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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
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

pérkatésia e besimit, e nacionalitetit, e racés, e politikés, apo pérkatésia
klasore. Qé nga fillimi do ta ruaj jetén e njeriut né ményré apsolute. As
né kushtet e kércénimit nuk do té lejoj té keqpérdoren njohurité e mia
mjekésore qé do té ishin né kundérshtim me ligjet e humanitetit. Kété e
premtim po e jap né ményré solemne e té liré, duke u mbéshtetur né K
nderin tim personal. AL

The Oath of Hippocrates ¥

Upon having conferred on me the high calling of physician and
entering medical practice, I do solemnly pledge myself to consecrate
my life to the service of humanity. I will give my teachers the respect
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
under threat and I will not use my medical knowledge ;
CO}’IU" to the laws of humanity. I make these
$és SO en ly, freely and upon my honor
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Sa lexohen botimet e publikuara?

una kérkimére shkencore, shkruajtja dhe

publikimi i punimeve sot jané bére referneca

kryseore e nivelit profesional dhe shkencor té
individit,njésive ku ato punojné(intitutit, fakultetit
apo universitetit) duke shtruar, késhtu, bazén pér mjé
shoqéri té bazuar ne dije. Ky fakt e bén sferén e botimit
té punimeve shkencore, motivim dhe piksynim pér
puné dhe arritje té métejme pér hulumtuesit e té gjitha
fushave, kurse botuesit i vendon para pérgjegijésive té
reja.

Me kéte rast do té doja té veja né pah edhe dy momente
plotésuase té debatit né vijim . Né editorialet dhe letrat
pér editorét né shumé revista me nam botéror mund
té gjinden shpesh artikuj ku debatohet arsueshméra
e “ngarendjes me ¢do kusht” botime té artikullit me
pérmbajtje “té reja” shkencore (me géllim té realizimit
té kérkesave pérndértimin e kariesés)duke uimponiuar
shkencétaréve té rinj njé praktiké qé jo gjithmoné
pérputhet me nevojat themelore pér ndértimin e tyre
si klinicist (!), me ¢'rast palét argumentojné “pro et
contra”.

Momenti i dyté pér té cilin shpesh mund té ndégjohen
opinione né formé té shqetésimit, lidhet me pyetjen
“sa lexohen hotimet e publikuara?”. Kjo pyetje
mund té shtrohet edhe ndryshe, p.sh. "me hotimet e
publikuara, sa kontribohet né shpérndarjen e pérvojés
dhe afirmimin e njohurive té reja né fushat pérkatése”.
Njé debat i tille ka gené prezent né dy nga tre
konferanca ndérkombétare qé sé fundi jané mbajtur
né kété temé. Kuptohet gé kjo pyetje nuk shtrohet
vetém nga kénveshtrimi i “citimeve”, sipas Science
Citation Index (SCI) gé paraget njé sistem té njohur dhe
té verifikuar té matshém té citimve, por céshtja mé
shumé shtrohet nga aspekti i leximit té punimeve si
njé ményré té ndérrimit té arritjeve dhe komunikimin
e njohurive me géllim shfrytézimi dhe benefiti pér
pacintét nga té njéjtat.

Pérkundér mundésive dhe arritjeve té médha né
kété aspekt, ishte konstatim i pakontestushem qé
kéto punime lexohen shumé pak, se duhet gjeté
forma dhe mundési pér lehtésimin dhe stimulimin

How much the publications are being read?

he scientific work, writing and publication of the

papers, today are the main reference by which the

level of professional and scientific achievements
of the individual, as well as the institution (institute,
faculty or university) are measured, whilst building the
foundations of a knowledge-based society.

Hereby, I would like to emphasize to additional points
out of the topic that I would elaborate on below. In
many renowned journals’ editorials or letters to the
editor you can read about the heating debate over the
reasonability of the ‘publish or perish’ attitude and the
publication of articles containing ‘scientific novelties’
(solely for the sake of the formal requirements for their
careers’ advancement), thus imposing to the young
scientists a model that doesn’t meet the needs for
their development as a healthcare professionals and
therefore fostering a debate with a lot’s of pro’s and
con’s.

The second point which usually incites debate is the
pressing issue of ‘how much the publications are being
read’? There is another viewpoint regarding this issue,
i.e. ‘how much the published articles have contributed
for the distribution of the experience and the acquired
knowledge of the respective fields’. A debate of this
kind has been developed in two out of three recent
international conferences. The issue doesn’t only
comprises the ‘quotes’, according to Science Citation
Index (SCI), presenting a well-known and verifying
system for citation measurement, but the issue is
mostly seen from the reader’s aspect, as a way for
exchanging and communication of the newly acquired
knowledge, ultimately for the patients’ benefit.

Despite the possibilities and high achievements in this
respect, an uncontested statement was made that the
published work is barely read, furthermore, that we
should find other modes and opportunities in order to
facilitate and stimulate the usage of these information
as frequently as possible for those being interested.
Without doubt, the Information Technologies’ era
has enabled the electronic communication in every
household, and almost everybody is skilled to use it.
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Editorial | Editorial

e té interesuarve pér shfrytézim sa mé té shpeshté
té kétyre infomacioneve. Padyshim q@é era e
tekonlogjisé informatike, komunikimin elektronik e
ka béré presentnt né cdo shtépi, dhe shkathtésité pér
pérdorimin e tij i kané gati té gjithé.

Nisur nga ky fakt, por edhe nga nevoja pér té avancuar
procedurat editoriale si dhe shfrytézimin sa mé té
shpeshté dhe praktik té botimeve té IMJ Medicus,
Shogata e Mjekéve Shqiptaré té Magedonisé (SHMSHM),
respektivisht Bordi Editorial i IMJM, nga ky numér
fillon me pérdorimin on-line té web fages, gé do té jeté
platforma elektronike pér dorézimin e doréshkrimeve
on-line, leximin e punimeve té publikuara dhe
infrmacioneve tjera té nevojshme. Né ményre
plotésuesé, SHMSHM, si botuesi IMJM, do té vazhdojé
me publikimin e Revistés (hard-copy) si deri tani, duke
garantuar késhtu vazhdimésiné e bashképunimit me
lexuesit tané té nderuar.

Duke ju faleminderuar pér bashképunimin e deritan-
ishém ju ftojmé né komunikim on-line dhe bashképunim
edhe mé efektiv né té ardhmen.

Web fagja e IMJ Medicus:

www.imjm.mk

Prof dr.Azis. K. Pollozhani .,
Krzeredaktori i IMJM: M

Taking into account this fact, as well as the need for
the advancement of the editorial procedures, and the
increased usage of the IMJ Medicus’ published work,
the Association of the Albanian Medical Doctors from
Macedonia (AAMDM) through the IMJM’s Editorial
Board, with the current issuance starts the web
site that will be the electronic platform for on-line
manuscript submission, on-line publication and
sharing other needed information. Additionally,
AAMDM as a publisher of the IMJM, will continue with
the publication of the Journal’s hard-copy, warranting
the continuity of the collaboration with our respected
readers.

As we have collaborated up to this day, hereby, I invite
you to communicate on-line for a more efficient
collaboration in the future.

IMJ Medicus’ web page:
www.imjm.mk

Azis. K. Pollozhani, MD. th v
Editor-in-chief |

/

International Medical Journal Medicus (IMJM)
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ABSTRACT

Miocardial protection is one of the key points during Cardiac surgery. Mix warm blood cardioplegia(MWBC) has
had a profound impact, especially in coronary artery bypass surgery, but there have been few studies on its use
in mitral valve replacement. A good myocardial protection will be reflected especially on patients outcome, on
postoperative ICU strategy, morbidity and mortality as well. The purpose of this study was to determine whether
mix warm blood cardioplegia offers any advantages in mitral valve replacement.

Forty patients with mitral valve disease were retrospectively randomized to one of two groups of 20 patients with
different techniques of myocardial protection: group A had cold crystalloid cardioplegia, and group B had mix
warm blood cardioplegia, a technique modified according to our clinic conditions. Intraoperative and postoperative
variables were used to assess primary outcomes. Postoperative blood loss and blood requirements were measured
as a secondary outcome. Improved spontaneous recovery of sinus rhythm was observed in group B, the difference
being statistically significant. The maximum doses of inotropic support, intensive care unit stay were higher in

group A compared with group B.

This study did find benefits of warm blood cardioplegia in clinical outcome after mitral valve replacement.

Key words: Mix warm blood cardioplegia, coronary artery bypass surgery, mitral valve replacement

INTRODUCTION

Miocardial protection during cardiac surgery is the key
point in this kind of intervention. The different techniques
of myocardial protection has been evolved in the course
of the years, making cardiac surgery much safer (1,2). This
study is a part of several years follow-up in our clinic of
cardiac surgery. From many years we had made efforts
to change the cardioplegia solution from crystalloid into
blood, based on western clinics guidelines and modified
on the conditions of our clinic. From 5 years we use
successfully warm blood cardioplegia and the results are
very good (18).

Blood cardioplegia has had a profound impact on cardiac
surgery, especially in coronary artery bypass surgery,
but there have been few studies on its use in mitral valve
replacement (3,4). Warm blood cardioplegia is used to modify
reperfusion injury, resulting in improved postoperative
contractile function and decreased mortality (3,4).

The purpose of this study was to determine whether mix
warm blood cardioplegia offers any advantages in mitral
valve replacement. We designed a study to compare 2

techniques of myocardial protection: intermittent crystal-
loid cardioplegia, and intermittent mix warm blood cardio-
plegia. The results were primarily assessed on the basis of
clinical outcome, and postoperative blood loss and blood
requirements.

PATIENTS AND METHODS

Between January 2008 and September 2012, in Cardiac
Surgery Clinic in “Mother Theresa” Hospital Center,
Tirana, Albania, 20 patients, who were scheduled for
MVR with or without tricuspid repair, were enrolled in
this study. In these patients was used mix warm blood
cardioplegia (MWBC) (Group B).

Between January 2004 and December 2008, we
retrospectively randomized 20 other patients in the
same clinic, who like the above mentioned group were
scheduled for MVR with or without tricuspid repair. In
those was used crystalloid cardioplegia. (Group A).

Anesthesia techniques were the same in both groups,
general anesthesia.
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In group A, intermittent antegrade cold crystalloid
cardioplegia (4 grade C) was used.

In group B, was used mix warm blood cardioplegia
(MWBC().

Randomization was performed in blocks of 20, with a
plan for interim analysis after 40 patients.

Initial power calculations were hampered by the lack of
preliminary data defining the effect of MWBC on MVR.

The study was approved by our Institutional Ethics
Committee, and informed consent of the patients was
obtained.

All operations were performed using cardiopulmonary
bypass (CPB) with ascending aortic and bicaval
cannulation. Systemic hypothermia was between 32°C
and 34°C in Group A and 33°C to 36°C in Group B.

Antegrade cold crystalloid cardioplegia was injected im-
mediately after aortic cross-clamping at 15-20mlL-kg-1

and then at 30 minutes intervals. In Group B the tech-
nique MWBC was realized second the modifications of
our clinic;18 the first dose was cold crystalloid (15-120
ml/kg/weight), after 30 minutes a second dose of cardio-
plegia was made by mixing 400-500 ml oxygenated blood
from oxygenator and 10ml KCL 7.5%, and a third dose of
the same solution after 20minutes. The MWBC tempera-
ture was gradually increased from 33°C to 36°C by the end
of the infusion.

Electrical defibrillation was applied if ventricular fibrilla-
tion persisted beyond 2min after aortic declamping, and
a temporary pacemaker was used if there was no spon-
taneous rhythm or if the patient’s heart rate was less
than 50 beats'min-1. After the operation, if systolic blood
pressure was lower than 90 mm Hg and urine output less
than 1 mL-kg-1-h-1 with central venous pressure between
10 and 12 mm Hg, inotropic support was started. Our first
choice of inotropic agent was adrenaline.

Table 1. Preoperative and Operative Data in Patients Undergoing Mitral Valve Replacement
Variable Group A(n=20) | Group B(n=20) P-Value
Age (years) 43+/-10 44+/-10 0.32
Sex (male/female) 7/13 8/12
Diagnosis
MS 13 12
MR
Mixed MS/MR 1
MR+ TR 7
Rhythm
Sinus rhythm 5 5
Atrial fibrillation 15 15
NYHA class
Il
I 19 18
I\Y 1 2
PASP (mm Hg) 60+/-23 63+/-19 0.62
Ejection fraction (%) 50+/-7 52+/-5 0.15
Operation
MVR 15 13
MVR + tricuspid repair 5 7
CPB time (min) 65+/-5 60+/-5 0.45
Aortic cross-clamp time(min) 50+/-5 55+/-5 55+/-5 0.44
Temperature during CPB (c) 32-34 33-36

CPB = cardiopulmonary bypass, NYHA = New York Heart Association, PASP = pulmonary artery systolic pressure, MR
= mitral regurgitation, MS = mitral stenosis, MVR = mitral valve replacement, TR = tricuspid regurgitation.
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Intraoperative and postoperative variables were used to
assess primary clinical outcomes including hematocrit
levels pre CPB, intra and post CPB period, spontaneous
rhythm recovery after aortic declamping (no requirement
for electrical defibrillation or temporary pacemaker),
maximum doses of inotropes, duration of inotropic support,
postoperative ejection fraction, length of intensive care
unit stay, postoperative blood loss and blood requiments.

Table 2. Comparison of Clinical Outcomes

Punime origjinale shkencore | Original scientific paper I

Commutative data are expressed as the mean + standard
deviation of the mean. Analysis of the difference in clinical
outcome between the two groups was performed using
Student’s t test.

The significance level for differences in all tests was p < 0.05.
Univariate linear regression analysis was used to perform
correlation analysis.

Clinical Outcome Group A(n=20) | Group B(n=20) P-Value
Hct/Pre CPB 413 4147 0.1
Hct/in CPB/post first dosis( %) 249 25.3 0.18
Hct/in CPB/post second dosis( %) 229 25.2 0.07
Hct/post CPB (%) 26.4 31.8 0.03
Spontaneous rhythm recovery( n) 2 17 0.001
VF after aortic declamping (n) 18 3 0.02
Reperfusion time (min) 15 +/-5 10+/-5 0.08
Ejection fraction (%) 46+/-5 48+/-5 0.12
Inotropic suport ( n) 16 8 0.04
Non inotropic support (n) 4 12 0.04
Intensive care stay (days) 29 2.1 0.19
Blood loss (ml) 400+/-50 300+/-50 0.14
Blood transfusion 19 12 0.16

VF= ventricular fibrillation.

RESULTS

There were no preoperative or operative differences
between the groups with regard to age, sex, diagnosis,
rhythm, New York Heart Association functional class,
left ventricular ejection fraction, estimated pulmonary
artery systolic pressure, operation, or duration of the
operation, CPB, or aortic cross-clamping (Table 1).

There was no death in our series. Clinical outcomes are
shown in Table 2. The changes in hematocrit level differs
significantly between the two groups on the post CPB
period (p=0,03)

There appeared to be a trend towards better spontaneous
recovery of sinus rhythm after removal of the aortic
cross-clamp in group B compared with group A, the
difference did reach statistical significance.

According to our protocol for postoperative care, 16
patients (4 in group A and 12 in group B) did not require
inotropic support postoperatively. There were differences
between the 2 groups in inotropic support (P=0.04).

Postoperative echocardiography showed a slight decrease
of left ventricular ejection fractions in both groups, only
at the first postoperative day, which was improved in the
consecutive days. There was no significance differences
of left ventricular ejection fraction between the groups
before and after the intervention (P= 0.15 and P=0.12,
respectively). Cardiac enzymes (troponin and CK/CKMB)
couldn’t be measured in all patients but only in some of
them, the results did not reach statistical differences
between the groups. There were no differences between
the 2 groups in duration of ICU stays and blood loss.

