogenic profile
of these patients. (11,12,13,14)

Another group of researchers focus on function of HDL
cholesterol. Atherosclerosis starts when LDL cholesterol
infiltrates the artery walls and is oxidized by reactive
oxygen species to oxidized LDL (ox-LDL). This ox-LDL,
leads to phospholipids release, activating endothelial
cells, which in turn initiate an inflammatory process that
leads to the formation of foam cells and fatty streaks. The
normal-HDL-C shows its antiatherogenic role hy
protecting LDL cholesterol from oxidation and inhibition
of the expression of adhesion molecules and their role in
the reverse transport of cholesterol. This antinflamator
HDL-C can be distinguished from the so-called
proinflammatory HDL-C which does have these properties
and actually may promote inflammation. According to
McMahon'’s and colleagues, proinflammatory HDL-C was
detected more often in patients with AR (n = 48) than in
controls, (n = 72), or 20% versus 4% and because of this,
proinflamatory HDL-C can be a novel biomarker for the
increased atherosclerotic risk RA. (16,17,18,19,20,21.)

Because HDL-C has a strong antiatherogenic effect and
it is in relation with the acute phase reactants, we will
analyze the concentration of HDL-C in patients with
active untreated and treated RA.

AIM OF STUDY

The purpose of this study is to examine the HDL
cholesterol values in detection of new patients with active
and untreated RA, and impact of immunosuppressive
therapy on HDL cholesterol levels of the same patients
after 6 months and one year of treatment, and values of
acute phase reactants before and after treatment.
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MATERIAL AND METHODS

A group of 30 patients with active and untreated RA
patients at a time of one year, and a group of 30 healthy
individuals who will serve as a control group, will be
followed during this study. The study was conducted
in the Rheumatology Clinic at the Clinical Center of
Skopije. All patients were female, age range between 32
to 59 years old. The average age was 45.7 years old and
the average disease duration was 6.2 years. All met
the revised criteria by ARA (American Rheumatology
Assosiation) of 1987 for the classification of acute
RA. Those criteria are: morning stiffness, arthritis in
three or more sets of joints, arthritis in the joints of
the hands, symmetrical arthritis, rheumatoid nodule,
the serum Rheumatoid factor and typical radiological
changes. The study did not include patients with disease
or condition that directly or indirectly may affect the
status of lipids, such as: sin.Cushing, cancer, diabetes
mellitus, acute infections, vegetarians, diseases of liver,
kidney, thyroid, cerebrovasculare insults, cardiovascular
disease, patients undergoing therapy with beta blockers,
vitamin E, antilipid drugs, oral contraceptives, pregnant
women, patients with excessive body weight, etc. (22).
Laboratory tests were done at the Institute of
Biochemistry in Skopje. In all patients, the serum
levels of HDL cholesterol were determined through
immunoturbidimetric techniques.  Also, the value
of sedimentation of erythrocytes (SE) and C-reactive
protein (CRP) were routinely determined, before
and after treatment. Clinical disease activity of
patients with RA is measured by: duration of morning
stiffness of the joints, number of swollen joints,
number of deformed joints, questions modified to
improve the health (MHAQ), visual analog scale for
pain (VAS) and the general definition of physician.
Blood samples were taken in the morning, at least 12
hours of fasting, as well as after consumption of greasy
food the day before giving blood.

Statistical processing: statistical processing is extracted
with 7.1 Statistic statistical programs.

RESULTS

Patients and control groups who participated in our
study were allocated several parameters such as: age,
sex BMI (Body mass index), duration of illness, MHAQ (1-
4), morning stiffness, the affected joints, swollen joints,
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VAS index, global doctor assessment, sedimentation of Er, Table 2.

CRP,and RF. These parameters show disease activity in -
early studies. (Table 1). @ =
et +
Table 1 Characteristics of patients and controls Timeframe | £ | 2 -
s | 2| 8 < = | =
5 | = <5} > = ) a
RA (n-30) Controls = = = S == »
(n=30) Beginning |SE 0 |30 [455 353 502(55 |125 303
Age (year) 457 +98 | 452+98 | 6 months |SE 6 |30 [29.8 (246 36730 |100 |246
Sex: M/F 30F 6/24 1Year  |SE 12|30 [237 [203 325[3.0 |100 |248
BMI (kg/m?2 223 +26 | 21.8 +-2.2
Dura(tii/nni)g Tisease Table 3 presents research on C-reactive protein at the
(month) 6.2 +16.6 beginning of the study, after 6 months and one year mark.
MHAQ (1-4) 15 +05 CRP at the beginning of the study was in the range of
Morning stiffness 1114 +133.2 54 + -1E~5t mg / 12-;\8fter3 869m0n/t1;S (l)1f S/tugg,/ CélP s
. - ranging between 23.8 +-38.9mg / 1, the +/- 95% Conf.int
Affected.](?lnts 8 1 was between 12.7 and 31.3 with a minimum value of 1.1
Swollen joints 52 +-37 mg /1, and a maximum of 295.7 mg / L.
VAS (0-10) 70 +2.1 L .
Globald 15 123 After a year of initiation of the study, CRP was in the
0‘ a OCt_OFS assessment| 4. +-2. range of 14.2 +-12.4mg /1, the +/- 95% Conf.int was between
Sedimentation rate(mm/h) | 45.5 +-30.3 9.1 and 16.512.7 and 31.3 with a minimum value of 0.0 mg
CRP (mg/1) 414 +-294 /1, and a maximum of 65.1mg /L
RF (positive/negative) 22/8 Table 3.
BMI: Body Mass Index; MHAQ: Question modified to
improve health,
VAS: visual pain score; CRP: C-reactive protein. " 32| 32
Timeframe % T
During the study, 30 patients with newly discovered active = Zl 2=
and untreated RA were treated with immunomodulatory 5 S| & 5| 8|E| E| a
~ S|l = || O |=| = | x

drugs, such as: 16 of them were treated with Methotrexate,
9 with Hydroxychloroquine, 3 with Sulfasalazine, 1 with
gold salts, 1 with Azathioprine. These 30 patients were
selected according to those who have responded the
therapy. The patients who did not respond to the therapy
(7 in number) were excluded from the study.

Table 2 presents values of sedimentation of erythrocytes
at the beginning of the study, after 6 months and after a
year from starting the study. SE at the beginning of the
study was in the range 45.5 + -30.3 mm/1h. The minimum
value was 5.5 while the maximum 125 mm/1h.

After 6 months of study, SE had lower values ranging
between 29.8 + -24.6, with a 3.0 minimum value and a
maximum value of 100mm/1h.

After a year of commencement of the study interval, SD
(Standard deviation) values were between 23.7 + - 24.8, while
the minimum and maximum values were maintained at
the constant rate as they were at the end of the 6 month
stydy, respectively 3.0 and 100 mm/1h. (Table 2).

Beginning |CRP 0 |30 |25.4|18.2 268 |19 |66.6 |16.5

6 months |CRP 6 |30 |23.8(12.7 |31.3 |11 |295.7|389

1 Year CRP 12|30 {142 9.1 (165 [0.0 |651 |124

Table 4 presents HDL cholesterol research at the beginning
of the study, after 6 months and one year of starting the
study. HDL-C at the beginning of the study was in the
range of 1.4 + - 0.4 mmol / 1, the +/-95.0% Confid.int. was
between 1.3 + and - 1.5., while the minimum value was 0.7
mmol / | and the maximum at 3.Immol / 1.

After 6 months of starting the study, HDL-C ranged
betweenl.5 + and -0.4 mmol / I, the +/-95.0% Confid.
int. was between 1.4 and 1.6., while the minimum value
was 0.8 mmol / 1 and maximum at 2.7 mmol / 1.

After a year of starting the study, HDL-C was in the range
between 1.8 + and -0.5 mmol / 1, the +/-95.0% Confid.int.
was between 1.7 and -1.9., with a minimum value of 0.8
mmol / | and the maximum value of 4.0 mmol / 1.
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Table 4.
o | a2

g 5|3
Timeframe e = = |

= |2 E|E|E sz

£ SI=IS|IS|E|2|8
Beginning [HDL-C 0 |30 |14 |13 (15 |07 |31 |04
6 months |HDL-C 6 |30 |15 |14 |16 (0.8 (2.7 {04
1 Year HDL-C 12 |30 (1.8 |17 (19 (0.8 [4.0 {0.5

Table 5 shows that for x2 = 54.7 and p <0.001 have significant
differences between HDL-C values at the beginning of the
study, 6 months and one year of commencement of the
study.

For Z = 2.9 and p <0.01 value of HDL, cholesterol is
increased in value significantly in the month 6 compared
with to the beginning of the study.

In the beginning of the study HDL cholesterol values for Z
=5.4 and p <0.001 are significantly higher at the 6 month
mark then the beginning of the study.

Value of HDL cholesterol at the end of the 12t month, for
Z=5.5 and p <0.001 was significantly higher compared to
the beginning of the study.

Table 5

Timeframe £ - E; E
r:c:c E 5 N ; ~ c%o

Beginning |[HDL-C 0 |30 {290.5{2.9]0.004 |P<0.01 |n.sig

6 months |HDL-C 6 |30 [104.0{5.4 |0.00000 | P<0.001| Sig

1 Year HDL-C 12|30 {96.0 |5.5]0.00000 | P<0.001| Sig

DISCUSSION

Our goal was to determine the values of HDL cholesterol
in patients with active and untreated RA and variations in
HDL-C’s values after treatment with drugs that modulate
the progress of the disease, such as methotrexate,
hydroxychloroquine, sulfasalazin, azathioprine and
gold salts. According to our results, these patients
with active and untreated RA had low levels of HDL
cholesterol. After 6 months and one year treatment
with immunomodulators, patients with RA showed
significantly higher levels of HDL cholesterol compared to
HDL cholesterol levels at the beginning of the study. Also,
the values of acute phase reactants (erythrocyte
sedimentation and C-reactive protein) were lower after
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6 months and one year of treatment. This suggests that
increasing levels of HDL cholesterol are followed with
decreasing of inflammation at the end of the study. Or,
in other words it tells us that inflammation in someway
interact proatherogenic lipid profile, the metabolism
of lipoproteins and high disease activity is associated
with low values of HDL cholesterol and other lipid
changes. Conventional therapy with immunomodulators
has positive effects on HDL cholesterol values and with
that in lipid profile in patients with RA and this enables
us to conclude that treatment with immunomodulators
affect the mechanisms that influence cardiovascular
morbidity and mortality of these patients. (7, 8,11,13)

Lipid profile in patients with RA was investigated in
several studies. Some have reported lower values of HDL
cholesterol and total cholesterol (TC), and increased the
concentration values of Lp (a)(Lipoprotein-a) and increase
the proportion of TC / HDL and LDL / HDL in patients
with active and untreated RA patients, compared with
the general population (16,20,31). Meanwhile, several
other studies have not shown significant differences in
lipid profile of RA patients compared with the healthy
population. There are also studies that show a decline
across the lipid fraction in the acute phase of illness. Such
differences that arise in different cases can be explained
by the size of samples, type of study (prospective or
cross sectional), differences in the disease type (early or
established) or disease activity, etc.(14,16,23,24,25).

Due to inflammation, we have increased sedimentation
rate and CRP and these are the contributing factor for
the introduction and spread of atherosclerosis. For
this thought atherosclerosis and RA have a common
predisposition. CRP which is increased in active disease,
may contribute to atherosclerosis because it stimulates
macrophages to produce tissue phactor, a procoagulant
that is found in atherosclerotic plaques. The presence
of CRP in atheromatic lesions also suggest a cause and
effect relationship between this acute phase reactant and
coronary events. (11,13,14,24,25,26,27,28).

In his study, Taysi S. et al., presents significantly
higher values of Lp (a) in serum of patients with RA
compared with those of control group (p <0.01) and HDL
cholesterol values and Apolipoprotein Al (Apo Al) values
were significantly lower in patients with RA (p < 0.01).
Sedimentation values and the CRP have been higher in
these patients and these parameters have correlated
positively with the values of Lp (a) in serum of RA patients,
and negatively with HDL-C. She emphasizes that these
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patients, with these lipid values are at risk for developing
cardiovascular disease and atherosclerosis. (27).

Van Halm etal. support the observations that patients with
RA have a atherogenic lipid profile even 10 years before
the clinical onset of RA, which in itself may explain the
increase of cardiovascular risk in patients with RA. The
study was conducted on 79 patients, blood donors who
later have developed RA. These patients had low levels of
HDL cholesterol and high levels of TC, TG (Trygliceride),
Apolipoproteins B (Apo B) compared with controls, even
the 10 years before the disease appears. This suggests
that lipid changes can make people more susceptible to
the appearance of RA or these patients are genetically in
predisposition for dyslipidaemia, or the transcription of
these genes are altered by the presence of inflammation.
(28)

Management of dyslipidaemies should be considered as
part of cardiovascular risk at patients with RA. It is clear
that good-controlling managing and taking control of the
disease has positive effects on lipid profile and thereby
reduces cardiovascular events in these patients. Good
and adequate treatment of cardiovascular risk factors is
most necessary in these patients but taking into account
other epidemiological research in this area as well as
more precise and comprehensive guidelines for tackling
this issue.(29,30,31,32,33,34).

CONCLUSION

Our results indicate that patients with active and
untreated RA have low levels of atheroprotective
HDL-C. Treatment of these patients should be done as
early as possible in order to control the inflammatory
process, increasing the levels of HDL cholesterol and
thereby reducing atherosclerosis and cardiovascular risk
in patients with RA.

LITERATURE

1. Gabriels S.E. The epidemiology of rheumatoid arthritis.
Rheum Dis Clin North Am.. 2001;27,269-281

2. Deborah PMM. Epidemiology of Rheumatoid Arthritis:
determinants of onset, persistence and outcome. Clin
Rheum. 2002; 111,172-7

3. Gabriel SE, Crowson CS, Kremers HM, Doran MF,
Tuuresson C, O Fallen WM, Matteson EL Survival in
rheumatoid arthritis: apopullation-based analysis of
trends over 40 years. Arthritis Rheum.2003;48:54-58.
doi:10.1002/art.10705.

4, Mutru O, Laakso M, Isomaki H, Koota K. Ten year mor-
tality and causes of death in patients with rheumatoid
arthritis. BMJ. 1985; 290:1797-1799.

5. Watson DJ, Rhodes T, Guess HHA, All-cause mortal-
ity and vascular events among patients with rheuma-
toid arthritis, osteoarthritis, or no arthritis in the UK.

General Practice research Database. J.Rheumatology.
2003;30:1196-1202.

6. Toms T.E, Panoulas VF, Kitas G.D.Dyslipidemia in Rheu-
matological Autoimmune Disease. The open Cardiovas-
cular Medicine Journal, 2011; Vol. 5, 64-75.

7. Nurmohamed MT. Atherogenic lipid profile and its man-
agement in patients with rheumatoid arthritis. Vasc.
Health Risk Manag. 2007;3(6):845-52.

8. White D, Fayez S,, Doube A. Atherogenic lipid profiles in
rheumatoid arthritis. N.Z..Med J. 2006 18;119(1240)U2125.

9. Hurlimman D, Enseleit F, Ruschizka F. Rheumatoid
arthritis, inflammation, and atherosclerosis. HerzKre-
islauf-Zentrum,  Kardilogie UniversitatsSpital.2004;
29(8):760-8.

10. Libby P. Role of inflammation in atherosclerosis associ-
ated whith rheumatoid arthritis. Am ] Med. 2008;121(10
Suppl 1):S21-31.

11. Hensel B, Bruckert E. Lipid profile and cardiovascular
risk in patients whith rheumatoid arthritis:effect of the
disease and drug therapy. Ann Endocrinol (Paris) 2010;
71(4):257-63.

12. Lee YH, Choi SJ, Ji JD, Seo HS, Song GG. Lipoprotein (a)
and lipids in relation to inflammation in rheumatoid ar-
thritis. Clin Rheumatol 2000;19(4):324-5.

13. Dursunoglu D, Evrengul H, Tanriverdi H, Polat B, Co-
bankara V, Kaftan A, Killic M. Lp(a) lipoprotein and li-
pids in patients whith rheumatoid arthritis: serum lev-
els and relationship to inflammation. Rheumatol Int.
2005;25(4):241-5.

14. Myasoedova E. Lipid paradox in rheumatoid arthritis:
the impact of serum lipid measures and systemic in-
flammation on the risk of cardiovascular disease. Ann
Rheum Dis 2011;70:482-487.

15. Papadopouloos NG, Alamanos Y, Papadoupolos IA,
Tsifetaki N, Voulgari PV, Drosos AA. Disease modify-
ing antirheumatic drugs in early rheumatoid arthri-
tis: along term observational study. J.Rheumatology
2002;29(2):261-6.

16. Morris S].Wasko MC, Antohe JL, Sartorius JA,, Kirchner
HL, Dancea S, Bili A. Hydroxychloroquine use associ-

ated with improvement in lipid profiles in rheumatoid
arthritis. Arthritis Care Res (Hoboken) 2011;63(4):530-4.

19 | Medical Journal - MEDICUS



17

18.

19.

20.

21.

22.

23.

24.

25.

Garcia-Gomez C, Nolla JM, Valverde J, Castro MJ, Pinto
X. Conventional lipid profile and lipoprotein (a) concen-

trations in treated patients with rheumatoid arthritis.
J.Rheumatol 2009;36(7)1365-70.

Boyer JE, Gourraud PA, Cantagrel A, Davignon JL, Con-
stantin A. Traditional cardiovascular risk factors in
rheumatoid arthritis: a meta-analysis. Joint Bone Spine
2011;78(2):179-83.

Ansell BJ, Navab M, Watson KE et al. Antiinflamatory
properties of H16. Arnet F, Edworthy SM, Bloch DA et
al. The American Rheumatism Association 1987 revised
criteria for the classification of the rheumatoid arthri-
tis. Arthritis Rheum 1988;31:315-24.

McMahon M, Grossman J, Fitzgerald J, et al. Proin-
flamatory high density lipoprotein as biomarker
for atherosclerosis in patients with systemic lupus
erythematosuss and rheumatoid arthritis. Arthritis
Rheum.2006;54:2541-9.

Navab M, Hama SY, Hough GP, et al. A cell-free assay
for detecting HDL that is dysfunctional in preventing
the formation of or inactivating oxidized phospholipids.
J.Lipids Res.2001;42:1308-17.

Arnett FC, Edworthy SMM, Bloch DA, McShanne DJ Fri-
ers JF et al. The American rheumatism association 1987
revised criteria for the classification of rheumatoid ar-
thritis. Arthritis rheum. 1988;31:315-324.

Morow DA, Ridker PM. C-reactive protein, inflammation
and coronary risk. Med Clin North Am 2000;84:149-61.
Dessein PH, Stanwix AE. Rheumatoid Arthritis and car-

diovascular disease may share similar risk factors. Reu-
matology 2001;40:703-704.

Wallberg-Jonsson S, Cvetkovic JT, Sunqvist KG. Activa-
tion of the immune system and inflammatory activity
in relation to markers of atherotrombotic disease and

Revisté mjekésore - MEDICUS | 20

26.

27

28.

29.

30.

31

32.

33.
34.

35.

Y A4

I Punime origjinale shkencore | Original scientific paper

atherosclerosis in rheumatoid arthritis. ] Rheumatol-
0gy 2002;29(5):875-882.

Situnayake R, Kitas G, Dyslipidemia and rheumatoid ar-
thritis. Ann Rheum Dis 1997;56:341-2

Taysi S., Bakan E.Kuskay S., et al Correlation between
levels of lipoprotein (a) and disease activity score in pa-
tients with rheumatoid arthritis. Pain Clinic, Vol 16, 1,
2004, pp. 53-58 (6).

van Halm VP, Nielen MM]J, Nurmohamed MT, et al. Li-
pids and inflammation: serial mesuraments of the lipid
profile of blood donors who later developed rheumatoid
arthritis. Ann Rheum Dis. 2007;66:184-188.

Dahlgvist-Rantapa S., Wallberg-Jonsson S., Dahlen G.
Lipoprotein (a), lipids and lipoproteins in patients with
rheumatoid arthritis. Annals of the rheumatic disease
1991; 50:366-368.

Morris S., Wasko M.Ch., Antohe J. et al Hydroxychloro-
quine use associated with improvement in lipid profiles
in rheumatoid arthritis patients. Arthritis care and re-
search. 2011;Vol 63 4; 530-534.

del Rincon I,Williams K, Stern M, Freeman G, Escalante
A. High Incidence of Cardiovascular Events in a Rheu-
matoid Arthritis Cohort not Explained by traditional
CardiacRisk Factors. Arthritis Rheum 2001;44(12):2737-
2745,

Kitas G.D,, Erb N. Tackling ischaemic heart disease in
rheumatoid arthritis. British Society_

of Reumatology. Reumatology 2003; 42:607-613.

Kitas GD, Banks MJ, Bacon PA. Cardiac ivolvment in
rheumatoid disease. Clin Med JRCPL 2001;1:18-21.

Banks M, Flint J, Bacon PA. Rheumatoid arthritis is
an independent risk factor for heart disease. Arthritis
Rheum. 2000;43 (Suppl. 9):S385.



A,

Punime origjinale shkencore | Original scientific paper I

VLERAT E KOLESTEROLIT HDL TEK PACIENTET ME ARTRIT REUMATOID (AR) AKTIV TE
PAKURUAR DHE TE KURUAR
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REZYME

Qéllimi: Studimi i vlerave té kolesterolit me dendesi te larte (HDL-C) te pacientét me Artrit rheumatoid
(AR) aktiv dhe té pakuruar, ndikimi i terapisé me imunomodulatoré né vlerat e HDL-C pas trajtimit 6 dhe 12
muajsh , si dhe vlerat e reaktantéve té fazés akute para dhe pas trajtimit.

Materialidhe metodat: 30 pacienté me AR aktiv té posazbuluarishin nénshtruarné terapi me imunosupresive.
Pacientét ishin té moshés prej 32 deri 59 vjec me moshé mesatare 45.7 viec dhe me kohézgjatje mesatare té
sémundjes prej 6.2 viec. Diagnoza e sémundjes ishte vendosur né bazé té kritereve té ARA-s prej vitit 1988.
Para trajtimit te té gjithé pacientét jané béré ekzaminime laboratorike dhe klinike. Barérat jané ordinuar
sipas protokollit té paraparé, ndérsa vlerat e HDL-C jané regjistruar né fillim té studimit, né muajin e 6-té dhe
né fund té studimit, gjegjésisht né muajin e 12-té.

Rezultati: Ndryshimet né vlerat e HDL-C né mes té fillimit té studimit, né 6 dhe 12 muaj pas fillimit té
studimit pér x2 = 54.7 dhe p<0.001 kishin dallime sinjifikante. Vlerat e HDL-C-it né muajin e 12-té pér Z=5.5
dhe p<0.001 ishin sinjifikante mé té larta krahasuar me vlerat né fillim té studimit.

Pérfundimi: Pérdorimi i terapisé me imunomodulatore te pacientét me AR aktiv dhe té pakuruar kishte
efekt reduktues né aktivitetin e sémundjes dhe inflamacionin, por gjithashtu edhe efekte té volitshme né
rritjen e nivelit té HDL-C antiaterogjen.

Fjalét kyce: HDL-C, artrit rheumatoid, reaktantet e fazes akute, dislipidemite.
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ABSTRACT

Aim To examine the existing situation, barriers and consequences of the intercultural communication in
health institutions and to offer training models for strengthening and improving communication skills of
health professionals in the Republic of Macedonia.

Methods Two cross-sectional surveys were done to assess the relationship between patients and health
professionals. A total of 813 health professionals (302 physicians and 511 other medical staff) from differ-
ent healthcare institutions, and 1016 patients participated in cross-sectional survey performed in autumn
2010. The second WIN/GIA survey was conducted with 1210 participants in autumn 2011. Questionnaires and
scales, interview and tests were used as research techniques. Descriptive and analytical statistical methods
were used.

Results The research in 2010 showed that each third examined patient thought that his/her physician or
the other medical personnel had no understanding for his/her emotions and gave no answer to all of his/
her questions. From the other side, 60% of the physicians declare that they have a good communication with
patients speaking other language than their mother tongue. Only 60% of physicians said that they know
good the culture of their patient and 52% of the other medical staff said that they adjusted the treatment to
the patient culture (religion, attitudes, language, life style). Survey in 2011 showed that 36% of Albanian are
confident with their physicians which is different from the Macedonian (43.8%) and patients with another
nationality (47.6%)

Conclusion There are some gaps in current provision of health care practice in an aspect of effective inter-
actions and communication skills of health professionals to meet patient needs in a multicultural and multi-
lingual setting. A training model is proposed for strengthening communication skills of health professionals.

Keywords: communication, health management, physician, patient, health professionals, culture, cultural
sensitivity, cultural competences.

INTRODUCTION

A key role in providing quality of healthcare service is
played by the medical staff and management. Regarding
the issue of healthcare management in the Republic
of Macedonia, health professionals show considerable
lack of knowledge in this field. Besides the necessary
basic education, human resources in healthcare should

technology (ICT), entrepreneurial and social skills,
such as communicability, leadership and teamwork. In
order to achieve these high standards and expectations,
although higher education institutions educate health
professionals, both managers and true leaders are
necessary. For this purpose vocational and professional
training is necessary (1).

have some new skills. As a priority in this context,
countries of the European Union specified the following
issues: skills for using information and communication
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In this day and age, managers in health and healthcare
workers, in addition to professional competence,
should pay special attention to the question of mutual
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communication and behavior of healthcare workers
and patients. The tendency for the development of
a democratic society, also presents the need for re-
considering the circumstances in healthcare services
with the purpose of overcoming the problems stemming
from the ethnic and cultural diversity. It is expected
that such problems will lead to reduced work capacity
of health workers and reduced quality in the provision
of healthcare services, which would mean reduced
satisfaction of health insurers and patients.

DEFINITION AND IMPORTANCE OF COMMUNICATION

It is rather hard to try and give the best definition about
what is communication; therefore, we will just give few
concepts that we think are suitable for the present article.
DeWine (2, p5), states that communication is interactional
process which occurs in any environment where people
share meaning verbally and nonverbally. Moreover,
she continues to argue that since communication is a
dynamic and ever-changing process, one can never move
backward.

Pearce (3, p91) suggests that “Communication is not
everywhere and at all times the same thing. In other words,
is neither an either-or choice, which one does or does not
perform: nor is it a continuum along which one may do
more or less, better or worse. Rather, communication is
a ubiquitous aspect of human functioning, constitutive of
being human”.

Almost always, there are barriers in the communication,
or the so-called “distracters”. Thus, the effect of the
status during communication has to be taken into
account. In the healthcare sector such is the case in
the communication between a physician and a patient,
or a physician and a medical nurse, or a physician and
a pharmacist, etc. Communication obstacles very often
produce conflicts as adverse phenomena in the business
world.

Communication in the healthcare sector faces one
additional obstacle of particular significance and
influence on the quality of the healthcare services -
language and culture, that is, not knowing the language
of the patients and cultural aspects by the providers of the
healthcare services that eventually affects the quality of
the healthcare services as well as the satisfaction of both
the physician and the patient. Education and training on
communication competences of the participants in the
communication helps in overcoming the barriers and

significantly facilitates the communication. According
to Perloff and al.(4) communication between minority
patients and physicians has elements of linguistic
asymmetry, self-fulfilling prophecy spirals and perception
of discrimination. Roter and Hall (5, p4) stated that “talk
is the fundamental element by which physician-patient
interaction is enabled and by which therapeutic goals
are achieved”. Thus, language is the major factor in
establishing good relationship between physicians and
patients.

The key to successful communication among people
lies in their need for mutual respect and trust. “The
physician-patient interactions are often characterized
with a certain sense of danger, ambivalence and anxiety
and hence, confidence is the key element in building the
physician-patient relationship that is going to be utilized
in the process of treatment”, conclude Mechanic and
Schlesinger (6, p1693-7).

Physician-patient communication is one of the most
important components of public health. Dealing with
this social phenomenon clearly indicates the existence
of the problem of poor mutual communication and good
relationship between healthcare providers and users of
health services.

The opinion that communication skills are part of the
human nature (character) has started to be changed
and is directed to that “communication is not a feature
of the character, but a skill that can be learnt” and
that “experience by itself is not sufficient to gain such
a skill/ability”. According to Lee et al. (7, p464) both
verbal and nonverbal interactions which are part of
physician-patient communication create a basis for their
relationship. Perloff et al. (4) in their research related to
communication in the healthcare sector used cultural
variables and they defined “cultural competence” as a
very important variable in the health sector.

In the Republic of Macedonia, as a country that is
historically characterized with ethnic and cultural
diversity, despite the engagements in mitigating the
obvious barriers, they are still present in many different
forms.

In our country and in the region, this issue is going to
be a priority in the field of health policy. Finding the
most appropriate models of education and training in
this field remains to be a priority in different health and
educational institutions and professional associations.
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The aim of this study was to examine the existing
situation of the intercultural communication in health
institutions of the Republic of Macedonia and to offer
a training model for strengthening and improving
communication skills of health professionals. In order to
design an appropriate model, it was previously necessary
to diagnose the present state concerning the existing
models and instruments in the field of communication in
the entire health sector as well as to diagnose the present
state concerning the conditions and concrete specifics of
the multiethnic (multicultural environment) Macedonia.

The general hypothesis is as follow: the lack of knowledge
and the low level of communication competences of the
healthcare providers in a multi-ethnic and multicultural
environment have a negative effect in the relationship
between the healthcare providers and their patients. It
also negatively affects the quality of healthcare services.
Training the healthcare providers based on a well-defined
model will increase their communication competences
and will thus have a positive effect on the quality of
healthcare services.

METHODS/PARTICIPANTS
Surveyin 2010

For the accomplishment of the aim of this study, in
the year 2010, a research was undertaken, entitled
“Communication skills and quality of healthcare services”
(8, 9, p3). Applying three instruments, the following
has been analyzed: attitudes, opinions and behavior of
the health personnel and patients. Questionnaires and
scales, analysis of the content, interview and tests were
used as research techniques. This was followed by an
interview with health workers and managers discussing
the prepared model of training.

This research had two tenacities: methodological/
scientific and practical/applicative:

m Methodological/scientific aim: based on examination
and verification of the existing models and
instruments, to design new models and instruments
in the field of communication;

m Practical/applicative aim of the research related to
concrete suggestions for composing and conducting
programs and activitiesin the field of communication,
with a special focus on the system of education and
training of health professionals. A transversal study
was realized, consisting of two components:
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m Descriptive - referring to description/assessment
of the level of communication competences of the
health workers in R. Macedonia;

m Analytical - referring to assessment of the
determining factors of communication competences
of the health workers in R. Macedonia.

The stratified sample was taken based on two subsets of
data: the subset of the health statistical data from the
Institute for Public Health for the number of hospital
staff and the subset of the number of annual hospital
admissions. In this stratified sample the sampling frame
is divided into non-overlapping groups or strata, e.g.
municipalities of Skopje, Bitola, Tetovo, Stip, Kumanovo
and Struga. A simple random sample is taken from each
subset within each stratum, That’s why the method of
sampling is referred to as stratified random sampling.

The research included a total of 813 physicians and
other medical personnel (nurses, laboratory workers,
radiologists, physiotherapists, etc.) from different
healthcare institutions, that is, 302 physicians and 511
other health professionals and 1016 patients in Skopje,
Bitola, Tetovo, Stip, Kumanovo and Struga.

SPSS 16 software was used for analyzing and presenting
the data. The response rate from the physicians and
other medical personnel (nurses, laboratory workers,
radiologists, physiotherapists, etc.) questionnaire was
78% and the response rate for the patients’ questionnaire
was 82%.

Surveyin 2011

The Worldwide Independent Network of Market
Research, the largest independent organization of
Market Research firms (WIN™), with members in 64
countries, prepared this landmark review of physician-
patient  communication  (10).  Physician-Patient
communication critically influences the effectiveness
of medical education initiatives, treatment decisions
and patient compliance to recommended treatments.
The International survey was conducted by WIN/ GIA
(GIA = Gallup International Association) in 39 countries.
BRIMA Skopje was the responsible agency for Macedonia.
Communication Assessment Tool (CAT), developed
by Makoul et al (10), assesses patient perceptions of
physicians’ interpersonal and communication skills. The
CAT is a 15-item survey that is easily administered in a
paper-and-pencil format, via the phone or Internet. The
CAT asks respondents to rate different dimensions of the
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communication and interpersonal skills of the physician
using a 5-point rating scale (1=poor, 2=fair, 3=good, 4=very
good, 5=excellent). Makoul et al found that scoring the
CAT based on the proportion of items rated as excellent
was more meaningful than summarizing the scores using
means (10). Their psychometric analysis of response
scales indicated that “a rating of ‘excellent’ was akin to
‘yes’, while even ‘very good’ was closer to ‘no’ than ‘yes.”
Data for the present study were analyzed using the sum
of the items scored as excellent divided by the number of
items answered.

Questionnaires and scales, interview and tests were used
as research techniques. The stratified sample consists
of 181 starting points in 67 municipalities (strata).
137 were in Macedonian sub set (Macedonian + other
nationality) and 44 in Albanian sub set. The response rate
was 74%. The fieldwork was done during the first week
of September 2011 with network of 75 investigators (58
Macedonian and 17 Albanian). The sample was prepared
based on the demographic data from State Statistical
Office (population census in 2002 and the estimation of
population, 31.12 2009) for population older than 15 years
(1.689.300 citizens), the structure of population by sex,
age, education level, urban/rural area and nationality.
The sample size was N=1210 with the margin of error
+ 2.8%. The selection of the participant was by the rule
"first next birthday”. 557 are male (46%), after weighting
49.8% and 653 are female (54%), after weighting 50.2%.
912 (75.4%) are Macedonian and other nationality,
after weighting 75,8% and 298 (24.6%) are Albanian, or
24.2% after weighting. 820 participants who were visit
a doctor within the last 12 months were selected as a
representative sample for this survey. SPSS software was
used for presenting the data. The authors were involved
in the process of analyzing and presenting the data.

RESULTS
Survey in 2010

m Demographic characteristics of the health workers

Regarding gender, 188 (23.1%) of the participants were
males and 625 (76.9%) were females. Regarding age, 222
(27.3%) of the participants were 35 or younger, 384 (47.2%)
were between 36 and 50, and 207 (25.4%) were older than
50. Regarding profession, 302 (371%) were physicians,
and 511 (62.9%) were other health personnel. Regarding
education level, about half of participants have had
university level education (49.3%). Regarding mother

tongue, 75.9% of the participants use the Macedonian
language, whereas 17.3% the Albanian language.

m Demographic characteristics of the patients

There were 1016 patients included in the study. 438 (43.1%)
were males and 578 (56.9%) were females. Regarding age,
44 (4.3%) were between 14 and 18 years old, 338 (33.3%)
were between 19 and 30, 375 (36.9%) were between 31
and 50 and 256 (25.2%) were older than 50. Regarding
education level, most participants have had university
level education (41.8%). Regarding mother tongue,
64.7% of the participants use the Macedonian language,
whereas 28.8% the Albanian language.

The research showed that each third examined patient
thought that his/her physician or the other medical
personnel had no understanding for his/her emotions
and gave no answer to all of his/her questions (Table 1).
In terms of confidence, 73.1% of the patients gave positive
answer to the question “I am confident with my physician”
(Table 2). At first sight it seems that this percentage is not
so bed; however, it has to be pointed out that majority
of the examined patients being either hospitalized or in
a stress situation, gave milder statements, critics and
grades influenced by the fear and dependency on the
health personnel. Only 61.6% of the participants said that
their physician takes into account their attitudes, needs
and opportunities before suggesting treatment method
(Table 3). This is vital, so we believe that this proportion is
not good enough. Below refer to the tables:

Table 1. My physician encourage me to ask questions

Answers No. of (%) of
respondents | respondents
[ agree completely 743 731
[ haven't opinion 218 21.5
[ don't agree absolutely 53 5.2
No answer 2 0.2
Total 1016 100.0

Table 2. I ‘m confident with my physician

Answers No. of (%) of
respondents | respondents
[ agree completely 626 61.6
[ haven't opinion 312 30.7
I don’t agree absolutely 64 6.3
No answer 14 14
Total 1016 100.0
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Table 3. My physician takes into account my attitudes,
needs and opportunities before suggesting
treatment method

Frequency | Percent Valid | Cumulative
Percent Percent
Valid 7 7 7 7
1,2 700 68.9 68.9 69.6
3,45 241 237 23.7 93.3
6,7 68 6.7 6.7 100.0
Total 1016 100.0 100.0

On the other side, the question “I know well the culture
of my patient” was answered affirmatively by 59% of the
physicians or by every second physician. This is an issue
to be anxious about, having in mind the multicultural and
multiethnic society of the Republic of Macedonia. The
answer to the question “I adjust the therapy depending
on the culture of the patient (habits, language, religion,
tradition, lifestyle...)” showed that a low 48% of the
physicians had behaved according to this statement. To
the question “I have a good communication with patients
speaking other language than my mother tongue”, 60%
of the physicians gave a positive answer. However, in
reality, the situation is different, since a very small
number of physicians know the language of the other
ethnic communities even on the basic level. According
to patients’ attitudes, the interpersonal relationships
between physicians and the other medical and health
personnel are not on a satisfactory level. The question
“I think physicians have a good communication with

Table 4. Typology of patients (Net promoter score)
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nurses and the other medical personnel” was positively
answered by 56% of the participants.

Surveyin 2011

The survey confirms the situation from 2010 becouse
the results showed that there is no some significant
change regarding the communication between physician
and patient. The research showed that only 15.1%
examined patient thought that his/her physician had no
understanding for his/her emotions and gave no answer
to all of his/her questions. In terms of confidence, 42.8%
of the patients gave positive answer to the question
“I am confident with my physician”, 36% of Albanian
are confident with their physicians which is different
from the Macedonian (43.8%) and patients with another
nationality (47.6%). Only 58% of the participants said that
their physician takes care for them in a excellent way, and
again Albanian are satisfied in 34,5%, other nationality in
53,2% and 64,3% of Macedonian participants. This is vital,
so we believe that this proportion is not good enough. The
answers to the question “During the last your visit to the
physician, estimate your communication with the doctor
in this aspect: He/her talk on a understandable way*
showed that a low 4,5% of patients gave a negative answer
(10.8% from Albanian patients, 3% from Macedonian,
54% from other ethnicity). 59.1% or 470 from total
796 participants said that communication with the
doctors is excellent. Net promoter score showed that
59% of Macedonian participants are promoters, 52.2%
of participants from another nationality and only 23.1%
from Albanian participants (Table 4).

Nationality Total
Macedonian Albanian Other nationality
No of o No of o No of o No of o
respondents respondents respondents respondents

Negative 96 16.3 56 39.6 15 220 167 21.0
Neutral 141 24.0 49 34.6 17 259 208 26.1
Promoter 346 59.0 33 23.1 35 52.2 14 52.0
Don’t know/ 4 06 4 28 0 0 8 09
refuse
Total 587 100.0 142 100.0 67 100.0 796 100.0
DISCUSSION

It can be seen that the situation is relatively good, but
not at a satisfactory level. That may be a result of a low
level of communicational skills that the physicians and
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other medical staff have, and sometimes it can be a result
of their low motivation level or not having enough care
sense for their patients. The patients need more extensive
information about their own health status from their
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physicians and other medical staff. This means that the
medical staff does not take into account the patients’
emotions, their feelings of not being cared for enough.
Kenny et al. (11, p763-768) in their study comprising 91
physicians and 1749 patients came to a conclusion of a
different perception of the patients related to physicians’
work. In their study, these authors included the expertise
of the communication experts whose perception differed
both from the perception of the healthcare providers
and from the perception of the patients. This leads to
lower level of doctor-patient confidence and sometimes
reduced level of healthcare quality. Broadly speaking,
all of the before mentioned conclusions suggest that
there is no satisfactory level of readiness as well as
communicational skills from the medical staff’ side.
There is a need for better understanding for the
patient’s cultural, religion and traditional differences,
including their mother tongue. The general hypothesis
was proven: If there were a defined model for training
health professionals about necessary communication
skills, including knowledge of the language and culture
of the patient, under assumption of having necessary
professional knowledge and skills in the profession, then
the quality of communication among all subjects in the
process of health care and service would be improved, and
that would lead to better efficiency and quality of health
services.WIN™(10) conducted this ground-breaking study
on physician-patient communication throughout the
world to provide the healthcare stakeholders with a better
understanding on how patients perceive communication
skills of their doctor, how patients engage their physician,
how treatment choices are influenced, the frequency and
preferred modes of interaction and sources of influential
information. Communication Assessment Tool (CAT™)
showed the communication between doctor and patients
is poor with a very low score of 22%. High CAT scores have
citizens in Armenia, Australia, Bosnia, Canada, Chile,
Columbia, France, Germany, Greece, Ireland, Lebanon,
Macedonia (56%), Saudi Arabia, Sweden, Switzerland, and
the USA. They are very satisfied with their communication
with their doctors with CAT scores above average. Only
a quarter or less rate their doctor as excellent in all of
the categories. Only 18% of respondents felt their doctor
encouraged them to ask question. With only 25%, “talk
in terms I could understand” this is the attribute that
received the rating of excellent most frequently. Cultural
sensitivity is a parameter that determines the quality of
interactions between two parties that influence on the
mutual communication. A study by Ulrey and Amason (12,

p458) examined the relations among cultural sensitivity,
effective intercultural communication and anxiety for
health care providers. Furthermore, Ulrey et.al, did find a
positive relation between cultural sensitivity and effective
intercultural communication, and there was a negative
correlation between health care providers’ intercultural
communication effectiveness and their levels of anxiety
and providers’ cultural sensitivity and their levels of
anxiety. Therefore, it is argued that since these terms
are related than studies regarding these concepts can
be linked and perhaps united. According to Wachler and
Troein (13, p861), “cultural competence” is defined as a
“sum of acquired skills that enable broadening individual
knowledge and understanding of cultural differences”.

RECOMMENDATION

Education and training on communication competences
is included in the training process organized by health,
educational and professional institutions. In the
education process, many theories suggest that the
individual has to possess knowledge, skills and a specific
type of behavior in order to be recognized as an expert
in his/her profession (see Sue et al. cited by Perloff (4)).
Similar studies confirm that physicians who do not have
good inherent communication skills can improve them
by performing their everyday profession, having in mind
the specific settings. Training will be organized within
the formal education system as well as other short-term
and long-term trainings (within the permanent education
- lifelong learning). For the purpose of improving
the physician-patient communication the so-called
Conceptual framework (14) has been constructed. The
most utilized is the Framework of Calgary Cambridge
Guide designed by the scientists from those Universities
and applied in many countries. The proposed model for
training in this paper contains measures for improving
the communication. This model is recommended for
traditional, multiethnic and multicultural communities.
The model and program for training on “communication
skills, built on the principles of conceptual framework” is
indispensable for mitigating and overcoming the barriers
identified in this field. The model consists of three
groups of competences aimed for the relevant groups for
training:

m The first group comprises communication skills
and cultural competences necessary for the
physicians, starting from the top management of the
organizational unit (Table 5).
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Table 5. Module for training on communication skills: Training on communication skills of physicians

What: Why: How: Where: Who: When:
Training on m Forms of communication |Improvement of |Individual At work The health Continuing
communication | @ Non-verbal communication | communication |improvement At home worker himself
skills of ® Barriers in communication | competences of |- consulting
physicians m Cultural competent the physicians | literature, Internet | At work Experts for
communication in order to Lectures from communication |Once a
® Communication with improve the sphere of skills, month
unpleasant interlocutors |efficacy and communications | At work physicians
m How to understand the  |quality of
nature of the other people | healthcare Organized
m How to convince the other |service trainings on the
people level of health Trainers Twice per
m Conflicts and dealing with institution year
conflicts In specialized
m Organization and Organized organizations
moderation of meetings trainings by for conducting | Professors,
m Skills for presentation external providers | trainings assistants, Twice per
m Business ethics At the trainers year
m Rules for business University
behavior (certified
m Public relations training
for doctor’s
license)
m The second group includes an adequate program language and speech therapists, biochemists,

for the reinforcement of communication skills and
cultural competences necessary for the other health
workers in health institutions (physiotherapists,

administrators, etc.) and health workers with
secondary education (nurses, medical technicians,
etc.) (Table 6).

Table 6. Module for training on communication skills: Training on communication skills of the other health

professionals
What: Why: How: Where: Who: When:
Training on m Forms of communication |Improvement of |Individual At work The health Continuing
communication | ® Non—verb_al _ communication |improvement At home worker himself
skills of the communication competences of |- consulting
other health m Barriers n " the other health |literature, Internet | At work Experts for
professionals communication professionals Lectures from communication |Twice per

m Cultural competent . .

S in order to the sphere of skills, year
communication . i o At work hvsici

® Communication with improve efficacy communications t wor physicians,
unpleasant interlocutors |and quality cha.rge nurse )

m How to understand of healthcare Organized Trainers Twice per
the nature of the other |service trainings on the year
people level of health

m How to convince the institution In specialized Twice per
other people organizations | Trainers year

m Conflicts and dealing for conducting
Wlth COIlﬂlCt? Organized trainings

m Business ethics .

. trainings by At the
m Rules for business . o
. external providers |University
behavior ified

m Relations with relatives (ce1?t1. €
and friends of the traming flor
patients doctor’s license)
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m The third group encompasses anticipated program
topics for improvement of cultural competences of
all health professionals, with forms and methods
of teaching about these competences. Based on the

Table 7. Module for training on communication skills: Training organized for physicians and the other heath

module for training, the program gives in details
the form and mode of realization of the module in
duration of 5 days (30 working hours) (Table 7).

personnel on teaching the language of the other ethnic communities

What: Why: How: Where: Who: When:
Training organized | Improvement Improvement of Individual At work The health Continuing
for physicians of mutual trust | communication improvement At home worker himself |and if need
and the other and respect, competences of the |- consulting emerges
heath personnel  |better mutual  |physicians in order |literature,
on teaching the  [understanding |to improve efficacy |Internet and
language of the as a prerequisite |and quality of specially prepared
other ethnic for efficiency healthcare service |dictionary of
communities and quality of medical phrases
healthcare for physicians
and other health Colleagues-
personnel physicians and
other health
Organized At work personnel
trainings on the
level of health
institution In specialized Lecturers
organizations
Organized for conducting
trainings by trainings
external providers |At the University
(certified training
for doctor’s license)

The results obtained in this research and recommenda-
tions based on other research conducted in many coun-
tries impose the need for a more active approach of all
responsible institutions and organizations for monitor-
ing and undertaking measures in order to overcome the
unsatisfactory conditions in the sphere of communica-
tion in the health system. Inadequate managing of this
relationship and lack of concepts for overcoming the bar-
riers lead to reduced work capacity of health workers and
poor health service delivery, with elements of breaking
the equality guaranteed to all citizens, for health services
as public wealth of special interest, which results in dis-
satisfaction of health insurers and patients.

Eventual misunderstandings and inadequate communi-
cation due to the language barrier, having in mind the
specific rights of the patients guaranteed with the law,
might have serious consequences (15, p3).

In line with this, the aim and motive of this paper are

clearer. Analyzing the quality of communication and
identifying the obstacles in this relationship, particularly
those involving language and culture, this research sug-
gests a model for overcoming them. This model has to be
an integral part of the teaching programs for the rein-
forcement of the communication skills at universities of
medical sciences. It should be a part of the mandatory
continuing education of professional associations and
regulatory bodies (chambers) of physicians and other in-
terested parties (institutions, societies of patients, non-
governmental organizations). This will affect the quality
of health professional-patient communication, conquer-
ing the barriers and hence improving health services and
patient satisfaction.
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ABSTRAKT

Qéllimi: Pér té shqyrtuar gjendjen ekzistuese, pengesat dhe pasojat e komunikimit ndérkulturor né
institucionet shéndetésore dhe pér té ofruar modele trajnimi pér forcimin dhe pérmirésimin e aftésive té
komunikimit té profesionistéve shéndetésore né Republikén e Magedonisé.

Metodat: Jané béré dy studime transferzale pér té vlerésuar marrédhéniet mes pacientéve dhe profesionistéve
né shéndetési. Né studimin e realizuar né vitin 2010 kané marré pjesé 813 punétoré shéndetésoré (302
mijeké dhe 511 personel tjetér shéndetésor) dhe 1.016 pacientét né RM.Hulumtimi i dyté éshté kryer me 1.210
pjesémarrés né 2011 nga WIN / GIA. Si teknika hulumtimi jané pérdorur pyetésoré té shkallézuar, intervista
dhe testimi .Analiza e rezultateve éshté béré me metodén pérshkruese analitike me software SPSS.

Rezultatet: Kérkimore né vitin 2010 tregoné se cdo pacient i treté i ekzaminuar mendon se mjeku apo
personeli tjetér shéndetésor,nuk kishte mirékuptim pér emocionet e tij / saj dhe se ata nuk iu pérgjigjén té
gjitha pyetjeve gé ate e shgetésonin. Nga ana tjetér, 60% e mjekéve deklarojné se ata kané njé komunikim té
miré me pacientét qé flasin gjuhé tjetér pérveg gjuhés sé tyre amtare. Vetém 60% e mjekéve tha se ata e diné
miré kultura e pacientit té tyre dhe 52% e personelit tjetér mjekésor tha se ata e adaptojné géndrimin e tyre
gjaté trajtimit né pérputhje me kulturén epacientit (fené botékuptimet, gjuhén). Anketa né vitin 2011 tregoi
se 36% e shqiptaréve ndjehen té sigurt me mjekét e tyre gé ndryshon nga magedonét (43.8%) dhe pacientét
me etni tjera gé tregojné njé ndenjé sigurie mé té madhe (47.6%)

Pérfundim: Studimi tregon se gjate ofrimit té shérbimeve shéndetésore, né aspektin e komunikimit
té ndérsjellé, né njé ambient multikulturor dhe multienik ka disa dobési né mes té ofruesve té kujdesit
shéndetésor dhe pacientéve. Pér té tejkaluar kéto mungesa me géllim té pérmirésimit dhe forcimit té aftésive
komunikuese té punétoréve shéndetésor, propozohet njé model trajnimi.

Falet kyc: komunikimi, menaxhimi shéndetésor, punétorét shéndetésor,, ndjeshméri kulturore, kompetencat
kulturore.
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KRAHASIMI I EFEKTEVE TE KARVEDILOLIT ME ATENOLOLIN NE
KONVERTIMIN DHE KONTROLLIN E FREKUENCES VENTRIKULARE NE
FIBRILACIONIN ATRIAL PAROKSISTIK
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ABSTRAKT

Qéllimi i studimit: Té krahasojé efektshmériné e karvedilolit pérkundrejt atenololit né konvertim dhe
kontrollin e frekuencés ventrikulare té fibrilacionit atrial paroksistik.

Materiali dhe metoda: Studimi éshte prospektiv, i randomizuar, krahasues dhe one-blind. Né studim u
pérfshiné 41 pacienté, burra dhe gra, té ndaré pérkatésisht 21 né grupin e karvedilolit dhe 20 né grupin
e atenololit, me moshé mesatare pérkatésisht 61.3+18.3 dhe 67.2+10.0 me kufij 21-82 vjec dhe 43-80 vjec.
Randomizimi u krye né kété ményré, cdo i sémuré me FA paroksistik gé i pérkiste njé numri rendor tek
do té merrte 50 mg karvedilol sublingual dhe numrat cift 50 mg atenolol sublingual. Cdo té sémuri iu mat
tensioni arterial, iu krye EKG, EKO e zemrés dhe iu morén elektrolitet né momentin e ardhjes dhe pastaj u
monitorua TA dhe frekuenca kardiake cdo 30 min, 1 oré, 3 oré, 6 oré dhe 12 oré. Si piké mbérritje té studimit
u pércaktuan: konvertimi né ritém sinusal, kontrolli i frekuencés kardiake, ndikimi né tensionin arterial.

Rezultatet: Midis dy grupeve té studimit nuk ka ndryshim té réndésishém statistikor. Rezultati ka géné pozitiv
vetem né njé rast (konvertim né ritém sinusal né orén e 3) né grupin e karvedilolit, gjaté kohés sé gjysméijetés
dhe negativ né gjithé té tjerét por pa njé sinjifikancé statistikore té réndésishme.Pérsa i pérket dy pikémbérritjeve
té tjera, krahasimi i efekteve té atenololit me karvedilolin né kontrollin e frekuencés sé FA dhe ndikimin né
tensionin arterial, shihet se midis grupit té atenololit dhe karvedilolit nuk ka ndryshim té réndésishém statistikor
né frekuencén kardiake (p = 0.43), ndérkohé qé shihet gé ka njé ndryshim statistikisht té réndésishém midis dy
medikamenteve pérsa i perket tensionit arterial sistolik (p = 0.028) dhe atij diastolik (p = 0.018) pas 12 orésh.

Konkluzion: Karvediloli nuk bén pérjashtim nga beta-bllokuesit e tjeré pérsa i perket konvertimit né ritém
sinusal dhe kontrollit té frekuencés sé FA paroksistik. Né dallim nga beta-bllokuesit e tjeré ka efekt mé té
shprehur né uljen e tensionit arterial sistolik dhe diastolik.

Fjalét kyg: Fibrilacion atrial paroksistik, beta-bllokuesit, karvedilol, atenolol.

HYRJE: mjaft heré té shpeshté, kur pércimi atrioventrikular

Fibrilacioni atrial (FA) éshté pérshkruar pér heré té paré éshté i padémtuar. FA klasifikohet né:

nga Bouillaud si “folia e zemrés ose delirium cordis” q¢ ™ paroksizmal, kur zgjat deri 7 dité ose mé pak, me
mé 1836. Ai megjithaté mbetet crregullimi i ritmit mé i konvertim spontan ne ritém sinusal.
hasur dhe problematik né praktikén klinike (1, 2, 3). m persistent, kur zgjat mbi 7 dite dhe kérkon

FA éshté njé takiaritmi supraventrikulare e karakterizuar kardioversion farmakologjik ose elektrik.

nga nxitja joharmonike atriale me pasojé pérkegésimin ™ Permanent, kur éshté refraktar ndaj kardioversionit
e funksionit mekanik atrial. Ne elektrokardiogramé, dhe zgjat mbi njé vit.

paragitet me zévendésimin e valéve te géndrueshme ™ rekurent, mé shumé se njé episod FA.

P me valézime te dendura, ose valé fibriluese te m i vecuar (lone AF), kur ndodh nén 60 vjec dhe

cilat ndryshojné né madhési, formé, periodé dhe qé pa semundje kardiopulmonare (klinikisht dhe
shogérohen me njé pérgjigje ventrikulare té crregullt, ekokardiografikisht).
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m valvular, kur ndodh né paciente me histori apo
sémundje reumatizmale mitrale ose proteza valvular.

Sipas statistikave mé té reja té American Heart Association
(AHA) dhe té American Stroke Association, FA prek rreth
2.2 milion paciente né SHBA. Pér mé tepér 13-27% e
pacientéve me FA kané insuficensé kardiake kronike
(IKK) dhe disfunksion té ventrikulit té majté (12, 13). Eshté
rritur interesi pér té ekzaminuar rolin e B-bllokuesve né
kontrollin e frekuencés dhe konvertimin né ritém sinusal.
Studime klinike té kontrolluara pér karvedilolin kané
treguar gé ai redukton mortalitetin, morbilitetin dhe
permiréson hemodinamikén né pacienté me IK (14, 15).
Té dhénat mé té reja tregojné se kéto pérfitime shtrihen
dhe né pacientét me IKK té komplikuar me FA dhe qé
karvediloli siguron pérfitime mé té médha né frekuencén
kardiake kur pérdoret i kombinuar me digoksinén,
terapia standarte pér pacientet me FA persistent dhe
IK. Pér mé tepér, né njé studim tregohej se karvediloli
reduktonte FA postoperator dhe parandalonte relapsin
e tij pas kardioversionit (4, 7).

Karvediloli u zbulua né departamentin e kérkimit
kardiovaskular né Boehringer Mannheim. Ai u aprovua
né USA né shtator 1995 pér trajtimin e pacientéve
me HTA esencial dhe né maj 1997, né bazé té shumé
studimeve klinike té kryera (16, 17, 18, 19, 20, 21, 22, 23)
u bé a-bllokuesi i paré qé mori aprovimin pér trajtimin
e insuficensés kardiake simptomatike (5). Ai éshté njé
aryloxypropanolaminelipofile, qé shkaktonvazodilatacion
prekapilar népérmjet ol-bllokimit dhe f-bllokimit
joselektiv dhe nuk ka aktivitet simpatomimetik intrinsek
(24). Vazodilatacionin karvediloli e shkakton kryesisht
népérmjet ol-bllokimit, megjithése né pérgéndrime té
larta ai bllokon dhe hyrjen e kalciumit (25, 26). Nuk ka
efekt né receptorét e angiotenzinés (27). Karvediloli ka
gjiithashtu in vitro aktivitet antioksidant, réndésia e té
cilit éshté ende e panjohur (28).

QELLIMI I STUDIMIT

Té krahasojé efektshmériné e karvedilolit pérkundre;jt
atenololit né konvertim dhe kontrollin e frekuencés
ventrikulare té fibrilacionit atrial paroksistik.

MATERIALI DHE METODA

Studimi éshté prospektiv, i randomizuar, krahasues dhe
one-blind.

Né studim u pérfshiné 41 pacienté, burra dhe gra, té
ndaré pérkatésisht 21 né grupin e karvedilolit dhe 20

né grupin e atenololit, me moshé mesatare pérkatésisht
61.3£18.3 dhe 67.2+10.0 me kufij 21-82 vjec dhe 43-80 vjec.
Randomizimi u krye sipas njé rregulli té caktuar: cdo i
sémuré qé i pérkiste njé numri rendor tek do té merrte
karvedilol dhe numrat cift atenolol.

Kriteret e pérfshirjes né studim:

Cdo i sémure me FA paroksistik qé paragitej né spital
brenda 48 oréshit té paré té fillimit té sémundjes. Né
kriteret e pércaktimit té FA paroksistik u vlerésuan té
dhénat klinike dhe ato elektrokardiografike.

Kriteret e pérjashtimit nga studimi:

m Pacientét me hipersensibilitet té njohur ndaj
B-bllokuesve.

m Hipotension grave (TA sistolik < 90mm Hg).

m Insuficensé kardiake NYHA IV.

m BPOK me komponenté bronkospastike (astmé
bronkiale).

m FA i shogéruar me bllok atrio-ventrikular (dukuria
Fridrich).

m Insuficensé hepatike.

m Barra dhe laktacioni

m Pacienté me sémundje té rénda malinje, ¢rregullime
psiqike, abuzim droge, alkooli.

Per cdo grup u perdorén pérkatésisht: 50 mg karvedilol

dhe 50 mg atenolol sublingual.

Efektshméria e barit u vlerésua nga krahasimi i vlerave
té frekuencés kardiake né fillim dhe fund té monitorimit
kurse konvertimi né ritém sinusal u vértetua me EKG.

Pacienti nuk kishte dijeni pér mjekimin qé merrte. Cdo
té sémuri iu mat TA iu krye EKG, EKO e zemrés dhe iu
morén elektrolitet né momentin e ardhjes dhe pastaj u
monitorua TA dhe frekuenca kardike cdo 30 min, 1 oré, 3
oré, 6 oré dhe 12 oré.

Si piké mbérritje té studimit u pércaktuan:

m Konvertimi né ritém sinusal
m Kontrolli i frekuencés kardiake
m Ndikimi né tensionin arterial.

ANALIZA STATISTIKORE

Variablet e vazhdueshme u paraqitén né vleré mesatare
dhe devijacion standard, kurse variablet diskrete u
paraqitén né vleré absolute dhe né pérgindje. Pér té
analizuar diferencat mes variableve té vazhdueshme midis
dy grupeve u pérdor testi “t” i Studentit pér dy mostra teé
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pavarura.Té dhénat u paragiten me ané tabelash té tipeve
té ndryshme. U konsideruan sinjifikante vlerat e p < 0,05
(0se5%).

Pér analizén e té dhénave u pérdoren paketa statistikore
SPSS 10.0 dhe Microsoft excel.

REZULTATET

Pjesa mé e madhe e materialit u mblodh gjaté periudhés
gusht 2004 - prill 2005, gjaté sé cilés né urgjencén e
spitalit rajonal té Beratit u paragitén 41 té sémuré (13

femra dhe 29 meshkuj) me fibrilacion atrial paroksistik.

41 té sémurét u randomizuan né dy grupe. 21 pacienté i
pérkisnin grupit té karvedilolit dhe 20 pacienté grupit té
atenololit.Midis dy grupeve té studimit nuk ka ndryshim
té réndésishém statistikor pérsa i pérket moshés sé
pacientéve, zgjatjes sé krizés, nivelit serik té elektroliteve
(NA, K, Ca), té dhénave ekokardiografike.

Té dhénat paragiten né tab. 1 ku shihet se ka njé ndryshim
statistikisht té réndésishém mes dy medikamenteve,
pérsa i pérket kohés sé fillimit té krizés.

Tabela 1. Karakteristikat e pacienteve te secilit grup.
Carvedilol Atenolol T df Vleraep | 95% Conf. Int. of the Difference

Mesatare + SD | Mesatare + SD Lower Upper
MOSHA 61,3 318.3 67.20+10.07 -1.261 39 215 -15.2784 3.5451
FILL_KRI 3.80+2.24 2.600.94 2.225 39 032 1101 2.3090
7GJ_KRIZ 22.28+5.33 22.45+3.06 -120 39 905 -2.9305 2.6020
NA 139.52+3.14 140.3+£3.24 -178 39 441 -2.7936 1.2412
K 4.0:0.41 3.83+0.38 1.356 39 183 -8.3638E-02 4236
CA 1.17+9.37E-02 1.16+0.18 288 39 775 -7.8978E-02 1052
SEPTUM 11.95+1.07 12.05:0.75 -335 39 739 -6868 4916

Rezultati ka géné pozitiv vetém né njé rast (konvertim
né RS né orén e 3) né grupin e karvedilolit, gjaté kohés
sé gjysméjetés dhe negativ né gjithé té tjerét por pa njé
sinjifikancé statistikore té réndésishme. Pérsa i pérket
dy pikémbérritjeve té tjera, krahasimi i efekteve té
atenololit me karvedilolin né kontrollin e frekuencés sé
FA dhe ndikimin né tensionin arterial, shihet se midis
grupit té atenololit dhe karvedilolit nuk ka ndryshim
té réndésishém statistikor né frekuencén kardiake (p =
0.43), ndérkohé qe shihet gé ka njé ndryshim statistikisht
té réndésishém midis dy medikamenteve pérsa i pérket
tensionit arterial sistolik (p = 0.028) dhe atij diastolik (p

=0.018) pas 12 orésh. (Tab. 2). Paraqitja grafike jepet né
figurat (Figurat 1, 2 dhe 3).

Efekte anésore u hasén né 2 té sémuré (10%) né grupin
e karvedilolit (marrje mendsh, nauze, konfuzion) dhe né
njé té sémuré (5%) né grupin e atenololit, por pa diferencé
té réndésishme statistikore midis dy preparateve. Né njé
studim (US carvedilol Heart Failure program) carvediloli
u ndérpre né 5% té pacientéve pér shkak té insuficensés
kardiake, marrjes sé mendve ose bradikardisé. Efektet
anésore mé té shpeshta né kété studim dhe té tjere ishin
edema, marrja e mendve, bradikardia, hipotensioni,
nausea, diarreja dhe errésimi i shikimit (5).

Tabela 2. Krahasimi i efekteve te atenololit dhe karvedilolit.

Carvedilol Atenolol 95% Conlf. Int. of the Difference

Mesatare + SD | Mesatare + SD ! dt Vieraep Lower Upper

TAS_TO 156.2312.6 162.1513.0 -1.470 39 150 -14.0482 2.2244
TAD_TO 8766710 85.60+4.45 1.110 39 274 -1.7000 5.8334
Fc_TO 162.09+11.6 159.95+9.6 640 39 526 -4.6317 8.9222
TAS_T 12 121.9+11.77 130.75+13.1 -2.275 39 028 -16.7084 -9821
TAD_T 12 71.85+7.83 72.25+6.58 2474 39 018 1.0227 10.1916
Fc T12 124.23+12.1 126.85+8.41 -795 39 431 -9.2573 4.0335
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Figura 1.Krahasimi i efekteve te atenololit me
karvedilol ne kontrollin e Fe.
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Figura 2. Krahasimi i efekteve te atenololit me
karvedilol ne tensionit arterial sistolik
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Figura 3. Krahasimi i efekteve te atenololit me
karvedilol ne tensionin arterial diastolik.
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DISKUTIM

Me zgjerimin e gamés sé betabllokuesve gé pérdoren né
praktikén toné té pérditeshme, duke pérfshiré né to vitet
e fundit edhe karvedilolin si njé betabllokues me cilési té
vecanta dhe me njé pérparési né pérdorimin e tij sidomos
né pacientét me insuficiencé kardiake, ne u perpogém
té studiojmé efektin e tij né rastet e fibrilacionit atrial

paroksistik duke e krahasuar até me efektet e atenololit.

Nénjéstudimretrospektivmell5pacientégéiunénshtruan
kirurgjisé kardiake, u vu re njé reduktim i dukshém i FA
postoperator (8% vs 32%, p<0.05) né pacientét gé merrnin
karvedilol krahasuar me ata gé merrnin metoprolol
apo atenolol menjéheré pas kirurgjisé. Beta-bllokuesit
pérdoren shpesh pér té trajtuar dhe parandaluar FA. Vec
vetive B-bllokuese, karvediloli dhe metabolitet e tij kané
dhe veti a-bllokuese dhe antioksiduese. Studimet e fundit
klinike kané konfirmuar se markuesit e inflamacionit
dhe démtimeve oksidative, si proteina C-reaktive jané té
rritura né pacienté me FA (8, 9). Prej kétej lind hipoteza se
efektet e karvedilolit né FA mund té jené pjesérisht pasojé
e reduktimit té inflamacionit apo stresit oksidativ si dhe
B-bllokimit efektiv (4).

Si perfagésues i B-bllokuesve u mor atenololi. Vetité
antiaritmike té tij lidhen me efektin antiadrenergjik
si dhe me até stabilizues té membranés, duke shtuar si
mekanizém té ndérmjetém pakésimin e kérkesave té
miokardit pér oksigjen. Ai zgjat kohén e rikuperimit
sinusal si dhe até té pércimit nodal, rrit periudhén
refraktare efektive atriale dhe nodale AV, ngadaléson
automaticitetin né fijet Purkinje gé jané stimuluar nga
tonusi adrenergjik, por nuk ndikon né kohén e periudhés
refraktare efektive ventrikulare. Né sajé té kétyre vetive
shpjegohet dhe efekti mé i miré né aritmité adrenergjike.
Né rastin e FA mendimet jané pothuaj té njéjta, qé ai
vepron kryesisht duke pakésuar shpejtésiné ventrikulare
népérmjet ndikimit né nyjen AV gjé qé ka interes
hemodinamik (3, 6).

Nga ky studim shihet se:

m Karvediloli sikurse dhe atenololi nuk ka efekt té
dobishém né konvertimin e fibrilacionit né ritém
sinusal (pa diferencé statistikore midis tyre).

m Karvediloli pérkundrejt atenololit ka ndikim té
réndésishém né kontrollin e frekuencés ventrikulare
té fibrilacionit atrial paroksistik.

m U vure diferencé né uljen e TA sistolik dhe diastolik
midis grupit té karvedilolit dhe atenololit, efekt
ky gé i dedikohet probabilisht vetive K-bllokuese
té karvedilolit si pasojé e té ciléve kemi uljen e
rezistencave periferike.

Té dhénat e studimit toné pérsa i pérket efekteve tée

karvedilolit né tensionin arterial pérputhen me ato té

studimeve té tjera té kryera nga Young PH apo Ruilope
LM (10, 11).
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PERFUNDIME

Karvediloli nuk bén pérjashtim nga beta-bllokuesit e
tjeré pérsa i pérket konvertimit né ritém sinusal dhe
kontrollit té frekuencées sé FA paroksistik.

Né dallim nga beta-bllokuesit e tjeré ka efekt mé té
shprehur né uljen e tensionit arterial sistolik dhe
diastolik.

KUFIZIMET E STUDIMIT

Si kufizime té kétij studimi mund té pérmendim:

numrin e vogél té pacientéve té pérfshiré né té pér
shkak té kohés sé shkurtér gjaté sé cilés u krye
studimi.

mungesén e grupit té kontrollit pér shkak té numrit
té vogél té pacientéve dhe problemit etik.
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EFFICACY OF CARVEDILOL COMPARED TO ATENOLOL IN THE CONVERSION AND
VENTRICULAR RATE CONTROL IN PAROXISTIC ATRIAL FIBRILLATION

Julian Ranxha', Gentian Vyshka?, Anesti Kondili®

'Regional Hospital, Berat
2 Fakulteti i Mjeksise, Universiteti i shkencave mjekésore , Tirané
3QSU “Nene Tereza” Tirané.

Aim: To compare efficacy of carvedilol versus atenolol, in the conversion and ventricular rate control in the
paroxistic atrial fibrillation.

Methods: The efficacy of carvedilol was compared with that of atenolol in a prospective, randomized,
comparative, one-blind study in 41 patients with paroxistic atrial fibrillation (not older than 48 hour),men and
women, divided respectively 21 and 20 patients with mean age respectively 61.3+18.3 and 67.2+10.0 for each
group. Odd patients were randomized to 50 mg carvedilol sublingual and even patients to 50 mg atenolol
sublingual. Blood pressure and electrolytes were measured, ECG and echocardiography at the beginning of
the study, then blood pressure and ventricular rate every 30 minutes, 1 hour, 3 hours, 6 hours and 12 hours.
End points of the study were sinus rhythm conversion, ventricular rate control, blood pressure influence.

Results:There were no significant differences in the baseline characteristics of study population.The result
was pozitiv in one patient only (sinus rythm conversion at third hour), in the carvedilol’s group and negative
for all others, without importante statistical significance. There was no importante statistical significance
between two group of study for ventricuar rate control (p=0.43) and importante statistical differences between
two medications for systolic blood pressure (p=0.028) and diastolic blood pressure (p=0.018) after 12 hours of
administration.

Conclusion: This study demonstrated that carvedilol don’t make exception from other beta-blockers for sinus
rhythm conversion and ventricular rate control of paroxistic atrial fibrillation, on the contrary decreases
more systolic and diastolic blood pressure.

Keywords: Paroxistic atrial fibrillation, beta-blockers, carvedilol, atenolol.
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OPEKBEHITHJATA HA HPV16, HERPES SIMPLEX VIRUS, CHLAMYDIA
TRACHOMATIS U TRICHOMONAS VAGINALIS KAJ TAITMEHTKHU CO
[IPERAHIIEPO3HI [IEPBUKAJIHI JIE3UU KAJ KON E MHIUITUPAHA
KOHU3AIIHJA KAKO TPETMAH HA U3b0OP

Jumutpos I'opan !, [IukoBa Enena !, Pychatu Harwm °, AntoBcka Becta !, JlumuTpoBs I'murop 2

! YauBep3uretcka ['mHekonomko-Akymepcka Knunuka Ckomje
2 Omurra 6onmauia Pemepyika Ckomje

3 Knuunuka 6omHuia TeToBo
Medicus 2013, Vol. 18 (1): 38-42

PE3UME

BoBep;: [lo3HaTo e feka cekcyamHo mpeHocuBuTe bonectu (CI1B) ce aconimpanu co BUCOKaTa MHIUEHIIA Ha
LIepBUKaJIHATa MHTpaenurenyjaaHa Heorasuja (CIN).

Ien: [la ce yrBpau dpekBeHuujara Ha HPVI6 m merycebHuor coopHoc co Herpes simplex virus (HSV),
Chlamydia Trachomatis (CT) u Trichomonas vaginalis (TV), Kako KodaKTopy BO HAaCTaHYBambeTO Ha JIe3WU Kaj
KOM € MHAMLIMpaHa KOHM3aLMja.