DISCUSSION

The basic concept of MWBC is reduction of myocardial
energy demand by maintaining cardiac arrest with
hyperkalemic warm blood perfusion during initial
reperfusion, to restore high-energy phosphates and
enhance cellular repair after ischemic cardiac arrest
(3-5).
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The beneficial effects of MWBC have been studied
both experimentally and clinically. They include better
preservation of high-energy phosphates and endogenous
amino acids, less anaerobic metabolic activity on
reperfusion, reduced release of cardiac troponin T, and
improved post-ischemic functional recovery (3,4,6-8).
These effects facilitate coronary vasodilatation and
accelerate early myocardial tissue oxygen saturation
during warm reperfusion (4,6).

Tenpaku and colleagues (7) demonstrated complete
microtubule repolymerisation after 10 min of reperfusion
with warm blood. This mechanism may be responsible
for the early and improved recovery of cardiac function
associated with MWBC.

Most clinical studies of MWBC have been undertaken
on coronary artery bypass surgery, with more recent
investigations on MWBC in congenital heart surgery
(3,4,9,10).

Most results have showed definite advantages in the use
of MWBC, although there have been some that showed no
beneficial effect of MWBC (11-13).

Modi and colleaguesl0 demonstrated a superior
biochemical outcome from MWBC in patients with longer
cross-clamp times, a finding also supported by Hayashi
and colleagues (14).

In this study, the mean cross-clamp time was more than
50 min, which may have been long enough to demonstrate
the advantage of MWBC. The duration of TWBC infusion
may be an important factor (6,15).

There is some evidence that a glutamate-aspartate
supplement to the MWBC (substrate-enriched
cardioplegia) may reduce reperfusion injury and improve
both metabolic and myocardial function recovery
(8,13). Glutamate and aspartate are not available at our
institute, so our MWBC was not a substrate-enriched
solution, and it is possible that the MWBC benefits
would be more obvious if this technique was employed.
Improved spontaneous rhythm recovery has also been
observed with the use of MWBC (6,9). It appeared to be
a trend towards a better cardiac rhythm recovery in the
MWBC group (less requirement of electrical defibrillation
and temporary pacemakers), the difference did reach
statistical significance when compared with patients in
the non-MWBC group.

Troponin T and troponin I are unique biochemical
markers of myocardial damage because of their high level

Revisté mjekésore - MEDICUS | 12

of sensitivity and specificity. These characteristics make
troponin T and troponin I ideal markers for myocardial
cell damage in patients undergoing cardiac surgery, and
useful for comparison of different myocardial protective
techniques during routine cardiac operations (16,17).
We found a slightly higher troponin T concentration
at 0 and 6 h postoperatively in a part of patients given
TWBC, although the difference was not significant when
compared with the non-TWBC group. Our finding was
similar to that reported by Edwards and colleagues (12).
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ABSTRAKTI

Proteksioni i miokardit éshté njé nga pikat kryesore né kirurgjiné kardiake.Kardioplegjia me gjak ka patur
njé impakt té forté né kirurgjiné kardiake, vecanérisht né bypass-in e arterieve koronare, por ka pak studime
né pérdorimin e saj né kirurgjiné e valvulés mitrale. Njé proteksion i miré i miokardit gjaté kirurgjisé do té
reflektohet vecanerisht né dekursin postoperator té pacientit, né strategjité reanimatore si dhe né morbiditet
dhe mortalitet. Qéllimi i kétij studimi éshté té pércaktojé avantazhet e kardioplegjisé me gjak né kirurgjiné
e valvulés mitrale. U morén né studim 40 pacienté gé iu nénshtruan kirurgjisé sé valvulés mitrale,té cilét
u ndané né 2 grupe me nga 20 pacienté, ku u pérdorén teknika té ndryshme pér mbrojtjen e miokardit: né
grupin A u pérdor kardioplegji kristaloide dhe grupi B u pérdor kardioplegji mikse e ngrohté e modifikuar
sipas kushteve té klinikés toné. Variablat intra dhe postoperatore u morén si pérfundime primare, humbjet
e gjakut postoperatore dhe kérkesat pér transfusion u morén si pérfundime sekondare. Rimarrja spontane
e ritmit sinusal u vu re mé tepér né grupin B, ku diferenca ishte statistikisht e réndésishme krahasuar me
grupin A. Dozat e inotropeve, ditégendrim né terapiné intensive ishin mé té larté né grupin A krahasuar
me grupin B. Ky studim pércaktoi disa benefite klinike té pérdorimit té kardioplegjisé me gjak té ngrohté né
kirurgjiné e valvulés mitrale.

Falét kyg: Kardioplegjia me gjak, bypass i arterieve koronare, kirurgjia e valvulés mitrale.
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ABSTRACT

The aim of the paper was to verify the incidence and features of incidental prostate cancer in patients who
underwent radical cystoprostatectomy for invasive bladder cancer.

Methods and results: A total of 96 patients underwent radical cystoprostatectomy between January 2006
and December 2010 in the University Clinic of Urology in Skopje. 10 patients were excluded for incomplete
data. The average age of the study group was 61.2 years (range 32-78). Prostate cancer was found in 10 (11.6%)
cases. Seven patients were clinically insignificant.

Conclusion: Incidentally diagnosed prostate cancer was frequently insignificant. Digital rectal examination
and prostate specific antigen should be part of the diagnostic procedure in patients who undergo
cystoprostatectomy. Standard RCP which include removal of bladder with prostate gland and seminal vesicles

is safer for radicality and prevention of residual prostate cancer.

Key words: Bladder cancer, Cystoprostatectomy, prostate cancer

INTRODUCTION

Bladder cancer (BC) is the second most common cancer of
urinary tract after prostate cancer and the fourth most
common malignancy in men (1). In developed European
Union country members, the incidence is 34.4, up to 5 in
Chinaand highest with 37 cases pmpin Egypt (2). According
to the Registry for cancer diseases in R. Macedonia in
2006 the rate of incidence was 6.5 (9.5 in male and 3.4
in female population) (3). Radicalcystoprostatectomy
(RCP) is the standard treatment for patients with muscle
invasive cancer and treatment failure in high risk non-
muscle invasive bladder cancers (4,5). This procedure
consists of removing the bladder, prostate gland with
seminal vesicles and locoregional lymph nodes. However,
this treatment involves the risk of complication like
incontinence, sexual and metabolic disorders (6,7). In
order to preserve the erectile function, urination and the
quality of life associated with RCP urologists search the
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new sparing operative techniques, namely sparing the
prostate capsule, its apex or the whole prostate gland (8).

On the other hand, autopsy examinations in 30 % of men
up to the age of 50 revealed prostate cancer (9).

The aim of this paper was to verify the incidence and features
of incidental prostate cancer in patients who underwent
radical cystoprostatectomy for invasive bladder cancer.

On the other hand, in case of incidental prostate cancer
organ sparing procedures might help in losing the
radicality during RCP.

PATIENTS AND METHODS

The study was done on specimen from 96 patients who
underwent RCP with no history and clinical evidence for
PCa before surgery, between January 2006 and December
2010 in the University Clinic of Urology in Skopje. The
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mean age of the patients was 61.2 years (range 32-78).
Routine evaluation before RCP included digital rectal
examinations (DRE), Prostatic specific antigen (PSA)
level, ultrasonography, CT urography, histopathologic
results from transurethral resection of bladder tumor.
Bone scan was done only in patients suspected of having
metastasis. Nine patients were excluded from the study
for incomplete data and one for suspicious result in DRE.
Operative procedure consists of a standard procedure
for RCP with bilateral lymphadenectomy and urinary
derivation. In pathologic sampling techniques, slices are
taken every 3 mm from the base toward the apex of the
prostate.

Pathohistological results were analyzed for each patient.
PCa was considered clinically significant if any of the
following criteria were present: total tumor volume, 0.5
cc or more; Gleason grade, 6 or more; extraprostatic
extension; seminal vesicle invasion; lymph node
metastasis (of PCa); or positive surgical margins according
to the criterion advocated by Epstein et al (10).

The numeric variables were presented as mean + SD. For
comparison of categorical variables a Chi-square test was used.
Values of p< 0.05 were considered statistically significant.

RESULTS

In Figure 1 we present the distribution of patients in groups
according to age.

Fig. 1. Distribution of patients in groups according
to age
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From 86 patients who underwent RCP, incidental CaP was
found in 9 patients, in one CaP with PIN 2 and in 6 patients
only PIN 2. The clinicopathological characteristics of RCP
specimens are presented in Table 1.

Table 1. Clinicopathological characteristics of RCP

specimens
T Prostate cancer
classification | ¢ cp With CaP -
of bladder With CaP | and High | WVith High-
cancer grade PIN grade PIN
Ta 2(2,86%) | 1(11,1%) 0 1(16,67%)
T1 5(7,4%) | 1(11,1%) 0 0
T2a A571%) | 2(22.2%) 0 1(16,67%)
T2b 5(74%) | 1(111%) | 1(100,0%) 0
T3a 13(18,57%) | 1(11,1%) 0 1(16,67%)
T3b 28(40,0%) | 1(11,1%) 0 2(33,33%)
T4a 11(15,71%) | 2(22.2%) 0 0
Tdb 2(2,86%) 0 0 1(16,67%)
Sum 70 9 1 6

According to these data, there is no significant correlation
between T classification of bladder cancer and incidental
prostate cancer or PIN 2 (p=0.26). The clinicopathologic
characteristics of specimens with prostate cancer are
presented in Table 2. The most prevalent Gleason pattern
was 3+3 or with Gleason sum 5 (7 patients). All of the patients
were with negative surgical margins and no lymph node
involvement for prostate cancer. Seven patients were with
tumor volume less than 0.5 cc.

Table 2. Clinicopathologic characteristics of
specimens with prostate cancer

Gleason sum
Prostate cancer Sum
506780910

T2a 5/{0[0|0| 0710 5
T classification 12 2| 1]0]0]0}J0 3
T2c Tjoj1(0]0]0O 2
>3 0f0|0]0OfO0]O 0
Surgical Negative | 8 | 1 | 1 [0 [0 |0 | 10
margins Positive | 0 [ O [ O [ O | O | O 0
LymPh node No 8|1]1]10|07]0 10
involvement Yes olololol ol .
Tumor volume <05 71010]0]0]0 7
« >0,5 1(1]1]0]0]|O0 3
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DISCUSSION

RCP is the standard and more effective treatment for
muscle invasive bladder cancer and superficial BC with
highest progression risk. This procedure consists of
removing the bladder, prostate gland, seminal vesicles,
along with regional lymphadenectomy. Usually RCP is
associated with a sexual and urinary dysfunction. In
order to prevent/preserve these functions and quality
of life new organ sparing procedures (prostatic apex,
prostatic capsule, seminal vesicle and neurovascular
bundle) have been described (11, 12). However, all these
procedures are associated with loss of radicality in cases
with incidental prostate cancer. Relation between these
two cancers can be explained by genetic factors such as
p53 and RB genes (13). The frequency of PCa incidentally
detected in RCP specimens is variable, ranging from
4% to nearly 60 % (14,15,16). This variability can be
explained by several factors such as pathologic sampling
techniques, preoperative diagnostic procedures
for diagnosis of prostate cancer etc. In our study the
frequency of incidentally detected prostate cancer in RCP
specimens was 11.6%. Also in 6 samples (7%) high-grade
prostatic intraepithelial neoplasia (PIN) were found. This
percentage was lower than reported in other studies (17).
Montironi R. reported that high-grade PIN was present
in 54% of cystoprostatectomies without prostate cancer
(18). This low rate in our study can be explained by the
moderate number of cases, preoperatively diagnostic
procedures for prostate cancer and excluded cases with
suspicious prostate cancer. Furthermore, cases with
verified prostate cancer and bone metastasis have been
treated with radiation and hormonal therapy. Also it
is well known that the incidence of PCa is higher in
the West than in the Asian countries (19). According
to the criterion advocated by Epstein et al. for biologic
significance, 3 of patients (30%) were with significant
prostate cancer (3 with volume >0.5 cc, two of them with
Gleason sum >6). This rate was in range with previously
presented studies (20,21). Many studies have examined
the impact of incidentally diagnosed prostate cancer
in RCP on patients’ survival. Some studies found that
combination of both cancers has no influence on patients’
survival (22, 23). Sruogis et al. showed that incidentally
found prostate cancer influenced on the overall survival,
hence indicating that more attention has to be paid to
this pathology (24). Wolters et al. reported that screen
detected prostate cancers had presented more aggressive
features than incidentally prostate cancers (25).
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CONCLUSION

The reported incidence of incidental prostate cancer
in our series was in lower ranges of presented studies.
We recommend digital rectal examination and PSA
measurement to be part of preoperative preparation of
patients with bladder cancer. In addition, we also claim
that the standard RCP, which include removal of bladder
with prostate gland and seminal vesicles, is safer for
radicality and prevention of residual prostate cancer.
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KANCERI INCIDENTAL 1 PROSTATES TE PACIENTET TENENSHTRUAR
CISTOPROSTATEKTOMISE RADIKALE GJATE TRAJTIMIT TE KANCERIT TF: FSHIKES
URINARE REZULTATET TONA 5 VJECARE

Skender Saidi, Sotir Stavridis!, Sasho Dohcev!, Oliver Stankov!, Selim Komina? Gordana Petrusevska?, Zhivko
Popov!

! Klinika universitare e urologjisé, Fakulteti i Mjekésisé, Universiteti “Shén Kirili dhe Metodi”, Shkup,
Republika e Magedonisé.

2 nstituti i patologjisé

ABSTRAKTI

Qéllimi i punimit éshté té pércaktojé incidencén dhe pasojat e kancerit incidental té prostatés te pacientét té
nénshtuar cistoprostatektomisé radikale né shérimin e kancerit té fshikés urinare.

Metodat dhe rezultatet: Né periudhen janar 2006 dhe dhjetor 2010 né Klinikén universitare té urologjisé né
Shkup, 96 pacienté i jané nénshtruar cistoprostatektomisé radikale pér trajtimin e kancerit té fshikés urinare.
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Pér shkak té dhénave jo té plota, 10 pacienté jané pérjashtuar prej studimit. Mosha mesatare e grupit té studjuar
ishte 61.2 vjet (32-78). Kanceri i prostatés éshté identifikuar te 10 (11.6%) raste. Shtaté pacienté jané klinikisht jo
signifikanté.

Konkludim: Kanceri incidental i prostatés né té shumtén e rasteve éshté josignifikant. Egzaminimi digjito-rektal
dhe antigjeni specific prostatés duhet té jené pjesé e procedurés diagnostifikuese pér pacientét gé do ti nénshtrohen
cistoprostatektomisé. Cistoprostatektomia radikale standard gé kupton largimin e fshikés urinare, prostatés dhe
fshikézave farore éshté proceduré me siguri mé té madhe pér radikalitetin e procedurés dhe parandalimin e
karcinomés reziduale té prostatés.

Fjalét kyc:Kanceri i meshikzes urinare,Cistoprostatektomia,kanceri i prostates.
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PROGNOSTIC MODEL FOR STRATIFICATION OF PATIENTS WITH
CHRONIC LYMPHOCYTIC LEUKEMIA

Trajkova Sanja !, Cevreska Lidija!, Ivanovski Martin', Dukovski Dusko!, Simjanovska-Popova Marija',
Cadievski Lazar!, Pivkova Aleksandra!, Stankovik Svetlana!, Panovska-Stavridis Irina?

! University Clinic for Hematology, Medical Faculty, University St.Ciril and Metodius,Skopje - R.Macedonia
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ABSTRACT

Introduction: The clinical course for patients with chronic lymphocytic leukemia is extremely heterogeneous,
some patients have indolent disease, never needing treatment, whereas others have aggressive disease requiring
early treatment. Wierda proposed to combine a set of clinical risk factors, to develop a prognostic index (PI)
stratifying patients in three risk groups with different expected median survival, and a nomogram, estimating
individual patient survivals. Here we report the initial results from a study designed to evaluate clinical and
biological prognostic factors in patients risk stratification.