Marepujan u MmeTogu: bea ucnurany 136 naumeHTKM co xucTtonomky rnotBpaeH CIN m 50 KoHTponu co
HOPMaJIeH LIUTOJIONIKK ¥ KOJITIOCKOTICKK HAo].

PesymaraTtu: Op 136 nammentku co CIN, 56,6% HPV+. 48,5% wumasne cekcyajqHo mpeHocnBa bomect . Bo
KoHtponute HPV+ 6use 18%. MnauumpaHa KoHM3aiuja ouma Kaj 48,5%. Kaj 50% oxn vy ouste yrBpoeny HPV16,
HSV, CT,TV.

Huckycwuja: Opekpennujata Ha HPVI16 e curnuduranTHa 3a HacranyBame Ha CIN; HSV, CT u TV ce mokHM
HeroBu KoaKkTopy 0coOeHo 3a jie3uu 3a KOW e WHIWIUpaHa KoHU3aluja.

3aknydok: HPV16 e HajBaskeH (haKTOp HA PU3MK BO HACTaHYBambeTO 0CObOeHO Ha ToBMcoKM ctaguymu Ha CIN n
3aeaHo co CIIb e sHavaeH npeaus3BrkyBad Ha CIN sie3un Kaj Kou e MHAMLIMpaHa KoHU3allyja.

Knyunm 360poBu: 1iepuKasiHa nHrpaerurenta Heoriasuja (CIN), KoHusaiuja, xyman narmoma supyc (HPV),
pu3MK hakTopu U Kodartopu, Herpes simplex virus (HSV), Chlamydia Trachomatis (CT), Trichomonas vaginalis
(TV), uepBUKaJHU [IpeKaHLEPO3HU JIE3UU.

BOBE]] LlepBUKaJIHaTa KapiuHoreHe3a. Hajrojmem mpupioHec BO
0Ba Co3HaHWe MMa JazeHo HobemoseroT prof.dr.Harald
zur Hausen op YHuBepsuteToT Bo Xajmenodepr Koj BO
CBOUTE HEMPOIeH/IMBY UCTPaKyBama ycIiea Ja ja lokaxke

Bucoxkara MHIOUEeHIa Ha [TpeMaJIMTHATe Jie3UK Ha I'PJIOTO
Ha MaTKaTa KaKoO BO CBETOT TaKa W BO HalllaTa 3eMja, bea

IpUMapeH MOTHB 3a CIIPOBe/lyBame Ha CTYAMja Koja Ou
MCIUTaja ofipefieHy (DaKTOPH Ha PU3MK 3a HACTaHYBabe
Ha IlepBUKAjHA WHTpaenmuTe/MjaiHa  Heollla3uja
(CIN). AcorpjaijaTa Ha CeKcyalHaTa aKTMBHOCT Ha
naiueHTkuTe 1 pa3BuToKoT Ha CIN e ofaMHa mo3HATa BO
CBeTOT. XUIIOTe3aTa ieKa IPUUYMHUTEIIOT 38 HACTAHYBabhe
Ha CIN ce mpeHecyBa 110 CeKcyaseH 1at I0Befie 10 OpojHu
ncTpakyBama Ha Taa Tema (Kholer 1994)1). Xymanuor
nmanuioma Bupyc (HPV) ocobeHo HeroBuTe OHKOreHH
THUIIOBU Ce TI03HATU KaKO Hajo[[rOBOPHM IPUUMHUTENH 32
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yIoraTa Ha 0BOj XeTeporeH pojj Ha BUPYCH BO HACTaHYBamwbe
Ha IlepBUKA/JHUTE TpeKaHIlepo3Hu Je3uu. JleHec ce
upentuduuupany noBeke of 120 THIOBU Ha BUPYC, Of
KOMIITO 32 MMaaT reHWTaJHa JoKanusamyja (Franco
1999[2], Schneider 2001[3]). Be3 comHeHre OHKOTeHCKUOT
noTeHnyjan e 1000 maTu morosieM Ha Ip/IOTO Ha MaTKaTa
OTKOJIKY Ha JIPYTUTe reHUTaHU JIOKaIM3alii.

[locTojar  OpojHM  CTYIMM KOM ja  WCIUTYBaaT
enupiemuonorujata Ha CIN ¥ cekcyajHuTe MpPEHOCTMBU
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oomectu (CIIB). Bo emHa meranamisa 3a TV co 24
emuIeMUonomKy cryauu (Zhang 1994 rop.[4]) e yrBpaeHa
HMBHATa acolyjalydja ¥ 3rojleMeHHOT pusuK. bpojHu
aBropu ja yreppuie penanujata Ha CT co CIN (Toshiyuki
S 1997[13])ocobeHo mopagu akToT meka 70% of oBHe
MH(EKIUK ce aCUMITTOMATCKU M OCTaHyBaaT JI0/Ir0 BpeMe
0e3 TpeTMaH OBO3MOKYBAjKU HEIpeueHo JielyBambe B3
uepBukanauot emmren (Koutsky 1992(5]; Howayda S 2007
[12]). Ctymuute Bo 70TuTe 1 80TUTE rOMHK HAaIlPaBEeHH 3a
HSV tun2 mokaskaa 3ronemeHa IpeBajieHIla Ha 0BOj THII
Ha Bupyc Kaj naiueHTKu co CIN Kako U CUHePTUCTUUKU
MexaHKM3aM Ha OHKOTeHe3aTa Mel'y OBOj THII Ha BHPYC U
HPV (zur Hausen 1982[6]). Cenak Richart 1992 rop,. [7] ro
enuMuHMpanie HSV Kako mpyUMHKUTENT BO HACTAHYBAETO
Ha CIN. bpojHu cTyuu ja uctpaKkyBasie KOHM3aI[MjaTa KaKko
TpeTMaH Ha u300p Kaj Bucok rpazyc Ha CIN (Holschneider
1999 [11]; Davies P 2001 [14]).

Bo oBaa cTyauja ce IOCTaBM XUIIOTe3a 3a BIIMjaHUETO
Ha Herpes simplex virus (HSV), Chlamydia Trachomatis
(CT) u Trichomonas vaginalis (TV), Kako Kocakropu
Ha onkoreHuor Tun HPV16 Bo HacraHyBameTo Ha
IIepPBUKAJIHU MTPEKaHI[ePO3HU JIe3UH Tpajyc 2 M 3 Kaj Kou
e MHIUIMpPaHa KOHU3al[1ja Kako TPeTMaH Ha 1300p.

OBoj Tpym e OpWrMHaleH W JlaBa 0CO0eH TIPHUJOHeC
BO IMpeBeHIMjaTa ¥ TPETMAHOT Ha IIePBUKAJHUTE
TipeKaHI[epO3HH JIe31H 1 KaHIIepOT Ha IP/IOTO Ha MaTKaTa.

MATEPHJAJT 1 METOH

Bo Tek Ha oBaa cTyauja ucmutanu ce 136 maleHTKU €O
xuctonomku notBpaeH CIN 1 50 KOHTponIu co HopMaJieH
IIUTONIONIKA M KOJIMOCKONICKMA Haofi Ha ['MHeKomomko-
Axymepckata Knunuka Bo Ckomje, P. Makemonuja Bo
nepuof off Tpu roguHu. Kaj cute MaluMeHTKU e 3eMeH
Opuc 3a IUTOMOIIKM, MUKDPOOWONONIKYM, CEPOTIOIKUA U
HPV PCR (Polymerase chain reaction) Tect. Kako meTozu
0ea KOPUCTEHH I1ePBUKO-BarnHa/THa [TUTOIOIIKA AaHAJTH3a,
KOJITIIOCKOMHMja, OMOTICHja M eHJIolepBUKaTHA KUpeTaka
(ECC) na portio vaginalis uteri (PVU). Ilutonomkara
IlepBUKOBaruHajHa aHa/iu3a Oemie m3BefeHa co liquid-
based TecT m3paboTeH BO LMTONOLIKATa 1abOpaTOpHja
Ha ['uHekonmomKko-Akymepckata Knunuka Bo Ckomje,
P. Makenonuja. Kommockomnujata cropej KIacHYHHUTE
npaBWia Ha KOJMMOCKOIICKU TIperjief; o eBeHTyalHa
[UpUrMpaHa OMOIICHja BO KOJNKY Ce VKaka MoTpeba
on Toa. ECC ce u3Befle BO cuTe CIydad HA aTUMUYHA
KOJIIOCKOTICKA CJTMKA, He3afloBOJIUTe/THA KOMMOCKOTCKa
CJ/IMKa, KAaKO U BO C/Iy4ad Ha HOPMAJHAa KOJIOCKOICKA
C/IMKa TIPUJpYyKeHa CO aTUTUYeH, NpeMaJurHeH WK

MaJIUTHEH [UTONIOMIKK Haof. XMCTOMOMIKUOT MaTepuja
Oerire ©3pabOTeH BO TabopaTOpHjaTa 3a XMCTOMATONOTH]a 1
KJIMHUYKA [[UTOJIOTHja pK VIHCTUTYTOT 3a pajiMoTeparyja
U oHKonoruja, W MHcrutyror 3a Ilatonormja, BO
Cxorje, P.Maxkenonuja. MUKpOOUOTIOIKKTE u
CepONIONIKUTE aHAIM3M Oea M3paboTeHH Ha VHCTUTYTOT
3a  MHKpoOWonorvja M  mapasuTonoruja, CKorije,
P.Mareponuja. Tumm3aiuja Ha HPV co PCR (Polymerase
chain reaction) Oeme u3paboTeH Bo nabopaTopujaTa
3a tunusaiyja Ha HPV Ha ['mHekomnomiko-Akymiepckara
Kmunuka Bo Ckomje, P. Makemonwuja.

YHuBapHjaHTHATa CTATUCTUUKA aHa/IM3a Ha TOJATOLUTE
fellie HarIpaBeHa o IIOMOLI Ha Ta0e i Ha KOHTHHT eHI1ja i
npecMeTyBambe Ha penaTuHIoT pusuK (RR). CTaTucTHuKaTa
cUrHU(MKAHTHOCT Ha (hakTopuTe Oelire mpecMeTaHa co K2
tect (Fisher exact test) u Mantel-Haentezel-oBuot Tecr.
Kaj HekaTeropusupanure Bapujabmu, t-rectot (Studentov
Tect) 1 F-Tector Oea ymoTpeOeHM 3a IpecMeTKa Ha
cUrHU(MKAHTHOCTA. 3a MYATHBApWjaHTHATa aHaIM3a
fere ymoTpeOeH 0€3yc/I0BeH JIOTMCTUUKM PerpecuoHeH
MofienT 3a mpecMeTyBame Ha RR 3a HacraHyBame Ha
CIN u Gemre HampaBeHo TofiecyBame 3a HPV cratyc 3a
lla ce VIBpAM [ja/d TOCTOM BiMjaHue Ipu  MeryceOHa
acoljalyja co MCIUTYBaHUTE KO(aKTOPH U KOMKY Toa
I0BeflyBa 710 T0jaBa Ha ILiePBUKAIHK MPEKAHIIEPO3U KOU
Tpeba fja OuaT XUPYPLIKK TPeTUPAHH.

PE3YJITATUA

Op 136 mamuentku co xucronomku norBpaeH CIN, 51
narentka 6una co CINI1, 43 manuentku co CIN2, u
42 mauuentku co CIN 3. Op uuB 56,6% (77) oune HPV
nosutuBHd. Op HPV mosutusnure 13,2% (18) Oure
tunusupanu Kako HPV16, u Toa mauuenTtku co CIN1 2%
(1), co CIN2 14% (6), u co CIN3 26,2% (11). Op BRymHHOT Opoj
Ha ManueHTKu co xucronomku norepheH CIN, 66 umu
48,5% wmmarne cekcyanHo mpeHocmiBa 6onect (CIIB), u Toa
Kaj marpenTkute co CIN1 33,3% (17), CIN2 46,5% (20), CIN3
69% (29). HSV e Hajnen kaj 0,7% (1), ¥ Toa Kaj maIjueHTKU CO
CIN12% (1), CIN2 0, CIN3 0. CT e HajgeHa Kaj 2,2% (3), 1 Toa
Kkaj marpentku co CIN10, co CIN2 2,3% (1), CIN3 4,8% (2). TV
e HajfieH Kaj 20,6% (28), u Toa Kaj marentku co CIN113,7%
(7), CIN2 20,9% (9), CIN3 28,6% (12). HSV,CT u TV 3aezHo ce
Hajmenu Kaj 1,5% (2), 1 Toa Kaj matuentku co CIN1 0, CIN2
2,3% (1), CIN3 2,4% (1). Bo konrponuute 50 namyentku HPV
nosutusHy Ouse 18% (9), ox kou HPV16 6une 2% (1), HPV
HeratusHu oue 82% (41). CIIb umane 40% (20) n Toa HSV 0,
CT 0, TV 18% (9) u maneHTKY co KOMOMHKMpaHa UH(DeKIIuja
co HSV,CT u TV, 0. Konu3saiuja Gelle MHAMIMPaHa KaKo
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TpeTMaH Ha u300p Kaj BKyIHO 48,5%(66), o kou 24,3%(31)
oea co HPV16, HSV, CT u TV undexuuja. O Hus 55,8%(24)
BKYITHO off Kou 14%(6)co HPV16, HSV, CT u TV 6ea co CIN2,
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1100%(42) ox xou 59,5%(25)co HPV16, HSV, CT 1 TV 6ea co
CIN3. PesynratuTe ce TabeapHO 1 rpadUuKu MpHKasKaHA
Ha Tabena 1 u rpacukoH 1.

Ta6esna 1:
Konuzanuja
n | HPV+ | HPV- | HPVI6 | CIIb+ | CIIB- | HSV | CT TV | HSV+CT+ TV | Bkymso/ HPY,
HSV, CT, TV
9 | 1 20 30 9
KoHTponHa 50 0 0 0 0
rpyna 18% 82% 2% 40% | 60% 18%
HCTHTYBARH | 1 77 59 18 66 70 1 3 28 2 66/31
cyJan 56,6% | 434% | 13,2% | 48,5% | 51,5% | 0,7% | 2,2% | 20,6% 1,5% 48,5%/24,3%
20 31 1 17 34 1 7
CIN1 51 0 0 0
39,2% | 60,8% 2% 33,3% | 66,7% | 2% 13,7%
24 19 6 20 23 1 9 1 24/6
CIN2 43 0
55,8% | 44,2% 14% | 46,5% | 53,5% 2,3% | 20,9% 2,3% 55,8%/14%
33 9 11 29 13 2 12 1 42/25
CIN3 42 0
786% | 214% | 262% | 69% | 31% 4,8% | 28,6% 2,4% 100%/59,5%
I'padukon 1: CTYAUM BO KOUIITO € YTBP/IEHO JleKa HaCTaHYBaweTo Ha
TIPeKaHIePO3HUTE 1IePBUKAJIHY JIe3MU 3aBUCH BO TOJIeMa
o Mepa Off CeKCYalHOTO OffHecyBame Ha TalldeHTKaTa.
200 | T | PesynTaTuTe MOKaKyBaaT [ieKa MOCTOM CTaTHCTUYKA
250 Do i curiudukanTHoct p<0,25 co Odds Ratio (OR) o 1,29 u
5 W uHTepBal Ha foBepba 0,7928-2, BO (hpeKBeHIMjaTa
\ 6a 0,7928-2,0091 Bo ¢ i
\ Ha onkorenunot Tun HPV16 kaj CIN. UcToraka ce yTBpaiu

©
-
£
=

JINCKYCHJA

HSV+CT+TV
KoHycek.

Konyc kaj

HPV16,HSV,CT,TV

[lenra Ha oBaa cTyauja Oetire 1a ce oTKpue hpeKBeHIUjaTa
Ha oHKoreHuoT Tunm HPV16 u BnMjaHMeTo Ha HeroBara
aconujanuja co HSV, CT u TV uH(eKIMy Bo HacTaHYBaHETO
Ha I|epBUKAJIHM IpPeKaHIepo3HU Kou Tpeba fa Oupjar
XUpypiku Tpetupanu.. CTyaujata Oemie au3ajHUpaHa
KaKo TPOCMEeKTHBHA THUIMYHA case-control cTyauja Ha
XOCTIUTa/IHa 0a3a ¥ ce U3BefyBalle BO TeK Ha TPH IOf[MHHA
Ha ['mHekonomko-Akyiepckata Kiunuka Bo Ckomje, P.
Makegonnja. Upejata 3a n30bop Ha (pakTopute Ha pU3MK
VTBpyBame Ha HUBHATA acoljfjaljija BO HACTaHYBame
Ha CIN e fmobueHa off OpojHM NPETXOJHO HM3BEYBaHH
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neka HSV, CT u TV underuyute ce MoKHM Ko(haKTOPH Ha
oHKoreHure TunoBu Ha HPV Bo HacTaHyBamwbeTo 1 pa3BojoT
Ha LlepBUKaJIHU TIpeKaHIiepo3Hu fe3un. OBaa acolyjariyja
mery CIN u CIIb Kounrto ce cpekaBaaT BO HalllaTa CTy/1ja
e MyO/MMKyBaHa BO MUHATOTO ¥ Of OPOjHY JIPYTH aBTOPU
(Schmauz 1989[8], Kharsany 1993[9]). Xumnoresara jeka
XPOHMUHATa IepPBMKO-BarMHajHa HMH(IaMalja MoxKe
Ia ja sromemu oHKoreHocta Ha HPV ce Haora Bo MHOry
CTY/IVH, HO MIMa M TaKBH KOM ja OTprIaat Taa MOsKHOCT (de
Sanjose 1994(10]).

Bo Hamata cTyauja ce yTBpAM JieKa OHKOTeHUTe TUIIOBU
Ha HPV cemnak ce HajBakHM (DaKTOPK BO HACTAHYBAETO
¥ Pa3BOjoOT Ha IiepBUKAJHUTE TPEKaHIIePO3H, HO MOCTOU
1 curHuMKaHTHA acolijaljija Ha oBaa XeTeporeHa
rpyna Ha Bupycu co HSV, CT u TV uHbeKiuu Kako
MOKHH KO(DaKTOpPU BO HACTaHYBambeTO U Pa3BUTOKOT Ha
CIN (rabenal u rpacukl) ocodbeHo rpagyc 2 U 3 Kaj Kou e
VH/IMI[MpaHa KOHKU3alija Kako TPeTMaH Ha U300p.
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FRUKUENCA E HPV16, HERPES SIMPLEX, CHLAMIDIA TRACHOMATIS DHE TRICHOMONAS
VAGINALIS TE PACINTET ME LEZIONE PREKANCEROZE CERVIKALE TE MITRES TE TE
CILET INDIKOHET KONIZIMI

Dimitrov Goran', Xhikova Elena', Rufati Nagip®, Antovska Vesna', Dinitrov Gligor?

! Klinika Universitare Gjonekol,ogjike-obstetrike
2 Spitali I pergjithshem Remedika Shkup
5 Qendra Klinike spitalore Tetové

PERMBLEDHJE

Hyrje: Fshté e njohur se sémundjet gé barten né ményré seksuale (SBS) asocohen me incidencé té larté té
neoplazisé cervikale intraepitelijale (NCI)

Qéllimi: Té pérdéftohet frekuenca e HPV16 dhe bashkéveprimi i ndérsjellté me Herpes simplex virus (HSV),
Chlamydia Trachomatis (CT) dhe Trichomonas vaginalis (TV), si dhe faktorét e ndodhisé té lezioneve te té cilat
éshté inicuar konizimi.

Metodat dhe materialet: Jané testuar 136 paciente me NCI té vértetuar me histologji dhe 50 kontrollime me
rezulltate normale citologjike dhe kolposkopike.

Rezultatet: Prej 136 pacienteve me NCI, 56.5% HPV+, 48.5% kané pasur sémundje gé barten né ményré
seksuale. Né kontrollimet HPV+ ishin 18%. Konizim i inicuar ishte tek 48.5%. Né 50% prej tyre jané vértetuar
HPV16, HSV, CT, TV.

Diskutimi: Frekuenca e HPV16 éshté e réndésishme pér ndodhjen e NCI. HSV, CT dhe TV jané kontrafaktoré
té mundshém sidomos pér lezionet pér té cilat éshté inicuar konizimi.

Pérfundim: HPV16 éshté faktori mé i réndésishém qé rezikon ndodhjen sidomos té stadiumeve mé té larta té
NCI dhe sébashku me SBS éshté nxités i réndésishém i lezioneve NCI te té cilat éshté inicuar konizimi.

Fjalét kryesore: Neoplazia cervikale intraepitelijale (NCI), konizimi, human paplioma virus (HPV), faktoré té
rrezikut dhe kofaktoré, Herpes simplex virus (HSV), Chlamydia Trachomatis (CT), Trichomonas vaginalis (TV),
lezione cervikale parakancerogjene.
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SITUATA EPIDEMIOLOG]IKE E HIV/AIDS NE SHQIPERI, NE VITIN 2011

Marjeta Dervishi, Silvia Bino!, Roland Bani, Shpétim Qyra!, Redona Dudushi', Florinda Balla'

IInstituti Shéndetit Publik, Tirané, Shqipéri

Medicus 2013, Vol. 18 (1): 43-48

PERMBLEDHJE

Bazuar né statistika Shqgipéria mbetet njé vend me prevalencé té ulét té infeksionit HIV. Deri né fund té
infeksionit 2011, né Shqipéri jané raportuar 485 raste me HIV/AIDS. Shpérndarja e rasteve HIV pozitive né
vite tregon gé tendeca éshté né rritje. Né vitin 2011 jané raportuar 72 raste té reja, 40 prej té cilave né
stadin AIDS. Niveli i infeksionit HIV né 2011 ishte 2.25 pér 100 000 banoré, niveli mé i larté vjetor i hasur né
periudhén 1993-2011. Né total, 40% e rasteve kané zhvilluar AIDS dhe 19 % e tyre kané vdekur nga shkage té
lidhura me AIDS. Shpérndarja sipas seksit tregon se 70% jané meshkuj dhe 30% jané femra. Rruga seksuale
éshté ményra kryesore e transmetimit té infeksionit HIV, 82% e kané marré kété infeksion népérmjet rrugés
heteroseksuale, 10% permes mardhénieve homo-biseksuale, 4% nga néna te fémija, 2.5% nga transfuzioni i
gjakut, mé pak se 1% jané raportuar si pérdorues intravenozé té drogés. Shumica e rasteve ose 66% i pérket
grupmoshés 25-49 vjec, 5% e totalit i pérket fémijéve té grupmoshés 0-15 viec. 33% e rasteve gé jetojné me
HIV/AIDS marrin terapiné me antiretroviralé (ART). Vetém institucioni publik Qendra Spitalore Universitare
Tirane, (QSUT), siguron ndjekjen dhe trajtimin me anti retroviralé pér personat qé jetojné me HIV/AIDS. Né

2011, aférsisht 26000 persona mbi 15 vjec, jané testuar pér HIV né Shqipéri.

Fjalé kyce: HIV/AIDS, epidemiologji, prevalencé, rrugé transmetimi.

HYRJE

HIV/AIDS-i éshté njé nga problemet mé madhore té
shéndetit, pasi sémundjet e lidhura me AIDS-in pérbéjné
njé nga shkaget mé té réndésishme té vdekjeve né boté.
Sipas parashikimeve, ato do té vazhdojné té jené njé nga
shkaget kryesore té vdekjeve té parakohshme edhe né
dhjetévjecarét e ardhshém. Nga té dhénat e raportit té
UNAIDS-it té vitit 2010 mbi epideminé botérore té AIDS-
it vlerésohet se né vitin 2010 afro 34 milioné (31.6-35.2
milion) njeréz jetonin me HIV dhe midis tyre 2.5 milioné
(1.6 - 3.4 milloné) ishin fémijé nén 15 vjec. Njékohésisht,
po né vitin 2010, jané evidentuar rreth 2.7 milioné (2.4-2.9
milioné) raste té reja me HIV. Numri i rasteve té infektuara
me HIV éshté duke u ulur, madje né disa vende mé shpejt
se né té tjerét. Incidenca e HIV-it ka réné né 33 vende, 22
prej té cilave né Afrikén Sub-Sahariane, gé mbetet rajoni
mé i prekur nga epidemia e AIDS-it. Ndérkohé, si pasojé
e rritjes sé aksesit né shérbimet e parandalimit nga néna
té fémija, vérehet njé ulje e numrit total té fémijéve té
lindur me HIV.

Né vitin 2010 u diagnostikuan vetém 390 000 (340
000-450 000) raste té reja te fémijét duke evidentuar
njé rénie prej 30% krahasuar me vitet 2002-2003 ku

kjo shifer ishte 560 000 (500 000-630 000). Né vitin
2010, numri i vdekjeve té lidhura me AIDS-in éshté ulur
nga 2.2 milioné (1.9-2.3 milioné) qé ishte né mesin e
viteve 2000 né shifra qé vlerésohen té jené 1.8 milioné
(1.6-1.9 milioné). Kjo ulje pasqyron rritjen e mundésisé
pér trajtim mé antiretroviralé, por edhe pér kujdes e
mbéshtetje. Gjithsesi, vlerésimet tregojné se né vitin
2010 humbén jetén nga sémundjet e lidhura me AIDS-in
260.000 (150.000-360.000) fémijé, njé shifér prej 19% mé
pak se ajo qé u vlerésua né vitin 2004. Kjo prirje pasqyron
edhe njéheré shtrirjen e shérbimeve té parandalimit té
transmetimit té HIV-it te fémijét si dhe rritjen, ndonése
té ngadalté, té aksesit né trajtimin pér fémijét (1, 2, 3, 6).

Epidemia e HIV/AIDS-it né Shqipéri éshté shfaqur
relativisht mé voné krahasuar me vendet e tjera
evropiane. Né rast se do t'u referoheshim shifrave té
EUROHIV-it, ku pasqyrohet mbikéqyrja e HIV/AIDS-it né
Evropé sipas OBSH-sé dhe ECDC-sé, Shqipéria bén pjesé
né vendet e Evropés Qendrore sé bashku me shumicén
e vendeve té Evropés Juglindore (Shqipéria, Bosnja dhe
Hercegovina, Bullgaria, Kroacia, Magedonia, Mali i Zi,
Rumania dhe Serbia) dhe vende té tjera té BE-sé (Cekia,
Hungaria, Polonia, Qiproja, Sllovakia, Sllovenia) dhe
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Turgia. Ky rajon paraget shifrat mé té uléta té rasteve té
reja me HIV (1.4/100000 banoré), por me njé numér mé té
larté té rasteve né moshat e reja krahasuar mé Evropén
Peréndimore dhe até Lindore (18.9%). Bazuar né té dhénat
seroepidemiologjike qé nga viti 1993 (vit né té cilin éshté
diagnostikuar personi i paré i infektuar me virusin HIV)
deri né fund te vitit 2011, numri i té diagnostikuarve
me HIV/AIDS né vendin toné arrin né 485 persona (4).
Burimet kryesore té té dhénave té profilit epidemiologjik
té HIV/AIDS né vendin toné jané si me poshté:

Programi Kombétar i HIV/AIDS.

Shérbimi Infektiv prané QSUT.

Shérbimi Pediatrik prané QSUT

Spitali Universitar i Sémundjeve té Mushkérive.
Qendra Kombétare e Transfuzionit té Gjakut.
Qendrat e Késhillimit dhe Testimit Vullnetar né
nivel prefekture.

Organizata té ndryshme jo-geveritare (0JQ)

8. Drejtorité e Shéndetit Publik né rrethe, etj.

O U e e

~

QELLIMI I PUNIMIT

Té rishikojé, té analizojé dhe té dokumentojé situaten
epidemiologjike té HIV/AIDS né Shqipéri, deri né fund té
vitit 2011.

MATERIALI DHE METODA

Né kéte punim jané paragitur té dhénat e rasteve
seropozitivé te diagnostikuar deri né fund té vitit 2011.

Né periudha té ndryshme
popullata té ndryshme:

jané serosurvejuar grup-

m Persona té suspektuar nga klinika té ndryshme.

m Dhuruesit e gjakut

m Persona me sjellje risku pér HIV/AIDS (vullnetaré)
]

Persona qé i pérkasin grupeve vulnerabél ndaj HIV/
AIDS (Pérdorues té drogés me injektim, punétoret e
seksit, meshkuj qé kryejné seks me meshkuj, viktima
té trafikimit etj)

m Persona té politransfuzuar
m Gra shtatzana
m Persona qé kérkojné testim pér efekt dokumentash
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Duke gené se vendi yné éshté njé vend me prevalencé
té ulét té infeksionit HIV, atéheré vémendja éshté
pérgendruar te grupet mé né risk.

Sipas rekomandimeve té OBSH mbi Survejancén e
Gjeneratés sé Dyté, jané kryer disa heré Studimet Biologjike
dhe té Sjelljeve (Bio- BSS, pérkatésisht né vitet 2005, 2008
dhe 2011), né grupet vulnerabél té listuara mé poshté (8).

m Pérdoruesit e drogés me injektim (PDI)
m  Meshkuj qé kryejné seks me meshkuj (MSM)
m Komuniteti ROM

Né studimin e vitit 2005 éshté kryer kjo survejancé edhe
né popullatén e pérgjithshme.

Kéto studime pércaktojne prevalencén e HIV-it né grupet
me risk mé té larté dhe ndihmojné né njé planifikim mé
té miré té programeve té parandalimit.

Té dhénat e sjelljeve pér personat qé testohen pér
HIV mblidhen nga plotésimi i skedés sé HIV-it, skedé e
miratuar nga Ministria e Shendetésisé.

Pérsa i pérket pjeses biologjike kampionet pozitive
(reaktive) me ELISA jané konfirmuar me testin Western
Blott ne Laboratorin Kombétar te Referencés se HIV/AIDS
né Institutin e Shéndetit Publik ose prané Laboratorit té
Mikrobiologjisé, né QSUT.

REZULTATET DHE DISKUTIMI

Gjaté vitit 2011 jané diagnostikuar 72 raste me HIV/AIDS,
duke paraqitur njé nivel té rasteve té reja té infektuara
me HIV/AIDS prej 2.25 raste /100 000 banore, niveli
mé i larté i hasur né vendin toné. Numri i pérgjithshém
(kumulativ qysh prej vitit 1993 té rastit té paré té
diagnostikuar me HIV né vendin toné) i rasteve HIV
pozitive rezulton té jeté 485 raste, (Pasqyra 1, Grafiku 1).
Vihen re garté tendencat né rritje té infeksionit HIV nga
viti né vit. Nga 72 rastet incidente té vitit 2011, 40 raste
kané shfaqur AIDS-in .

Numri total i rasteve me AIDS shkon né 199 raste ose
41%, ndérsa numri i vdekjeve nga AIDS shkon né 93 raste
ose 19% (7 raste jané vdekje nga AIDS né 2011, 6 prej te
ciléve jané raste té diagnostikuara né vitin 2011 dhe 1 rast
i diagnostikuar né vitin 2008).

Pasqyra 1: Shpérndarja e rasteve me HIV/AIDS né vitet 1993-2011

Vitet | ‘93 | ‘94 | ‘95 | 96 | ‘97 | ‘98 | ‘99 | ‘00 | ‘01

‘02 | 03| ‘04|05 ‘06| ‘07| ‘08| ‘09| ‘10 | 1l

HvV+| 2 | 9 (12 (7 |3 |5 | 410120

26 | 21 |29 | 31 | 32|44 |49 | 61 | 48 | 72

AIDS 1 4 13| 2 1 4 | 12

10569 | 7 |18/]20 322 |40
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Grafiku 1: Shpérndarja e rasteve HIV/AIDS né vitet
1993-2011

Nr. Raste
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Nga ky grafik duket garté tendenca né rritje e numrit
te rasteve té diagnostikuara nga viti né vit. Njé pjesé e
madhe e rasteve diagnostikohen né stadin AIDS, pra
béhet fjalé pér njé diagnostikim té vonshém té tyre. Ky
fakt mbéshtetet edhe nga té dhénat e shpérndarjes sé
rasteve sipas referimit té tyre, té treguara né pasqyrén 2.

Pasqyra 2: Shpérndarja e rasteve me HIV/AIDS né
vitet sipas referimit 1993-2011

Referimi Pergindja
Klinikat 60 %
Vullnetare 14 %
Ndjekje epidemiologjike 14 %
QKTGJ 11%
Per efekt dokumenta 1%
Total 100.0%

Shpérndarja e rasteve me HIV/AIDS sipas gjinisé, tregon
se né vitet e para té fillimit té epidemisé sé HIV/AIDS né
vendin toné (1993-2000), femrat pérbénin nje pérgindje
mjaft te ulét ne krahasim me meshkuijt; mé pas u duk
garté njé tendencé feminizimi, vitet e fundit kjo tendencé
né rritje po zévendesohet me nivel té géndrueshém té
peshés specifike té femrave né totalin vjetor té rasteve té
raportuara pér cdo vit. (pasqyra 3, Grafiku 2).[ 7,8]

Shpérndarja totale tregon se meshkujt pérbéjné 70% te
rasteve kundrejt femrave qé zéné 30% te ketij totali.

Nése i referohemi vitit té fundit 2011, nga 72 rastet e reja
té vitit 2006, 52 jané meshkuj dhe 20 jané femra. Eshté
rritur numri i rasteve qé diagnostikohen né cift, vetém
né vitin 2011, 16 raste HIV pozitive jané diagnostikuar
né cift, cka thekson edhe njéheré rrugén seksuale té
transmetimit HIV-it né vendin toné.

Pasqyra 3: Shpérndarja e rasteve HIV-sipas gjinisé

pér periudhén 1993-2011
. Meshkuj (Nr. Femra

Vitet Rasttle)( (Nr. Raste)
1993-1996 24 6

1997

1998

1999

2000 7

2001 17

2002 16 10

2003 13 8

2004 18 1

2005 22 9

2006 21 1

2007 31 13

2008 30 19

2009 43 18

2010 33 15

2011 52 20

Totali 339 146

Grafiku 2: Shpérndarja e rasteve né pérqindje sipas
gjinisé pér periudhén 1993-2011
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Shpérndarja gjeografike e rasteve me HIV/AIDS tregon
se 545 % e tyre i pérket vendbanimit Tirané, ndérsa
rrethet e tjera né ndryshim té madh nga Tirana zéné
njé pérgindje mé té vogél (< 5%). Njé informacion mé te
sakté mbi shpérndarjen e rasteve sipas vendbanimit jep
harta e prevalencés (raste /100000 banoré) sé HIV-it sipas
rretheve.

Harta tregon se shpérndarja e rasteve éshté shtriré né
shumicén e rretheve te vendit, duke mbetur jashté vetém
4 rrethe te vogla.
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Prevalenca (raste/100000 banore) e HIV/AIDS sipas
rretheve deri ne vitin 2011

Me pak se 1
1-6

7-13

14-23

24 e me shume

Rastet e diagnostikuara si seropozitive pér HIV jané té
shpérndara (0-5 vjec) deri né moshén e avancuar (mbi 65

vjec).
Grupmosha mé e prekur nga HIV/AIDS rezulton té jeté ajo
25-49 vjec, qé zé 73 % té totalit té rasteve. Kjo grupmoshé,

seksualisht aktive tregon edhe njeheré qé né vendin tone
predominon rruga seksuale e transmetimit.

Té rinjté 15-24 vjec zéné pothuajse 8.5% té totalit té
rasteve, por nisur nga studimet e ndryshme té sjelljeve
me risk té fokusuara te ky grup, ne i konsiderojmé
kete grupmoshé si njé grup vulnerabél [Most At Risk
Adolescents (MARA); BIO-BSS etj].

Fémijét (0-15vjec) pérbéjne 5% té rasteve né total, ku 18
ose 75% e tyre e kané marré kété infeksion népérmjet
transmetimit vertikal dhe vetém 6 ose 25 % e tyre
népérmjet transfuzionit té gjakut.

Vetém né vitin 2011 u raportuan tre raste té reja té
infektuara me HIV népérmjet transmetimit vertikal,
fakt ky gé déshmon se ka ardhur koha pér krijimin e njé
Programi Kombétar té Parandalimit te HIV nga néna
te fémija. Nga njé vlerésim i nevojave psiko-sociale dhe
ekonomike té familjeve té femijeve qé jetojne me HIV/
AIDS né vendin tone, dolén njé seré problemesh qé
bashkéshogéronin  problemin shéndetésor té kétyre
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fémijéve, pér té cilat u sugjeruan dhe rekomandimet
pérkatése. Disa prej kétyre rekomandimeve jané:

m Pérfshirja e testimit dhe e késhillimit pér HIV pér
graté shtatzéna né paketén e shérbimeve bazé té
kujdesit té paralindjes.

m  Krijimi i njé Programi Kombétar pér Parandalimin e
Transmetimit nga Néna te Fémija (PKPTNF) qé do té
reduktonte lindjen e njé fémije HIV pozitiv nga néna
e infektuar me HIV. [5]

m Mbéshtetja psikosociale dhe ekonomike pér fémijét
me HIV/AIDS dhe pér familjet e tyre.

m Njohja e Ligjit té HIV/AIDS-it nga té gjithé aktorét
dhe zbatimi i tij me korrektési. Shogérimi i Ligjit me
mjete financiare e ndoshta edhe me njé udhézues pér
té lehtésuar zbatimin e tij. [11]

m Trajnimi i vazhdueshém i personelit shéndetésor (i
mjekéve, infermieréve), mesuesve, psikologeve mbi
problemet e HIV/AIDS-it.

m Fuqizimi i gendrave té késhillimit dhe té testimit
pér HIV né rrethe, rishikimi i protokolleve dhe i
standardeve té funksionimit té tyre pér t'i béré kéto
shérbime sa mé té efektshme.

m Trajnimi i medias mbi problemet e HIV/AIDS-it
né ményré gé té mos pérballemi mé me situatat e
pakéndshme qé e kané thelluar mé tej stigmatizimin
ndaj personave me HIV/AIDS. Fushatat sensibilizuese
té shtrihen gjaté gjithé vitit dhe jo vetém me rastin e
1 Dhjetorit.

Pasqyra 4: Shpérndarja e rasteve HIV/AIDS sipas
grup-moshave gjaté periudhés 1997-2011

g |=|515155|5|858|5|8|5|8|5| 5
B B P e e e P P P A P e
1997 1 2

1998 112 1 1

1999 111 1
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2003 211 11312714 1
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2008 1 5131919121431 2
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2010 21313161(1013(6(2(31412
2011 2 1111212191219 18|7 1|31
Totali|2 (14|52 |7 (29(55|71(88|64{44(22 (13|14 |11
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Shpérndarja sipas rrugés sé transmetimit tregon se né
84 % te rasteve, HIV/AIDS éshté transmetuar népérmjet
rrugés heteroseksuale, 9% e rasteve i pérkasin grupit té
meshkujve qé kryejné seks me meshkuj (MSM), aférsisht
4% e zé rruga vertikale e transmetimit, 2.5 % e zé
rruga e transmetimit té HIV népérmjet gjakut dhe né
pergindje mjaft té vogél e kemi ndeshur kété infeksion
tek pérdoruesit e drogés me injektim, duke mos gené té
sigurté per ményrén sesi e kané marré kéta pérdorues
kété infeksion, népérmjet shkémbimit té shiringave apo
rrugés seksuale.

Pasqyra 5: Shpérndarja e rasteve HIV/AIDS sipas
rrugéve té transmetimit gjaté periudhés

Nga viti 2004 né vendin toné ofrohet terapia falas me
antiretroviralé, 161 raste (147 te rritur dhe 14 femije)
marrin keté terapi prane Sherbimit Infektiv dhe atij
Pediatrik, prane QSUT deri né fund té vitit 2011.Qé nga viti
2007 né vendin toné funksionojné gendrat e Késhillimit
dhe Testimit Vullnetar (KTV) né nivel prefekture, té cilat
ofrojné késhillim pér té gjithé personat qé testohen pér
HIV. Megjithaté duhet té theksohet se pavarésisht nga kjo,
numri i testimeve vullnetare mbetet né nivele té uléta
cka do té thoté se duhet té punohet mé shumé pér t'i béré
mé efektive kéto shérbime.

Pasqyra 6 sjell njé informacion té detajuar mbi numrin
e testimeve pér HIV gjaté vitit 2011 (vullnetaré, té

1993-2011 rekomanduara dhe té detyruara) té shpérndara sipas
— gendrave ku jané kryer kéto testime. Shihet garté se
3 2 E_| 2 dominojné testimet e detyruara te donatorét e gjakut,
Vitet E, 42 % = e % 'S | ndérsa testimet vullnetare zéné vetém 6.4 % té totalit té
2 = S | ES| 28| € | testimeveté kryera pér HIV.
£ ~ | & =)
1993 1 1 = Pasqyra 6: Shpérndarja e numrit té testimeve pér HIV
1994 5 7 7 gjaté vitit 2011, sipas institucioneve ku
1995 9 7 1 jané kryer kéto testime
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2007 37 1 2 1 3 KLINIKA
2008 | 2 | 1 amuLATORE | 1 | O3 0|
2009 | Sl / 1 2 TOTALI 1677 | 1583 | 22745 | 26005
2010 44 3 1
2011' 64 5 3 Té gjithé personave qé jané paragitur si vullnetaré né
Totali | 405 44 12 4 18 1 Institutin e Shéndetit Publik ose né VCT e rretheve, ju

Grafiku 3: Shpérndarja e rasteve HIV/AIDS sipas
grup-moshave gjaté periudhés 1993-2011
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éshté ofruar késhillimi para dhe pas testimit.[9]

PERFUNDIME

1. Shgqipéria vazhdon té mbetet njé vend me prevalencé té
ulét té infeksionit HIV, me nje tendencé ne rritje, duke
fokusuar vémendjen né grupet me risk mé té madh.

2. Né vendin toné predominon rruga seksuale e trans-
metimit té HIV.

3. HIV/AIDS ndeshet né té gjitha moshat, por grupmosha
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mé e prekur éshté 25-45 vje, cka thekson edhe njéheré 5. 'WHO 2011. Towards the elimination of mother to child

dominimin e rrugés seksuale té transmetimit. transmission of HIV.
4. Rastet mé té shumta té té infektuarve me HIV jané né 6. UNAIDS, WHO, 09 AIDS epidemic update.
Tirané. 7. QYRA SH. Studim seroepidemiologjik mbi infeksionin
5. Numri i testimeve vullnetare pér HIV mbetet né nivele HIV pér vitin 2005 né Shqipéri. Revista mjekésore 2006;
té uléta dhe njé pérgindje e konsiderueshme e rasteve 2;19-28.

HIV pozitive diagnostikohen né stad té avancuar, ndaj g BQOCI M. HIV/SIDA né Shqipéri, véshtrim i pérgjith-
kérkohet informim i vazhdueshém i popullatés pér HIV/ shém, 2006.

AIDS-in dhe t& nxitet testimi vullnetar pér HIV. 9. UNAIDS /WHO. World Health Organization and joint
united nations programme on HIV/AIDS , 2000: “Guide-
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SERO-EPIDEMIOLOGICAL STUDY OF HIV INFECTION ON 2011 IN ALBANIA

Marjeta Dervishi!, Silvia Bino!, Roland Bani,'Shpétim Qyra!, Redona Dudushi', Florinda Balla!
Institute of Public Health, Tirana, Albania

SUMMARY

Based on the statistics Albania remains a low HIV prevalence country. By the end of 2011, Albania has reported
a cumulative total of 485 cases. The distribution of HIV cases in years shows that the trend is going up. For
the year 2011, 72 new cases were reported, 40 out of them in the stage of AIDS. The rate of newly diagnosed
HIV infections in 2011 was 2.25 per 100 000 population, which is the highest rate /per year, in the period 1993-
2011. In total 40% of them have developed AIDS and 19 % of them died from AIDS-related causes. According
to the distribution by sex, 70% were males male and 30% females. Sexual transmission is most common way
of infection, 82% were transmitted via heterosexual contact, 10% via homo-bisexual intercourse, 4% from
mother to child transmission, 2.5 % from blood transfusion, less than 1% has been reported as IDU (Injecting
Drug User). Most of the cases (or 66%) of them belong to the age group 25-49 yr. old; 5% of the total belong
to the age group 0-15 yr. old. 33% of PLWHA were on antiretroviral therapy (ART). The only governmental
institution providing follow-up and antiretroviral therapy (ART) for people living with HIV in Albania is the
University Hospital Centre, in the capital city of Albania. In 2011, approximately 26 000 people over 15 yr. old
were tested for HIV in Albania.

Key words: HIV/AIDS, epidemiology, prevalence, way of transmission
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ECURIA E PROCESIT KARIOZ NE DENTICIONIN E P_ERZIER TE F_EMI]ET
E MOSHES 7 DERINE 10 VJEC NE QARKUN E DURRESIT, SHQIPERI

Fiorda Mezini

Specialiste stomatologjie né Qendrén e Shéndetit Durrés Pedagoge né Universitetin Planetar té Tiranés
Medicus 2013, Vol. 18 (1): 49-54

ABSTRAKT

Kariesi i dhémbéve éshté njé problem madhor i shéndetit té gojés. Megjithaté, studimet e béra né lidhje me
kété sémundje té dhémbéve dhe né vecanti né raport me denticionin e pérzier te fémijét, jané disi né numeér té
kufizuar.

Qéllimi i kétij studimi ishte té pércaktohej niveli i kariesit té dhémbéve te fémijét 7-10 vjec té garkut té Durrésit.

Kariesi i dhémbéve u vlerésua né pérputhje me kriteret e OBSH(1997) duke pérdorur indeksin dmft pér dhémbét
e qumeéshtit dhe indeksin DMFT pér dhémbét e pérhershém, ku d/D tregon numrin e dhémbéve té prishur, m/M
tregon numrin e dhémbéve té munguar pér shkak té kariesit; f/F tregon numrin e dhémbéve té mbushur, dhe
t/T dhémbét.

Né pérfundim té studimit rezultoi gé dmft pér fémijét e moshave 7,8,9 dhe 10 vjec ishte respektivisht 3.7, 4.3, 3.6,
2.1. DMFT po pér kéta fémijé té moshave 7,8,9 dhe 10 vjec ishte respektivisht 0.48 , 4.3, 3.6, dhe 1.7.

Prevalenca e kariesit ishte 92.1%. Duket gé prevalenca e larté e kariesit né dhémébt e pérkohshém éshté njé

faktor gé rrit riskun pér karies té dhémbéve té pérhershém.

Fjalét kyc: karies i dhembéve, denticion miks, prevalencé, dmft, DMFT.

HYRJE

Kariesi i dhémbéve éshté njé problem madhor i shéndetit
oral. Pasojat e tijjané dhimbja, vuajtja dhe ulja e cilésisé sé
jetés te fémijét [3]. Prevalenca e kariesit té dhémbéve né
popullata dhe shtrirja e tij né individ varion. Prevalenca
e kariesit gjithashtu varion me kalimin e kohés dhe
né varési té zonave gjeografike. Mbi 95% e vendeve te
zhvilluara jane té prekura nga kariesi [16,1,23].

Shumé studime jané kryer pér té pércaktuar etiologjiné,
prevalencén dhe trajtimin e Kkariesit, por numri i
studimeve né lidhje me prevalencén e Kkariesit né
denticionin e pérzier éshté shumé i kufizuar. Mbledhja e
té dhénave né lidhje me shfagjen e kariesit né denticionin
e pérzier ka njé réndési té madhe sepse kjo periudhé
éshté koha kur né gojé gjenden si dhémbét e quméshtit
dhe ata té pérhershém. Kjo periudhé normalisht zgjat nga
mosha 6-11 vjec.

Kariesi i dhémbéve u vlerésua né pérputhje me kriteret e
OBSH (1997) duke pérdorur indeksin dmft pér dhémbét e
quméshtit dhe indeksin DMFT pér dhémbét e pérhershém,
ku d/D tregon numrin e dhémbéve té prishur, m/M tregon
numrin e dhémbéve té munguar pér shkak té kariesit; f/F
tregon numrin e dhémbéve té mbushur, dhe t/T dhémbét.

Prevalenca e kariesit pér fémijét me moshé 6-11 vjec
vlerésohet nga shuma totale e regjistruar e vlerave té
dmft dhe DMFT respektivisht pér dhémbét e quméshtit
dhe pér dhémbét e pérhershém.

Ka evidenca té mjaftueshme gé déshmojné se prevalence
e kariesit éshté reduktuar ndjeshém gjaté dy dekadave té
fundit pér grup-moshén e re té popullsisé né shumé vende
té zhvilluara. Edhe pse shkencétarét nuk bien dakort kur
éshté fjala pér renditjen e faktoréve qé kané ndikuar né
kété dukuri, pérdorimi i gjeré i florit shpesh cilésohet si
faktori gé ka luajtur rolin kryesor [2,11,18].

Studimet epidemiologjike béjné té mundur monitorimin
e popullatés pér té vlerésuar nivelin e trendeve té
indikatoréve té shéndetit té gojés. Pér pasojé, morbiditeti
dhe nevojat pér trajtime mund té orientojné ndérmarjen
e nismave pér programe té shéndetit gé pérmbushin kéto
nevoja té tij.

Njé numér i madh studimesh epidemiologjike té kryera
kudo né boté kané déshmuar pér njé lidhje direkte midis
kariesit dhe faktoréve té ndryshém, sikurse jané: faktorét
e sjelljes, faktorét social, faktorét ekonomik dhe faktorét
klinik. Né kéto studime theksohet se larja e dhembéve
dhe praktikat e ruajtjes sé higjenés sé gojés jané faktoré
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kryesoré té lidhur me pérhapjen e kariesit [19,24,4].
Autoré té tjeré kané arritur né pérfundimin se prevalenca
e kariesit shtohet me rritjen e moshés [4,5-12].

Né shumé studime té béra né vende té ndryshme rezulton
se kariesi i dhémbéve té quméshtit ndikon mé shumé se
variablat e tjeré né kariesin e dhémbéve té pérhershém.
Kjo lidhje mes tyre ndryshon nga ndikimi i kariesit nga
faktorét socio-ekonomik [4,12,9,15,13].

Autoré té tjeré kané publikuar njé lidhje midis kariesit
dhe gjinisé. Sipas tyre, te meshkuijt vihet re njé prevalence
mé té larté e kariesit sesa te femrat [7,12,10]. Njé situate e
ngjashme éshté véné re edhe pér dhémbét e pérhershém
[17,20,21,22].

Ky studim u krye pér tu dhéné pérgjigje pyetjeve té
méposhtme:

1. Cilaéshté gjendja e kariesit té dhémbéve te fémijét 7-10
vje¢?

2. Si té pérmirésohen né té ardhmen politikat pér menax-
himin e kariesit né denticionin e pérzier?

3. Teé grumbullohen té dhéna qé do té shérbejné si refer-
enca pér krahasime me studime té ngjashme né té ardh-
men qé té percaktohet nése situata éshté pérmirésuar
apo éshté pérkeqésuar?

MATERIALET DHE METODAT

Pér kryerjen e kétij studimi u pérzgjodhén né total 585
(n=585) fémijé té moshés 7-10 vjec té qarkut té Durrésit.
Studimi filloi né shtator té vitit 2011 dhe pérfundoi né
prill té vitit 2012. Pér kété géllim, fillimisht u plotésua
njé pyetésor pér cdo fémijé ku u regjistruan emri, mosha,
gjinia.

Né studim u pérfshiné vetém ata fémijé té cilét dhané
pélgimin e tyre dhe pér té cilét u mor dhe aprovimi i
mésuesve dhe prindérve té tyre.

Ekzaminimet intraorale u béné népér klasa né shkolla 9
vjecare, me ané té sondés, pasqyrés dhe drités. Radiografité
nuk u pérdorén pér té diagnostikuar kariesin.

Té dhénat e grumbulluara pér kariesin e dhémbéve u
regjistrua duke pérdorur indeksin DMFT pér dhémbét
e pérhershém, dhe dmft pér dhémbét pérkohshém, ku
(D=té prishur, M=mungojné, F=té mbushur, T=dhémbé),
né pérputhje me kriteret e OBSH(1997).

Té dhénat e grumbulluara u pérpunuan me versionin
10.0 té programit SPSS qé pérdoret pér pérpunime
statistikore shéndetésore.
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REZULTATET
Mostra e studimit

U mblodhén té dhéna pér 585 fémijé té moshés 7-10 vjec
té cilét pérbéheshin nga 293 (50.1%) fémijé meshkuj dhe
292 (49.9%) fémijé femra. Mesatarja e moshés sé fémijéve
té marré né studim ishte 8.5 .Mesatarja e moshés pér
fémijét meshkuj ishte 8.4 dhe pér fémijét femra ishte 8.6,
té cilat nuk pérbéjné ndonjé ndryshim domethénés. Nga
pérpunimi i té dhénave té formularéve té plotésuar me té
dhénat e mbledhura rezultuan parametrat méposhtém:

PRANIA E KARIESIT TE DHEMBEVE
Dhémbét e quméshtit

Njégind e njé fémijé (17.2%) nuk kishin karies né dhémbét
e quméshtit. Nga kéta 51 (8.7%) ishin meshkuj dhe 50 (8.5%)
ishin femra.

Katérgind e tetédhjeté e katér fémijé (N=484) (82.7%)
rezultuan se kishin karies né njé ose mé shumé dhémbé
quméshti.

Shpérndarja e fémijéve qé kishin nga 1 deri né 12 dhémbé
té prishur paragitet né tabelén 1.

Tabela 1. Shpérndarja e indeksit t¢ DMFT pér
dhémbét e quméshtit dhe té pérhershém té
mostrés né studim.

dmft/DMFT dh.e;l Eérk?;l)lém dh.e r[;rérh?;jhém
0 101 301

1 69 79

2 86 130

3 73 38

4 78 32

5 53 3

6 39 1

7 29 1

8 27

9 12

10

1 6

12

Total 585 (100) 585  (100)

Tabela 2 tregon vlerén e mesatares sé dmft ndérmjet
meshkujve dhe femrave.
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Tabela 2. Krahasimi i dmft/DMFT ndérmjet
meshkujve dhe femrave

Frekuenca e prekjes sé dhémbéve té pérhershém

Ne tabelén 3 éshté paragitur numri total i dhémbéve té
pérheshém me DMFT>0 dhe pérgindja e rasteve té prekur
nga kariesi (DMFT=0) pér secilin prej kéture dhémbéve.

Tabela 3. Nr.dhe pérgindja e dhémbéve té pérhershém
té prekur nga kariesi (DMFT=0).

Dhémbét e pérhershém

Tregind e njé fémijé (51.4%) nuk kishin karies né dhémbét

Numri Mesatarja e dmft/DMFT e pérhershém. Nga kéta 157(26.8%) ishin meshkuj dhe 144

Dh.quméshti (24.6%) ishin femra. Pravalenca e kariesit ishte 48.6%.
Jg/iensl};l;u] ?31 Fémijét me karies kishin vlera té DMFT nga 0 né 7 nga té

Dh.Pérhershem cilét 247 (42.2%) kishin njé DMFT ndérmjet 1 dhe 3.
Meshkuj 09 Vlerat e frekuencés sé kariesit pér premolarét e
Femra 1.0 pérhershém 45, 44, 25, 24 ishin respektivisht 1.8%, 0.2%,

0.2%, 0.3%. Mé shumé té prekur nga kariesi rezultuan
molarét e paré té poshtém té pérhershém (36-35% dhe
46-32.4%), krahasuar me molarét e pérhershém té sipérm
(16-12.5% dhe 26 -12.8%).

Fémijét qé nuk kishin karies as né dhémbét e quméshtit
dhe as né dhémbét e pérhershém pérbénin 7,8% (N= 46) té
fémijéve té maré né studim. Prevalenca e kariesit né total
dmth dmft dhe DMFT>0 ishte 92.1% (N=539).

Dhémbi Numri i rasteve Pérgindja e
émbi : O
me karies kariesit (%) Tabela.4 Gjendja e 8 molaréve té quméshtit te 7
1 9 15 viecarét
12 6 1
13 0 0 o Nr (%)
14 0 0 0 1 2 3
15 0 0 D55(142) 100 42 1
16 75 125 D54(138) 96 42 5
21 4 07 D65(141) 100 4 2
22 3 0.5 D64(141) 106 33 2
23 0 0 D75(136) 86 49 7
;‘5‘ i 8; D74(136) 75 61 7
% - 12"8 D85(137) 84 53 6
7 1 02 D84(137) 91 46 6
32 0 0 Gjendja e dhémbéve: 0=i shéndetshém; 1=i prishur; 2=i
33 0 0 mbushur; 3=mungon.
34 1 0.2
35 2 0.3 ST e I
36 T %5 Tabela 5. G].end]:i e 8 molaréve té quméshtit te 8
4 1 02 viecaret
42 1 0.2 Nr (%)
43 0 0 nr 0 1 2 3
44 1 0.2 D35(151) 9 55 : 6
4 11 18 D54(155) 11 7 2 9
e i T ———
D64(148) 104 44 - 9
Gjendja e molaréve té quméshtiit te fémijét 7,89 dhe 10 | pz5(131) 64 66 1 26
vjecar éshté paragitur pérkatésisht né tabelat 4,5,6,7. D74(136) 80 56 R 27
U vu re se ndérmjet dhémbéve me karies, kariesi i | D85(138) L& 64 - 19
patrajtuar rezultoi dukuri né shumicen e dhémbéve, duke | D84(133) 76 57 - 24

u pasuar nga indikatori tjetér- dhémbét gé mungonin. U
konstatuan shumé pak dhémbé quméshti té mbushur.

Gjendja e dhémbéve: 0=i shéndetshém; 1=i prishur;
2=imbushur; 3=mungon.
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Tabela 6. Gjendja e 8 molaréve té quméshtit te 9

vjecarét

o Nr (%)

0 1 3
D55(113) 77 35 1 7
D54(113) 94 19 - 7
D65(115) 87 28 - 5
D64(113) 94 19 - 7
D75(103) 65 36 2 17
D74(108) 74 33 1 12
D85(104) 64 39 1 16
D84(107) 78 29 - 13

Gjendja e dhémbéve: 0=i shéndetshém; 1=i prishur; 2=i
mbushur; 3=mungon.

Tabela 7. Gjendja e 8 molaréve té qumeéshtit te 10

vjecarét

o Nr (%)

0 1 2 3
D55(159) 130 18 11 6
D54(162) 145 14 3 3
D65(161) 112 44 5 4
D64(161) 143 15 3 4
D75(149) 118 28 3 16
D74(155) 140 13 2 10
D85(148) m 33 4 17
D84(156) 133 22 1 9

Gjendja e dhémbéve: 0=i shéndetshém; 1=i prishur; 2=i
mbushur; 3=mungon.

DISKUTIME

Ky studim, ndér té tjera pércakton frekuencén e kariesit
né fémijét e moshés 7-10 vjec né qarkun e Durrésit,
Shqipéri. Prevalenca e kariesit rezultoi té ishte 92.1%.
Prania e kariesit té dhémbéve te fémijét e késaj grup-
moshe analizohet me ané té vlerave té mesatares sé dmft
dhe DMFT té cilat pérkatésisht rezultuan té ishin 3.4 dhe
1.04. Indeksi i kariesit pér dhémbét e qumeéshtit ishte
SiC=6.6. Pér dhémbét e pérhershém ky indeks rezultoi té
ishte SiC=2.6.

Njé nga shkaqet pér nivelin e larté té shfagjes sé kariesit u
vlerésua mungesa e florizimit té ujit té pijshém. Arsye té
tjera mund té jené praktikat e gabuara né ushqyerje dhe
praktikat e gabuara dhe té varfra né ruajtjen e higjenés
Sé gojés.
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Edhe pse kariesi éshté studiuar gjersésisht, éshté héré
shumé pak né lidhje me studimin e korelacionit té
késaj sémundjeje té dhémbéve me denticionin e pérzier,
vecanérisht pér fémijét né Shqipéri. Ka gené shumé e
véshtiré té gjendeshin studime té ngjashme pér kété
grup-moshé, prandaj dhe éshté e véshtiré qé té béhen
krahasime pér pérfundimet arritura né kété studim, me
studime paraardhése.

Né pérgjithési, studimet e kryera né vende té tjera
tregojné se kariesi né denticionin e pérzier éshté né
nivele mé té larta se kariesi né grup-moshat 6 dhe 12
vjec [6,8]. Shkaku i késaj gjendjeje ndoshta ka lidhje me
faktin se kéto studime paragesin nivelin e kariesit pér
moshén 6 dhe 12 vje¢ duke u fokusuar vecanérisht ose
pér dhémbét e qumeéshtit ose pér dhémbét e pérhershém.
Sidogofté, né denticionin e pérzier, dhémbét e quméshtit
(é jané né gojé kané tendencé pér tu kariuar pér shkak
té natyrés grumbulluese té sémundjes, ndérsa dhémbét
e pérhershém qé sapo dalin kané njé rrezik té madh pér
tu prekur nga kariesi gjaté késaj periudhe. Dhémbét e rinj
té sapo dale, dihet qé kané pérgendrime mé té larta té
karbonateve né smaltin e tyre, duke shkaktuar ndryshime
né rrjetén kristalore té hidroksiapatitit, duke béré qé
sipérfaga e smaltit té jeté mé acide [14]. Pérvec késaj,
dhémbét gjaté daljes nuk kané njé kontakt funksional
né okluzion, duke rritur mundésiné pér grumbullime
ushgimore né ta dhe duke penguar larjen e tyre [14].

Prania e kariesit né molarét e quméshtit éshté paré se
pérshpejton daljen e premolaréve me 2-8 muaj [15é. Kéto
faktoré ndihmojné pér té shpjeguar shkaget e shfagjes sé
parakohshme té kariesit te premolarét si dhe praniné e
kariesit né premolarét dhe molarét e sapodalé te femijét
e pérfshiré né kété studim.

Nivelet e larta té kariesit né molarét e paré té pérhershém
mund té ndikohen gjithashtu edhe nga disa faktoré té tjeré
shtesé, si p.sh. pozicionimi i dhémbit né pjesén e fundit té
gojés gjaté periudhés sé denticionit miks, zhdérvjelltésia
e pamjaftueshme e fémijés né kété moshé pér larjen e
rregullt té dhémbéve né kohén kur kéta dhémbé dalin,
dhe té paturit e gropézave dhe fisurave mé té thella né
krahasim me dhémbét e quméshtit.

Njé shgetesim i madh i prevalencés sé larté té kariesit né
denticionin miks mendohet té jeté edhe risku i larté pér
karies né dhémbét e pérhershém. Eshté véné re se fémijét
me DMFT dhe dmft >0 ishin mé té prirur pér karies né
dhémbét e pérhershém, krahasuar me fémijét pa karies
né té dyja denticionet [14]
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KONKLUZIONE

Edhe pse problemet e kariesit té dhémbéve nuk rrezikojné
jetén, ato shmangen me trajtime té kushtueshme.

Studimet e prevalencés sé kariesit té komunitetit jané té
dobishme pér planifikuesit e kujdesit té shéndetit pér té
identifikuar burimet e nevojshme pér shérbimet dentare
né komunitet dhe pér té ofruar shérbime parandaluese
dhe kurative pér shéndetin e dhémbéve. Pér mé tepér,
studimet kané déshmuar se kariesi i dhémbéve ndikon
né frekuentimin e shkollés dhe shkakton shtimin e ditéve
me aktivitet té kufizuar [1]. Shumé autoré theksin e véné
né planifikimin e programve promocional pér shéndetin
e gojés népér shkolla qé né periudhén e denticionit té
pérzier.
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THE PROGRESS OF DENTAL CARIES IN THE MIXED DENTITION OF 7-10-YEAR-OLD
CHILDREN IN DURRES DISTRICT, ALBANIA

Fiorda Mezini

Dentistry specialist in Durrés Health Center Lecturer at Planetar University of Tirana

Abstract

Dental caries is a major oral health problem. However, studies on this dental disease, and in particular in
relation to mixed dentition in children, are somewhat limited in number.

The aim of this study is to determine the level of dental caries in 7-10-year-old children in Durres district.

Dental caries was assessed according to WHO criteria (1997) using the dmft index for milk teeth and DMFT
index for permanent teeth, where d / D indicates the number of broken teeth, m / M indicates the number of
missing teeth due to caries; f / F indicates the number of filled teeth, and t / T = teeth.

The study showed that dmft for 7-8-9-10-year-old children was respectively 3.7, 4.3, 3.6, 2.1, whereas DMFT for
the same sample of children was respectively 0.48, 4.3, 3.6 and 1.7.

The presence of caries in the examined sample of children resulted to be very high. The caries was present
even in the new permanent teeth. The prevalence of caries was 92.1%. It seems that the high prevalence of
caries in temporary teeth is a factor that increases the risk for dental caries in permanent teeth.

Key words: dental caries, mix dentition, prevalence, dmft, DMFT.
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ABSTRAKT

Sifilizi éshté njé sémundje seksualisht e transmetueshme e cila shkaktohet nga bakteri Treponema pallidum.
Tjetér rrugé transmetimi éshté marrja e gjakut té infektuar dhe rruga verikale, nga néna tek fetusi, kur
néna éshté e infektuar me kété sémundje. Qéllimi kétij studimi éshté vlerésimi i incidencés, i grup moshés
mé té ekspozuar ndaj sémundjes, i shpérndarjes sé sémundjes né Shqipéri, i sensibilitetit dhe specificitetit té
metodave diagnostikuese dhe krahasimi i kétyre té dhénave me studimet e méparshme. Ky éshté njé studim
prospektiv, unicentrik, i realizuar né Institutin e Shéndetit Publik Tirané, né periudhén kohore njé vjecare
(1 prill 2011 deri né 1 maj 2012). Kemi ekzaminuar serumet e personave vullnetaré, serumet e pacientéve nga
Shérbimi i Sémundjeve Infektive né QSUT “Néné Tereza”, dhe rastet pér konfirmim nga Qéndra Kombétare e
Dhurimit té Gjakut Tirané. Pér vénien e diagnozés kemi pérdorur reaksionet serologjike Rapid plasma reagin
(RPR) dhe Treponema pallidum haemaglutination assay (TPHA). Analiza e té dhénave éshté béré me metodén
statistikore SPSS 20, testin x2 dhe one way ANOVA. Konkluzione. Gjaté periudhés njé vijecare kemi patur 59
raste té reja me sifiliz. Grup mosha 25-34 vjec ka géné mé e ekspozuar ndaj Sifilizit. Kané mbizotéruar rastet
pozitivé né rrethin e Tiranés. Né studimin toné RPR ka patur sensibilitet 77% dhe specificitet 85% dhe TPHA
ka patur sensibilitet 99% dhe specificitet 98%.

Fjalé kyc: Treponema pallidum, sifilis, RPR, TPHA, bakter

HYRJE 495 raste.(4) Nga viti 1973 deri né 1995 né Shqipéri nuk
éshté raportuar asnjé rast me sifiliz. Nga viti 1995 numri i

Sifilizi éshté sémundje seksualisht e transmetueshme dhe O TR et T S
rasteve ka géné gjithnjé né rritje.

shkaktohet nga spiroketa Treponema pallidum. Eshté
njé infeksion qé prek vetém njeriun. Rruga e transmetimit

Tabela 1. Incidenca e Sifilizit né Shqipéri sipas viteve
éshté kryesisht ajo seksuale. Ai kalon né dy stade: Sifilizi ' e (IpErt SIpas vitey

recent (ngjités) dhe sifilizi tardiv (jo ngjités). Né stadin Vite Raste Pérgindje
recent futet periudha e inkubacionit, stadi primar, stadi 1995 3 1180
sekondar dhe stadi i sifilizit latent. Né sifilizin tardiv futen 1996 3 1' 189
giéndjet e vonuara té sifilizit latent dhe komplikacionet e 1997 5 5 5 ‘;
rénda té sémundjes. Incidenca e sifilizit varion né vartési 1998 2 13' 1 ;
té faktoréve social, ekonomik, kulturés mjekésore mbi : 0°
infeksionet seksualisht té transmetueshme dhe tradités 1999 22 8'69f
sé vendeve. Né SHBA, né vitin 2010 incidenca e sifilizit 2000 14 5'535’
ishte 7.9 raste pér 100000 burra dhe 1.1 raste pér 100000 2001 19 750%
. e w 1pn R 2002 6 2.37%
gra. Edhe pse shumica e rasteve me sifiliz éshté paré .
mes homoseksualeve edhe mes bashkéshortéve vazhdon 2005 > 1'97f’
té jeté problem. (1) Organizata Botérore e Shéndetésisé 2004 6 2.37%
raporton 12 milioné raste té reja té sifilisit ¢do vit.(2) Né 2005 14 233%
shumé vende té Evropés Lindore rastet me sifiliz jané 2006 12 4.74%
ende dukshém mé larté sesa né Evropén Peréndimore. 2007 34 134%
(3) Incidenca e sifilizit pér 100.000 banoré pér vendet e 2008 11 4.34%
rajonit éshté raportuar: Bullgari (2009) 5.5 raste, Rumani 2009 29 11.4%
(2007) 25.71 raste, Slloveni (2009) 2.3 raste, Turgi (2000) 2010 2 10.2%
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Kjo sémundje kalon népér disa faza té cilat kané
karkteristika té ndryshme klinike. Né 95% té rasteve
infeksioni transmetohet me rrugé seksuale, népérmjet
membranave mukoze ose gérvishtjeve shumé té vogla
té lekurés. Rrugé tjetér transmetimi éshté népérmjet
transfuzionit té gjakut, si dhe nga néna e sémuré tek
fetusi dhe shpesh shkakton déshtim, vdekje fetale,
neonatale ose pasoja té rénda té tilla si: verbéri dhe
shurdhési, zhvillim mendor té vonuar. (5) Treponemat
jané té shumta né erozionet e mukozave genitale, anale
dhe bukale. Treponema pallidum éshté bakter i gjaté,
i hollé dhe i pérdredhur né formé spirale me gjérési
0.2 mikron dhe gjatési 5-15 mikron gé léviz né formé
spiraleje. (6) Fig 1, 2

Fig. 2.

Prerja transversal e spiroketés

Treponema pallidum géndron i gjallé né mijedisin e
jashtém pér njé kohé relativisht té shkurtér. Ngordh
shpejt né thatési, nxehtési, né dritén e diellit dhe ujé. Né
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temperaturé 41°'C ngordh pér njé oré. (7) Mbetet i gjallé
pér 24 oré né gjakun e mbajtur né 4 'C. Treponema
pallidum jeton mé shumé né pérgéndrime té uléta té
oksigjenit. (8) Treponema éshté e ndjeshme ndaj cdo
dezinfektuesi. Tradicionalisht, metodat diagnostike
jané ndaré né metodat e zbulimit té drejtpérdrejté
(imunofluoreshenca direkte, ekzaminimi mikroskopik me
fushé té errét, inokulimi né kafshé) dhe ato serologjike pér
pércaktimin e pranisé sé antitrupave kundér Treponema
pallidum. Metodat serologjike jané té ndaré né: teste
jotreponematoze, Rapid plasma reagin (RPR) dhe teste
treponematoze: Treponema pallidum haemaglutination
assay (TPHA) dhe immunofluoreshenca indirekte (Fta-
abs test). (9) Sifilizi éshté i shérueshém me antibiotiké
standarté. (10)

MATERIALI DHE METODAT

Ky punim éshté kryer né periudhén kohore 1Prill 2011
deri 1 Maj 2012 dhe éshté realizuar né Departamentin e
sémundjeve infektive, Instituti i Shéndetit Publik Tirané,
Shqipéri. Kemi ekzaminuar 336 serume, té marra nga
personat vullnetaré, nga Qendra Kombétare e Dhurimit
té Gjakut dhe Shérbimi i sémundjeve infektive né QSUT
“Néné Tereza”. Kemi pérdorur reaksionet serologjike
RPR dhe TPHA pér venien e diagnosés. Fig 3, 4

Reaktiv
Reaktivi dobet
Reaktiv minimal

Joreaktiv

Teknika e reaksionit RPR (Rapid Plasma
Reagin)

44 3+ 2+ 1+ > - - -
| | | | | | |
Reaktiv  Reaktiv.  Reaktiv  Reaktiv  Kufiri Joreaktiv Joreaktiv Joreaktiv

Raporti

Fig. 4. Teknika e reaksionit TPHA (T. pallidum
Haemaglutination Assay)

RPR éshté konsideruar pozitiv né aglutinim latex né titér
antitrupash >1:2 (11)
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TPHA éshté konsideruar pozitiv né titér antitrupash >
1:100 (12)

Analiza e té dhénave ubé me metodén statistikore SPSS 20.
Eshté pérdorur testi 52 pér krahasimin e proporcioneve
ndérmjet variablave kategoriké. One way ANOVA éshté
pérdorur pér krahasimin e variablit té vazhduar “moshé”
sipas kategorive. Intervali konfidencés éshté pranuar 95%
dhe niveli i sinjifikancés a<0.05.