Material and methods: Traditional laboratory, clinical prognostic, and biological prognostic factors were evaluated
at first patient visit to University Clinic of Hematology -Skopje Macedonia. We used Wierda's prognostics index
and a nomogram, to see 5- and 10-year survival probability and estimated median survival time.

Results: There were 115 previously untreated patients who had traditional and biological prognostic factors
evaluated. According to prognostic index a classification tree was built that identified three subsets of patients.
Estimated median survival at low risk subset of patients was 22,5 years, 10, 8 and 4years respectively at intermediate
and high risk subsets of patients. Projected survival in respectively low, intermediate and high-risk groups was
70%, 92, 5%, 100%, and 100%, 99%, 60% at 5-year and10-year, respectively. Conclusion: We use this model to identify
patients at high risk for progression to treatment. This prognostic model may help patients and clinicians in
clinical decision making as well as in clinical research and clinical trial design.

Key words: CLL, prognostic index, nomogram, prognosis

INTRODUCTION have also been correlated with poor prognosis, including
the presence of chromosome abnormalities such as 17p
deletion and 11q deletion,(8) elevated serum levels of -2
microglobulin (3-2M), thymidine kinase, soluble CD23,(9)
unmutated immunoglobulin heavy chain variable gene
(IgV,),(10) and expression of ZAP-70(11) and CD38(12) by
leukemia cells. Alone, each of these prognostic factors

has limited utility in predicting overall survival.

Chronic lymphocytic leukemia (CLL) is the most common
adult leukemia in the Western world. The clinical course
is variable, some patients live for decades without
ever requiring treatment, whereas others have rapidly
progressive disease requiring treatment within months
of diagnosis. For more than 30 years the Rai (1,2) and
Binet (3) clinical staging systems broadly identify risk

groups based on clinical and laboratory characteristics.
Overall, stage correlates with survival, however, for
each stage there is still heterogeneity, limiting utility
in predicting survival. In addition to factors used in
clinical staging, several other patient characteristics
and laboratory tests have been correlated with overall
survival, including age,(4) sex,(4) pattern of bone marrow
involvement,(5) lymphocyte doubling time,(6) and the
presence of prolymphocytes in blood or bone marrow(7).
Other factors that can be measured in the laboratory

To address this problem, Wierda et all.(13) analyzed
the clinical outcomes of a large series of patients
cared at The University of Texas M.D Anderson Cancer
Center(MDACC) during a period of 25 years to determine
whether routinely available clinical and laboratory
features could enhance the utility of clinical staging. The
MD Anderson analysis identified 6 factors (age, Beta2-
microglobulin, clinical stage (Rai), the number of lymph
node regions(LNR), absolute lymphocyte count(ALC)) that
were independently associated with patient survival and
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that can be combined in a prognostic index to predict
survival. The investigators also developed nomogram
to estimate the 5-year survival and 10-years survival
probability for every patient. The prognostic index and
nomogram were evaluated by Shanafelt et all. at Mayo
(Clinic Rochester(14). The latter study confirmed the value
of the prognostic index as predictor of overall survival.

In the present study, we used the MDACC prognostic
index and nomogram in population of 115 CLL patients.
We report the initial results from a study designed to
evaluate clinical and biological prognostic factors in
patients risk stratification.

MATERIALS AND METHODS
Patient population

The clinical and biological data of 115 untreated CLL
patients were retrospectively collected in University
Clinic of Hematology in the period of the last 2 years. For
all patients complete data on age, Beta2-microglobulin,
ALC, sex, Rai staging system and LNR were available.

Nomogram and Prognostic index

Age, sex, ALC, Beta2-microglobulin, Rai stage, LNR
involved were used to calculate the prognostic index
score using the method proposed by Wierda et al( 13)
(table3). Patients total score determined by adding up the
scores of the 6 components. Patients with score of 1to 3
are considered to be at low risk, those with a score of 4
to7 are considered to be at intermediate risk, and those
with a score of >8 are considered to be at high risk (13).

Statistical methods

For each patient total score of the MDACC nomogram was
calculated using the score as reported in reference (13).
The median total score of the whole patient population
was converted in estimated years of median survival,
as well as in 5 - and 1 — year survival probabilities by
graphical interpolation using the printed version of the
nomogramifigurel).

RESULTS
Patient’s characteristics

We identified 115 previously untreated patients with
newly diagnosed CLL who were seen at Hematology Clinic
within 12 months of diagnosis and who had complete
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data available for the 6 parameters used to calculate the
prognostic index score.

The median age at diagnosis was 63,1 years, with 29%
of patients aged >60years and 32% aged >70 years. The
majority of patients had Rai stage I,11(33%). Other patient
characteristics are shown on table 1.

Nomogram score

The nomogram score was calculated for each patient
using the formula published by Wierda et all(13).
Nomogram scores were used to estimate a patient's
5-year and 10-year probability of survival using published
methods (13).(figurel)

Estimated median survival at low risk subset of
patients was 22,5 years, 10, 8 and 4 years respectively at
intermediate and high risk subsets of patients (table2).
Projected survival in respectively low, intermediate and
high-risk groups was 70%, 92, 5%, 100%, and 100%, 99%,
60% at 5-year and10-year, respectively (table2).

Prognostic index score

We calculated the prognostic index score for all 115
patients and classified patients as being at low (score of
0-3), intermediate (score 4-7), or high (score of >8) risk
using the methods of Wierda at al(13).( Table3)

According to prognostic index a classification tree was
built that identified three subsets of patients who scores
were 1-3 (low risk- 20 pts-17, 3%), 4-7 (intermediate risk-
80 pts-69, 5%) and >8 (high risk-15 pts-13%).

Table 3. Prognostic index based on presence of risk

factors(13).
Characteristic Point contribution
0 1 2 3
Age,y - <50 50-65 > 65
1-2 x >2x
B-2M, mg/L <ULN ULN ULN —
ALC, x 109/L <20 20-50 >50 —
Sex Female | Male - —
Rai stage 0-1 [I-1IvV - —
No. of involved <9 3 3 o
nodal groups
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Figure 1. Prognostic nomogram RAI stage at diagnosis
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Table2. Estimated and Projected survival

DISCUSSION

According to the updated National Cancer Institute-
Working Group (NCI-WG) guidelines, indication for

Estimated treatment of chronic lymphocytic leukemia (CLL) still
median survival Years depends on clinical stage and disease activity (15). In
Low risk 221 this context, measurements of biological prognostic
Intermediate risk 10.8 markers, namely CD38, ZAP-70, mutational status of
High risk 4.0 immunoglobulin heavy chain variable gene segments
Projected survival 5 years 10 years (IGHV), are judged as mandatory in the context of clinical
Low risk 100% 100% trials, but not in general practice, since they fail to
Interrr.ledia}te risk 92.5% 99% influence therapeutic decisions (15). The only exception
High risk 10% 60% is represented by analyses of chromosomal aberrations
Tablel.Patients characteristics at diagnosis by interphase ﬂuorescence. in—si'tu hybridizati.o " (FI.S ),
given the presence of high-risk cytogenetic lesions
Characteristics No. | % (delllq and del17p), which may predict resistance to
Age at diagnosis chemotherapy-based treatments (16). Wierda et al.(13)
<50 13 11.3 proposed to combine a set of clinical risk factors, i.e age,
50-59 52 278 gender, Rai staging, absolute lymphocyte count (ALC) and
60-69 33 286 number of involved lymph node regions (LNR), with an
70-79 34 295 inexpensive and widely available serum marker such as
>80 3 26 beta2-microglobulin (32 M) to develop a prognostic index
Gender (PI) stratifying patients in three risk groups with different
male 6> 265 expected median survival, and a nomogram, estimating
female 50 434 o . . .
FCOG-Performance Status 1nd.1v1dual.pa't1ent survivals. Thls modgl was subsgqueptly
0 10 a6 validated in independent patient’s series also using time
1 38 3 to first treatment as end-point (14, 17-20). A reduction of
9 49 26 this model from six to four variables, i.e. age, gender, B,
3 15 13 M levels and Binet staging, was also shown to predict
4 3 26 survival with equal or even better performance (20).
> 0 i 0 Our analysis based on an observational CLL database
3 Number of lyféph node sites m assessed the utility of the prognostic index proposed by
o > o Wierda et all.(13) to predict time to treatment. The results
. of our study confirm the ability of a prognostic index to
Absolute lymphocyte count( x10 9/L) ) ) ) )
20 7 191 predict survival among patients with untreated CLL. Our
2050 30 % study confirms the fact that prognostic index accounts
50 7 634 for a least some of the heterogeneity noted within clinical
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stage categories. The prognostic index is better predictor
of patient’s survival than Rai or Binet risk. The studies
published by Shanafelt at all.(14) et Bulian at all. (20)
extended the utility of the index by demonstrating that
it is useful at the time of diagnosis, retains prognostic
value when applied exclusively to patients with Rai stage
0 disease and also predict TTT in addition to survival.

The 6 parameters used to calculate the prognostic index
score rely on clinical characteristics and laboratory
parameters that are available to all CLL patients. The
5-year overall survival rates from the study of Shanafelt at
all.(14) are similar to those observed in MDACC study(13)
and that proved that the index is reproducible.

Our analyses were limited to newly diagnosed patients,
the time at which risk stratification is needed.

We had interesting situation in the beginning, in our
study 17,3% of patients was at low risk group according
to prognostic index score and 70% of the patient were at
intermediate risk group. When we use Rai risk some of
them had 3 or 4 Rai and they were assigned to receive
standard chemotherapy by their doctors, but according
to prognostic index score they were assigned to watch
and wait strategy because they were low or intermediate
risk group and still they are on the same strategy.

The prognostic index leads to more precise prediction of
patient’s outcome than either approach alone.

CONCLUSIONES

Using the prognostic index (PI) we stratified patients
in three risk groups with different expected median
survival, also using the nomogram, we estimated
individual patient survivals. The Wierda's prognostic
index appears to be a powerful tool to help predict risk
in patients with untreated CLL. Addition of molecular
and hiological prognostic parameters will improve this
tool and help patients plan their lives, and develop and
test risk-adapted treatment strategies. We use this model
that incorporates clinical and laboratory prognostic
factors to identify patients at high risk for progression to
treatment. This prognostic model may help patients and
clinicians in clinical decision making as well as in clinical
research and clinical trial design.
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[TPOTHOCTHYKI MOZIET 3A CTPATHOHKAITHJA HA TALMEHTH CO XPOHIYHA
JTUMOOIITHA TEYKEMUHJA

TpajkoBa Cama', UeBpecka Jluguja!, UBanoBcku MapTtun!, JlykoBcku Jlyiiko', CumjanoBcka-IloroBa Mapuja!,
Yamuescku Jlasap!, [IuBkoBa-BebanoBcka Anekcanppa', CtankoBuk CBetnanal, [TanoBcka-CraBpupuc Mpuna!

! YauBepsutercka Knunuka 3a Xematonoruja. Menuipiacku dakynret, Yaupepsutet CB.Kupun u Metomuj - Ckormje -
MaxkegoHuja

PE3UME

BoBep; KyIMHUUKUOT TEK Kaj MalMeHT co XpoHUUHa JTuMdonutHa neykemuja(XJ1JI) e xereporeH, HEKOU IaleHTH
“Maar MHZoIeHTHa O0sIeCT , HUKOrail He UM e ToTpebeH TpeTMaH, JlofleKka JIpYTy NMaaT arpecrMBHa OoecT Koja bapa
paH TpetMmaH. Wierda mpejiiiou fa ce KOMOMHUPAAT KIMHUYKY (DAKTOPU HA PU3MK, 3a /la ce pa3BUe MPOTHOCTUUKU
unpekc (I1M) koj ru crpatTudniipa nalyeHTy BO TpU PU3UUHN I'PYTTU CO PA3IMYHO OUEKYBAHO CPEHOTO MTPeKUBYBabe,
1 HOMOrpaM namenet 3a MTPOLIEHYBakhe Ha IMTPEKUBYBABETO Ha TMalueHTuTe. GU MNpUKa)kyBame DPesysITaTu oOfl
cTynujara za olleHa na KIMHUUKUTE W OMOJIOIIKUTE TPOTHOCTUUKY (haKTOpU Py cTpaTruduKaiuja Ha rarjueHTuTe co
XJUT ciopent pusuk. MaTepujan u Mmetoau: TpaguiiioHaTHUTe Ta00PaTOPUCKU, KITMHUUKU U OUOJIOMIKY ITPOTHOCTUYKU
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daxropn ce orleHyBaaT Ha MpBaTa ToceTa Ha TIAIMEHTOT BO YHUBEP3UTETCKA KIMHMKA 3a xemartonornja —Ckorije,
Maremonuja. Hue go koristevme Wierda -oBMOT IMPOTHOCTUUKY MHAEKC U HOMOTPaM, IITO €0BO3MOKYBa a ce
MpeJIBUAU  CEBKYITHOTO IMTPEeKUBYBawe, U BepojaTHOCT 3a 5 - u 10-ro[IMIIHO MPeKMUBYBawke U CPeJHOTO BpeMe Ha
npeskuByBambe.Pesynrary: Cryaujara BKIydu 115 TpeTxoIHO HeTPeTUPaHU MalMeHTH. [3rpajieHo e K1acupUKalMoHO
IIPBO KOE I'M UJIeHTU(DUKYBAIIe TPUTe TMOMAIPYITU Ha MalueHTH . [TpoLeHeTo CpeHOTO MPEeKUBYBabe Kaj  TalueHTUTe
co Man pusuk 6eme 22,5, 10, 8 1 4 rogMHN COOMIBETHO HA CPEJIHO M BMCOK PU3UK. [TpOEKTUPAHOTO MPEeKNBYBAHE
BO PU3UK I'PYIM — HU30K, CpefleH M BUCOK pU3MK- Oetre 70%, 92, 5%, 100%, u 100%, 99%, 60% Ha 5- u 10 roguHm.
Baknydok: Modelot e koristen 3a ma ce nnmentuduKyBaar maryMeHTUTe CO BUCOK PU3NK 3a Mporpecuja Ha 6orecTa u
norpeba oji TpeTMaH. PPOrHOCTUUKU MOZIeJT MM ITOMOTa Na MaleHTuTe, IeKapute BO KITMHUUKUTE OIIJTYKH, KAKO 1
BO KJIMHUUKUTE UCTPayKyBaha.

Knyunm 360poBu: XJ1JI, IpOrHOCTUUKY MHAEKC, HOMOI'DAM, [IPOrHO3a
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ABSTRACT

Introduction: Male infertility is an important factor of infertility in couples. In most cases it is caused by defects
in sperm cell function; whether low sperm cell count or reduced motility along with altered morphology. Defects
in sperm cells development are influencing enzyme activities in the seminal fluid.

Aim: This research tried to determine can activity of creatine kinase (CK) in seminal fluid be used as a marker of
fertilizing ability in infertile the region of the plane Dukagjini in Kosovo, and to determine the link between that
activity and the quality of sperm cells.

Materials and methods: Seminal fluid and blood samples were taken from 200 patients, 150 of whom were
infertile with confirmed oligozoospermia, oligoasthenozoospermia and azoospermia. Sperm cells number, motility
and morphology, CK activity in seminal fluid and concentrations of gondaotropic hormones were analysed in
comparison to values obtained from 50 normozoospermic subjects used as a control.

Results: CK activity in seminal fluid of patients with primary and secondary infertility is significantly higher than
that of the control group (p<0,005). CK activity depended on sperm cells number, motility and morphology. Higher
ratio of abnormal sperm cells parameters correlated with higher CK activity in seminal fluid.