REZULTATI

Mosha mesatare e personave té ekzaminur ka géné 34.8
vjec (SD +12.0), duke variuar nga 15 deri né 68 vjec.
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Fig. 5. Shpérndarja e sifilizit sipas grup-moshave
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Fig. 6. Mosha e seropozitivéve Meshkuj-Femra

Shpérndarja e seropozitivéve sipas gjnisé ka qéné: 48
raste ose 81.4% meshkuj dhe 11 raste ose 18.6% femra.
Mosha mesatare e meshkujve té cilét kané rezultuar
pozitivé ishte 38.1 vjec (SD +11.1) ndérsa mosha mesatare

e femrave pozitivé ishte 35.1 vje¢c (SD +10.4), shihet
ndryshim statistikisht i réndésishém ndérmijet tyre (t =0.8
p=0.4) Meshkuijt kané 1.2 heré mé tepér gjasa sesa femrat
pér té rezultuar pozitivé por pa ndryshim statistikisht
té réndésishém ndérmjet tyre (OR=1.2, 95% CI: 0.6 - 2.5
p=0.5).

Shihet mbizotérim té rasteve pozitivé tek meshkuit,
me ndryshim statistikisht té réndésishém né raport me
femrat p<0.01.

Tabela 2. Rezultatet sipas grupmoshés

Grupmosha | Pozitivé | Negativé | OR | 95% CI P
15-24 5 72
25-34 25 84 42 | 15117 | <0.01
35-44 12 60 28 | 09-86 | 0.06
45-54 12 42 41 | 13124 | 0.01
55-64 4 17 34 108139 0.09
>65 1 2 72 105-936| 0.1

Grupmosha 25-34 vjec ka 4.2 heré mé tepér gjasa gé té
rezultojé pozitivé krahasuar me grupmoshén 15-24 vjec,
me ndryshim statistikisht té réndésishém ndérmeijt tyre
(OR=4.2 95%CI 1.5-11.7 p<0.01).

Grupmosha 45-54 vjec ka 4.1 heré mé tepér gjasa qé té
rezultojé pozitivé krahasuar me grupmoshén 15-24 vjec
me ndryshim statistikisht té réndésishém ndérmeijt tyre
(OR=4.1 95%CI1.3-12.4 p<0.01).

Tabela 3. Seropozitivét sipas grupeve té ekzaminuara

S| E o
Grupe té ekzaminuara | 5 | § | S 3 A~
o [<5) >
= | =
Vullnetarét 13 | 144
Qendra Kombétaree | ) | o | 561 1778 | <0001
Dhurimit té Gjakut
Shérbimi i Sémundjeve
Infektive QSUT 24 | 65 | 4.3 | 2.1-89 [<0.001
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Rrethe Raste %
Kukési 1 1.69
Shkodra 2 3.38
Durrési 3 5.07
Tirana 38 64.22
Elbasani 5 8.45
Fieri 2 3.38
Korca 5 8.45
Vlora 2 3.38
Gjirokastra 1 1.69
Fig.7. Shpérndarja e rasteve pozitivé sipas rretheve

Vérehet mbizotérim i rasteve pozitivé né rrethin e Tiranés
me ndryshim statistikisht té réndésishém me rrethet e

tjera, p<0.01.
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Fig 8. Pérgindja e rasteve pozitivé dhe negative

Nga 336 serume té ekzaminuara, 59 persona ose 17.6%
serume rezultuan pozitivé.
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Fig 9. Pérgindjet e rasteve pozitivé me RPR dhe
TPHA

Ne kemi pérdorur dy metoda diagnostikuese. Fillimisht
kemi beré testimin me RPR. Me kété test kané rezultuar
pozitivé 45 raste ose 77% té rasteve pozitivé. Rezultatet
tona tregojné qé sensibilitet i RPR ka qéné 77% dhe
specificitet 86%. Té gjitha serumet jané testuar edhe me
testin TPHA dhe kané rezultuar pozitivé 59 raste ose
176% e té gjitha serumeve té testuara.

DISKUTIMI

Sifilizi éshté njé sémundje qé haset né té gjitha moshat.
Né studimin toné sifilizi éshté hasur nga mosha 15 deri né
moshén 65 vjec. Mosha mesatare ka géné 33 vjec. Duke
krahasuar té dhénat e dala nga studimi yné me studimin
e kryer nga Torba Dh & Lika M, 2005-2006, ne mund té
themi qé rezultatet jané relativisht jo té ndryshme. Shihet
mbizotérim i rasteve pozitivé tek meshkujt. Grupmosha
25-34 vjec ka géné grup mosha me e ekspozuar ndaj
sémundjes. Kjo éshté e lidhur me riskun e shtuar té késaj
grup moshe pér té géné mé té ekspozuar ndaj sémundjeve
seksualisht té transmetueshme.

Serumet e personave té ekzaminuar nga Qendra
Kombétare e Dhurimit té Gjakut kané rezultuar pozitiv
né 24%. Ky grup ka 3.6 heré mé tepér gjasa qé té rezultojé
pozitivé krahasuar me vullnetarét. Shihet ndryshim
statistikisht i réndésishém ndérmjet tyre (OR=3.6 95%CI
1.7-78 p<0.001).

Serumet e personave té ekzaminuar nga Spitali Infektiv
kané rezultuar pozitiv né 27%. Ky grup ka 4.3 heré
mé tepér gjasa qé té rezultojé pozitivé krahasuar me
vullnetarét me ndryshim statistikisht té réndésishém
ndérmjet tyre (OR=4.3 95%CI2.1-8.9 p<0.001).
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Sigurisht gé ishte e pritshme kjo tendencé, sepse nga
Qendra Kombétare e Dhurimit té Gjakut serumet kané
ardhur pér tu konfirmuar pér sifiliz tek ne, si gendér
reference. Ndérsa serumet pér ekzaminim nga Shérbimi
i Sémundjeve Infektive né QSUT i pérkasin personave té
sémuré, né rastin e té ciléve duhet té konfirmohet ose té
pérjashtohet pozitiviteti pér sifiliz.

Duke analizuar seropozitivét sipas grupeve té
ekzaminuara vérehet qé¢ numri mé i vogél i individéve
pozitivé me 13 raste ose 22% e totalit prej 59 individéve
pozitivé i pérkasin grupit té vullnetaréve me diference
statistikisht té réndésishéme me dy kategorité e tjera
(x2=177 p<0.01).

Né studimin toné numrin mé té madh té rasteve me sifiliz
e kemi hasur né gytetin e Tiranés. Ky rezultat éshté i
justifikueshém, sepse né Tirané jeton thuajse gjysma e
popullsisé sé Shqipérisé.

TPHA ka patur sensibilitet 99%, dhe specificitet 98%
né diagnozé. Vetém njé rast ose 1.7% ka rezultuar fallso
pozitivé me RPR dhe negativé me TPHA.

Té dhénat e mésipérme jané té ngjashme dhe me studimet
e realizuara mé paré nga Papajorgji M & Lika M, 2001, si
dhe Torba Dh & Lika M, 2005-2006, ku pozitiviteti ka gené
respektivisht 18% dhe 19,4 %, por theksojmé se numri i té
diagnostikuarve ka gené shumé mé i madh.

Autoré té ndryshém nga vende té ndryshme raportojné
sensibilitet té RPR qé varion 58.8%, 69.7%, 78%, 92.3% dhe
specificitet 33.3 %, 96.5%, 99%, 99% . (13, 14, 15, 16) Po kéta
autoré raportojné sensibilitet té TPHA qé varion 100.0 %,
95% dhe specificitet 66.7%, 99%. (13, 15)

Rezultatet tona tregojné qé sensibiliteti i RPR ka
géné 77% dhe specificitet 86%. Ky reaksion, i cili éshté
jotreponematoz, ka fallso-pozitivitet pér disa sémundje
autoimune si Lupus erithemadotes, apo né persona me
faktor pozitiviteti reumatik, apo dhe né shumé sémundje
té tjera infektive si: leptospirozé, leprozé, tuberkuloz,
rikeciozé, malarie dhe sémundja e quajtur Lyma.

KONKLUZIONE

Gjaté periudhés njé vjecare kemi shtim té rasteve té
reja me sifiliz. Grup mosha 25-34 vjec ka géné mé e
ekspozuar ndaj sémundjes sé Sifilizit. Kané mbizotéruar
rastet pozitivé né rrethin e Tiranés. Né studimin toné
RPR ka patur sensibilitet 77% dhe specificitet 85% dhe
TPHA ka patur sensibilitet 99% dhe specificitet 98%.

Diagnoza serologjike e sifilizit vetém me njé test éshté e
pamjaftueshme, konfirmimi i saj duhet té béhet té paktén
me dy teste.
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SEROLOGICAL DIAGNOSIS AND EPIDEMIOLOGY OF SYPHILIS

Dhurata Torba !, Mirela Lika? (Cekani), Zhaneta Abazaj, Silva Bino', Shpétim Qyra’

' Department of infectious diseases, Institute of Public Health Tirana, Albania
2 Department of Biology, Faculty of Natural Science, University of Tirana, Albania
3 National Centre of Blood Conservation Tirana, Albania

SUMMARY

Syphilis is a sexually transmitted disease which is caused by the bacterium Treponema pallidum. Another way
that syphilis can be transmitted is by getting infected blood and vertical way, from mother to fetus when the
mother is infected with the disease. The purpose of this study is to evaluate: the incidence, the age group most
exposed to this disease, the distribution of the disease in Albania, the sensitivity and specificity of diagnostic
methods and the comparison of these data with previous studies. This is a prospective study, unicentric, that
was conducted in the Institute of Public Health, Tirana, in the time frame of one year (1 April 2011 to 1 May
2012). We have examined sera of volunteers, sera of patients from the Service of Infections Disease in the
University Hospital Center “Mother Theresa”, and cases for confirmation from National Blood Donor Center,
Tirana. To determine the diagnosis, we have used serological reactions the Rapid plasma reagin (RPR) and
Treponema pallidum haemagglutination assay (TPHA). Data analysis were performed with SPSS 20 statistical
method, chi-square test (y2) and one-way analysis of variance (ANOVA).Conclusions. During the period of one
year, there were 59 new cases of syphilis. The 25-34 year age group was the most exposed to syphilis. Cases
with positive syphilis was predominantly in Tirana city. The RPR used in our study had a sensitivity of 77% and
a specificity of 85% and the TPHA had a sensitivity of 100% and a specificity of 99%.

Key words: Treponema pallidum, syphilis, RPR, TPHA, bacteria.
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SURVEJANCA BIOLOGJIKE E AG]ENTEVE INFEKTIVE TEK INDIVIDET E
POLITRANSFUZUAR NE SHQIPERI

Eugena Tomini !, Silva Bino!, Artan Simaku', Mimoza Basho'!, Shpétim Qyra'

!nstituti Shéndetit Publik, Departamenti i Kontrollit té Sémundjeve Infektive.
Medicus 2013, Vol. 18 (1): 61-65

REZYME

Kontrolliigjakut pér HIV dhe té agjentéve té tjeré infektivé né Shqipéri éshté i detyrueshém me ligj kushtetues.
Individét qé marrin transfuzion té shumta, si dhe grupeve tjera té rrezikuara jané kontrolluar né ményré
rutinore pér praniné e agjentéve infektivé. Qéllimi: Pér té vlerésuar pérhapjen agjentéve infektivé né individét
qé politransfizionohen. Metoda: mostrat jané mbledhur nga pacientét qé marrin transfuzion té shumta né
njésité e hemodialises dhe oncohematologji, talasodrepanocitare né disa rrethe té vendit gjaté periudhés
2006-2008. Mostrat jané testuar pér HbsAg, HCV dhe HIV. Eshté pérdorur metoda e ELISA. Rezultatet: 118
(32.4%) e mostrave jané pozitive, nga njé total prej 364 mostrave (95% CI 27,8-374) p <0.001. 2 (0.5%) raste jané
infektuar me HIV, 27 (7.4%) raste me HBsAg, 89 raste (24.5%) me HCV. Pérsa i pérket HBsAg, 17 (63%) prej tyre
ishin meshkuj dhe 10 (37%) femra. OR (meshkuj / femra) = 1.3 (95% CI 0.5-3.1) p = 0.6. Mé e prekur grupmosha
25-44 vijec, me 9 (33.3%) raste dhe 45 - 65 vjec me 12 (44.4%) raste. Me HCV, mé e prekur grupmosha e re
aktive 15-25 vijec me 27 (30%) raste, grupmosha 25-45 viec me 21 (24%) raste dhe grupmosha 5-15 vjec dhe 45-
65 vjec me 9 (10 %) raste respektivisht. Pérfundime: Survejanca nga viti 2006 ka pérfshiré individé gé marrin
transfuzione té shumta prej shume vitesh. Rastet HIV, jané konfirmuar né pacientét pediatrik para zbatimit
té survejancés né vitin 2006. Nuk u gjet ko-infeksioni me HCV. Né gjashté raste éshté gjetur co-infeksion
HBsAg + HCV.

Fjalé kyce: Politransfuzuar, agjente infektiv, moster gjaku, transfuzion.

HYRJE papércaktuar (6, 7, 8, 9). Personat e politransfuzuar jané
ata qé jetén e tyre e kané té lidhur me transfuzione ritmike

Parandalimi i pérhapjes sé agjentéve infeksioz tek té
Periap) § té heré pas hershme dhe gé rreziku pér kontaminim me

politransfuzuarit dhe indirekt vlerésimi i sigurisé sé — Y o e R
giakut, ka njé réndési té vecanté né Shéndet Publik. agjentét infeksioz qé trasmetohen népérmjet gjakut éshté

Kontrolli i gjakut pér HIV dhe agjenté té tjeré infektivé ilarte (10, 11, 12, 13).

rregullohet me ligiin nr. 8689 “Pér parandalimin e Sipas OBSh(14,15,16)duke iu referuar te dhénave né lidhje
pérhapjes sé infeksionit t& HIV/AIDS né Republikén e me siguriné e gjakut, grumbullimi Global i tij pércaktohet
Shqipérisé” (1). Sipas ligjit ¢do njési gjaku e dhuruar ng  me rreth 92 milioné donacione ¢do vit nga té gjitha
Shgipéri kontrollohet pér praniné e agjentéve infektivé g¢  ményrat e dhuruesve té gjakut (té papaguara vullnetare,

transmetohen népérmijet tij si HIV, Hepatit B dhe C, CMV
dhe Sifiliz (2). Njé numér i konsiderueshém i dhuruesve
me pagesé i pérket grupeve vulnerabél ose atyre
vecanérisht vulnerabél (popullsia Rome, pérdoruesit
e drogés, migrantét nga zonat rurale né ato urbane),
késhtu qé ndérgjegjésimi pér veté-pérjashtim éshté i ulét
(3, 4, 5). Procesi i garantimit té sigurisé sé gjakut kalon
népér stadet e méposhtme: veté-pérjashtimi i dhuruesit,
pérjashtimi gjaté intervistés me stafin e bankés sé
gjakut, pérjashtimi né rast se testi rezulton pozitiv ose i

familja / zévendésues dhe té paguara). Péraférsisht gjysma
e kétyre donacioneve té gjakut jané mbledhur né vendet
me té ardhura té larta, pér 15% té popullsisé sé botés.

Donacionet vullnetaré té gjakut, né 62 vende té botés,
mbulojné rreth 100%, ose pothuajse mé shumé se 99
% dhurimet vullnetare té gjakut pa pagesé.(17). Dyzeté
vende mbledhin mé pak se 25% té furnizimit té tyre
té gjakut nga donatorét vullnetar té gjakut pa pagesé.
Megjithaté orjentimi nga (WHO) Organizata Botérore
e Shéndetésisé éshté pér té gjitha vendet, pér té marré
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té gjitha furnizimet e gjakut nga donatorét vullnetaré té
papaguar deri né vitin 2020.

Rreth 8 000 géndra té gjakut né 159 vende raportojné
pér grumbullimet e tyre té gjakut.(18). Mbledhja
mesatare vjetore pér njé gendér té gjakut éshté 30 000
njési né vendet me té ardhura té larta, 7 500 né vendet
me té ardhura té mesme dhe 3 700 né vendet me té
ardhura té uléta, duke demonstruar gjeré dallimet né
efektshmériné e mbledhjes sé gjakut ndér vendet me
té ardhura mé té larta. Né 39 vende, dhurimet e gjakut
ende nuk testohen né ményré rutine pér infeksione gé
transmetohen nga transfuzioni (ITTs) duke pérfshiré HIV,
hepatit B, hepatit C, dhe sifiliz; 47 % té donacioneve né
vendet me té ardhura té uléta mbeten akoma né nivelin
e testimeve jo me cilési té sigurimit. Vetém 31% e gjakut
té grumbulluar né vende me té ardhura té uléta éshté
e ndaré né komponenté té gjakut. Kapacitetet pér ti
siguruar pacientéve komponenté té ndryshme té gjakut
é u nevojitet, éshté ende e kufizuar né kéto vende.(19,20)

Globalisht, 106 vende kané udhézimet kombétare né
kliniké, té pérshtatshém pér pérdorim té gjakut neé
ményré té sigurt. Megjithaté, vetém 13% e vendeve me té
ardhura té uléta - né krahasim me 30% té vendeve me
té ardhura mesatare dhe 78% vende me té ardhura té
larta - kané njé sistem kombétar hemovigjilance pér té
monitoruar dhe pér té pérmirésuar siguriné kombétare
té procesit té transfuzionit.(21,22)

QFELLIMI

Vlerésimi i pérhapjes sé agjentéve infeksiozé tek individét
qé politransfuzionohen né klinikat e hemodializés né
Shgipéri dhe tek individét thalasemiké dhe talaso-
drepanocitaré . Né ményreé indirekte arrihet dhe vlerésimi
i sigurisé sé gjakut, pér agjentet infektive HIV, HepB,
HepC, CMV dhe Sifiliz.

METODOLOGJIA

Pér cdo pacient qé transfuzionohet éshté pérgatitur njé
skedé individuale e cila plotésohet pasi i éshté marré
mostra e gjakut. Cdo mostér gjaku e prelevuar éshté
ruajtur né frigorifer +2 - +8 ose nése i éshté nénshtruar
centrifugimit, serumi ruhet né - 20°C. Mostrat e marra
jané testuar pér prezencén e Hep B, Hep C dhe HIV, né
laboratorin e Hep/Hiv/Aids, né ISHP sipas metodés
sé ELISA. Né studim jané pérfshiré rrethet Tirané,
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Durrés, Lushnjé, Gjirokastér, Shkodér, Korcé, Vloré dhe
Hemodializa e QSUT gjaté periudhés 2006 -2008.

REZULTATET

Gjaté vitit 2006 u vendos Survejanca biologjike pér
agjentét infektive tek individét e politransfuzuar.

Gjaté vitit 2006 éshté arritur té testohen té gjithé
pacientét talasemiké dhe talaso-drepanocitar té repartit
té onko-hematologjisé né QSUT né njé total prej 135
pacientésh.

Rezultatet e testimeve per 135 raste
Onko-Hematologji, QSUT 2006

HIV
1%

T _HCV

29%

HBsAg
4%

Negativ
66%

Figura 1. Rezultatiitestimit pér 135 raste té
shérbimit té Onko-Hematologjisé.

Mé pas gjaté viteve 2007-2008, survejanca pérfshiu 7
rrethe té vendit si dhe hemodializén e Tiranés.

m Rrethet Gjirokastér, Korcé dhe Shkodér jané testuar
pér pacientét e hemodializuar.

m Lushnja, Vlora dhe Durrési jané testuar pér pacientét
talasemiké dhe talaso-drepanocitar.

m Nérrethine Tiranésjané testuar pacientét talasemiké
dhe té hemodializuar.

Rezultatet e testimit:

118 (32.4%) e mostrave rezultuan positive pér njé total té
364 mostrave té testuara (95% CI 27.8-37.4) p<0.001.

2(0.5%) e rasteve jané té infektuar me HIV, (tab.3).
27 (74%) e rasteve me HBsAg, (tab.1).
89 (24.5%) e rasteve me HCV, (tab.2).

Né lidhje me HBsAg, 17 (63%) e tyre jané meshkuj dhe 10
(37%) e tyre femra. OR, =13 (95% CI0.5-3.1) p=0.6.

males/females,
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Tabela 1. Pérqindja e rasteve té testuar pér HbsAg, Grupmosha mé e prekur rezulton ajo nga 25-44 vjec me 9
me metodén ELISA sipas rretheve (33.3%) té rasteve dhe 45-65 vjec me 12 (44.4%) té rasteve
HBsAg (ELISA) (fig-2).
. Né lidhje me HCV, mé e prekur éshté hasur grupmosha
hi Té tes ) 0
Nr. Rrethi twar | © % - % | e re aktive 15-25 vjec me 27 (30%) raste e ndjekur nga
1 Tirané 16 3| 26 | 113 | 974 grupmosha 25-45 vjec me 21 (24%) raste dhe grupmosha
) Durrés 3 1 7'7 D 92'3 5-15 vjec dhe 45-65 vjec me 9 (10%) raste respektivisht
: : fig.3).
3 Lushnjé 97 2 21 | 95| 979 fg.3)
4 | Gijirokastér 8 4 1500 | 4 |500 Rezultatet e testimeve per 364 raste
5 Shkodér 15 2 | 133 | 13 | 867 | =00
6 Korgé 4 2 1500 | 2 [500| ., 246
7 Vloré 6 0 0 6 | 100
BT 200 —
g | Hemdializa | o0 | 15| 154 | 92 | 876
Tirané 150
Tabela 2. Pérqgindja dhe numrii rasteve té testuar pér 100 89
HCV, me metodén ELISA sipas rretheve - 27
HCV (ELISA) " — ’
6 teg- Negativ HCV HBsAg HIV
Nt.|  Rrethi Tteufrs A ‘
1 Tirané 16 % | 224 | 90 | 776 Figura 2. Shpérndarja sipas agjentéve infektiv te
) Durrés 3 0 0 3 1100 diagnostikuar, té rasteve té testuara.
3 Lushnjé 97 235 | 237 | 74 | 763 )
4 | Giirokastér | 8 | 1 | 125 | 7 | 875 HBsAg sipas grupmoshes
5 Shkodér 15 3 1200 | 12 180.0
6 Korcé 4 11250 3 |750 12
7 Vloré 6 | 1|167 ]| 5 |833 2
g | Hemfdializa |yt ool 50 1 7 [ 686
Tirané 2 2 2
0
Tabela 3. Pérgindja e rasteve té testuar dhe té H N
konfirmuar pér HIV, me metodén ELISA sipas >5vj 5-15vj 15-25 25-45 45-65 65+Vvj
rretheve Vj vj vj
] i) A
HIV(ELISA) HCYV sipas grupmoshes
Ne | Reethi | S| g | - | %
tuar Y
1 Tirané 116 2 17 | 114 | 983 19 21 19
2 Durrés 13 0 0 13 | 100
3 Lushnjé 97 0 0 97 | 100
4 | Gjirokastér 8 0| 0 8 | 100 2 1
5 Shkodér 15 0 0 15 | 100 .
6 Korgé 4 ol o | 4 [100 >5vj 5-15vj 15-25 25-45 45-65 65+ vj
7 Vloré 6 0 0 6 | 100 vj v Vj
8 Hem/dializa 105 0 0 105 | 100 Figura 3. Paragitja e rasteve sipas grup moshés pér
Tirané HBsAg dhe HCV.
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KONKLUZIONE

L

Rastet pediatrike té konfirmuara me HBsAg dhe HCV
té vitit 2008 krahasuar me vitin 2006 rezultojné
té njéjtat pa asnjé rast rinfeksioni apo rast té ri té
infektuar (situaté e njéjté me 2006).

Nga rastet e paragitura nuk rezultoi asnjé pacient
pozitiv pér agjentét infeksiozé i infektuar pas
transfuzionit té paré

Vetém njé rast me bashkéekzistencé té dyinfeksioneve
(HIV + HCV).

Té gjitharastet HCV+ dhe HBsAg+jané té konfirmuara
meé paré.

Pérvitin 2008 nga ekzaminimet e té politransfuzuarve
rezultoi se:

Nga rastet e paragitura nuk rezultoi asnjé pacient
pozitiv pér agjentét infeksiozé i infektuar pas
transfuzionit té pareé.

Survejanca biologjike tek té hemodializuarit, né
momentin e testimit, éshté kryer pas disa vitesh
politransfuzionesh.

Asnjé rast i infektuar me HIV.

Pesé raste me bashkéekzistencé té dy infeksioneve
HBsAg + HCV (hemodializé e Tiranés).

Njé rast me dy infeksione HBsAg + HCV (hemodializa
e Korcés).

Njé rast HIV + HCV (pediatrik, talasemik, 2006).
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BIOLOGICAL SURVEILLANCE OF INFECTIOUS AGENTS AMONG INDIVIDUALS RECEIVING
MULTIPLE TRANSFUSIONS IN ALBANIA

Eugena Tomini, Silva Bino', Artan Simaku', Mimoza Basho', Shpétim Qyra'

Institute of Public Health, Tirana, Albania

ABSTRACT

Introduction: Control of blood for HIV and other infectious agents in Albania is mandatory by constitutional
law. Individuals receiving multiple transfusions as well as other vulnerable groups are routinely checked for
the presence of infectious agents. Aim: To estimate the prevalence of infectious agents among individuals
receiving multiple transfusions. Method: Blood specimens were collected from patients receiving multiple
transfusions in units of hemodyalisis and oncohematology in several districts of the country over the period
2006-2008. All specimens were tested for viral hepatitis B and C, and HIV. All specimens were tested using
ELISA method. Results: 118 (32.4%) specimens resulted positive out of a total of 364 specimens tested (95%CI
27.8-374) p<0.001. 2 (0.5%) cases were infected with HIV, 27 (74%) cases with HBsAg, 89 cases (24.5%) with
HCV. With HBsAg, 17 (63%) of them were males and 10 (37%) females. OR(mlw,fcmlcs):l.3 (95% CI 0.5-3.1) p=0.6.
Most affected : agegroup 25-44yrs , 9 (33.3%) cases and 45-65yrs, 12 (44.4%) cases. With HCV, most affected
the young active agegroup 15-25yrs with 27 (30%) cases followed by agegroup 25-45yrs with 21 (24%) cases
and agegroups 5-15 yrs and 45-65yrs with 9 (10%) cases respectively. Conclusions: The surveillance from
2006 onwards, encompassed individuals receiving multiple transfusions from several years.. HIV cases were
already confirmed in pediatric patients before implementation of the surveillance in 2006. In of them was
found co-infection with HCV. In six cases was found co-infection of HBsAg + HCV.

Key words: Poly transfuzed, infectious agents, blood specimens, transfusion
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PERDORIMI I DUHANIT TEK ADOLESHENTET TE GRUP MOSHES

15-18 VJEC NE VENDIN TONE 2009.

Rudina Cumashi', Rovena Daja’
Instituti i Shéndetit Publik

Departamenti i Informacionit Shéndetéor, Teknologjisé dhe Komunikimit, Tirané, Shqipéri

Medicus 2013, Vol. 18 (1): 66-69

REZYME

Survejimi sistematik i sjelljeve té rrezikshme tek té rinjté kishte si géllim pércaktimin e prevalencés sé
duhanpirjes tek té rinjté, moshén e pirjes sé cigares sé paré, aksesin pér té bleré cigaret nga veté adoleshentét,
pirjen e duhanit né ambientet e shkollés, grumbullimin e té dhénave né nivel kombétar dhe lokal si dhe sipas
ndarjes sé té rinjve népér klasa. Kampioni ishte prej 3200 nxénés té grup moshés 15-18 vjec, té pérzgjedhur
né 12 Qarget e vendit si dhe Bashkia e Tiranés. Si instrument i studimit u pérdor njé pyetésor i standartizuar.
Rezultatet: 59% e té rinjve kishin piré ndonjé heré duhan, 12.8% e té rinjve kishin piré duhan né moshén <12
vjec. Midis té rinjve duhan pirés <18 vjec 14.2% e tyre e kishin bleré veté duhanin. 9.6% é nxénésve duhan pirés
e kané piré até né ambientet e shkollés dhe 11.7% e nxénésve duhan pirés kané piré 2 ose mé shumé cigare

pér dité. Mé shumé pijné duhan meshkuijt sesa femrat.

Fjalé kyc: duhan pirja, té rinjté,Republika e Shqgiperise

HYRJE

Duhani éshté ende shkaku kryesor i vdekjeve té
parandalueshme né boté. Pérdorimi i duhanit tek
adoleshentét éshté njé indikator kyc jo vetém né
fillimin e duhan pirjes por gjithashtu pér trendin né té
ardhmen té prevalencés sé varésisé ndaj duhanit si dhe té
sémudjeve té lidhura me duhanin te té rriturit'. Konsumi
i duhanit éshté njé faktor i njohur rreziku pér sémundjet
kardiovaskulare, i cili shkakton kancer té mushkérive
dhe forma té tjera kanceri, si dhe ndikon né shfagjen e
pneumonisé, emfizemeés dhe bronkitit kronik?.

Pjesa me e madhe e té rinjve jané té shéndetshém.
Megjithaté njé numér i madh té rinjsh angazhohen
né sjellje qé rrezikojné jo vetém gjéndjen aktuale té
shéndetit té tyre por shpesh shéndetin e tyre pér vitet
e ardhshme. Rreth 2/3 e vdekjeve té parakohshme dhe
1/3 e sémundshmérisé tek té rriturit jané té lidhura me
kushte apo sjellje té cilat fillojné qé né rini si: pérdorimi i
duhanit, mungesa e aktivitetit fizik, marrédhénie sexuale
té pambrojtura si dhe ekspozimi ndaj dhunés®.

Pjesa mé e madhe e pérdoruesve té duhanit né mbaré
botén e kané filluar até kur kané géné adoleshenté pérpara
moshés 18 vjec*>. Sot éshté vlerésuar se 150 milion té rinj
ne hote jané pérdorues té duhanit®. Ky numér éshté rritur
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né ményré globale dhe né ményré té vecanté tek femrat
e rejal. Té rinjté qé jané duhan pirés pérvec problemeve
me shéndetin u rritet shume edhe rrisku pér pérdorimim
té alkoolit, té drogave té ndryshme né krahasim me
bashkémoshatarét té cilét nuk jané duhanpirés®.

Studime té ndryshme kané treguar se pérdorimi i duhanit
éshté problem si né vendet e zhvilluara ashtu edhe né ato
né zhvillim®. Statistikat tregojné se né Ameriké 19.5% é
té rinjve té shkollave té mesme jané duhanpirés ’. Rajoni
i Europés e ka prevalencén e pérdorimit té duhanit 20%
pér meshkujt dhe 15% pér femrat té grup moshés 13 - 15
vject. Prevalencé té larté té duhan pirjes te grup mosha 15
vjec e kané vendet si Bullgaria, Croaci, Slovakia, Franca
ku prevalenca e pérdorimit té duhanit né 30 ditét para
studimit shkonte aférsisht 40%!°.

Né vendin toné studime té ndryshme kané treguar se
prevalenca e duhan pirjes tek ne vazhdon té jeté né rritje
dhe sidomos tek femrat fenomeni i duhan pirjes ka pasur
njé rritje né vitet e fundit>!", Pér té monitoruar si dhe
vlerésuar sjelljet riskante pér shéndetin tek té rinjté e
vendit toné u ndérmor « Studimi i Sjelljeve me risk tek
té rinjté e shkollave té mesme” né vitin 2009 - 2010. Ky
studim do té vlerésonte sjelljet riskante mé problematike
té té rinjve si: pérdorimin e duhanit, alkoolit dhe
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drogave té tjera, sjelljet seksuale té cilat kontribuojné
né shtatzani té padéshirueshme, sémundjet seksualisht
té transmetueshme dhe SIDA, sjellje gé kontribuojné né
aksidente dhe dhuné, aktivitetin fizik tek té rinjté si dhe
praktika ushqyerje jo té shéndetshme.

QELLIMI

Survejimi sistematik dhe gjithépérfshirés i sjelljeve
riskante tek té rinjté e grup moshés 15 - 18 vjec kishte
si géllim: pércaktimin e prevalences se pirjes se duhanit
tek te rinjte, prevalencés sé obezitetit dhe mbipeshés,
prevalencén e pjesmarrjes né aktivitete fizike,
pércaktimin e ecurisé né kohé té tyre, grumbullimin
e té dhénave né nivel kombétar dhe lokal si dhe sipas
kategorive té té rinjve. Kétu do té fokusohemi kryesisht
tek pérdorimi i duhanit tek adoleshentét.

METODOLOGJIA

Ky éshte njé studim kombétar né té cilin u pérzgjodhén
té rinjté e shkollave té mesme publike dhe profesionale té
grupmoshés 15 - 18 vjec. Pérzgjedhja e té rinjve u udhéhogq
nga parimi i pérfagésimit sa mé té sakté té masés totale
té té rinjve né arsimin e mesém. Totali i nxénésve té
cilét u pérfshiné né studim ishte 3200 nxénés. U krye njé
pérzgjedhje e randomizuar dhe e ponderuar sipas numrit
té nxénésve né secilin nga 12 Qarget e vendit si dhe né
Bashkiné e Tiranés qé u trajtua si njési mé vete. Né cdo
gark né ményré té rastésishme u pérzgjodhén 3 shkolla
dhe né kéto shkolla u pérzgjodh njé klasé né ményré
té rastésishme pér cdo vit. Si instrument i studimit u
pérdor njé pyetésor i standartizuar. Pyetésori ishte i
vetéadministrueshém dhe pérmbante pyetje llogjike me
géllim sigurimin e informacionit mbi njé séré ndryshorésh
si demografike ashtu edhe lidhur me sjelljet riskante pér
shéndetin. Pér organizimin e pyetésorit u mbhéshtetém né
ekspertizén dhe pervojén e Centers for Disease Control
and Prevention (CDC), SHBA. Analiza e té dhénave u krye
me programin SPSS.

REZULTATET

Pyetjet qé u jané béré nxénésve né lidhje me duhanin
masin duhan pirjen pérgjaté jetés si dhe duhanpirjen
aktuale, moshén kur kané filluar ta pijné pér heré té paré,
aksesin pér té bleré cigare, pirjen e duhanit né ambjentet
e shkollés si dhe pérpjekjet pér ta léné duhanin. Né
Néntor té 2006 u aprovua ligji “Pér mbrojtjen e shéndetit
nga produktet e duhanit” né nenin 9 té té cilit thuhet

se “ndalohet shitja ose furnizimi, pér qéllime tregtimi,
i produkteve té duhanit personave nén moshén 18 vjec.
Né kété studim té kryer né nxénésit e shkollave té mesme
14.8% e nxénésve qé pinin duhan me moshé <18 vjecikané
bleré cigaret veté né njé dyqan ose si cigare té hapura né
rrugeé.

Prevalenca e nxénésve té shkollave té mesme gé kané piré
ndonjé heré duhan ka ardhur duke u rritur nga viti 2005
kur éshté béré studimi i paré deri né 2009, pérkatésisht
nga 54.6% né 59.1%. Grafiku 1

Né pérgjithési prevalenca e té provuarit té duhanit te
paktén ndonjéheré né jeté ishte mé e larté né klasat e
10 dhe 11, pérkatésisht (62.8% dhe 60.3%) sesa né klasat
e 12 ku ishte 51.5%. Gjithashtu prevalencat ndryshojné
edhe midis meshkujve dhe femrave me 679% dhe 52.8%.
Kéto prevalenca kané ardhur duke u rritur krahasuar
me studimin qé éshté béré né 2005 té cilat ishin 64.4% e
meshkujve dhe 46.9% e femrave kishin provuar té pinin
ndonjéheré duhan. Ajo qé vihet re éshté se kemi njé rritje
té pérgindjes sé femrave gé kané provuar duhanin mé
shumé sesa meshkujt pérkatésisht me 6% femrat dhe 4%
meshkujt krahasuar me 2005. Né qofté se do té shikonim
a kemi ndryshim mes zonave urbane dhe rurale vémé
re njé diferencé té madhe té prevalencave pérkatésisht
41.3% né zonat urbane dhe 17.7% né zonat rurale.

Né lidhje me moshén kur adoleshentét kané piré pér
heré té paré njé cigare té ploté né studim u vu re se midis
nxénésve té shkollave té mesme 11.5% e tyre kané piré njé
cigare té ploté pér heré té paré né moshén 13 - 14 vjec dhe
22.3% né moshén 15 - 16 vjec. Né studim u vu re se 12.8%
e nxénésve kané piré njé cigare té ploté né moshén < 12
vjec pérgindje mé e larté kjo krahasuar me até té studimit
té vitit 2005 ku kjo pérgindje ka géné 10.9%. Grafiku 2.

Nxenesit ge kane provuar te pine
duhan te pakten nje here

1 2

Grafiku 1.
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Pérsa i pérket duhan pirjes aktuale té té rinjve 28.8%
e nxénésve kishin piré duhan né 1 ose mé shumé dité
gjaté 30 ditéve para se té kryheshe studimi. Prevalencat
ndryshonin né ményré sinjifikative midis meshkujve dhe
femrave, pérkatésisht 43.1% dhe 18.7%, ndérsa né ndarjet
sipas klasave nuk kishte ndonjé diferencé te dukshme.
Nxénésit raportuan se né lidhje me numrin e cigareve
qé kishin piré né 30 ditét para studimit 22% e tyre kishin
piré nga njé deri né 5 cigare né dité dhe 6% kishin piré nga
6 - 20 cigare né dité dhe 2% kishin piré mé shumé se 20
cigare né dité. Grafiku 3

Edhe pse né vendin toné éshté aprovuar ligji né 2006
« Pér mbrojtjen e shéndetit nga produktet e duhanit » ku
né nenin 9 té saj cilésohet « ndalohet shitja ose furnizimi,
pér géllime tregtimi i produkteve té duhanit personave
nén moshén 18 vjec » 14.8% e nxénésve té shkollave té
mesme @é pinin duhan me moshé < 18 vjec i kishin bleré
veté ato né njé dygan ose si cigare té hapura. Gjithashtu
ajo qé u vu re né studim ishte se gjaté 30 ditéve té fundit
para studimit 9.5% e nxénésve té shkollave té mesme
kané piré duhan né mjediset e shkollés, dhe prej kétyre
mé shumé meshkujt 19.6% sesa femrat 2.3%.

Gjithashtu pérgjaté jetés sé tyre 9.5% e nxénésve duhan
pirés kishin piré duhan pérdité pér mé shumé se 30 dite.
Kjo prevalencé ka ardhur duke u rritur nése e krahasojmé
me té njéjtin studim té kryer né 2005 e cila ka géné 8%.
Pérsa i pérket pérpjekjeve qé nxénésit kishin béré pér té
léné duhanit ata raportuan se 16.4% e nxénésve duhan
pirés ishin pérpjekur vitin e fundit shkollor pér ta léné
até ku 275% ishin meshkuj dhe 8.6% femra.

Mosha e pirjes se nje cigare te
plote per here te pare

<12 vjec 13-14 vjec 15-16 vjec

Grafiku 2.
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Numri i cigareve ge nxenesit kane pire ne 30

ditet e fundit para studimit

1-5cig 6-20cig > 20cig

Grafiku 3.

PERFUNDIME DHE REKOMANDIME

Studimi nga té dhénat qé nxori konfirmoi se duhan pirja
tek té rinjte e vendit toné vazhdon té jeté njé problem
shqgetésues. Pérdorimi i duhanit vazhdon té keté rritje
me kalimin e viteve. Kjo vihet re nga prevalencat qé kané
ardhur duke u rritur duke i krahasuar me té dy studimet
@é jané béré né vitin 2005 dhe né 2009. Duhan pirja éshté
e pérgéndruar mé shumé tek meshkujt sesa tek femrat
megjithaté edhe tek femrat fenomeni i pirjes sé duhanit
ka ardhur duke u rritur. Ka mé shumé femra té cilat pijné
duhan sot. Gjithashtu u vu re se kishim edhe pérdorim té
duhanit né mjediset e shkollés si dhe aksesi pér blerjen e
duhanit nga té rinjté ishte shumé e lehté gjé qé tregon njé
mosfunksionim shumé té miré té ligjit kundér duhanit.

Si pérfundim mund té themi se studimi tregoi se duhan
pirja tek té rinjté vazhdon té jeté njé problem ndaj
rekomandojmé sa mé poshté vijon:

m Promocion aktiv mbi efektet negative qé duhani jep
né shéndet.

m Né kurrikulat mésimore té keté njé hapésiré mé
té gjeré pér edukim shéndetésor, pér faktorét e
ndryshém té rrezikut pér shéndetin tek té rinjté.

m Punonjésit e shéndetésisé qé jané népér shkolla si
dhe veté mésuesit té béjné njé puné mé sensibilizuese
pér té mos lejuar pérdorimin e duhanit né ambjentet
e shkollés.
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USE OF TOBACCO AT ADOLESCENTS IN AGE GROUP 15 - 18 YEARS IN ALBANIA 2009

Rudina Cumashi', Rovena Daja’

Institute of Public Health

RESUME

Health risk behaviors contribute on the leading causes of death, disability and social problems among youth
and adults. These behaviors often established during childhood and early adolescence.

The purpose of Youth Risk Behavior Surveillance System among adolescents was: to determine the prevalence
of smoking among young, the age of smoking the first cigarette, the access to buy tobacco by adolescents,
smoking on school premises, determining their progress over time, data collection at the national and local
level and according to the division in classes of adolescents. Sample size of 3200 student (15 - 18 years) was
selected in 12 districts of the country and the Municipality of Tirana. As the survey instrument a standardized
questionnaire was used, adapted from Centers for Disease Control and Prevention (CDC).

Results: 59% of adolescent had tried cigarette smoking, 12.8% of adolescents had smoked at age < 12 year.
Between youth tobacco smoking < 18 year 14.2% of them had buy the tobacco by themselves. 9.6% of youth that
are smoker had smoked on school premises and 11.7% of adolescent’s smoker had smoked 2 or more cigarette
per day.

Some recommendations are: Continuing promotion on the damage that cigarette smoking has on health,
efficient health education, and greater focus of health education in school curricula.

Key words: tobacco smoking, youth, the Republic of Albania.
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PERMBLEDHJE

Vlerésimi i parametrave psikometriké té fémijéve parashkolloré (3-6 vjec) éshté njé nga aspektet mé té
réndésishme té fémijéve né kété moshé, dhe pér fat té keq mé i neglizhuari. Ndérkohé gé investimi i béré
nga shogéria né kété periudhé té jetés sé fémijés éshté pércaktues pér zhvillimin e potencialit té ploté né
jetén e tyre si adulté. Njé nga faktorét gé kontribuon ndjeshém né kété aspekt té zhvillimit té fémijéve éshté
stimulimi dhe motivimi qé u béhet atyre nga ana e ambientit edukativ né kopshtet, ku edhe kalojné pjesén
mé té madhe té dités. Me ané té njé studimi cros-seksional ne vlerésuam nivelin e zhvillimit psiko-motor té
fémijéve parashkolloré té rregjistruar né disa nga kopshtet publike dhe private né gytetin e Vlorés, si dhe
cilésiné e ambientit edukativ té kétyre kopshteve népérmjet testeve ndérkombétare té standartizuara. Né
pérfundim té studimit u konstatua se pérgindja e fémijéve me vonesa té zhvillimit psiko-motor pothuaj né té
gjitha kopshtet ishte e konsiderueshme, cilésia e ambienteve edukative té kopshteve né pérgjithési u klasifikua
mbi minimal (afér miré) dhe kishte njé lidhje statistikisht té réndésishme midis cilésisé sé ambientit edukativ
dhe pérgindjes sé fémijéve me 2 apo mé shumé parametra psikometriké nén normalen e grup-moshés.

Fjalét kyce: parametrat psikometriké, zhvillimi psikomotor, ambienti edukativ, kopshtet e gytetit té Vlorés,

Shqipéri.

HYRJA

E ardhmja e ¢cdo shogérie varet nga aftésia qé ajo ka pér
té mundésuar shéndetin dhe mirégénien e gjeneratés
vijuese. Fémijét e sotém jané qytetarét, punétorét dhe
prindérit e sé ardhmes. Kur ne investojmé me mencuri
tek fémija dhe familja, gjenerata gé do té vijé do té na
e shpérblejé kété investim népérmjet njé jete té téré
produktiviteti dhe qytetarie té pérgjegjshme. Nése
ne déshtojmé né realizimin e asaj cfaré nevojitet pér
ndértimin e njé baze té forté pér jetén e shéndetshme
dhe produktive, e vemé zhvillimin dhe siguriné toné té
ardhme né rrezik.

Vlerésimi i parametrave psikometriké té fémijéve
parashkolloré éshté njé pjesé e réndésishme e vlerésimit
té mirézhvillimit té fémijéve té késaj moshe. Ka disa
faktoré gé kontribuojné né zhvillimin e funksioneve
psikomotore, si statusi socio-ekonomik, ndérveprimi
néné (edukator)/ fémijé dhe cilésia e ambientit edukativ
(8). Né kété punim ne jemi pérgéndruar né nivelin qé
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paraqet zhvillimi psikomotor i fémijéve parashkolloré
gé frekuentojné kopshtet e Vlorés dhe né kontributin
gé ambienti edukativ ka né nivelin e parametrave
psikometriké té kétyre fémijéve.

Krijimi i kushteve té pérshtatshme pér zhvillimin e
hershém té fémijés duket té jeté mé tepér efektiv dhe mé
pak i kushtueshém sesa adresimi i problemeve né moshat
e mévonshme. Shkencétarét pérdorim termin ‘plasticitet’
pér t'iu referuar aftésisé sé trurit pér té ndryshuar dhe
ky plasticitet éshté maksimal né fémijériné e hershme
dhe bie me rritjen e moshés. Megjithése ‘dritarja e
mundésive’ pér aftésité e sjelljes adaptive dhe zhvillimit
psiko-motor géndron e hapur pér shumé vite, tentativa
pér té ndryshuar sjelljet apo pér té krijuar aftési té reja
né strukturén bazé té gargeve trunore (té paformuar si
duhet gé né fillim) kérkon mé tepér puné dhe éshté mé “e
kushtueshme”. (8)

Kéto té dhéna e drejtojné vémendjen toné tek réndésia
e suportit informal familjar dhe e suportit formal té
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institucioneve edukative pérpara sé fémijét té shfagin
probleme té réndésishme né sjellje dhe zhvillim. Njé
klimé instruktuese dhe zhvilluese e pérshtatshme éshté
nxitése pér aftésiné e fémijés pér té mésuar, sé bashku
me nevojén pér lévizje ‘té planifikuara’ né ambientin pér
té mésuarit motor (motorika globale dhe fine) (12).

Té dhénat e studimeve té ndryshme konkordojné né
faktin se cilésia e ambientit ku rritet fémija ndikon né disa
nivele. Nése do té shpreheshim né kuadrin e eksperiencés
sé pérditshme té fémijéve, ata duken mé té lumtur dhe
mé té pérfshiré nga piképamja konjitive né institucionet
ku edukatorét ndérveprojné me ta pozitivisht dhe atje ku
raporti edukator:fémijé éshté mé i ulét. (2,8)

Fémijét qé frekuentojné institucione me cilési té larté
(e matur kjo népérmjet performancés sé edukatoréve,
paisjeve té kopshtit, aktiviteteve té pérshtatshme pér
moshén e fémijéve dhe karakteristikave strukturale)
shfagin kompetenca konjitive, gjuhésore dhe sociale mé
té mira né testet e standartizuara psikometrike sipas
prindérve, mésuesve dhe vlerésuesve profesionisté. (2,11)

Fémijét qé kané ndérveprime mé pozitive me edukatorét e tyre
dhe marrdhénie mé té sigurtame taduket té jené mé prosocialé
dhe mé pozitivisht té pérfshiré me bashkémoshatarét e tyre.
Fémijét gé kané mundési té pérfshihen né aktivitete si arte,
kuba, dhe pjesé teatrale demostrojné siguri mé té madhe
konjitive gjaté lojés sé liré (2).

Sipas njé studimi té Rrjetit Kérkimor pér Kujdesin né
Fémijériné e Hershme USA (Early Child Care Research
Network, 1999a) fémijét, gé né moshén 36 muajshe kané
pasur edukatorét té specializuara apo me mé tepér
edukim arsimor, shfagén mé pak probleme né sjellje dhe
arritén rezultate mé té larta né lexim dhe perceptim
gjuhésor né shkollé (8).

Té tjera studime kané konkluduar se parashkolloréve
mund t'iua reduktojmé pabarazité né arritjet akademike
té arsimit fillor duke i mbrojtur fémijét nga disavantazhet
familjare me ané té ambienteve edukative té cilésive té
larta (11). Vetém identifikimi dhe ndérhyrja e shpejté
mund ti reduktojé risqet e vonesave té zhvillimit (9).

Té dhénat e studiuesve té ndryshém pérforcojné nevojén
pér té transformuar hapésirat e institucioneve né
ambiente mé mbéshtetése pér té patur mé tepér pérfitime
né zhvillimin dhe shéndetin mendor té fémijéve (1,7, 8).
Rezultatet tregojné se njé klimé motivuese e shkallés sé

larté sjell pérfitime psikologjike té lidhura me arritjet e
motivimit. Kéto té dhéna duhet té inkurajojné edukatorét
e arsimit parashkollor pér té marré né konsideraté efektin
e klimés instruktuese né vet-perceptimin e fémijéve (7).

QFELLIMI

Té vlerésohet sesi ndryshimi i ambientit edukativ ndikon
zhvillimin psikomotor té fémijéve parashkolloré, né
ményré qé té hidhet drité mbi pikat e forta dhe té dobéta
té parametrave psikometrikeé té parashkolloréve té Vlorés
dhe té ambientit ku ata edukohen.

Objektivat:

1. Identifikimi i nivelit té zhvillimit psiko-motor té fém-
ijéve parashkolloré gé frekuentojné kopshtet e qytetit
té Vlorés, népérmjet vlerésimit té shpérndarjes sé
parametrave psikometriké tek ta sipas standarteve té
stadit té zhvillimit té grup-moshés.

2. Vlerésimi i cilésisé sé ambientit edukativ qé u ofrohet
kétyre fémijéve né kopshtet gé frekuentojné.

3. Hipotezé: Sa mé e larté cilésia e ambientit edukativ,
aq mé e ulét pérgindja e parametrave psikometriké
nén normén e zhvillimit té grup-moshés.

MATERIALI DHE METODA

Né kété studim kros-seksionlal, deskriptiv dhe analitik,
u pérfshiné té gjithé fémijét parashkolloré (3-6 vjec) té
rregjistruar né disa prej kopshteve ditore (private dhe
publike) né qytetin e Vlorés, Shqipéri. Nga studimi u
pérjashtuan fémijét me sindroma gjenetike, hantikape
shgisore apo vonesa mendore té diagnostikuara. Pasiubé
matja e parametrave psiko-metrikeé té fémijéve, u vlerésua
sesi parametrat afér dhe nén minimumin e zhvillimit té
grup-moshés vareshin nga ambienti edukativ qé u ofrohej
kétyre fémijéve né kopshtet gé frekuentonin.

Matja e parametrave psiko-metriké u bhé né bazé
té testit ndérkombétar té standartizuar Age&Stage
Questionnaires-3 (ASQ-3) (Jane Squires & Diane Bricker
2009) (13), referuar moshés kronologjike té fémijéve.
Vlerésimi i cilésisé sé ambientit edukativ u bé né bazé
té sistemit pikézues Early Care Environment Rate Scale
- Revised (ECERS-R) (Harms, Clifford&Cryer, 2005) (6).
Pérpunimi statistikor u realizua né paketén statistikore
SPSS ver.17.
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REZULTATET

I - Identifikimi i nivelit té zhvillimit
psiko-motor té fémijéve parashkolloré gé
frekuentojné kopshtet e gytetit té Vlorés.

Gjaté kétij studimi u vlerésuan parametrat psikometriké
té 141 fémijéve parashkolloré té rregjistruar né 6 kopshte
ditore (3 private dhe 3 shtetérore) né qytetin e Vlorés
gjaté periudhés Janar-Qershor 2012. Né pérfundim té tij
u konstatua se (tab.nr.3) 63% e fémijéve kishin vonesé
zhvillimi psikomotor né té paktén 1 sektor, 30% e tyre
kishin vonesa né 2 apo mé shumé sektoré dhe 2% e
fémijéve kishin vonesé totale zhvillimi nén minimalen e
grup-moshés.

Tab.1 - Shpérndarja e parametrave psiko-metrikeé té fémijéve sipas minimumit té zhvillimit té grup-moshés (né

bazé té pikézimit té kapur né sektorét e ASQ-3).
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Né tabelén nr. paragitet shpérndarja e parametrave
psikometriké té té gjithé fémijéve té marré né studim
sipas sektoréve té ASQ-3 duke iu referuar minimumit té
pikézimeve té grup-moshave té pércaktuara né kété test.
Sektori psikomotor me pérqindjen mé té ulét té zhvillimit
ishte sektori Personal-Social (32% vonesa psikomotore)
dhe sektori me pérgindjen mé té larté té zhvillimit ishte
Motorika globale (17% vonesa).

Me pikézim shumé té ulét predominojné qarté tre
sektoré: Komunikimi, Zgjidhja e problemeve dhe Sektori
personal-social me nga 9% té fémijéve qé nuk arrinin as
minimalen e zhvillimit té grup-moshés. Ndérsa zhvillimi
né Motorikén globale dhe fine arrihen nga njé numér mé
i madh fémijésh (respektivisht 6 dhe 5%).

— [«5)]
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Mbi 109 1% 117 83% 114 81% 103 73% 96 68%
minimumin e kérkuar 0 0 0 0 0
Afér
minimumit té 19 14% 16 11% 20 14% 25 18% 32 23%
kérkuar
Nén 0 o, 0 o, 0
minimumin e kérkuar 13 9% 8 6% 7 5% 13 9% 13 9%

II - Vlerésimi i cilésisé sé ambientit
edukativ qé u ofrohet kétyre fémijéve né
kopshtet gé frekuentojné.

Né kété studim u pérfshiné me pérzgjedhje té rastésishme
tre kopshte private dhe tre kopshte publike té qytetit té
Vlorés, té shpérndara né té gjithé territorin e qytetit
(gendér dhe periferi). Né tabelén nr.2 jané paragitur
profilet e kopshteve né studim sipas klasifikimit ECERS-R.
Né bazé té kétij klasifikimi vlerésohet si ‘i papérshtatshém’
pikézimi mesatar 1, si ‘minimal’ pikézimi mesatar 3,
si ‘miré’ pikézimi mesatar 5 dhe si ‘shkélqyer’ pikézimi
mesatar 7.

Pikézimin mé té larté e kané kopshtet private, dy prej té
cilave (Aulona dhe Montesori) jané rreth vlerésimit ‘miré’

me 5.1 dhe 4.8 té pikézimit mesatar. Por edhe kopshti
privat Binjaket, me 4.65 nuk éshté larg vlerésimit ‘miré’.
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Nga kopshtet publike mé miré paragitet kopshti nr.10 me
njé pikézim 4.05, ndérsa dy kopshtet e tjera me vlerésimet
3.7 dhe 3.26 e kalojné ‘minimalen’, por jané larg vlerésimit
‘miré’.

Né total kopshtet e marra né studim né qytetin e
Vlorés paragisnin njé pikézim mesatar prej 4.3 pikésh,
qé éshté njé nivel jo vetém mbi ‘minimalen’, por edhe
afér vlerésimit ‘miré’. Néngrupi i shkallés klasifikuese
ECERS-R me pikézimin mé té larté pér té gjitha kopshtet
ishte néngrupi ‘Ndérveprimet’ me 5.26 piké, dhe qé
ka té béjé me mbikéqyrjen e fémijéve, disiplinén dhe
bashképunimin midis stafit. Ndérsa pikézimin mé té ulét e
kishin néngrupet Komunikimi/Arsyetimi dhe Aktivitetet
(respektivisht me 3.75 dhe 3.4 pikeé), sektoré qé kané té
béjné me punén edukative (stimuluese, instruktuese dhe
motivuese) me fémijét nga ana e stafit profesional.
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Tab.2 - Profili ECERS-R pér kopshtet né studim, Vloré

Pikézimi mesatar

néngrupit
Binjaket

Néngrupet e profilit
Elementét e
Aulona
Montesori

No. 10
Teli Ndini
No. 8
Pikézimi mesatar

Hapésira e brendshme
Paisjet pér kujdesin e pérditshém, lojén dhe mésimin.
Hapésirat dhe Paisjet pér shlodhje

b Hapésirat pér privatési 5 142556 |44 | 4 |275]| 43
paisjet Ekspozimet e lidhura me fémijét
Hapésira pér motorikén globale
Paisjet pér motorikén globale

Pérshéndetjet / Pércjellja
Vaktet e ngrénies

Rutina e ku- Gjumi / Pushimi

jdesit personal | Pérdorimi i tualetit 65147162 4 1423548
Higjena

Siguria

Librat dhe figurat

Komunikimi- Inkurajimi i fémijéve pér té komunikuar

Arsyetimi Pérdorimi i gjuhés pér té zhvilluar aftésité e arsyetimit
Pérdorimi informal i té folurés

Motorika fine

Artet

Muzika /Llévizjet

Kubat

Réra / Uji

Pjesét teatrale

Natyra / Shkenca

Matematika / Numrat

Pérdotimi i TV, DVD dhe kompiuterave
Promovimi i pranimit té diversitetit

575 45 | 375 35 |25 | 25 | 375

Aktivitetet 42 1411 4 | 29|34 |18 | 34

Mbikéqyrija e aktiviteteve té motorikés globale
Mbikéqyrija e pérgjithshme e fémijéve
Ndérveprimet | Disiplina 64 56 52| 5 |44 ] 5 |526
Ndeérveprimi staf-femijé
Ndeérveprimi midis femijéve

Programi
Strukturae | Loja e liré 5 |475] 3 |35(325]55 | 42
programit Koha né grup

Masat pér fémijét me hantikape

Masat pér prindeérit

Masat pér nevojat personale té stafit
Prindérit dhe | Masat pér nevojat profesionale té stafit

stafi edukues | Ndérveprimi dhe bashképunimi i stafit 43 1617\ 4211551 38 | 38 1 46
Mbikéqyrja dhe vlerésimi i stafit
Mundésité pér rritje profesionale

Pikézimi mesatar total 51| 48 [465|4.05| 37 | 326 43
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III - Lidhja midis cilésisé sé ambientit
edukativ né té cilin rriten fémijét dhe
zhvillimit psikomotor té tyre.

Né té gjitha kopshtet e marra né studim kishte fémijé me
parametra psiko-metriké jo komform stadit té zhvillimit
té grup-moshés.

Né tabelén nr.3 jané paraqitur pikézimet mesatare té
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kapura nga vlerésimi i cilésisé sé ambientit edukativ té
kopshteve né studim dhe rastet (pérgindjet) e vonesave
té zhvillimit psikomotor tek fémijét qé frekuentojné kéto
kopshte. Né bazé té té dhénave té késaj tabele u llogarit
koeficenti i korrelacionit Pearson pér té vlerésuar lidhjen
midis ambientit edukativ dhe nivelit té zhvillimit té
femijéve.

Tab.3 - Shpérndarja e fémijéve me vonesa zhvillimi sipas kopshteve né studim

Fémijé pa asnjé e . e - Fémijét me
Kopshtet ECERS-R | vonesé né sektorét e lfeml]e e vonese. Femie e vonese ne * | vones totale
Jhvillimit né 1 sektor zhvillimi | 2 sektoré zhvillimi shvillimi
Aulona 5.1 9 60% 27% 2 13% 0
Montesori 48 5 42% 33% 3 25% 1
Binjakét 465 4 29% 6 43% 4 28.5% 0
No. 10 4.05 18 375% 19 40% 11 23% 0
Teli Ndini 3.7 5 23% 7 32% 10 45.5% 2
No. 8 3.26 12 40% 6 20% 12 40% 0
TOTAL 43 53 37% 46 33% 42 30% 3=2%
r=+0.52, P>0.05 r=+0.36, P>0.05 r=-0.82, P<0.05

Nga pérpunimi i té dhénave té studimit toné nuk duket
se ka lidhje statistikisht té réndésishme midis ambientit
edukativ dhe pérgindjes sé fémijéve me njé ose asnjé
vonesé zhvillimi. Ndérsa, koeficienti i korrelacionit
Pearson midis cilésisé sé ambientit edukues dhe
pérgindjes sé vonesave né > 2 sektoré zhvillimi u gjet r =
-0.82, P<0.05 (P=0.043/0.022).

Figura nr.1 paraqet Regresioni linear Alpha (y-intercept)
= 88. Regresioni linear Beta (slope) = -13.8.

Né tabelén nrd paragiten pérgindjet e parametrave

2 vonesa ne

parametrat psikometrike

Perqgindja e femijeve me

3,26 3,76 4,26 4,76 5,26
Pikezimi ECERS-R

Fig.1  Modeliiregresionit linear per ndikimin e
ambientit edukativ mbi vonesat e zhvillimit

psiko-motor.
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psikometriké jonormalé pér secilin nga sektorét e testit
ASQ-3 sipas kopshteve gé frekuentojné fémijét.

Pérqindjen mé té larté té vonesave psikomotore pothuaj
né té gjithé sektorét e paraget kopshti Teli Ndini.

Duke i marré me rradhé: kopshti Aulona pérqindjen mé té
larté té vonesave e ka né sektorét e Motorikés globale dhe
fine, si dhe né Aftésiné pér té zhgjidhur problemet (13%).
Kopshtet Montesori, Teli Ndini dhe Nr.10 sektorin mé
problematik kané Sektorin personal-social (respektivisht
42%, 52% dhe 375%). Dy sektorét mé problematiké té
kopshtit Binjaket jané Komunikimi dhe Aftésia pér
té zgjidhur problemet (36%). Kopshti nr.8 sektorin
me pérgindjen mé té larté té vonesave ka sektorin e
Komunikimit (33%).

Nése analizojmé vonesat sipas parametrave psikometriké
shohim se né sektorin e Komunikimit dhe té Zgjidhjes sé
Problemeve pérgindjet mé té larta té fémijéve qé nuk jané
né nivelin e zhvillimit té grup-moshés i kané kopshtet
Binjaket dhe Teli Ndini (36%-41%). Pérqgindja mé e larté e
fémijéve me Motoriké globale jo komform grup-moshés u
vu re tek kopshti Binjaket (21%). Né sektorin e Motorikés
fine dhe Personal-social pérgindjet mé té larta té vone-
save i kishin kopshtet Montesori dhe Teli Ndini (nga 25%
deri né 52%).
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Tab.4 - Shpérndarja sipas kopshteve e fémijéve me parametra psiko-metriké afér dhe nén minimumin e
zhvillimit té grup-moshés (né bazé té pikézimit té kapur né sektorét e ASQ-3).

Aftésia pér (& Sektori personal-
Kopshtet | ECERS-| Komunikimi | Motorika globale | Motorika fine | zgjidhur prob- soIc)ial
R lemet
Aulona 5.1 1 7% 2 13% 2 13% 2 13% 1 7%
Montesori | 4.8 3 25% 1 8% 3 25% 4 33% 5 42%

Binjakét | 4.65 5 36% 3 21%

3 21% 5 36% 3 21%

No. 10 4.05 5 11% 9 19%

8 17% 10 21% 18 37.5%

Teli Ndini | 3.7 8 36% 4 18%

7 32% 9 41% 11 52%

No. 8 3.26 10 33% 5 17%

5 17% 8 27% 7 23%

TOTAL 43 32 23% 24 17%

28 | 20% | 38 | % | a5 | 3%

DISKUTIMI

Nga ky vlerésim depistues i nivelit psikomotor té
fémijéve parashkolloré té qytetit té Vlorés u konstatua
njé pérgindje shqetésuese e fémijéve me vonesa zhvillimi
(63%). 30% prej tyre kishin vonesa zhvillimi né mé shumé
se 1sektor, dhe kjo pérgindje pérbén sigurisht kontigjentin
mé problematik me té cilét duhet béré njé puné e
personalizuar. Por edhe pérgindja e parashkolloréve me
vonesé vetém né njé sektor zhvillimi (33%), qé nénkupton
fémijét me kapacitete krejtésisht normale, por té
ciléet nuk jané stimuluar mjaftueshém pér té zhvilluar
potencialin e tyre té ploté, ngre njé piképyetje té madhe
mbi mjaftueshmériné e suportit informal té familjes apo
suportin formal té institucionit ku edukohen kéta fémijé.

Sic mund té vérehet né tabelén nr.1ka njé pérgindje shumé
té larté fémijésh me pikézim afér minimumit té kérkuar
né té gjithé parametrat psikometriké, qé nénvizon sérisht
punén e pamjaftueshme qé béhet me kéta fémijé pér ti
stimuluar e motivuar té realizojné aktivitetet normale
té stadit té zhvillimit. Njé nga treguesit mé negativé té
punés sé pamjaftueshme qé béhet me kéta fémijé éshté
pérgindja shumé e larté e pikézimit afér minimumit
né Sektorin Personal-Social (23%) ku instruktimi dhe
motivimi jané faktorét kryesoré qé cojné né pérvetsimin
e rutinés sé pérditshme dhe vendosjes sé ndérveprimeve
sociale.

Nése analizojmé pérgindjet e fémijéve me parametra
psikometriké nén minimumine pikéve té stadit té zhvillimit
shohim se jané relativisht pérgindje té konsiderueshme,
qé variojné 5-9%. Pérgindjet mé té ulta té vonesave té

zhvillimit i kané sektorét e Motorikés globale dhe fine
(6% dhe 5%) ndérsa né sektorét e tjeré té Komunikimit,
Zgjidhjes sé Problemeve dhe Sektorit personal-social 9% e
fémijéve kané vonesa té réndésishme zhvillimi.

Duhet té kemi parasysh qé ASQ-3 éshté njé test depistues,
pra kéta fémijé konsiderohen normalé dhe do té lejohen
té futen né shkollé si fémijét e tjeré, ndérkohé gé nuk i
kané kapacitetet normale té stadit té zhvillimit té grup-
moshés sé tyre dhe nuk do té kené té njéjtat mundési
pér té patur rezultate shkollore si fémijét e tjeré. Né kété
aspekt shifrat 30% e parashkolloréve kané > 2 vonesa
psikometrike dhe 9% kané pikézim nén minimumin e
nevojshém té stadit té zhvillimit né 3 nga 5 parametrat
psikometriké té testuar, jané me té vérteté shqetésuese.

Pérsa i pérket vlerésimit té cilésisé sé ambientit edukues
té kopshteve té qytetit té Vlorés pikézimi mesatar 4.3
né total éshté njé pikézim midis mjaftueshém dhe miré,
gé mund té konsiderohet i kénagshém pér njé vend me
nivelin e zhvillimit té Shqipérisé. Por po té béjmé njé
analizé mé té detajuar té néngrupeve té klasifikimit,
do té shohim se pikét e larta kapen né sektoré té tillé si
mbikéqyrja e fémijéve, lejimi i kohés sé liré me aktivitete
sipas déshirés apo disponimi i hapésirave dhe paisjeve té
mjaftueshme pér zhvillimin e aktiviteteve té motorikés
globale e fine (qé reflektohet edhe né pérgindjet mé té ulta
té vonesave né kéta dy sektoré). Kjo e fundit, vec té tjerash
mundésohet nga fakti se 3 prej kopshteve jané privaté,
ndérsa 2 prej kopshteve publike jané rikonstruktuar dhe
paisur nga donacione shtetérore apo private.
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Ndérkohé vijné shumé shqetésuese pikét e ulta né sektorét
e Komunikim/Arsyetimit dhe Aktiviteteve qé jané
pércaktuese né instruktimin dhe motivimin e fémijéve né
parametrat psikometriké té Komunikimit dhe Zgjidhjes
sé problemeve, cka reflektohet edhe né pérgindjet e
larta té vonesave né kéta sektoré dhe bén té nevojshém
rritjen e kapaciteteve profesionale té stafit né drejtim
té stimulimit psikomotor té fémijéve. Kéto rezultate
mbéshtesin padyshim konkluzionin edhe té studimeve
té tjera né kété fushé (11,12) se vonesat e zhvillimit
psikomotor té kétyre fémijéve duket se shkaktohen
nga suporti i pamjaftueshém formal i kopshteve ku ata
edukohen.

Duke analizuar né total lidhjen midis rankimit té
kopshteve né klasifikimin ECERS-R dhe pérgindjes sé
fémijéve me > 2 vonesa psikomotore, vihet re qarté
trendi pér uljen e késaj pérgindjeje me rritjen e cilésisé sé
kopshteve, gé pérforcon akoma mé tepér konkluzionet e
nxjerra mé sipér nga ky studim apo edhe nga studimet e
béra né vendet e tjera (2,8).

Devijacionin mé té madh té variancés qé vérehet tek
ky trend e ka kopshti Teli Ndini (i rikonstruktuar dhe
pajisur nga fonde shtetérore), ku me gjithé pikét e larta
né cilésiné e ambientit edukativ, éshté kopshti me
pérgindjet mé té larta té vonesave psikomotore né total
dhe pothuaj né té gjithé sektorét psikometriké mé vete.
Kjo sepse, ashtu si konkordojné edhe shumé studiues té
ndryshém (3,9), zhvillimi psikomotor i fémijés ndikohet
gjithashtu sé tepérmi edhe nga statusi socio-ekonomik
dhe inteligienca verbale e nénés, qé né vlerésimin e
zhvillimit psikomotor té fémijéve té kétij kopshti kané njé
peshé té konsiderueshme si faktoré konfondues.

KONKLUZIONET

Niveli i parametrave psikometriké tek fémijét e qytetit
té Vlorés 1é pér té déshéruar. 63% e fémijéve paragesin
vonesa zhvillimi psikomotor né té paktén 1 sektor
psikometrik, 30% né 2 apo mé shumé sektoré dhe 2% e
fémijéve kané zhvillim psikomotor total nén minimalen
e grup-moshés. Sektori psikomotor me pérgindjen mé
té ulét té zhvillimit konform grup-moshés éshté sektori
Personal-Social (32% vonesa psikomotore) ndérsa
Motorika globale éshté sektori me pérgindjen mé té larté
té zhvillimit normal (17% vonesa).

Né total kopshtet e marra né studim né qytetin e Vlorés
paraqesin njé pikézim mesatar prej 4.3 pikésh, qé éshté njé
nivel jo vetém mbi ‘minimalen’, por edhe afér vlerésimit
‘miré’. Kopshtet private kané pikézim mé té larté se
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kopshtet publike. Néngrupi i shkallés klasifikuese ECERS-R
me pikézimin mé té larté pér té gjitha kopshtet ishte
néngrupi ‘Ndérveprimet’ me 5.26 piké. Ndérsa pikézimin
mé té ulét e kishin néngrupet Komunikimi/Arsyetimi dhe
Aktivitetet (respektivisht me 3.75 dhe 3.4 piké).

Nga pérpunimi i té dhénave té studimit toné nuk duket
se ka lidhje statistikisht té réndésishme midis ambientit
edukativ dhe pérgindjes sé fémijéve me njé ose asnjé
vonesé zhvillimi. Ndérkaq duket se ka njé trend té
dukshém té rritjes sé pérgindjes sé fémijéve me vonesa
né > 2 sektoré zhvillimi dhe uljes sé cilésisé sé ambientit
edukativ (r = -0.82, P<0.05).

REKOMANDIMET

Fusha e zhvillimit psikomotor éshté njé fushé e
pavlerésuar dhe e paeksploruar si duhet. Kérkime té
métejshme duhet té realizohen né kété drejtim me ané té
studimeve screening apo analitike.

Vlerésimi i zhvillimit psikomotor té fémijéve duhet té
kryhet periodikisht, me ané té testeve psikometrike
profesionale dhe jo né ményré intuitive. Plani i
instruktimit dhe motivimit psikomotor té fémijéve duhet
té jeté i personalizuar (njé-pér-njé) dhe i specializuar.

Trajnimi i stafit té kopshteve pér realizimin e vlerésimit
psiko-motor dhe rritja e kapaciteteve né stimulimin
psikomotor té fémijéve duhet té jeté pjesé e objektivave
imediate té veprimtarisé sé arsimit parashkollor.
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THE IMPACT OF LEARNING ENVIRONMENT IN THE PSYCHOMOTOR DEVELOPMENT OF
PRESCHOOLERS IN VLORA, ALBANIA

Aurela Saliaj !, Ermira Kola 2, Lorena Lazaj 3, Dona Manaj

'Mother&Child Care Department, Faculty of Public Health, University of Vlora, Albania.
Intensive care unit, Pediatric Hospital, University Centre ‘Mother Theresa’, Tirana, Albania
3 Faculty of Public Health, University of Vlora “Ismail Qemali”, Albania.

ABSTRACT

The assessment of preschooler’s psychometric parameters is an important part of the growth&development
evaluation of children at this age and unfortunately the most neglected. Furthermore the investment of
the society in early childhood is fundamental for the full potential development in their adult life. One of
the most important contributing factors in children psychomotor development is the stimulation and the
motivation from the learning environment in the kindergartens where they spend the most part of their day.

Using a cross-sectional approach we assessed the level of psychomotor development of preschoolers enrolled
in some of the public and private kindergartens in the city of Vlora, and evaluated their quality of learning
environment through the international standardized tests and rates.

In the end of this study we noticed that the percentage of preschool children with psychometric delays was
considerable in almost all kindergartens under the study, their care and learning environment in general was
rated as above minimal (near good), and that exist a statistically significant relationship between quality of
care environment and the percentage of children with 2 or more psychomotor delays for the age-group.

Key words: psychometric parameters, psychomotor development, early care environment, kindergartens of
city of Vlora, Albania.

77 | Medical Journal - MEDICUS



LPunime origjinale shkencore | Original scientific paperJ
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HYRJE

Renia difuze e flokeve ne te gjithe siperfagen e kokes perben ate ge ne e quajme deffluvium ose effluvium
capelli. Kjo renie mund te jete e tipit imediat (effluvium anagen distofik) ose e tipit te vonshem (alopecia
telogenike).

Qellimi: Vlerésimi i ndikimit te patologjive te tiroides, té anemise, te stresit,te medikamenteve te perdorura
per probleme te tjera,te semundjeve shogeruese lokale te scalpit ose sistemike, dietes se mbajtur per te rene
ne peshe dhe faktoreve ekzogjene ne telogen effluvium.

Materiali dhe metoda: Jane marre ne studim 219 paciente me diagnozen telogen effluvium dhe 219 paciente
te perdorur si grup kontolli te paragitur ne sherbimin ampulator te SUQU gjate periudhes janar 2010-
nentor 2011. Per grup kontrolli jane perdorur paciente te cilet jane paragitur tek dermatologu per probleme
te tjera dhe nuk referonin renie te flokeve.

Rezultatet: Ne telogen effluvium crregullimet e tiroides jane hasur ne 17.8% te pacienteve, anemia ne 40.2%,
stresi fizik dhe psikologjik ne 28.7%, kane perdorur medikamente 8.7% e pacienteve, semundje shogeruese
kane paragitur rreth 25.1% e pacienteve , dieta eshte gjetur ne 20.1% te rasteve dhe faktoret ekzogjene kane
ndikuar ne 2.7% te rasteve .

Konkluzioni: Anemia, crregullimet e tiroides, stresi, dhe semundjet shogeruese ndikuan ne shfagien e
telogen effluvium. Perdorimi i medikamenteve ,dietat e mbajtura per te rene ne peshe dhe faktoret ekzogjene
nuk ndikuan ne shfagien e telogen effluvium.

Fjale kyc: Telogen effluvium, faktoret e mundshem etiologjike

DISA TE DHENA MBI TELOGEN EFFLUVIUM pushimi floku bie dhe fillon nje faze e re me formimin e
nje floku te ri. Shumica e njerezve kane 100.000 fije floku
dhe 10 deri 15 % e ketyre flokeve jane ne fazen telogene .

Renia €100 fije telogene ne dite eshte normale? Renia

Defluvium capelli eshte patollogji ge haset shpesh ne
praktiken e perditshme te mjekeve dermatologe, ze vendin
e }?gtli ne re}rluet E }fllokeve pas gl;)peC1se gﬁdmliélemke dhe e flokeve anagene asnjehere nuk eshte normale. Renia
shiakton s peshihere stres mjatt te ma .te p§c1entet. e flokeve vjen si pasoje e nderprerjes se nje nga fazat e
Vlen te theksojme se 1.7% e popullates zhvillon nje forme ciklit flokut™*

te renieve te flokeve gjate gjithe jetes se tyre.
Dallohen tre faza ne ciklin e rritjes se flokut 2*:

1.Faza anagene ose faza e rritjes.
2.Faza katagene ose faza tranzistore.
3.Faza telogene ose faza e pushimit.

Rritja gjithmone e me teper e numrit te rasteve me
defluvium capelli na shtyn ta studiojme me teper kete
patollogji kryesisht ne aspektin etiologjik per te patur

rezultate sa me te mira ne trajtimin e saj.
Faza anagene: Floku se bashku me medulen, korteksin,

kutikulen, dhe pjesen e thelle te rrenjes, formohen nga
nje sasi e vazhdueshme mitozash.Ne kete faze cdo flok

Per te kuptuar patogjenezen e effluvium capelli fillimisht
po japin disa te dhena per ciklin e rritjes se flokeve.

Floket nuk rriten ne menyre te vazhdueshme, por cdo
folikul i pa sinkronizuar me folikujt e tjere ndjek nje ritem
cikli me faza rritje dhe pushimi. Ne pushim te cdo faze
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human rritet rreth 0.35mm ne dite dhe gendron per rreth
2-8 vjet °. Floku ne kete faze nuk bie vete dhe mund ta
shkepusesh vetem me dhimbje.
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Faza katagene: Kjo faze zgjat 4- 6 jave,papritur mitozat
ndalojne,bulbi keratinizohet dhe floku pergatitet per ne
fazen telogene.

Faza telogene:Kjo faze zgjat 2-3 muaj 5. Floku ne kete faze
mund te shkeputet pa dhimbje. Ne fund te fazes floku bie
vete ose mbetet ne kreher gjate krehjes.

Cikli i flokeve eshte i percaktuar gjenetikisht per cdo
folikul te flokeve,per cdo individ dhe per cdo zone te
trupit.

Defluvium capelli mund te jete e tipit imediat effluvium
(anagen distofik) ose e tipit te vonshem (alopecia
telogenike).

ALOPECIA E TIPIT IMEDIAT OSE EFFLUVIUM
ANAGEN DISTROFIKE

Gjate fazes anagene matriksi i flokeve ka nje aktivitet
shume te larte mitotik dhe ne kete faze eshte vecanerisht
sensitiv ndaj toksicitetit. Shume demtime serioze te
folikujve ne kete faze cojne brenda disa oreve ose diteve
kalimin e folikujve nga nje faze normale anagene ne nje
faze anormale distrofike anagene. Frenohet aktiviteti
metabolik dhe mitozat e shtuara,ge cojne ne ulje te
madhesise te matriksit floke- formues dhe si rezultat
floku bie si nje flok anagen distrofik. Floket mund te bien
brenda pak diteve pas demtimit. Trichograma tregon nje
pergindje normale te flokeve ne fazen telogene por nje
ulje te flokeve anagen normal dhe nje rritje relative te
flokeve anagen distrofik(norma 1-2%).

ALOPECIA E TIPIT TE VONSHEM E NJOHUR SI
TELOGEN EFLUVIUM OSE ALOPECIA TELOGENIKE

Gjate fazes inaktive mitotike(fazes telogene) folikuli i
flokut eshte jo sensitiv. Demtim i lehte ne matriksin e
flokut ne fazan anagene con ne nje perfundim premature
por fiziologjik te fazes anagene me kalim te folikulit ne
fazen telogene. Keto floke te skalpit bien ne fund te fazes
telogene. Telogen effluvium nuk zhvillohet deri 2-4 muaj
pas ngjarjes demtuese. Trichograma eshte e alternuar ne
favor te flokeve ne fazen telogene.

SHKAKTARET ME TE SHPESHTE TE ALOPECISE TE
TIPIT IMEDIAT

m Kimioterapia

Pas nje doze kimioterapie floket bien disa dite- 3jave
pasi ka filluar kimioterapia dhe behet mjaft e dukshme

1-2 muaj me vone. Floket e kokes jane ne pergjithesi me
te prekur, por te gjithe floket e trupit duke perfshire
gerpiket dhe vetullat mund te preken®

m Radioterapia’
m Citostatiket ®

m Helmiminga metalet e renda dhe helmimet me acid
borik? ;
m Situatat me stres emocional te rende.

TELOGEN EFFLUVIUM (ALOPECIA E TIPIT TE
VONSHEM)

Demtim i lehte ne matriksin e flokut ne fazan anagene
con ne nje perfundim prematur por fiziologjik te fazes
anagene me kalim te folikulit ne fazen telogene °. Keto
floke te skalpit bien ne fund te fazes telogene.Telogen
effluvium nuk zhvillohet deri 2-4 muaj pas ngjarjes
demtuese. Zakonisht mbi 100 fije bien cdo dite dhe kjo
periudhe renie mund te zgjase nga 6 muaj - 6 vjet ose me
shume nese shkaku vazhdon te persistoje dhe rezulton
me nje ndryshim dramatik te paraqitjes se personit.
Trichograma eshte e alternuar ne favor te flokeve ne
fazen telogene.

Telogen effluvium akut eshte percaktuar renia ge zgjat
me pak se 6 muaj " .Telogen effluvium kronik eshte
percaktuar renia ge zgjat me shume se 6 muaj”

SHKAKTARET ME TE SHPESHTE TE TELOGEN
EFFLUVIUM
m Alopecia post partum

m Crregullimet e tiroides hypo dhe hipertireoza®® (me
shpesh hypotireoza)

Sindromi i Ovarit Policistik** (PCO)
Mungesa e hekurit

m Infeksionet e shogeruara me temperature te larte si
Ethja tifoide, Influenca, Sifilizi secondar, Erizipela' .

m Stresi psikologjik (fizik) si traumat kirurgjikale',
temperaturat e larta, semundjet kronike sistemike.

m Stresi emocional i rendesishem (vdekje, divorc,
falimentim).

m Stadet e hershme te alopecise androgjenike’® Alopecia
androgjenike ne stadet e para te saj prezantohet si
telogen efluvium para se ajo te shfage kliniken e saj
tipike .

m Fillimi dhe nderprerja e kontraceptiveve orale®.
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m Semundjet akute psikiatrike.

m Semundjet kronike sistemike si amiloidoza
sistemike®, Eritrodermia, Dermatomioziti, Lupusi
sistemik, Diabeti melitus,semundje ge cojne ne
kaheksi, AIDS, tumore, semundjet hepatike, morbus
Crohn's'®

m Semundjetinflamatore te kokessi psoriasis, dermatit
seborhoik dhe dermatiti alergjik i kontaktit"?.

m Faktoret dietetike si mungesa e zinkut dhe e
biotines™”, deficienca e acideve te rendesishme
yndyrore, sindroma e malabsorbimit, mungesa e
vitamines D.

m Dietat drastike dhe uljet e medha ne peshe per nje
kohe te shkurter.

m Medikamentet per probleme te tjera .

m Demtimet ekzogjene te flokut si dekolorimet,
permanenti.

Qellimi i studimit: Vlerésimi i ndikimit te patologjive
te tiroides, té anemise, te stresit,te medikamenteve
te perdorura per probleme te tjerate semundjeve
shogeruese lokale te scalpit ose sistemike, dietes se
mbajtur per te rene ne peshe dhe faktoreve ekzogjene ne
telogen effluvium.

Materiali dhe metoda: Jane marre ne studim 219 paciente
me diagnozen telogen effluvium prej te cileve 197 femra
dhe 22 meshkuj dhe 219 paciente te perdorur si grup
kontolli (165 femra dhe 54 meshkuj) te paragitur ne
sherbimin ampulator te SUQU gjate periudhes janar 2010-
nentor 2011. Per grup kontrolli jane perdorur paciente
te cilet jane paragitur tek dermatologu per probleme te
tjera si ekzema , pityriasis versicolor, lichen planus ,
acne vulgaris , infeksione mykotike ,bakteriale dhe virale
.Pacientet e grupit te kontrollit nuk referonin renie te
flokeve. Per secilin pacient u plotesua nje pyetesor sipas

te cilit pacientet duhet te kryenin nje sere ekzaminimesh
dhe konsultash

si: niveli i ferritines, dozimi i hormoneve te tiroides,
AAN, testi HIV, pyetije rreth semundjeve te tjera
shogeruese,medikamentet e perdorura per probleme te
tjera, pyetje rreth stresit ,dietes e anamnezes familjare.
I njejti pyetesor u perdor dhe per pacientet e perdorur
si grup kontrolli.

Tipi i studimit: kros-seksional (transversal).

Regresioni logjistik binar u pérdor pér vlerésimin e
lidhjeve mes faktoréve te riskut dhe shfagjes se semundjes.
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REZULTATET E STUDIMIT
Tabela nr1
Grupi Grupi
F.aktOI‘et € studimit kontrollit P
riskut
N % N %

Grregullimet | 29| o0 |45 | 456

e tiroides

Hipertireoze | 20 | 91 | 5 | 228 | P700%2
Hypotireoze 19 8.7 5 2.28

Anemia 88 | 40.2 27 12.4 | p=0.009
Stresi 63 | 28.7 12 54

fizik 1 5 p=0.039
emocional 52 | 237 12 5.4

Semundje 55 | 251 | 13 6
shogeruese

lupus 8 3.7

diabeti mel-

litus 5 14 1 > p=0.01
PSOTIasis 13 (58] 1 |05

capitis

dermatiti 32| 1 |05

seboroik

Medikam-

emtet e 19 8.7 10 4.6

perdorura

Antidepresive | 4 1.8

p=0.44

[zotretinoine 3 14 1 0.5
Kontraceptive | 9 41 3 14
Terbinafine 3 14 6 27

Dieta 44 | 201 10 46 | p=0.07
Faktore 6 |27 3 | 14

ekzogjene

Dekolorim 4 1.8 p=0.705
Permanent 2 09 3 14

Ne tabelen nr1 pasqyrohet numri dhe pergindja e fak-
toreve te riskut ne grupin e te semureve dhe ne grupin
e kontrollit. Kollona e p ne tabele tregon nese kane gene
ose jo sinjifikante faktoret e riskut ne grupin e te
semureve.
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Ne grafikun 1kemi paragitur crregullimet e funksionit
te tiroides ne pacientet e grupit te studimit me telogen
effluvium dhe ne grupin e kontrollit.

Crregullimet e funksionit te tiroides jane hasur ne 17.8%
te pacienteve te grupit te studimit. Hipertireoza eshte
hasur ne 9.1% (20 paciente)dhe hypotireoza ne 8.7%,
(19 paciente)kurse ne grupin e kontrollit crregullimet
e tiroides jane hasur ne 4.56% ku hipertireoza eshte
gjetur ne 2,28%( 5 paciente) dhe hypotireoza ne 2,28%(5
paciente).

Pas analizes me regresion logjistik u pa ge crregullimet
e tiroides jane faktor sinjifikant ne telogen effluvium
p=0.032
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Ne grafikun 2 kemi paragitur pranine e anemise ne
grupin e studimit me telogen effluvium dhe ne grupin e
kontrollit. Ne grupin e studimit anemia eshte vene re
ne 40,2% ose ne 88 paciente, kurse ne grupin e kontrollit
anemia eshte gjetur ne 12,4% ose ne 27 paciente.

Pas analizes me regresion logjistik u pa anemia eshte
faktor sinjifikant ne telogen effluvium p=0.009
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Ne grafikun 3 kemi paragitur pranine e stresit ne
grupin e studimit me telogen effluvium dhe ne grupin e
kontrollit.Stresi eshte hasur ne 28.7% (ose ne 63 paciente)
ne grupit te studimit ku 5% (osell paciente) e perben
stresi fizik dhe 23,7% (52 paciente) stresi emocional. Kurse
ne grupin e kontrollit stresi eshte vene re ne 5.4 % (12
paciente) dhe ky eshte stress emocional. Pas analizes me
regresion logjistik u pase stresi eshte faktor sinjifikant
ne telogen effluvium p=0,039
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Ne grafikun 4 kemi paragitur ndikim e semundjeve
shogeruese ne grupin e studimit pra ne pacientet me
telogen effluvium dhe pranine e ketyre semundjeve
shogeruese ne grupin e kontrollit.

Semundje shogeruese kane paragitur 25,1% e pacienteve te
grupit te studimit. Lupusi sistemik eshte vene re ne 3.7%(8
paciente),diabeti mellitus ne 1.4% (3 paciente),psoriasis
capitis ne 5.8% (13 paciente)dhe dermatit seboroik ne
14.2% (ose 32 paciente)

Ne grupin e kontrollit semundje shogeruese kane
paraqitur 6% e pacienteve prej te cileve: diabeti melitus
eshte hasur ne 5% (11 paciente), psoriasis capitis ne 0.5%,
(1 pacient) dermatiti seboroik ne 0.5%(1 pacient).
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Pas analizes me regresion logjistik u pa se semundjet
shogeruese jane faktor sinjifikant ne telogen effluvium
p=0,01

Grafiku 5
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Ne grafikun 5 kemi paragitur ndikimin e medikamenteve
te perdorura per probleme te tjera nga pacientet e
grupit te studimit me telogen effluvium dhe nga grupi
i kontrollit

Kane perdorur medikamente 8.7 % e pacienteve te grupit
te studimit. 1.8% e pacienteve (4 paciente) kane perdorur
medikamente antidepresive, 1.4% (3 paciente) kane
perdorur Izotretinoine, 4.1% (9 paciente) kane perdorur
kontraceptive dhe 1.4% e pacienteve (3 paciente) kane
perdorur Terbinafine.

Ne grupin e kontrollit kane perdorur medikamente per
probleme te tjera 4.6% e pacienteve. 0.5% (1 pacient) ka
perdorur izotretinoine, 1.4% (3 paciente) kane perdorur
kontraceptive dhe 2.7% e grupit te kontrollit(6 paciente)
kane perdorur Terbinafine.

Pas analizes me regresion logjistik u pa se perdorimi i
medikamenteve rezultoi faktor jo sinjifikant ne telogen
effluvium p=0,44
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Ne grafikun 6 kemi paragitur ndikimin e dietes ne
pacientet e grupit te studimit me telogen effluvium, dhe
pranine e dietes ne grupin e kontrollit .

20.1% e pacienteve te grupit te studimit (44 paciente)
kane mbajtur diete per renie ne peshe, kurse ne grupin e
kontrollit diete kane mbajtur 4.6% (10 paciente) .

Pas analizes me regresion logjistik upase dieta rezultoi
faktor jo sinjifikant ne telogen effluvium p=0,07

Grafiku 7
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Ne grafikun 7 kemi paragitur ndikimin e faktoreve
ekzogjene ne pacientet e grupit te studimit me telogen
effluvium, dhe pranine e ketyre faktoreve ne grupin e
kontrollit.

Faktoret ekzogjene kane gene te pranishem ne 2.7% te
pacienteve te grupit te studimit ku dekolorimi perbente
1.8% (4 paciente) dhe permanenti 0.9% (2 paciente).
Ne grupin e kontrollit faktoret ekzogjene kane gene te
pranishem ne 1.4% (3 paciente).

Pas analizes me regresion logjistik u pa se faktoret
ekzogjene rezultuan faktor jo sinjifikant ne telogen
effluvium p=0, 705

DISKUTIMI

Defluvium capelli eshte patollogji ge haset shpesh ne
praktiken e perditshme te mjekeve dermatologe,vjen e
dyta pas alopecise androgjenike dhe shkakton shpeshhere
stres mjaft te madh tek pacientet.

kane nje ndikim te madh ne
metabolizmin  qgelizor te proteinave, karboidrateve,
yndyrnave dhe mineraleve. Qelizat e matrixit te
flokeve,per shkak te shkalles se larte te veprimtarise
metabolike jane mjaft te ndikuara nga mungesa ose

Hormonet e tiroides
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prodhimi i tepert i hormoneve te tiroides sepse folikuijt
e flokeve kane receptore per hormonet e tiroides
vecanerisht per triiodothyronine (T,). Ne studimin
tone crregullimet e tiroides jane hasur ne 17.8% ose ne
39 paciente ku hipertireoza eshte hasur ne 9.1% (20
paciente)dhe hypotireoza ne 8.7%, (19 paciente)dhe pas
analizes me regresion logjistik u pa ge crregullimet e
tiroides jane faktor sinjifikant ne telogen effluvium p=
0.032.

Hekuri luan nje rol te rendesishem ne organizem
kryesisht ne prodhimin e hemoglobines, mioglobulines
,oxigienimin e ruazave te kuqge te gjakut ,gjithashtu ai
luan rol kryesor per rritjen dhe mirembajtjen e flokeve.
Reniet e flokeve si pasoje e mungeses se hekurit haset me
teper ne grate e reja me cikel menstrual te zgjatur ose
tek femrat ge bejne diete dhe shume rralle tek burrat.
Ne studimin tone anemia eshte hasur ne 40.2% ose ne
88 paciente (79 femra dhe 9 meshkuj)dhe pas analizes
me regresion logjistik u pa ge anemia eshte faktor
sinjifikant ne telogen effluvium p=0.009.

Lidhjet ndermjet stresit emocional dhe renieve te flokeve
eshte shpesh here veshtire te percaktohet dhe renia e
flokut shpesh here perben stres per pacientin. Ka mjaft
te dhena per lidhjen midis stresit emocional madhor
dhe renieve te flokeve. Stresi ka gene prej kohesh si
nje faktor irendesishem ne reniet e flokeve (Bosse and
Gieler ,1987,PAUS,200 Botcharev 2003). Megjithate lidhjet
midis renieve difuze kronike te flokeve dhe stresit
psikologjik jane disa here kontradiktore V. Evidencat
per kete lidhje jane te pakta dhe stresi i perditshem
eshte i pamjaftueshem si shkak i renies se flokeve!>®,
Ne studimin tone stresi eshte hasur ne 28.7% ose ne 63
paciente dhe pas analizes me regresion logjistik u pa se
eshte faktor sinjifikant ne telogen effluvium p=0.039.

Renia e flokeve ndodh né rreth 45 pér gind té njerézve
me lupus gjaté dekursit sé sémundjes sé tyre. Mé shpesh
renia e flokéve ndodh né fillimin e sémundjes, dhe
mund té jeté njé nga simptomat e para té sémundjes té
njohura nga personi. Renia e flokeve ne me te shumten
e rasteve éshté e shperndare ne gjithe siperfagien e
kokes por ndonjéheré flokét bien dhe me vatra . Kur
sémundja éshté sjellé nén kontroll, flokét rriten pérséri.
Ndonjéheré ne pacientet me lupus vihet re njé skugje té
lékurés e kokés, zakonisht ne lupusin subacut ose kronik
dhe ne keto raste alopecia eshte e perhershme.

Edhe diabeti melitus shogerohet shpesh here me renie te
flokeve. Humbja e shpeshté e flokéve éshté konsideruar

shpesh njé nga simptomat e para té diabetit, i cili kérkon
trajtim té menjéhershém, né ményré qé té shmangen
ndérlikimet e métejshme. Diabeti shkakton garkullim
té dobét té gjakut. Qarkullimi i dobét i gjakut mund té
ndikojé né aftésiné e folikujve te flokéve pér té vepruar
normalisht. Né kushte normale, flokét rritet pér 2-6 vijet,
pastaj floku shkon né fazen katagene , dhe pérfundimisht
ai bie dhe floke i ri prodhohet per te zvendesuar ate
ge bie. Kur garkullimi i gjakut éshté i varfér, gjéndra e
flokut nuk eshte ne gjendje te prodhoje floke te rinj per
te zvendesuar floket ge bien dhe si rrjedhim floket jane
me te holle dhe me te ralle. Stresi éshté i lidhur direkt
me diabetin dhe me renien e flokeve .Diabeti si sémundje
shkakton stres dhe ankth té tepért, e cila nga ana tjeter
béhet shkak i renies sé flokéve. Gjithashtu medikamentet
ge perdoren per te trajtuar diabetin mund te shkaktojne
renie te flokeve por kjo zakonisht eshte individuale, dhe
cdo njeri reagon ndryshe pér medikamente specifike.

Psoriasisi dhe dermatiti seboroik i kokés ne format e
shprehura mund té shkaktojné renie te flokeve krahas
skuamave dhe pllakave te trasha. Megjithaté, kjo forme e
renieve te flokeve eshte kalimtare dhe renia rikuperohet
pas trajtimit te psoriasis. Ka mendime te ndryshme qe
lidhin psosiasis dhe dermatitin seboroik  me telogen
effluvium: hegia me force e skuamave, kruarjet e
shpeshta ge shkaktojne ne koke mund te shkaktojne
terhegie te flokeve, ndonjéheré medikamentet qe
perdoren per trajtimin e ketyre patologjive shkaktojne
humbjen e flokéve. Disa ilace qé pérdoren pér té trajtuar
psoriasis e kokés te tilla si acidi salicilici mund te
demtoje pérkohésisht flokét dhe té cojé né renien e tyre
Né shumicén e rasteve, flokét rritet pérséri, kur trajtimi
ndalet. Gjithashtu stresi ge shogeron pacientet me
psoriasis ose dermatit seboroik con né renien e flokéve.
Gjithashtu ka mendime se psoriasis eshte nje patologji
autoimune dhe renien e flokeve e lidhin me kete fakt.

Semundjet shogeruese ne studimin tone u hasen ne 25.1%
ose ne 55 paciente ku vendin kryesor e zinte dermatiti
seboroik me 14.2%(31 paciente),psoriasis capitis eshte
hasur ne 5.8%(13 paciente),lupusi sistemik eshte gjetur
ne 3.7%(8 paciente) dhe diabeti melitus eshte gjetur
ne 14%(3paciente) Semundjet shogeruese rezultuan
sinjifikante p=0.0L

Medikamente te ndryshme ge perdoren per te trajtuar
probleme te tjera shkaktojne renie te flokeve duke
interferuar ne ciklin normal te rritjes se flokeve kryesisht
ne fazen anagene dhe gjate fazes telogene.Ne fund te
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fazes telogene floku hie dhe ai zvendesohet nga flok i
ri. Medikamentet mund te shkaktojne dy tipe te renies
se flokeve: telogen effluvium and anagen effluvium.
Telogen effluvium eshte forma me e shpeshte e renies
se flokeve e shkaktuar nga medikamentet dhe zakonisht
shfaget dy deri kater muaj pas marrjes se medikamentit.
Medikamenti nderhyn ne ciklin e flokeve dhe jep renie te
flokeve(100 deri 150 fije ne dite) duke bere kalim me te
hershem te flokeve ne fazen telogene. Shkalla e renies se
flokeve varet nga tipi i medikamentit, doza e perdorimit
te tij ,gjithashtu nga ndjeshmeria individuale e individit
ndaj medikamentit. Anagen effluvium eshte renia e
flokeve ge ndodh gjate fazes anagene ose fazes se rritjes se
flokut. Kjo forme haset tek personat ge bejne kimioterapi.
Keto medikamente vrasin gelizat kanceroze te trupit
por ato gjithashtu demtojne dhe gelizat e shendetshme
duke perfshire matrixin e gelizave te flokeve. Kjo forme e
renies se flokeve ndodh zakonisht pak dite deri dy jave
nga fillimi i kimioterapise dhe progreson shume shpejt
pas nje ose dy muajve (sipas American Cancer Society ).
Renia e flokeve eshte mjaft e shprehur deri ne renien e
te gjithe floke te kokes, gjithashtu shogerohet me renie
te gerpikeve, te vetullave, dhe gimeve te tjera te trupit.
Hypotermia e scalpit mund te parandaloje renien e
flokeve gjate kimioterapise. Paketa akulli vendosen
ne scalp per pak minuta perpara dhe menjehere pas
kimioterapise.Akulli do te reduktoje garkullimin e gjakut
ne folikun e flokut dhe medikamentet e perdorura per
kimioterapi nuk depertojne brenda folikujve te flokeve.

Ne studimin tone 8.7% ose 19 paciente kane perdorur
medikamente per probleme te tjera dhe pas analizes me
regresion logjistik u pa ge perdorimi i medikamenteve
nuk eshte sinjifikant ne telogen effluvium p=0.44.

Pervec faktoreve te permendur me siper reniet e flokeve
mund te vijne dhe ne rastet e deficiences te vitaminave
,aminoacideve ose mineraleve.Reniet e flokeve mund te
ndodhin kur dieta eshte e pa mjaftueshme me vitamine B
kryesisht B6,biotine ,acid folic,magnezium,sulfur dhe zinc.
Vitamina B vecanerisht B5 acid pantothenic and B3 (niacin)
kane rol te rendesishem ne rritjen e flokeve . Ne rastet e
dietave te shpehura rirritja e flokeve do te vihej re pas
shume muajve te nderprerjes se dietes dhe kompesimit
te deficiences te vitaminave ,aminoacideve ose mineraleve
te nevojshme per rritjen e flokeve. Ne studimin tone 20.1%
ose 44 paciente kane mbajtur diete per renie ne peshe dhe
dieta na rezultoi jo sinjifikante p=0.07.

Procedura te ndryshme si permanneti, dekolorimet ose
lyerjet e flokeve me bojra mund té shkaktojné dobési te
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flokéve, duke e béré até te brishté ose duke shkaktuar
renie te flokeve. Nése pacientet referojne per lidhje
midis renieve te flokeve dhe procedurave te mesiperme
(jane perjashtuar faktoret e tjere te mundshem te
renieve te flokeve) rekomandohet evitimi i perseritur i
ketyre procedurave dhe perdorimi i multivitaminave qe
ndikojne ne rritjen dhe forcimin e flokeve .Ne kete studim
faktoret ekzogjene jane hasur ne 2.7% ose ne 6 paciente
dhe pas analizes me regresion logjistik u pa ge faktoret
ekzogjene nuk jane sinjifikant ne telogen effluvium
p=0.705

Konkluzioni: Anemia, crregullimet e tiroides, stresi,
dhe semundjet shogeruese ndikuan ne shfagien e
telogen effluvium. Perdorimi i medikamenteve ,dietat e
mbajtura per te rene ne peshe dhe faktoret ekzogjene nuk
ndikuan ne shfagien e telogen effluvium.
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ETIOLOGY FACTORS EVALUATION IN TELOGEN EFFLUVIUM

Albana Lufi !, Loreta Kuneshka 2, Ermira Vasili ?,

! Central University Military Hospital, Tirana
2 Department of Public Health, Faculty of Medicine, Tirana
3 Clinic of Dermatology, University Center and Hospital “Mother Teresa”, Tirana

INTRODUCTION

Diffuse hair loss in the whole head surface is referred to as deffluvium or effluvium capelli. This hair loss may
be found in two types, the immediate type, anagen dystrophic effluvium or the late type, telogenic alopecia.

Objective: To evaluate the influence of thyroid pathologies, anemia, , stress, medication prescribed for other
health issues, other local or systemic concomitant diseases, diet with the intention to lose weight and of
exogenous factors in telogen effluvium.

Material and method: 219 patients diagnosed with telogen effluvium and 219 patients as a control group, who
showed up in the ambulatory service of Central University Military Hospital during the period of time from
January 2010 to November 2011, were included in this study. In the control group were included patients who
presented to the dermatologist for other health problems and who did not refer to have experienced hair loss.

Results: In the case of telogen effluvium, 17.8% of the patients had thyroid gland disorders, 40.2% anemia,
28.7% psychological and physical stress, 8.7% had used medication, 25.1% had concomitant diseases, 20.1%
were in diet, exogenous factors were encountered in 2.7% of the patients.

Conclusion: Anemia, thyroid gland disorders, stress and concomitant diseases significantly influenced in the
exertion of telogen effluvium. While applied medication, diet with the intent to lose weight and exogenous
factors did not influence in the exertion of telogen effluvium.

Keywords: Telogen effluvium , possible etiology factors.
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REZYME

Hyrje: Astma éshté sémundje kronike inflamatore e rrugéve té frymémarrjes,qé karkakterizohet me
obstruksion akut i cili mund té kaloj né ményré spontane ose me medikamente. Qéllimi: Ne kéte punim
ka gené intenca e paragitjes sé korelacionit né mes IgE-ve specifike dhe astmés te fémijét e moshés 6 muaj
deri 3 vjet né Klinikén e Pediatrisé, QKUK. Metoda: Né hulumtim jané pérfshiré gjithsejt 62 fémijét (34 té
hospitalizuar dhe 28 fémijé té trajtuar né ményré ambulantore) té sémuré nga astma, té ciléve iu jane matur
IgE-té specifike. Rezultatet: Nga numri i pérgjithshém i fémijéve té pérfshiré né hulumtim (62 fémijé). 34
fémijé kané gené té hospitalizuar (21- meshkuj dhe 13- femra) dhe 28 jané trajtuar né ményré ambulantore (17-
meshkuj dhe 11-femra). IgE-té specifike kané gené pozitive né 29 raste ose (46.7%). Te fémijét e hospitalizuar
kané gené pozitive te 12 meshkuj dhe 8 femra, ndérsa ata té trajtuar né méyré ambulantore 6 meshkuj dhe
3 femra.Sa i pérket rasteve ose pérgindjes sé IgE-ve specifike sipas gjinisé IgE-té specifike kané gené né
18 raste ose (62.1%) té gjinisé mashkullore, ndérsa 11 raste ose (37.9%) té gjinisé femérore.Sipas grup-moshave
pozitiviteti i IgE-ve specifike pér té dy gjinité prej 6 muajve deri 1vit ka gené 4 raste ose ( 13.79% ). Prej moshés
1 deri 2 vjet 10 raste ose (34.48 % ), ndérsa prej 2 deri 3vjet 15 raste ose (51,72%).

Konkluzioni: Nga té dhénat tona vérehet se IgE-té specifike jané indikator i réndésishém pér astém.Incidenca
mé e larté éshté te fémijét e gjinisé mashkullore te rastet e hulumtuara.

Pérfundimi: Né bazé té rezultateve té pérfituara mund té perfundojmé se te fémijét ka pas lidhshmeéri né
mes IgE-ve specifike dhe astmés.IgE-té specifike kané gené té shprehura me sinjifikacé mé té larté ndaj D.
Pteronissinus,D.farine.

Fjalét kyqe. Asthma, obstruksion akut ,IgE specifike

HYRJE trashégues, rrethi jetésor né té cilin jeton fémiu, hiper-
reagibiliteti dhe faktorét tjeré. Vlen té theksohet se
zhvillimi i hiper-reagibilitetit bronkial jospecifik dhe
astmés éshté i ndérlidhur me shumé gjene pa marré
parasysh a éshté né pyetje atopia e qé mé sé miri vérehet

Astma éshté sémundja mé e shpeshté kronike e fémijéve
e cila karakterizohet me inflamacion kronik té rrugéve
té frymémarrjes me intenzitet té ndryshuar e pércjellur
me bronko-obstruksion akut i cili mund té kalojé né i i )
ményré spontane ose me medikamente. Astma éshté M€ polimorfizmin e gjeneve ADAMS33, CTLA4 dhe CD28

crregullim kronik me pjesémarrje té gelizave té shumta 2,3,4)

duke pérfshiré mastocitet, eozinofilet dhe gelizat tjera. 12 limfocitet jané gelizat kyge pér sintezén e IgF, té
Kjo te personat me predispozicion shpie deri te paraqitja il jané klasa e antitrupave pérgjegjése pér zhvillimin
e simptomave té ndryshme, zakonisht té shogéruara o peqksionit te hipersenzitivitetit duke u lidhur me
me obstruksion té gjeneralizuar por té ndryshueshém receptorét me afinitet té larté né sipérfage té mastociteve
té rrugéve té frymémarrjes,shpesh reverzibil si dhe gpe hazofileve duke inicuar aktivizimin e kétyre gelizave
e shogéruar me hiper-reagibilitet né stimulues té pas lidhjes me alergjenin(5, 6). Astma shogérohet me
ndryshém. (1) alergjité respiratore dhe vlerat e rritura té IgE totale né
Nga aspekti patofiziologjik, pér manifestimin dhe serum(7) dhe sipas studimeve té méhershme tregohet se
zhvillimin e astmés vie né shprehje atopia, predispozicioni niveli i IgE-ve te fémijét me astmé éshté mé i larté krahas
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fémijéve pa astmé (8), mirépo raporti né mes senzibilitetit
specifik ndaj alergjenéve té brendshém dhe astmés
te fémijét nuk éshté mjaft i hulumtuar (9,13). Shpesh
diskutohet pér predispozicionin gjenetik i cili ngusht
korelon me nivelin e IgE né gjak dhe inflamacionin e
rrugéve té frymémarrjes. Gjeni pérgjegjés pér rritjen e
IgE-ve dhe hiper-reagibilitetit bronkial éshté i lokalizuar
afér lokusit pér rregullimin e nivelit té IgE-ve né serum,
né kromozomin 5q10.

Astma éshté problemi mé aktual i pulmologjisé, te fémijét
dhe njé ndér problemet mé té réndésishme né pérgjithési,
duke e pasur parasysh rritjen e prevalencés né dekadén e
fundit te moshat e reja.

MATERIALI DHE METODA

Studimi éshté prospektiv dhe éshté realizuar gjaté vitit
kalendarik Janar 2011- Qershor 2012 né Klinikén e Pedia-
trisé, Reparti i Pulmologjisé. Né hulumtim jané pérf-
shiré .Fémijét,sipas vendit né té cilén jané béré analizat
(spitalore,dhe ambulantoré).Fémjiét sipas grup-moshave
té ciléve iu éshté béré analiza e IgE-ve specifike jané
ndaré prej 6 muajve-1vjet ,prej 1-2 vjet dhe prej 2-3 vjet.
Eshté analizuar edhe raporti i pozitivetetit té IgE-ve sipas
gjinisé. Né hulumtim nuk jané pérfshiré fémijét e sémuré
me sémundje tjera kronike,sistemike si dhe ata me infes-
time parazitare. Prindérit e fémijéve té pérfshiré né hu-
lumtim jané informuar né ményré gojore dhe té shkruar
pér hulumtimin si dhe kané aprovuar pjesémarrjen e tyre
né hulumtim. Té dhénat anamnestike jané marré nga his-
toria e sémundjes si dhe jané plotésuar me pyetje shtesé.
Analizat e IgE-ve specifike jané béré sipas metodés RAST.
Né hulumtim kané gené té pérfshiré gjithsejt 62 raste,
prej tyre 34 té hospitalizuar dhe 28 ambulantoré.

REZULTATET

Numri i fémijéve té hospitalizuar dhe numri i fémijéve
té trajtuar né ményré ambulantore jané prezantuar né
tabelén 1, ku éshté paragitur edhe pérkatésia gjinore e
tyre e prezantuar né ményré numerike dhe me pérqgindje
(tabela 1.).

Tabela dhe Grafiku Nr. 1

Grafiku Nr.1
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62 ose 100%
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Femije Ambulantorik Gjithsejt

Femije te Hospitalizuar

® Meshkuj ™ Femra

Né Tabelén dhe Grafikun Nr. 1 Shihet se nga
numri i pérgjithshém i fémijéve (62 fémijét), 34 kané
gené fémijé té hospitalizuar prej tyre 21 té gjinisé
mashkullore ose (33.9%) dhe 13 té gjinisé femérore ose
(20.9%). Né trajtim ambulantor kané gené gjithsejt 28
fémijé, prej tyre 17 ose (27.5%) té gjinisé mashkullore dhe
11 ose (17.7%) té gjinisé femérore.Vérehet se ka pasé njé
diferencé né mes té fémijéve té hospitalizuar,ndaj rasteve
ambulantore pér 6 raste ose (9.6%)

Tabela dhe Grafiku Nr.2. Paragitja IgE-ve
specifike,qé kané rezultuar negative pérrastet hospitalore
dhe ambulantorike

Numri Pérgindja%

IgE specifike negative te m: 13 39.4 %
fémijét e hospitalizuar f:8 24.2%
IgE specifike negative te m: 8 24.2%
fémijét e trajtuar né ményré £ 4 12.2%
ambulantore

Gjithsejt 33 100%
Grafiku Nr.2

M Meshkuj ™ Femra 3!
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IgE sp. negative te IgE sp.negative te Gjithsejt
fémijét e fémijét
Hospitalizuar Ambulantoré

Né tabelén dhe grafikun Nr.2 Eshté paraqitur numri dhe
pérgindja e rasteve té IgE-sé specifike negative te fémijét e

Numri | Pérgindja %
Numri i fémijéve té m: 21 339 %
hospitalizuar f: 13 20.9%
Numri i fémijéve té trajtuar m: 17 27.5%
né ményré ambulantore f: 11 17.7%
Gjithsejt 62 100%

pérfshiré né hulumtim,sipas vendit ku éshté béré analiza,
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dhe sipas gjinisé.Sipas vendit ka pas 21 raste ose (63.6%)
té hospitalizuar,dhe 12 raste ose (36.4%) ambulantoré.
Diferenca éshté prej 9 rasteve ose (27,2%) né favor té
rasteve té hospitalizuar. Sipas gjinisé jané 21 raste ose
(63,6%) té gjinisé mashkullore,ndérsa 12 raste ose (36,4%)
té gjinisé femérore.Diferenca né mes gjinisé éshté 9 raste
ose (27,2%) né favor té gjinisé mashkullore.Numri total i
rasteve me IgE specifike negative éshté 33 ose (53,22%) né
raport me numrin e 62 rasteve gé jané kryer.Jané matur
IgE-té specifike ndaj D.pteronissimus, D.farinae, polenit,
kafshéve shtépiake (macés dhe genit).

Tabela dhe Grafiku Nr.3. Paraqitja tabelare dhe grafike
e IgE-ve specifike pozitive sipas vendit,ku eshte béré
analiza dhe gjinisé.

Numri Pérqindja%
IgE-té specifike pozitive te m: 12 414 %
fémijét e hospitalizuar f: 8 276%
IgE-té specifike pozitive te m: 6 20.7%
fémijét e trajtuar né ményré ] .
ambulantore £:3 10.3%
Gjithsejt 29 100%
Grafiku Nr.3.
M Meshkuj ® Femra
29
12
ose 41.4% s
l ose 27.6% 6
0se20.7% 3
- ose 10.3%
IgE sp. pozitive te fémijét e IgE sp.pozitive te fémijét Gjithsejt

Hospitalizuar Ambulantoré

Né Tabelén dhe Grafikun Nr.3 jané paraqitur
IgE-té specifike pozitive te fémijét e hospitalizuar dhe
ambulantoré sipas gjinisé.Né bazé té vendit ku jané béré
IgE-te specifike, jané 20 raste te fémijét e hospitalizuar
dhe 9 te ata ambulantoré, diferenca éshté pér 11 raste ose
(38%).

Sipas gjinisé kané qéné IgE specifike pozitive me 18
raste té gjinisé mashkullore ose (62.1%), ndérsa té gjinisé
femérore 11 raste ose (37.9%), diferenca né mes gjinive
éshté 7 raste ose (24.2%) né favor té gjinisé mashkullore.
Nga tabela 3 shihet se IgE-té specifike ka qené pozitive
te 29 ose (46.7%) né raport me numrin prej 62 rasteve té
analizuara pér IgE-té specifike.
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Tabela dhe Grafiku Nr.4 Analizat e IgE-ve specifike
sipas grup-moshave

Mosha Anallsgéi%ll(geﬁve Pergindja %
Prej 6 muajve deri 1 vit 12 19.35 %
Prej 1- 2 vjet 17 2741 %
Prej 2-3 vjet 33 5322 %
Gjithsejt 62 100 %
Grafiku Nr.4
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Tabela dhe Grafiku Nr.4 Né bazé té kétyre
rezultateve kuptojmé se mé sé shumti analiza jané héré
prej moshés 2-3 vjet 33 analiza ose (53.22%). Né rendin e
dyté vie grup-mosha prej 1-2vjet ku jané béré 17 analiza
ose 2741, e mé sé paku jané béré analiza prej moshés 6
muaj deri 1 vjet,gjithsejt 12 analiza apo (19.35%)
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Tabela dhe grafiku Nr.5 Paragitja tabelare me analizat
e béra pozitive dhe negative té IgE-ve specifike sipas
grup-moshave te fémijét prej 6 muajve deri 1 vjet, prej 1-2
vjet dhe prej 2-3 vjet. Nga rezultatet vérejmeé se né grup-
moshén prej 6 muaj-1vjet jané 4 raste pozitive ose (13.79%),
prej 1-2 vjet 10 raste ose (34.48%) dhe prej 2-3 vjet 15 raste
ose (51.72%). Nga numri i pérgjithshem prej 29 rasteve gé
kané géné IgE specifike pozitive.

IgE-té specifike negative sipas grupmoshave prej 6
muajve-1 vjet kané gené 8 ose (24.2%) ,prej 1-2 vjet kané
gené 7 raste ose (21.2%) dhe prej 2-3 vjet kané gené 18 raste
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apo (54.4%). Mund té konkludojmé se pér nga shkalla e
IgE-ve negative dominojne grup-moshat prej 2-3 vjet 18
raste ose (54.4%), pastaj vijné grup-moshat 6 muaj deri 1
viet me 8 raste ose (24.2%) dhe sé fundi grup-mosha 1-2
vjet me 7 raste ose (21.2%).Numri total i rasteve negative
té IgE-ve specifike éshté 33 raste apo (53.22%).

Tabela dhe Grafiku Nr.6 Raporti gjinoré i IgE-ve specifike
pozitive.

IgE-te specifike | Numriirasteve| Pérgindja %
pozitive sipas gjinisé
Meshkuj 18 62.1%
Femra 1 379%
Gjithsejt 29 100%
30 29

ose 100%
20 18
ose 62.1%
15
10 1
5 ose 37.9%
Meshkuj Femra Gjithsejt

Né bazé té Tabelés dhe Grafikut Nr.6 Vérehet se nga 29
raste té té analizuarve me IgE specifike pozitive jané 18
ose (62.1%) té gjinisé mashkullore, ndérsa 11 raste ose
(37.9%) té gjinisé femérore. Diferenca éshté pér 7 raste ose
(24.2%) né favor té gjinisé mashkullore.

DISKUTIMI

Né bazé té analizave té IgE-ve specifike,sipas vendit ku
jané béré dominojné rastet e hospitalizuara (34 fémijé)
ndaj atyre té trajtuar né ményré ambulantore (28 fémijé)
té prezantuar né tabelat 1,2,3 .Sipas grup-moshave nga
tabelat dhe grafikonet nr.4 dhe 5 éshté paragitur numri
i rasteve té analizuara sipas grup-moshave prej 6 muajve
deri né 1vjet kané gené 4 ose (13.79%) raste positive,8 raste
ose (24.2%) negative. Prej moshés 1-2 vjet kané gené 10 ose
(34.48%) raste pozitive,7 raste ose (21.2%) negative, dhe prej
moshés 2-3 vjet kané gené 15 ose (51.72%) raste pozitive
dhe 18 o0se(54.54%) negative. Mund té konkludojmé se
numri dhe pérgindja mé e larté e fémijéve me pozitivitet
té IgE-ve specifike kané gené prej moshés 2-3 vjet, kjo
mund té shpjegohet edhe me faktin se fémijét né kété
moshé kané kontakt me alergjenét si D.Pteronissimus,D.

Farine, polenet, epitelin e shtazéve (macés,qenit) dhe

alergjenet tjeré. Sipas gjinisé vérehet se ka incidencé mé
té larté té fémijéve té gjinisé mashkullore krahas atyre
té gjinisé femérore.Té paragitur né tabélén dhe grafikun
nr.6 . Nga numri total i 62 fémijéve 29 raste ose (46.7%)
kané rezultu pozitive.Té gjinisé mashkullore kané gené
18 raste ose (62.1%) ,ndérsa 11 ose (37.9%) raste té gjinisé
femérore.Diferenca éshté pér 7 raste ose (24.2%).Raporti I
pozitivitetit té IgE-ve specifike sipas gjinisé éshté 1,6 : 1né
favor té gjinisé mashkullore .Ky raport éshté analog edhe
te fémijét té cilét kané astém qé né moshén e hershme ku
raporti éshté 3:2 né favor té gjinisé mashkullore, ndérsa
né moshén para pubertetit ky raport péraférsisht éshté
1:1 (14).Pércaktimi i IgE-ve specifike te fémijét e vegjél
mund té na ndihmoj né identifikimin e fémijéve potencial
pér sémundjet alergjike né té ardhmén(8).Rezultate té
péraférta kané paragitur edhe autorét e tjeré né punimet
e tyre (9).

PERFUNDIMI

Mund té pérfundojmé se pas analizimit té rezultateve
te fémijét e pérfshiré né hulumtimin toné ka pasur
lidhshméri né mes té IgE-ve specifike dhe manifestimit
té astmés. Arsyeja tjetér e pérdorimit té matjes sé IgE-ve
specifike éshté ngase te fémijét e vegjél nuk mundemi me
saktési té pércaktojmé shkaktarin e alergjisé.Kjo analizé
nuk éshté e ndikuar nga pérdorimi i medikamenteve si
B2 agonistét ose kortikosteroidét si dhe nga dermatitet
aktuale té fémijés,Ana negative e késaj analize éshté
kostoja e larté e realizimit.Pasi qé IgE-té specifike
jané indikatoré i réndésishém pér astém potenciale
né rastin toné rezultatet kané gené pozitive ndaj
D.pteronissinus,D,farine qé pérputhet edhe me rezultate
té autoréve tjeré né rajon(10) dhe Boté (11). Propozimi i
masave Duhet té merren masa preventive té higjienés
dhe edukimit té prindérve qé ekspozimi i fémijés ndaj
kétyre akarieneve té jeté né kufij minimal.Né rritjen e
pevalencés sé astmés pérvec faktorit gjenetik, ka shumé
ndikim edhe mesi né té cilin jeton fémiu.
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CORRELATION OF ASTHMA AND SPECIFIC IGE IN CHILDREN UP TO THREE YEARS OF AGE

Hajdin Ymeri!, Drita Telaku-Qosaj', Shendvere Hasani!, Majlinda Berisha?, Afijete Gercari-Ymeri, Arlinda
Maloku?, Abdurrahim Gerguri'

Pediatric Clinic, University Clinical Center of Kosova (UCCK)
2Faculty of Medicine, University of Pristina

RESUME:

Aim. Aim of this study was to present correlation between specific IgE and asthma in children aged 6
months- 3 years in Pediatric Clinic, UCCK. Methods. In this study in total, 62 children were involved (34 were
hospitalised and 28 were ambulantory patients), wich were diagnosed with asthma, and to whom specific IgE
was measured. Results. From the total number of children involved in this study (62 children), 34 children
were hospitalised (21 male and 13 female) and 28 of them were ambulantory patients (17 male and 11 female).
Specific IgE was positive in 29 cases (46.7%). In hospitalised children it was positive in 12 males and 8 females
while ambulantory patients IgE was positive in 6 males and 3 females. Conclusion. Correlation between
asthma and specific Igk was 46.7% of the cases included in the research. Specific IgE was significantly positive
towards D. Ptteronisinus and D.farine. On the basis of positive specific IgE-s dominant males in the ratio 1.6:
1 to feminine

Key words: Asthma, akute obstruction,specific IgE
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ABSTRAKTI

Hyrje Karafilejgjeni (Parietaria) éshté njé bimé shumé alergjike qé gjendet kryesisht né rajonin e Mesdheut.
Ajo shkakton kryesisht Astme Bronkiale té bashkéshogéruar me Rrufe Alergjike. Ajo rritet krysisht né terrene
té thata prané mureve té vjetra sic edhe jané ato té késhtjellave

Metoda. Ky éshté njé studim retrospektiv i bazuar né informacionin e marré nga kartelat e pacienteve
té paragitur né klinikén e Alergologjise QSUT “Néné Tereza” Tirané né periudhén 1996-2002 nga gytetet
e Tiranés, Krujés, dhe Beratit. U analizuan 1368 pacienté kushti i vetém i pérfshirjes né studim ishte té
kishin béré provat alergjike té lékurés me alergjene té ajrit (ku pérfshihesh edhe Karafilejgjeni) dhe té kishin
rezultuar pozitiv té paktén pér njerin prej tyre

Rezultatet. Nga ky studim rezultoi gé prevalenca e késaj alergjie ishte né ményré sinjifikante (p<0.001) mé e
larté né Krujé dhe Berat se sa né Tirané. Ndérkohé rezutoi se nuk kishte dallim té réndésishém statistikor né
prevalence midis Krujés dhe Beratit.

Pérfundim. Tirana, Kruja dhe Berati ndodhen né Shgipériné e Mesme dhe shumé afér detit. Dallimi géndron
né faktin se qytetet e Krujés dhe Beratit ndodhen shumé prané késhtjellave té lashta dhe kjo shpjegon edhe
arsyen se pse né kéto qytete ka njé prevalencé mé té larté té personave alergjike nga poleni i karafilejgjenit
né raport me alergjité e tjera.

Fjalé kyce: Karafilejgjeni (Parietaria), polinoza, Astma Bronkiale, Rrufa Alergjike.

NE VEND TE HYRJES - NJE PERSHKRIM PER
PARIETAREN

Karafilejgjeni (lat. Parietaria, ang. Pellitory of the wall) i
pérket familjes dythelbore te Urticaceae (ku futet edhe
hithra) e ku béjné pjese mbi 10 specie te vecanta. Ne
rajonin e Mesdheut me te shpérhapura jané: P. Judaica
(diffusa), P.Officinalis, P. Lusitanica, P. Cretinica, P. Mau-
ritanica, etj.
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P. judaica éshté njé bime qe rritet deri ne 30 - 40 cm,
me gjethe ovoidale (3 - 12 cm), e lule te vogla ge dalin
ne sgetullat e gjetheve pothuajse gjate gjithé vitit (fig.
1). Ajo ka njé polen me forme te rrumbullaket, diametér
14 - 19 pm, trizonoporat me ekzine mikroverrukate e
intime te bute me polenizim te tipit anemofil. Polenizimi
i saj varet nga temperatura, lagéshtira dhe drita (M). Ajo
rritet kryesisht ne brigjet e Mesdheut por s'éshté e rradhé
edhe ne kontinent (1-3). Ne shpérhapjen e saj ne vende te
ndryshme te globit ka ndikuar shume njeriu pasi kjo bime
éshté pérdorur pér efektet e saj kurative. Ne rajonin e
Mesdheut kjo bime lulézon pothuajse gjate gjithé vitit dhe
poleni i saj mund te kapet ne ajér nga Marsi (Shkurti) deri
ne Néntor (4). Ka dy pike kur nivelet jané te afte te japin
simptoma: mars - gershor - korrik dhe gusht - tetor.

Alergjenét me te réndésishém te gjitha specieve te sajjané
glikoproteina te vogla me peshe molekulare ndérmjet
10 dhe 14 kDa, dhe ndaj tyre ka reagim te krygézuara te
shprehur, kjo éshté edhe arsyeja pse jané ekuivalente
si pér diagnostikim ashtu edhe pér imunoterapi
pavarésisht nga cila specie éshté sensibilizuar pacienti
(5,6). Gjithsesi alergjenét me te réndésishém jané Par o 1
(13.5 kDa) dhe Par j 1 (12 kDa). Po ashtu te dhénat e fundit
déshmojné se poleni i Parietaria judaica ka ne pérbérje
njé aminopeptidaze e cila i hap rruge alergjenit te polenit
pérgjaté barrierés epiteliale duke i lehtésuar kontaktin
me qelizat dentritike (7).

Kjo bime preferon zona te thata kryesisht rreze mureve te
vjetér (ge kétej del edhe domethénia e emrit latin Parietaria
si edhe atij anglez Pellitory of the Wall ge do te thoté bima e
mureve) ne lartésiné 900 - 1000 m, ne tokat e pasura me azot.

Poleni i Parietaries mund te shkaktoje astme bronkiale,
rrufe alergjike si dhe konjuktivit alergjik. Shume studime
déshmojné ge poleni i Parietarias éshté njé nga shkaget me
te shpeshte te polinozave ne rajonin e Mesdheut (6) (8 - 15).

Poleni i karafilejgjenit zé 8% te poleneve te atmosferés
se Tiranes (16). Pérgendrime té larta té polenit te
Karafilejgjenit jané kapur ge ne fund te prillit e deri ne
fund te tetorit. Kéto ndryshojné nga viti ne vit ne varési
te kushteve meteorologjike(16).

Vendi yné ndodhet ne zonén mesdhetare ndaj edhe éshté
e pritshme edhe njé prevalence e larte e polinozés ndaj
kétij poleni. Por Shqipéria dallohet edhe gjithashtu edhe
pér shuméllojshmériné e relievit apo mikroklimave.
Qéllimi i kétij studimi éshté pikérisht ndikimi i relievit,
mikroklimave apo karakteristikave te tjera lokale ne
prevalencen e polinozés nga Parietaria.
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MATERIALI DHE METODA

Ky éshté njé studim retrospektiv i bazuar mbi te dhénat
e ruajtura nga Klinika e Alergologjisé dhe Imunologjisé
Klinike, QSU “Nene Tereza” Tirane. U shfrytézuan kartelat
e pacienteve ge kishin bere provat e lékurés me alergjené
te ajrit ku pérfshihesh edhe Parietaria officinalis. U
pérfshiné ne studim te gjithé pacientet e paragitur ne
klinike nga Kruja e Berati gjaté periudhés kohore 1996-
2002, respektivisht 207 dhe 218 pacienté. Nga numri total
i pacientéve té paraqitur né kliniké nga Tirana gjaté késaj
periudhe (over 6000 patients) u zgjodhén né ményré té
rastésishme (randomizuar) 943 pacienté. Pérzgjedhja u
bé me ndihmén e “Research Randomizer” duke pérdorur
si subjekt té randomizimit numrin e kartelés mjekésore
respektive pér secilin pacient (17). Nuk kishte dallim té
réndésishém statistikor né moshé mesatare, ndarje sipas
sekseve, shpérndarje sipas diagnozave apo né ndarjen né
dy kategori; té monosensitizuar dhe té polisensitizuar.

Kriter i vetém seleksionimi ishte té kishin té paktén njé
alergjen pozitiv né provat e lékurés me alergjené té ajrit.
Mosha mesatare 31.2 + 13.1, Maksimumi = 62, Minimumi
=7 vjec.

Krahasimi i prevalencave te sensiblitetit nga poleni i
Parietares, seksit dhe diagnozave u bé me testin e 2
Krahasimi i moshes mesatare u hé me T-testin variantin
“two-tailed distribution, homoscedastic”.

REZULTATET

o Rwufe Alergjike
= Astme Bronkiale
8 Rmufe Alergjike & Astme Bronkiale

Figura 2. Shpérndarja e diagnozave tek pacientet me
SPT pozitiv pér karafilejgjenin.
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LhEEEE

OTe polisensitizuar

® Te monosensitizuar

Figura 3. Shpérndarja té monosensitivizuar dhe té
polisensitivizuar.

200% 17.3%

Tirana Kruja

Figura 4. Prevalenca e sensibilizimit nga karafilejgjeni
tek pacientet me té paktén njé SPT pozitiv
nga Tirana, Kruja dhe Berati.

Nga 943 pacientet e ardhur nga Tirana ge kishin kryer
provat e lékurés pér alergjenét e ajrit (ndér kéto edhe pér
Parietaren) 52 rezultonin té kishin dalé pozitivé pér Pa-
rietaren, 5.5%. Kjo prevalence ishte dukshém mé e larte
sesa tek pacientet e ardhur nga Kruja (p<0.001) dhe po
ashtu edhe se ata té ardhur nga Berati (p<0.001). Preva-
lenca e pozitivitetit te SPT pér Parietaren pér pacientet
nga Kruja dhe Berati ishte pérkatésisht 17.3% dhe 15.6%.
Dallimi midis pacienteve te ardhur nga Kruja dhe Berati
nuk kishte réndési statistikore. Sensibilitetit nga poleni
i Parietares (Testet e lékurés pozitive nga alergjenét
e polenit te parietares) rezulton 2.9 heré (p<.001) mé i
shpeshté né pacientet nga Kruja dhe Berati sesa né ato qé
banojné né Tirané. Mé sé shpeshti pozitiviteti i SPT pér

Parietaren bashkeshogérohesh me até té Akarieneve dhe
Graminaceve (fig. 5). Pérsa i pérket késaj nuk kishte dal-
lime te réndésishme statistikore midis tre qyteteve.

Tabela 1. Pérqindja e pacienteve me teste té lékurés
pozitive nga Parietaria.

SPT pozitiv SPT pozitiv Dal-
. . .| pérté paktén | limi me
Qvteti | pér Pari- % .
etarien | TJE Pneumoa- Tiranen
lergjen (p)
Tirana 52 943 5.5
Kruja 36 207 174 | <0.001
Berati 34 218 156 | <0.001

%

Akarienet Graminaceae Macja Plantago Artemisa Betulaceae

Figura 5. Alergjenet gé bashkéshogerojné mé shpesh
sensibilizimin nga poleni i Parietaries sipas
rezultateve te testeve te lékures pér té tre
rajonet ne studim sébashku. Ne boshtin
vertikal shprehet pérgindja e pacienteve tek
té cilét takohet bashkéshogérimi i alergjenit
pérkatés (sipas shtyllave).

DISKUTIM

Sic vihet re nga rezultati ka njé dallim té réndésishém
statistikor né prevalencén e polinozés nga Parietaria
midis qyteteve té Krujés e Beratit nga njéra ané dhe
Tiranés nga ana tjetér. Kjo bimé preferon vende té thata
dhe mure té ndértesave té vjetra pér té patur njé rritje
dhe zhvillim normal. Kruja dhe Berati jané qytete qé
lokalizohen prané mureve té vjetra té kalave pérkatése
(pér me tepér ne Berat ka banesa edhe brenda kalasé),
ndaj mund té sugjerojmé gé kjo bimé gjendet mé shpesh
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né kéto ambiente e si rrjedhim edhe pérgendrimiipolenit té saj 6. Cvitanovi¢ S. Allergy to Parietaria Officinalis Pollen.

né ajrin e kétyre qyteteve duhet té jete mé i larté se né Tirané.

Njohja e terreneve ku mund té gjendet mé shpesh njé
bimé e caktuar si karafilejgjeni éshté e dobishme pér
pacientet alergjike ndaj poleneve té tyre pasi i ndihmon
ata gé t'i shmangin kéto zona. Gjithsesi referohet se
prevalenca e sensibilizimit nga Parietaria éshté mé
e larté tek te ardhurit voné né zonén pérkatése sesa
tek popullata autoktone, cka déshmon se mund té jeté
shumé e réndésishme nése individi éshté ekspozuar ndaj
kétij poleni qé né fémijériné e hershme (6) Pérsa i pérket
desensibilizimit me imunoterapi ajo ngelet si opsion
vetém tek paciente astmatike té pérzgjedhur miré pasi
dhe rezultatet nuk jané shumé konsistente (18). Gjithashtu
duhet theksuar qé reaksionet lokale dhe sistemike ndaj
késaj vaksine jané té shpeshta (19,20)

Gjithsesi duhet pérmendur gé studimi mbart té metat
e metodave retrospektive, qé kané si pasojé kontrollin
relativisht té dobét mbi té dhénat, duke rritur késhtu
mundésiné e gabimit nga shpérndarja. Kjo bén té
nevojshém ndérmarrjen e studimeve té tjera mé té
kontrolluara pér té rikonfirmuar rezultatet e mésipérme.

Duke gené se Shgipéria dallohet pér shuméllojshméri té
relievit dhe mikroklimave studime té métejshme mund
té béhen pér kété bimé apo edhe té tjera. Njohurité qé do
té dilnin nga kéto studime do té ishin me vleré ndér té
tjera edhe pér mjekésiné vecanérisht pér alergologjiné
pasi do té ndihmonte né diagnostikimin dhe trajtimin e
polinozave ndaj poleneve pérkatése.
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GEOGRAPHIC DISTRIBUTION CHARACTERISTICS OF PARIETARIA POLLINOSIS IN THE
CITIES OF KRUJA, BERAT AND TIRANA
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ABSTRACT

Background. Parietaria is a highly allergenic herb that is found mainly in the Mediterranean area. Bronchial
Asthma associated with rhinoconjuctivitis is the main disease of Parietaria pollinosis. This is most commonly
found in rough and dry areas around ancient castles. The aim of this study was to find out if exposure to this
allergen increases sensitivity in allergic patients.

Method. This is a retrospective study based on review of clinical records of patients presented at Allergology
Clinic of University Health Centre “Mother Theresa” of Tirana Clinic between 1996-2002 from districts of
Kruja, Berat and Tirana.

Results. 1368 patients were found to have respiratory symptoms. All of them had undergone a skin prick
test with a standard battery of 20 most common pneumoallergens with at least one positive allergen. There
was no significant difference between prevalence of sensitization from Parietaria among Kruja and Berat, but
there were a very significant differences (p<0.001) between these two regions and Tirana. 17% of patients had
Allergic Rhinits only, and 83% had both Allergic Rhinitis and Bronchial Asthma.

Discusion and Conclusion Tirana, Kruja and Berat are regions located both in the Middle of Albania with
close proximity to each other and nearly the same distance from the sea shore. Citizens of Kruja and Berat are
living near ancient castles, which are areas that are infested by Parietaria. Patients from these two regions
had increased prevalence of sensitization compared to patients residing in Tirana.

Key words: Parietaria, polinosis, Bronchial Asthma, Allergic Rhinitis.
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IMPAKTI I POLITIKAVE TE ISKSH-SE NF REZULTATET E REFORMES
FINANCIARE NE KUJDESIN SHENDETESOR PARESOR NE SHQIPERI

Gazment Koduzi!

!Instituti i Sigurimeve té Kujdesit Shéndetésor (ISKSH), Tirane, Shqipéri
Medicus 2013, Vol. 18 (1): 96-102

REZYME

Ky studim ka pér géllim té masé impaktin e mekanizmave té financimit té géndrave shéndetésore té artikuluara
né politikat e ISKSH né funksion té performances sé personelit té tyre. Kjo do té arrihet pérmes matjes té
maten 3 komponentéve:a-Financat e géndrave shéndetésore né vite — do té maten népérmjet buxhetit vjetor
te realizuar dhe até té planifikuar,marré nga sistemi i informacionit financiar té ISKSH-sé; b-Performanca e
gendrave shéndetésore - do té matet népermjet indikatoréve té performancés dhe té bonusit té vendosura
zyrtarisht nga ISKSH-ja né kontratén e gendrave shéndetésore; c-Niveli i njohurive té personelit shéndetésor
pér reformén - do té matet népérmjet njé pyetésori té vetéadministruar. Nga analizimi i té dhénave duket
qarté gé politikat financiare té ndjekura nga ISKSH pér té maksimalizuar rezultatet e reformés né kujdesin
shéndetésor parésor kané gené té sukseshme. Performanca e QSH éshté rritur né ményré té géndrueshme,
duke reflektuar rritjen e besimit té popullatés te mjeku i familjes. Krahasuar me vitin 2007, performanca
éshté rritur ndjeshém deri né vitin 2010 me 37.5%.

Bonusi éshté rritur me gati 7% né vitin 2009 krahasuar me vitin 2008, ndérkohe gé né vitin 2010 éshté ulur
me gati 15% krahasuar me vitin 2008 dhe éshté ulur me 22% krahasuar me vitin 2009, me njé diferencé
statistikisht té réndesishme mes tyre.Nga intervistimi i stafit shéndetésor doli gé shumica e Drejtoréve té
QSh shprehen se jané dakort dhe shumé dakort gé dokumenti i reformés éshté i garté (86%) ndérkohé vetém
14% nuk jané dakort ose aspak dakort gé dokumenti i reformés éshté i qarté. Shumica e Drejtoréve (69%)
u shprehén gé jané dakort dhe shumé dakort gé trainimi pér refomén ishte i mjaftueshém, ndérsa 31% u
shprehén gé nuk jané dakort ose aspak dakort.

Fjale Kyc: Instituti i Sigurimeve té Kujdesit Shéndetésor (ISKSH), reforme, indikatore, performance, bonus,
Qéndrat Shéndetésore (QSh), kujdesi shéndetésor parésor (KShP)

HYRJE dhe rimbursimin e barnave me receté. Me fillimin e
o _ reformés financiare, organizative dhe ligjore né kujdesin
Pas Luftés sé Dyté botérore Shqipéria u bé pjesé e bllokut - pargsor ne vtin 2007, ISKSH u bé financuesi I vetém I kétij

socialist té lindjes nén ndikimin sovjetik. Pjesé e kétij
ndikimi u bé edhe fusha e shéndetésisé, ku Shqipéria
zbatoi sistemin Shemashko. Nén diktaturé rolin e
politik bérésit, financuesit dhe ofruesit té shérbimeve
shéndetésore e luante Ministria e Shéndetésisé. Me
ndryshimin e sistemit politik ne Shqiperi né vitin
1992 nuk kishte institucione financiare qe mund te
parandalonin shkaterrimin financiar te familjeve
shgipetare nga pasojat financiare te semundjeve si dhe té
kryente funksionin e blerjes sé shérbimeve shéndetésore
pér popullatén e mbuluar me sigurim shéndetésor. Pér
kété qéllim né vitin 1995 u krijua Instituti i Sigurimeve
té Kujdesit Shéndetésor (ISKSH). Fillimisht ISKSH kishte
kontrata financimi me Mjekét e familjes dhe farmacité e
rrjetit té hapur (gé ishin té gjitha private) pér léshimin
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shérbimi pérmes kontratave me Qendrat shéndetésore.
Qéllimi kryesor ishte shpérblimi financiar i praktikave
mé té mira dhe pérmirésimi i rezultateve té kujdesit
shéndetésor, si dhe té krijojé stimul pér ofruesit gé té
jené efficient ose mé té pérgjegjshém ndaj pérdoruesve té
shérbimeve shéndetésore. Ky ishte njé prej mekanizmave
kryesoré té pérdorur nga ISKSH né kontraktimin e
Qéndrave Shéndetésore (QSh) gé prej fillimit té reformés
shéndetésore né kujdesin shéndetésor parésor. Formula
e re e financimit: 85% e buxhetit fiks pér aktivitetin e
pérditshém té QSh, 10% e buxhetit sipas performancés sé
mjekéve té familjes dhe 5% e buxhetit sipas indikatoréve
té procesit ( te quajtur bonus) me géllim matjen e
rezultateve té kujdesit shéndetésor né popullatén nén
kujdesin e QSh. QSh kané té drejté gqé bazuar né mjetet
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financiare té fituara bazuar né performancé, té japin dy
heré né vit shpérblim pér stafin mjeksor deri né dy paga
mujore me géllim motivimin financiar te tyre. Tema e
studimit “Impakti i politikave té ISKSH-sé né rezultatet
e reformés financiare né kujdesin shéndetésor parésor
né shqipéri” ka pér géllim hulumtimin nése ka géné e
sukseshme politika financiare e ISKSH-sé, bazuar né
rezultatet e matura pérmes indikatoréve dhe opinionit
té personelit shéndetésor né gendrat shéndetésore té
pérzgjedhura pér studim.