Conlusion: Enzymatic activity of CK in seminal fluid is a valuable biochemical marker in determining fertilizing
ability of sperm cells. This biochemical marker is used in clinical assesment of sperm cells fertilizing potential and
represents an important diagnostic feature.

Keywords: infertility, creatine kinase (CK), oligozoospermia, oligoasthenozoospermia, azoospermia,
normozoospermia

INTRODUCTION [Wallimann T, Hemmer W.1994, Huszar G. 1990]. CK in

The ability of sperm cells to fertilize an egg cell is of utmost sperm cell neck catalyzes rephosphorilation of adenosine

importance in cases of inexplicable infertility in men,
when analysis of ejaculate does not detect any changes
in spermiogram parameters. It is therefore necessary to
recognize cell markers for sperm cell quality which, used
with other dignostic methods, make identifying specific
deficits linked with sperm cell function easier. One of
those markers is the enzyme creatine kinase (CK).

Sperm cells require high energy intake for their active
movement. CK is the key enzyme in providing that
energy. The role of CK in mitochondria is to catalyze
phosphorilation of creatine into creatine phosphate

diphosphate (ADP) into adenosine trifphosphate (ATP).

Sperm cell CK is composed of two subunits: CK-B and CK-M.
There are also mitochondrial forms of the enzyme called
mi-CK which differ in respect to serum CK originating
from cytosol. The difference is seen in electrophoregram
obtained separating the CK isoenzymes in a gel (Huszar G,
Corrales M, Vigue L. 1988).

Previous study has shown a negative correlation between
sperm cell number and CK activity. Metabolic properties
of sperm cells in men with oligozoospermia are different
than in patients with normozoospermia. Cytochemical
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study (Huszar G, Vigue L. 1993) has shown higher values
of CK in ejaculate samples proven to contain cytoplasmic
residues, ie immature sperm cells (Celic-Ozenci C et al.
2002).

Normally, mature sperm cells are formed with complete
lack of cytoplasm in the neck region and a properly
developed flagellum. This form is associated with low
levels of CK (Huszar G, Vigue L. 1990). Research show that
immature sperm cells with cytoplasmic residue do not
attach to human egg cells (Huszar G, Vigue L, Oehninger
S. 1994 Aitken ], Krausz C, Buckingham D, 1994. Gomez
E, 1996).

In the light of the new findings about factors determining
male infertility, the aim of this study was to determine
the significance of CK activity in seminal fluid of infertile
men compared to normally fertile men, to confirm the
activity of CK as a marker for infertility.

MATERIALS AND METHODS

This study involved the total of 200 patients. 150 of them, aged

25-40, were treated for primary and secondary infertility at
the BIOLAB-ZAFI polyclinic in Klina, Republic of Kosovo.

Seminal fluid analysis, spermiogram, biochemical
analysis, serum hormonal levels and CK activity
in seminal fluid assesments have been done in the
biochemistry lab within the polyclinic. For this research,
seminal fluid samples were taken from all 200 patients.
Patients were divided into four groups, according to the
results of ejaculate analysis: normozoospermia (group
A), oligozoospermia (group B), oligoasthenozoospermia
(group C) and azoospermia (group D).

Activity of CK in seminal fluid has been determined by
photometric analyzer Reflotron (Roche, Germany).
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Results were processed using a statistical software SPSS,
ver. 15. Value of p<0,05 was considered to be statistically
significant.

RESULTS

This investigation is the first of its kind done on the
region of the plane Dukagjini in Kosovo.

Subjects were grouped according to age and duration of
infertility: fertile subjects (n=50) as a control group with
normozoospermia parameters seen in ejaculate samples
(group A), and infertile subjects (n=150) with reduced
spermiogram parameters.

Table 1. Subjects grouped by age and duration of

infertility.
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n=50 n=68 n=60 n=22
Age 20-40 25-30 30-35 25-40 0,002
(years) (35,5+10.5) | (25,8+2.6) | (30,5+2.7) |(37,6+8.1) p<Y,
Duration
of
infertility 1,7+0,5 3,5¢09 | 55%15 | 8,024 | p<0,001
(years)

Table 1 shows grouping of patients according to age and
duration of infertility. Significant difference has been
found in regard to age (p<0,002) and infertility period
(p<0,001) between the subject groups. Mean values and
standard deviations are given in brackets for every pati-
ents group.

Table 2. Spermiogram results for involved subjects (n=200)

Normorzlgg%permia Oligozr;)zo%%ermia Ozli)g()%%sglnelrilg- Azo%sngmia
group A group B gpgulg) C group D

Duration of apstinence (days) 2-5 2-4 2-5 2-5 NS
Volume (ml) 3,41+ 0,08 3,17+ 0,05 3,00 0,08 2,68 + 0,05 <0,001
Duration of liquefaction (minutes) <30 30-60 30-60 <10 <0,005
Viability (%) 80+1,63 730,82 78+1,63 NS

Number of sperm cells (x106/ml) 78,3518 11.95+0,26 13.5:0,54 <0,005
Total number of sperm cells (x106) 266,3+6.99 38,42+0,63 40,52+0,85 <0,005
Motility (%) 58,2+0,90 42+0,61 38+0,56 <0,005
Progressive motility (%) 35+0,47 24+0,82 18+0,52 <0,005
Normal morphology (%) 50,6+2,09 32,21+0,67 23,2+0,60 <0,005

NS = not statistically significant
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Spermiogram results for infertile patients (n=150) -
groups B-D, showed significant differences (p<0,005)
compared to control group A (n=50).

Significant differences have been found between groups
in sperm cell count per 1 ml of seminal fluid (p<0,005)
and seminal fluid volume (p<0,001). Differences between
groups are seen in the other spermiogram parameters
as well: total motility and progressively mobile sperm
cells number. Sperm cells morphology shows significant
difference between the group A and the groups involving
infertile men (p<0,005). Decreased number of sperm cells
with normal morphology is characteristically seen in
infertile subjects within groups B and C, suffering from
oligozoospermia and oligoasthenozoospermia. Significant
differences in the set apstinence time and sperm cells
viahility have not been observed.

Table 3. Results obtained by determining the catalytic
activity of CK in seminal fluid of tested

subjects
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CK activity
1U/108 108-238 295-558 304-618 450-638
sperm |(175,0£65,0) | (435,0+184,6) | (452,2+157,1) | (557,1+94,3)
cells

p<0,005

CK activity in seminal fluid of tested patients, expressed
as IU/10® sperm cells, is shown in Table 3. Mean values
and standard deviations of measurements are given in
brackets.

CK activity in seminal fluid from fertile patients
(normozoospermia) is in range of 108 - 238 1U/10° sperm
cells. Results indicate statistically significant difference
(p<0,005) between fertile and infertile patients groups.

Table 4. CK activity in subjects according to severity of

oligozoospermia.
o= L L o)
ZE~ | E8E2 | E8Es
<L | ESEL | 2554
gg | SeF | T5F
Number of
sperm cells | 10,8 £1,62 8,9+ 0,27 42+0,26 |p<0,005
(x10%/ml)
CRactivity | 9o5 315 | 400498 | 451558
1U/1(g§ﬁ£erm (305,3+10,0) | (446,6:480) | (505,4253,5) | P<0.005

CK activity in patients with oligozoospermia (expressed
in IU/10° sperm cells) is given in Table 4. Mean values and
standard deviations of measurements are given in brackets.

Statistically significant difference has been observed
in CK activity in seminal fluid samples from subjects
with oligozospermia depending on the severity of
oligozoospermia. CK activity in seminal fluid is higher
with increasing severity of oligozoospermia (p<0,005).

Figure 1. CK activity in seminal fluid from infertile men
with azoospermia (n=22)
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CK activity in seminal fluid from patients suffering from
two types of azoospermia is given in Figure 1. CK activity
is increased in azoospermia compared to all other
subject groups (p<0,005). Two types of azoospermia show
significant difference in CK activity as well.

Table 5. Serum hormone values and CK activity in seminal fluid from both fertile and infertile subjects (n=200).

Normozoospermia Oligozoospermia Oligoasthenozoospermia Azoospermia
n=50 n=68 n=60 n=22

Group A Group B Group C Group D

4,0-5,12 5,1-6,7 4,96-6,52 7,8-32,0
FSH {mIU/ml (455:0,56) (5.78:0,46) (5,12:0,85) (10,8+13,19) p<0,002

2,67-3,6 4,7-6,76 4,12-6,26 6,8-12,31
LH (mIU/md) (2,88:0.48) (5,46+1,04) (5,02+1,07) (10,8:2.78) p<0,005
CK activity 108-238 295-558 304-618 450-638 p<0,005

1U/108 sperm cells (175,0£65,1) (435,0+131,6) (452.,2+157,8) (557,4+94,3)
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Table 5 shows the correlation between CK activity and
hormone concentrations in the patients blood. CK activity
isexpressed in [U/10% sperm cells. Mean values and standard
deviations of measurements are given in brackets.

Results indicate that serum concentration of
gonadotropins (FSH, LH) are significantly higher (p<0,005)
in infertile men with azoospermia. CK activity is in range
of 295-638 1U/10°® sperm cells for groups B, C and D, in
contrast to gonadotropin values elevated only in group D,
azoospermic men.

Table 6. CK activity in subjects with primary and

secondary infertility
Primary Secondary
infertility infertility
Number of
subjects 125 25 p<0,005
CK activity
304-638 295-618
8
UAO"Sperm |65 8:189.4) | (a45,2:1613) | P<000

Table 6 shows CK activity depending on the type of
infertility. CK activity is expressed in IU/10® sperm cells.
Mean values and standard deviations of measurements
are given in brackets.

Significant differences are observed in CK enzimatic
activity in seminal fluid samples from patients with
primary and secondary infertility (p<0,005).

DISCUSSION

Sperm cells are male reproductive cells. The ultimate
test for fertilizing ability of sperm cells is by all means
pregnancy (WHO 2010). It is therefore important to find
quality markers for sperm cells which, taken together
with other diagnostic tools, can help discover specific
disorders linked to sperm cells function (Huszar et al.
2006).

According to WHO data from 2010, a male with less than
15 million sperm cells per 1 ml of ejaculate is considered
to be potentially infertile. Various factors affect the
fertilizing ability of the sperm cells; morphology, motility
and genetic defects of the sperm cells, mechanical trauma,
various infections and other testicular factors (Cooper et
al. 2010). Although rapid and easily done, seminal fluid
analysis is not the only test in determining the fertilizing
ability of a male patient.
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Besides the routine seminal fluid analysis, further testing
is required in assessing sperm cells functional status
(Huszar & Vigue 1994). Various studies indicate how
sperm cells function is often linked to increased activity
of key enzymes, one of those enzymes being CK (Huszar,
Vigue, Morshedi 1992, Geraci & Giudice 2005, Menkveld
2007).

Enzymes in seminal fluid are not directly responsible
for loss of sperm cells function, but act as biochemical
markers for normal differentiation of sperm cells. Ezymes
present in the seminal fluid are therefore good indicator
of functional metabolic activity of the sperm cells (Guerin
et al. 1979).

From our study it is clear how CK activity in seminal fluid
does represent a valid biochemical marker for decreased
sperm cell count, decreased sperm cell motility and
decreased fertilizing potential in men. Higher CK activity
in human seminal fluid is a marker for cytoplasmic
residues in immature sperm cells. Higher CK activity in
seminal fluid has been previously found in sperm cells
with cytoplasmic residues (Huszar & Vigue 1993, Dokras
et al. 1999). CK activity in seminal fluid is several times
higher than that of serum, which indicates CK is locally
created by gonads also (Huszar & Vigue 1993).

Ourresults obtained with 200 subjects divided by age show
how patients aged 25-30 years are mostly oligozoospermic,
representing the largest group of infertile subjects. As the
results of this study relate only to patients of Albanian
ethnicity, results differ from previously published (Jale
2008). Previously published results showed infertility in
oligozoospermic men is highest at 20 to 29 years of age.

There is a prolonged period of infertility in men with lower
spermiogram parameters. The lowest those parameters
are, infertility period is longer and the condition is
harder to treat. Subjects age and duration of infertility
are positively correlated with changes in spermiogram
parameters. Results linked to infertiliy period are given
in Table 1, and are in accordance with the results of other
authors (Geraci i Giudice, 2005).

Results from ejaculate analysis are in full accordance
with 2010 WHO criteria describing normal parameters
for spermiogram analysis of normospermic ejaculate
samples. Other subject groups; B, C, and D; are categorized
as infertile based on the same criteria, with reduced
sperm cell count (oligozoospermia), reduced sperm cells
number and motility (oligoasthenozoospermia) and
absence of sperm cells in seminal fluid (azoospermia).
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Statistically significant difference is observed between
seminal fluid samples from above mentioned subject
groups of infertile patients based on sperm cells number,
seminal fluid volume and sperm cells motility and
morphology.

Results of this study regarding the CK activity in
seminal fluid indicate there is a correlation between
reduced spermiogram parameters and the measured CK
activity in seminal fluid of fertile and infertile subjects.
As the normal values of CK activity in seminal fluid of
fertile subjects, values of 108-238 1U/108 sperm cells are
taken. Results show statistically significant differences
(p<0,005) between groups of fertile and infertile subjects.
CK activity in samples of azoospermic patients is highest
compared to the other infertile subject groups, which
may be caused by CK locally synthesized by gonads, mostly
prostate, so the CK activity in seminal fluid could be used
as a prostate fuction marker. These results are similar to
those published by Hallak et al.

With lower sperm cells number, CK activity in seminal
fluid is higher (p<0,005). In our study a difference in CK
activity is observed between patients with mild, moderate
and severe oligozoospermia. Results confirming high CK
activity in different stages of oligozoospermia are also
published by Huszar G, Corrales M. and Vigue L. (1988).

Azoospermia represents an absence of sperm cells in
ejaculate. Based on etiology, it can be obstructive and
unobstructive (WHO, 2010). We have analyzed the CK
activity in seminal fluid of patients with azoospermia
in regards to the type, and we found both the higher
CK activity in azoospermia compared to other groups
of infertile patients and the statistically significant
difference in CK activity between different types of
azoospermia (p<0,005). The measured CK activity
is significantly higher in cases of unobstructivne
azoospermia (582,0+29,5 1U/10® sperm cells), compared
to cases with obstructive azoospermia (557,4+18,8 1U/108
sperm cells). Similar results are published by Hallak et al.
(2001).

Normal  values for  gonadotropic ~ hormone
concentrations have been observed in fertile subjects
with normozoospermic seminal fluid samples, and with
oligozoospermia and asthenozoospermia those values are
higher compared to fertile subjects group. The highest
FSH and LH concentrations were found in patients with
azoospermia. Contrary to hormone concentrations, CK
activity was found to be increased in all three groups of

infertile subjects, in accordance to previously published
data by Jalala (2008).

Infertility as defined by WHO is classified as primary or
secondary infertility. Most infertile subjects involved in
this research suffered from the primary infertility. They
have been unable to conceive a pregnancy after two years
of regular intercourses (Sigman et al. 1997, WHO 1999,
WHO 2010). Significant differences have been observed in
CK activity in seminal fluid samples between patients with
primary and secondary infertility. Subjects with primary
infertility had increased CK activity in the seminal fluid,
compared to those with secondary infertility. Primary
infertility patients included patients with azoospermia,
oligozoospermia and oligoasthenozoospermia. Patients
with secondary infertility included patients with
oligozoospermia and oligoasthenozoospermia. This is
in accordance with the results published previously by
Hallak et al.