QELLIMI STUDIMIT

Té masé impaktin e mekanizmave té financimit té
géndrave shéndetésore té artikuluara né politikat e
ISKSH né funksion té performances sé personelit té tyre.

MATERIALI DHE METODAT

Studimi éshté i tipit cross sectional. Target i studimit
jané Qéndrat Shéndetésore (QSH) né kujdesin parésor,
mjekét e familjes dhe infermieret qé punojné né géndrat
shéndetésore té pérzgjedhura.

Ky studim synon té masé impaktin e mekanizmave
financiaré né QSH né funksion té perfomancés sé
personelit shéndetésor, sipas kétyre komponentéve:
financat e QSh, performance e QSH dhe niveli I njohurive
[ stafit mjeksor per reformén, né géndrat shéndetésore té
pérzgjedhura.

Zgjedhja e mostrés:

Sistemi parésor né Shqipéri éshté i pérbéré nga 419 gendra
shéndetésore (QSh) té krijuara me fillimin e reformés né
kujdesin shéndetésor parésor né vitin 2007. Té gjitha QSh
kane kontrate financimi me Insitutin e Sigurimeve té
Kujdesit Shendetesor e cila éshté njéjté pér té gjitha. Pra,
té gjitha gendrat shéndetésore jané té pérshtatshme pér
té géné pjesé e procesit té pérzgjedhjes sé mostrés.

52 géndra shéndetésore u pérzgjodhén né ményré té
rastésishme pér té qéné pjesé e studimit. Intervistimi
I stafit mjeksor u krye duke pérdorur njé pyetésor té
strukturuar paraprakisht dhe té vet-administruar. Té
dhénat pér aktivitetin financiar u morén nga database e
ISKSH-sé.

Instrumentat pér mbledhjen e té dhénave jané: Pyetésor i
vetéadministruar pér vlerésimin e njohurive té personelit
shéndetésor pér reformén né parésor; té dhénave pér
indikatorét e performancés dhe bonusit jané marré

nga Sistemi i Informacionit Shéndetésor (Sistemi i
Informacionit Shéndetésor); analizimi i buxhetit té
géndrave shéndetésore nga sistemi i raportimit financiar
té ISKSH-se.

Metodat e mbledhjes e té dhénave:

Procesi i mbledhjes sé té dhénave bazuar né instrumentat
e pérmendur mé lart:

1- Pyetésor i vetéadministruar pér vlerésimin e
njohurive té personelit shéndetésor pér reformén
né parésor. I njéjti pyetésor u aplikua te té gjithé
personeli shéndetésor i QSh té pérzgjedhura pér
studim, gé u gjendén né vendin e punés ditén e
intervistimit. Pyetésori u pérpilua duke patur
parasysh komponentet kryesoré té reformés né
parésor té zhatuara gjaté viteve 2007-2010 pér té cilét
do té merrej informacioni dhe opinion i personelit.
Testimi né terren i pyetésorit u krye pérpara se té
pérdorej pér studimin, me qéllimi pér té finalizuar
ményrén e pérpilimit té pyetjeve dhe gjuha e
pérdorur té ishte e kuptueshme nga personeli qé do
té intervistohej.

2- Sistemi i Informacionit Shéndetésor éshté i bazuar
né informacionin e mbledhur nga “Formulari i
vizités” dhe “Formulari i procedurave mjeksore” té
plotésuar né ményré individuale pér cdo vizité té
kryer nga mjekét apo infermieret né QSh. Ky system
éshté funksional mbaré kombétar prej vitit 2009.
Plani i analizés i cili u mbéshtet né SISH, pérfshinte
variablet e indikatoréve té pérdorur pér matjen e
performancés (10%) dhe bonusit (5%).

3- Sistemi i raportimit financiar éshté i bazuar né
informacionin qé raportohet pér realizimin e
buxhetit té géndrave shéndetésore bazuar né 3
komponentet e buxhetit: 80 % (financimi bazé) + 10%
(performanca) + 5 % (bonusi)

Plani i analizés bazohet né buxhetin e planifikuar dhe né
buxhetin e realizuar nga QSh gjaté vitit pérkatés fiskal.

Analizimi I té dhénave u krye duke pérdorur SPSS 19.0.
Indikatoré té pérzgjedhur u ekzaminuan kundrejt njé seti
variablash duke pérdorur Chi-square test dhe ANOVA.

REZULTATET

Studimi u krye né 52 QSh né té gjithé vendin, ku shumica
e tyre 71% ushtrojné aktivitetin né zonat rurale dhe 29%
né zonat urbane (Grafiku 1)
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QSH sipas Urban/Rural

Grafiku 1: Shpérndarja e QSH né studim sipas
zonave Urban / Rural

Shumica e personelit té intervistuar jané infermiere
73% ndérsa vetém 27% e tyre i pérkasin profesionit Mjek
(Grafiku 2).

Struktura e personelit te intervistuar (%)

B Mjek M Infermiere

Grafiku 2: Struktura e personelit té intervistuar sipas
profesionit Mjek / Infermier

Neé té gjitha QSh pjesé e studimit, pyetjes nése jeni Drejtor
apo jo, ijané pérgjigjur pozitivisht 52 Mjeké. Kjo tregon gé
aktualisht menaxherét e QSh-ve né kujdesin shéndetésor
parésor jané me profesion Mjek(Tabela 1).

Tabela 1: Struktura e Drejtorév té QSh sipas
profesionit Mjek / Infermier

A jeni Drejtor i nje QSH
Total
Profesioni Po Jo
Mjek 52 132 184
Infermire 0 500 500
Total 52 632 684

Revisté mjekésore - MEDICUS | 98

Y A4

I Punime origjinale shkencore | Original scientific paper

Shumica e Drejtoréve té QSh shprehen se jané dakort dhe
shumé dakort qé dokumenti i reformés éshté i garté (86%)
ndérkohé vetém 14% nuk jané dakort ose aspak dakort gé
dokumenti i reformés éshté i garté (Grafiku 3).

Dokumentii reformes eshte i qarte

aspak dakort
2%

shume dakort

19% nukjam dakort

12%

Grafiku 3: Dakortésia e Drejtoréve té QSh pér
dokumetin e refrmés né parésor

Kur filloi reforma né KShP né vitin 2007 Mjekét gé u
eméruan Drejtues té QSh-ve nuk kishin studiuar pér
menaxhim shéndetésor, késhtu qé u ndérmorén disa
trainime pér sqarimin e elementéve té reformés. Pyetjes
nése trainimi pér refomén ishte i mjaftueshém, 69% u
shprehén qé jané dakort dhe shumé dakort, ndérsa 31% u
shprehén qé nuk jané dakort ose aspak dakort (Grafiku 4).

Trajnimi mbi reformen eshte i mjaftueshem

aspak dakort
shume dakort 6%
8%

nuk jam dakort
25%

Grafiku 4: Dakortésia e Drejtoréve té QSh mbi
trainimin mbi refomén

Megjithése shumica e Drejtoréve shprehen qé trainimi
mbi reformén éshté i mjaftueshém, kur pyeten nése kané
nevojé pér mé shumé trainim pér té zbatuar reformén,
67% shprehen se jané dakort ose shumé dakort, dhe
vetém 33% shprehen se nuk kané nevojé pér mé shumé
trainim pér refomén (Grafiku 5).
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Kam nevoje per me shume trajnim per te zbatuar reformen

aspak dakort
4%

Grafiku 5: Dakortésia e Drejtoréve té QSh mbi nevojén
pér mé shumé trainim pér refomén

Krahasuar me vitin 2007, performanca éshté rritur
ndjeshém deri né vitin 2010 me 375%, me diferencé
statistikisht té réndésishme (p<0.001). Performanca éshté
rritur 33% né vitin 2008 krahasuar me v.2007, ndérkohé
eshte ulur me gati 3% ne vitin 2009 krahasuar me vitin
2008 (por pa nje diference statistikisht te rendesishme,
p=0.986), nderkohe ge ne vitin 2010 eshte rritur me
4% krahasuar me vitin 2008 dhe po ashtu eshte rritur
me rreth 7% krahasuar me vitin 2009, pa diference
statistikisht te rendesishme mes tyre (p=0.519). (Testi
ANOVA one-éay)(Tabela 2).

Tabela 2: Ecuria e perfomancés gjaté viteve 2007-2010

Rajoni Viti Viti Viti Viti
2007 2008 2009 2010
1 |Berat 59.7 85 83,1 91,7
2 | Diber 584 84 88,2 93,2
3 | Durres 497 56 57,5 72,2
4 |Elbasan 311 679 58,5 78,6
5 |Fier 61.8 824 86 80,8
6 |Gjirokaster 211 61,6 56,6 88,6
7 |Korce 59.0 92,7 94,3 96
8 |Kukes 415 78 719 64,9
9 |Lezhe 43.1 75,9 80,9 88,8
10 |Shkoder 30.8 49,6 57,9 71,3
11 | Tirane 73.3 99,2 93,1 94,7
12 |Vlore 50.0 94,5 78,7 97,6
13 |Sarande 23.8 84,5 65,5 50,6
14 | Tropoje 33.8 100 99 100
Mesatare 46.0 794 76.5 83.5
Diferenca mes | 1334% | 1305% | 1375%
Diferenca mes 0 0
v2008 dhe .. ' | 1286 14k
Diferenca mes 0
v.2009 dhe 2010 163%

Grafiku 6 e shpreh né ményré vizuale mé té garté se si
ka evoluar realizimi i perfomancés gjaté viteve 2007-2010,
sipas Rajoneve ku kryejné veprimtariné QSh e pérfshira
né studim si dhe nivelit té realizimit.

Realizimi i indikatoreve te performances

F & & ¥ & ¢ ¥ ¢ & L &
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Grafiku 6: Ecuria e performancés sipas viteve dhe
Rajoneve ku kryejné aktivitetin QSh

Megjithése mesatarja e rritjes sé perfomancés ishte 7% né
vitin 2010 krahasuar me 2009, nése béjmé njé grupim té
rajoneve bazuar né diferencén e nivelit té performancés
2010-2009, sipas kritereve: rritje deri 5%, deri 10%, deri
15% dhe mbi 15%, si dhe ulje mbi 5%, kemi njé pamje
shumé interesante. Shumica e rajoneve kané patur rritje
deri 5% ( 4 nga 12 rajone), nga 2 rajone kané patur rritje
deri né 10% dhe deri 15%, dhe vetém 1 rajon ka patur
rritje mbi 15% té performancés.Ndérkohé jané 3 rajone
qé kané patur ulje mbi 5% té perfomancés gjaté vitit 2010
(Grafiku?).

Realizimi i indikatoreve te performances, 2009-2010

1 mbi 15%

Mderi15% |
1 !_1_\
A deri 10%

0 deri 5% {_1_\

4 mbi 5%
S(_A_\

0T T T T 1
Sal e Is I Tropoje Tirane Korce Diber Lezhe Berat Shkoder Durres Viore

-5

10

Grafiku 7: Grupimi i rajoneve sipas nivelit té
ndryshimit té performancés
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Indikatorét pér matjen e bonusit(6 gjithsej) u pércaktuan
né kontratén midis ISKSH dhe QSH né vitin 2008, dhe u
realizua né masén 61.9%. Bonusi eshte rritur me gati 7% ne
vitin 2009 krahasuar me vitin 2008 (por pa nje diference
statistikisht te rendesishme, p=0.07), nderkohe ge ne vitin
2010 eshte ulur me gati 15% krahasuar me vitin 2008
dhe eshte ulur me 22% krahasuar me vitin 2009, me nje
diference statistikisht te rendesishme mes tyre (p<0.001)
(Testi ANOVA one-éay) (Tabela 3).

Tabela 3: Realizimi i bonusit gjaté viteve 2008-2010

Realizimi i bonusit (%)

Rajoni Viti | Vit | Viti
2008 | 2009 2010

1 |Berat 65,8 78,2 38,8
2 |Diber 65,2 70 53
3 | Durres 69,4 68,1 56,9
4 |Elbasan 50,5 57,3 4,7
5 |Fier 57,5 73,5 42,2
6 |Gjirokaster 60,6 58 46,9
7 | Korce 66,8 72,5 55,1
8 |Kukes 714 63,4 50,2
9 |Lezhe 63,4 739 35,5
10 [Shkoder 57,3 57,7 36,4
11 |Tirane 57,8 731 48,7
12 |Vlore 73,9 739 59,2
13 |Sarande 49 61,8 419
14 | Tropoje 57,6 75,7 419
Mesatarja 61,9 68,4 46,3
200 L2z

Revisté mjekésore - MEDICUS | 100

Y A4

I Punime origjinale shkencore | Original scientific paper

Ndérkohé ecuria e bonusit ndér tre vitet e para qé u
mat, trendi dhe niveli i realizimit pasqyrohet né ményré
shumé té garté né Grafikun 8.

Trendi i bonusit ne vite
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Grafiku 8: Ecuria e bonusit gjaté viteve 2008-2010

DISKUTIMI

Reforma financiare si bazé e refomés né KSHP qé nisi né
Shqipéri né vitin 2007 kishte si géllim motivimin e stafit
mjeksor pér ofrimin e njé shérbimi sa mé cilésor, si dhe
demotivimin e barazitizmit. Kéto objektiva u synuan
té arriheshin pérmes njé formule financimi té QSh qé
zbatohej pér heré té paré né Shgqipéri: 85% e buxhetit
i jepej QSh gé né fiilim té muajit pér paga+sigurime
shogérore dhe shéndetésore, si dhe blerjen e mallrave dhe
shérbimeve, 10% e buxhetit bazuar né performancén e QSh
( gé matej si numri mesatar i vizitave kryer nga njé Mjek
familje né njé dité pune), 5% bazuar né indikatoré cilésie
pér matjen e rezultateve shéndetésore né popullatén qé
mbulon QSh me shérbim ( e quajtur bonus).Mekanizmi i
ri i financimit i pérdorur pér gendrat shéndetésore éshté
perceptuar nga stafi mjeksor si njé mekanizém motivues,
duke marré né konsideraté qé ato marrin shpérblim dy
heré né vit bazuar né rezultatet e arritura.

Performanca e QSH éshté rritur né ményré té géndrue-
shme, duke reflektuar rritjen e besimit té popullatés te
mjeku I familjes. Ményra e matjes sé indikatorit qé mat
performancén nuk ka ndryshuar gjaté kétyre viteve
ményrén e llogaritjes duke mos ndikuar né nivelin e
realzimit té tij. SISH i zbatuar né vitin 2010 ndikoi né
saktésiné e té dhénave pér llogaritjen e indikatorit té
performancés, por nuk ndikoi né nivelin e arritjes té
indikatorit.

Bonusi éshté rritur né v.2009 krahasuar me vitin par-
aardhés duke treguar qé politika financuese e ISKSH-sé
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népérmjet indikatoréve té vendosur ka qéné e drejté dhe
motivuese. Rénia e bonusit né v.2010 krahasuar me vitin
e méparshém lidhet me disa ndérhyrje ne sistemin e ra-
portimit dhe ményrén e llogaritjes sé indikatoréve, si mé
poshté:

1. zbatimi i SISH si njé sistem i raportimit té aktivitetit
né QSh, nga i cili u matén indikatorét mbi té cilét éshté
llogaritur bonusi

2. me hyrjen né fuqi té Ligjit té licensimit dhe rilicensimit
té profesioneve té rregulluara, u fut njé formulé e re
llogaritje té indikatorit té Edukimit Mjeksor né Vazh-
dim (EMV)

3. treindikatoré té rinj u shtuan né listén e bonusit (nga 6
indikatoré u shtuan né 9).

Nga intervistimi I stafit shéndetésor doli qé shumica e
tyre pamvarésisht se deklarojné qé trainimi mbi reformén
éshté i mjaftueshém, pérséri deklarojné se kané nevojé
pér mé shumé trainim pér arritje té rezultateve mé té
larta.

PERFUNDIMI

Cdo refomé e ndérmarré né fushén e shéndetésisé
me @éllim arritjen e rezultateve té synuara duhet té
shogérohet me motivimin financiar té zbatuesve té
refomés, menaxheréve té institucioneve dhe personelit
shéndetésor qé éshté i punésuar né kéto institucione.

Matja e sakté erezultateve té reformés duhet té shogérohet
me sistem informacioni shéndetésor pér raportimin e
sakté dhe né kohé e aktiviteteve te institucioneve dhe

personelit shéndetésor, me géllim qé cdo pérpjekje pér
sukses té pérkthehet né incentivé financiare.

Sa heré gé pér matjen e perfomancés apo rezultateve
vendosen indikatoré té rinj, paraprakisht duhet punuar
pér konsolidimin e ményrés sé raportimit dhe té
llogaritjes pérpara pérdorimit pér financim, me géllim qé
té mos ndikojné negativisht né rezultatet e institucioneve
shéndetésore.

Elementi mé i réndésishém né cdo reformé éshté burimet
njerézore qé béjné zbatimin e reformave. Pér kété,
éshté shumé e réndésishme trainimi i njerézve se si t'i
zbatojné elementét e reformés sé ndérmarré gé té arrihet
rezultati i déshiruar. Bazuar né kété, pamvarésisht se sa
té mira jané politikat apo rregulloret qé pérgatiten, mé e
réndésishmja éshté sa té pérgatitur jané personat qé do
zbatojné kété reformé.
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HIT POLICY IMPACT TO RESULTS OF FINANCIAL REFORM IN PRIMARY HEALTH CARE

SERVICE IN ALBANIA

Gazment Koduzi!

"Health Insurance Institute (HII), Tirana, Albania

ABSTRACT:

By 2007, health centers (HC) in Primary Health Care are public entities, financed by HII and managed by
Manager. HC are financed performance based according to a new formula: 85% of budget was given monthly
for normal function of services, 10% was given monthly as performance based and 5% quarterly as bonus.This
study mean to measure impact of financing mechanism of HC articulated in HII policies in function of their
health staff performance.This study shows that financial policy implemented by HII in order to maximize

rezults of primary health care has been succesfull.
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Perfomance of HC is increased steadly, reflecting increase of population confidence to family doctor.
Performance was increased 33.4% in year 2008 compared with yr.2007 , meanwhile in yr.2010 was increased
4% comparing with yr.2008 and increased 7% compared with yr.2009 (p=0.519). Performance is increased by
37.5% in 2010 comparing with 2007(p<0.001). Bonus is increased by 7% in y.2009 comparing with y.2008 (p=0.07),
meanwhile in y.2010 is dicreased by 15% comparing with y.2008, and is dicreased by 22% comparing with
y.2009 (p<0.001), with statistically significant difference.

Most of Directors of HC do agree and very agree that health reform document is clear (86%) meanwhile only
14% disagree or fully disagree that reform document is clear. Most of Directors (69%) agrre and fully agree that
training about reform is sufficient, meanwhile 31% disagree or fully disagree with it.

Key words : Health Insurance Institute (HII), health care reform, indicators, performance, bonus, Health
Centers (HC), Primary health care (PHC)
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MICROBIOLOGICAL MONITORING AND DECONTAMINATION OF AIR:
METHODOLOGY

Popovska Katja

Institute for microbiology and parazitology, UKIM Skopje R.Macedonija
Medicus 2013, Vol. 18 (1): 103-107

ABSTRACT

Microorganisms in the air are present as very small individual particles and they can be an important source
of infection in medical facilities and can contaminate enanimate environmenth.

It is important to perform biological sampling to locate the sources of indoor microorganisms and to check
if it contains more organisms than would normally be present. There are numerous techniques to evaluate
the level of indoor microorganisms, but comparisons are only possible when measured volumes of air are
sampled and results are expressed with volumetric measurements.

Combination of culturable nad non- culturable methods is recommended for proper monitoring od biological
quality of the air.

Culturable methods are divded in two groups: passive method - sedimentation of air over nutritient plate and
active method - sampling with air-sampler over nutritint plate Principle in both methods is enumeration of
the visible colonies on the plate after the growth period of 3 to 5 days after the sample collection.

Non- culturable method represent fluorescent stained microorganisms, collected over polymair plate which
does not contain nutrient agents, and visualization by Chemscan cytometer within 3 hours. In aim to achive
good biological quality of the air it is very important to use good biodecontaminattion technique such as
Ultraviolet Germicid Irradiattion (UVGI) or Hydrogen Peroxide Vapour (HPV). The most intensive germicidal
effect has short UV waves (A283) which convertes environmenthal microorganisms into inert bioproducts.

Hydrogen Peroxide Vapour (HPV) is new golden standard of biodecontaminattion because it echive 6log
reduction of the biomasse, does not leave any residua and is not time cossuming.

Key words: air, monitoring, methods, biodecontaminattion

INTRODUCTION are present as very small individual particles that stay
suspended for long periods or as larger clumps and
aggregates that settle rapidly onto surfaces. They can be
an important source of infection in medical facilities and
can contaminate sensitive manufacturing operations.

According to the National Center for Health Statistics,
2001 National Health Interview Study, over 76 million
children 5-17 years and over 12.7 million young adults
(18-44 vyears) suffer from asthma. The United States
Environmental Protection Agency (EPA) ranked indoor In the absence of formal limits a mixture of bacteria with
air pollution among the top five environmental dangers 10 predominating colony is considered normal air flora
to the public. EPA research also concluded that indoor air for most environments.

can be two to five times (and sometimes as much as 100 The most common bacterial types found in an indoor air
times!) more polluted than the WORST outside air! Since ~ sample are:Micrococcus, Staphylococcus, Corynebacterium
research indicates Americans spend 90% of their time and Gram negative non-fermenters.

indoors, it’s no wonder that asthma and allergy suffering

. i A mixture of all these organisms is considered normal
is on the rise.

even if high counts are present. Things to look out for
Bioaerosols are individual particles in the air with are: high counts of Gram negative non-fermenters -
biological source such as bacterial and fungal cells, indicate high levels of moisture and high counts of E. coli
spores and pollen. Microorganisms in the bioaerosols - indicate sewage contamination.
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MICROBIOLOGICAL MONITORING OF THE AIR

It is important facilities for production of pharmaceuti-
cals and medical devices (is essential and well established)
in hospitals - very important, food factories and even in
office buildings and other working environments.

In most countries it is a regulatory requirement, and
international standards have been published for biocon-
tamination control in cleanrooms and other controlled
environments (ISO 14698-1/2).

The goal of biological sampling is used to locate the
sources of indoor microorganisms and facilitate an effec-
tive remediation. Sampling provides us with a method to
establish in a scientific way whether the environment in
question contains more organisms than would normally
be present. There are numerous techniques that may be
used to evaluate the level of indoor microorganisms. We
believe, however, that scientific comparisons are only
possible when measured volumes of air are sampled and
when results of surveys are expressed in terms of volu-
metric measurements.

HOW TO AIR SAMPLE

There are no widely accepted protocols or regulations
regarding biological air sampling, but some conditions
are accepted for proper Air sampling:

m all new or refurbishment work has been completed;

m all engineering commissioning procedures have been
completed;

m theventilation system has been running continuously
for 24 hours following completion of structural work
(during this time the theatre surfaces and fixed
equipment can be cleaned); and

m ducting and air diffuser plates have been cleaned.

There are culturable and non-culturable methods for air
sampling

Inaccurate characterization of the area sampled can
arise becouse of: some bacteria and fungal spores can
cause disease only when they are alive (viable),_others
are capable of producing allergies or irritation when no
longer living. cultures may permit greater accuracy in
speciating some fungal organisms present, spores vary
widely in their ability to grow and compete on laboratory
media. Therefore, a complete sampling protocol for
the biological flora in any environment uses both a
culturable and non-culturable sampling method. Very
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often in practice this is not possible due to time and
budget constraints, so non-culturable methods - provides
a more accurate “snapshot” of the air and is usually the
best choice when only one sampling method can be used.

Culturable metohods can be perform as Passive
monitoring (settle plates) or Active monitoring (Air-
sampler).

6. Passive monitoring (settle plates) are performed
with tandard Petri dishes containing appropriate (usu-
ally non-selective) culture media. It is recomended to
expose three Petri dishes on three levels/theatre: floor,
theatre table and human upper respiratory tract opened
for a given time (2- 4h) and then incubated to allow
visible colonies to develop and be counted/48h. This
method cannot sample specific volumes of air, so
the results are not quantitative.

Active monitoring (Air- sampler).. There are two types
impingers and impactors.

Impingers - which use a liquid medium for particle
collection.

Impactor samplers use a solid or adhesive medium (55mm
and 90mm plates) such as agar, for particle collection
and are much more commonly used in commercial
applications than impingers, (1001/min)

Using aseptic technique air sample should be undertaken.
By following protocol:

A single sample should be collected from each operating
theatre.

m Space/ theatre - left vacant for a minimum of 15
minutes, but preferably one hour.

m doors must be kept closed - Note: doors must be
kept closed and the theatre empty until sampling
is complete.

m The air sampler should be placed in the middle of the
theatre table
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m The air sampler should then be switched on either by
remote control or manually, before leaving the room.

m Sampling period 3-5 min.

m Sampling volume needs to be greater than 0.25 m?
(250 L) and optimally around 1 m? (1000 L).

m A control sample should be taken from an
uncontaminated area for comparison

m Samples should be sent overnight to the laboratory
to minimize changes in the bacterial population
during shipping.

Cultivable metohods has some limitations such as:

m Cannotprovide more accurate “snapshot” of the air
because of the not detecable particles slowly growing,
microorganisms esspecially Fungi, “enviromenthali
alteration”/stress - agar growth medium in the plates
may deteriorate if they are exposed for too long and
smaller particles or droplets suspended in the air.

m Contaminattion from non-airborne sources

m Overgrowth in heavily contaminated conditions
and interpretation of the data they produce can be
difficult.

m Late resultes in 3-5 days which unables proper
reaction on time

Non-culturable Method

Polym'’Air is ultra-rapid and sensitive method. It has two
phases: Solid-phase (cytometry) scanning - for the real
time enumeration of micro-organisms and Polym’Air -
sterile water-soluble gel. Synthetic compound, composed
of long molecular chains, doesn’t contain any nutrients
(ready-to-use standard 90 mm Petri dish).

This inert and non selective polymer allows the collection
of all micro-organisms including stressed or slow-growth
micro-organisms. An air sample is collected using an
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air sampler which allows the automatic traceability
of operator, Polym’Air plate and sampling location
through bar code identification and 21CFRpartll
compliant software.. (Sampl'Air from AES Laboratoire).
Dissolving the polymer 40 ml of sterile Fluid A is added.
The solution is then filtered on a 0.4 pm membrane in
order to concentrate the micro-organisms. Further step
is fluorescent labelling of the micro-organisms present
at the ilter and counting by scaning with RDI cytometer
(Chemunex) which takes 3 minutes per membrane.
Unique protocol allows the simultaneous enumeration
of mesophilic bacteria, (sporulated or not), yeasts,
mycelium, and mould spores within 3 hours.

DECONTAMINATION OF AIR:

Spaulding has given clasification of resistant
microorganisms that are neede to be destryed by
sterilizastion or disinfection.

SPAULDING CLASSIFICATION

Bacterial endospores

{

Mycobacteria

Non-enveloped, non lipid

{

Gram negative bacteria
y
Fungi
y

Large, non-enveloped viruses

{

Gram-positive

Y

Enveloped-lipid viruses

Ultraviolet Germicidal Irradijattion (UVGI) - UVC 254
(253,7 nm).

Efects of UV irradiation is intensive germicidal efect.

Mechanisms of this irradiation is converting susceptible
microorganisms (viruses, bacteria, fungi) from the
environment into inert bioproducts

Efective destruction in few secunds as result of double
efect over DNA direct alterattion over DNA and inhibition
of capability for reproduction. UV-dosage is defined by UV
intesity and period of time needed for microorganisams
to be exposed in «UV killing zone». Most efective when
used in:
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Controled environmenth, micro vawes which is
calibrated, countiniuos air flow and in combination with
luminary surfaces (Al)

Hydrogen Peroxide Vapour (HPV)

New golden standard for biode-

H :H kontamination which achives

5 6-log reduction of hiomase, no-

O—0 rest residua and minimum waste

of time. HPV is improoved bio-

decontaminate agent with wide spectar of biological ac-

tivity that can inactivate microrganisms faster and most

efetively than lot of traditional biodeontaminate methods
(formaldehid).

HPV is introduced into a room using a dual axis vapour
distribution system, which ensures that the HPV is
introduced to the room evenly, and that each surface is
comparably exposed to the HPV.

The equipment lays down approximately 1 micron of
H,0, onto exposed surfaces where micro-organisms may
reside. The micro-organisms themselves act as nuclei
for the formation of micro-condensation, thus speeding
action of the process.

The room or equipment being exposed to HPV is sealed
and monitored by electrochemical hand held HPV
sensors to ensure that there is no leakage and that the
level of HPV has returned to safe environmental levels
after the cycle.

This method obtains high safety level for work, there are
no toxic residua. After decontaminattion is finished the
rest of HPV convertes cathaliticly into water steam and
oxygen. HPV can completely be neutrailised into specific
field by using strong airattion or in konjuction with HVAC
sistem in the building.
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METO/IH 3A MUKPOBUO/TOIIKM MOHUTOPUHT U JIEKOHTAMIHALMJA HA BO3JYXOT

[TonoBcka Kaxka

WHcTuTyT 3a MUKpoOMonoryja u mapasuoronoruja Men. @ak. Cromje YKM

MuKpopraHru3MuUTe BO BO3YXOT Ce MPUCYTHM KAaKO MHOTY Masji MHIWBUAYaIHU TapTUKYIM U MOKe fa Oupar
MHOTY BayKeH M3BOP Ha NHQEKIUN BO MEIUIINHCKUTE YCTAHOBU U 3arajlyBaun Ha HEKUBATA CpeHA.

MHory e BasKHO [1a ce ITpaBy MUK POOMOJIONIKA KOHTPOJIa Ha BO3AYXOT 3a [1a JIOLMpaaT U3BOPUTE HA MUK POPraHU3MU
BO BO3/IyXOT BO 3aTBOPEH ITPOCTOP M [ia Ce IPOBEPH [1a/Id BO HETO MMa ITOr0/IEMO KOJTMUECTBO MUKPOOPraHN3MU
OTKOJIKY IITO € M103BoJieHo. [locTojaT OpojHM TEXHUKHU 3a TpolleHKa Ha HUBOTO HA MUKPOOPTaHU3MUTE BO
BO3/YXOT BO 3aTBOPEHU ITPOCTOPUNU, HO KOMITapalifja Ha UCTOTO € MOJKHA caMO KOTa MepeHUTe BOJTYMEHU Ha
3acajieH BO3/IyX Ce MCKayKaHU CO BOJTYMETPUCKU Meperba.

3a OMOJONIKYM MOHUTOPWHT Ha KBaJIMTETOT HA BO3AYXOT Ce TIperopauyBa IIpuMeHa Ha KoMmOWHanMja Ha
KYJITUBAOWIHU W He-KYJITUBAOWIHU MeTou. KynTuBabwinuTe MeTOAM ce Tofie/ieHd BO JIBe I'DYIU: TTACUBHU
METOMIU - MeTOJ] Ha cellIUMeHTalllja Ha BO3AYXOT BP3 XPAHUTEHU TMOJIJIOTU U aKTUBHU METO/U - 3acajlyBatkhe CO
ceMIuiep BP3 XpaHUTeJIHU NoJIoru. [[pUHIIUMIOT Ha ABaTa TUTA MeTOAU e eHyMepallja Ha BUJIMBUTE KOJIOHUU
TopacHaTH Ha MoJIJIoraTta rmocje MHKybarmja o 3-5 meHa.

He-KRynruBaOUIHMOT MeTO IIpeTcTaByBa (JIyOpecleHTHO Ooerhe Ha MUKPOOPraHM3MUTe, cCoOOpaHu BP3 I101J10ra
OJ1 TTOIMMePU Koja He COAPyKM BOOIIITO XPaH/IMBU MaTepUH, M HUBHA Busyenu3anuja co Chemscan muromeTap
BO POK Off caMo 3 uaca. 3a Jla ce oCcTBapu mobap OMOONTKY KBAIUTET HA BO3MAYXOT TOTpebeH e u u3bop Ha mobpa
TeXHUKa 3a OMo-leKOHTaMUHAIMja Ha BO3AYXOT BO MPOCTOPUHNTE, KAKO IITO ce YATpaBUoeTHaTa ['epMuIaHa
Wpaaujauuja (YBI'U) unm Xunporen [lepokenn Bamop (XI1B). HajuntensuBeH repmunnnieH edekt nmaar YB
3paiTe co KpaTtka OpaHoBa Jo/KUHaA (A 283) Koja TM KOHBEPTUPA MUKPOPTaHU3MUTE Ofl HEXKMBATa CpeivHa
BO UHePTHU OuonponyKru.. XI1B e HoBUOT “31aTeH craHpapz’ 3a OMo-IeKOHTaMMHallMja Ha BO3OYXOT OUIejKU
OBO3MOJKYBa MOCTUrHYBae Ha 6log penyKipja Ha OMomacara, He OCTaBa TOKCMUHM Pe3UAyM, a MCTO TaKa He
TPOIIN MHOTY BpeMe.

Kiryusu 360poBu: BO3/yX, MOHUTOPUHT, METO/M, OMO-IeKOHTaMUHaLIja
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ETIOLOGJIA, DIAGNOZA, MENAXHIMI I SHTATZANIVE ME PLASJE TE
PARAKOHESHME TE MEMBRANAVE
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REZYME

Ruptura e parakohéshme e membranave éshté plasja e membranave fetale pérpara fillimit té aktivitetit té
lindjes. Né shumicén e rasteve, kjo ndodh afér termit, por kur ruptura e membranave ndodh pérpara 37
javéve té moshés sé barrés, njihet si rupturé e parakohéshme e membranave té pretermit. Ajo komplikon 3%
té shtatzanive dhe njé té tretén e lindjeve premature. Ajo rrit rrezikun e prematuritetit dhe mund té cojé
né sémundshmeéri serioze perinatale, pérfshiré sindromin e detresit respirator, sepsin neonatal, prolaps té
kordonit umbilikal, shkolitje té placentés dhe vdekje fetale. Ecuria dhe menaxhimi i pérshtatshém jané té
réndésishém pér pérmirésimin e rezultateve té neonatit. Trajtimi ndryshon né varési té moshés sé barrés
dhe pérfshin lindjen kur ruptura e membranave ndodh pas 34 javé moshé barre. Kortikosteroidet mund té
ulin shumé komplikacione neonatale, vecanérisht hemorragjiné intraventrikulare dhe sindromin e detresit
respirator, dhe antibiotikét jané efektive pér rritjen e periudhés sé latenceés.

Fjalétkyc: rupturé e parakohshme e membranave, lindje e shpejté, menaxhim pritésilindjes, kortikosteroidet
antenatal, antibiotiké

HYRJE aktivitetit té lindjes, dhe mund té ndodhé né cdo moshé
barre madje edhe né 42 javésh. PROM mund té ndodh te
termi apo pretermi (<37 javé). (1) PROM quhet i zgjatur kur
éshté mé shumé se 24 oré dhe éshté i lidhur me njé rritje
té rrezikut té infeksionit ngjités (1,2).

Ruptura (plasje) spontane e membranave (ROM) éshté
njé komponent normal i fillimit té aktivitetit té lindjes.
ROM e parakohshme (PROM) i referohet rupturés sé
mebranave fetale para fillimit té lindjes pavarésisht nga
mosha e barrés.(1,2) Pas rupturés s¢ membranave, lindja
rekomandohet té jeté e shpejté kur rreziku i infeksionit SHTRIRJA E PROBLEMIT
né ngjitje tejkalon rrezikun e prematuritetit. Kur PROM
ndodh né kohé, lindja zakonisht ndodh vetvetiu ose éshté
i detyruar brenda 12 + 24 oré. Menaxhimi i shtatzénive
komplikuar me PROM tek prematuri (pércaktuar si
PROM qé ndodh para 37 javéve té shtatzanisé) éshté
mé sfiduese. (2) PROM parakohe komplikon 2 + 20%
té té gjitha lindjeve dhe éshté i lidhur me 18 + 20% té
vdekjeve perinatale. Opsionet e menaxhimit duhet té
pérfshijné diagnozén, infeksioni dhe administrimin e
kortikosteroideve antenatal dhe té antibiotikéve me
spektér té gjeré veprimi.

Rupturé e parakohéshme e membranave (PROM) i Jané identifikuar njé numér faktorésh té rrezikut pér
referohet képutje té membranave fetale para fillimit t¢ PROM spontane (Tab. 1), (1,2,8).

Rreth 8 + 10% e shtatzanive né term mund té pérjetojné
ROM spontane para fillimit té aktivitetit té lindjes. (1-
4) PROM parakohe pércaktohet si PROM para 37 javéve
té moshés sé barrés dhe komplikon 2 + 4% té té gjithé
shtatzanive té vetme dhe 7 + 20% té binjakéve (1,2,5,6).
Ajo éshté shkaku kryesor i identifikueshém i lindjes sé
parakohshme dhe llogaritet pér rreth 18 +20% e vdekjeve
perinatale né US (1,2,5-7,9).

ETIOLOGJIA DHE FAKTORET E RREZIKUT
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Tabela 1. Faktorét e rrezikut pér PROM spontane

Faktorét e nénés: Faktorét Uteroplacental:

m Ruptura parakohe e m Anomali té mitrés (té
membranave (PROM) tilla si mur ndarés i
né njé shtatzani té mitrés)
méparshme premature | g Shképutje placentare
(rreziku i pérséritjes éshté (mund té ndodh né
16+ 32% krahasuarme | g 4 . 159 s proM
4% né graté me njé lindje o

. . m Zgjerim i avancuar
né term té méparshme e colE R AT
i qafés sé mitrés

pakomplikuar) i .
(pamjaftueshméri e

m Gjakderdhje vaginale mitrés)

antepartum o 3
B conization Para qafés

m Terapi kronike me e
$é mitrés

steroide P
m Shkurtimi i qafés sé

m (rregullime vaskulare té o .
mitrés né tremujorin e

kolagenit

‘ . 21 (<2.5 cm)
] (smdrom'l Ehlers-Danlos, B Tendosje e mitrés
Lupus eritematoz .
) _ (polyhydramnios,
sistemik) )
shtatzani e
m Traumat direkte té barkut|  ghymefishté)
®m Lindja premature m Infeksioni i
m Pirja e duhanit brendshém amniotik
(kokaina) m Ekzaminimet
® Anemia shuméfishta vaginale

B Indeksiiulétimasés (por jo me spekulum

trupore (BMI <19.8 kg/ steril ap(? ekzaminimet
m2) transvaginal me

I ) ultratinguj)
m Mangésité ushqyese té

bakrit dhe acidin askorbik Faktorét fetale:
m Shtatzénisé

shuméfishté (PROM
premature komplikon
7+10% e shtatzénive
hinjake)

m Statusi i ulét social-
ekonomike

HISTORIA NATYRALE E SHTATZANIVE KOMPLIKUAR
NGA PROM PARAKOHE

Njé nga pasojat mé té zakonshme e PROM parakohe
éshté lindja e hershme. Periudha latente, éshté koha nga
ruptura e membranave deri né lindje. Kjo periudhé lidhet
me disa faktoré gé ndikojné mbi miréqénien e fetusin dhe
pérfshihen:

m Moshén e barrés. Njé marrédhénie e anasjellté
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ekziston midis moshés sé barrés né term, rupturés
dhe latencés. Tek termi, 50% e shtatzénive té
ndérlikuar nga PROM do té shkojné né lindje né
ményré spontane brenda 12 oréve, 70 % brenda 24
orésh, 85% brenda 48 oré, dhe 95% brenda 72 orésh
né mungesé té ndérhyrjes obstetrikale.(1,2,4,) Né
graté me PROM larg nga termi, 50% do shkojné né
lindje brenda 24 + 48 oré dhe 70% + 90 % brenda 7
ditéve. (1, 2,) Pér mé tepér, graté me PROM parakohe
né 24 + 28 javé té shtatzénisé ka té ngjaré qé té kené
njé periudhé latente mé té gjaté se sa ata me PROM
afér termit

m Shkalla e oligohydramniosit (sasi e pakét e likidit am-
niotik). Oligohydramnios i shkallés sé réndé, shkur-
ton periudhén latente. Oligohydramnios mund té evi-
dentojé kompromentimit té hershém fetale. (10, 11)

m Numri i fetusit. Né pérgjithési, shtatzénité binjake
komplikuar me PROM kané njé periudhé mé té
shkurtér latence se shtatzanité me njé fetus

m Shtatzénia e komplikuar. Déshmia e komplikacioneve
té shtatzanisé (té tilla si infeksioni i brendshém
amniotik, shképutje placentare, apo lindje aktive),
do té cojé né lindjen e hershme dhe njé interval té
shkurtuar latence.

KOMPLIKACIONET

Membranat fetale shérbejné si njé barrieré pér infeksio-
net ngjitése. Pasi képuten membranat, si néna ashtu edhe
fetusi jané né rrezik pér infeksion si dhe komplikime té
tjera. Komplikimet neonatale kané té béjné né radhé té
paré me moshén e barrés né té cilén ndodh ruptura e
membranave. PROM te prematuri shogérohet me njé
rritje prej 4-fish té vdekshmérisé perinatale dhe 3-fish né
sémundshmériné neonatale, pérfshiré sindromin e detre-
sit respirator (RDS), e cila ndodh né 10 + 40% té rasteve
me PROM parakohe dhe éshté pérgjegjés pér 40 +70% té
vdekjeve neonatale; infeksione té brendshém amniotike
nga mikrobe té shumté, ndodhin né 15 + 30% e rasteve
me PROM parakohe dhe llogaritet né 3 + 20% té vdekjeve
neonatale; hemorragji intraventricular (IVH), (1,2).

Pavarésisht propozimeve fillestare, shumica e té dhénave
né literaturé sugjerojné se PROM premature nuk éshté
e lidhur me pérshpejtimin té pjekurisé pulmonare.
Komplikimeve té tjera neonatale pérfshijné hypoplasi
pulmonare e fetusit, i cili zhvillohet né 26% té PROM te
prematuri, deformim skeletik, gé komplikon 12% té PROM
parakohe; prolaps i kordonit umbilikal, vecanérisht né
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shtatzani me prezantim jo me vertex i fetusit, dhe né rritjen
e lindjes cesareane pér keq prezantim té fetusit (1, 2).

Oligohydramnios i réndé né vendosjen e PROM parakohe
con né rritje té incidencés té shtypjes (kompresionit)
té kordonit umbilikal dhe vuajtje fetale né lindje, duke
cuar né njé rritje té lindjeve cezariane. Né kété mijedis,
amnioinfusioni me solucion fiziologjik mund té ulur
rrezikun e lindjes cezariane, por nuk éshté e garté nése
njé qasje e tillé pérmiréson rezultatin perinatale. PROM
parakohe dhe ekspozimi ndaj inflamacion/infeksion
intrauterine jané té lidhur me njé rrezik té rritur pér
démtim té zhvillimit nervor (2,12). Infeksioni, aksident i
kordonit dhe faktorét té tjeré kontribuojné qé 1 + 2% e
neonatéve té rrezikojné pér vdekjes fetale pas PROM
parakohe.

Komplikacionet e nénés klinikisht té dukshém eviden-
tojné infeksionin e brendshém amniotik, e cila ndodh né
13 = 60% té grave me PROM parakohe krahasuar me 1%
tek termi, dhe pas lindjes endometritis, e cila ndodh né
2 + 13% e grave me PROM parakohe (1, 2,). Chorioamnio-
nitisi ndodh mé shpesh né rastet me zgjatjen e kohés sé
rupturés, né oligohydramniosin e réndé, né ekzaminimet
vaginale té shumta si dhe né njé moshé barre té vogél (10).

Pérvec késaj, pér shkak se shumé fetuse me PROM
parakohe paragiten me keq prezantim (p.sh. podalik),
rreziku pér té lindur me nderhyrjen cezariane éshté mé e
larté né PROM parakohe né krahasim me lindjen né term.

RENDESIA E KONFIRMIMIT TE DIAGNOZES

Diagnoza e hershme dhe e sakté té PROM parakohe do té
lejojé pér moshé barre specifike projektimin e ndérhyrjes
obstetrikale pér té optimizuar rezultatin perinatale dhe
minimizuar komplikacionet serioze, té tilla si prolapsi i
kordonit umbilikal, dhe sémundshmérisé infektive (cho-
rioamnioniti, sepsisi neonatal) (1,6,7). Nga ana tjetér, njé
test fals-pozitive pér diagnozén e PROM parakohe mund
té cojé né ndérhyrjeve té panevojshme obstetrikale, duke
pérfshiré hospitalizimin, administrimi i antibiotikéve
dhe kortikosteroidet, dhe madje edhe induksionin e
lindjes (1, 13-16).

MENAXHIMI

Ményra se si do té veprohet né rastet me PROM ende ka
polemika. Pasi membranat plasin, lindja rekomandohet
kur rreziku i infeksionit ngjités tejkalon rrezikun e pre-
maturitetit. Kur PROM ndodh te termi, lindja zakonisht
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éshté spontane ose induktohet (éshté i detyruar) brenda
1224 orésh. Menaxhimi i shtatzénisé komplikuar nga
PROM parakohe, éshté mé sfiduese. Ndonése menaxhimi
i shtatzanisé duhet té jeté individuale, njé algoritém pér
menaxhimin e PROM parakohe éshté paragitur né Fig-
urén L.

Menaxhimi fillestar i njé gruaje e paragitur me dyshim
pér PROM duhet té pérgéndrohet né konfirmimin e
diagnozén, vlerésimin e moshés sé barrés, dokumentimin
e mirégenies sé fetusit, dhe pér ményrén e lindjes (e
cila varet nga mosha e barrés, prezantimi i fetusit, dhe
ekzaminimit té qafés sé mitrés) (1,2). Dy jané géndrimet
pér ményreén si do té realizohet lindja, lindja e shpejté
(induksion) dhe menaxhimi prités. Cdo pérpjekje duhet
té merren pér té pérjashtuar kundérindikacionet pér
menaxhimin prités. Kundérindikacion absolute pérfshijné
infeksioni i brendshém amniotik (chorio-amnionitis), dhe
lindja aktive. Eshté shumé e réndésishme dhe trajtimi
pérpara lindjes i nénave me PROM me disa medikamente
pér té ulur rrezikun e problematikés sé neonatit

KORTIKOSTEROIDET ANTENATAL

Kortikosteroidet ~ ulin sémundshmériné dhe
vdekshmériné perinatale pas PROM parakohe (31,33).
Administrimi antenatal (para lindjes) i glukokortikoideve
(Betamethasone, 12 mg IM 24 oré x 2 doza ose
dexamethasone, 6 mgIMc¢do12 oré x4 doza) ka treguar ulje
té incidencés té RDS, IVH, dhe enterocolitis nekrotizues
(NEC) me rreth 50% nése u jepet grave me membranat
e paprekur qé jané té kércénuara pér té lindur para 34
javé té moshés sé barrés (2,17). Efekti arrihet 24 + 48 oré
pas dozés sé paré dhe ky efekt zgjat pér sé paku 7 dité Ka
prova se disa dobi klinike mund té arrihet brenda 4 + 6
oréve té administrimit. Njé efekt i ngjashém i dobishém
éshté konfirmuar né shtatzénité e komplikuar nga PROM
para 32 javé moshé barre (2,17). Gjithashtu nuk ka prova
pér té mirat e kortikosteroideve antenatal kur pérdoren
pas 34 javéve té shtatzanisé, edhe pse disa néngrupe me
rrezik té larté mund té pérfitojné (18,19). Shumé trajtime
me steroide nuk rekomandohen né ményré rutin pér
shkak té mungesés sé té dhénave pér pérfitimet gé sjell
dhe pér shkak té shgetésimit né lidhje me efektet negative
né rritjen e fetusit dhe, ndoshta, té zhvillimit neurologjik
afatgjaté. Megjithaté, njé dozé (shpétimi) e pérséritur
ose njé cikél duhet té merret né konsideraté nése cikli
fillestar éshté pérfunduar para 28 + 32 javéve té moshés
sé barrés (20,22).
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Konfirmimi 1 diagnozes
Rriedhje e likidit nga vagina
Testi Nitrazine /Ferning
pozitive
Aminioinfusioni (ngjyre leja)

/

Kulture e gafes se mitres
Kuiture Ano—vaginaie
Kulture urine

Ultratinguj per moshen e barres,
rritjen,anomalite

Menitorim i vazhduar per

Chlamydia, Gonorrhea
Grupi B streptococcus

lindje, distress fetal

/

Profilaksi intrapartum per

Py W streptococcus grupi B
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Figura 1 Algoritmi i menaxhimit té rupturés sé parakohéshme e membranave

TOKOLIZA

PROM premature éshté njé kundérindikacion relativ
pér pérdorimin e agjentéve tokolitike. Edhe pse agjent
té tillé mund té jené né gjendje pér té vonuar lindjen
nga 24+28 oré, nuk jané bindése té dhéna qé ata mund
té vonojé lindjen pértej kétij afati dhe nuk ka té dhéna
se ata mund té pérmirésojné sémundshmeérisé afatgjaté
ose vdekshmérisé perinatale (23.24). Si e tillé, pérfitimet e
tokolitikéve né PROM parakohe duket té jeté i kufizuar,
dhe duhet té pérdoret vetém pér té lejuar kurén e paré
té kortikosteroideve antenatal pér té kompletuar dhe/ose

pér té transferuar pacienten né njé gendér té kujdesit
terciar.

TERAPI PROFILAKTIKE E STREPTOCOCCUT TE.
GRUPI B BETA-HEMOLITIK

Profilaksia  intrapartum por jo antepartum pér
Streptococcun e Groupit B beta-hemolitik (GBS) ka
treguar qé ul ndjeshém incidencén e sepsit té hershém
dhe vdekshmériné neonatale. Prandaj ajo indikohet pér
té gjitha graté qé kércénojné pér lindje parakohe, pérvec
rasteve kur njé kulturé perineal pér GBS éshté negative
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brenda para 5 javéve. Penicillina intravenoze éshté
trajtimi i zgjedhur, dhe minimumi rekomandohet 4 oré
para lindjes. Njé kulturé perineal dhe perianale (jo i qafés
sé mitrés) pér GBS duhet té merret nga té gjitha graté gé
paraqgesin PROM parakohe nése nuk ka té dhéna pér GBS
(26,27).

Vendimi nése duhet té fillohet antibiotiku duhet té
individualizohen né varési té mundésive qé pacientja
do té paragesé né ditét pasuese. Nése antibiotikét jané
filluar dhe vendimi éshté marré mé pas pér té vazhduar
me menaxhimin prités, antibiotiku mund té ndérpritet
dhe té rifillohet nése pacientja éshté duke lindur dhe
kultura GBS kthehet pozitive. Terapia profilaktike
nuk indikohet nése kultura negativizohet, edhe nése
lindja éshté premature. Nése pacientja mé pas zhvillon
infeksion (chorioamnionitis), ajo duhet té trajtohet pér té
me antibiotik me spektér té gjeré intravenoz. Protokolle
té tilla (té cilat zakonisht pérfshijné ampiciliné) do té
mbulojé né ményré adekuate GBS. Nuk ka ende asnjé
rezistencé GBS té dokumentuar pér penicilinén, edhe pse
rezistenca ndaj erythromycinés dhe Clindamycinés mund
té jeté aq té larté sa 15% ndaj 20% né shumé institucione.

PROFILAKSIA ME ANTIBIOTIKE ME SPEKTER TE
GJERE VEPRIMI

Tani ka prova thelbésore qé tregojné se profilaksia ndih-
mése (empirike) me antibiotiké me spektér té gjeré mund
té zgjasin dukshém latencén né PROM te prematuri
(2,27-29). Kjo bén té mundur njé pérmirésim té sémund-
shmérisé infektive té nénés dhe neonatit me njé reduktim
té ndjeshém né chorioamnionitis, infeksionin neonatale,
dhe kultura e gjakut qé provon sepsin neonatal. Té tjera
pérfitime jané ulja e kérkesés pér oksigjen, terapi me sur-
faktant, dhe té anomalive té médha cerebrale (29). Edhe
pse nuk éshté njé sugjerim qé vdekshméria perinatale né
pérgjithési éshté pérmirésuar né ményré té ngjashme, jo
té gjitha studimet kané konfirmosur kété vézhgim. Njé
numér i ndryshém antibiotiké me spektér té gjeré jané
ekzaminuar, dhe aktualisht nuk ka asnjé prové pér té re-
komanduar njé trajtim mbi tjetrin. Ndoshta trajtimi mé i
zakonshém qé pérdoret né Shtetet e Bashkuara éshté ai i
cili pérdor né fillim terapi intravenoze 48 orét e para me
ampicilin dhe Erythromycin, e ndjekur pér 5 ditét tera-
pisé nga goja Amoxicillin dhe njé erythromycin (2, 28).

Pérdorimi oral i acidit Amoxicillin-clavulanic éshté
ndoshta mé miré té shmanget pér shkak té rritjes sé
rrezikut té rritjes sé NEC té dokumentuar né njé studim,
(30) edhe pse duhet theksuar se gjykimi NICHD duke
pérdorur ampicilin dhe eritromicina gjeti njé rrezik
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té zvogéluar té NEC (27). Disa studime té fundit kané
tentuar pér té pércaktuar nése njé kohézgjatje e shkurtér
i antibiotikéve éshté i pérshtatshém né PROM parakohe,
por kéto jané té njé madhésie té pamjaftueshme dhe fugia
pér té arritur ndonjé rekomandim pérfundimtar (2).

NESE ESHTE I PRANISHEM NE KOHEN E PROM
PARAKOHE NJE SERKLAZH (CERCLAGE) I QAFES SE
MITRES, DUHET TF HIQET?

Vendimi nése duhet apo jo qé té higet serklazhi né pa-
ciente té tillé mbetet ende e diskutueshme. Tendosja e
cerclage mund té zgjasé latencén, duke lejuar njé moshé
mé té favorshme barre pér té lindur. Nga ana tjetér, njé
serklazh i mbajtur mund té jeté njé burim pér infeksion.
Studimet fillestare sugjeruan se mbajtja e serklazhit pas-
uar me PROM parakohe u shogérua me njé rritje 7-fish né
sémundshmérisé infektive dhe vdekshmériné neonatal.
Megjithaté, pas kontrollit té infeksionit si shkaku i PROM
parakohe, studimet e fundit nuk kané gjetur asnjé ndry-
shim né rezultatin perinatale ndermjet rasteve né té cilat
serklazhi u hoq apo u mbaijt (32). Si i till¢, vendimi nése
jané apo jo pér té hequr serklazhi pas PROM premature
duhet té individualizohet. Né pérgjithési, serklazhi duhet
té higen nése ka déshmi pér infeksion intrauterine, aktiv-
itet lindjeje, gjakderdhje vaginale e pashpjegueshme, ose
njé moshé barre e favorshme ( > 34 javé). Nése jo, pér té
zgjatur latencén serklazhi lihet né vend.

CILA ESHTE KOHA ME E PERSHTATSHME PER
NEONATIN QE TE REALIZOHET LINDJA?

Njé moshé barre e favorshme (sic pércaktohet >34
javé) mund té konsiderohet si njé kundérindikacion
i menaxhimit té vazhduar prités me vendosjen e
PROM parakohe, (2) pér shkak té rrezikut té larté té
infeksionit ngjités, rrezikut té ulét i komplikimeve té
prematuritetit, dhe mungesa e efikasitetit té déshmuar
té kortikosteroideve antenatale né pérmirésimin e
rezultateve perinatale. Ndérkohé qé néna vazhdon té
trajtohet me antibiotiké.

Kur PROM parakohe ndodh né 32 ose 33 javésh
moshé barre, duhet té merren parasysh té dhénat pér
maturimin pulmonar, induksionin e lindjes dhe pér
kujdesin e neonatit premature (34). Zgjatja e panevojshme
e shtatzanisé pas dokumentimit té pjekurisé pulmonare
rrit gjasat pér amnionitin e nénés, shtypje té kordonit
umbilikal, géndrim i gjaté né spital dhe infeksion neonatal
(35). Véshtirésia né kété situaté géndron né faktin se sa do
té presim qé ky fetus té lindi.Mjekét duhet té balancojné
rrezikun e sindromi té detresit respirator dhe pasojat e



tjera té lindjes prematuré (nése lindja realizohet shpeit)
me problematikén @é pason zgjatjen e shtatzénisé,
sic jané sepsisi neonatal dhe aksidentet e kordonit
umbilikal. Né njé situaté té tillé duhet té administrohet
njé terapi me kortikosteroide dhe antibiotikét né rastet
e padokumentuar té pjekurisé sé mushkérive té fetusit
dhe té merret parasysh lindja 48 oré mé voné, ose té
béhet njé vlerésim i kujdesshém pér mirégenien e fetusit,
pér té vézhguar infeksionit amniotic.Sé fundi té ndiget
lindja deri né 34 javé. Nése éshté vértetuar pér nénén
prezenca e infeksionit té amnionitit aplikohet terapi me
antibiotikéme spektér té gjeré dhe pér Streptokokun e
grupit B (nése éshté e vértetuar).

Né 24 +31javé: Lindja para 32 javésh té shtatzénisé mund
té cojé né sémundshméri dhe vdekshméri neonatale té
rénda. Né mungesé té infeksionit té brendshém amniotik,
pérpjekjet duhet té béhen qé shtatzania té zgjasé deri
né 34 javé. Kundérindikimet pér terapiné konservative
pérfshijné chorioamnionitis, shkolitje e placentas. Duhet
té administrohet njé terapi me kortikosteroide dhe
antibiotiké dhe té béhet njé vlerésim pér miréqenien e
fetusit nga monitorimi fetale ose Ultrasonografia. Shtypja
e kordonit umbilikal éshté e zakonshme (32 + 76 % ) né
PROM pérpara 32 javésh shtatzanie, prandaj indikohet té
paktén ndjekja ditore e fetusit (7). Pérvec késaj, duhet té
vézhgohet pér takikardi té nénés ose fetusit, temperatura
e nénés, kontraksionet e rregullta, ndjeshméria e mitrés,
ose leukocitoza, té cilat jané tregues té mundshme té
amnionitisit. Administrimi i kortikosteroidit mund té
co0jé né njé akuzé pér rritjen e leukocitit nése jepet brenda
5+ 7 ditét e PROM.

Té dhénat tregojné se periudha latente e zgjatur mund
té rrisé rrezikun e infeksionit brenda amnionit. Ne njé
analisé retrospektive 31 e 134 grave me PROM parakohe
né 24 + 32 javé shtatzanie qé kishin marré steroid dhe
antibiotiké u gjet njé prirje jo e réndésishme drejt
inflamacionit intrauterine né pacientet me njé periudhé
latente mé té gjaté se njé javé. Lindja éshté e nevojshme
pér pacientet me té dhéna pér amnionitis. Pér pacientet
té cilat arrijné shtatzéniné 32 + 33 javésh, duhet té merret
parasysh amniocenteza pér pjekuriné e mushkérive té
fetusit. Pas dokumentimit té pjekurisé pulmonare ose
evidentimit té infeksionit té brendshém i amnionit duhet
té mendohet lindja, né té kundértén éshté e mira qé lindja
té kryhet né 34 javé shtatzanie. (36).

Para 24 javé: Kur PROM ndodh para shtatzanisé 24 javéshe,
shumica e nénave lindin brenda njé jave, me njé periudhé
latence mesatare prej 6 ditésh. Shumé foshnja, té cilét lindin
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né kété moshé barre pas rupturés té membranave fetale
vuajné nga problemet afatgjata té shumta, duke pérfshiré
séemundjet kronike té mushkeérive, anomalité e zhvillimit dhe
ato neurologjike, hydrocephali, dhe paralizé cerebrale (37).

NDJEK]JA E NEONATIT PAS LINDJES

Sé pari éshté shumé e réndésishmé para sé gjithash
vlerésimi klinik i té porsalindurit pér te gjykuar mbi
moshén pediatrike si dhe mirégenien e tij. Kjo do té
ndikonte mé pas pér ndjekjen e problemeve né vecanti qé
mund té paragiste ai (38, 39). Sé dyti duhet té béhet njé
bilanc infektiv megenése rrezikshméria pér infeksion té
hershém né raste té tilla éshté e larté. Ky bilanc konsiston
né marrjen e disa ekzaminimeve laboratorike:

Gjaku komplet me formulé leukocitare, jep njé gjykim
té sakté nése merret pas 12 orévé té para té jetés (sepse
né garkullimin e fémijés jané akoma prezente elemente
té nénés). Marrin vleré pér gjyki leukocitet, neutrocitet,
shkopinjt si dhe raporti neutrofile te papjekura me ato te
pjekura (I/T)

Proteina C-reaktive: Studime té ndryshme raportojné
sensitivitet tepér heterogjen. Sensitiviteti rritet mjaft,
nése béhet njé matje e dyté e PCR, pas 8 +12 oresh.

1. Cilésore: aglutinimi me serum té paholluar
2. Sasiore: > Img/dl

PCR matet né ményre té njépasnjéshme, njé né lindje dhe
2 heré té tjera cdo méngjes pér té vlerésuar pér sepsis té
hershém. PCR e hershme (12 orét e para té jetés)nuk éshté
e besueshme. Nése 2 matje té PCR té béra 24 + 48 oré larg
(8 + 24 oré pas dyshimit klinik) jané mé té ulta se Img/dl,
tregojné se infeksioni éshte pothuajse i pamundur (<1%).
PCR >6 mg/dl shogérohen me mundési té madhe pér njé

infeksion.
Numri i granulociteve totale ne bebet ne term

Leukocitet abs.
24 Lindie > 1500
lo > 2000
2p > 2000
20 50 > 1600
4p > 1400
ol % Neutrofilet abs
=4
>
|3
g
3
B
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95%
5%

0 12h 24h 48h 3 4 5 7 10 14 2128
Oret Ditet
Figura 2 Granulocitet né neonatin né term
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Tabela 2 Rishikimi i treguesve té neutrofileve tek i
linduri ne term dhe i shéndetshém

Mesatarja 10+90 %
I/T 0.16 0.05 +0.27
PMN absolute 156 9.5+215
Forna té reja 1777 700 = 4300

HEMOKULTURA

Pér té diagnostikuar septiceminé bakteriale nevojitet
njé mostér gjaku pér hemokulturé nga i porsalinduri,
té cilit do t'i béhet bilanci infektiv. Vena umbilikale ka
njé frekuencé kontaminimi nga mikroorganizma qé
ndodhen né umbilikus vecanérisht pas disa orésh, késhtu
qé gjaku pér kulturé nga vena umbilikale mund té mos
rezultojé reale. Késhtu gé gjaku pér kulturé preferohet
té merret nga dy vena periferike. Gjaku duhet té mbillet
né dy terrene, njé pér shkaktaré aerob dhe njé tjetér pér
anaerob. Né mé shumé se 90% te rasteve me njé kulturé
bakteriale positive rritja ndodh brenda 48 oréve te
inkubimit. Megenése bakteremia te neonati lidhet me njé
densitet té larté mikroorganizmash, njé sasi e vogél gjaku
(>1 ml) éshte e mjaftueshme per zbulimin e tyre.

Ekzaminime té tjera por qé nuk pérdoren né rutiné jané
dhe punksioni lumbar dhe prokalcitonina. Punksioni
lumbar éshté njé tjetér egzaminim i réndésishém
né infeksionin e neonatit vecanérisht né meningite.
Prokalcitonina luan rol né diagnozén e hershme te
sepsisit neonatal, dhe shihet si nje test diagnostik i
hershém sensitive dhe specifike ( Prej disa vitesh éshté
propozuar PCT si njé markues, jo tregues i inflamacionit).
PCT mund té prodhohet nga geliza té ndryshme dhe nga
shumé organe né pérgjigje té stimujve proinflamatore
sidomos ndaj infeksionit bakteriale. Njé vleré negative e
PCT ndihmon né pérjashtimin e sepsisit neonatal (40).

Vecanérisht ky test merr réndési nése néna éshté trajtuar
me antibiotiké (hemokultura dhe kulturat e tjera jané fals-
negative), si dhe né kontaminimin e mostres (rezultate
fals-pozitive). Kampionet e gjakut merren te i porsalinduri
qé dyshohet pér infeksion/sepsis (rrezik amtar, neonatal
apo shenjaklinike), pérpara administrimit té antibiotikéve
(41, 42).

Rezultatet sugjerojné se vlerésimi i paré i PCT né serum
ka njé saktési té larté diagnostikuese pér diagnozén
e sepsisit neonatal. Gjithashtu ai ka vlere mé té larté
parashikuese negative dhe positive se markuesit e tjeré
klasiké té pérdorur pér diagnozén. Megjithaté si cdo test
diagnostikues nuk mund té vendosé diagnozén e sepsisit
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pa marré né konsideraté dhe vlerésues té tjeré. Mbetet
né diskutim fakti se saktesia diagnostike e PCT éshté mé
e miré pér sepsisin neonatal té vonshém sesa pér até té
hershém.

Sé fundmi éshté e mundur qé PCT té performojé ndryshe
né sepsisin neonatal pér shkak té patogjenéve gram-
pozitiv, gram-negativ, ose fungal. Prandaj jo vetém
karakteristikat klinike té neonatéve té pérfshiré, por
edhe profili mikrobiologjik lokal né njé repart té terapisé
intensive (NICU) ka té ngjaré té ndikojé né vlerén e PCT
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ETIOLOGY,DIAGNOSISAND MANAGEMENT OF THE PREGNANCIES WITH PREMATURE
RUPTURE OF THE FETAL MEMBRANES
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ABSTRACT:

Premature rupture of membranes is the rupture of the fetal membranes before the onset of labor. In most
cases, this occurs near term, but when membrane rupture occurs before 37 weeks’ gestation, it is known as
preterm premature rupture of membranes. It complicates approximately 3% of pregnancies and leads to one
third of preterm births. It increases the risk of prematurity and can lead to significant perinatal morbidity,
including respiratory distress syndrome, neonatal sepsis, umbilical cord prolapse, placental abruption and
fetal death. Appropriate evaluation and management are important for improving neonatal outcomes.
Treatment varies depending on gestational age and includes consideration of delivery when rupture of
membranes occurs at or after 34 weeks’ gestation. Corticosteroids can reduce many neonatal complications,
particularly intraventricular hemorrhage and respiratory distress syndrome, and antibiotics are effective for
increasing the latency period.

Key words: premature rupture of membranes, early birth, expectant management of labor, antenatal
corticosteroids, antibiotic
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REZYME:

Ky artikull ka si géllim té shqyrtojé disa prej studimeve qé jané kryer né fushén e pérkujdesjes pér pacientét
me kancer té stadeve té ndryshme. Konkretisht, fokusi né kété artikull vihet né strategjité e pérballimit
té stresit té pérdorura nga veté pérkujdesésit. Pérkujdesja pér pacientét me kancer shogérohet me njé séré
problemesh, si né shéndetin fizik ashtu dhe né até mendor. Né studime té ndryshme jané identifikuar faktorét
qé ndérmjetésojné pérkeqgésimin apo pérmirésimin e simptomave fizike dhe mendore té pérkujdesjes. Disa
nga kéta faktoré jané: mbéshtetja sociale, vlerésimi i pérkujdesjes, mosha, statusi funksional i pacientit,
cilésia e perceptuar e jetés etj. Strategjité e pérballimit té stresit jané té réndésishme dhe ndérmjetésuese pér
vazhdimin e pérkujdesjes, por edhe pér cilésiné me té cilén po ofrohet.

Fjalé kyg: pérkujdesés, kancer, stresi, strategji pérballimi, shéndeti.

HYRJE

Kur individét pérballet me njé ngjarje traumatike, ata
duhet té pérdorin njé séré strategjish pér té pérballuar
dhe ndryshuar stresin qé po pérjetojné. Njé nga modelet
mé té njohura té pérballjes me stresin éshté ai i Lazarus
dhe Folkman, i cili pérdoret edhe né fushén e stresit
qé shkaktohet nga kércénimi pér jetén (Lazarus dhe
Folkman, 1984). Lazarus dhe Folkman (1984) kané
pérkufizuar pérballijen me stresin si njé pérpjekje pér
té manaxhuar kérkesat e jashtme ose té brendshme.
Kérkesat e jashtme i referohen veté ngjarjes ndérsa
ato té brendshme i referohen reagimit emocional ndaj
ngjarjes. Dallimi ka cuar né njé diferencim mes pérballjes
sé orientuar ndaj problemit (reagimet drejtohen drejt
ngjarjes sé jashtme) dhe asaj té orientuar ndaj emocionit
(reagimet drejtohen ndaj reagimeve emocionale té
individit ose ndaj gjendjeve té brendshme). Ajo cfaré
modeli sugjeron éshté se pérballja me stresin éshté njé
proces dhe jo njé ngjarje e vetme.

Kanceri, si¢c pérkufizohet nga Mages dhe Mendelsohn
(1979), pérmban rrezikun e njé stresi té vazhdueshém dhe
té zgjatur né kohé qé rezulton nga zbulimi i sémundjes,
procesin e diagnostikimit, ndérhyrjet kirurgjikale,
trajtimi mjekésor, monitorimi pas trajtimit dhe frika e
ripérséritjes. Ményra se si pacientét me kancer pérshtaten
me kéto ndryshime né jetén e tyre, té shkaktuara nga
eksperienca té vazhdueshme stresuese varet nga ményrat
e pérballimit té stresit (Spencer, Carver dhe Price, 1998).

Né studime té tjera (Carver, Scheier dhe Weintraub,1989;
Scheier, Carver dhe Bridges, 1994), strategjité e
pérballimit klasifikohen pér nga rezultati qé kané né
ato me vleré adaptive apo funksionale; efektiviteti i
tyre éshté vlerésuar né terma té eliminimit té stresorit/
distresit dhe ruajtjes sé funksionimit social si dhe té
sensit té mirégénies (Zeidner dhe Saklofske, 1996).
Kérkimet kané treguar se pérballja e orientuar ndaj
problemit éshté mé efektive se sa ajo e orientuar ndaj
emocioneve né terma té reagimeve emocionale dhe
niveleve té performancés né njé situaté stresuese.
Pérpjekjet e orientuara ndaj problemit jané pérpjekje pér
té béré dicka mé konstruktive rreth kushteve stresuese,
té cilat mund té démtojné, kércénojné ose sfidojné njé
individ, ndérsa strategjité e pérballjes té orientuara ndaj
emocioneve pérfshijné pérpjekje pér té rregulluar pasojat
emocionale té ngjarjes stresuese. Taylor (1991) thekson se
ndonése té dyja strategjité mund té pérdoren né té gjitha
rastet stresuese, pérpjekjet pér ta zgjidhur problemin
jané vecanérisht té dobishme pér té kontrolluar stresoré,
ndérsa ato pér té rregulluar emocionet pérshtaten pér té
manaxhuar impaktin e stresoréve té pakontrollueshém.

Gjaté pérballjes me ngjarje stresuese, individét mund
té bazohen né njé shuméllojshméri burimesh pér t'i
ndihmuar né procesin e pérshtatjes dhe pérballjes,
duke pérfshiré burime financiare, mbéshtetje sociale,
arsimi, inteligienca dhe predispozitat e personalitetit.
Né njé kontekst mjekésor burimet financiare dhe aftésité

117 | Medical Journal - MEDICUS

AN

NN



I Punimw reviale | Revial work

e personelit shéndetésor jané shumé té réndésishme.
Megjithaté, nuk mund té lihet pa pérmendur réndésia e
burimeve sociale dhe personale. Nga kéto dy té fundit,
mbéshtetja sociale (formale dhe joformale) konsiderohet
si mé shumé e réndésishme: ndihma e prekshme dhe e
paprekshme gé merr individi nga familja dhe miqté, si
dhe nga stafi i shéndetésisé né situata stresuese (Gilbar

dhe Zusman, 2007).