Biochemical method used in this research measures CK
enzymatic activity in human seminal fluid and is done
using dry chemistry principles. The method is simple,
gives results in short period of time, is cost effective and
reliable. Therefore, assessing the CK activity in seminal
fluid constitutes a useful additional biochemical marker
in determining the patient’s fertility potential.
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AKTIVITETI I ENZIMIT KREATIN KINAZE NE PLAZMEN SEMINALE
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ABSTRAKTI

Hyrje: Infertiliteti mashkullor né shumicén e rasteve éshté shkaktuar nga defektet né funksionin e qelizés
spermatozoide. Defektet né gelizat e spermés jané té influencuar me rritjen e aktivitetit té enzimit né léngun
seminal.

Qéllimi: Té pércaktoj aktivitetin e enzimit kreatin kinazé né léngun seminal i cili pérdoret si njé tregues i aftésisé
fertilizue tek meshkujt infertil té regjonit té rrafshit té Dukagjinit né Kosové , dhe pér té pércaktuar lidhjen mes
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aktivitetit té enzimit kreatin kinazé dhe cilésise sé gelizés spermatezoide.

Materiali dhe Metodat : Analiza e léngut seminal dhe mostrat e gjakut jané marré nga 200 pacient, 150 prej té
ciléve jané pércaktuar infertil me oligoasthenozoospermi oligozoospermi dhe azoospermi, jané analizuar numri
i gelizave spermatezoide, levizéshmeria, morfologjia, aktiviteti i enzimit kreatin kinazé né léngun seminal dhe
pérgendrimi i hormoneve gonadotropike, krahasuar me vlerat e fituara nga 50 pacienté kontrollé té pércaktuar
me Normozoospermi.

Rezultatet: Aktivitetii CK né léngun seminal té pacientéve me infertilitet primar dhe sekondar éshté dukshém mé
i larté né shkallé signifikante krahasuar me grupin kontrollé (p <0.005). Aktiviteti i CK varet nga numri i gelizave
spermatezoide, levizshmerisé dhe morfologjisé. Parametrat e gelizave spermatezoide abnormale né shkallé mé té
larté lidhen me aktivitet té larté te CK né 1éngun seminal.

Konkluzioni: Aktiviteti i enzimit CK né léngun seminal éshté njé marker biokimik i vlefshém né pércaktimin
e aftésisé fertilizuese té gelizave spermatezoide. Ky marker biokimik éshté pérdorur pér vlersimin e potencilait
fertilizues té gelizave spermatezoide, dhe pérfagéson njé tipar té réndésishém diagnostik.

Fjalét kyce: Infertiliteti, Kreatin kinaza (CK), Oligozoospermia,Oligoasthenozoospermia, Azoospermia, Normo-
zoospermia.
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KIRURGJIA E VALVULES SF AORTES: REZULTATET E KIRURGJISESF
VALVULES SE AORTES TE IZOLUAR APO TE KOMBINUAR ME BY-PASS
AORTO KORONAR.

Selman Dumani', Ermal Likaj!, Andi Kacani!, Laureta Dibra' ,Endri Harja? Sajmir Kuci', Dervish Hasi},
Elizana Petrela!, Ali Refatllari!.

'Qendra Spitalore Universitare “Néné Tereza”, Shérbimi i Kardiokirurgjisé, Tirané,Shqipéri
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ABSTRAKTI

Objektivi:Né vendin toné numri i té sémuréve gé i nenshtrohen kirurgjisé sé valvulés sé aortés té izoluar apo té
shogéruar me kirurgjiné koronare po shtohet vazhdimisht.Qéllimi i kétij studimi éshté té paraqgesé, rezultatet e
kirurgjisé sé valvulés sé aortés té izoluar ose té kombinuar me by-pass aortokoronar,né terma té vdekshmérisé
dhe ndérlikimemeve pasoperatore.

Metoda: Ky éshté njé studim retrospektivé dhe prospektivé.Jané pérfshiré pacienté gé i jané nénshtruar kirurgjisé
sé valvulés sé aortés té shogéruar ose jo me by-pass, gjaté periudhés nga janar 2007 deri né prill 2012.Popullsia
prej 243 pacientésh éshté ndaré né dy grupe:grupi 1 “me by-pass koronar” 59 té sémuré dhe grupi 2 “pa by-pass
koronar” 184 té semuré.

Rezultatet: Vdekshméria e pergjithéshme éshté 4,5%, vdekshméria né grupin 1 éshté 6,8% ndérsa né grupin 2
éshté 3,8%. Vihet re se vdekshmeéria né grupin me by-pass éshté mé e larté se né grupin pa by-pass por nuk arrin
domethénie statistikore. Lidhur me ndérlikimet pasoperatore: grupilvs grupi2 debitiulét11.9% vs 7.1%,crregullime
pércimi 5.1% vs 6.6%, insult cerebral 3.4% vs 0.5%, ndérlikime pulmonare 13.6 % vs 3.3% ,insuficiencé renale 5.1%
vs 0.5%, hemorragiji 5.2% vs 1.6%,aritmi ventrikulare 6.8% vs 6.5 % ,fibrilacion atrial 15.3 % vs 17.9%, infeksion plage
10.3% vs 1.6 %. Kirurgjia e kombinuar ka frekuencé mé té larté ndérlikimesh kryesisht né ato pulmonare,renale
dhe infeksion plage, ku dhe arrihet domethénie statistikore.

Konkluzione: Kirurgjia e valvulés sé aortés e shogéruar ose jo me by-pass koronar kryhet me rezultate té mira
sipas eksperiencés toné. Kirurgjia e valvulés sé aortés e kombinuar me by-pass rrit lehtésisht mortalitetin dhe
ndérlikimet e hershme pasoperatore krahasuar me kirurgjiné e izoluar té aortés.

HYRJE

Né vendin toné kirurgjia e valvulés sé aortés ka filluar gé
né vitet '80 té shekullit té kaluar duke trajtuar fillimisht
sémundjen valvulare aortale me origjiné reumatizmale
dhe infeksioze, etj.mé voné dhe até degjenerative.Né dy
dekadat e fundit me ndryshimin e stilit té jetesés, me
rritjen e moshés mesatare dhe ndrrimin e konceptit tek
té moshuarit pér trajtim kirurgjikal vihet re tendenca e
ndryshimit té natyrés se vesit aortal drejt atij me origjiné
aterosklerotike.

Sémundja ishemike e zemrés éshté patologjia mé e
shpeshté qé shogéron sémundjen e valvulés sé aortés
dhe sidomos stenozén e aortés [1,2] dhe operacioni mé i
shpeshté shogérues i korrigjimit té patologjisé valvulare
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éshté by-passi aorto-koronar. Né kété kontekst jemi
pérpjekur té paragesim eksperiencén toné né lidhje me
trajtimin kirurgjikal té patologjisé valvulare aortale
té izoluar dhe té shogéruar me sémundje ishemike té
zemrés qé ka nevojé pér by-pass koronar.

MATERIALI DHE METODA

Ky éshté njé studim retrospektivé dhe prospektivé.Té
gjithé pacientét i jané nénshtruar operacionit né dy
gendra kardiokirurgjikale, publike dhe jopublike né
Tirané. Té dhénat preoperatore dhe operatore jané marré
nga kartelat mjekésore té ndjekjes sé té sémuréve.Té
dhénat postoperatore jané marré nga kartela klinike dhe
rregjistrimet gjaté kontrolleve periodike té pacientéve.



A

Punime origjinale shkencore | Original scientific paper I

Vlerésimi i gravitetit té sémundjes né periudhén
preoperatore éshté béré duke u mbéshtetur né
EUROSCORE[3]. Indikacionet pér intervent té kirurgjisé
sé valvulés sé aortés dhe revaskularizim koronar jané
vendosur duke u nisur nga linjat e guidés sipas ESC dhe
AHA /ACC [2,4,5]. Vdekshméria dhe ndérlikimet madhore
si insulti cerebral, ndérlikimet pulmonare, infeksioze,etj
jané konsideruar si end-pointe té vlerésimit té rezultateve
té hershme té kirurgjisé sé valvulés sé aortés té izoluar
ose té shogéruar me by-pass koronar.

Né studimin toné jané pérfshiré 243 té sémuré qé i jané
nénshtruar kirurgjisé sé valvulés sé aortés té shogéruar
ose jo me hy-pas koronar gé nga Janari 2007 deri né Prill

Tabela 1. Té dhéna té pérgjithshme

2012. Pacientét jané ndaré né dy grupe kryesore: né grupin
1 jané futur pacientét qé i jané nénshtruar kirurgjisé sé
aortés té shogéruar “me by-pass koronar” ( 59 raste) dhe
grupi 2 “pa by-pass koronar” (184 raste).

Té dhénat e pérgjthshme demografike dhe klinike jané
pérmbledhur né tabelén 1. Si¢ shikohet mosha mesatare
e té gjithé popullatés éshté 58+/_ 11,7 vjec me njé moshé
mesatare mé té larté né grupin 1; 158 pacienté jané
meshkuj dhe 85 té seksit femér;nuk vihen re ndryshime
domethénése lidhur me sémundje shogéruese né dy grupet
me pérjashtim té diabetit mellitus dhe hipertensionit
arterial gé predominojné né grupin 1, té njohura edhe si
faktoré risku té sémundjes aterosklerotike.

Té dhéna demograﬁke dhe faktorét Popullaté Totale GRUPI Vlera p
e riskut me by pass (n=59) | pa by-pass (n=184)
Mosha 58.7+11.7 64.6+6.95 56.7£12.3 0.001*
Pesha 73.6 +16.7 706176 74.4+16.5 Ns**
Selisi M 158 (65.0%) 43 (72.0%) 115 (62.5%) Ns**
F 85 (35.0%) 16(27.1%) 69 (37.5%)
I 58 (24.8%) 20(35.1%) 38 (21.5%) Ns**
NYHA 11 162 (69.2%) 35 (61.4%) 127 (71.8%)
v 14(6.0%) 2(3.5%) 12 (6.8%)
urgjent 10 (4.1%) 3(5.1%) 7(3.8%) Ns**
Shtrimi
planifikuar 233(95.9%) 56(94.9%) 177 (96.2%)
Duhanpirja 38 (15.7%) 15 (25.4%) 23 (12.6%) 0.018**
HTA 102 (42.1%) 39 (66.1%) 63 (34.4%) <0.001**
Renal 6 (2.5%) 2(3.4%) 4(2.2%) Ns**
DM 36 (14.9%) 18(30.5%) 18 (9.8%) <0.001**
AP 3(1.2%) 2(3.4%) 1(0.5%) Ns**
Obeziteti 6 (2.5%) 2(3.4%) 4(2.2%) Ns**
BPOK 10 (4.1%) 4(6.8%) 6 (3.3%) Ns**
Karotide 2(0.8%) 2(3.4%) 0(0.0%) Ns**

DM-diabet mellitus, AP-arteriopati periferike, BPOK-bronkopneumopati obstuktive kronike

Ekokardiografia transtorakale dhe sipas nevojés edhe
transezofageale ka gené ekzaminimibazé i diagnostikimit.
Nga pérpunimi i té dhénave lidhur me sémundjen
valvulare 140 té semuré kané pasur stenozé té valvulés
sé aortés ,56 insuficiencé te valvulés sé aortés dhe 47 té

tjeré kané pasur patologji mikse té valvulés sé aortés.
Koronarografia éshté kryer sipas linjave té guidés sé ESC
dhe AHA/ACC[2,4]. Né té sémurét e grupit 1 né 10 raste
CABG ka gené diagnoza primare. Té dhénat ekografike
jané pérmbledhur né tabelén 2.
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Tabela 2. Té dhénat ekokardiografike.

. GRUPET
Parametrat | Popullaté B
ECHO Totale | Me by pass [ pa by-pass | Vlerap
(n=59) (n=184)

EF 60.2¢9.3 | 59.8#.94 60.3+9.3 ns
PsAP 50.1+154 | 46.2#11.6 | 511z16.1 ns
AVE 0.95£0.46 | 0.95:+0.28 | 0.96+0.52 ns
T™P 126719 | 12.8+19 12.61.9 ns

TS 13.7+2.0 13.8+2.0 13.7+1.9 ns

Dtd 57.3+9.2 54.3+8.8 58.4+9.2 0.012

Dts 38.70£9.2 | 36.4+9.3 39.4+9.1 ns

Grad-max | 82.61¢239 | 78.9+275 | 83.6+22.6 ns
Grad-mes | 50.3+13.0 | 48.9+14.4 | 50.7+12.5 ns
EF-fraksioni 1 ejeksionit, PsAP-preioni ne arterien

pulmonare, AVE-siperfagja e hapjes se valvules, TMP-
trashesia e murit posterior, TS-trashesia e septumit, Dtd-
diametri telediastolik, Dts-diametri telesistolik, Grad-max—
gradient maksimal, Grad-mes—gradient mesatar.

Sic shihet nga té dhénat e tabelés nuk kemi ndryshime
té réndésishme té parametrave né terma té
EF,gradienteve,sipérfagjes sé hapjes valvulare, ndérmjet
dy grupeve té studimit me pérjashtim té DtD.

TEKNIKA KIRURGJIKALE

Teknika kirurgjikale e pérdorur ka qené standarte.
Sternotomi mediane, instalimi i aparatit té qarkullimit
jashtétrupor,preparimi i venés safena magna me teknikén
standarte ose “bridge technique”, preparimi i LIMA
(arteria mamare interna e majte) gjysém té skeletizuar.

Pas klampimit té aortés mbrojtja e miokardit éshté
realizuar me kardioplegji anterograde nga rrénja e aortés
dhe/ose nga ostiumet koronare.Kardioplegjia ka gené
me gjak ose doza e paré kristaloide dhe dozat e tjera me
gjak né intervale ¢cdo 20 min. Si rregull, jané realizuar né
fillim by-pass-et venoze, mé pas procedura né valvulén e
aortés dhe né vazhdim anastomoza e arteries mamarie
me arterien interventrikulare anetriore.(grupil). Kurse
né grupin e dyté kuptohet éshté proceduar direkt me
valvulén e aortés.Teknika né zévendésimin e valvulés sé
aortés ka konsistuar né hegjen metikuloze té depozitimeve
kalcike edhe né unazén e aortés dhe vendosjen e suturave
né té.Me pérjashtime té rralla suturat e pérdorura kané
gené té vecanta Ticron 2/0 me plexhet té vendosura nga
fagja ventrikulare.

Pas deajrimit té zemrés éshté proceduar me deklampimin
e aortés, shképutjen nga qarkullimi jashtétrupor,
eleminimin e heparinés me protaminé, dekanjulimin e
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zemrés, vendosjen e njé fije pacemakeri ventrikular té
pérkohéshém, drenazh dhe mbyllje té plagés operatore.

ANALIZA STATISTIKORE

Té dhénat e vazhdueshme u paragitén né vleré mesatare
dhe né deviacion standard. Té dhénat diskrete u paragitén
né vleré absolute dhe né pérqindje.

Analiza mes dy grupeve pér té dhéna té vazhdueshme u
analizua me ané té testit té Studentit pér dy mostra te
pavaruara. Analiza mes dy grupeve pér té dhéna diskrete
u analizua me ané Hi-katror. Analiza statiskore u realizua
me ané té paketés statistikore SPPS 19.0.U konsideruan
sinjifikante vlerat e p<0.05.

REZULTATET

Té dhénat intraoperatore jané paragitur né tabelén 3.