STRATEGJITE E PERBALLIMIT TE STRESIT

Carver, Scheier dhe Weintraub (1989) kané ndaré
strategjité e pérballimit té stresit né 15 té ndryshme. Ato

paragiten né tabelén e méposhtme:

dhe Weintraub, 1989)

Klasifikimi i strategjive té pérballjes (Carver, Scheier

Tipi i strategjisé

Shembull

Riinterpretimi pozitiv
dhe rritja

Kérkoj pér dicka té miré né até
qé po ndodh.

Shképutje mendore

Merrem me puné ose me
aktivitete té tjera pér ta hequr
mendjen nga gjéra té tjera.

Fokus ose shfryrje e
emocioneve

Shqetésohen dhe shfryj
emocionet e mia.

Pérdorimi i mbéshtetjes
sociale intrumentale

Pyes njerézit me eksperienca té
ngjashme se cfaré kané béré.

Pérballja aktive Béj veprime shtesé né pérpjekje
pér té zgjidhur problemin.

Kthimi drejt besimit Kérkoj ndihmé nga zoti.

fetar

Mohimi Refuzoj té besoj se ka ndodhur
né té vérteté.

Shképutje sjellore Braktis pérpjekjet pér té marré
até gé dua.

Kufizimi Detyroj veten té pres pér kohén

e duhur pér té béré dicka.

Marrja e mbéshtetjes
sociale emocionale

Flas me diké pér ményrén se si
ndihem.

Pranimi

Mésoj té jetoj me situatén.

Pérdorimi i substancave

Pérdor alkool ose substance té
tjera pér té kaluar problemin.

Shtypja e aktiviteteve | Nuk merrem me aktivitete té

konkurruese tjera né ményré qé té merrem
me kété problem.

Planifikimi Hartoj njé strategji pér até qé
duhet té béj.

Humori béj shaka lidhur me situatén
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FAKTORET INTRAPERSONALE
Stili i pérballimit té stresit tek pérkujdesésit

Shmangia éshté lidhur me njé pérshtatje té varfér
psikologjike tek pérkujdesésit (Rodrigue dhe Hoffman,
1994). Ata qé shmangnin céshtje qé lidheshin me
giendjen mjekésore té pacientéve ose me trajtimin ose
dorézoheshin me pasivitet né studimin e Rodrigue dhe
Hoffman (1994) ishin mé té stresuar. Morse dhe Fife (1998)
studiuan partnerét pas marrjes sé diagnozés, né relapsin
e paré, pas rikthimit dhe kur pacientét/et ishin né njé stad
té avancuar. Ata gjetén se shmangia (si p.sh. nuk i tregonin
té tjeréve se sa keq ndiheshin ose pérdorimi i alkoolit
apo medikamenteve) lidhej me njé pérshatje mé té kege
mes partneréve, ndérsa mohimi (minimizimi i impaktit
té sémundjes né jetén e tyre) lidhej me njé pérshtatje
pozitive. Ményra e pérballimit té stresit nga pacientét
lidhej me distresin e pérjetuar nga pérkujdesésit. Ey dhe
kolegét (1998) gjetén se pacientét burra, té cilét pérdornin
mé shumé shmangien kishin nivele mé té larta té ankthit
dhe depresionit se sa graté e tyre. Ptacek dhe kolegét
(1994) gjetén se burrat raportojné mé pak probleme té
shéndetit mendor kur pacientét pérdornin mé shumé
strategjiné e pérballimit té orientuar ndaj problemit dhe
mé pak até shmangése (Pitceathly dhe Maguire, 2003)

KERKIMI I INFORMACIONIT SI STRATEG)I PER
PERBALLIMIN E STRESIT

Njé ményré tjetér pér té pérballuar stresin lidhet me
kérkimin e informacionit. Disa individé priren té kené mé
pak stres kur ata jané mé té informuar ndérsa disa té tjeré
e shmangin até (monitorimi pérkundrejt shmangies sé
informacionit). Né njé studim éshté eksploruar niveli né
té cilin korrespondojné stilet e pérballimit informative té
stresit né reagimin psikologjik té 98 cifteve té martuara,
ku njéri/a ishte pacienti/ja ndérsa tjetri/a pérkujdesési/
ja kryesore. U analizuan efektet e korrespondimit dhe e
ndikimit té rolit (pacient pérkundrejt pérkujdesés) si dhe
ato té gjinisé. Rezultatet treguan njé model té ndryshém
bazuar né gjininé dhe rolin. Pér pacientet femra,
korrespondimi né stilin e monitorimit té informacinit me
partnerin e tyre lidhej me njé reagim psikologjik mé té
miré, ndérsa pér pacientét burra korrespondimi né stilin
e shmangies sé informacionit lidhej me njé reagim mé té
miré psikologjik. Modelet e ndryshme gé u morén pér nga
gjinia dhe roli treguan se roli dhe mungesa e kérkimit té
informacionit ishin faktorét kryesoré qé ndikonin sjelljen
(Barnoy, Bar - Tal dhe Zisser, 2006).



Pérkujdesja pér individé me sémundjen e Alzheimer
- it mund té konsiderohet si njé ngjarje stresuese dhe
té kérkojé pér strategji adaptimi. Jané studiuar shumé
variabla, té cilat jané paré si ndérmjetésuese té ankthit
dhe depresionit tek pérkujdesésit. Edhe strategjité
e pérballimit té stresit jané njé nga kéto variabla,
megjithaté marrédhénia me barrén e pérkujdesjes dhe
ankthin dhe depresionin éshté ende e paqarté. Né kété
studim u vértetua hipoteza, sipas sé cilés pérkujdesésit
me ankth dhe depresion klnikisht té réndésishém kishin
mé shumé mundési té pérdornin strategji shképutjeje se
sa ata jo - ankthiozé dhe jo - depresivé.

Nga ana tjetér, pérkujdesésit, té cilét pérdornin strategji
pérballimi qé pérfshinin angazhimin raportonin nivele
ankthi dhe depresioni mé té uléta. Pér mé tepér, kéto
rezultate tregojné se marrédhénia mes strategjive
shképutése té pérballimit dhe ankthit/depresionit ishte
e forté, pavarésisht nga karakteristikat demografike dhe
klinike si tek pacienti ashtu dhe tek pérkujdesési. Pér
rrjedhojé, pérballimi me stresin éshté njé parashikues
i réndésishém i distresit té pérjetuar nga pérkujdesési
(Alberca e té tjeré).

STRATEGJITE E PERBALLIMIT TE STRESIT DHE
CILESIA E JETES

Pérballja me kancerin e gjirit né njé fazé té avancuar éshté
njé sfidé si pér veté graté ashtu dhe pér pérkujdesésit
familjaré. Té réndésishme né kété proces jané strategjité e
pérballimit té stresit té pacientes dhe té pérkujdesésit. Né
studimin Kershaw dhe kolegéve (2004) éshté eksploruar
marrédhénia mes strategjive té pérballimit té stresit dhe
cilésisé sé jetés né diadén paciente - pérkujdesés. Analiza
e profilit ka treguar se pacientét raportonin njé pérdorim
mé té madh té mbéshtetjes emocionale, mbéshtetjes
né besimin fetar, rimendimit pozitiv, shpérgendrimit,
ajrosjes dhe humorit ndérsa pérkujdesésit raportonin njé
pérdorim té madh té strategjisé sé alkoolit/substancave.
Analiza e regresionit tregoi se si tek pacientet ashtu
dhe tek familjarét e tyre pérballja aktive lidhej me njé
cilési jetese mé té larté se sa shmangia. Pér mé tepér,
niveli i distresit ndérmjetésonte lidhjen mes pérballjes
dhe cilésisé sé jetés. Marrédhénia negative strategjive
shmangése té pérballjes dhe shéndetit mendor ishte mé
e forté né rastet kur pacientét kishin nivele té uléta té
distresit dhe mé e dobét kur pacientet kishin nivele té
larta té distresit (Kershaw e té tjeré, 2004)
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Né njé studim tjetér u eksploruan eksperiencat emocionale
dhe strategjité e pérballimit té stresit té pérkujdesésve,
kur ata kalonin nga diagnoza e njé familjari me kancer
terminal né fazén e pérkujdesjes dhe pas humbjes sé tij/
saj. Disa gjetje mbéshtetén literaturén aktuale, sipas
sé cilés pérkujdesja ka njé impakt shumé té madh, por
gjetje té tjera pérballen me konceptin e “barrés”, duke
zbuluar se emocione té forta pozitive pérjetoheshin nga
ata pérkujdesés, té cilét e perceptonin pérkujdesjen si njé
mundési pér té shprehur dashuriné e tyre. Pas humbjes u
raportua pérjetimi i emocionit té zisé né nivele té larta.
Kishte njé mungesé totale té mbéshtetjes emocionale
nga profesionistét e shéndetésisé, vecanérisht né fazén
e humbjes kur ishte shumé e nevojshme (Parker dhe
Maddocks, 2001).

Sipas Teschendorf dhe kolegéve (2007) ka dy forma
primare té pérballjes. Njé metodé éshté ajo e reflektimit
personal pér mendime specifike né lidhje me eksperiencén
e pérkujdesjes dhe vlerés apo kuptimit qé ka. E dyta,
lidhej me pérdorimin e mekanizmave vetérregulluese pér
té shtypur ndjenja té padéshirueshme dhe pér té nxjerré
mé shumé mesazhe pozitive gjaté kryerjes sé rolit. Duke
pérdorur metodén e paré té pérballjes, reflektimin dhe
procesimin e brendshém, pérkujdesésit vazhdonin té ishin
optimist dhe pérpigeshin té transmetonin kété shpresé
tek pacientét/et. Flisnin pér réndésisné e té génit pozitiv
dhe besimin se ata mund té mbanin pérgjegjésiné qé iu
ishte dhéné. Nga ana tjetér, ata ndiheshin té deprivuar,
njé koncept gé lidhej me burimet e kufizuara, kishin
mungesé mbéshtetjeje dhe mé pak kohé pér veten e tyre
dhe humbje té kénagésisé. Ata e dinin se dégjoheshin si
“egoist”, por kéto ndjenja i kompensonin me dhembshuri,
shpresé, durim dhe sensin e pérgjegjésisé.

Disa funksione té réndésishme né jetén e tyre
anulloheshin pér té ofruar mé miré pérkujdesjen; pér
rrjedhojé, pérjetonin humbje té gézimit dhe liri té
kufizuar. Marrédhéniet familjare té tensionuara conin
né zemérim, frustracion dhe probleme né komunikim.
Kérkesat pér vémendje nga pacientét ndonjéheré i linin
pérkujdesésit me probleme té pazgjidhura né familjen e
tyre. Kombinimi i marrédhénieve konfliktuale né familje,
kérkesave té pérkujdesjes dhe ndjenja e mungesés sé forcés
conin né njé besim té ulét dhe mjerim pér pérkujdesésin,
né situata gé interpretoheshin si vuajtje. Individét
qé diskutonin konfliktin, frustracionin dhe vuajtjen
pérdornin mé shumé njé metodé dialogu té brendshém,
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ose té mendimeve pér té bindur veten se po bénin njé gjé
té miré. I thonin vetes sé tyre gé té jené té durueshém, té
pérgjegjshém dhe toleranté ndaj pagéndrueshmérive té
té tjeréve. Dialogu i brendshém shérbente si njé metodé
pér té zbutur emocionet negative dhe pér té pérforcuar
vendosmeériné pér sukses.

Metoda e dyté e pérballjes me stresin pérfshinte
pérdorimin e vetérregullimit pér té kryer rolin.
Pérkujdesésit ishin té dhembshur dhe mbrojtés; shumé
prej tyre rezistonin tundimin pér té vendosur nevojat e
tyre para atyre té pacientéve. Kontrollonin ndjenjat e tyre
kur kryenin detyra té véshtira si ndérrimet e rrobave. Me
kalimin e kohés, u rrit besimi né detyrén e pérkujdesésit,
i cili pérforcoi bindjen se po bénin njé puné té mireé.

Pérkujdesésit gjetén ményra té reja pér té mbrojtur
veten nga ana emocionale pér rolin qé kishin ndérmarré.
Mendonin se ishte thelbésore té kontrollonin veten e
tyre né mnyré gé té vazhdonin dhe té fshehnin ankthin
e tyre. disa pérkujdesés merrnin pak ndihmé pér detyrat
e véshtira. Aspekte specifike té rolit ishin mjaft jo -
térhegése duke ei detyruar ata té gjejné metoda inovative
pér té pérmbushur detyrén e tyre ndérsa e fshehnin
reagimin e tyre personal nga pacienti/ja. Mbanin njé
“maské”, shtirreshin sé ishte e lehté njé detyré ndonése
ishte e véshtiré (Teschendorf e té tjéré, 2007).

PERFUNDIME

Stresi éshté njé pérjetimipakéndshém gé lind té momentin
qé individét pérballen me njé situaté té panjohur. Cdo
individ pérdor strategji té vecanta pér té pérballuar
stresin e tij dhe pér té vazhduar miréfunksionimin né
jetén e péditshme. Disa nga kéto strategji mund té lidhen
drejtpérdrejté me zgjidhjen e problemit - stressor, ndérsa
disa té tjera me shképutjen, largimin apo mohimin e
problemit. Né té shumtén e rasteve, individét kérkojné
mé shumé informacion pér situatén né té cilén gjenden,
né ményré qé té zbusin tensionin psikologjik.

Pérkujdesésit e pacientéve me kancer ndérmarrin njé rol
shumé té ri pér ata: até té pérkujdesésit. Né shumé raste
ata detyrohen nga rrethanat, normat, detyrimet etj. gé
ta marrin pérsipér kété detyré. Pér kété arsye, por edhe
pér shkak té natyrés sé sémundjes sé kancerit, shumé
pérkujdesés pérballen me njé sasi té konsiderueshme
stresi né jetén e tyre, e cila buron si nga “barra” e
pérkujdesjes, ashtu dhe nga problemet e tjera qé rrjedhin
nga ajo. Strategjité e pérballimit té stresit i shérbejné
pérkujdesésve pér té rregulluar dhe zbutur gjendjen e
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tyre emocionale si dhe pér té gené mé efektiv né detyrén
qé kryejné (Teschendorf e té tjeré, 2007).
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STRESS COPING STRATEGIES IN CANCER CAREGIVERS

Veronika Duci,

Lecturer at the University of Tirana, Faculty of Social Sciences, Department of Social Policy and Social Work,
Albania

SUMMARY

This article aims to explore some of the studies conducted in the field of caregiving for patients with cancer
in different stages. Specifically, the focus in this article is on the stress coping strategies used by caregivers.
Caring for cancer patients is associated with a range of problems, such as physical and mental health. Various
studies report the intermediate factors that mediate the worsening or improving of symptoms of physical
and mental health in caregivers. Some of these factors are: social support, appraisal of care, age, patient’s
functional status, perceived quality of life etc. Strategies for coping with stress are important mediators for
continuing care, but also for the quality of which they are offered.

Key words: caregiver, cancer, stress, coping strategies, health.
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ABSTRAKTI

Te fémijét me kegformime cianotike té lindura té zemrés hipoksemia kronike con deri te ndryshimet né
strukturén dhe funksionin e enéve té gjakut. Disa prej kétyre ndryshimeve jané progresive dhe e ndérlikojné
funksionin e sistemit kardiovaskular, duke e rritur mundésiné e lajmérimit té trombozave dhe embolive.
Hulumtimet e fundit tregojné se crregullimi i funksionit té endotelit, si pasojé e cianozés kronike, éshté faktor
i réndésishém né patogjenezén e rrezikut kardiovaskular, té shogéruar me cianozé kronike. Hipoksemia e
réndé dhe rritja e pérgendrimit té hemogolobinés né hapsirén intravaskulare te cianoza kronike, kontribuojné
né crregullimin e funksionit té sistemit vaskular. Njékohésisht, eritrocitoza kompenzuese ndikon né rritjen
e viskozitetit té gjakut, i cili ndikon né enét e gjakut me ndryshimin e hemodinamikés, té strukturés dhe
funksionit té vaskulaturés. Si pasojé e kétyre ndryshimeve redukohet perfuzioni i indeve dhe furnizimi i tyre
me oksigjen. Si pasojé pérfundimtare, kéto ndryshime kané zvoglimin e funksionit té sistemit kardiovaskular
dhe jané faktor i réndésishém i morbiditetit dhe mortalitetit sic jané infarkti dhe tromboembolia pulmonare.

Qélimi i punimit éshté té diskutohet mbi efektet dhe ndryshimet pércjellése né sistemin kardiovaskular, té
shkaktuara nga cianoza gendrore, me fokus té posagém né implikimin dhe ndryshimet né endotel te fémijét
me sémundje té lindura té zemrés, té pércjellura me cianozé gendrore. Poshtu do té diskutohet pér pasojat
patofiziologjike dhe mekanike té eritrocitozés kompensatore dhe mekanizmave té mundshém té disfunksionit
vaskular te fémijét me cianozé gendrore.

Fjalé kyc: Cianoza gendrore, hipoksia kronike, keqformimet e lindura té zemrés, Syndroma e hiperviskozitetit,
Syndroma Eisenmenger

HYRJE Cianoza pjesérisht e pérfshiné endotelin vaskular, i cili
ka funksion mé shumé se njé mbéshtjellés dhe barrieré
e thjeshté ndérmjet gjakut dhe indeve. Hulumtimet e
fundit tregojné se endoteli éshté strukturé komplekse e
cila merr pjesé né rregullimin e tonusit vaskular si dhe né
rregullimin e angiogjenezés dhe hemostazés. Oksidi nitrik,
i prodhuar nga endoteli, luan rol kryesor né rregullimin
e tonusit té muskulaturés sé lémuar né muret e enéve
té gjakut dhe, né kété ményré, edhe né rregullimin e
garkullimit té gjakut. Disfunksioni i endotelit éshté faktori
kryesor né patogjenezén e shumé sémundjeve ku disa prej
tyre si ateroskleroza, hipertensioni dhe pamjaftueshméria
e zemrés tani jané miré té hulumtuara dhe té definuara.
Hulumtimet e fundit tregojné se endoteli mund té pérjetojé
ndryshime te sémundjet e ndryshme té lindura té zemrés,
posaqérisht te ato té pércjellura me cianozé.

Hipoksemia e réndé dhe rritjia e pérgendrimit té
hemogolobinés né hapsirén intravaskulare te cianoza
kronike, kontribuojné né crregullimin e funksionit
té  sistemit vaskular. Njékohésisht, eritrocitoza
kompenzuese ndikon né rritjen e viskozitetit té
gjakut, i cili ndikon né enét e gjakut me ndryshimin
e hemodinamikés, té strukturés dhe funksionit té
vaskulaturés. Si pasojé e kétyre ndryshimeve redukohet
perfuzioni i indeve dhe furnizimi i tyre me oksigjen. Si
pasojé pérfundimtare, kéto ndryshime kané zvoglimin
e funksionit té sistemit kardiovaskular dhe jané faktor
i réndésishém i morbiditetit dhe mortalitetit sic jané
infarkti dhe tromboembolia pulmonare.
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MANIFESTIMI KLINIK I SEMUNDJEVE VASKULARE
TE KEQFORMIMET E LINDURA TE ZEMRES, TE
PERCJELLURA ME CIANOZE QENDRORE

Ekziston njé numér i madh i shkrimeve ku prezantohet
bashkveprimi ndérmjet disfunksionit té endotelit dhe
rritjes sé incidencés sé crregullimeve vaskulare te
té rriturit si dhe né pérkeqésimin e morbiditetit dhe
mortalitetit te pacientét me pamjaftueshméri kronike
té zemrés. E njéjta ka ngjajshméri edhe te adoleshentét
me kegformime té lindura té zemrés, té pércjellura
me cianozé gendrore, ku cianoza si shenjé Kklinike,
funksionalisht éshté mé sé shpeshti e pérfshiré né kété
grup té sémundjeve. Studimet multicentrike tregojné se
mbi 14 % e pacientéve me keqformime cianotike té lindura
té zemrés kané pasur insulte cerebrovaskulare dhe se
kjo fundamentalisht preké dhe e ndryshon kualitetin
e jetés (1. Pér mé tepér, hulumtimet radiologjike
tregojné se 1/3 e pacienteve me Sindromén Eisenmenger
kane pasur trombozé mesatare ose masive né pjesén
proksimale té arteries pulmonare, krahasur me zero
incidencén e trombozés te pacientét me hipertension
primar pulmonar. Né anén tjetér, té njéjtat hulumtime
tregojné se incidenca e trombozés pulmonare nuk éshté
né korelim me shkallén e pérkeqésimit té hipoksemisé.
Kjo mund té sqarohet me faktet se funksioni i endotelit
té ndryshuar ka njé réndési té posacme né fillimin dhe
provokimin e kétyre ndryshimeve vaskulare pérkundér
crregullimeve komplekse né sistemin e hemostazés, me
tendencé té zhvillimit té hemorragjisé te keqformimet e
lindura té zemrés, té pércjellura me cianozé gendrore.

The Euro Heart Survey ka treguar se kegformimet e
lindura té zemrés me cianozé kané mortalitet 5 vjecar
12.5 % dhe éshté shkaku mé i larté i vdekshmérisé te
té rriturit me keqformime té lindura té zemrés. Te té
rriturit me sindromén Eisenmenger, te mé shumé se
gjysma e tyre shkaktar i vdekjes éshté vdekja e papritur
kurse né autopsi gjetja dhe shkaktari mé i shpeshté i éshté
ruptura masive e ndonjé arterie, mé sé shpeshti arteries
pulmonare. Ende nuk jané té garté mekanizmat por dihet
se ndryshimet e endotelit jané shkaktar i zgjerimeve
aneurizmale dhe rupturave té arterieve (1,2,).

CRREGULLIMET VASKULARE SI PASOJE E
ERITROCITOZES DHE HIPERVISKOZITETIT

Eritropoeza dhe eritrocitoza, si pasojé e cianozés
kronike, ndikojné né rritjen e viskozitetit dhe shkaktojné
crregullime reologjike té gjakut, ndikojné né funksionin
e endotelit dhe shkaktojné crregullime né funksionin e
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sistemit vaskular, me tendencé té zhvillimit té trombozés
dhe tromboembolive masive.

Viskoziteti definohet si rezistenca e léngjeve gjaté
qarkullimit dhe varet prej vetive té léngut dhe diametrit
té enés sé gjakut né té cilén zhvillohet garkullimi.
Hematokriti éshté determinanta kryesore e viskozitetit
té gjakut dhe né enét e médha té gjakut ekziston realcioni
linear ndérmjet viskozitetit té gjakut dhe hematokritit.
Te cianoza kronike eritrocitoza kompensatore éshté
shkaktari kryesor né ngritjen e viskozitetit té gjakut
kurse pasojat e hiperviskozitetit varen prej shpejtésisé
sé garkullimit dhe diametrit té enéve té gjakut né té
cilin garkullimi zhvillohet. Kur shpejtésia e gjakut éshté
e vogeél, si p.sh. né garkullimin venoz, viskoziteti rritet
eksponencialisht me mundési té zhvillimit té agregimit
té eritrociteve dhe formimit té formacioneve trombotike.
Né anén tjetér, kur shpejtésia e gjakut éshté e madhe
si né garkullimin arterial viskoziteti mbetet konstant.
Pérndryshe, vetité e viskozitetit né mikroqgarkullim
dallojné shumé nga garkullimi né enét e médha té gjakut
ku viskoziteti manifeston rénie progresive i njohur si
efekti i Fahraeus-Lindqvist-it (2,3).

VISKOZITETI I GJAKUT ZVOGELOHET NE
MIKROQARKULLIM

Me 1929 Fahraeus e pérshkroi fenomenin e zvoglimit
té viskozitetit né mikrogarkullim: “Sqarimi i kétyre
rezultateve eksperimentale pa dyshim gendron né
faktin se gjaku, duke garkulluar né gypa té ngushté, ka
mé shumé plazmé dhe mé pak elemente gelizore sesa
kur gjaku garkullon né gypa té gjéré. Né studimet e veta
Lipowski gjithashtu e ka vértetuar rénien e njétrajtshme
té hematokritit né garkullimin periferik. Si pasojé,
viskoziteti i gjakut zvogélohet né enét e vogla té gjakut
deri né diametrin mesatar té kapilaréve prej 10 pm.
Kéto veti biomekanike té gjakut jané té réndésishme pér
jetén normale sepse né njé pjesé té enéve té gjakut ka
mé shumé eritrocite me géllim té furnizimit té indeve
me shumé oksigjen kurse né pjesén kapilare gjaku ka
mé pak hemoglobiné dhe éshté mé i pasur me plazmé.
Kjo mundéson “pastrimin e plazmés” prej elementeve
gelizore duke i eliminuar né ményré selektive eritrocitet
prej qarkullimit né enét e vogla té gjakut (4).

Né periferi, me zvogélimin progresiv té diametrit té
enéve té gjakut, eritrocitet marrin pozicion rreshtimi
né kapilare, varésisht prej diametrit té kapilaréve.
Qarkullimi né rresht né njérén ané zhvillohet me
hematokrit té zvogéluar kurse né anén tjetér kontakti dhe
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férkimi ndérmjet gelizave éshté i vogél dhe pothuajse i pa
réndésishém. Né kété ményré mund té sqarohet se si né
periferi viskoziteti mé shumé éshté i varur prej mediumit
suspendues - plazmés sesa prej elementeve té formuara
- hematokritit. Studimet in vivo kané treguar se me
zvoglimin e diametrit té kapilaréve nén 2.7 pm vjen deri te
deformimi dhe ripozicionimi i formés sé eritrociteve dhe
ata me véshtirési arrijné né pjesén venoze té kapilaréve
(5,6).

Ndryshimet e komplikuara né garkullimin e gjakut
né nivelet e ndryshme té shtratit vazal rezultojné me
dallime té réndésishme né shkallén e férkimit dhe stresit
né mure té enéve té gjakut. Dhe pérfundimisht, ndikimi i
eritrocitozés éshté i ndryshém né enét e médha té gjakut
né krahasim me ndikimin né mikroqarkullim. Kjo éshté
pasojé e eksponimit dhe veprimit kronik té stresit né
mure té enéve té gjakut te eritrocitoza kompensatore, e
cila lajmérohet te cianoza dhe hipoksia kronike, ku enét
e médha té gjakut jané shumé mé té eksponuara ndaj
stresit se sa mikrogarkullimi, edhe pse kjo pjesé ende nuk
éshté miré e hulumtuar.

NDIKIMI I MUNGESES SE HEKURIT NE ERTROCITE
DHE MURE TE. ENEVE TE GJAKUT ESHTE.
KUNDRESHTUES

Né mungesén e hekurit rriten ndryshimet dhe deformimet
e eritrociteve, njé dukuri e shpeshté té cianoza kronike
dhe eritrocitoza kompensatore, pjesérisht edhe te
venepunksioni terapeutik. Mé tepér se katér dekada jané
zhvilluar debate té ndryshme, shpeshheré kontraverze
lidhur me viskozitetitin e gjakut dhe morfologjiné e
eritrociteve, si pasojé e mungesés sé hekurit. Linderkamp
me bashkpunétoré i ka analizuar fémijét me cianozé dhe
ka ardhé deri né pérfundim se zvoglimi minimal i véllimit
mesatar té eritrociteve né shkallé sinjifikante ndikon né
rritjen e deformabilitetit té eritrociteve, e rrité shkallén
e agregimit dhe e rrité viskozitetin e gjakut. Poashtu,
ai ka treguar se véllimi mesatar i eritrociteve ose sasia
mesatare e hemoglobinés éshté e shogéruar me ngritje
eksponenciale té viskozitetit té gjakut. Njé purputhshmeéri
e mundur, e paragitur né studim ndérmjet masés sé
eritrociteve dhe viskozitetit, éshté se para studimit éshté
béré korrigjimi i gjakut né vlera fikse té hematokritit
ose hulumtimet jané béré me gjak té ambalazhuar para
hulumtimit té viskozitetit. Disa autoré tjeré né studimet
e veta nuk kané gjetur korrelim té réndésishem ndérmejt
véllimit mesatar té eritrociteve, sasisé mesatare té
hemoglobinés dhe viskozitetit té gjakut.
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Studimet e fundit té kryeranga Broberg mebashkpunétoré,
kané shprehur dyshim né kété teori, ku mungesa e hekurit
ndikon né ngritjen e viskozitetit té gjakut, né kuadér té
teorisé té eritrocitozés. Ata i kané krahasuar 14 pacienté
me mungesé té hekurit dhe me sémundje cianotike té
lindur té zemrés, me moshé mbi 16 vjec, me 25 pacienté
tjeré me sémundje cianotike té zemrés dhe pa mungesé
té hekurit. Té dy grupet e pacientéve kané sindromén
Eisenmenger. Pacientét me mungesé té hekurit kané
vlera mé té ulta té hemoglobinés, kané kapacitet mé té
ulét rezidual pér oksigjen, e kané véllimin mesatar mé té
ulét kurse numri i eritrociteve éshté mé i larté. Vlerat e
hematokritit né té dy grupet jané té njéjta. Viskoziteti i
gjakut éshté maturme viskozimetérrotacional dhe tekniké
té standardizuar. Pastaj, hematokriti éshté rregulluar né
vlera 45 % me dhénien e plazmés autologe dhe prap éshté
vlerésuar viskoziteti. Nuk éshté regjistruar dallim né
viskozitetin e gjakut. Viskoziteti i plazmés poashtu éshté
i njéjté né té dy grupet (6,7). Kontraverza mé e madhe e
kétij studimi éshté shogérimi i mungesés sé hekurit
me rritje té rrezikut pér sémundje kardiovaskulare te
pacienté me kegformime cianotike té lindura té zemrés.
Njékohésisht éshté treguar se mungesa e hekurit e
zvogélon deformitetitn e eritrociteve, e rrit viskozitetin
dhe rrezikun pér zhvillimin e trombozés dhe insulteve
cerebrovaskulare. Poashtu, sipas publikimeve té fundit,
mungesa e hekurit dhe rritja e viskozitetit té gjakut jané
pjesérisht kontradiktore pasi qgé¢ mungesa e hekurit éshté
e shogéruar me insulte edhe te fémijét e shéndoshé.
Késhtu, mekanizmat e rritjes sé rrezkiut pér insulte
cerebrovaskulare te pacientét me mungesé té hekurit
dhe me sémundje té lindura té zemrés, té pércjellura
me cianozé, mbesin té panjohura. Megjithaté, ndoshta
mungesa e hekurit ka pasoja negative te kegformitet
cianotike kongjenitale té zemrés. Kompensimi i hekurit
me @éllim té parandalimit té insulteve iskemike nuk
éshté vértetuar, por kompensimi i kujdesshém mund té
arsyetohet te pacientét me mungesé té hekurit (8).

EFEKTI I ERITROCITOZES NE FUNKSIONIN E
ENDOTELIT

Shumé kohé mé herét éshté vértetuar se rritja e
qarkullimit té gjakut e rrit diametrin e enéve té gjakut,
fenomen i njohur si dilatim i provokuar me garkullim.
Hulumtimet teorike kané treguar se faktori kryesor né
kété proces éshté viskoziteti i gjakut por i cili negativisht
vepron né muret e enéve té gjakut, posaqérisht né endotel.



NGRITJA E PERNJEHERSHME E STRESIT SHPIE DERI
TE VAZODILATIMI

Me 1993 Koller dhe bashkpunétoret kané treguar se
muskuli kremaseter dilatohet si pérgjigie né rritjen
e stresit vetém nése endoteli éshté intakt. Punimet e
kujdeshme té Tsai-t dhe bashkpunétorve kané treguar se
garkullimi né arteriole dhe venula rritet mé shumé nése
béhet transfuzioni i léngjeve me viskozitet té larté sesa
atyre me viskozitet té ulét, duke sugjeruar se dallimi né
stresin e mureve, me ngritjen e viskozitetit, shpie deri te
vazodilatimi dhe rritja e perfuzionit té indeve. Mé voné
kjo teori éshté vértetuar né shumé studime. Sot éshté
plotésisht e qarté se stresi i mureve né enét e gjakut
éshté njé triger i réndésishém né rritjen e sintezés dhe né
vlerat e oksidit nitrik té endotelit, kurse niveli i sintezés
té acidit nitrik shpie deri te vazodilatimi dhe éshté i varur
nga gjendja e endotelit né arterie (9).

EFEKTI I OKSIDIT NITRIK NE RELAKSIMIN
VASKULAR, I SHOQERUAR ME NDRYSHIMET E
STRESIT TE MUREVE TE ENEVE TE GJAKUT

De Wit me bashkpunétoré kané vértetuar se dilatimi i
sistemit arterial mund té ndalohet me dhénien e I-N G
monomethyl-argininés, njé inhibitor i oksidit nitrik, i
cili sintetizohet né endotel. Ngritja akute e viskozitetit
té gjakut mund té ndikojé né ngritjen e lirimit akut té
oksidit nitrik, rritjen e vazodilatimit dhe perfuzionit
kurse ngritja kronike, e cila shihet te eritrocitoza
kompensatore, ka efekt shumé mé kompleks si rimodelimi
i vaskulaturés, me rritjen e diametrit té enéve té gjakut,
me qéllim té normalizimit té stresit né muret e tyre.
Elementi tjetér i réndésishém te rritja e hematokritit
éshté mundésia qé hemoglobina e liré dhe brendagelizore
ndikon né pastrimin e oksidit nitrik. Pra, éshté e mundur
(é te eritrocitoza sekondare, stresi né muret e enéve té
gjakut dhe rezistenca vaskulare jané té rritura si pasojé
e inaktivizimit té oksidit nitrik, me prejardhje prej
endotelit dhe i cili inaktivizohet prej njé faktori té varur
prej hemoglobinés.

HEMATOKRITI NDIKON NE FUNKSIONIN E ENEVE TE.
GJAKUT PERMES PASTRIMIT TE OKSIDIT NITRIK

Njé numér i konsiderueshém i shkencétaréve ka héré
hulumtime né drejtim té efektit té hematokritit né
vazodilatimin e varur prej endotelit dhe kané ardhur deri
te pérfundimi se te personat e shéndoshé, vazodilatimi
i ndérmjetésuar prej qarkullimit, éshté né korelim té
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anasjellté me pérgéndrimin e hemoglobinés, pavarésisht
prej garkullimit dhe diamterit té enéve té gjakut. Dilatimi
i ndérmjetésuar prej qarkullimit éshté dy heré mé i larté
te personat me vlera té hemoglobinés nén 14 g/dl sesa te
personat me hemoglobiné té larté. Po e njéta nuk ndodh
te té sémurét me diabet melit tip 2, té shogéruar me
disfunksion té membranés bazale té endotelit. Zbulimet
tjera te pacientét me anemi kronike sugjerojné se, rritja
e lirimit bazal té oksidit nitrik kontribuon né zvoglimin
e rezistencés vaskulare sistemike. Eshté véretuar se
aktiviteti vazodilatativ i acetil-kolinés éshté né korrelim
me nivelin e hemoglobinés né qarkullim. Reagimi i rrjetit
vaskular ndaj acetil-kolinés éshté i varur prej oksidit nitrik
té endotelit. Eshté treguar se efekti i tij éshté dukshém
mé i vogél te pacientét me policitemi dhe hipoksi né
krahasim me pacientét me normocitemi dhe hipoksemi.
Disa autoré (Sutton et al, Rosenthal et al) kané treguar
se pacientét me kegformime cianotike kongjenitale té
zemrés dhe eritrocitozé té réndé, ku hematokriti éshté
mé i larté sé 66 -73 %, eritrocitet izovolemike ndikojné né
zvoglimin e rezistencés sé pérgjithshme periferike dhe
ngritjen e cardiac output-it, ngritjen e véllimit godités,
rritjen e garkullimit sistemik dhe furnizimit me oksigjen
(7,8)9).

Studimet e méhershme poashtu kané treguar rritjen e
cardiac output-it gjaté ngarkesés fizike. Kéto hulumtime
sugjerojné se hematokriti i larté né cianozé ka efekt
negativné enét e gjakut duke shkaktuar vazokonstriksion,
duke e pérkrahur teoriné e pastrimit té oksidit nitrik
me rritjen e hemoglobinés. Ndonése duket logjike se
eritrocitoza e rritur rezulton me pérmirésimin e lirimit
té oksigjenit dhe stresit né mure té enéve té gjakut dhe
pérmirésimin e perfuzionit, nga njé kéndvéshtrim tjetér
duket se ky mekanizém kompensator mund té shkaktoje
pengesa né garkullim.

Aftésia e hemogolobinés né inhibimin e efektit relaksues
té faktorit té liruar nga endoteli, deri tash i panjohur,
tregon se béhet fjalé pér oksidin nitrik. Njé kohé té
gjaté né literaturé éshté debatuar roli i hemoglobinés
né eliminimin e oksidit nitrik dhe mekanizmave té tij
fiziologjike. Rruga kryesore né inaktivizimin e oksidit
nitrik né sistemin vaskular éshté rruga e oksidimit;
oksidi nitrik reagon me hemoglobinén e oksigjenuar
dhe e jep methemoglobinén. Kinetika e kétij reaksioni in
vitro, duke pérdorur hemoglobinén e liré, éshté shumé
e shpejté dhe oksidi nitrik nuk ka kohé té shfagé ndonjé
efekt té réndésishém né muskulaturén e lémuar té enéve
té gjakut. Kjo duket nga njé aspekt se hemoglobina e
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inkapsuluar né eritrocite éshté stabilizator i oksidit
nitrik i cili gjendet né garkullim. Oksidi ntrik mund té
deponohet né eritrocite, té transferohet dhe té lirohet
né hapsira té cilat jané mé pak té oksigjenuara. Materiet
té cilat e béjné deponimin e hemoglobinés pérfshijné
nitritet dhe S-nitroso-hemoglobinén. Kjo 1émi éshté
fushé e hulumtimeve aktive dhe kontroverzave té médha
ndérmjet shkencétaréve (6,11,12).

KEQFORMIMET CIANOTIKE TE LINDURA TE ZEMRES
DHE FUNKSIONI I ENDOTELIT

Disfunksioni i endotelit sqarohet me démtimin e
vazodilatimit té varur prej endotelit, si pasojé e humbjés
sé bioaktivitetit t& oksidit nitrik. Fshté vértetuar se
disfunksioni i endotelit éshté tregues i miré i prognozés
sé kege te pacientét me pamjaftueshméri té zemrés, por
roli i tij éshté ende i panjohur te keqformimet cianotike té
lindura té zemrés. Gjaté ngarkesés fizike rritet qarkullimi
i gjakut né muskulaturén punuese pér t'i pérmbushur
kérkesat metabolike. Vazodilatimi i varur prej endotelit
e luan rolin kyq né shpérndarjen e gjakut gjaté aktivitetit
fizik. Mendohet se rritja e acidozés dhe gradientit té
oksigjenit arteriovenoz né muskulaturén punuese, te
pacientét me pamjaftueshméri kronike té zemrés eshte
pasojé e zvoglimit té garkullimit té gjakut, si pasojé e
disfunksionit té endotelit. Oechlin me bashkpunétoré e
kané pércjellé funksionin e endotelit te 11 pacienté me
kegformime cianotike té lindura té zemrés dhe reagimin
né acetil-koliné, nitrpopruside dhe L-N monomethyl-
argininé. Megjithaté, shkalla e hipoksemisé e krahasuar
me shkallen e disfunksionit té endotelit reflekton
zvoglimin e bioaktivitetit bazal té oksidit nitrik, pérmes
zvoglimit té sintezés sé oksidit nitrik nga endotel,
pérkundér ekzistimit té stresit kronik né mure té gjakut
ose shpeznimit té tij. Zvoglimi i sintezés té oksidit nitrik
nga endoteli éshté vértetuar edhe nga miokardi dhe
endoteli i aortés te pacientét me sémundje cianotike té
lindur té zemrés (12,13).

Hulumtimet e shumta kané treguar se, pavarésisht nga
shkalla e stresit né mure té enéve té gjakut, oksigjeni éshté
njé rregullator lokal i réndésishém i tonusit vaskular.
Oksidi nitrik éshté mediatori kryesor i vazodilatimit si
reaksion né hipoksiné akute kurse hipoksia kronike,
me zvoglimin e pérgendrimit té oksigjenit, shpie deri
te vazokonstrikcioni dhe kjo prap duket se shkon
pérmes njé mekanizmi té varur prej endotelit. Faktorét
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kompensatore té cilét teorikishit shkaktojné vazodilatim
pérmes ngritjes sé nivelit té oksidit nitrik té endotelit jané
mé té réndésishém se mekanizmat tjeré dhe kéta mund té
jené pastrimi i oksidit nitrik dhe adaptimi né kronicitet.

Eshté e njohur se hipertensioni arterial idiopatik
pulmonar mund té jeté i shogéruar me disfunksion
té endotelit, e cila gje éshté relevante te sindroma e
Eisenmenger-it, ku hipertensioni arterial pulmonar
éshté sekondar i shkaktuar nga anomalia e lindur e
zemrés. Por ende éshté e panjohur se né cfaré shkalle
éshté démtimi né krahasim me hipoksiné, eritrocitozén
sekondare, zvoglimin e kardiak output-it ose ndonjé
faktori tjetér, ende té panjohur. Gjithashtu kjo tingélon
térhegése pér ta karakterizuar mé tutje kété céshtje duke
i krahasuar pacientét cianotike me ata me policitemia
rubra vera, pacientét me crregullime mieloproliferative
dhe disfunksion intrinsik té endotelit, madje edhe pas
redukimit té numrit té gelizave si pasojé e citoterapisé.
Krahasimet tjera interesante i pérfshijné njerézit
me hemoglobiné me afinitet té larté ndaj oksigjenit
(hemoglobina fetale) ose me pacienté me sindromén
Eisenmenger dhe atyre me gqarkullim té zvogluar
pulmonar; megjithése, studimet e tilla ende nuk jané
héré (6,12).

Hipoksia i inicion ndryshimet tjera né funksionin e
endotelit duke prodhuar gjendje protrombotike dhe
prokoagulante. Diskutimet e detajuara lidhur me
mekanizimin molekular i cili i shogéron kéto procese
éshté jashté sferés sé kétij artikulli por éshté miré i
shqyrtuar né tjeré artikuj. Eshté vértetuar se proteina
antitrombotike tromobomodulin/proteina C/proteina
S ndikon né zvoglimin e gjendjes protrombotike dhe
prokoagulante te anomalité cianotike té lindura té
zemrés, ndoshta pérmes ngritjes sé stres rezistencés
té mureve qé éshté edhe njé prej pasojave eventuale té
cianozés kronike né endotel. Anasjelltas, hemostaza
abnormale, miré e njohur dhe shenjé e réndésishme
klinike né pacientét me sémundje cianotike té lindura
té zemrés, me siguri pércjellet pérmes mekanizmave té
cilet e pérfshijné shpenzimin e faktoréve té koagulimit,
pérgendrimin e larté té produkteve té faktorit von
Wilellbrand. Hipoksia poashtu i stimulon faktorét e
angiogjenzés si faktori vaskular i rritjes sé endotelit
dhe faktori themelor i rritjes sé fibroblasteve. Rritja e
pérgendrimit té kétyre substancave luan ndoshta rol
kryesor né zhvillimin e kegformimeve vaskulare té cilat
shpesh i hasim té anomalité e lindura té zemrés (12,14).



RIMODELIMI VASKULAR

Te fémijét me kegformime cianotike té lindura té zemrés
shpesh jané pérshkruar ndryshimet né enét e gjakut si
zgjerimi, forma torturoze ose aneurizma, posacérisht
né garkullimin pulmonar, koronar dhe né garkullimin
e retinés. Kéto crregullime jané mé larg mundésisé sé
vazodilatimit té varur prej endotelit por jané rezultat i
rimodelimit vaskular, si pérgjigje né hipoksi dhe stres
rezistencés sé mureve té enéve té gjakut. Hulumtimet né
autopsi kané treguar se arteriet koronare te pacientét me
kegformime cianotike té linduar té zemrés manifestojne
humbjen e gelizave té muskujve té lémuar né mure, rritjen
e kolagjenit medial dhe matriksit ekstracelular, pércarjen
e lamina elastica media dhe displasionin fibromuskular.
Pérpos késaj, né mikroqarkullim, arteriolet koronare
jané té dilatuara si rezultat i rritjes sé qarkullimit bazal,
me géllim té mbajtjes sé oksigjenimit adekuat té zemrés.
Eshté interesante se kéta pacientd jané té kursyer nga
mundésia e zhvillimit té aterosklerozés. Ky rimodelim
vaskular zhvillohet si reaksion adaptiv ndaj rupturave
vaskulare, me pasoja katastrofale dhe i cili éshté shkaktar
i réndésishém i vdekshmérisé né grupin e fémijéve me
kegformime cianotike té lindura té zemrés.

CIANOZA DHE QARKULLIMI NE RETINE

Papilloedema, dilatimi i enéve té gjakut té retinés dhe
tortuoziteti jané véshtruar te pacientét me kegformime
cianotike té lindura té zemrés. Ende éshté e pagarté se
a jané kéto ndryshime rezultat i eritrocitozés sekondare,
stazés venoze apo hipoksemisé. Enét e gjakut té cilat e
furnizojné me gjak trurin dhe retinén vijné nga arteria
carotis interna dhe me siguri ekziston njé proces i
ngjajshém autorregullator né kéto degé. Vlerésimi dhe
hulumtimi i qarkullimit té gjakut né retiné na sqaron
garkullimin cerebral. Retina éshté njéri prej indeve me
metabolizém mé aktiv né trup. Ajo kérkon mé shumé
oksigjen pér gram té indit se sa truri. Kétu géndron
arsyetimi se né sémunjdet me hipoksi té réndé kronike
retina éshté njé prej organeve gé mé sé shumti démtohet
(8,12,17,20).

Qarkullimi i retinés éshté i pérbéré prej dy qarkullimeve:
njéri pérmban ené korioidale té cilat e furnizojné pjesén e
jashtme té retinés dhe mé sé shumti fotoreceptorét kurse
tjetri éshté prej enéve té retinés té cilat me oksigjen e
furnizojné pjesén e brendshme té retinés. Qarkullimi
korioidal pér dallim nga garkullimin retinal mé pak e
liron oksigjenin né krahasim me garkullimin e larté qé e
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ka, gjé qé e bén mé pak sensitiv né ndryshimet e presionit
parcial té oksigjenit né gjakun arterial. Hulumtimet né
kafshé kané treguar se retina e brendshme ka aftési té
jashtézakonshme té dilatimit me géllim té mbajtjes sé
pérgendrimit konstant té oksigjenit pér aq sa presioni
parcial i oksigjenit éshté mé i larté se 35 mmHg. Né retinén
e jashtme hipoksia rezulton me redukimin e presionit
parcial té oksigjenit né pleksusin korioidal, pér arsye se
pamjafteshméria né garkullimin korioidal rritet gjaté
hipoksisé. Disa hulumtime té fundit te alpinistét kané
treguar sé enét korioidale dilatohen vetém né kushte kur
alpinistét arrijné né lartési ekstreme. Procesi i cili kérkon
mé sé shumti energji né fotoreceptore éshté té pamurit
né errésiré. Madje, edhe né kushte normoksike pamja
neé errésiré éshté e kufizuar nga furnzimi me oksigjen aq
sa presioni parcial i oksigjenit pérrreth fotoreceptoréve
i afrohet zeros. Jané pérshkruar ndryshime né retiné,
né krahasim me disa kushte ku mbretéron zvoglimi i
saturimit arterial. Hipoksia e réndé kronike hipobarike
né lartési té médha shkakton dilatimin e arterieve dhe
venave té retinés(15,16,18).

Ky efekt éshté i kthyeshém me kthimin né lartési normale.
Né lartésité e médha saturimi i oksigjent arterial bie né
ményré dramatike né korelim me zvoglimin e presionit
parcial té oksigjenit né atmosferé. Retinopatia e lartésive
té médha éshté njé gjendje e cila vecohet me ¢rregullime
si papilloedma e kohé pas kohéshme dhe gjakrrjedhja
né corpus vitreus. Kjo gjendje mé sé shpeshti vérehet
né turistét e pa pérgaditur pér géndrim né lartési té
médha. Mirépo edhe popullata e zakonshme, e adaptuar
né kushte klimatike té lartésive té médha, zhvillon
ndryshime té ngjajshme si retinopatia e lartésive, kur
gendron né lartési edhe mé té mé médha se lartésité
ku zakonisht jetojné. Papilloedema e cila lajmérohet té
sémundja e lartésive mendohet se éshté né korelim me
edemén cerebrale, e cila éshté rezultat i perfuzionit té
rritur e i cili éshté pérgjegjés ndaj hipoksisé sé bashku
me edemén citotoksike. Gjithashtu, éshté raportuar pér
retinopati té shogéruar me hipertension pulmonar dhe
disa sugjerojné se shkaktohet si pasojé e hipertensionit
venoz. Frymémarrja hiperkapnoike éshté njé kohé té
gjaté e shogéruar me rritje té presionit intracerebral
dhe papilloedemé sekondare. Rritja e pérgendrimit
té dioksidit té karbonit shkakton rritje mé té madhe
té vazodilatimit cerebral, né krahasim me hipoksiné
- mungesén e oksgijenit, por ende nuk éshté e sigurté
sesa kontribojné né kété gjendje faktorét si: hipoksia,
eritrocitoza sekondare dhe staza venoze (15,19,21).
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Me 1925 Schwenitz dhe Woods i kané pérshkruar
ndryshimet né retiné té pacientét me polcitemi rubra
vera. Duke u bazuar né dilatimin venoz ata me njé siguri
té madhe propozuan dhe pyetén: “a jané té mundura
ndryshimet aq té médha né eritrocite dhe serum ose a
ekziston ndonjé substancé e panjohur qé lirohet nga palca
kockore hiperplastike dhe ka veprim té drejtpérderjté né
mure té enéve té gjakut ose ka efekt depresiv né sistemin
nervor autonom por edhe éshté pérgjegjése pér dilatimin
e venave”. Retina te pacientét me policitemia vera dhe
sindromat tjera té pércjellura me hiperviskozitet si
makroglobulinemia Waldenstrom kané ndryshime té
ngjajshme me ato gé shihen te retinopatia né lartésité e
médha ose kegformimet cianotike té lindura té zemrés
(14,15,16).

Me 1972 Petersen dhe Rosenthal e kané pérshkruar njé grup
prej 83 pacientéve me kegformime cianotike té lindura
té zemrés; 52 pacienté kané manifestuar njé formeé té
retinopatisé dhe te 12 éshté evidentuar papilloedema;
format e rénda té retinopatisé ose edemé e diskut optik
jané regjistruar té pacientet me saturim té oksigjenit
nén 86% dhe me hematokrit mbi 46%. Punksioni lumbal
éshté kryer te 5 pacienté me retinopati té réndé; tre prej
tyre me papilledemé. Presioni i likvorit ka gené mbi vlera
normale né tre pacienté, kurse te té tjerét ka gené normal.
Gjetja né autopsi e sistemit nervor gendror ka gené
me ndryshime te dy pacienté té cilét kané vdekur gjaté
studimit. Nuk éshté vérejté korelim ndérmjet sémundjes
sé retinés dhe presionit parcial té dioksidit té karbonit né
gjakun arterial, si dhe ndryshime né presionin gendror
venoz prej llojit té anomalisé dhe moshés sé pacientéve
(12,13).

Harino me bashkpunétoré e ka studiuar retinén te dy
pacienté me sindromén Eisenmenger, me metodén e
skopisé sé fundusit dhe me angjiografi. Te té dy pacientét
jané regjistruar mikroaneurizmat dhe gjakrrjedhje
té iméta né pjesén periferike té retinés. Angjiografia
fluorescente ka treguar dilatim té kapilaréve dhe venave,
mikroaneurizma dhe tortuozitet té enéve té gjakut. Né
té njéjtén kohé edhe disa grupe tjera té shkencétaréve
kané raportuar pér ndryshime té njéjta. Mansour me
bashkpunétore i ka pérshkruar ndryshimet né sy te 240
pacienté me kegformime cianotike té lindura té zemrés
ku 87 prej tyre kané gené cianotike. Ata kané gjetur se
shkalla e tortuozitetit varet prej saturimit me oksigjen.
Disa studime mé té vogla kané treguar se ndryshimet mé
té rénda jané né korelim me hematokrit té larté dhe se e
njéjta trajtohet me intervenime kirurgjike (18,19).
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SYTE DHE VLERESIMI I ENDOTELIT

Enét e gjakut né sy mund té ofrojné informata té
réndésishme lidhur me funksionin e endotelit dhe kjo
pjesérisht ka kuptim duke u bazuar né lidhjet e ngushta
té qarkullimit né sy me qarkullimin trunor. Diametri
i enéve té gjakut té retinés, pjesérisht venulat me
diametér mé té madh, jané té shogéruara me obezitet,
diabet melit, pirjen e duhanit, dislipidemité, si shenjé
e inflamacionit sistemik. Pas verifikimit té faktoréve
tjeré té rrezikut né popullatén e moshuar Wong me
bashkpunétore kané treguar se venat me diametér mé té
gjéré jané té shogéruara mé risk meé té larté pér sémundje
iskemike té zemrés dhe insult cerbrovaskular. Rreziku
nga ateroskleroza né studimet e popullatés né moshé té
mesme kané treguar se arteriolet me diametér té vogeél
ose venulat me diametér té madh jané té shogéruara
me insult trunor dhe sémundje iskemike té arterieve
koronare. Gjithashtu né studimin e syve Beaver - Dam
kané treguar se diametri i vogél arterio-venoz éshté i
shogéruar me mortalitet té larté kardiovaskular te té
rinjét.

Kawagishi me bashkpunétoré kané treguar se né diabetin
tip 2 pérkegésimi i ndryshimeve aterosklerotike pérpos
né arteriet brakiale dhe arteriet renale éshté edhe
reagimi vaskular i varur prej endotelit retinal (i vlerésuar
me Doppler ekosonografi) pas infuzionit té L-argininés.
Qarkullimi né énét e gjakut té retinés rritet me dritén gé
ndizet dhe fiket; kjo sqarohet pérmes rrugés sé varur prej
oksidit nitrik. Delles me bashkpunétore kané gjetur se né
popullatén me presion arterial normal L-NG monomethyl
arginina e zvoglon garkullimin kapilar né retiné por nuk
ka efekt né pacientét hipertenziv (21,22).

PERMIRESIMI TERAPEUTIK I FUNKSIONIT TE
ENDOTELIT

Substancat té cilat e pérmirésojné funksionin e
endotelit mund té ndikojné né ngadalsimin e procesit té
crregullimeve vaskulare né cianozén kronike. Né fakt,
sic éshté pérmendur mé larté, disa medikamente jané
pérdorur pér pérmirésimin e funksionit té endotelit
te sémundjet tjera. Enzimet gé ndikojné né inhibimin e
konvertimit té angjiotenzinés kané treguar zvoglimin
e proteinurisé né pacientét me anomali cianotike té
lindura té zemrés dhe né modelet eksperimentale. Ky
grup i medikamenteve duket se e pérmiréson apoptozén
e shkaktuar nga hipoksia dhe e rregullon prodhimin
e nitritit oksid nga endoteli. Roli pozitiv i oksidit nitrik



éshté regjistruar né eksperimentet né minjé té cilét jané
trajtuar me L - NG monomethyl argininé, i cili éshté
inhibitor selektiv i oksidit nitrik endotelial, e zvoglon
nivelin e oksidit nitrik dhe e rrité incidencén e infarktit té
miokardit dhe insultin cerebrovaskular. Té dhénat e fundit
tregojné se rosuvastatina e zvoglon riskun nga embolia
venoze né popullatén e shéndoshé (me nivel té larté té
proteinés C reaktive). Eshté e mundur ge ky efekt éshté i
ndérmjetésuar me pérmirésimin e funksionit endotelial.
Tromboza venoze éshté pjesérisht e réndésishme né
grupin e keqformimeve cianotike té lindura té zemrés
sikurse edhe tromboza e sinusit gendror cerebral gé
éshté shkaku kryesor i insultit cerebrovaskular te fémijét.
Njékohésisht, shumé pacienté me keqformime té lindura
té zemrés kané edhe shunt djathtas-maijtas i cili éshté
shkaktar i embolive paradoksale (23,24).
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DISORDERS OF THE CARDIOVASCULAR SYSTEM AS A CONCEQUENCE OF CENTRAL
CYANOSIS IN CHILDREN WITH CIANOTIC CONGENITAL HEART DISEASE

Njazi Gashi', R. Bejigi2, R. Retkoceri?, H. Bejiqi, A. Retkoceri

Pediatric Clinic ,Faculty of Medicine, Prishtina
2Cardiology Clinic ,Faculty of Medicine, Prishtina
5 Center for Family Medicine , Prishtina, Kosova

ABSTRACT

In children with cyanotic congenital heart malformations chronic hipoksemia leads to changes in the
structure and function of blood vessels. Some of these changes are progressive and complicate the function
of the cardiovascular system, increasing the possibility of notification and embolive thrombosis. Recent
research has shown that disruption of the endothelium function, as a result of chronic central cyanosis,
is an important factor in the pathogenesis of cardiovascular risk associated with chronic cyanosis. At the
same time, compensatory eritrocytosis increases the blood viscosity, which affects the blood vessels changing
hemodinamics, the structure and vascualar function. As a result of these changes reduced tissue perfusion
and oxygen supply. As a consequence, these changes reduce the function of the cardiovascular system and
they are an important factor of morbidity and mortality, such as stroke and pulmonary tromboembolia. Aim of
presentation In this article we will discus about pathofisiological consequences and mechanical contribution
of the compensatory eritrocytosis and possible mechanisms of vascular dysfunction in children with central
cyanosis. Also we wil show that the severe hypoksemia and increasing concentration of the hemogolobins
in chronic cyanosis and increasing of the intravascular space, contributing to the disruption function of the
vascular system.

Key words: Central cyanosis, chronic hypoxemia, congenital heart disease, syndrome of hyperviscosity,
Eisenmenger syndrome
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SURGICALL TREATMENT OF HAND BURNS

Violeta K Zatriqi ', Hysni M Arifi', Skender Zatriqi?

! Department of Plastic and Reconstructive Surgery, University Clinical Center Of Kosovo

2 Departament of Abdominal Surgery University Clinical Center Of Kosovo
Medicus 2013, Vol. 18 (1): 131-135

ABSTRACT

Introduction: Hands participate in everyday humans activities and they are the most vulnerable parts of a
human body.

Objective: The objective of this study is to understand the common causes of deep burned hand, the methods
of surgical interventions, duration of hospitalization and distribution of deep burned hand in 11 year period
regarding the age.

Materials and methods: This is a retrospective study that included a 853 patients with burns localized in
upper limbs treated in Department of Plastic Surgery Kosovo 2000-2010 period, from which in 572 cases the
burns were localized in hand. The data were collected and analyzed from the archives and protocols of the
University Clinical Center of Kosovo.

Conclusion: Based on our own experience as well as from the vast literature search, we have come to the

conclusion that even the hands not saved from thermal injuries

Key words: Hand burns, human activities, thermal injuries

INTRODUCTION

Hands participate in everyday humans activities and they
are the most vulnerable parts of a human body. They
are often injured because of being closest to dangerous
facilities (1, 2). Hands are often injured trying to cover
other parts of a body from the fire or other destructive
factors (1). Hand burns occur commonly both as part
or larger burn injuries as well as isolated injuries and
are leading cause of impairment after burn injury (3,4).
Primary involvement of the bones and joints, or exposure
of partly destroyed tendons, constitutes a rare but serious
clinical form of deep thermal injuries to the hand. The
estimated frequency is 5% of all hand burns treated in
burns centers (5, 6). Even though the hands constitute
only 5% of the total body surface area (TBSA), = thermal
injury in the hands is not only one of the commonest
burns but also one of the most difficult pathologies
for burn surgeons to treat (7, 8). The most important
objective in treating wounds of the hand is preservation
of proximal interphalangeal joint motion (9, 10). There

have been a number of studies that have examined the
optimal management and outcomes of patients with both
partial-thickness and full-thickness burns of the hand.
Sheridan studied 305 hands with partial-thickness tissue
loss that did not require surgery and found that 97% of
patients had good functional outcome defined as normal
or near normal based on staff impression. Many of the
studies on surgical management of hand burns have
focused on the timing of excision and the techniques
of skin grafting. Full-thickness hand burns have been
described as having mostly good outcomes (3, 11). Among
patients surviving large burns, morbidity always includes
scarring and frequently includes infections, loss of
bone and muscle mass, poor wound healing, hormonal
imbalance, and pulmonary, hepatic, or renal failure. Loss
of skin appendages makes heat regulation and skin care
more difficult. Even small burns can cause significant
morbidity, such as loss of hand function or facial
deformity. There are often psychological sequelae in
burned patients, including post-traumatic stress disorder
and depression (12-14).
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OBJECTIVE

The objective of this study is to understand the common
causes of deep burned hand, the methods of surgical
interventions, duration of hospitalization and distribution
of deep burned hand in 11 year period regarding the age.

MATERIALS AND METHODS

This is a retrospective study that included a 853 patients
with burns localized in upper limbs treated in Department
of Plastic Surgery Kosovo 2000-2010 period, from which
in 572 cases the burns were localized in hand. The data
were collected and analyzed from the archives and
protocols of the University Clinical Center of Kosovo.

RESULTS

We included in study 853 patients treated in Department
of Plastic and Reconstructive Surgery 2000-2010 period
with burns in upper limbs from which in 572 cases the
burns were localized in hands. We found that the most
common cause of burns in upper limbs were flame with
505 cases, scalds with 328 cases and in 20 patients burns
were caused by the others agents (radiation and chemical
substances). From 572 patients with burned hand caused
by flame in 295 cases the cause were derivatives of
gasoline and gas flame, while in 210 cases cause were
electric flame of low voltage. In 61 patients with burned
hands the cause was scald and in 6 patients the cause was
other agents (radiation and chemical substances) (Table 2).
Burns in upper limbs dominates in male gender with 560
cases or 65.6% and 293 cases or 34.3% were female gender
. From 572 cases localized in hands 261 cases or 45.6%
had unilateral localization and 311 or 54.4% had bilateral
localization (Table 2). From these burned hands dominates
male gender with 456 or 79.7% while 116 or 20.3% were
female gender (Table 1). The average age of patients with
hand burns was 26 year. Depending on the depth of burns
381 cases or 66.6% were with partial thickness burns and
191 cases or 43.4% cases were with full thickness burns
(Fig.1,2). During this period 191 cases with full thickness
burns of the hands were treated surgically, most of the
cases 168 or 879% after necrectomy were covered with
split thickness skin graft (STGS), while 11 cases or 5.75%
cases with abdominal distant flap (Fig. 1-6), 7 or 3.6% cases
after hand amputation at different levels were covered
with radial island flap. In 5 cases or 2.6% full thickness
burns were localized in finger, these cases were treated
with cross finger flaps. (Table 2)
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Table 1. General characteristics of patients with
burned hands.

Gender No %
Male 456 79.7

Female 116 20.3

Age groups
0-10 92 16
11-20 74 129
21-30 156 272
31-40 212 37
41-50 125 21.8
51-60 88 15.3
61-70 75 13.1
71-80 31 54
Mean+SD 26 £10.0

Duration of hospitalization ranged from 7-123 days. The
mean hospitalization was 44 days. Regarding the age
group dominates the age group from 31-40 with 212
cases, followed by the age group from 21-30, 41-50 years
125 cases, 0-10 years 92 cases, 51-60 years 88 cases, 61-
70 years 75 cases, 11-20 vears 74 cases and 71-80 years 31
cases. The youngest patient was 8 months and the old-
est was 72 year old. Distribution of burned limbs in years
had the following features: the 2001 is the year were the
incidence of burns was the higher with 102 cases followed
by 2003 with 94 cases, 2000 with 92 cases, 2009 with 88
cases, 2010 and 2002 with 85 cases, 2008 with 77 cases,
2004 with 72 cases, 2005 with 64 cases, 2006 with 50
cases, and 2007 with 44 cases (Table 1).

Table 2. Localization, cause and methods of surgical

interventions.
Localization No %
Unilateral 261 45.6
Bilateral 31 54.4
Cause
Flame 505 88.2
Scald 61 10.6
Chemical sub-

stances 20 34

Surgical methods
STSG 168 879
Abdominal flap 11 5.7
Island radial flap 7 3.6
Cross finger flaps 5 26




A

Fig.1. Deep dermal burn hand

Fig.5. The defect after necrectomy covered by
radial forearm flap.

Superficial dermal burns are always treated
conservatively, and full-thickness burns always require
surgery. However, more than 50% of burn wounds are
deep second degree or deep dermal burn wounds. The
treatment of choice for these ‘intermediate thickness’
burns is still much debated and controversial (15-19). In
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Fig.4. The raise of radial forearm flap.

P |

Fig.6.

The same defect covered by radial forearm
flap.

this study were presented 191 patient with deep dermal
burns of the hand who undergone surgical interventions.
We included in study 853 patients treated in Department
of Plastic and Reconstructive Surgery 2000-2010 period
with burns in upper limbs from which in 572 cases the
burns were localized in hands. We found that the most
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common cause of burns in upper limbs were flame with
505 cases, scalds with 328 cases and in 20 or 3.4%, burns
were caused by the others agents (radiation and chemical
substances). From 572 patients with burned hand caused
by flame in 295 cases the cause were derivatives of
gasoline and gas flame, while in 210 cases cause were
electric flame of low voltage. In 61 patients with burned
hands the cause was scald and in 6 patients the cause
was other agents (radiation and chemical substances).
We found in study that the most common cause of hand
burns in adults were flame with 505 cases or 88.2%.
These findings in the study may be explained by the
postwar period in our country after 1999. Reduction of
electricity in household in our country was up to 12 hours
and more, so that the population has been forced to use
other alternatives: aggregates with fuel for production of
electricity, gas flame for preparation of food, therefore
injuries of this nature have been quite frequent. Burns
in upper limbs dominates in male gender with 560 cases
or 65.6% and 293 cases or 34.3% were female gender. In
other similar studies conducted by Atiyeh B.S. et al. in 787
burn patients dominates the male gender with 59.3% and
female gender with 40.6% (7). From 572 cases localized in
hands 261 cases or 45.6% had unilateral localization and
311 or 54.4% had bilateral localization. From these burned
hands dominates male gender with 456 or 79.7% while 116
or 20.3% were female gender. The average age of patients
with hand burns was 26 vyear. In other similar studies
conducted by Enver Ilhan et all. in 449 patients the most
affected area was hands in this patients with 159 patients,
the mean age of this patients was 33.2 (20). Depending on
the depth of burns 381 cases or 66.6% were with partial
thickness burns and 191 cases or 43.4% cases were with
full thickness burns. During this period 191 cases with full
thickness burns of the hands were treated surgically, most
of the cases 168 or 87.9% after necrectomy were covered
with split thickness skin graft (STGS), while in 23 cases of
deep burned hands were exposed tendons and joints and
in 11 cases or 5.75% were covered with abdominal distant
flap, 7 or 3.6% cases after hand amputation at different
levels were covered with radial island flap. In 5 cases or
2.6% full thickness burns were localized in finger, these
cases were treated with cross finger flaps. Duration
of hospitalization ranged from 7-123 days. The mean
length of hospitalization was 44 days. In other similar
studies conducted by H.Onarheim et all. The mean
length of hospitalization was 19.5+19.8 in 1294 patients
included hand burns and other body localization (21). This
discrepancy in our study probably results because our
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Department of Plastic and Reconstructive Surgery is the
only department in our country who treated this cases
starting from inicial evaluation of burns, reanimation
and surgical interventions of this kind of thermal trauma.
Regarding the age group dominates the age group from
31-40 with 212 cases, followed by the age group from 21-
30, 41-50 years 125 cases, 0-10 years 92 cases, 51-60 years
88 cases, 61-70 years 75 cases, 11-20 years 74 cases and 71-
80 years 31 cases. The youngest patient was 8 months and
the oldest was 72 year old. Distribution of burned limbs
in years had the following features: the 2001 is the year
were the incidence of burns was the higher with 102 cases
followed by 2003 with 94 cases, 2000 with 92 cases, 2009
with 88 cases, 2010 and 2002 with 85 cases, 2008 with 77
cases, 2004 with 72 cases, 2005 with 64 cases, 2006 with
50 cases, and 2007 with 44 cases.

CONCLUSION

The most important and the optimal treatment of
deep hand burns is early surgical treatment to prevent
subsequent deformity for good functional recovery.

Based on our own experience as well as from the vast
literature search, we have come to the conclusion that
even the hands not saved from thermal injuries. The male
gender is attacked more often than female gender as they
are carriers of vital activities. Superficial burns are mainly
due to hot liquids, deep dermal burns usually are caused
by flame and electrical flame. Surgical interventions
reduce time of hospitalization, complications and
morbidity. Complications usually occur on deep burns
that are not treated surgically.
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REZYME

Hyrje Dora merr pjesé né aktivitetet ditore té njeriut dhe jané pjesa mé vulnerabile e trupit té njeriut.

Qéllimi i punimit Qellim i kétijé punimi éshté qé té studiohet dhe té kuptohet shkaktari i djegieve té thella
té duarve, metodat e intervenimeve kirurgjikale, zgjatja e trajtimit né spital dhe distribuimi i djegies sé dores
me djegie té thelle né periudhén kohore prej 11 viteve duke paré edhe moshén.

Materiali dhe metoda Kz éshté njé studim retrospective qé i pérfshiné 853 pacienté me djegie té lokalizuara
né ekstremitetet e sipérme té trajtuara ne Departamentin e Kirurgjisé Plastike dhe Rekonstruktive periudha
kohore 2000 deri 2010, prej té cilave raste 572 ratse djegiet ishin té lokalizuara né doré. Té dhénat jané mare
dhe analizuar nga arkiva dhe protokolet e Qendrés Klinike Universitare té Kosovés.

Konkluzé Bazuar né eksperiencén tone dhe nga hulumtimi i literaturés sé gjéré, ne kemi konkluduar se
duart nuk kursehen nga léndimet termale.

Fjalé Bosht: Djegie e dorés, aktivitete njerézore, léndime termike
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IPE3BUITI HA JTAITAPOCKOIICKATA IIOITPABKA HA
MHIBIHAJIHA XEPHUJA

Anexcanpmap MuteBcku!, CBeto3ap AnToBuK?, OrteH KoctoBcku?, Keman Pymuru?, Hukona JaHKy/1oBCKu?

' Knuunaka oomuuna, [tun

2 YuuBepsuteTcka Knunuka 3a [lurectuBHa xupypruja, Ckorje
Medicus 2013, Vol. 18 (1): 136-141

PE3UME

BoBeqlyBakeTo Ha MWHMMAaJIHO MHBAa3MBHATa XUPYpruja, jarapocKornujarta, JoBefie [0 OrpOMeH HarlpeJloK
Bo xupyprujata. Ce HamaiMja TIePUOINEPATUBHUOT CTpPeC, Ce T0eIHOCTaBU KOHTpojaTa Ha Oonkara |
MoCTOIePaTUBHUTE TEKOBU UM IPOOJIeMU, ce HamasMja TPOIIOLMTe W Ce CKpaTh Ha OHecrocobeHocTa Ha
naiueTuTe 3a paboTa rocTrorepaTBHO. [lorpaBKaTa Ha MHIBUMHAJIHUTE XePHUU J1aTlapOCKOTICKU BO CBETOT CU
Hajme cCOOBEeTHO MeCTo, Meryroa Bo MakenoHuja OCBeH UHLWIEeHTHU 00U HEMA CepUO3eH IIPUCTAIl U IUIaH 3a
pa3BoOj Ha OBOj BUJL Ha JIallapOCKOIICKa XUPYpruja 1 rokpaj beHeduToT Koj ro uma.

Bo TpyzoT Ke TH NpeTcTaBuMe 1 pasriefjaMme MofaToLuTe BO JIUTepaTypaTa 1 OJe/IHNA CTYAUN 3a JIarTapOCKOIICKU
TpeTMaH Ha MHTBUHAJIHM XePHUM 3a [a ja JoOmmKuMe uzejaTa 3a mprMeHa Ha MUHMMAJIHO MHBA3UBHUTE
TeXHUK.

HO,ZLBTOL[I/ITE BO jmiUTepaTtypaTa 1M CTyJunTe yKayKyBaaT [OeKa CeprO3HO Tpe6a Ja I'l IIpeucriuiTaMe CTaBOBUTeE
3ad HaTaMOIIEH TpaJdMLVMOHaJIeH XUPYPIIKY TPpEeTMaH U ITOCTOIlepaTMBHa Hera. BOBG,D;YBHPBGTO n IIpMMeHaTa Ha

HOBUTE MOKHOCTH KaKO HaHapCKOHI/IjaTa CO LeJ1 HO,[[O6pYBaH)e Ha HeJIOKYITHUOT XUPYPIIKK MCXO/.

KJIY‘IHI/I 360p0BI/II HaHapOCKOHI/Ija, WHI'BMHaJIHa KWJla, MUHMMAJIHO MHBa3MBHa XI/IprFI/Ija.

BOBE]]

XepHHOITaCTHKATA € HajuecTaTa XMPYpIIKA HHTEPBEHI[Hja
Bo cBeToT. OKOJNIy 2 MWINOHA XEepPHUOIUIACTHKU Ce
u3BeqyBaaT ropuinHo, of ko 800 mmjagu Bo CAJI (1).
Ce KopuCTaT JIAMAPOCKONCKA (MUHMMAIHO MHBA3WUBHU
TeXHUKH) M OTBOPEHH METO/M 3a XePHUOIIACTHKA.

OrBopeHaTa XepHMOIUIACTMKA CO TIpoTe3a (Hajuecto
HPOJIeHCKa MpejKa) M3BefleHa BO JIOKaJIHA aHecTe3Wja
mpeTcTaByBa [JobOpa MeTola W e CTaHAaph 3a
XepHHUOIUTACTHKA (2 , 3 ), cemak KaKo TakBa ce M3BefyBa
BO IIEHTPUTE 3a XepHUHU JiofleKa BO CHTe OCTaHATU
ce KOPUCTM PeruoHajHa WM OIIITa aHecTe3Wja
Pesynratute O0ff MUHMMAAHO WHBA3UBHUTE TEXHUKU
30opyBaaT 3a pejylupaHa MmocTorepaTuBHa Oonka (1,8%
cropefieHo co 3,5% Kaj oTBOpeHara) 1 modp30 BpaKarmbe Ha
paboTocmnocooHocTa Ha manueHTtute (4, 5, 6). IToman e u
0pojOT Ha MoCTONePAaTHBHUTE KOMIUTMKAIL[MK Ha MECTOTO
Ha onepaTuMBHaTa paHa . HeraTuBHOCTHTE Cce BO CMUCTIA
Ha TIoro/IeMu orepaTuBHU Tpoioiw (10), ymorpebaTa Ha
OTIIIITa aHeCTe3Kja 1 TorojieMa Kp1Ba Ha yuerbe.
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OBoj mpernies; Ha JoceraimiHuTe KCKYCTBa 3a JIamapo-
CKOTICKA XepPHMOIUTACTUKA U TIpe3eHTal[hja Ha ejHa Of
TeXHMKHTe CO aHATOMHjaTa Ha PerujaTa 3a IarmapocKorcKa
TMoTNpaBKa HAa WHTBMHA/MHA KWia MMa 3a Iel Ja TH
TPeTCTaBM KaKO METO[lM KO ce ToBeKe Tpeba fla ce
TIPUMeHYBaaT 3a Mofl00PyBarbe Ha XUPYPUIKKOT UCXO]T, .

IITO E JIAITAPOCKOIICKA IIOITPABKA HA
VNHI'BUHAIHA XEPHUJA ?

JlamapocKorcKaTa XepHHOIUIAaCTHKA Mo/pa30upa ejHa o]
CTIeJIHUTE TPH TIPOLIEIYPH :

a. TAPP (transabdominal preperitoneal)

0. TEP (totlly extraperitoneal)

B. IPOM (intraperitoneal onlay mesh)

IPOM (intraperitoneal onlay mesh) e TexHuKa Koja cKopo
M [la He ce u3BedyBa MoBeKe. Kopuctn craHpmappeH
JTAMapOCKOICKHM TIPUCTAI ¥ KOPUCTHU TIPOTE3U KOU He ce

aJIXepeHTHU 3a BUCIIEPAIHUTE OPraHd, MMa MUHMMaTHA
TKUBHA JIUCeKIMja. 3apaji MorosieM Opoj Ha peluuBU
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1 TI0Bpedrd Ha aHAaTOMCKM CTPYKTYpPU Ce€ IIOPEeTKO ce
KOpUCTH.

TEP (totlly extraperitoneal) e TexHMKa Koja KOpUCTH
nperiepuToHeasieH MpUCTal, HeMa  OTBapawme Ha
nepuTOHeajHaTa MIVIUIMHA (3aToa He MpeTCTaByBa
JAMapocKoliCKa  TeXHHWKAa BO  TOTECHAa  CMHCJIA)
IITO e eJuHCTBeHa “mpefgHoct” .JMame moronema
nperiepuToOHeasHa [MCEKIMja M KaKo TeXHHKa MMa
TIOXOPM30HTA/IHA KPUBAa Ha Yuewe, ce CMeTa JleKa ce
norpeonn 250 ciydau. IlpeTcraByBa TeXHHMKa Koja e
TIOTEIIKa 3a TIPUMEHa U yuetbe, UMa J00pH pe3yyITaTy, HO
criopefieHa co TAPP Hema npegHOCTH.

TAPP (transabdominal preperitoneal) KopucTy KnacuueH
JIANapoCKONICKM TIPUCTal, KAako M JlaapoCKOINCKaTa
X0JIel[CTeKTOMMja KOja e HajuecTa M CO Koja Ce 3allo3HaeHU
HajroseM 0poj Ha Xupyp3u. Mima MHOTY CTpMHa KpUBa Ha
yueme, MOTpeOH! ce 25 clyyan Kako M Kaj OTBOpeHaTa
TeXHUKAa 3a MHTBMHAHU XepHUHU. [IpeTcTaByBa TexHUKa
Koja e MoeJHOCTaBHA ¥ TI0JIeCHa 3a MpHMeHa co Jo0pu
pe3y/ITaTu.

TEP (totlly extraperitoneal) u TAPP (transabdominal
preperitoneal) TeXHHKUTe ce HajuecTo IPUMEHYBAHHU
TexXHUKY fexec. (4, 6, 7)

[lo3HaBameTo Ha  aHATOMHUjaTa,  IOCTEPUOPHUOT
npersie]; (1amapocKoIcKu) e of 0coDeHO 3Haueme BO
JIAMapoOCKOINCKATa XHEePHUOIUTACTHKA. KoMIumKamuTe
¥ KpMBaTa Ha Vyueme ce IMOBP3aHM CO CTEIeHOT Ha
T03HaBambe Ha aHaToMujara . (8, 9)

Inferior Epigastric Vessels

“ ' Tliopubic Tract
o .

Femoral Nerve i B
External Iliac Vessels

Cn.1. IlocrepuopeH npernes (1amapocKoncKu)

[locTepropHUOT Tperie[ ce KapaKTepu3upa €O TpU
YMOM/TMKA/THY IUIMKHM Ha TIEPUTOHEYMOT: cpefHa (median)
Koja e HerapHa M OJIu Of YMOM/IMKYCOT JI0 MOYHHOT Meyp
1 To TOKpMBa YpaxycoT; Me/ujajiHaTa Koja e MapHa,

TI0CTaBeHa TojIaTepaHo U TM MOKPUBa 00JIUTePUPAHUTE
YMOM/TMKAJIHU apTepuy; JaTepajHa, MCTO Taka MapHa
W TH TOKpUBA JIOJIHUTE eNMUracTPUUHU KPBHU CAaJIOBH.
OBue TpU IUIMKM OrpaHMYyBaaT TPU MPOCTOPU WU
jamu. CympaBe3uKajiHa, Mer'y cpefiHaTa M MefujajiHaTa
(Mecto Kajie ce jaByBaaT CyNpaBe3WKaJHUTe XepHUH),
MeJIjajiHa Merl'y MeJujaJTHaTa U JlaTepajiHaTa (MecTo Kajie
ce TUPEKTHUTE XePHUHU) U e IPOeKIIfja Ha HaJIBOPEITHHOT
NPCTEH U JIaTepaJiHa, JlaTepaHo off jlaTepasiHaTa IJIUKa ,
MPOEeKIMja Ha BHATPENIHUOT PCTEH U MECTO Ha 0jaBa Ha
UHAUpeKTHUTE XepHuu. (11, 12) Ilog mepuTOHEYMOT JIeKU
TpaHCBep3aJHaTa daciyja .

3HauajHa € Tpe3eHTaljaTa Ha MUOINEKTUHeaJHHOT
oTBOp (myopectineal orifice) Kako aHaTOMCKM MOMM O
Fruchaud. (11) OrpanuueH e rope co monHHUTe pabOBU
Ha BHATPEILIHKOT KOC abJjOMUHa/IeH U TPaHCBeP3aTHUOT
a0fIOMMHA/IeH MYCKYJI, JlaTepaJlHO CO MJIeOTCOacoT,
Me/IUjaJTHO CO TIPaBMOT aOIOMMHAJIeH MYCKYI M O]
JI0/THATA CTPaHa co rpebeHOT Ha MyOMyHaTa KocKa (pectin
ossis pubis u Cooper-oBuoT nurameHt). OBoj MHKOBHU/IEH
MPOCTOP € Tofie/ieH Off MHTBMHAJIHUOT JIUTaMeHT |
WIEONYOMUHUOT TPAKT Ha TOpPeH ¥ [IONeH [iefl, Hu3
TOPHUOT JieJl MOMMHYBa (DYHMKY/IYCOT @ HM3 JIOJHHOT
(beMopaHUTE KPBHHU CajiloBU M (heMOPATTHUOT HEPB, KOH
TIePUTOHEYMOT € 3aTBOPEH CO TpaHCBep3anHaTa (aciuja.
Konuenrror Ha Fruchaud e jeka xepHuuTe ce jaByBaat
KaKo pe3y/ITaT Ha c/1ab0CT Ha TpaHCBep3alHaTa Qaciuja
1 TPOTPY3Hja Ha IePUTOHEYMOT HU3 0BOj 0TBOP. Ha 0B0j
KOHIIeNT ce 0asupa M MONpaBKaTa Ha WHIBUHAJHUTE
XePHHH JIaapOCKOICKU, OJIHOCHO IIeJITa € Jla ce 3aMeHH
TpaHcBep3ajJHaTa aciyja Haj, OTBOPOT CO [IOBOJIHO
TIPEKJIONyBatbe Ha MPOTe3aTa Hajl MBUIIHTE .

3a /1amapoCKOIICKMOT Mperjie[] Ha perujaTa OWUTHH
ce TOJeMHUTe AHATOMCKU CTPYKTYpM M MOKHOCTA 3a
HUBHa moBpeja. HajegHocTaBHa mpeseHTaluja e TPeKy
TpUjaroJIHUIMTe Ha OonKa M cymouHa.Ce Haoraat mMoj
WIEONYOMUHUOT TPAKT CO TeMe Ha BHATPEIIHUOT OTBOP
Ha MHrBUHAHUOT KaHal. TpujaroJHMKOT Ha OoJKaTa(
Triangle of pain) e orpaHuyeH oy rope co MIEOMyOMYHUOT
TPaKT, a MeJujaTHO ¥ JIONy CO CTlepMaTHYHUTe KPBHU
cajjoBiu. Hu3 Hero momuHyBa (eMOpPaTHHOT HEpB U
TnojlaTepaHo JIaTepaHUOT (heMopaieH KyTaH Heps.
Tpujaronnukor Ha cymounarta (Triangle of doom) e
OrpaHHyYeH JIaTepajHoO O CIIEPMATUYHUTE KPBHHU CaJ[OBH
a MeJijaiHo off IVKTyC feheperc. Hus Hero moMuHyBaat
chemopaHuTe KpBHU cajioBu.( 12, 13)
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Inferior Epigastric Vessels

Femoral Nerve ;
External Iliac Vessels

Cn.2.  Triangle of pain

Inferior Epigastric Vessels

Triangle of Doom
~J

C. 3. Triangle of doom

Koja mamapockorcka TexHuKa jia ce usoepe ?

Op TpuTe mpe3eHTHPaHU JallapOCKOICKU TeXHUKU TAPP
(transabdominal preperitoneal) u TEP (totally extraperi-
toneal) TexHuKHTe ce JieHEC HAjuecTo MPUMEHYBaHMTE.
Cropen, cryauute (14) Kou I'M criopefiyBaaT CKOPO U
lla HeMa 3HauajHa pa3/MKa BO TOCTOTEPATHMBHUOT TeK
W pe3ynTaTd. 3apajii MO3HaBameTO0 Ha XUPyp3uTe Ha
KJIaCMYHUOT JIAMapOCKOIICKM MPUCTAI, MTPerno3HaT/IMBOCTa
Ha MHTpanepuTOHeaJHaTa aHATOMKja M TOMajiaTa KpuBa
Ha yueme ce OfTyuuMBMe jla BU ja mpe3eHTupame TAPP
(transabdominal preperitoneal) TexHukara.

Ce m3Be/lyBa BO OINIITa aHeCTe3Wja CO MPO(UIAKTHUKA
aJIMMHMCTpAIIja Ha eJIHa JI03a Ha aHTHOMOTHK (Hajuecto
tiechaoCTIOPMHCKH) IPeJ] IpBaTa HHIM3Kja Ha KoskaTa.(15)

MManuenToT e Bo Trendelenburg-osa momok6a Ha 10°.

[TpBuoT Tpoakap, 10 MM (K0j € U ONTHYKM ), Ce TI0CTaByBa
cympaymomnukanHo. Ce KOPMCTM OTBOpPEHa METOIa,
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3apaju moronema curypHoct. [lo oTBapawe Ha KojKara,
TMOTKOKATa, aroHeBpo3aTa Ha OenaTta JIMHWja U
NIePUTOHEYMOT HU3 Majla MHIM3Uja Ce BHeCyBa MPBUOT
TpoaKap U ce BOCIOCTaBYBa MHeBMOIePUTOHEYM (0 12
MMHg). [Ipyrata MokHOCT e HU3 Veres-oBa Urfa jia ce
MIOCTUTHE MTHeBMOIIEPUTOHeYM U “crieno” fla ce BHece
TIPBHOT TPOAKap.

[Tox nmamapockor ce TocTaByBaaT PabOTHHUTE TpoOaKapw
HajuecTo 5 MM Ha MeJIMOK/IABUKY/IapHUTe JIMHUM Ha
YMOM/IMKAJTHO HMBO (HEKOM aBTOPU T IOCTaByBaaT Ha
Ha3/IMYHO HUBO).

10 ovn Port foor

/ Telescope

— 5 mm Ports
= for dissecton

Cn. 4. TunuyHu MecTa 3a IOCTaBYBalbe TPOAKapu

Ce ekcIuTopua abJOMMHATHATA TPA3HUHA U MHTBUHA/IHATA
peruja, ce Mpeno3HaBaaT eMUracTPUYHUTE KPBHY CajIOBH,
criepMaTHUHUTEe U JAYKTyC fedeperc. Ce Tpero3HaBa
KUJTHHOT JIe(peKT.

Cn.5. Kunen gedekt(mamnapockomcku nperiep)

Creu MHIIM3Kja HA TIEPUTOHEYMOT Koja ce U3BeJ[yBa Hajl
ropHaTa ITpe/iHa WiKjaKaJHa CIIMHA U ce JI0 KOPeHOT Ha
Me/IMjaJTHIOT YMOM/TMKaJIeH TuraMeHT. [lepuToHeyMor ce
IUCcerupa o TpaHcBep3anHaT (aciiija co MPUKaKyBabe
Ha IIeJIMOT W/IeOTIeKTHHealeH 0TBOP 1 CO 0C/I000/TyBatbe
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Ha uBunuTe 3a 3-4 um. IloTpebHO e fa ce pucerupa
11eJI0 KAJTHO Kece of] elieMeHTHTe Ha (DYHHKY/IYCOT, a Kaj
rojieMy KMJIHU Kecriba More U ia ce peceripa. J/labaBaTa
TpaHcBep3aaHa acuuja, OOMUHO HAJ, [JUPEKTHHUTE
XepHUM ce TIPeBUTKYBa M (DMKCHpa 3a IIeKTEHOT Ha
NyOMYHAaTa KOCKa.

Cn. 6. !eneMeHTH Ha (DYHUKYIYCOT, 2 €U TPUUHH
caloBH, > MHIUPeKTeH fiedekT, ¢ pemMopasHa
rpaHKa Ha reHuTo-(heMopaneH HepB

[loToa crmeau MOCTaBYBameTO HAa HAjuecTo IPOJIEHCKa
Mpeska co mumensuu 10-15 1M Koja Tpeba Jja ro MoKpue
IIe/IMOT WJIeOTIeKTHHe/IeH OTBOP CO MpeKpHBambe Ha
MBMIMTE Off HajMame 3 M. Mpekata ce urcura
Ha TIeKTMHeaJHUOT JIUraMeHT ¥ Ha TopHaTa MBHIIA
Ha Mpexara. Ilpy ukcanmjata Tpeba [ga ce
BHMMAaBa HAa AHATOMCKUTEe CTPYKTYPM KOM MHUHAT HU3
WIeONeKTHHeATHHOT oTBOp. Moke ma ce ¢ukcupa co
1IeBOBHU UJTH CO TaKepH ( METaJTHU WK pecoprTiBHu). Hap
MpesKaTa ce TIPeKpKBa CO IUCEIMPAHNOT TIEPUTOHEYM KOj
ce (hurcupa ucto co meB umn Takepu. (11, 15)

Cn.7. ®dukcanyja Ha mpoTe3aTa

Cn.8. [lokpuBame o MepUTOHEYM

JUCKYCHJA

HampaBuBMe criopefiba Mery 1aapoCKOIICKUTEe TeXHUKH
u omery TEIT u TAIIII TexHUKUTE ¥ KOHBEHI[MOHATHUTE (
OTBOPEHHUTE ) TEXHUKH .

IIpeseHTupaHaTa TeXHWKAa BO OJHOC Ha [PYruTe
JIAMapoCcKOICKKM TEXHUKU MMa MoMas Opoj Ha peLuuBu
KOM Ce JIOKaKaHM BO HEKOJNKY CTYAMH CO CIIHYHI
pesy/TaTu:

Wright et al. 1996 ; Collaboration EH, 2000 ;Sarli et al.,
1997; Schrenk et al. , 1996; Vogt et al. , 1995

[POM 6%
TAPP (n = 1896) 2%
TEP (n=911) 2.6%

Criopepieno co TEP ( 14 ) Hema romeMu pasiuMKM BO
TPaeeTo Ha OIepaTMBHUOT 3adart, IoCToIepaTHBHATa
0071Ka, BpakambeTo Ha HOPMa/IHUTE aKTUBHOCTH

PesyntatTe o CTYIUKMTe BO KOM C€ CIIOPeJyBaHU
KOHBEHIMOHATHITeXe PHAOIIACTAKY 1 TAIIaPOCKOIICKUTE
300pyBaaT 3a CyreprHOPHHU Pe3y/ITaTH Ha JIAapOCKOIICKUTE
TeXHUKHU. /1 Toa BO OffHOC Ha MocTomepaTHBHATa 0OOJKa
BO TEeK Ha 5 rofuIIHo ciefeme (5), Koe ce nBisky of 11%
cripema 21.7% Bo mpBata rojuHa jio 1.9 %crpema 3.5% Bo
nerraTaroguHa.BoogHoc HaocTaHATHTE HOCTOIIEPATUBHU
KOMIUTMKaLuu uMa 4.5% BO KOHBeHIMOHA/HATa Ipymia
cripemMa 3% BO JlalapoCKOICKaTa, a peKypeHIata Ii0
TpBaTa roguHa e oz 1% Bo obete rpymu. CurHuprKaHTHa
pa3/nKa MMa BO MCIVIIAmBEeTO 07 OOJHKMIA M BPaKambeTo
Ha HOpPMaJIHUTe aKTMBHOCTU. EJMHCBEHO MMa TMOfO/ro
Tpaele Ha OMepaTMBHUOT 3adaT , HO He MpeTCTaByBa
curHnduKaHTHa pa3uka. (4, 6, 7, 10). Bo ogHoc Ha 11eHaTa
MHUIIMjaJTHO JIallapoCKoIMjaTa e ocKara, Ho CMeTaHo €O
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IleHaTa Ha TPOJIYKTUBHOCTA Ha MAL[ieHTHTe Ce eJIMMUHKIPa
MHHUIIMjaTHATa pa3/iiKa Bo 1eHaTa. (10)

Bo Peny0mika MakesioHuja mofiaToly 3a O0JIHM JIeKyBa-
HM O] MHrBMHA/IHA KWia ¥Ma [0 nepuopn op 2006
(cmopep LlenTaport 3a JaBHO 37paBje), co mopact o 100
XepPHUOIIIACTUKM cekoja ropuna of 2001 no 2006 kora
1MaMe BKYIHO 1851 ( criopei FOMIIHIOT HOPAcT CMeTaMe
meka B0 2012 uma oxony 2000 xepHHOIIACTUKY) . BpojoT
Ha MIaCTUKK Ha MHTBUHAJHA Kula Bo 2012 Bo KnuHuuka
oonuuiia Iltun usHecyBan 235 ( HeMa J1amapoCKOICKM),
a Ha Knunuka 3a [lurectuBHa xupyruja Bo Ckomje 147,
of HUB caMo 4 ce yamapockorcku (paborenu co TAIIII).
CeyluTe Hema cUCTeMaTM3UpaH W CEepPUO3eH MPUCTAIl
KOH BOBE/IyBalbeTO Ha JIaMapoCKONCKaTa ITacTHKa Ha
MHIBMHAJIHA Kila Bo P.MakeoHuja.

KAKBA E NJTHNHATA

MuHMMaIHO MHBA3MBHHUTE XUPYPLIKK TEXHUKH TIOTOEKa
TIPeoBIa/[yBaaT BO CHTe XUPYPIIKU rpaHKku. HamaneHnor
TeporepaTHBeH CTPeC ¥ COOJJBETHO Ha TOA HaMaJIeHUOT
TIOCTONEPATHBEH  OArOBOP HAa  WMCTHOT  OBO3MOKH
TMOeJIHOCTaBHA KOHTpPola Ha Oonmkata W CKpaTeH
TOCTONepaTHBEH Tek . JlamapocKorncKaTa XepHAOIUTACTHKA
ce TIOKaka Jieka e MeTofla Koja Tpeba fla ce BOBejie BO
TPeTMaHOT Ha WHIBUHATHUTE XepHUW.Bo CBETOT OKomy
20% of MIACTUKUTe Ha MHTBMHATHA KUJIa Ce M3Be/lyBaaT
J1anapocKoIcKu. PesyntaTute Koy Oea Mmpe3eHTUPAHHU Ce
BO TpaBel] Ha JTallapoCKOIMjaTa , HO HEej3UHO PYTHHCKO
M3Be/TyBambe Ke CTBOPY MCKYCHU THMOBH KOM VIIITe TIOBEKe
Ke T ofj00paT CeralrHuTe pe3yiTaTH .

Bpeme e Bo MakefjoHuja /la ce MoOCTaBaT 3/IpaBU
OCHOBU Ha eJleH CHCTEMATCKU U IUIAaHCKM pa3Boj Ha
MUHMMAJTHO MHBa3MBHATA XUPYPruja Kou Ke ro HairpajiaT
TPaJIULIMOHATHAOT XU PYPLIKU TPETMaH U IOCTOTepaTUBHA
Hera JI0 eJleH COBpeMeH CBETCKH TPeH[I .
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CHALLENGES OF LAPAROSCOPIC INGUINAL HERNIA REPAIR
Aleksandar Mitevski !, Svetozar Antovic 2,
Ognen Kostovski 2, Kemal Rusiti 2, Nikola Jankulovski 2

Klinica Hospital Stip
2 University Klinic for digestiv surgery, Skopje

SUMMARY

Introduction of minimal invasive surgery, laparoscopy, brought out huge leap in surgery. Peroperative stress
declined, the control of pain and postoperative course was simplified. It cuts off the costs and shortened the
postoperative inability to return to work. World wide it is recognized and routine but in Macedonia there is
no fundamental, profound approach to laparoscopic ingunal hernia repair .

Our goal is to present and compeer the data in literature and individual studies concerning laparoscopic
approach in inguinal hernia repair. Thus show the benefits and make it more familiar approach when
choosing the technique for inguinal hernia repair.

Key words: inguinal hernia, minimal invasive surgery, laparoscopic surgery.
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PERDORIMII TRANSPLANTEVE KOCKORENE DEMTIMET E MAKSILLES
DHE MANDIBULES, SHKAKTUAR NGA ARMET E ZJARRIT

Lozana Binjaku', Ramazan Isufi'

ISpitali Qéndror Universitar Ushtarak Shqipéri - Tirané
Medicus 2013, Vol. 18 (1): 142-145

REZYME

Hyrja: Armét e zjarrit shkaktojné démtime té médha kockore té mandibulés e maksillés, gé shogérohen edhe
me humbje té médha indesh té forta e té buta, zévendésimi i té cilave kérkon zévendésimin e kétij defekti me
transplante kockore dhe plastiké té indeve té buta.

Objektivi : Pérmes kétij studimi retrograd do té pasqyrojmé vecorité, klinikén, diagnostikimin e planin e
trajtimit né pacienté me démtime masive té maxillés e mandibulés me humbje fragmentesh kockore.

Materiali dhe metoda: Né studim jané pérfshiré dy pacienté té moshés 23 vie¢ dhe 44 vje¢ démtuar me armé
zjarri né regjionin maxillar (K.Gj - i pari, dhe L.M - i dyti), té cilét u trajtuan né Repartin e Kirurgjisé Oro-
Maksillo-Faciale né Spitalin Qendror Ushtarak - Tirané.

Rezultatet: Pacientéve fillimisht iu jané siguruar rrugét e frymémarrjes, (me trakeostomi - pacienti i pare)
dhe (hegjen e trupave té huaj - pacienti i dyté), e u éshté ndaluar hemoragjia me suturime e mé pas i jané
nénshtruar interventit kirurgjikal duke zévendésuar defektet me transplant té oss iliake, e cila éshté fiksuar
me minipllaka titaniumi.

Konkluzioni: Démtimet kockore me armé zjarri éshté véshtiré té trajtohen me reponim té thjeshté té
fragmenteve, pasi krijohen mungesa kockore, késhtu gé pérdorimi i transplanteve né defektin e krijuar

rikthen funksionin, estetikén e ushgyerjen normale.

Fjalét kyc: transplant, kocka iliake, minipllaka titaniumi.

HYRJE

Démtimet maksillo - faciale nga armét e zjarrit jané
démtime gé shogérohen me humbje kockore, humbje té
indeve té buta, prishje té funksionit e estetikés, késhtu
qé restaurimi funksional e kozmetik i kavitetit oral éshté
njé sfidé e vazhdueshme pér kirurgjiné rikonstruktive(1).

Qéllimi kryesor i kétyre rikonstruksioneve éshté té
rivendosin aftésiné e sfinkterit té gojés, pamjen e
méparshme té fytyrés, okluzionin e rregullt dentar e té
lejojné lehtésimin e pértypjes, e ushqyerjes e té folurén
normale (1). Disa autoré mbrojné teoriné e ndérhyrjes
né njé stad pér rikonstruksionin e té gjitha strukturave
té prekura (2-4). Disa té tjeré pérkrahin trajtimin
jooperativ (jo té menjéhershém té démtimeve (6-11).
Fillimisht kontrollohen rrugét e frymémarrjes gé mund
té bllokohen nga gjaku, trupat e huaj, té vjellat. Né rastet
urgjente aplikohet trakeostomia (9) e pastaj vazhdohet
me rikonstruksion kirurgjikal.
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QELLIMI I PUNIMIT

Perdorimii transplaneve kockore né démtimet maxillare e
mandibulare me humbje fragmentesh e indesh shkaktuar
me armeé zjarri me géllim qé té rikthehet pamja normale,
funksioni, té folurit né njé kohé sa mé té shkurtér e sa mé
perfekte.

MATERIALI DHE METODAT

Né kété punim retrospektiv jané marré né studim rastet
e dy pacientéve meshkuj té démtuar me armé zjarri né
regjionin e fytyrés té shtruar e trajtuar né Repartin e
Kirurgjisé Oro-Max-Fac né Spitalin Qendror Ushtarak
- Tirané. Pacienti K.Gj, mosha 23 vjec me nr. Kartele =
7337 me démtime maxillare (foto 1), e pacienti L.M, mosha
44 viec me N. Kartele = 2868 me démtime maxillare e
mandibulare (foto 2).

Né té dy rastet pacientét kané pasur démtime kockore
me humbje fragmentesh. Pacienti i paré éshté paraqitur
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direkt pas démtimit, kurse i dyti éshté paragitur pas 12
orésh. Pacienti K.Gj éshté paragitur né gjendje té réndé e
me njé rrugé té plumbit nga regjioni zygomatik djathtas né
regjionin distal té maxillés e pastaj plumbi éshté gélltitur,
duke kaluar né ezofag, stomak e ka dalé pas 10 ditésh
me jashtégitje. Pacienti L.M eshté paragitur né gjendje jo
té réndé me plagé masive faciale majtas, me démtim té
mandibulés, maxillés me humbje kockore, indesh té buté
e dhémbésh. (foto 2)

*
=3
=3
~

Foto 1

REZULTATET

Pacienti i paré i éshté nénshtruar ekzaminimeve (CT-
koke, CT-toraxi,....) dhe pér arsye té gjendjes sé réndé e
véshtirésisé né frymémarrje i éshté béré trakeostomia
urgjent, kurse pacienti i dyté i éshté nénshtruar
ekzaminimeve si vijon CT-capitis, ECHO abdominal e
grafi mandibule e pér arsye té hemoragjisé sé madhe
nga plaga massive e fytyrés iu bé urgjent pérpunimi i
plagés né 3 shtresa (mukozale, muskulare, dermale).
Pacientét u trajtuan me antibiotiko-terapi, getésues,
vitamina e perfuzione deri né pérmirésimin e gjendjes
sé pérgjithshme e uljen e edemés e pas 4-5 ditésh i jané
nénshtruar ndérhyrjes kirurgjikale. Fillimisht éshté
derdhur modeli i masés sé marré né vendin e defektit e
éshté béré matja e defektit pér té pércaktuar pérmasat e
transplantit (foto 3).

Foto 3

Si transplant éshté pérdorur kocka iliake e veté pacientit.
Interventet kirurgjikale jané kryer nén anesteziné e
pérgjithshme dhe né bashképunim kirurgu oro-maksillo-
facial dhe kirurgu ortoped. Pas hegjes né pérmasa té
caktuara té kockés iliake nga ortopedi (foto 4 foto 5)

Foto 4 Foto 5

transplanti vendoset né sol fiziologjik pérzier me gjak nga
veté pacienti (foto 6).

~

2009/06/20

Foto 6

Pastaj u kalua né vendin e defektit, i cili éshté liruar nga
mukoza me lembo. Pérshtatet transplanti né vendin e
defektit e pas shpélarjeve té plagés operatore me sol
fiziologjik me sasi té bollshme béhet fiksimi i transplantit
me kockén e shéndoshé me minipllaka + vida titanium té
Strajkerit (foto 7, 8).

2009/06/20

Foto 8

Foto 7

Pastaj kocka u mbulua me mukozé me teknikén e
rréshqitjes. Lembat siguruan mbulimin total té kockés
(foto 9, 10).
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Foto 10

Foto 9

Periudha postoperatore ka gené e miré. Fshté trajtuar me
mjekim lokal té plagés operatore me ujé té oksigjenuar
+ sol fiziologjik + betadiné + rifociné. Hospitalizimi ka
zgjatur 10 dité. Pacientét kané dalé nga spitali né gjendje
té pérgjithshme e lokale shumé té miré.

DISKUTIMI

Demtimet maxillo-faciale nga armet e zjarrit shogerohen
me demtime masive te indeve te buta dhe atyre kockore,ne
shumicen e rasteve me humbje te fragmenteve e cila
kerkon zevendesimin e tyre per te siguruar vazhdimesine
kockore,formen e funksionin normal te tyre.Sipas
literatures perdorimi i grafteve kockore eshte shpesh
e nevojshme per te rivendosur kocken ge mungon
ne vend duke marre material prej nje vendi tjeter. Ky
material kockor mund te merret nga trupi i vete pacientit
(autograft), nga kadavrat njerezore (allograft),me origjine
nga kafshet(xenograft) dhe material sintetike.Vendosja
e grafteve kockore autogenoze eshte nje teknike qe ka
avantazh ne potencialin osteogenetik,ruajtjen e formes
e kufijve kockore duke perdorur bllok kockor,e afte te
korrigjoje deformimin e formes e mases dhe eliminon
mundesine per nje reaksion imunogjenetik.Disavantezhet
lidhen me krijimin e nje plage tjeter ne vendin donator
te kockes,rezorbimin e paparashikuar te kockes si dhe
veshtiresite ne menaxhimin e mbuleses se indit te bute.
Kjo rrit kohen e trajtimit dhe riskun per efekte anesore.
Megjithate graftet kockore autogenoze jane konsideruar
si materjale ideale per procedurat rikonstruktive(10 )
Sipas literatures principet ge i bejne graftet kockore te
kene sukses janel)Reagimi kockor i cili udheheq rritjen
kompesuese te kockes natyrale,(2) Stimulimi kockor
ge inkurajon qelizat e padiferencuara te kthehen ne
osteoblaste active dhe (3) Osteogjeneza ku gelizat kockore
ne materjalin e graftit kontribojne ne rimodelimin e
kockes.Jane sugjeruar disa vende dhenese per grafte
kockore,por kreshta anterior e kockes iliake eshte me e
zakonshmja e perdorur (11) Kjo kocke mund te siguroje
nje sasi te madhe kockore dhe ajo eshte nje vend donator
mjaft i shendetshem. Keto parametra e bejne kreshten
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anteriore iliake zgjedhjen e pare per vendin e graftit.

Sipas opinionit toné, kur armét e zjarrit shkaktojné
démtime kockore me humbje fragmentesh, reponimi

i fragmenteve té mbetur me minipllaka nuk éshté

rruga e duhur pér trajtimin, sepse nuk realizon as
funksionin, as estetikén. Pérdorimi i transplanteve (té
llojeve té ndryshme) e reponimi e fiksimi i tij me pjesén
tjetér kockore me minipllaka titanium éshté rruga mé e
favorshme pér té plotésuar té gjitha kriteret. Transplanti
duhet té modelohet sa mé miré gé té keté kontakt
maksimal né té gjitha anét ku do té fiksohet me kockén
ekzistuese. Mbulimi plotésisht i transplantit kockor me
lembo mukozale éshté domosdoshméri pér jetégjatésiné
e transplantit. Eshté zgjedhur kocka iliake, e cila sipas
literaturés (9) paraget njé lidhje mé té miré vertikale
me kockén e mbetur e siguron njé rezultat mé té miré
protetik (9).

PERFUNDIMI

Démtimet maksillare e mandibulare nga armét e zjarrit
té llojeve té ndryshme, né shumicén e rasteve kérkojné
pérdorimin e transplanteve kockore. Pérdorimi i kockés
iliake si transplant pérdoret né pacienté me moshé té re
dhe ata gé kané té ruajtur lartésiné e duhur mandibulare
(9). Trajtimi me transplant kérkon higjiené maksimale té
gojés, mjekim lokal té vazhdueshém pér 1javé-10 dité pér
té ruajtur rezultatet e arritura né momentin e paré.
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THE USE OF OSSEOUS TRANSPLANTS IN DEMAGES OF MAXILLA AND MANDIBLE CAUSED
BY FIREARMS.

Lozana Binjaku', Ramazan Isufi!

'Military University Central Hospital Albania - Tirana

SUMMARY
Resume

Introduction: Firearms caused a big damage of mandible and maxille bones that was associated with loss of
soft and strong tissue, replacement of which requires osseous transplants and plastic of soft tissue.

Objective: Through this retrograde study with reflect features clinic, diagnosis and the treatment plan in
patients with massive injuries of maxilla and mandible with loss of osseous fragments.

Material and methods: The study involved two patients (one was 23 old years and the other was 44 old years)
damaged by firearms in maxillar region (the first) and in maxillar and mandibular region (the second), who
were treated in department of ORO - MAX - FAC Surgery in Hospital Central Military of Tirana- Albania.

Results: The first patients were secured the airways with tracheostomy (the first) and removal of foreign
bodies (the second). They have undergone surgical intervention, replacing defects with transplant of osseous
iliace wich are fixet with titanium plates.

Conclusion: Osseous damage by firearms is difficult to be treated with simple fixation of fragments, because
it will create osseous lack, so use of transplantes in the created defect restores the function, esthetics and
normal nutrition.

Key words: transplants, oss iliace, titanium plates.
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MYASTENIA GRAVIS ASSOCIATED WITH PARANEOPLASTIC SYNDROME
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ABSTRACT

Paraneoplastic neurologic disorders can affect any part of the nervous system. Rarely, the motor neuron or
motor axons may be affected in patients with cancer, leading to clinical signs and symptoms that resemble
ALS. Myasthenia gravis (MG) is the prototypic autoimmune disorder of the nervous system. In most cases, MG
is an idiopathic disorder, and the events leading to the production of acetylcholine receptor autoantibodies are
not known. About 15% of the patients have a paraneoplastic form of MG associated with a thymic neoplasm
(thymoma). Patients with paraneplastic MG typically have late-onset generalized MG and require long - term
immunosuppression. Another form of neuromuscular junction disorder, the Lambert - Eaton myasthenic
syndrome, often occurs a as a paraneoplastic manifestation of small cell lung cancer. Together, MG and
Lambert - Eaton syndrome are the most common paraneoplastic neurologic disorders.

Keywords: Paraneoplastic neurologic disorders. Myasthenia gravis, thymoma, long term immunosuppression.

INTRODUCTION

Paraneoplastic neurologic disorders are diseases of
nervous system that occur in association with cancer
but are not due to direct effects of the tumor or its
metastases. These disorders are causes by remote effects
of malignancy believed to be mediated by immune
system. The mechanism likely involves the expression
of antigens by the tumor that stimulates an immune
response involving T cells , antibodies, or both, that is
directed against not only tumor cells but also neutral or
nerve/muscle cells.

An association of MG with thymic tumor first was
reported in 1903 (Laquer,1903) (1). As many as 40% to 50%
of patients with thymoma have MG, and approximately
15% of patients with MG have thymoma (Thomas
CR,1999)(2). MG is caused by autoantibodies against
postsynaptic nicotinic acetylcholine receptors (AChRs) at
neuromuscular junction (Willcox,1993) (3). The resulting
deficit in neuromuscular transmission results in the
characteristic symptoms of weakness and fatique of
bulbar and proximal muscles.

Paraneoplastic MG is clinically identical to MG without
thymoma with few exceptions. The majority of patients
with thymoma are older than 50 years, with a mean age
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of 55. However, thymoma may be found in myasthenic
patients as young as 20 years and rarely in childhood MG.
The female predominance seen in younger patients with
MG is not evident in paraneoplastic or thymomatous MG.
The symptoms of myasthenia are typically generalized, may
have a more rapid onset, and may be difficult to control
until the thymoma is removed. After appropriate thymoma
treatment, contemporary studies indicate that the prognosis
of paraneoplastic MG is similar to other cases of late-onset
similar to other cases of late-onset, nontymomatous MG
(Bril et al, 1998, de Perrot et al , 2002)4) .

Thymomaisarelativelyrare neoplasm of thymic epithelial
cells, which is unique because of its frequent association
with autoimmunity , probably due to dysregulation
of lymphocyte selection (Morgenthaler et al, 1993)(5).
Thymoma-related autoimmunity also may be caused by
presentation of self -antigens expressed by the neoplastic
cell. Autoractive T lymphocytes may proliferate , leave
the tumor, and stimulate B cells for antibody production.
Unlike the case for tymic hyperplasia, no significant
autoantibody production occurs within the tymus itself.
Other tumors that originate in the anterior mediastinum
(lymphoma, carcinoid) do not demonstrate the same
association with autoimmunity.
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ANTIBODY PROFILES IN PARANEOPLASTIC
MYASTHENIA GRAVIS

Autoantibodies specific for skeletal muscle AChR,
striated muscle antigens as well as neuronal antigens,
are common in patients with thymoma and may be
found even in absence of clinical evidence of MG (Vernino
and Lennon, 2004)(6). Muscle AChR antibodies are the
most commonly detected antibodies with thymoma. In
most studies , all patients with thymoma and MG have
muscle AChR binding antibodies (Lindstrom et al, 1998)
(7). In other words, thymoma is associated with neither
seronegative MG nor musclr - specific receptor tyrosine
kinase (MuSK) antibodies (Leite et al, 2005)(8). AChr
modulating antibodies cause a reduction in surface AChr,
and blocking antibodies are those those that interfere
with the acetylcholine) AChR modulating antibody levels
are generally high in patients with thymoma.

Striational antibodies were the first autoantibodies
recognized with thymoma and MG. These antibodies
recognize muscle cytoplasmic proteins, including titin,
myosin, actin alpha-actinin. Striational antibodies are
detected in a majority of patients - 85% with thymomatous
MG and also in a minority of thymoma patients without
MG (Somnier and Engel, 2002)(9). Other antibodies that
can be found are against glutamic acid decarboxylase
(GADG5),collapsing-response mediator protein (CRMP5),
voltage-gated potassium channels (VGKCs),antinuclear
antibodies, antimitochondrial antibodies and others.

Motive and Purpose: Timely treatment of patients with
Myasthenia gravis which is associated with thymoma
improves the quality of life, reduce complications |,
reduces morbidity on the one hand and prolongs survival
time of the other.

The purpose of the cases is to see the connection of
Myasthenia gravis with thymoma as often paraneoplastic
neurological disease.

Material and Methods: The study is a review of two cases
(case report):

First case:

m Patient 32 years old, female, unemployed.

m The disease began in June 2009 with progressive
bilateral symmetrical ptosis, diplopia in horizontal
view left and right, dysarthria and proximal muscle
weakness of all limbs, mostly in upper limbs. At the
same time, the patient complained of dyspnea with
lower limb swelling.

m Because of the above symptoms the patient is
hospitalized et neurological unit

m Duringhospitalizationaremadeseveralexaminations:
laboratory with normal findings. The creatine kinase
level was elevated. Prostigmine test was positive after
15 minutes with improvement the ptosis, diplopia
and muscle weakness. Echocardiogram revealed
mild dilated cardiomyopathy with reduced ejection
fraction. Chest CT showed a well-encapsulated
anterior mediastinal mass. Conciliar thoracic
surgeon: set indication for surgery

m Before the operation the patient was treated with
corticosteroids, with inhibitors of acetylcholine
esterase and plasma exchange on three occasions.

m Performances improvement of clinical picture with
the withdrawal of neurological symptoms.

m Complete thymectomy is made and after the
operation the patient is set on corticosteroid and
immunosuppressive therapy (azathioprine) and
pyridostigmine with recommended regular audits by
the neurologist and surgeon.

m Ambulatory before surgery was advised to make test
serum present antibodies to acetylcholine receptors.
Serum tests were positive for AChR-binding (12.0
nmol/l) and AChR - modulating ( 96% loss of AChR)
antibodies.

Results: the patient is with stable clinical picture of the
disease and set regular therapy for Myasthenia gravis

Comments and discussion: even though this patient
is young, the subacute onset of severe generalized
form of Myasthenia gravis as well as the presence of
serum antibodies raises the suspicion of paraneoplastic
Myasthenia gravis related to thymoma. The coexistence of
myocarditis has increased the likelihood of the presence
of thymoma.

Second case:

m Patient 76 year old, man

m The first symptoms of disease have occurred in
October 2011 with an intense dry cough

m Because of the above symptoms the patient is
hospitalized et internal unit.

m During hospitalization are made several
examinations: laboratory with normal findings, but
the sedimentation was elevated. X ray chest showed
expansion of anterior mediastinum and advised
to make chest CT. Chest CT showed large anterior
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mediastinal mass with indistinct margins encasing
the great vessels as well as pleural metastases.
Conciliar thoracic surgeon: set indication for surgery

m He underwent subtotal resection of en invasive
thymoma followed by radiation therapy.

m Before surgery and 6 months later the patient had no
neurological symptoms of Myasthenia gravis

m Six months later, he came to neurologist with
progressive dysphagia, dyspnea and proximal muscle
weakness. Neurological examination demonstrated
moderate weakness of m .orbicularis oculi, neck
flexors and proximal limb muscles after performing
tests of neuromuscular fatiguing.

m Ambulatory before surgery was advised to make test
serum present antibodies to acetylcholine receptors.
Serum tests were positive for AChR-binding (4
nmmol/l) AChR - modulating (100% loss of AChR) and
striational antibodies.

m Repeat chest CT showed residual thymoma in
anterior mediastinum encasing the great vessels
as well as pleural metastases. Prostigmine test was
positive after 15 minutes with improvement in limb
and neck strength, but swallowing and respiratory
symptoms persisted.

m The patient is set on corticosteroids, immunosup-
pressive therapy and physiostigmine with regular
controls et neurologist and surgeon.

Results: the patient is with stable clinical picture of the
disease and set regular therapy for Myasthenia gravis. In
the same time he is monitored by the surgeon and internist
because of symptoms from local tumor invasiveness.

Comments and discussion: However, in about 2% of
cases , the first Myasthenia gravis symptoms develop
after the initial treatment of thymoma. One - third of
thymoma cases are diagnose during evaluation of chest
symptoms such as cough or dyspnea. All autoantibodies
can be present in patients with thymoma who have no
signs or symptoms of Myasthenia gravis, and they do not
necessarily indicate that Myasthenia gravis will develop
later. In cases of malignant thymoma that fail initial
therapy, however, the prognosis is guarded because of
local complication of invasive tumor. Chemotherapy has
been shown to improve survival in metastatic thymoma.
With invasive thymoma, symptoms of dysphagia and
dyspnea may be attributed to damage to the phrenic
or recurrent laryngeal nerves from tumor invasion,
radiation or surgery rather than Myasthenia gravis.
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Because of that those symptoms may not respond to
Myasthenia gravis therapies.

The relapse rate for encapsulated tumors is less than 5%
but the relapse rate is much higher for invasive or more
malignant tumors. Thymoma recurrence can be heralded
by worsening of myasthenia or the appearance of other
paraneoplastic phenomena.

Postoperative radiotherapy is used for invasive malignant
thymoma or other incomplete resection. Radiotherapy
alone in unresectable, widely invasive disease can
produce local disease control with a 5 year survival rate
of 45% to 50%.

Conclusion: Thymomatous MG was considered to be
more severe and refractory to treatment than MG
without thymoma. This observation probably reflected
the older age in these patients, or coincidence of other
autoimmune conditions .Recent case series show no
significant difference in long - term MG prognosis related
to the presence of thymoma. Likely factors leading to
this improvement in outcome are advances in diagnostic
imaging that allow earlier detection of thymoma,
improvements in thymectomy techniques, and better
perioperative myasthenia management.
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MUACTEHH]JA TPABHC ITPUIPYKEHA CO TAPAHEOIUTACTHYHUOT CHHIPOM
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ABCTPAKT

[TapaHeorutaCTUUHWUTE HEBPOJIOIIKU TIOPEMETYBaba MOyKaT fla ro 3adaTtaT OUI0 KOj [ies1 0f] HEBPOJIOUIKUOT
crcTeM. PeTKo Kora MOTOPHMOT HEBPOH WJIM MOTOPHUTE aKCOHM MOKAT Ma 6umat acdeKThpaHu Kaj TaiueHTH
CO KaHIlep,HO CeTak MOKOIKY ce 3adataT BOAU 0 T0jaBa Ha KIWHWUKU 3HAIW U CUMITTOMU KOU HAJTMKyBaaT
Ha AmuoTpodnyHa faTtepajHa ckieposa. [pyro 3abosnyBarbe Koe e TMPOTOTUIT 3a aBTOMMYHO 3a00/TyBarbe
Ha HepBHUOT cucTeM e Myasthenia gravis. Bo moBekeTo ciyyaeBu eTHOsIOrMjaTa e WAMOIATCKa M HAaUMHUTE
3a TMPOJIYKI[Mja Ha aBTOAHTUTesIaTa 3a alleTUJIXOJIMHCKUTe pelleNnTopu ceyiiTe He ce mo3HaTtu. Cemak 15% o
rnaLyeHTUTe UMaaT rapaHeorviactuuHa hopma Ha Myasthenia gravis acouupana co TuMoM. IlanpeHTrTe 00MUHO
MIMaaT reHeTasaM3upaHa (opma co JIoleH TIOUeTOK U MCTUTe DapaaT AOJITOrofviieH TpeTMaH CO MMYHOCYTTpecHja.
lpyra dopma Ha HapyllyBambe Ha HEBPOMYCKy/IHaTa cuHarica e Sy. Lambert — Eaton, 1To gecto e nmpuapyskeH
CO CUTHOKJIETOUHUOT KapIMHOM Ha OeyiiTe ApOoOOBUL.

Knyunu 300poBu: [TapaHeoryiacTUUHNUTE HEBPOJIOLUIKK TTOPEMeTyBamha, MuacteHuja rpaBrc, THMOM.
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ABSTRACT

A 4-year-old female child had inspiratory and expiratory stridor, failure to thrive, recurrent respiratory

infection and feeding problems since 1 month of age.

The stridor was not related to her position. At first

she was suspected for laryngomalacia, then was diagnosed with a reflux gastro-esophageal and finally was
diagnosed with a double aortic arch through barium esophageal examination and CT mediastinal. The patient
underwent surgical intervention that consisted of the division of the right aortic arch through a left poster
lateral thoracotomy (3™ intercostal space) approach, intervent that was realized for the first time in Albania.

Keywords: stridor, vascular ring, double aortic arch

INTRODUCTION

Vascular ring represents less than 1% of all congenital
cardiovascular anomalies, and cause respiratory symptoms
or feeding problems. Double aortic arch (DAA) is the most
common vascular ring (40%). Double aortic arch, first
reported in 1737 by Hommel, is due to the presence of
right and left aortic arches encircling and compressing the
trachea and the esophagus. The symptoms are related to
the compression of the trachea, esophagus or both by the
complete vascular ring. This is a case report of a double
aortic arch, presented like inspiratory and expiratory
stridor.

CASE PRESENTATION

A 4-year-old female child was referred to CHU for
evaluation of inspiratory and expiratory stridor. From
the anamnesis resulted that since 1 month of age she
had stridor, frequent interrupted feedings, recurrent
respiratory infection, failure to thrive. She was suspected
for laringomalacia. It was excluded a fistula tracheo-
esophageal and a cystic fibrosis, and was diagnosed with
echography an expressed reflux gastro-esophageal. The
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mother refused many times to make the bronchoscopy.
She was treated with antibioticotherapy, chest physical
therapy and antireflux treatment. It was thought that the
child should be assessed for another pathollogy because
thistherapyisnot working. Echocardiographicevaluation
showed normal cardiac anatomy and a right aortic arch.
ECG findings were normal. Barium esophageal showed
narrowing of the esophagus in the form of the letter S
that suggested the vascular rings (Fig.1 ). Patient was
further evaluated with CT mediastinal which revealed
the origin of two aortic arch from ascendant aorta, with
dominance of right arch, encircling the trachea and
esophagus, that are joined in descendant aorta on the
right position (Fig. 2). The distal trachea and proximal left
bronchus were compressed by the vascular ring. So, the
child represented a double aortic arch which explained
the stridor. The patient underwent division of the right
aortic arch through a left poster lateral thoracotomy (3rd
intercostal space) approach, intervent that was realized
for the first time in Albania. The child was extubated
on the first postoperative day and she was stable and
comfortable without any clinical evidence of respiratory
obstruction or stridor. The patient continues to be free of
respiratory compromise at follow-up of two years.
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Fig.1  Barium esophageal showed narrowing of the esophagus in the form of the letter S

Fig.2  CT mediastinal revealed the origin of two aortic arch from ascendant aorta, with dominance of right
arch, encircling the trachea and esophagus,

DISCUSSION

Complete vascular rings are aortic arch anomalies in
which the trachea and esophagus are compressed by the
aortic arches and their derivatives. Vascular rings were
among the first congenital cardiovascular anomalies
repaired surgically, and surgical management has been
the standard of care for more than 50 years. Robert
Gross performed the first successful surgical division
of a vascular ring in 1945 at Boston Children’s Hospital
through a left antero-lateral chest approach [1].

Anatomically, the ascending aorta arises normally and,
as it exits the pericardium, it divides into two - right and
left aortic arches which encircle the trachea and the
esophagus and reunite posteriorly to form the descending
aorta. Hypoplasia of one of the aortic arches is common
with one arch, more commonly the right aortic arch, being
dominant. Atresia can be uncommonly present in any of
the segments of either of the aortic arches, resulting in

various subtypes of double aortic arch with atresia [5].
The posterior descending aorta formed by the union of
the two aortic arches can be on the left or on the right
of the thoracic vertebrae. This abnormal position can
cause compression of the airway between the pulmonary
artery and the descending aorta postoperatively, leading
to persistence of symptoms following surgery [6].

Patients with double aortic arch can be asymptomatic
or present with symptoms ranging from nonspecific
complaints to life threatening respiratory distress. The
symptoms of stridor breathing, dysphagia, a “barky”
chronic cough, susceptibility to bronchopneumonia, head
retraction, malnutrition, onset during early infancy, and
an increase of respiratory distress during feeding were
described by Wolman et al [1]. Life threatening episodes of
respiratory arrest and apnea have also been described [9].
No sex predilection has been documented in patients with
double aortic arch or its various subtypes. Conventional
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chest x-ray may show indentation of tracheal shadow,
retro tracheal opacity, and anterior tracheal bowing.
Specific radiological signs have been described for barium
esophagography [12]. Barium swallow is diagnostic in the
majority of cases. However, MDCT and MRI have become
increasingly utilized in the diagnosis and evaluation
of aortic arch anomalies, including double aortic
arch [8]. The assessment of the arch dominance and
surrounding tissues in the mediastinum has improved
with these radiological modalities, especially when
the barium swallow is negative, there is innominate
artery compression, or in complex cases. Presently
angiography is rarely indicated or necessary for adequate
evaluation of aortic arch anomalies. Echocardiography is
recommended to rule out associated congenital cardiac
defects [8, 9, 11, 13].

Factors responsible for the aberrant persistence of certain
aortic arch segments have not been clearly identified,
and the pathogenesis of this anomaly remains a mystery.
[12.16]

In a study at the author’s institution, band 22q11 deletions
were found in 3 of 22 patients (14%) with double aortic
arch.[12]. This chromosomal anomaly is associated with
aortic arch anomalies in patients with other forms of
conotruncal heart disease and other isolated vascular
abnormalities, and band 22q11 deletion is likely to be
an important etiologic factor in double aortic arch.
Most such mutations arise de novo, and no recognizable
inheritance pattern is present.

Familial recurrence of double aortic arch has been
reported, supporting a genetic etiology for this anomaly.
Teratogen-induced double aortic arch in animal models
also has been reported. The mechanisms and significance
of these models have not been elucidated. [11.12.16]

Repair is achieved through a left posterolateral
thoracotomy approach, especially those with a dominant
right aortic arch [8-11]. The Mayo Clinic recommends a
right posterolateral thoracotomy approach in patients
with left aortic arch, right-sided descending thoracic
aorta, and right ductus or ligamentum arteriosum; a
double arch with atresia of the right posterior segment;
or when anastomosis of an aberrant right subclavian
artery to the ascending aorta is performed [14]. Backer
and Mavroudis [15] recommend that innominate artery
compression be approached from the right side, with
suspension of the innominate artery to the sternum.
Repair through a median sternotomy is recommended
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when concomitant repair of intracardiac defects is
performed [13, 14].

Post-operative complications include bleeding, vocal
cord paralysis, pneumonia, pneumothorax, chylothorax,
feeding difficulties, and residual respiratory obstruction.
Residual respiratory complaints have been noted in up
to 54% of patients [9-11]. While the residual respiratory
symptoms are usually due to tracheobronchomalacia,
anatomic compression of the trachea by the postoperative
arch and the anterior remnant of the divided arch, or by
midline descending aorta, can be present [7].

Conclusion. In the case of the stridor must be thought
that a possible case could be tracheo-esophageal
compression from a vascular ring, more commonly the
double aortic arch, the clinical suspicion and diagnosis
of which can lead to early surgical intervention and
relief or avoidance of immediate or long term respiratory
complications.
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ABSTRAKT

Njvajzé 4 vjecare paraqiste stridor inspirator dhe ekspirator, vonesé né rritje, infeksione pulmonaré shpeshta,
qé nga mosha lmuajshe. Stridori nuk ishte i lidhur me pozicionin e géndrimit. Fillimisht ajo u dyshua pér
laringomalaci, me pas u diagnostikua pér njé refluks gastro-ezofageal dhe sé fundmi u diagnostikua pér
njé hark aorte té dyfishte, népermjet ekzaminimit me barium té ezofagut dhe CT (skanerit) té mediastinit.
Pacientja iu nénshtrua ndérhyrjes kirurgjikale qé konsistoi né ndarjen e harkut aortik té djathté népermjet
torakotomisé posteriore-laterale (hapesira 3té interkostale), ndérhyrje qé u realizua pér heré té paré né
Shqipéri

Fjale kyc: stridor, unazé vaskulare, hark aorte i dyfishté.
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KARDIOMIOPATIA E SHKAKTUAR NGA TAKIKARDITE

Fatmir Ferati !, Nexhbedin Karemani'
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Medicus 2013, Vol. 18 (1): 154 -158

REZYME:

Né kété punim paragesim rastin e pacientit me kardiopati dilatative dhe fibrilacioni atrial, me té gjitha simptomet
e tij si gé jane dilatim I ventrikulit té maijté, Uljes sé EF(fraksionit ejekcional) té ventrikulit té majté, disinkronisé
sé Ventrikulit té majté, tek I cili koronarografia ishte normale.

Pas aplikimit té dozave té larta té antiarithmikéve, tek pacienti u arrit konversion I fibrilacionit atrial né ményre
medikamentoze nén terapi me kinidin tableta.

Né sinus ritém, tek pacienti u regjistrua normalizim I té gjitha parametrave kliniké té funksionit té zemrés si dhe
rikthimin i ploté i funksionit, madhésise se ventrikulit te majte si dhe sinkronizimit té miokardit té VM.

Per shkak te rikthimit te plote te funksionit si dhe parametrave te ventrikulit te majte,tek I cili koronarografia
ishte normale,ky rast paraget rast tipit te tachycardia induced cardiomyopathy(kardiomiopati e shkaktuar nga

tahikardia)

Fjalét kyc: Fibrilacioni atrial kardiomiopatia congestive, konversion i ritmit

HYRJE E SHKURTE

Kardiopatia e shkaktuar nga takikardia(TSHK) éshté njé
situate mé e rallé, por e cila duhet té merret parasysh
tek pacientet tek té cilét vérehet pérmirsim I funksionit
té zemrés pas kontrollimit té takikardisé ose fibrilacionit
atrial. Né pérgjithsi mendohet se ky lloj ndryshimi
funksional ,paraqitet né situate kur kemi njé takikardi
ose fibrilacion atrial me frekvencé té ventrikulit mbi
120/min, dhe e cila shkaton ndryshime strukturale té
zemrés ,té cilat jané karakteristike pér njé kardiopati
kongestive,me té gjitha karakterstikat, duke filluar nga
dilatimin e ventrikulit té majté si dhe zvoglim e EF té VM.

Si njé ndér mekanizmat té cila munden té sqarojné kété
ndryshim té papritur,éshté zvoglim I koncetracionit
té ATP né nivel té miociteve, e cila ka ndikim direkt né
transportin e joneve té Ca(kalciumit) né miokard , té cilat
jané elementet shumé té réndésishém né kontrakcionin
e miokardit.Pér shkak se transporti I Ca varret nga
niveli I ATP-sé, koncentracioni I té cilit gjaté takikardive
shpejt ulet ,dhe né situatuata kurré ai nuk mundet té
rregullohet,paragiten reperkusione né nivel té EF té
miokardit té VM(ventrikulit té majté).

Gjithashtu te shumé pacienté si element tjetér I cili ka
efekt né EF té VM,éshté dhe paragitja e njé disinkronie té
VM, cila éshté tek disa raste shumé e theksuar dhe e cila
ka njé rezultat direkt né EF e VM.
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PREZENTIMI I RASTIT

Né kété punim analizojme efektin e ndryshimit té ritmit
té zemrés ,dhe até té fibrilacionit atrial(FA) tek pacienti
S.Z 1 moshés 55 vjecare, tek I cili fibrilacioni atrial u
konvertuar pas nje periudhe disamujore.Pacienti né
fjalé kishte episode paraprake pér disa vjeté té atage té
fibrilacionit atrial paroksizmal, té cilat zgjasnin prej disa
oré gjer mé disa dité, dhe té cilat nuk kishin patur efekt
né funksionin e VM gjer atéhereé.

Para 2 vitesh , tek pacienti pér kété shkak u bé stress
testi koronar, I cili ka gené negative.

Por me rastin e fundit, tek pacienti u paragit fibrilacion
atrial I cili zgjati pér njé kohé disamujore.Pas 2 muajsh
tek pacienti u shfagén shenja té dispnesé, ortopnesé,
dispnesé paroksizmale nokturale si dhe té zvoglimit té
fugisé sé pérgjitshme té zemrés.Pér kété shkak pacienti
iu nénshtrua kontrollit ekokardiografik me géllim té
pércaktimit té gjendjes sé miokardit.

Ekokardiografia u bé me ekokardiograf komercial (sondé
S3 me mundési pér harmonic Plus, Sonos 7500 with 3D
option, Philips healthcare, USA). Te gjithé imazhet
2D bardhé e zi jané béré né Harmonic plus opcion dhe
jané percjellé me Net link lidhje me Dicom protokol ne
Softwarin Tomtec.gmbh i cili ka mundesi pér analizat
standarde ekokardiografike si dhe per CPA (Cardiac
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Performance Analysis), e cila éshté e bazuar né speckle
tracking algoritmin (2D strain) si dhe VVI(velocity vector
imaging). Me ané té CPA (cardiac performance analysis)
béhet caktimi I EF mé formulén e modifikuar té Simpsonit
nga apical 4C dhe 3C, masa e VM, si dhe dV/dT-ja(raporti
volum/kohé). Nga pamja parasternale caktohet dhe EF-
ja si dhe dA/dt-ja(raporti siperfage/kohén) ,ku dA/dt-ja
paraget ndryshimin e area né kohé.

Né kontrollin e paré I cili iu bé pacientit, u vértetua shenja

B REREER
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¥

Fig 1 dhe 2

2D strain ne (4C) dhe kolor M
Mode gjaté fibr.Atrial (FA)

Fig 3 dhe 4
2D strain ne SAX dhe kolor M
Mode gjaté fibr.Atrial (FA)

Pér shkak té ndryshimeve té lartpérmendura , pacienti
iu nénshtrua koronarografisé ku nuk u gjetén ndryshime
né nivel té arterive koronare.

Me @éllim té konversionit té fibrilacionit atrial, tek
pacienti pér shkak té refraketritetit ndaj terapise

té dilatimit té VM me zvoglim té EF, si dhe té paraqitjes sé
njé disinkronie té VM.EF I VM gjaté kontrolit té paré ishte
24%, me dv/dt prej 250 ml/sec2 si dhe vlerat té Radial
strain (RS) prej 7,50%, longitudinal strain (LS) prej -4,4% si
the wall delay prej 170 msec.

Né fig 1dhe 2 kemi 2D strain té VM nga prerja apikale 4C
(prerja apikale 4 zgavrove) e né figuren 3 dhe 4 e kemi
nga prerja SAX (prerja parasternale) gjaté episodés sé
fibrilacionit atrial

Vlerat parametrike té 2D strain

4C)gjaté fibr.Atrial(FA)

-

Vlerat parametrike né SAX
(4C)gjateé fibr.Atrial(FA)

standard, u aplikua dhe Quinidin né formé durule, dhe
pas njé periudhe disamujore rezultoi né konversion té
fibrilacionit atrial né sinus ritém.

Mé karakteristike ishte se pas konverzionit té ritmit né
sinus ritém, né ekokardiografin e cila u bé tek pacienti,
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Tabela nr 1
HB/ EF% dV/Dt ne Ra? ial T2P msec | Long % 128/ radmm | T2P |lonmm | T2P Wall
min ml/s2 % msec delay
Pacientime |15, | 94% | 250 mljsec2 | 7,50% | 300 msec | -440% | 238 msec | 17mm 1,3 mm 170 msec
Febratrial
Pacienti me
Fibratrial pas 68/min | 68% | 335ml/sec2 | 23% |224msec | -19% |229 msec | 4,3 mm 5,3 mm 64 msec
con medicam.

u vértetuar pérmisim I ploté I té gjitha parametrave dhe wall delay prej 64 msec.
ekokardiografike duke filluar nga EF I cili kishte vleré Kéto ndryshime shihen dhe ne figurat 56 nga prejte
prej 68%,dV/dT prej 335 ml/sec2, RS prej 23%, LS prej-19% apikale 4C si dhe 7,8 nga prerja parasternale SAX

Foto 5 dhe 6

2D strain ne (4C) dhe kolor M Vlerat parametrike té 2D strain né
Mode pas konversionit té FA (4C )pas konversionit té FA

Foto 7 dhe 8
2D strain néSAX dhe kolor M Vlerat parametrike té 2D strain né
Mode pas konversionit té FA SAX)pas konversionit té FA
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Pér shkak té pérmirsimit komplet té funksionit té
ventrikulit té majté, térhjekjes té gjitha shenjave té
kardiopatisé kongestive, si dhe koronarografisé negative,
e cila e menjanoi mundésiné e egzistimit té kardiopatisé
ishemike, ky rast paraget rast tipit té kardiopatisé
té shkaktuar nga takikardia(tachicardy induced
cardiopathy), e cila si situate klinike éshté mé e rallé , por
pér té cilén duhet té mendohet né rast té térhjekjes sé
ploté té shenjave té insuff kongestive pas regullimit té
ritmite té zemrés

DISKUTIMI

Né tabelén 1, munden té shihen parametrat hemodinamik
té zemrés gjaté fibrilacionit atrial si dhe né sinus ritém.

Nga kéto numra ,shihet qarté niveli I pérmirsimit té
parametrave té VM .Gjersa né kohén kur pacienti ishte
né fibrilacion atrial kishim vlera té ulta té vlerave si
EF, RS (Radila strain), LS(longitudinal strain) si dhe té
dV/dT, né sinus ritém vlerat e fituar te I njéjti pacient
jané normale dhe kemi njé pérmirsim shumé té madh
(EF nga 23% né 68%,dV/dT prej 250 né 335 ml/sec2,té
RS prej 7,5% né 23% si dhe té LS prej -4,4 % né -19%). Njé
ndér karakteristikat tjera e cila regjistrohet né kété rast,
dhe e cila ka efekt té madh né funksionin e VM, jané dhe
paragitja e disinkronisé gjaté fibrilacionit atrial, gjaté sé
cilit wal delay ishte 170 msec ,e né sinus ritém éshté prej
64 msec,dhe e cila flet pér njé sinkronizim shumé mé
té miré pér gati 3 heré gjaté sinus ritmit né dallim prej
fibrilacioni atrial.

Nga ky rast mundet té shihet réndésina e konvertimit
té ritmit té zemrés tek pacientét té cilét kané shenja té
kardiopatisé kongestive ,por pa elemente té cilat mundet
té sqarojne paragitjen e saj si qé jané semundja ishemike
ose ndonjé sémundje tjeter e zemrés.

Mundet té konkludojmét se né raste té kétilla si rasti I
sipérpérmendur, duhet té ndérmeren té gjitha hapat

té cilat jané té nevojshme té regullohet ritmi I zemrés,
per shkak té faktit se ky regullim ka mundési tek disa
raste té kthen funksionin e zémrés né normale, dhe e cila
mundet pacientéve tu mundéson njé jeté normale, pa
shenja té dobésisé sé saj.
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TACHICARDIA INDUCED CARDIOMYOPATHY -CASE STUDY

Fatmir Ferati , Nexhbedin Karemani

(linical Hospital -Tetova

RESUME

In this study we present the case of the patient with dilatative cardiopathy and atrial fibrillation with all the
symptoms like dilatation of the left ventricle, decrease of the left EF ventricle, dyschronia of the left ventricle
who has a normal coronagraphy.

After the application of big doses of antiarithmics,medicamental conversion of the atrial fibrillation was
achieved under the therapy with quinidine tablets.

In the sinus rhythm, normalization of the clinical parameters in the heart function was registered at the
patient with total reversion of the function, size of the left ventricle and the synchronization of the LV
myocardium.

Because of the full reversion of the function and parameters of the left ventricle in which the coronagraphy
was normal, this is the typical case of tachycardia induced cardiomyopathy.

Key words: Atrial fibrillation, Congestive cardiomyopathy, Rhythm conversion Tachycardia induced
cardiomyopathy
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EPILEPSIA ME MAJA DHE VALE TE VAZHDUESHME GJATE GJUMIT TE
NGADALSHEM

Naim Zeka, Ramush Bejiqi, Abdurrahim Gérguri, Ragip Retkoceri

Qendra Klinike Universitare, Klinika e Pediatrisé, Prishtiné, Kosové
Medicus 2013, Vol. 18 (1): 159 -162

REZYME

Né kété punim éshté prezantuar njé rast me epilepsi me maja dhe valé té vazhdueshme gjaté gjumit té
ngadalshém - Epilepsy with continuous spikes and waves during slow- wave sleep (Epilepsy with CSWS) qé
hyn né grupin e encefalopative epileptogjene. Edhe pse raste té rralla, ky grup sémundjesh paraget problem
té madh né kuptim té diagnostikimit dhe trajtimit adekuat pér té parandaluar sekuelat neurologjike.
Epilepsia me maja dhe valé té vazhdueshme gjaté gjumit vecohet nga paragitja klinike e atageve té formave
té ndryshme, té manifestuara me ndryshime karakteristike elektroencefalografike ku dominojné grupe té
vazhdueshme té komplekseve majé-valé (slow-wave - SW complex) edhe até vetém gjaté gjumit. Vecori e késaj
epilepsie éshté edhe rezistenca né terapiné antikonvulsive, ashtu qé duhet pérdorur politerapi pér dominim
edhe pse jo té ploté té atageve konvulsive. Shpesh, krahas ndryshimeve elektroencefalografike (EEG) edhe
gjaté rezonancés magnetike té trurit ( MRI) vérehen ndryshime né masén trurore, sidomos té lobit frontal dhe

atij temporal.

Fjalé kyq: Epilepsia me maja dhe valé té vazhdueshme gjaté gjumit, lobi frontal, komplekset majé-valé.

HYRJE

Bén pjesé né grupin e encefalopative epileptogjene qé
karakterizohet me status epileptik gjaté gjumit me valé
té ngadalshme.

Karakterizohet me valé dhe maja té vazhdueshme gjaté
fazés non rapid eye movement (NREM) té gjumit,me
démtim neuropsikologjik dhe atage té shpeshta
konvulsive.