TE DHENAT INTRAOPERATORE

Tabela 3. Te dhénat dhe rezutatet

GRUPI
Parametrat P()Tpulllaté me by pa Vera p
operatore otale pass by-pass
(n=59) (n=184)
QT 98.7£32.2 | 119.3£28.5 | 93.6+31.4 | 0.014
ZVA

207(83.5%) | 48(76.3%) |159(85.8%)| Ns
35(14.5%) | 13(22.0%) | 22 (12.0%) | Ns

prot. mekanike
prot. biologjike

proceduré tjetér | 5 (2.1%) 1017%) | 4(2.2%) Ns
LIMA 39(66.9%) | 39 (66.9%) - -
VM 38(15.6%) | 3(5.1%) |35(19.0%) | 0.006
Nr_protezés 21.8+17 | 21414 | 219<18 | 0.048
Nr_Grafteve 1.86+0.9 | 1.9+0.9 -
KK 774+29.1 | 978+24.7 | 70.9£274 | <0.001

QJT-koha e garkullimit jashté trupor; ZVA-zévendésimi i
valvulés se aortés,LIMA-arteria mamare interna e majte;
ZVM-zévendésimi i valvulés mitrale; KK-koha e klampazhit
ose e ishemisé sé zemrés

Nga té dhénat e mésipérme konstatohet njé ndryshim
domethénés i kohés sé qarkullimit jashtétrupor dhe té
kohés sé ishemisé sé zemrés. Né grupin 1 me proceduré
komplekse kéto kohé jané mé té gjata.Jané pérdorur
207 proteza mekanike,35 proteza biologjike dhe né 5
raste éshté realizuar: plastike aorte (1 rast) dhe zgjerim
i unazés se aortés(d raste). Né grupin e paré éshté
pérdorur LIMA mbi LAD né 39 té sémuré. Numri mesatar
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i grafteve né total ka gené 1,9+/- 0,9. Nga njé véshtrim i
té dhénave té database éshté véné re qé ka njé rritje té
lehté té pérdorimit té protezave biologjike nga viti né
vit. Vdekshméria spitalore dhe ndérlikimet pasoperatore.
Rezultatet e hershme pasoperatore kryesisht vdekshméria
e hershme dhe ndérlikimet perioperatore jané paraqitur
né tabelén 4. Vihet re qé vdekshméria e pérgjithéshme
éshté 4,5% (11/243); vdekshméria né grupin 1 éshté 6,8%
(4/59) dhe né grupin 2 éshté 3,8%(7/184) . Vdekshméria né
grupin me by-pass koronar éshté mé e larté se né grupin
pa by-pass, por nuk arrin domethénie statistikore.

Koha e géndrimit né terapiné intensive dhe dité géndrimi
spitalor éshté réndésishém mé i gjaté né grupin e 1 sesa
né grupin 2, pérkatésisht 111.7+/-26.5 oré,13.2+/-10.6 dité
pérkundrejt 64.4+/-20.6 oré,9.8+/-5.9 dité.

Lidhur me ndérlikimet: grupi 1 kundreijt grupit 2, debit i
ulét 11.9% vs 7.1%,crregullime pércimi 5.1% vs 6.6%, insult
cerebral 3.4% vs 0.5%, ndérlikime pulmonare 13.6 % vs
3.3% ,insuficiencé renale 5.1% vs 0.5%, hemorragji 5.2% vs
1.6%,aritmi ventrikulare 6.8% vs 6.5 %, fibrilacion atrial
15.3 % vs 179%, infeksion plage 10.3% vs 1.6 %.

Tabela 4.T¢ dhéna postoperatore té hershme dhe
ndérlikimet postoperatore.

Parametrat . GRUPI
Popullaté Vi
post- Totale |™Me by pass | paby-pass | Vierap
operatore (n=59) (n=184)
Oré_REA 75.8+278 | 111.7+26.5 | 64.4+20.6 | 0.003*
Dt_postop 10.6+75 | 13.2£10.6 | 9.8+59 0.003*

Tabela 5. Ndérlikimet postoperatore

. GRUPI
Ndérlikimet P(,)rpltﬂllate me by pass | pa by-pass | Vlera p
OWIE 1 n=59) | (n=184)
Crreg_Pércimi 15 3 12 Ns
6.20% 5.10% 6.60%
Vdekje 1 4 7 Ns
4.50% 6.80% 3.80%
Debit i ulét 30 1 19 Ns
12.30% 18.60% 10.30%
Insult 3 2 1 Ns
cerebral 1.20% 3.40% 0.50%
Ndérlikime 14 8 6 0.007
pulmonare 5.80% 13.60% 3.30%
Insuf. renale 4 3 1 0.046
1.70% 5.10% 0.50%
Hemorragji 6 3 3 Ns
2.50% 5.20% 1.60%
Aritmi 16 4 12 Ns
ventrikulare 6.60% 6.80% 6.50%
Fibrilacion 42 9 33 Ns
atrial 17.30% 15.30% 1790%
Infeksion_ 9 6 3 0.007
plage 3.80% 10.30% 1.60%

Nga té dhénat e mésipérme bie né sy qé ndérlikimet
mé té shpeshta konstatohen né grupin me by-pass por
domethénie statistikore arrihet vetém né ndérlikimet
pulmonare, renale dhe né infeksionin e plagés.

DISKUTIM

Kirurgjia e valvulés sé aortés zé njé vend té réndésishém
né aktivitetin kirurgjikal té gendrave té ndryshme
kardiokirurgjikale. Rritja e ndjeshme e moshés mesatare
té popullsisé né vendet e zhvillura, por edhe né vendin
toné ka héré qé kjo patologji té shogérohet ndjeshém me
sémundjen koronare té zemrés. Korrigjimi i njékohshém
i vesit valvular aortal dhe kryerja e bypassit koronar
sigurisht gé rrisin kompleksitetin e operacionit si dhe
rezultatet e hershme dhe té largéta té interventit. Kryerja
e by-passit koronar si shogérues i gjestit valvular aortal ka
térhequr vémendjen e autoréve té njohur pér té vlerésuar
ndikimin e kétij gjesti né kirurgjiné valvulare. Né kété
kontekst edhe studimi yné ka si prioritet té nxjerri né pah
rezultatet e hershme té kirurgjisé se valvulés se aortés
té izoluar ose té shogéruar me kirurgjiné e by-pass-it
aortokoronar.

European Association for Cardiothoracic Surgery
Adult Cardiac Surgery 2010 database jep té dhéna qé
vdekshmeéria pér kirurgjiné e izoluar té valvulés sé aortés
éshté 3.7% ndérkohé qé kombinimin me by-pass koronar
shkon deri né 6.2%.[6]. Ndérkohé qé afatgjaté kombinimi
i korrigjimit té vesit valvular aortal me by-pass koronar
pérmiréson ndjeshém mbijetesén [7].

Mbéshtetur né punime nga mé seriozet né fushén e
kirurgjisé adulte [1] vdekshméria e kirurgjisé sé valvulés
sé aortés éshté rreth 4.3% duke variuar nga 1-8 % ,ndérsa
vdekshmeéria né kirurgjiné e kombinuar varion nga 2-10%
Ka autoré qé theksojné qé by-passi koronar si shogérues
i kirurgjisé sé valvulés sé aortés e rrit vdekshmériné me
1,6-1,8 % [8].Né té dy rastet by-passi koronar nuk del si
faktor risku i pavarur.

Ekziston njé opinion i pérgjithshém qé kirurgjia e by-
pasit shogéruese né kirurgjiné aortale rrit vdekshmériné
e hershme por né analizén multifaktoriale ajo nuk
rezulton si faktor i pavarur risku(2].

Né njé véshtrim té disa punimeve té vecanta vérehet
qé vdekshmeria e kirurgjisé sé valvulés sé aortés té
kombinuar me by-pass varion nga 1.9% deri né 9.4% ndérsa
vdekshmeéria né kirurgjiné e izoluar té valvulés sé aortés
varion nga 1.2% deri né 6.8% [9,10,11,12,13,14,15].

Né njé studim tjetér [16] konstatohen kéto té dhéna:
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vdekshméria e pérgjithéshme éshté 5.3 %, vdekshméria
e grupit me kirugji té izoluar té valvulés sé aortés 4.3 %,
vdekshméria e grupit me kirurgji té kombinuar 7.2 %,
ndérkohé gé ndérlikimet jané: debit i ulét 4.8% vs 18.6
%, fibrilacion atrial 34 % vs 44.3 %, insult cerebral 2.7 vs
3.1%,hemoragji 5.3 vs 72 %, insuficiencé renale 12.8 vs
16.5%, ndérlikime pulmonare 6.9 vs 10.3 %.

Né studimin toné  shikohet se vdekshméria e
pérgjithéshme shkon deri 4.5% , né grupin e kirurgjisé sé
izoluar té aortés éshté 3.8% ndérsa né grupin me kirurgji
té kombinuar shkon deri 6.8%.Né té njéjtén kohé vihet re
qé kemi njé incidencé mé té larté té ndérlikimeve perio-
peratore ku disa prej tyre sic jané ato renale, pulmonare
dhe infeksioni i plagés, arrijné domethénie statistikore.
Jemi té mendimit qé kéto rezultate mund te shpjego-
hen duke u nisur nga té dhénat klinike té té sémuréve
edhe nga veté specifikat e procedurés kirurgjikale. Né té
dhénat e pérgjithéshme dhe klinike mund té permendim
moshén, duhanpirjen,hipertensionin arterial,diabetin,té
dhénat pér arteriopati periferike,obezitetin té cilat jané
mé té shprehura né grupin e té sémuréve me procedure
té kombinuar. Duke i shtuar kétyre edhe té dhénat e
procedurés operatore ku kemi kohé mé té gjata garkulli-
mi jashtétrupor dhe klampazhi, trauma operatore mé té
madhe,etj,mund té konkludohet se né grupin e kirurgjisé
sé kombinuar kemi té semuré me mé shumé semundje
shogéruese dhe proceduré kirurgjikale me komplekse.

Duke u nisur nga rezultatet dhe ballafagimi tyre me
punime té tjera né té njéjtin kontekst vihet re se rezultatet
tona jané té krahasueshme. Edhe né eksperiencén toné
kirurgjia e by-passit e rrit vdekshmériné e hershme
pasoperatore por pa arritur domethénie statistikore.

Por né literaturén bashkékohore ka edhe opinione té
ndryshme nga ato qé pérmendém mé lart: Kolh [17] jep
vdekshméri spitalore 13 % né total, 9% pér kirurgjiné e
izoluar té aortés dhe 24 % pér kirurgjiné e kombinuar. By-
passi koronar del si faktor risku i pavarur. Ndérsa Melby
[18] demonstron mortalitet mé té ulét né kirurgjiné
e kombinuar 6% vs 10% pér kirurgjiné e izoluar duke
na paragitur by-passin koronar si faktor mbrojtés pér
procedurén e kombinuar.

Pérdorimi i protezave biologjike po zé njé vend gjithnjé
e mé té réndésishém né korrigjiimin e patologjisé sé
valvulés sé aortés.Tashmé, né botén e zhvilluar, éshté
konfirmuar njé tendencé né rritje e pérdorimit té
protezave biologjike né pérputhje me indikacionet
kirurgjikale[19,20,21]. Edhe né eksperiencén toné
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konstatohet njé rritje graduale e pérdorimit té protezave
biologjike sidomos né grupmoshat e médha.

KONKLUZION

Kirurgjia e valvulés sé aortés e izoluar apo e kombinuar me
kirurgjiné e by-pass- it koronar né vendin tone realizohet
me rezultate shumé te mira dhe té krahasueshme me ato
té vendeve té zhvilluara.

Kirurgjia e by-ass-it koronar si shogéruese e kirurgjisé
valvulare aortale rrit vdekshmériné e hershme pasopera-
tore por pa domethénie statistikore.
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AORTIC VALVE SURGERY:RESULTS OF AORTIC VALVE SURGERY COMBINED OR NOT WITH
CABG

Selman Dumani',Ermal Likaj',Andi Kacani' ,Laureta Dibra! , Endri Harja? , Sajmir Kuci' , Dervish Hasi',
Elizana Petrela!, Ali Refatllari'

! University Hospital Center “Mother Theresa”, Cardiac Surgery Service, Tirana, Albania
2 German Hospital. Tirana, Albania

ABSTRACT

OBJECTIVE: The number of patients doing aortic valve surgery with or without CABG is increasing continuously
in our country. The goal of this study is to evaluate the results of aortic valve surgery alone or combined with
CABG surgery in terms of mortality and peri operative complications.

METHODS. This is a retrospective and prospective study. We included the patients underwent aortic valve surgery
(replacement or another procedure) with or without CABG from January 2007 and in April 2012. The population
of 243 patients is divided into two groups: Group 1 included 59 patients combined surgery; Group 2 included 184
patients isolated aortic valve surgery.

RESULTS. The hospital mortality is 4,5 % in general. The hospital mortality for group 1is 6,8% and for group 2 is 3,8
%. The difference is not statistically significant. Low cardiac output, conduction disturbances, stroke, pulmonary
complications, renal complications, bleeding, atrial fibrillation, wound infections, ventricular arithmias about the
complications are 11.9 % in vs. 7.1 %,5.1% vs 6.6% , 3.4% vs. 0.5 %,13.6 % vs. 3.3%, 5.1 % vs.0.5 % , 5.2 % vs. 1.6 %, 15.3 %
vs.17.9%,10.3 % vs 1.6 %,6.8 %vs 6.5 %, respectively for the group 1 and 2. The differences were statistically significant
only for pulmonary, renal and wound complications.

CONCLUSIONS. We achieved satisfactory results by our experience. Simultaneous coronary artery by-pass with
aortic valve increases slightly the operative mortality and perioperative complications .
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EBAJTYALTMJA HA EOEKTOT HA IIOKAYEHNOT MHTPAABJIOMEHAJIEH
[IPUTNCOK HA BUCITEPA/THATA ITEP®Y3H]JA

Anekcanppa ['aBpunoBcka-bp3anos!, Mupjana IllomonueBa?, 3opka Hukonosa - TogopoBa!, 'opgana Tanecka’,
Maja MojcoBa MujoBcka', Mapuja JoBanoBcku-CpieBa', Bama [Jamba3oBcka TpajkoBcka!, Hukomna bp3aHoB!

1J3Y YuuBep3uteTcka KinHuKa 3a TpaymMaTosIOrHja, OpTONeCKU O0JIECTH, aHeCTe3Hja peaHuMaliyja u
MHTEeH3MBHO JIeKyBambe U YpreHTeH LeHTtap, CKorje,

2 Cnenjanya bomauia 3a Xupypuiku oonecru “Cs. Haym Oxpupckn”, Ckomje
5 MemutmHcku akynret, Yauusepsuret “CB.Kupun u Metonuj” Ckorje, MakeoHuja

Medicus 2013, Vol. 18 (2): 39-46

PE3UME:

Bogep;: Epasyaiinja Ha epeKTOT Ha [TOKaueHUOT NHTpaabpoMenaser nputucok (MATT) Ha Bucitiepantnara repdysuja 1
TpeTcTaByBarbe Ha ab7j0MeHTHNOT repdy3ucku mputrcok (AlT1) Kako cyriepropeH BO 0JIHOC Ha CpefIHUOT apTepPUCKU
TIPUTKUCOK TTPU MTPOIeHYBae Ha BUCIepamHaTa rnepdysuja.

Marepwujan u metogu: Bo cryaujata Oea BKydenn 60 maliMeHTH MojieNieHr BO TPU TPYIH (Criope KiacuduKaljara
on WSACS): rpyra 1. (N=20) maunenTu co MAIT 12-15 mmHg, rpyna 2. (N=20) naruenTtu co MAIT 16-20 mmHg u rpyrma
3. (N=20) maumenTu co MAIT 21-25 mmHg. IlanmenTtuTe 6ea crpaTudullMpad BO eHa O] TPUTE T'PYIIN 3aBUCHO O]
Bpennocta Ha MAIT nobuena Bo fiBe Tocsie/oBaTesIHN Mepetba. AHaIM3upaHu bea caeiHUTe TTapaMeTpu: TlapaMeTap
KOj ce mepenie: VAT, rmapaMerap Koj ce oTuutyBalle (07 MOHUTOPOT 3a XeMOAMHAMCKN MOHUTOPUHI BO MOMEHTOT
Kora ce mepernie UAIT):.cpennnoT aprepucku rnputucok (CAIT) u mapamerap Koj ce ripecMmetysatie 1o hopmysa: AT

PesyaraTu: Criope[ femorpadcKuTe MofaTolr He MOCTOU CTATUCTUUKW CUTHU(UKAHTHA Pa3JIiKa OJJHOCHO ce paboTh
3a XOMOTeHa rpyra. belie perucrpupaHa CTaTUCTUUKM CUTHU(UKAHTHA HeraThBHa KopeJialyja oMery BPeJIHOCTUTe
Ha VAIT co Bpennoctute Ha CAIT n AIIIT Bo BTopaTa u Tpetata rpyma 3a p<0.05 U CTaTUCTUYKU CUTHU(PUKAHTHA
MI03UTKBHA Koperaluja rioMmery BpenHoctute Ha CAIT u AIIIT Bo TpuTe rpyru p<0.05.

Sakayuonu: MonutopuHror Ha MAII urpa 3HauajHa yjora BO MOJ0OPYBAmHETO Ha KIMHWUKMOT MEHALIMEHT Ha
naupenTtuTe. HopmanHa BpenHoct Ha CAIT He e mpeIuKTOp 3a coofiBeTHa abJoMeHasnHa oprancka repdysuja, AT
e TIoNpeLn3eH IPeIMKTOp Ha BUCLIepaiHaTa repdy3uja U CyriepropeH BO OJIHOC Ha CPeHUOT apTePUCKU TTPUTUCOK
1P NPOLIEHYBake Ha BUCLIepasiHaTa repdys3uja.

Knyunu 36opoBu: HTpaabioMeHaIeH ITPUTUCOK, abJIoMeHaIeH TIepy3UCKU TPUTKICOK, CpelieH apTEPUCKU TTPUTUCOK.

BOBE]]

llHiueHnaTa Ha  MyITHOpraHckata —auc(yHKIHMja
U MODPTAIUTETOT Kaj TMalMeHTHTe €O  MOKaueH
uHTpaabgomeHaneH nputucok (MAII) cé yirre ce BUCOKU
Kako BO CBeTOT Taka M Kaj Hac (1). 3aroa Kaj cute
KPUTHYHO OONTHM MAaIMeHTH, 0COOeHO Kaj OHMe KOW He
ce Tojo0OpyBaaT XeMOJMHAMCKM TIOKpaj ajileKBaTHaTa
pecycijuTanyja, Tpeba fia ce MPUCTANU KOH Mepeme U
ucnenyBame Ha MAII (2). MHOTYTe HayuHU UCTPaKyBarba U
ro/IeMOTO KJIMHUYKO UCKYCTBO T'0 TOTBP/IMja 3HAUEHETO Ha
MHTpaabioMeHa/THaTa xurnepTensuja (MAX) kako BpefHOCT
u3BenieHa ofi AII Koja mpeu3BUKyBa HaTO(QU3NONIOMIKY
edekr Ha opraHckute cucremu (3). UAIl e nedmnupan m 1 cremen; MAII 12-15 mmHg

Kako naronomku MAII, Koj e KOHTHHYHPAHO He3HAUKUTETHO
THI0KaueH 0e3 KIIMHUYKY CUTHU(DMKAHTHY IITeTHU eDeKTH,
nofeka 3HauuTenHo nokadeHuoT WMAII maBa cepuosHu
MOCTIeIUIIM TI0 CUTe OPraHCKU CHUCTEMH BO UYOBEKOBOTO
teno (4-10). MAX nak e peduHMpaHa Kako IPOJOKEHO
WM TIOBTOPYBAHO IATONOMIKO 3rofiemyBame Ha WAII
noBicoko o 12 mmHg (11,12). Criopes; MoMeHTaHUTE
pasoupara 3a MAX/ abjoMeHasieH KOMITApTMEHT CHH/IPOM
(AKC), narpaBeHa e knacudukaiuja Ha FIAX ojf cTpaHa Ha
CBetckata Opranusanuja 3a AKC (WSACS) (13,14) criopen
crenieHoT Ha MAII Bo ueTupu noarpynu:

39 | Medical Journal - MEDICUS



m I crenen; MAIT 16-20 mmHg
m [II crenen; UAII 21-25 mmHg
m [V crenen; MAIT > 25 mmHg (10).

Edpexkror nHa MAIl He e orpaHuueH camo Ha
MHTpaabJoMeHa/HUTe OpraHd, TOj MMa BiIMjaHue OUII0
IUPEKTHO WIM UHIMPEKTHO HA CUTe OPTaHCKU CUCTEMU
(15,16).

[TaTou3uoNOMKUTE KOMIUTMKAIMM TPeITU3BUKAHU O]
nokaueH VAII ce peBep3uOM/IHY TOKONKY Ce Mpero3Haar
v TpeTupaar Ha BpeMe (5). On cute MaTo(hU3KOMOIIKHA
TMPUUMHK 3a OINITeTeHa OpraHcKa (PYHKIMja HajroneMo
3Hauewme ce MpujlaBa Ha HaMajeHUOT KpBeH IPOTOK.
BenckuoT moBpaTok e HamasieH off sronemeHnoT MAIIL, koj
IUPEKTHO Ce TpeHeCyBa Ha ToJieMUTe PETPOTIepUTOHeaTHU
BEeHH, KayllaJiHO TOBJIeKYBajKU ja KPBTa U HaMajyBajKu
ro MPOTOKOT Ha JlofHaTa myiiuBa BeHa (17). Op mpyra
CTpaHa, JIOfHaTa IHIVIUIUBAa BeHa e W (PYHKIMOHAJHO
CTeCHeTa, Ha HEej3MHOTO HAmyIITalme Ha abJOMEHOT Kaj
mujapparmara. MAX ja momectyBa paujadparmMata KOH
rpagHuoT Kol u ro srojgemyBa WUTIIL. 3romemennor UTII
3HAUMTEJTHO TO HaMajyBa BEHCKUOT MOBPATOK, IITO
7loBeqlyBa 710 HaMajieH MUHYTEH BOMYMEH Ha CpIETO U
IUPEKTHO TIPUTHCKalbe Ha CPIeTO, CO HaMajyBame Ha
KOMIIIMjaHCcaTa M KOHTpaKTuaHocTa (18).

Abnomenanmauor nepdysuckun  nputucok  (AIII) ce
NpecMeTyBa KaKO pasiMKa Off CPeJHUOT apTepUcKu
nputucox (CAII) u WMAIT (AIIIl = CAIl - WAII) (11).
Toj e mpensokeH Kako IMOCOO[BeTEH MPeUKTOpP 3a
BUCIIepaHaTa 1epdys3uja U MoTeHIMjaIHa KpajHa ToUKa
3a pecycuuTanyja (3). MyITULEHTPUUHM aHAIU3U TO
unentudukysaatr AllIl Kako cymepuopeH BO OJJHOC Ha
ocTaHaTHTe MapaMeTpu 3a pecycuuranuja (19,20). Bo
clyyau Kora cpegHUOT aprepucku mpurucok (CAII) ce
CMeTa 3a JJ0BOJIeH KaKo MPeJIUKTOP 3a ajleKBaTHa OPTraHCKa
nepdysuja, Moke J1a e MHCY(UILMEHTEH BO IPHCYCTBO
Ha MAX. Kora manueHToT uma mokadeH MAII Koj ke ro
orpaHuuu BeHCKMOT noBpatok, AIlIl e oHoj Koj cTaHyBa
pefieBaHTeH 3a COOJIBETHa opraHcka mepdysuja (3) co mro
pa3/MKaTa MmoMery CpefHIOT apTepucku mpuTucok (CAII)
1 MAII, omHocHo AIIII cranyBa BaskeH (20, 21).

[lopajjy  HUCKAaTa CEH3WTUBHOCT Ha KJIMHWYKaTa
TpoIileHKa U (PU3MKATHUOT TIperyie BO TIPeJIBUYBAIbe
Ha pa3BojoT Ha UAX, monuTopunr Ha UAII e HeomxomeH
3a paujarHocTuiupame Ha MAX. MOHUTODMHIOT MOjKe
Ja e JUpeKTeH WIM WMHJUPEKTeH, KOHTUHYMpPAH WK
MHTePMUTEHTeH (22).

3naTeH cTaHJapy, 3a HETOBO Mepeme e TexXHMKaTa 3a
Mepeme Ha ATl mpeKy MoueH Meyp 3a B NaT IpUMeHeTa
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B0 1984 ropuna opf Kron et. all, monpenusto objacHeTa
1998 romuHa (23). OBaa MeTofa e eHOCTaBHa, Oe30eHa,
MUHKMMAaJTHO MHBa3MBHA, e(h)THHA U JIeCHa 32 U3Be/TyBakbe.
[TobapyBa mnacupame Ha Foley ypuHapeH Katerep, co
MHCTa/IMpatbe 25M71 (pU3K0IoNKK pacTBop. MOUHHOT Meyp
ce ofiHecyBa Kako aujacparma u mo3sonyBa MAII ga ouze
TNpeHeceH Ha ypuHapHUOT Katetep. Ho, oBaa MeTofa MMa
M CBOM HEJIOCTAaTOI[M, KAKO MOKHOCTA 3a TPeHeCyBarbe
nHpeKIHja (IITo mobapyBa acernTHUeH METoJ| Ha paboTa)
¥ MOKHOCT 32 K/IMKYBarbe Ha KaTeTepor.

be3 orneq Ha TeXHMKaTa Koja ce KOPHCTH 3a Jia ce
monuTtopupa VAT, cekoranr Mopa Jia ce 3ama3ar ofipeJieHu
TIPUHIIUITK 32 J1a ce 00e30eaT TOUHN U PerpoyKTUBHU
Mepema.

Toa ce cnegHUTe PUHIUTIN:

m  Epunuia mepka mmHg (1. cmH,0=0.76 mmHg)

® Ha Kpaj Ha ekcriupuym

m Bo pamHa Ha rp6 nosumuja

m , Hynra” Touka Bo cpejiHa akcuIapHa JIMHUja HA HUBO

Ha symphysis pubica

Co BOpu3ryBame 25 M/ CTepHIeH (HU3KOJIONUIKH

PacTBOp BO MOUHHOT Meyp

m 30 cekyHAu mHoc/Ie MHCTaMaluja Ha (HU3HUOOMIKK
pacTBop

B [lpy oOTCyTHM KOHTpaKuuMM Ha
MYCKy/aTypa (24).

abfioMeHaHa

IIEJI HA CTYIMJATA

m Jla ce mpoleHM HEOMXOJHOCTA O] MOHUTOPMHI Ha
WATII.

m Jla ce npukake BaskHocTa Ha Allll Kako mpeluseH
TIPeJIUKTOP Ha BUCI[epaHaTa mepdysuja U HeroBaTa
cynepropHocT Bo ofiHoc Ha CAIL.

MATEPHJAJT 1 METOH

Bo crygujaTa Oea BKIyueHM BKymHO 60 mMaIjueHTH.
[larentuTe Oea mofefieHM BO TpPU TPymu (criopef
knacugukanujata og WSACS): rpyna 1. (N=20) namueHTn
co MATI 12-15 mmHg, rpyna 2. (N=20) naiuentu co UAII
16-20 mmHg u rpyna 3. (N=20) namuentu co UAIT 21-25
mmHg. [laiuenTure Gea crpatMdUIMpaHd BO eIHA Of
TpPUTe IPYIU 3aBUCHO 07 BpeiHocTa Ha MAILL

Bo cTynujata 6ea BKIyUeHM CUTe MAIlUeHTH Ha BO3PACT
npeky 18 rogunu co MAII > 12 mmHg.

Bo wusrpakyBameTo He 0Oea BKJIyUeHM MAI[UEHTH Ha
Bo3pacT noj 18 roguHu; MalMeHTH Kaj Koj IocToelle
KOHTpauH/IMKalldja 3a ypeTpajHa KaTeTepu3alluja;
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OpeMeHM KeHM M MalMeHTH O KpaTok mpectoj Bo ENJI
(mokpatok of 48 yaca).

Ha camuwor mpuem Bo EMJI Oea 3eMeHM OCHOBHH
nemorpad)CKu TIOfIaToOIL[M 3a TalMeHTUTe: MO, BO3pPacT;
TeJleCHa TeKUHA; JUjarHosa.

Kaj oHMe maleHTH KOM ce OdYeKyBalle Jia Oujar
XocmuTanu3upanu moBeke op 48 waca Bo ENJI, ce
meperie MAII Ha pacrojanue op 12 yaca. JIokonky Bo fBa
ToCsIe[oBaTe/THA HaBpaTH Oemle m3MepeH TokayeH WAII
(> 12 mmHg), ogHocHo mamuenTor pasBueme WMAX Bo
3aBHCHOCT Off I0OOMEHUTe BPEIHOCTH, MalieHTHTe Oea
crpaTi(UIMpaHK BO COOJBETHATA IPYIIA.

IToaroroBka Ha MalUEeHTUTE

[Ipu camuor npuem Bo EWNJI, moxonky He mocroerie
KOHTpauH/IMKalldja Kaj CeKoj of TMal[ieHTUTe CO
CTaHJIAp/IHa CTePMIHA MeTo/ia Oellle TocTaBeH (0] cTpaHa
Ha npodecroHaleH 3ApacTBeH paboTHuK) 16-18 Fr.,
CTaHJap/ieH, IBOKaHa/IeH WK TPOKaHaJIeH, CUTUKOHCKH,
®omu-es (Foley) ypunapeH karetep.

Cekoj maruHeT Oemie TIOCTAaBeH HA KOHTHHYMpaH
XeMOJIMHAMCKH MOHHMTOPUHT Ha MOHMTODM KOM Ce Ha
pacnionarame Bo EWJI, mpu ImTO Ce ciefea: elneKkTpo-
kapauorpacdcku 3anuc (EKT), cpueBara dpexBenia (CD),
HeMHBa3MBeH cpejieH apTepucKu mputucok (CAII).

Kaj manumeHtuTe KoM Ke Oea CMECTeHH BO €HA Off
TPYIuUTe ce MPOofIoJLKYBallle CO MCIelyBambe Ha CIeJHUTe
HapaMeTpH:

UCIINTYBAHU TAPAMETPH

[Tapametpu ko ce mepea: MAII (Ha cekou 6 yaca Bo
nepuop o 24 yaca).

[lapameTrpu Kou ce oTuMTyBaa (07 MOHMTOPOT 3a
XeMOJIMHAMCKY MOHHMTOPMHI BO MOMEHTOT Kora ce
meperie MAII): CAIL

[TapameTpu Kou ce mpecmeTyBaa 110 hopmyna: AIIII=CAII-
UAII (criopen mobuenute BpemHoctu Ha MAIIL, m CAIl
cerou 6 vaca).

Texnuka Ha Mepeme:

m VHgupeKTHa TpaHBe3MKaIHA METOJIa;

m  Epununa mepka mmHg (1 cmH,0=0.76 mmHg);

m Ha kpaj Ha ekcriupuym;

m Bo pamHa Ha rp0 mos3uiMja (mpyra mosuiMja Ha
TEJI0OTO MOKe [ia JlaJie HeBaJliJjHA UHTepIpeTalyja
Ha pe3y/ITaTuTe);

m , Hynra” Touka Bo cpefiHa akcuapHa TMHUja Ha HUBO
Ha symphysis pubica;

m Co BOpusryBame 25 M/ cTepwieH (HH3UOJOIKA
PacTBOp BO MOUHHOT MeYp;

m 30 ceKyHAu MO MHCTalalyjaTa Ha (PU3HONONIKUOT
pacTBop;

m [lpy OTCyTHM KOHTpPaKUMM Ha abJoMeHaHaTa
MYCKYyJIaTypa.