Fillimi i sémundjes sillet prej moshés 2 muaj deri 12 vjet
me pikun e paragitjes né moshat 4-5 vjet.Si rregull ataget
e para paragiten natén. Anomalité e EEG fillojné 1-2 vjet
pas fillimit té atageve konvulsive.

Meé shpesh preké meshkuit se sa femrat (62%). Prevalenca
éshté 0.5% te té gjithé fémijét me sulme (2).

ETIOLOGJIA

Deri mé sot nuk éshté sqaruar etiologjia e késaj sémundjeje
por mendohet se mé shumé prekeé fémijét me ¢crregullime
té zhvillimit té kores trurore. Mé shumé se njé e treta e
pacientéve me epilepsi CSWS kané crregullime té kores
trunore me atrofi té njéanshme té korés kortikale,
porencefali dhe format tjera té zhvillimit té kores sé
trurit. Zakonisht nuk ka lidhje me historité familjare
me epilepsi. Né raste té rralla sé bashku me epilepsiné
rolandike mund té paraqgiten né té njejtén familje.

Gjysma e fémijéve té prekur kané pasur zhvillim
normal para fillimit té sémundjes. Pjesa tjetér kané
pasur probleme perinatale,atage konvulsive gjaté
periudhés neonatale apo probleme tjera pércjellése me
hemiparezé,tetraparezé,ataksi dhe probleme gjuhésore.

MANIFESTIMET KLINIKE

Gjaté pércjelljes afatgjaté té té sémuréve me CSWS nga
shumé autoré (2,3,4) éshté vérejtur se sémundja kalon
népér tre faza:

m Faza e paré éshté para zbulimit té CSWS edhe
até fillon me sulme gjaté natés edhe até sulmet
jané té njéanshme dhe mé té gjata se 30 minuta
( status epileptik hemiklonik). Né rastet tjera
sulmet mund té jené sulme fokale komplekse
klonike,mioklonike,qendrore etj.

m Faza e dyté zakonisht fillon 1-2 vjet pas sulmit té paré.
Zbulimi i CSWS ndodh pér shkak té shpeshtésisé sé
sulmeve dhe bérjes sé EEG né gjumé. Kohézgjatja
aktive e CSWS éshté nga disa muaj deri né 6-7
vjet. Pacientét mund té kené forma té ndryshme té
sulmeve,kétu béjné pjesé hemikonvulsionet,sulmet
mioklonike,statusi epileptik, etj. Mbi 90% té
pacientéve sulmet i kané natén edhe até disa sulme
gjaté njé nate. CSWS né regjionin frontal shkaktojné
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hyperkinesi,agjitacion,hutim e deri te psikozat
e ndryshme. Crregullimet motorike shkojné me
ataksi,hemiparezé ,dysarthri dhe dyspraxia.

m Faza e treté karakterizohet me pérmirésim té
giendjes klinike po shumé rrallé fémijét i kthehen
normalitetit mendor mesatar,shumica e kétyre
fémijéve kané sekuela neurologjike té pérhershme.

DIAGNOZA

Kriteri kryesor pér diagnostikimin e sémundjes jané
ndryshimet né EEG edhe até né EEG e cila realizohet né
gjendje té zgjuar, né gjumé dhe video EEG.

EEG né fazén e paré karakterizohet nga ndryshime
multifokale té majave né dy té tretat e pacientéve té
lokalizuara fronto-temporal, centro-temporal e mé pak
parieto-occipital.

EEG né fazén e dyté paragitet me model karakteristik
gjaté gjumit me CSWS té vazhdueshme gjaté fazés NREM
té gjumit. Pérqindja e CSWS éshté mé e koncentruar gjaté
ciklit té paré té gjumit me frekuencé 1.5-2.5 Hz. Ky model
éshté gjetur né moshat 4-14 vjet. Pérgindja e CSWS éshté
mé e theksuar gjaté fazés sé paré té gjumit (95-100%).
Regjistrimi i EEG éshté cilésuar si tipari kryesor pér
diagnostikimin e CSWS.

Me kalimin e kohés shkarkimet gjaté gjumit né EEG
béhen mé té rralla dhe deri te normalizimi i EEG mund
té kaloj njé kohé deri 15 vijet.

Procedurat diagnostike qé aplikohen jané ato imazherike
si tomografia kompjuterike (CT) e trurit, MRI e trurit
ku mé shumé se njé e treta kané crregullime té
imazhit (atrofi kortkale, porencefali). Positron emission
tomography (PET) zakonisht éshté normale te pacientét
me MRI normale.

DIAGNOZA DIFERENCIALE

Me sindromén Landau-Kleffner béhet sepse te sindroma
Landau-Kleffner ndryshimet né EEG jané gjaté natés por
nuk éshté si rregull. Ndryshimet né sindromin Landau-
Kleffner jané bilaterale né lobet temporale ndérsa te
CSWS jané né lobet frontale. Né CSWS krahas retardimit
mental mund té manifestohet edhe me absans atipik.
Né kéto raste duhet béré dallimi me sindromin Lennox-
Gastaut, por kétu sulmet jané tonike té cilat nuk
paragiten te CSWS.

Shkarkimet epileptike rrallohen né moshén e
adoleshencés. Ngecjané aspektin e zhvillimit psikomotorik
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pérkon me kohén e paragitjes sé shkarkimeve dhe
kohézgjatjen e tyre. Crregullimet kognitive dhe té sjelljes
tregojné pérmirésim i cili fillon pas pérmirésimit té CSWS
por shérimi éshté i ngadalshém dhe shpesh i pjesérishém.
Shumica e fémijéve té prekur kurré nuk kthehen né
giendjen normale.

MJEKIMI

Rekomandimet e ILAE (International League Against
Epilepsy) konsiston né pérdorimin e valproateve té
kombinuaramebenzodiazepine dhe ethosuximid. Terastet
shumé rezistente pérdoren edhe adrenokortikosteroidet -
adrenocorticosteroids therapy (ACTH).

RASTI JONE

Fémijé i gjinisé femrore me moshé 4 vjeq, fémija i II-té nga
shtatzania e II-té, e lindur né termin, me PL=3800 g, me
sectio cesarea. Anamneza e jetés dhe familjare negative.

HISTORIA E SEMUNDJES

Ataqget konvulsive kan filluar para 1 viti edhe até paragiten
vetém né gjumé dhe jané té shpeshta dhe fokale. Shumica
e atageve jané atage me kohézgjatje té shkurtér edhe
até me lévizje té gepallave dhe bulbuseve né drejtime té
ndryshme. Shpesh ataqet né fillim kané gené fokale pastaj
jané gjeneralizuar. Eshté filluar me terapi antikonvulsive
edhe até me Na valproat ¢do 8 h x 150 mg por pa dominim
té ploté té atageve. Fshté shtuar edhe medikamenti tjetér
antikonvulsiv edhe até klonazepami 0.5 mg 3 x %2 tabl
pas sé cilés éshté vérejtur njé stabilizim i gjendjes pér 2
muaj. Pas késaj periudhe ataget prap jané paragitur por
me kohézgjatje shumé mé té shkurtér edhe até prap gjaté
natés né gjumé. Eshté ordinuar edhe medikamenti i treté
antikonvulsiv Etosuximidi sirup 250 mg/5 ml ¢cdo 12 x 2,5
ml por pa dominim té ploté té atageve.

Statusi Neurologjik Ekzaminimi neurologjik né normé.
Pér momentin niveli i zhvillimit psikomotorik i pérgjigjet
moshés. Pér shkak té kohés sé shkurtér té fillimit té
sémundjes ende nuk kemi crregullime té zhvillimit né
kuptim té ¢rregullimit té té folurit apo edhe niveleve tjera
té funksioneve té larta.

Ekzaminimet laboratorike Eritrosedimenti, hemogrami,
glikemia, urea, kreatinina, transamin-azat, elektrolitét,
proteinat totale, statusi acidobazik né normé.

Ekzaminimet tjera

Konsulta e ophtalmologut éshté pa veqori patologjike.
MRI e kokés: Sistemi ventrikular me madhesi dhe formé
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normale,me njé dilatim té lehté té bririt temporal djathtas
gé shkon né favor té atrofisé hipokampale, pa shenja pér
gliozé meziale. Hapsirat subarachnoidale pa pérmbaijtje
patologjike. Ndryshim milimetrik gliotik subkortikal
frontal djathtas, strukturat tjera pa veqori patologjike.

EEG né gjumé regjistron aktivitet specifik epileptiform
me shkallé té réndé té pasraqitjes, ku gjaté téré inqizimit
né gjumé vérehen SW komplekse kontinuele.

EEG né gjendje té zgjuar e pastaj né gjumé tregon gjendje
normale sa éshté famija i zgjuar por né momentin e fillimit
té gjumit fillon paragitja e grupeve té vazhdueshme té SW
komplekseve dhe até né formé té 2 c/s gjendje kjo e cila
persiston gjaté téré kohés sé ingizimit né gjumé.

EEG e realizuar né gjendje plotésisht té zgjuar regjistron
aktivitet i karakterizuar nga njé trase normale pér
moshén.
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Figura 1. EEG né gjendje gjumi- grupe té SW
komplekse kontinuele

EEG né gjendje té zgjuar- trase normale

Figura 2.

Diskutimi: Fillimi i sémundjes éshté né moshén 3 vjeqare
qé perputhet me moshén né té cilén mé sé shpeshti
paragitet sémundja(l,3). Ataget jané té shkurtéra dhe
nuk paragiten me atage té njéanshme qgé shifet te shumé
autoré((5). Zhvillimi psikomotorik i femijés i pérgjigjet
moshés. Né shumé raste paraqiten ¢frregullime né sferén
kognitive té zhvillimit dhe retardimit mendor(3,10). Né
terapi antikonvulsive té kombibuar numri dhe kohézgjatja
e atageve nuk éshté dominuar plotésisht(4). Ndryshimet
né EEG jané klasike pér CSWS gjé qé shihet né krahasimet
e EEG né gjendje gjumi dhe té zgjuar, qé shpesh shérben
edhe pér diagnozé diferenciale me sindromin Landau-
Kleffner (2,4,6,9). Ndryshimet né MRI té trurit jané né
lobin temporal qé nuk i pérgjigjet ndryshimeve tipike te
kjo patologji (7).
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EPILEPSY WITH CONTINUOUS SPIKE AND WAVES DURING SLOW-WAVE SLEEP

Naim Zeka, Ramush Bejigi, Abdurrahim Gérguri, Ragip Retkoceri

University Clinic Centre, Pediatric Clinic, Prishtina, Kosovo

ABSTRACT

In this study is presented a case with Epilepsy with continuous spike and waves during slow sleep (Epilepsy
with CSWS) who enters the group of epileptic encephalopathy although rare cases in this group of diseases
pose major problems in terms of diagnosis and adequate treatment in order to prevent neurological sequels.
Epilepsy with continuous spike and waves during slow sleep is characterized by the clinical presentation of
different attack forms manifested by characteristic changes elektroencephalography with continuous groups
SW complexes and only during sleep. Characteristic of this epilepsy is the resistance in the anticonvulsion
therapy, so you should use polytherapi for dominance although incomplete for convulsive attacks. Often
along with changes in the electroencephalography (EEG) during brain magnetic resonance imaging (MRI)
there are changes observed in brain size particularly the frontal lobes and the temporal.

Key words: Epilepsy with CSWS | frontal lobe, slow-wave complexes.
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YCIIEIITHO MEHATIMPAILE HA BPEMEHOCT U ITIOPOIYBAIE IIOCJIE
TPAHCITAHTAITMJA HA BYBPET

Mepan Peyenin'?, Xycuu Ucmaun®, Cann bajpamu?, ®nopun becumn'?

! TMHEKOJIOIKO-aKyIIepcKo oaenenue, J3Y Knunnuka oonuuia, TetoBo
2 Heonarosoko openenue, J3Y Knunnuka 6onuuia, TeToBo

SMeuiuncku ®akynret, [IpKaBeH YHUBep3uTeT Bo TeToBO
Medicus 2013, Vol. 18 (1): 163-167

PE3UME

TpancrmanTanuja Ha 6ybper mpeTcTaByBa Hajmobap HAuWH Ha TPeTMaH MpU KpajHa dasza Ha XpOHWUUHA
nHcybuneHuja Ha 6yoper. 'oslem 6poj Ha CyydaeBM ce sKeHM BO PENpOMYKTHMBHA hasza WIN [iella KOU ILITO
BJIEI'YBAAT BO PEIPONIYKTUBEH reprof. DepTUIHOCTa MOMKe a ce BOCIIOCTABU HAOPIyY Iocjie TpaHCIIaHTaluja
Ha 6yoper. YTBpreHo e feka OpeMeHoCTa Hema HeraTMBeH eeKT BP3 TPaHCIUIAaHTUPAHMOT opraH. YCIemHOTo
MeHampame Ha bpemeHocTa OM ce OABMBAJIO TIOf OITHMAaJIHM YCIOBU, BKJIyUyBajku crabuiHa (yHKLMja Ha
asorpaToT HajMAaKy efiHa rofiiHa TTpej] 3a0peMeHyBambeTo 6e3 ypornHbeKIUja U TpOTenHyprja, 1obpa KOHTPOsIa
Ha KPBHUOT MPUTHUCOK U COOJIBETHO KOPUCTEHe Ha MMYHOCYIIpECUBHA Teparuja. bpemeHocTa Kaj oBUe ciiydau
ce cMeTa KaKo BUCOKOPU3WYHA M € HEeOMXOAHO 3aeJHUUKO MOHUTOPUPame Ofl CTpaHa Ha akyuiep u HedpoJior.
XunepreHsuja, ypouHgekija, aHeMuja, ITPOTEeMHYPHja U aKyTHO OTQPIIyBambeHa rpadToT ce HajuecTu PU3ULIA
3a MajKarta Kako U IpefBpeMeHo MopoyBarbe 1 Majia TejleCHa TeXKMHA Ha TUIOLOT.

IIpuka3s Ha ciy4aj: [laumenTka Ha 30 roguiliHa BO3PACT CO TpaHCIUIaHTalMja Ha Oyoper ripep 4 rouHu rmopaiun
KpajHa chaza Ha OybperkHa uHcybuimennuja. CrioHTaHo e 3abpemeHeTa. Bo Tek Ha OpemeHOCTa IIpUMalle
VMYHOCYTIpECHBHA, aHTUXUTIepTeH3MBHA, aHTMOMOTCKA U aHTHaHEeMUUYHa Teparuja. belie 1oz mocTojaH Hag30p
OJl CTpaHa Ha akyIep 1 Hedposor. bpemeHocTa 3aBpIM BO 33-Ta recTal[ucKa Hefiesia co CTIOHTAHO MOPOYBAbe.
Pomu skmB Mamkuy o, co PTM 1910 rp/46um, A/C 7/8. Cnepeliie MHTeH3MBEH Haj30p Ha 6ebeto 10 jeHa 1
COOMBETEHM IIOCTHATajIeH TpeTMaH Ha Majkata. [Tocse 10 meHa ce BocriocTaBM ycIlellleH MpB MofA0j Kaj MajkaTa.

3aKJIy4oOK: YCIenHo MeHaimpame Ha OpeMeHOCTa U TMOPOAYBAMETO Tocse TpaHCIUIaHTallrdja Ha Oybper e
BO3MOYKHO CO TUMCKa copaboTKa Mery Hehposior, akyiiep, JUeToJIoT U NejiujaTap KOUIITO Ke obe3benat Hajaobap
TpeTMaH 3a MajkaTa 1 3a HOBOPOJIEHOTO.

Knyunu 300poBu: TpaHcIuiaHTaluja Ha 6ybper, 6peMeHoCT, HOBOPOIEHO.

BOBE/| (13,4-47%) (15,16,9) asemia (33-75%) (15,11), mpeekamcija
BpemeHocra mocie TpaHcIviaHTanuja Ha  Oyoper (27%) (17,18), rectauucku mujaber (1-8.0%) (17,9,18), Bicok

TpeTcTaByBa BUCOKA pU3MYHA OpeMeHOCT ¥ Tpeba fia ce
MOHHUTOpMpA Off CTpaHa Ha Hedposor u rureroor (1,2).
Kako pe3ynrar Ha HampeJoKOT Ha OMepaTUBHU TeXHUKH
¥ TIPETHOCTU BO MMYHOCYIIPeCHBHATA Tepamuja OpojoT Ha
JKeHHTe CO TPaHCIIaHTHPaH Oyoper e Bomopacr(3). [IpBara
TpaHCIUIaHTalkja Ha OyOper e u3BpiueHa Bo 1958 royuHa
(4) m orToram 6pojoT Ha OBMeE CITyYaeBU e BO MOPACT CO
ycrenHocT Ha bpemeHocTa Mery 60-80% (5,6,7,8). Hajuectu
KOMIUTMKAL[MM O] CTPaHa Ha MajkaTa ce BHMCOK KpBeH
nputicok (19-65%),(9,10,11,12,13,14) ypunapha uHbeKIiuja

HpOLIeHT Ha wapcku pe3 (30-88%)(18,15,19,20). Hema
TIOZIATOIIM 32 3ro/ieMeHU U UPeBep3UOMITHY TIPOMEHH BP3
rpadToT aKo (yHKIMjaTa Ha OyOperoT mpes OpeMeHoCTa
owuna HopMaHa. (6,7,2,21,22,23). HajuecT KOMIUTMKAL[MK
3a (eTycotr ce mpeiBpeMeHO TOpofyBame (3.1-57%)
(2,21,18,24,15,12), mana TenecHa texkuna (16,25,26,5,9,10)
(19-63%), wuHTpayTepuH 3acToj Bo pactoT (19-27%)
(27,9,20,10), ciontanu aboptycu (11-24%) (14,18,16). Kora
(byHKIIMjaTa Ha ajorpadToT e MPaBUIHO KOHTPOJIMpaHa,
OpeMeHaTa KeHa MOJKe Jia OJJp}KM HOpMasiHa OpeMeHOCT
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€O MaJI WIM HUKAKOB PU3KK 3a Hea U 3a Hej3SMHUOT (eTycC.
JIMyHOCYIIpeCHBHUTE JIEKOBH IITO UM CE€ HEONXOJHH 3a
OfIp;KYBatbe Ha amorpa)ToT He ce olacHM HU 3a MajkaTa
Hu 3a detycor (2,20,28,29).

ITPNKA3 HA CJIYYAJ

[TareHTKaTa IMa XpOHMUHA OYOperkHa MHCY(DHUIMEeHIIH]a
o paHo perctBo. [lo 26-Ta ropuMHa JieKyBaHa e
KOH3ePBaTHBHO ¥ CO YpeJieH XUTMeHO-TIUETETCKU PEKIM.
Ha 26 ropuuu e TpaHCIIaHTHPaH OYOper of KUB JIOHOP,
npu mro rpadror e mpudaren ycremHo. PemoBHUTe
KOHTponmu ce mpaBaT Bo Knunukara 3a Hedpomnoruja-
Ckomje. IlocTojaHo e 1MoOf MMYHOCYIIpeCHBHa |
aHTUXUINEPTeH3MBHa Tepanuja. YeTwpu ropuHu mocie
peHajHa TpaHCIUTaHTalMja ¥ HopMasHa (YHKIMja Ha
ajorpadToT, MalMeHTKaTa 3abpeMeHyBa CIIOHTAHO.
BpeMeHocTa Owna IUTaHUPaHa,ToC/ie TPEKOHIETIMCKO
COBEeTYBale O] CTpaHa Ha TMHEKOJOr M aKylep 3a
MOMKHHWTE pU3MIM Bp3 Majkata u 1iofioT. [IpBara
KOHTpOJIa € HallpaBeHa BO IlecTaTa recTalicKa Heflerna.
HampaBeHu ce cuTe KIMHAYKA U J1a0OpaTOPUCKH
ucnegyBama. Cure pesynraté (rmukemua, OI'TT, ypea,
KpeaTHUHUH, jOHOTpaM, ITPOTeMHOTrpaM, JIMIUJIEH CTaTycC,
OOMMepH, CKPUHMHT Xemoctasa, IIPII, ypuHOKyaTypa)
Oea BO TpaHMIIa Ha HOpPMaja, OCBEH KpBHA CJIMKa.
[TanmenTtkara nmaie anemuja Xkr (0,28), u ce TpeTnpa co
ene3eH npernapart. KoHTposnuTe bea peJloBHY, Ce paBea
CeKoj MeceIl o/ CTpaHa Ha ThHeKosIor u Hecbporor. [Tmogor
UMallle oNTUMajieH pacT U pa3Boj. [lopagu npeBpemenu
KOHTPAKIIMY Ha MaTKaTa MPB MaT Oellre XoCTUTaTu3upaHa
Bo 20-Ta recrarucka Hefiefia. BO CJIeHUOT TeK MOpaju
MCTaTa MPUYMHA Oellle XOCMUTaTM3UPaHa YIITe TPH TaTH.
Ce TpeTrpa co MHTPaBEHCKAa TOKOJUTUYHA Tepamuja. Bo
28 u 30 ru mpumu ami. @noctepoH 2x2 u.M. 3a 3peetbe
Ha IJI0/IOT KaKo ITpeBeHIIMja 3a eBeHTYaIHO [TpefiBpeMeHo
nopoyBate. Ojf MMYHOCYNIPECHBHM TIpUMaiie Taol.
[Ipegnucon 2x5mr, tabn. Iuknocmopus 2x50mr,
Asaruonpun 50Mr. ApTepujaniHaTa TeH31ja ce ofip;KyBalie
co Tabn. [Junruasem 2x1. Tabn. @onna kucemuHa 1x1 u
tabn. ®amoTtuuH 20Mr mpuMaiie cexoj geH. [laiueHTrara
ce TIOPO/I CIIOHTAHO BO 33-Ta recralicka Hefiena, CO
enu3uoTomuja. Pojin KMB MallKu TpeMaTypeH IUIOf CO
PTM 1910rp/461m, A/C 7/8. BebeTo betiie o7 MHTEH3MBEH
Haj30p Bo nHKyOartop 10 newa. Ce xpaHelie co M3MOI3eHO
MajulHO MJIeKo. YCIIeIIHO ce BOCIIOCTaBHM TIPB IMOJI0j Off
cTpaHa Ha MajkaTa rocrie 10 mena.
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JTUCKYCHJA

TpancaHTarujata Ha GyOper JoBe/yBa 10 CTa0WIN3MpPa-
e Ha XOPMOHAJHUOT CTATyC, PeJJOBHU MEHCTpYal[ui U
oBynaruja(9,30). KajoBrenarmeHTKU (hepTHIIHOCTA0OMUHO
ce BocrocTaByBa 1-12 Mecely mocjie TpaHCIUIaHTaIMjaTa
(10,22,31) MHory cTyauu MMOKaKyBaaT JieKa oBa COCTOj0a
0BO3MOJKYBa 3a0peMeHyBambe Ha MHOTY KeHH CO peHaTHa
TpaHCIUIaHTaluja Bo 5-12% op cure ciayyaenu (8,2,1,17).
BpemeHocTa Tmocyie OyOpekHa TpaHCIUIAHTalMja He
e KoHTpauHjuiMpaHa. He e [okakaHa pasiuka BO
TPEKMBYBAMETO CO KOHTPONMHATa rpyma (17). bpemeHocta
Tpeba fa buzie MIAHKWPAHA ¥ fla ce CYUM HajMaJIKy efiHa
TOJIMHA TT0CJIe TPaHCIUTAHTHpPakbe Ha OyOper Mo ycjIoB fla
HeroBaTa (pyHKIIMjaTa OMzle HOpMaiHa Oe3 XumepTeH3uja
u uHdekuyja (27). Hajmobpu pesynraTu ce 3abeekaHu Kaj
TMaIMeHTKY 1ocye 24 Mecely off TpaHCIyIaHTanujaTa (2,9).
CoBeTyBameTO 3a ycIeliHa OpeMeHoCT Tpeba Jja 3aroyuHe
VIITe BO TIPEKOHI|ENTUBHUOT TI€PHOJ 32 MOMKHHTE
pu3MIM 3a Majkata u derycoT. buejku deprunHocTa
ce BocrocTaByBa 1-6 Mecell mocjie TpaHCIJIaHTalldja
ce COBeTYyBa KOHTpalleliuja [0 efHa TOfIMHA.
[Ipe3epBaTuBOT € Hajgobap u30op. He ce mpenopauyBa
XOpMOHaJTHa KOHTpaIIeMlfja i CTiipasia mopajy MoKHaTa
nHdekimja(30). Bo TekoT Ha OpemeHocTa Tpeba fa ce
MOHUTOpUpPA KPBHUOT MPUTUCOK U Jla Ce TPeThpa Co
aHTuxunepreHsuBu. Metun-gona, Kmonupux Kammaym-
0yoKaTOpu ce JIeKOBM Ha M300p. KoHTpauHpuImpaHu
AIIE wHXMOMTOPM TOpaJX HEraTMBHO [IejCTBO Bp3
detycor (6,30,7,32,2,27). dyukuujaTa Ha OyOperoT ce
cleli PeJioBHO, aHeMHjaTa ¥ TecTallCKUOT [ujabeT ce
KOperupa COOJ[BETHO a MpU UHQEKIMH 0cobeHO Ipu
yPouH(EKIMH Ce KOPUCTAT AaHTUOUOTHIIM IO MPOTOKOJ.
MyHocynpecBHaTa Tepamnuja ce MpofloJKYBa U BO TeK
Ha Opemenoct. Koprukocrepouau (20), Iukmocmopux
(33), Asaruonpune (34,35), Takponumyc (36), Ciupomumyc
(35) ce mekoBu Oe3 HeraTWBHW edeKTH Bp3 MajkaTa u
WIofI0T. bpojHu cTymuu mpernopauyBaaT M30erHyBarbe
Ha MurodeHonar modeTun mpu OpeMeHOCT Mopaju
Opojuu HeratuBHu edextu (37,20) BpemeHocTa Tpebda ma
ce BOJM Off MCKYCeH THM Ha jekapu (24). IIpemopauniBo
e TopoJIyBameTo f1a Oujie CIOHTAHO (2) MaKo BO MOToeM
0poj Ha cTy4aeBU MOPOZIYBAETO € CO [IAPCKH pe3 Topaju
akymepcka unpukaiuja (18,15,19). Cekoja MHTepBeHIHMja
Tpeba MpPO(MIAKTUUKK Jla Ouje IMOKPHeHa CO aHTH-
OMOTMK ¥ f1a Ouje MOMaJKy TpaymaTcka. Kopucreme
Ha aHEeCTeTUI He e KOHTauHjuipano. Criopes; MHOTY
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SUCCESSFUL MANAGING OF PREGNANCY AND CHILDBIRTH AFTER KIDNEY
TRANSPLANTATION

Meral Rexhepi?, Hysni Ismaili’,Sani bajrami',Florim Besimi'?

! Clinacal Hospital Tetovo
2 Faculty of Medicine, SUT

RESUME

Kidney transplantation is the best treatment for end-stage chronic renal failure. The reported number of
cases are women in the reproductive stage or children which enter In the reproductive period. Fertility can
be established shortly after kidney transplantation. Is verified that pregnancy has no adverse effect on the
transplanted organ. Successful management of pregnancy would be carried out under optimal conditions,
including stable allograft function for at least a year before conception without urinary tract infection and
proteinuria, good control of blood pressure and appropriate use of immunosuppressive therapy. Pregnancy
in these cases are regarded as high-risk and necessary monitoring by the obstetrician and nephrologist.
Hypertension, urinary tract infection, anemia, proteinuria and acute graft rejection are common risks for the
mother as well as prematurity and low body weight of the fetus.

Case report: We present a case of patient age 30 with a kidney transplant 4 years ago due to end-stage
renal failure. She conceived spontaneously four years after transplantation. During pregnancy receiving
immunosuppressive, antihypertensive, antibiotic and antianemic therapy. She was under constant surveillance
by the obstetrician and nephrologist. Pregnancy ended at 33 weeks of gestation with spontaneous delivery.
She delivered healthy male baby with DBM 1910 gr/46cm A/S 7/8. Followed an intensive care of the baby
during 10 days and appropriate postnatal maternal treatment. After 10 days was established a successful
first breast-feeding.

Conclusion: Successful management of pregnancy and childbirth after kidney transplantation is possible
with team collaboration between nephrologist, obstetrician, dietolog and pediatrician who will provide the
best treatment for both mother and newborn.

Key words: Kidney transplantation, pregnancy, new born
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Forumi Shkencor: “Edukimi né shkencat
mjekésore - baza e reformave né shéndetési”

Bordi Editorial i Revistés shkencore ndérkombétare
"Medicus”, duke kérkuar gé té jeté bashkékohor, né
shérbim té ballafagimit dhe tejkalimit té sfidave té
ndryshme gé jané pjesé e rrugés sé zhvillimit té mjekésisé,
mé daté 20.02.2013, né Shkup organizoi Forumin Shkencor
me titull “Edukimi né shkencat mijekésore- bazé e
reformave né shéndetési” me pjesemarrje té profesoréve,
ekspertéve dhe studentéve nga fakultetet e mjekésisé té
rajonit: Shkup, Tirané, Prishtiné, Shtip dhe Tetové si dhe
nga Universiteti privat “ Rezonanca” né Prishtiné.

Forumi kishte pér géllim informimin, sensibilizimin
dhe nxitjen e debatit né trevat shqiptare dhe mé gjéré
né rajon, mbi zhvillimet aktuale ndérkombétare né
arsimin mjekésor, modelet bashkékohore té kurrikulave
mjekésore universitare, né procesin e reformimit té
tyre si bazé pér reforma té bazuara gjithpérfshirése né
shéndetési.

Historikisht, né vitit 1910, Abraham Flexner pér heré
té paré paragiti Raportin mbi Edukimin e Mjekéve né
Amerikén e Veriut, mbi ¢’bazé fakultetet e mjekésisé
adaptuan kurrikulén me bazé shkencore. Thelbi i saj ishte
zhvendosja e mésimit té mjekésisé nga thjesht kryerja e
njé stazhi praktik prané njé mjeku me eksperiencé, drejt
kryerjes té studimeve universitare ku studentét do té
mésonin sé pari bazat shkencore né 2-3 vitet e para dhe
mé pas do té kishin praktiké né ambiente klinike. Né dy
tre dekadat e fundit kemi njé shpérthim i njohurive dhe
teknologjisé mjekésore dhe specializim té tejskashém té
personelit mjekésor; fakultetet e mjekésisé u béné fortesa
té shkencés dhe punés kérkimore. Ndérkohé kujdesi
shéndetésor i ofruar pacientéve u bé i fragmentuar, i
depersonalizuar dhe i kushtueshém. Né kété periudhé
njé valé zhvillimesh madhore ndodhen né shkencat
sociale dhe ato té sjelljes si dhe né parimet e teorité e
pedagogjisé. Organizmat ndérkombetaré bénin thirrje
pér t'i orientuar sistemet shéndetésore drejt kujdesit
parésor dhe shérbimeve parandaluese. Si rrjedhojé, u
adoptuan kurrikula qé pérfshijné jo vetém pérmbajtjen
dhe provimet pér ta vlerésuar asimilimin e saj, por edhe
metodat e té mésuarit, strategjité e mésimdhénies,
géllimet dhe objektivat. Sé fundmi e mbi té gjitha duhet
té pérfshijné kompetencat gé duhet té fitojé studenti i
diplomuar (outcomes). Pérgendrimi tek kompetencat
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(outcomes) e ka zhvendosur né kété ményré theksin
nga procesi tek produkti. Nevoja pér pérshtatje dhe
ndryshime né edukimin mjekésor identifikohen né shumé
dokumente té strukturave té ndryshme (OBSH “Shéndet
pér té gjithé”, Deklarata e Bolonjés 1999, Global Health in
Europe, etj.).

Né 20-té vitet e fundit, arsimi mjekésor né té gjithé botén,
ka njohur zhvillime té réndésishme, né programet,
metodat e mésimdhénies e té vlerésimit, né ristrukturimin
dhe lidershipin e tij. Njé shekull pas Raportit té Flexner,
né tetor té vitit 2010 u nénshkrua “Konsesusi Botéror
mbi Pérgjegjésité Sociale té Fakultetit té Mjekésisé”, i
cili paraget njé pikénisje pér zhvillimin e métejshém té
edukimit mjekésor, i cili bazohet né “a competency-based
new curriculum”, gé do té realizohet né bashképunim me
partneré té tjeré social.

Hapja dhe fjalét pérshéndetése u thané nga Prof. Dr.
Azis K. Pollozhani, Kryeredaktori i Revistés “Medicus”,
dhe mé pas pasuan ligjératat nga mysafirét- ekperté
té fushés. I pari prezentoi Prof. Dr. Alfred Priftanji
me temén: “Zhvillimet aktuale né edukimin mjekésor
ndérkombétar.” Pér té vazhduar me Prof. Dr. Daniela
Milladinova me temén: “Reformat né arsimin e larté
mjekésor magedonas né dekadén e fundit” si dhe Prof. Dr.
Avdyl Krasniqi, Prof. dr. Rexhep Hoxha: “Sfidat e reformés
kurikulare né shkencat mjekésore né Kosové”; Prof. Dr.
Branislav Srkanjac: “Si té reformohet arsimi mjekésor”,
Dr. Sci. Eranda Turkeshi: “Situata e edukimit mjekésor
né Shqipéri dhe mundésité pér bashképunim rajonal”
dhe Prof. Dr. Lul Raka, Ass. Dr. Shaip Krasniqi: “Procesi
i akreditimit programor dhe institucional né fushén
Mjekésisé - pérvojat e Kosovés”

Pas prezentimeve u zhvillua njé debat ku morén pjesé té
ftuarit si Prof Dr. Koco Cakallarovski, Kryetar i Dhomés
sé mjekéve té R.M., Doc. Dr. Agron Starova, dhe té tjeré.
Debati u pércoll, edhe nga njé numér i studentéve té
Fakultetit té Mjekésisé té Tetovés dhe Shkupit.

Pas prezentimeve dhe debatit, tribuna u pajtua mé kéto
konkluza pune:

m Pjesémarrésit pérshendesin mbajtjen e Tribunes,
gé organizohet pér heré té paré né Republikén e
Magedonisé, si njé formé e fillimit té angazhimit,
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pér senzibilizimin, njohjen dhe kucjen e edukimit
té shkencave mjekésore né rrjedhat reformuese né
shéndetési.

Tribuna konstatoi se reformat né sistemet
shéndetésore jané domosdoshmeri e kohés, por kéto
reforma nuk mund té realizohen shéndetshém pa
kugjen edhe té edukimit té shkencave mjekésore né
kété proces.

Pjesémarrésit theksuan se pér reforma té sukseshme
dhe té géndrueshme né shéndetési, né pocesin
reformues duhet kycur té gjithé faktorét relevanté
edhe ate si mésimdhénésit dhe fakultetet e mjekésisé,
punétorét shnédetésoré, organizatat profesionale ku
ato jané té organizuar si edhe studentét e mjekésisé.

Pjesémarrésit duke pérshéndetur tribunén e
organizuar né kété format, shprehén mendimin e
vazhdimit té takimeve té tilla né nivel rajonal por
edhe mé gjéré me qéllim té informimit té ndérsjellé,
ndérrimit té pérvojave dhe harmonizimit té hapave

reformus gé do té lehtésonin bashképunimin rajonal
mbi bazen e standardizimit cilésor té shkencave
mjekésore dhe mjekésisé né térési.

Pjesémarrésit u pajtuan gé té gjejné formén mé
adekuate pér formalizimin e takimeve té kétilla né
té ardhmen mé ményré gé ato té marrin karakter
periodik té organizimit.

Me géllim té afirmimit té késaj iniciativeje dhé
sensibilizimin pér problematikén e debatuar,
u kérkua qgé Revista ndérkombétare shkencore
“Medicus” té sigurojé njé rubriké té posacme pér
edukimin mjekésor.

Pjesémarrésit rané dakord qé pér kété takim si dhe
pér inicimin e takimeve té ardhshme té informohen
instancat ndérkombétare qé merren me keté céshtje.

Duhet theksuar se mbéshtés i aktivitetit ishte
Komuna e Cairit,pér cka shfrytézojmé rastin pér ta
faleminderuar publikisht.
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Shoqgata e Mjekéve Shqgiptaré né Magedoni
3apv;kenue Ha Jlekapu An6aniy Ha MakegoHuja
Association of Albanian Medical Doctors in Macedonia
Qendra Medicinale - Tetové, Medical Center - Tetové

tel/fax: +389 (0) 44 330 810 - local: 372

Takimi tradicional i ShMSHM u pasurua me tema té akredituara

Me rastin e 7 Prillit - Dités Botétore té Shéndetésisé”
Shoqata e Mjekéve Shqiptaré né Magedoni mbajiti takimin
e vet tradicional .Pérvec aktiviteteve tradicionale festive
qé mbahen me kété rast, kété vit dega e Shkupit u kujdes
pér organizimin e sesionit shkencor, ku ligjeruan
profesoré , njohés té fushave respektive. Rrethanat
imponuan qé kété vit ky aktivitet t¢é mbahet mé datén
06.04.2013 ditén e shtuné, né hapésirat e Hotelit Arka,
né Shkup.

Pjesén e rrégullt, tradionale té Kuvendit té Shoqatés
e hapi Kryetari i Shogates Doc. Dr. Nevzat Elezi dhe
Kryetari i Kuvendit té Shogates dr. Shenasi Jusufi té
cilét prezantuan raportet vjetore respektive qé njézéri
u miratuan nga kuvendarét . Kuvendi solli edhe disa
vendime, késhtu qé u formua Komisioni pér ndryshime
statutare té Statutit té shogatés si dhe u soll Vendimi pér
mbajtjen e Simpoziumit té rradhés né qytetin e Strugés
me 26,27, Tetor 2013.
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Pas mbylljes sé punéve té Kuvendit, takimi vazhdoi me
pjesét tematike shkencore ku prezentuan:

Doc. Dr. Lutfi Zylbehari me temén Efektet pozitive té Tor-
vex-it (Atorvastatin) né trajtimin e Hiperkolesterolemisé
primare, Hipertrigliceridemisé dhe prevenimin e Ater-
osklerozés sé hershme.

Ass. Dr. Irfan Ahmeti :Trajtimi bashkékohor i Diabetit té
tipit 2-DPP4 inhibitorét.

Dr. Nagip Rufati: Sémundjet seksualisht té transme-
tueshme, HPV-prevencioni dhe

Ligjérat zgjuan njé interesim té madh te pjesémarrésit.
Pastat pasoi ndarja e Mirenjohjeve pér mjekét mé té
dalluar gjaté vitit pér kontributin e tyre.

Takimi u mbyll me njé aktivitet social- koktej relaksues ku
u krijua njé ambient i kéndshém dhe ingrohté kolegjial.



L Avansime personale | Personal advancement J

Primarius i shkencave mjekésore

Prim.Dr.Sadri Sh. Zeqiri, mjek specialist, anesteziolog-
reanimatolog, u lind ne fsh. Simnicé té Gostivait mé
1958. Shkollimin fillestar dhe te mesém e kreu me
Gostivar, kurse Fakultetin e Mjekésisé ne Prishtiné né
vitin 1984. Specializimin nga lémia e Anesteziologjisé
dhe Reanimacionit e pérfundoi me sukses superior né
Fakultetin e Mjekésisé, K&M né Shkup, 1999.

Eshté i punésuar né Spitalin e Pérgjithshém “Ferid
Murad” né Gostivar. Aktualisht éshté kryeshef i
Repartit té Anestezionit, Reanimacionit dhe shérimit
Intenziv prané spitalit té lartpérmendur dhe dallohet
per humanizmin e tijé dhe vyrtytet e larta morale.

Dr.S.Zeqiri, éshté pjesmarés aktiv me punimet e tij
shkencoro-profesionale gati né té gjitha Takimet
Profesionale Mjekésore té Shogatés sé Mjekéve

Shqiptaré té Magedonisé. Dallohet edhe si aktivist i
shquar i késaj shoqate. Momentalisht éshté anétar i
Kuvendit Qéndror té¢ SHMSHM.

Dr.S.Zeqiri, éshté autori 16 punimeve dhe bashkéautor i
13 punimeve shkencoro-profesionale. Eshté gjithashtu
pjesmarés aktiv edhe né té gjitha kongreset e Shogatés
sé Mjekve sé Anesteziologéve te Magedonisé, kurse
tri heré ka gené pjesmarés né kongreset Europiane
té Anesteziologjise. Tre punimet e tij shkencoro-
profesionale jané té botuara né revistat ndérkombtare
té anesteziologjise: “Update in Anaesthesia”, “Minerva
Anaesthesiologica” dhe “TIVA TCI".

Redaksia e Medicus-it, i uron titullin Primarius, Dr
Sadriut dhe i déshiron suksese té reja né punén e
métejme profesionale.

Pregatiti: Mr.Sc Rinita Zeqiri, Magjistre e Farmacisé
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UDHEZIME PER AUTORET

Kéto té dhéna jané né pajtim me
“Kérkesat uniforme pér Doréshkrimet e Pranuara né
Revistat Biomjekésore”
Dokumentin komplet mund ta gjeni né wwuw.icmje.org)

Medicus éshté revisté ndérkombétare qé boton punime
origjinale shkencore, véshtrime revyale, punime
profesionale, prezentime rasti, kumtesa té shkurtra,
recenzione librash, raporte nga tubime shkencore, letra
dhe editoriale nga fusha e mjekésisé, stomatologjisé,
farmakologjisé si dhe nga fusha tjera té péraferta bio-
mjeksore.

Revista éshté organ i “Shogatés sé Mjekéve Shqiptaré né
Magedoni.”

Gjuha e botimeve éshté né Gjuhé Shqipe dhe Angleze
(késhilli redaktues mund té vendosé nése botimet do
té jené edhe né gjuhé tjera). Autoréve u kérkohet té
lektorojné dhe té redaktojné unimin e tyre veté, né
gjuhén pérkatése.

Ju lutemi pérdoreni madhésiné standarde té punimit né
format: Word pér Windows, Times New Roman 12.

Doréshkrimet dérgohen né format elektronik, qofté me

CD ose pérmes e-mailit tek Kryeredaktori,
Prof. Dr. Azis K. Pollozhani,

Zyra e Redaksisé, rr. 50 Divizija, No 6, 1000
Shkup, apo né

e-mail: medicus.shmshm@gmail.com

Revista pér njé numér pranon jo mé shumé se njé artikull
nga njé autor, dhe jo mé shumé se dy si ko-autor.

Autorét duhet té deklarojné se kontributi i tyre nuk éshté
publikuar apo pranuar pér publikim diku tjetér, pérderisa
nuk pérfundon procedura vlerésuese ne Revistén toné.

Autorét gjaté aplikimit duhet té pérmbushin formen e
kerkuar nga Komiteti Ndérkombétar i Redaktoréve té
Revistave Mjekésore (ICMJE) pér kriteret e autorésisé,
respektivisht “Kérkesave uniforme pér Doréshkrimet e
Pranuara né Revistat Biomjekésore”, cilén mund ta gjeni
né www.icmje.org .

Revista do té njoftojé pranimin e artikullit tuaj brenda
shtaté ditésh dhe do t’ju béjé me dije se kur do té
informoheni pér vendimin e késhillit redaktues.

Artikujt pér t'u botuar né Medicus do té recensohen.
Késhilli redaktues do té marré parasysh komentet
e recensuesit dhe pastaj mund té kérkojé nga autori
ndryshime apo plotésim té punimit.
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INFORMATION FOR AUTHORS

These quidelines are in accordance with the
“Uniform Requirements for Manuscripts Submitted
to Biomedical Journals”

(The complete document appears at wwuw.icmje.org)

Medicus is an international journal of that publishes
papers from all areas of medical research. Furthermore,
the journal indends to bring educational material of high
quality to its members for continuous medical education
(CME), by publishing original research, professional and
review papers, case reports, brief communications,
literature summary articles and editorials.

The Journal is official organ of the »Association of
Albanian Medical Doctors from Macedonia«.

The language of publication is Albanian and English (the
editorial board may decide whether other language will
be used for publications). Authors are requested to have
their paper proof-readed and edited for the respective
language.

Please use standard-sized paper and submit your article
in the following formate: Word for Windows, Times New
Roman 12.

Manuscripts should be submitted in electronic format,
either on disc or by e-mail to the Editor-in-Chief,

Prof. Dr. Aziz K. Pollozhani,

Editorial Office, Str. 50-ta Divizija, No 6, 1000
Skopje,

Email: medicus.shmshm@gmail.com

The Journal allows submission of no more than one
article as an author, and at most two, being a co-author
per issuance.

The authors attest that their contribution has neither
been published nor submitted for publication elsewhere,
untill the editorial procedure is over.

Authors should adhere to the International Committee of
Medical Journal Editors (ICMJE) authorship criteria in so
far as they apply. These can be found at www.icmje.org.

The Journal will acknowledge receipt of your article
within seven days and let you know when you will be
informed of the editorial board’s decision.

Articles to be published in Medicus will be peer-reviewed.
The editorial board will take into account the reviewer’s
comments and may then promt the author for changes or
further work.
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Numri i fageve (pérfshiré tabelat dhe/ose figurat/
ilustrimet) varet nga lloji i artikullit:

punim origjinal hulumtues -deri nel2 fage dhe jo mé
shumé se 6 tabela dhe/ose grafikone/fotografi;

punim profesional ose punim revyal - deri ne 8 fage dhe
jo mé shumé se 4 tabela dhe/ose figura/imazhe;

prezantim rasti apo kumtesé e shkurtér - deri 6 fage dhe
maksimum 3 tabela dhe/ose figura/imazhe.

Letér redaksisé - deri 2 fage

Sé bashku me doréshkrimin, dorézoni njé fage me
titullin e artikullit; emrin/at e autorit/ve, duke pérfshiré
emrin me jo mé shumé se dy tituj shkencor; emrin e
departamentit dhe institucionit né té cilin éshté héré
punimi; institucioni ku punon ( pér secilin autor); si dhe
emri dhe adresa e autorit té cilit do ti adresohen kérkesat
nga ana e Redaksisé (shihni Informacionet plotésuese pér
autorét)

Abstrakti duhet te jete me jo mé shumé se 250 fjalé.
Duhet té konsistojé né katér paragrafé, i klasifikuar né
Hyrje, Metodat, Rezultatet dhe Diskutimi (Pérfundimet).
Ato duhet té pérshkruhen shkurt, respektivisht, problem
genésor i studimit, se si éshté kryer studimi, rezultatet e
fituara, dhe perfundimi.

Tabelat, figurat dhe legjendat (shihni Informacionet
plotésuese pér autorét)

Fjalét kyge -Tri deri pesé flaje apo fraza te shkurtéra
duhet t'i shtohen pjesés sé fundme té fages sé abstraktit.

Citatet e referencave né tekst duhet fillimisht té jené nga
revistat e indeksuara né PubMed. Stili i referencave gé
kérkohet nga Medicus éshté i formatit Vancouver (shihni
Informacionet plotésuese pér autorét).

Shkurtimet (akronimet) pérdoren pér njésité matése,
kurse né raste tjera kur pérmendet pér heré té paré, ai
duhet té jeté i sqaruar me fjalén bazé bashkangjitur.

Pér té gjitha barnat duhet té pérdoren emrat gjenerik
ndérkombétar. Nése né hulumtim jané té pérdorura
brendet e patentuara, pérfshini emrin e brendit né kllapa
né paragrafin e Metodave.

Doréshkrimi i dérguar tek botuesi duhet té shénohet nga
autorét , nése jané né seksionin e “punimeve origjinale
shkencore” apo né pjeset tjera pérmbajtesore té revistés.

Autorét marrin dy kopje té botimit pérkatés.
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The number of pages (including tables and/or figures/
illustrations) is dependent upon the type of the article:

original research paper - up to 12 pages and no more
than 6 tables and / or graphs / pictures;

professional or review paper - up to 8 pages and no more
than 4 tables and / or figures / images;

case report or brief communication - up to 6 pages and
a maximum of 3 tables and / or figures/images.

Leter up to 2 pages

With the manuscript, provide a page giving the title of
the paper; the name(s) of the author(s), including the
first name(s) and no more than two graduate degrees;
the name of the department and institution in which
the work was done; the institutional affiliation of each
author; and the name and address of the author to whom
reprint requests should be addressed. (see Additional
Information for Authors)

Provide an abstract of not more than 250 words. It should
consist of four paragraphs, labeled Backround, Methods,
Results and Conclusions. They should briefly describe,
respectively, the problem being in the study, how the
study was performed, the salient results, and what the
authors conclude from the results.

Tables, figures and legends (see Additional Information
for Authors)

Three to five key words or short phrases should be added
to the bottom of the abstract page.

Quotations of references in the text should primarily be
fromjournalsindexed in PubMed which have proven their
significance. The style of references required by Medicus
is the Vancouver format (see Additional Information for
Authors).

Except for units of measurement, abbreviations are
discouraged. The first time an abbreviation appears it
should be preceded by the words for which it stands.

The international generic names should be used for all
drugs. When proprietary brands are used in research,
include the brand name in parentheses in the Methods
section.

All manuscript sent to the editor should be noted by the
authors whether they are meant for the “original research
papers” section or the rest of the journal’s content.

The authors receive two copies of the relevant issue.
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Informacione plotésuese pér autorét

I. Fagja e paré - ballina: Duhet té pérmbajé: (a) titullin e punimit, té
shkurtér, por informativ; (b) emri, inicialet e emrit té mesém dhe
mbiemrit té secilit autor; (c) institucioni; (d) emri i departamentit
qé i atribuohet punés shkencore; (e) emri dhe adresa e autorit pér
t'iu pérgjigjur né lidhje me doréshkrimin; (f) burimi/pérkrahja né
formé té granteve, paisjeve, barnave dhe né pérgjithési.

II. Fagja e dyté - abstrakti dhe fjalét kyqge: Abstrakti duhet
té shkruhet me maksimum prej 150 fjalésh pér abstraktet e
pastrukturuara, dhe me 250 fjalé pér abstraktet e strukturuara
(pjesét pérmbajtésore: objekti/ete studimit ose hulumtimit,
procedurat bazé, sic éshté pérzgjedhja e subjekteve apo kafshét
laboratorike, metodat vrojtuese dhe analitike, pastaj, rezultatet/
gjetjet pérfundimtare (té dhénat dhe réndésia e tyre statistikore,
nése éshté e mundur), dhe konkluzionet kryesore. Vini theksin
mbi aspektet e reja dhe té réndésishme té studimit apo vrojtimit.
Nén abstraktin indentifikoni dhe shkruani fjalét kyqe: 3-5 fjalé
apo fraza té shkurtéra qé do té ndihmojné né paisjen me tregues
té punimit dhe publikimit té abstraktit. Pérdorni terme nga lista
e Index Medikus pér Néntituj Mjekésor (Medical Sub-Headings
[MeSH]); nése nuk ka term té pérshtatshém né MeSH pér disa terme
té reja, mund té pérdorni termet e dhéna.

III. Fagja e treté dhe té tjerat - teksti i ploté i artikullit: Teksti i
ploté I artikujve hulumtues ose vrojtues normalisht, por jo
domosdoshmeérisht, duhet té jeté i ndaré né paragraf me kéta
néntituj: hyrja, metodat dhe materialet, rezultatet dhe diskutimi.

1. Hyrja: Krijoni njé kontekst apo prapavijé(trualli) té studimit (gé
né fakt éshté natyra e problemit dhe réndésia e tij). Pér té béré
kété duhet té béni njé hulumtim té literaturés - duke kérkuar,
gjetur dhe lexuar punimet pérkatése, qé duhet té jené si referencé
né doréshkrimin tuaj. Sgaroni hipotezat tuaja dhe planifikoni t'i
testoni ato, si dhe pérshkruani géllimet tuaja. Kini géndrim té
qarté se cka prisni té gjeni dhe arsyet qé ju udhéhogén tek hipotezat
qé keni krijuar. Objekti i hulumtimit mé sé shpeshti fokusohet kur
parashtrohet si pyetje. Mos pérfshini té dhéna apo rezultate nga
puna qé do té raportohet.

2. Metodat & Materialet: Ky paragraf duhet té pérfshijé até
informacion qé ishte né dispozicion né kohén qé plani apo
protokoli i studimit po shkruhej. Té gjitha informacionet e marra
gjaté studimit i takojné paragrafit té Rezultateve.

Pérshkruani pérzgjedhjen tuaj té pjesémarrésve sé vrojtimit
ose eksperimentit (pacientét ose kafshét laboratorike, pérfshiré
kontrollat) qarté, duke pérfshiré kriteret e pérshtatshme (inkluzive)
dhe pérjashtuese (ekskluzive).

Parimi udhéheqés duhet té jeté i garté se si dhe pse studimi
éshté béré né njé ményré té caktuar. Jepni detaje té mjaftueshme
pér metodat, mjetet dhe materialet (jepni emrin dhe adresén
e prodhuesit né kllapa), dhe procedurat pér té lejuar té tjerét té
kuptojné dhe riprodhojné rezultatet tuaja.

Nése njé metodé e caktuar qé éshté pérdorur éshté e njohur, atéheré
nuk éshté e nevojshme té jepet pérshkrim komplet i saj. Mund t'i
referoheni punimit né té cilin sé pari heré éshté pérshkruar dhe té
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Additional Information for Authors

I. First page - front page: It should contain: (a) title of paper, a
short, but informative; (b) the first name, initials of middle name
and last name of each author; (c) the institution; (d) the name of the
department that is attributable to the scientific work; (e) the name
and address of the author with whom to correspond about the
manuscript (f) source/support in the form of grants, equipment,
drugs, or all.

II. Second page - abstract and keywords: The abstract should be
written with a maximum of 150 words for unstructured abstracts
and 250 words for structured abstracts (containing parts:
objective(s) of study or research, basic procedures, such as selection
of subjects or laboratory animals, observational and analytical
methods, then, the main findings/results (data and their statistical
significance, if possible), and the main conclusions. Emphasize the
new and important aspects of the study or observation.

Below the abstract identify and write the keywords: 35 words or
short phrases that will assist in indexing the paper and publication
of the abstract.

Use terms from the list of Index Medicus for Medical Sub-Headings
(MeSH); if there is no appropriate MeSH term for some newly
introduced terms, we can use the given terms.

II1. Third and further pages - full text of the article: The full text
of research or observational articles should normally be, but not
necessarily, divided into sections with the following headings:
introduction, material and methods, results and discussion.

1. Introduction: Provide a context or background for the study
(that is, the nature of the problem and its significance). To do this
you must complete a literature review - searching for, finding
and reading relevant papers, which must be referenced in your
manuscript. Explain your hypotheses and the plan to test them,
and describe your aims. Clearly state what you expect to find and
the reasoning that led you to the hypotheses that you have made.
The research objective is often more sharply focused when stated
as a question. Do not include data or conclusions from the work
being reported.

2. Methods & Material: This section should include only
information that was available at the time the plan or protocol for
the study was being written. All information obtained during the
study belongs in the Results section.

Describe your selection of the observational or experimental
participants (patients or laboratory animals, including controls)
clearly, including eligibility and exclusion criteria.The guiding
principle should be clarity about how and why a study was done in
a particular way.

Give sufficient details of the methods, apparatus and materials
(give the manufacturer’s name and address in parentheses), and
procedures to allow others to understand and reproduce your
results.

If a particular method used is well known then there is no need
to give a complete description. You can reference the paper in



pérmendni ndonjé modifikim/ndryshim gé keni béré. Jepni arsyet
pér pérdorimin e tyre dhe vlerésoni kufizimet e tyre. Né fund,
pérshkruani se si i keni analizuar té dhénat tuaja, duke pérfshiré
metodat statistikore dhe pakon programore gé keni pérdorur.

Autorét e doréshkrimeve té rishqyrtuara duhet té pérfshijné
njé paragraf gé pérshkruajné metodat qé kané pérdorur pér
lokalizimin, pérzgjedhjen, ekstrahimin dhe sintetizimin e té
dhénave. Pérdorni formén joveprore té foljes, né vetén e treté, kur
dokumentoni metodat, gjé qé do té fokusonte vémendjen e lexuesit
tek puna qé éshté béré e jo tek hulumtuesi (P.sh. Jané marré, jané
realizuar, jané prezantuar etj.)

2. a) Statistikat: Pérshkruani metodat statistikore me detaje
té mjaftueshme pér t'ia mundésuar njé lexuesi me njohje né até
fushé t'i qaset té dhénave origjinale pér té verifikuar rezultatet e
raportuara. Kur éshté e mundur, pércaktoni sasiné e zbulimeve
dhe prezantoni ato me indikatoré pérkatés té gabimeve né
matje apo pasiguri (si¢ jané inter-valet e besueshmérisé). Evitoni
mbéshtetjen vetém né testet statistikore té hipotezave, si¢ jané
vlerat p, qé déshtojné té transmetojné informacion té réndésishém
mbi madhésiné e efektit. Jepni detaje rreth pérzgjedhjes sé rasteve
(randomizimi) dhe pérshkruani metodat dhe sukseset e vro-jtimit
gjaté realizimit té studimeve té verbuara. Definoni termet
statis-tikore, shkurtesat dhe mé sé shumti simbolet. Specifikoni
programin kompjuterik qé éshté pérdorur.

3. Rezultatet: Ky paragraf duhet t'i béjé gjetjet tuaja té qarta.
Prezantoni rezultatet tuaja né rend logjik né tekst, tabela dhe
ilustrime, duke dhéné sé pari rezultatet kryesore ose mé té
réndésishme. Mos i pérsérisni té gjitha té dhénat né tabela apo
ilustrime, né tekst. Nénvizoni ose pérm-bledhni shkurtimisht
vetém vrojtimet mé té réndésishme.

Kur té dhénat pérmblidhen né paragrafin e Rezultateve, jepni
rezultate numerike jo vetém si derivate (pér shembull, pérqgindja)
por gjithashtu si numra absolut nga té cilét derivatet jané
llogaritur, dhe specifikoni metodat statistikore gé jané pérdorur
pér t'i analizuar ato.

Kufizoni tabelat dhe figurat né aq sa jané té nevojshme pér té
sqaruar argumentin e punimit dhe pér té vlerésuar té dhénat
ndihmése. Duke pérdorur grafikonet pér té reprezentuar té
dhénat tuaja si alternativé e tabelave, do té rrisé kuptueshmériné
e lexuesit. Mos i dyfishoni té dhénat né grafikone dhe tabela. Duhet
té jeni té qarté se cili lloj i grafikoneve éshté i pérshtatshém pér
informacionet tuaja. Pér shembull, pér té reprezentuar korelimin
mes dy ndryshoreve, preferohet grafiku vijézor, krahasuar me
grafikun rrethor apo né formé shtyllash.

Sa i pérket té gjitha paragrafeve, qartésia dhe té génit i thukté
éshté kyce. Mos prezantoni té njéjtat té dhéna mé shumé se njé
heré. Kufizojeni veten né té dhénat qé ndihmojné né adresimin
e hipotezave tuaja. Kjo éshté e réndésishme edhe nése té dhénat
i aprovojné ose nuk i pranojné ato. Nése keni béré analiza
statistikore, duhet té jepni vlerén e proba-hilitetit (p) dhe té tregoni
se éshté shprehés (sinjig né nivelin qé ju po testoni. Varésisht nga
analizat e pérdorura, gjithashtu mund té jeté e réndésishme té jepni
intervalet e besueshmérisé sé rezultateve (Confidence Interval -
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which it was first described and mentioned any modifications
you have made. Give the reasons for using them, and evaluate
their limitations. Finally,, describe how you analysed your data,
including the statistical methods and software package used.

Authors submitting review manuscripts should include a section
describing the methods used for locating, selecting, extracting, and
synthesizing data.

Use the third person passive voice when documenting methods
which would focus the readers’ attention on the work rather than
the investigator.(e.g. Were taken, was performed, were presented
itd.)

2. a) Statistics: Describe statistical methods with enough detail to
enable a knowledgeable reader with access to the original data to
verify the reported results. When possible, quantify findings and
present them with appropriate indicators of measurement error or
uncertainty (such as confidence intervals). Avoid relying solely on
statistical hypothesis testing, such as p values, which fail to convey
important information about effect size. Give details about the ran-
domization and describe the methods and success of observations
while using blinded trials. Define statistical terms, abbreviations,
and most symbols. Specify the computer software used.

3. Results: This section should make your findings clear. Present
your results in logical sequence in the text, tables, and illustrations,
giving the main or most important findings first. Do not repeat all
the data in the tables or illustrations in the text. Emphasize or
summarize only the most important observations.

When data are summarized in the Results section, give numeric
results not only as derivatives (for example, percentages) but also as
the absolute numbers from which the derivatives were calculated,
and specify the statistical methods used to analyze them.

Restrict tables and figures to those needed to explain the argument
of the paper and to assess supporting data. Using graphs to
represent your data as an alternative to tables will improve the
reader’s understanding. Do not duplicate data in graphs and
tables. You need to be clear what type of graphs is suitable for your
information. For example, to represent the correlation between
two variables, a line graph is preferred to a pie chart or a bar chart.

As with all sections, clarity and conciseness is vital. Don’t present
the same data more than once. Restrict yourself to the data that
helps to address your hypotheses. This is important whether
the data supports or disproves them. If you have carried out a
statistical analysis, you should give the probability (P) value and
state it is significant at the level you are testing. Depending on
the analysis used, it may also be important to give the confidence
intervals of the results, or the statistical parameters such as the
odds ratios. Provide a caption for each figure making the gen-eral
meaning clear without reference to the main text, but don’t discuss
the results. Let the readers decide for themselves what they think
of the data. Your chance to say what you think comes next, in the
discussion.

3. Tables: Each table should be inserted at the point of the text
where they have to be placed logically, typed by the same rules
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CI), ose parametrat statistikoré si proporcionet e rastit (odds ratio).
Béni pérshkrimin tek secila figuré duke béré té qarté domethénien
e pérgjithshme pa referencé né tekstin kryesoré, por mos diskutoni
rezultatet né té. Léreni lexuesin té vendosé veté se cfaré men-don
pér té dhénat. Mundésia juaj pér té théné se cfaré mendoni, éshté
né vazhdim, tek diskutimi.

3. Tabelat: Secila tabelé duhet té vendoset né vendin e tekstit ku
duhet té vihet logjikisht, e plotésuar me té njéjtat rregulla sikur
teksti i ploté. Mos i dérgoni tabelat si fotografi. Secila tabelé duhet
té citohet né tekst. Tabelat duhet té jené me numra ashtu gé té
jené né koordinim me refer-encat e cituara né tekst. Shkruani njé
pérshkrim té shkurté té tabelés nén titullin. Cdo sqarim shtesé,
legjendé ose sqarim i shkurtesave jostan~darde, duhet té vendoset
menjéheré poshté tabelés.

4. Diskutimi: Ky paragraf éshté pjesa ku ju mund té interpretoni
té dhé-nat tuaja dhe té diskutoni duke ballafaquar dhe krahasuar
gjetjet tuaja me ato té hulumtuesve té méparshém. Rishikoni
referencat e literaturés dhe shihni nése mund té pérfundoni se si
té dhénat tuaja pérkojné me até qé keni gjetur.

Ju gjithashtu duhet té llogarisni rezultatet, duke u fokusuar né
mekaniz-mat né prapavij té vrojtimit. Diskutoni nése rezultatet
tuaja mbéshtesin hipotezat tuaja origjinale. Gjetjet negative jané
aq té réndésishme né zhvillimin e ideve té ardhshme sikur gjetjet
pozitive.

E réndésishme éshté se, nuk ka rezultate té kéqija. Shkenca nuk
té béjé me té drejtén dhe té gabuarén, por merret me zgjerimin e
njohjeve té reja.

Diskutoni si jané paragitur gabimet né studimin tuaj dhe cfaré
hapa keni ndérmarré pér té minimizuar ato, késhtu duke treguar
se ju ¢cmoni ku-fizimet e punés tuaj dhe fuginé e pérfundimeve
tuaja. Duhet gjithashtu té merrni né konsideraté ndérlikimet e
gjetjeve pér hulumtimet né té ardhmen dhe pér praktikén klinike.
Lidhni pérfundimet me géllimet e studimit, por evitoni géndrimet
dhe pérfundimet e pakualifikuara, qé nuk mbéshteten né ményré
adekuate nga té dhénat. Shmangni prioritetet deklarative apo té
aludoni né punén qé nuk éshté krahasuar.

5. Referencimi: Referencat jané baza mbi té cilén éshté ndértuar
raporti juaj. Shqyrtimi i literaturés dhe leximi i referencave
gjithmoné duhet té jeté piké fillestare e projektit tuaj. Ky
paragraf duhet té jeté i sakté dhe té pérfshijé té gjitha burimet e
informacionit qé keni pérdorur.

Né formatin “ Vancouver” , referencat numérohen njé nga njé, sikur
qé shfagen né tekst dhe identifikohen me numra né bibliografi..

Shénoni té gjithé autorét kur jané gjashté e mé pak; kur jané
shtaté ose mé tepér, shénoni tre té parét, pastaj shtoni “et.al.”
Pas emrave té autoréve shkruhet titulli i artikullit; emriirevistés
i shkurtuar sipas ményrés sé Index Medicus; viti i botimit; numri
i véllimit; dhe numri i fages sé paré dhe té fundit.

Referencat e librave duhet té jepen sipas emrit té autorit, titullii
librit (mund té citohet edhe titulli i kapitullit para titullit), vendi
i botimit, botuesi dhe viti.
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as for the full text. Do not send tables as photographs. Each table
should be cited in the text.Tables should be numbered so that they
will be in sequence with references cited in the text. Provide a brief
explanation of the table below the title. Any additional explanations,
legends or explanations of non-standard abbreviations, should be
placed immediately below the table.

4. Discussion: This section is where you interpret your data
and discuss how your findings compare with those of previous
researchers. Go over the references of your literature review and
see if you can determine how your data fits with what you have
found.

You also need to account for the results, focusing on the
mechanisms be-hind the observation. Discuss whether or not your
results support your original hypotheses. Negative findings are just
as important to the de-velopment of future ideas as the positive
ones.

Importantly, there are not bad results. Science is not about right or
wrong but about the continuing development of knowledge.

Discuss how errors may have been introduced into your study
and what steps you took to minimise them, thus showing that
you appreciate the limitations of your work and the strength of
your conclusions. You should also consider the implications of
the findings for future research and for clinical practice. Link
the conclusions with the goals of the study but avoid unqualified
statements and conclusions not adequately supported by the data.
Avoid claiming priority or alluding to work that has not been
compared.

5. Referencing: The references are the foundation on which your
report is built. Literature searches and reading of references
should always be the starting point of your project. This section
must be accurate and in~clude all the sources of information you
used.

In the Vancouver format, references are numbered consecutively
as they appear in the text and are identified in the bibliography by
numerals.

List all authors when there are six or fewer; when there are
seven or more, list the first three, then add “et al.” The authors’
namer are fol-lowed by the title of the article; the title of the
journal abbreviated ac-cording to the style of Index Medicus; the
vear of publication; the volume number; and the first and last
page numbers.

References to books should give the names of any editors, place
of publication, editor, and year.

In the text, reference numbers are given in superscript. Notice
that issue number is omitted if there is continuous pagination
through-out a volume, there is space between volume number and
page numbers, page numbers are in elided form (51-4 rather than
51-54) and the name of journal or book is in italics.The following is
a sample reference:



Né tekst, numrat e referencave jepen me indeks té sipérm. Véreni se
¢éshtja e numrave neglizhohet nése ka numeértim té vazhdueshém
pérgrjaté gjithé véllimit, ka hapésiré mes numrit té véllimit dhe
numrit té fages, numrat e fageve jané né kété formé: 51-4 né vend té
51-54, dhe emri i revistés ose librit éshté né italic. Né vazhdim éshté
njé shembull i referencés:

Artikujt e revistave:

1. Lahita R, Kluger J, Drayer DE, Koffler D, Reidenberg MM. Antibod-
ies to nuclear antigens in patients treated with procainamide or
acetylpro-cainamide. N Engl ] Med 1979;301:1382-5.

2. Nantulya V, Reich M. The neglected epidemic: road traffic inju-
ries in developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study. Lan-
cet 1997;349: 1498-504.

Librat dhe tekste tjera:

4. Colson JH, Tamour NJJ. Sports in juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. Department of Health. National service framework for coronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. Kamberi A, Kondili A, Goda A, dhe bp; Udhérréfyes i shkurtér i
Shogatés Shqiptare té Kardiologjisé pér parandalimin e Sémundjes
Aterosklerotike Kardiovaskulare né praktikén klinike, Tirané, 2006

7. Azemi M, Shala M, dhe bp. Pediatria sociale dhe mbrojtja shénde-
tésore e femijéve dhe nénave. Pediatria, Prishtiné 2010; 9-25

Shmangni pérdorimin e abstrakteve si referenca; “té dhéna
té papub-likuara” dhe “komunikime personale”. Referencat e
pranueshme, por ende té papublikuara lejohet té merren, vetém
nése shénoni se jané “né shtyp”.

6. Mirénjohjet: Ju mund té keni déshiré té falénderoni njerézit qé
ju kané ndihmuar. Kéto mund té rangohen prej atyre qé ju kané
pérkrahur me teknika eksperimentale deri tek ata gé ju kané
késhilluar deri né bér-jen e doréshkrimit final.

7. Formati i fajllit té té dhénave pér ilustrimet (figurat): JPG

Nése pérdoren fotografité e pacientéve, qofté subjekti, qofté
fotografité e tyre nuk duhet té jené té identifikuara, ato duhet té
shogérohen me lejen e shkruar nga ta pér pérdorimin e figurés.
Format e lejuara jané né dispozicion nga redaksia.

Nése fajllet e té dhénave jané shumé té médha pér t'u dérguar me
e-mail, rekomandohet dérgimi me CD né adresén toné.

8. Legjendat pér Ilustrimet (Figurat)

Legjenda e tabelés duhet té vendoset mbi tabelé. Referenca e njé
tabeleje, e cila éshté marré nga ndonjé publikim tjetér, duhet té
vendoset poshté tabelés. (Eshté pérgjegjési e autorit té sigurojé
lejen e ribotimit nga botuesit e atij botimi) Legjenda e figurés
duhet té vendoset né fund té fages. Referenca e figurés e marré
nga ndonjé tjetér publikim vendoset né fund té legjendés. (Leja e
ribotimit duhet té sigurohet nga hotuesi i kétij botimi).

Udhézime pér autorét | Information for authors I

Journal articles:

1. Lahita R, Kluger J, Drayer DE, Koffler D, Reidenberg MM. Antibod-
ies to nuclear antigens in patients treated with procainamide or
acetylpro-cainamide. N Engl ] Med 1979;301:1382-5.

2. Nantulya V, Reich M. The neglected epidemic: road traffic inju-
ries in developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study. Lan-
cet 1997;349: 1498-504.

Books and other monographs:

4. Colson JH, Tamour NJJ. Sports in juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. Department of Health. National service framework for coronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. Osler AG. Complement: mechanisms and functions. Englewood
Cliffs: Prentice-Hall, 1976.

Avoid using as references abstracts; “unpublished data” and
“personal communications”. References to accepted but yet
unpublished articles are allowed to be made, only if you note “in
press”.

6. Acknowledgements: You may wish to acknowledge people who
have helped you. These can range from those who supported you
with exper-imental techniques to those who read or offered advice
on your final manuscript.

7. Data file format for illustrations (figures): JPG

If photographs of patients are used, either the subjects should not
be identifiable or their pictures must be accompanied by written
permis-sion to use the figure. Permission forms are available from
the Editor.

If data files are too big for transmission as an Email attachment
submis-sion of a CD to our address is recommended.

8. Legends for Illustrations (Figures)

The legend of a table has to be placed above the table. The reference
of a table, which has been taken from another publication, must
be placed below the table. (It is the author’s responsibility to
obtain the permission of reproduction from the publishers of the
publication.) Figure legends are to be placed at the end of the paper.
The reference of a figure taken from another publication stands
at the end of the legend. (Permission of reproduction must be
obtained from the publishers of this publication).
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