OTkako Ke ce HCIpasHellle MOYHHOT Meyp, MpeKy
cTepusieH UH(Y3MOHEH CUCTEM Ha (PU3MOJIONIKYM PAcTBOP
Ha Koj MMa MpYKaueHOo TpUKaHaJjleH KOHEKTOp, CO efieH Kpaj
KOHEKTUPAHU Ha YPMHAPHUOT KaTeTep, Ke ce MHCTU/IMpaa
25 M cTepuieH (PU3MOJIONIKM PACTBOP MHTPaBE3UKaTHO
(criopen HajHOBHTe TIpeniopaku of 2006 roguHa Ha WSACS
T1oroJieM MHCTWIMPaH BOMYMEH MOe Jia [jajie KIMHUUKU
penesanTHo nperiereT VATI). Ke ce KiemyBalie 0fJBOHUOT
Zlel OfI KaTeTepoT W Ce OCTaBalle TeYHOCTa BO MOYHUOT
meyp 45 cekynmau. Ilotoa ce oTBopalle CHUCTEMOT IpeKy
TPUKAHATHUOT KOHEKTOP, KOj MPeKy KaTeTepoT e MoBp3aH
CO IPUTUCOYEH KOHBEPTOP UM BOJIeH MaHOMeTap Ha HUBO
Ha CpeJJHaTa aKCHIapHa JIMHHUja CO KOpHCTebe Ha simphysis
pubica Kako ,,Hynra” Touka. Ce oTUMTYBalle BpeJHOCTA Ha
WHTPaBe3UKaTHUOT MPUTHCOK, Bo HamuoT ciydaj WAIIL,
KOja HUe ja uuTaBMe Ha Kpaj Ha eKCITMPUYM ITPH OTCYCTBO Ha
ab/oMeHaJTHM KOHTPAKLUK TIOpajiy OfIpeIeHOTO BIIjaHKe
Ha pecrmpaTopHuTe [Bukema (18). Cekoe Mepeme ce
13Be[IyBallle CO CTPOTO aCelTUUHA TEXHUKA.

3a peructpupame Ha BucuHaTa Ha MAIl ce Kopucremie
MaHoMeTap Ha Koj ckajata e Bo cmH20 wmum mmHg
(1 cmH,0=0.76 mmHg).

Texnukara Ha Mepeme e eMaTCKU ITPUKaKaHa Ha CJIMKa 1.

Cnuka 1.

Winpuy 50 mn

i
b

W Nputucouex

YpuHapex
Koneeprop

Karerep

CraTucTiyKka 00paboTKa

3a cuTe MOZIATOLM Off MHTEpeC 3a U3PabOTKa Ha TPYIOT
NOOMeHN BO TEKOT Ha MCTPaKYBameTO CTaTHCTHUKATa
aHa/M3a Oellle HampaBeHa BO 0a3a Ha KOMIGYTE€PCKH
CTaTUCTUYKK TIporpam stat 7 u 0ea CTaTUCTUYKH
00pabOTYyBaHM CO CJIE[IHATE CTATMCTUYKM TECTOBH:
CTaHJap/iHa JieBUjaliuja, [leHTpajiHa TeH leHIyja, t-TecT 3a
3aBucHY npuMepord, ANOVA 3a 3aBUCHY ¥ 32 HE3aBUCHU
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npumepory, post hoc Tukey HSD Tect. Husoro Ha
3HavajHocT 3a p < 0,05 ce cmeTalle Kako CTaTUCTUYKU
CUTHU(UKAHTHO.

PE3YJITATI
Jlemorpaccku KapaKTepUCTHKH

Bo crynujata 6ea Briydenu 60 manmeHTH o Kou 37 bea
Mmasky, 1 Toa: 11 Bo mpBara, 10 Bo BTopaTa 1 16 Bo TpeTaTta
rpymna. 23 Gea keHu, off Kou: 9 Bo npBata, 10 Bo BropaTa
u 4 Bo Tperara rpymna. AHaIU3MpaHUTe MalMeHTH Oea
Tojie/ieHu BO TPU IpyIu of 110 20 UCITUTaHUILIY, U Toa ITpBa
rpymna Oea manyeHTHTe Kaj Kou Oemnre uzmeped NAIT op 12
- 15 mmHg, Bropa rpyna Oea mauuentu co MAII op 16-
20 mmHg, a TperaTa rpyma Oea IalyeHTH Kaj Kou Oele
n3MepeH MPUTUCOK of 21 -25 mmHg.

HAII

Ta6emna 1. Tlpuka3 Ha IPOCEYHUTE BPEIHOCTH
Ha uHTpaadmomeHanHuoT (MAII) Kaj
TMalyeHTUTe BO TPUTE IPYIU

rpyma | mpocek | * cr.jieB. | Munumym | Makcumym
| 13.22 0.93 11.78 154
HAI I 1776 1.35 16.0 20.52
11 22.35 113 20.09 250

WAII u HeroBoTo BiujaHue Ha CAII

Ta6esna 2. [Ipuka3s Ha IPOCEYHUTE BPEIHOCTH Ha
cpegHuoT apTepucku nputrcok (CAIl) kaj

Tal{eHTHTe
TpyIa | Ipocek | *CT.JieB. | MUHUMYM | MakcuMyM
| 88.74 13.55 62.0 119.0
CAIL | m | 9084 | 1539 60.0 136.0
11 78.89 14.46 41.0 116.0
Tab6emna 3. IIpukas Ha Analysis of Variance - ANOVA
TeCT
S gl MS S | 4| MS r p

effect effect Error Error

8141.167 | 2 {4070.583 | 62360.47 | 297 | 209.9679 {19.38669 | 0.000000

Bo mpBaTta u Bo BTopara rpyna Hema manueHT co CAII
nonu3ok ofi 60 mmHg, mozeka Bo TperaTa MMa camo
nBajia naueHt co CAIT<60 mmHg.

Cropen, ANOVA TecTOT pasnMKaTa Ha MPOCEYHUTE
BpegHoctd Ha CAIl Bo TpuTe Tpynu e CTaTUCTUUKH
curandukanTiu 3a p<0.01 (tab. 3). Copen Tukey HSD
TECTOT aKO pa3/vKaTa Ha MPOCEUHUTE BPEJHOCTH Ce
pasrieyBa IOeJJUHEYHO € CTaTUCTUYKY CUTHU(MKAHTHA
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TioMery IIpBata i TpeTaTa rpyiia, BTopara i TpeTaTa rpyia
3a p<0,05 (p<0.01; p<0.01)(tab. 4).

Ta6emna 4. [Ipukas Ha Tukey HSD Tect

rpyna I 11 111
I (0.561182 0.000026
Il (0.561182 0.000022
11 0.000026 0.000022

[Ipy npecMmeTyBame ce pPerMCTpUpa  CTATUCTUUKU
CUTHU(UKAHTHA  HeTaTWBHA  Kopenaluja  TIOMery
BpenHoctute Ha AII u CAII Bo BTopata rpyma (r=-0.2004
3a p=0.046) u TpeTaTa rpyma (r=-0.3128 3a p<0.01).

WAII u HeroBoTo BiujaHue Ha AIIII

Tabesna Op. 5 [IprKa3s Ha IPOCEUHKTE BPEIHOCTH HA
ab/[oMeHATHIOT Tep(y3UCKY IIPUTHCOK Kaj

[MAaUEeHTUTE BO TPUTE I'PYIIN

I'pyma | mpocek |+ St.Dev. | Munimym | Makcumym
| 75.28 13.30 48.46 107.0

AIIII II 72.56 16.59 21.66 119.2

11 56.74 14.99 16.0 95.0

I'padukon 1. 'paduuku npuka3s Ha rpymupaHaTa
nuctpubyiuja Ha AITII Kaj mareHTHTe

_|
z
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6poj Ha BpeprocrrHa AlIT] BO TEKOT HATIETTC MCPCHR
>

rpyma: 3
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Ta6esna 6. [Ipuka3 Ha Analysis of Variance - ANOVA

TeCT
SS MS SS MS
effect df effect Error D Error F P

2004740 | 2 | 10023.70 | 67033.69 | 297 | 225.7027 | 44.41109 | 0.000000

PecbepentHa BpemHoct 3a Al e > 60 mmHg. Bo
TpBaTa rpyna uMa efieH naiyeHT co MpoceyHa BPeJHOCT
nop pedepeHTHaTa, BO BTOpaTa Tpyla KMMa JIBajila
HalyeHTH, jofleKa Bo TpeTaTa rpyma 50% of maljueHTHTe
OfTHOCHO [leceT Tal[MeHTH MMaaT BPEIHOCT TOHMCKA
on pedepentHata. Cropen; ANOVA TecToT pasimkaTa
Ha TpoceyHuTe BpenHoctd Ha AIIIl Bo TpuTe rpymu e
cratiucTHuKy curindurantHa 3a p<0.01 (tad. 6). Cropep
Tukey HSD TecT ako pa3nukaTa Ha IpOCEUHKTE BPETHOCTH
ce pasriefyBa IMOeJUHEYHO TIOCTOM CTaTHMCTUYKA
cUrHU(MKAHTHOCT MOMeTy ITpBaTa U TpeTara U BTopaTa u
tperara rpyma 3a p<0.01 (ta0. 7).

Tab6ena 6p. 7 [Ipukas Ha Tukey HSD tect

rpymna | II I
| 0.406836 0.000022
II 0.406836 0.000022
111 0.000022 0.000022

[Ipy TpecMeTyBameTo Ce perucTphpa CTaTUCTHUKH
curHi()MKAaHTHa  HeraTMBHa  Kope/laljja  MOMery
BpegHoctuTe Ha WAIT u AIIIT Bo Bropara (r=-0.2362 3a
p<0.01) u TperaTa rpyma (r=-0.3833 3a p<0.01).

[Ipy mpecmeTyBameToO Ce pPerucTpUpa ¥ CTATUCTUUYKU
curHu(MKaHTHA ~ TO3WTUBHA  KOpejamuja  MoMery
BpenHoctute Ha CAII u AIIII Bo TpuTe rpymu (r=0.9955 3a
p<0.01; r=-0.9506 3a p<0.01; r=-0.9879 3a p<0.01;).

JUCKYCHJA

OBaacTy/ujanoKaKysa iekaadoMeHaTHUOT Tepy3UCKH
MPUTHCOK € TOMpelu3eH MPeuKTOp Ha BHCIepajHa
nepy3uja Bo offHOC Ha UHTPaabJOMEHATHIOT TIPUTHUCOK
Kaj MaIUeHTH CO MHTPaabIOMeHAIHA XUITepTeH3Hja.

IAX e neduHMpaHa Kako MPOIOJKEHO WK TIOBTOPYBAHO
HaToJIOLIKO 3roeMyBambe Ha MAII moBucoko ox 12 mmHg
(11,25). IlpeBanmenrjata Ha MAX Kaj KpUTHYHO OONHH
TAIMEHTH e JlocTa BUCOKa (1), 3aToa off KpyImjaiHa BaKHOCT
e ma ce mepu UAII, Kaj maiueHTUTE CO PU3UK (DAKTOPH.
Malbrain u copabornunure (11) Bo HuBHaTa CTyauja,
opgHocHo u3BemiTaj o 2004 roguHa Ha Kondepennujata
3a UurepHamuonaned AKC Koncemsyc [ledunuimm
normuniad of, WSAC nipepiaraar 6e3 orjefi Ha TeXHUKATa

KOja ce KOPUCTH 32 HETOBO Mepetbe, OfipeieHu TPUHIIUIK Jla
ce cJIefiar 3a Jia ce 00e30e/iaT COOJIBETHHU 1 PEMPOYKTUBHI
Mepera Off Tal[MeHT Ha MaiyeHT. Bo HamaTta cryiuja, ru
NpUMeHMBMe CHUTe HalaTCTBMja Mpe[jiokKeHH Ha oBaa
KoH(epeHIHja, 3a ucenyBame Ha MAIL.

Bnujanuero Ha MAII ogrocHo MAX na CAII ucniutyBaHo
BO TOBeKe KIMHWUYKA ¥ eKCllepUMEHTAlHU CTYIUU
(26,27,28). Nguyen u copaboTHuIMTE (26) TO eBamympae
ebexror Ha mokauennor MAII of mHeymomepuTOHEYM
TIPY JIANIAPOCKOTICKY MHTEePBEHIIMH Kaj 00e3HH MaljueHTH,
momeka Bo cryguute Ha Quintel (27) u Quevedo (28) e
WCIIMTYBaHO BiiujaHueTo Ha nokaueHuoT VAIT u AIII kaj
eKCrepuMeHTaIHU *UBOTHU. CuTe Torope HaBeleHU
noKayKkaJie fieka pu ymepeHo nokaded MAII 1o 20 mmHg
ce sronemyBa CAIL IllTo ce cmeTa fieka e mocsenuiia Ha
3ro/ieMeHUOT WHTpaToOpakajieH BOIYMeH, Tpeu3BUKaH
o] TIpeMecTyBale Ha BOTYMEHOT Off KOMIIPeCHPaHUOT
a0/loMeH KOH HEeKOMIIPeCHMpaHWOT TpajieH Koml Kako
IPYTo MOKHO 00jacHyBatbe, ce HaBezyBa ofroBop Ha I[THC
TIopajii HapyllleHa BeHCKa JipeHaka.

Bo Haimara ctymuja pesyiTaTuTe ro TOKajkaa CeJHOTO:
Kaj nmanueHTuTe Off BTOpa U TpeTa Ipyma co CPeJHO U
Bucoko mokaueH WAII, co cpemna BpemHoct Ha WAII
op 1776 + 1,35 mmHg 3a Bropara rpyma, u 22,35 =+
1,13 mmHg 3a TperaTta rpyma, HOCTOM CTaTHUCTUYKH
curindukanTHa pa3nmuka co CAII 3a p<0,05. [ToeguHeuHo
pasrienyBaHaTa mnpoceurata BpefHoct Ha CAIl ru name
cnemHuTe pesynTatu: Kaj manumeHTuTe of mpBa rpyna
co ymepeHo nokaueH WAII co cpegna BpemHoct 13,22 +
0,93 mmHg, He MOCTOM CTATHCTHMYKM CUTHU(PUKAHTHA
HeratuBHa Kopenanuja co MAIL JlobuBMe 1 3HAUMTEITHO
sronemyBame Ha CAIl 90,84 + 1539 Kaj marueHTHTe
co cpenHo mokaueH HWAII, monmeka Bo Tperara rpymna
BpeniHocTa Ha CAII 3HauuTesnHO ce HamasyBa 78,89 + 14,46
mmHg. OnHOCHO MOCTOM CTATUCTUYKA CUTHU(DUKAHTHOCT
roMmer'y TpBaTa ¥ TpeTaTa Tpyla, ¥ BTopaTa M TpeTaTa
rpyna 3a p<0,05 Kora pa3iuKaTa Ha TIPOCEUHUTE
BPEJJHOCTH Ce pasriefiyBa noefuHeuHo. Ce perucrpuparnie
W CTAaTHCTHYKM CUTHU(DMKAHTHA HeraTMBHA Kopesaliuja
nomery BpegHoctuTe Ha MAII u CAIl u Toa caba Bo
BTOpaTa Irpymna, yMepeHa Bo TpeTaTa rpyma.

Ilito ce omgHecyBa mgo AIIll, aHamorHoO Ha OIIITO
MO3HATUOT W LIMPOKO IpUMeHeTHOT KoHuenT 3a LIIIII,
npecmeryBateto Ha Allll kKako pasnuka wu3BeneHa
on CAIl m WAIl e mapameTap co Koj ce IIpoleHyBa
He camo cepuosHocta Ha MAII, TyKy M apjekBaTHaTa
abmoMeHaHa opraHcka nepdysuja (3,11). ,,Kpuruunumor”
WAII e pasnuyeH off MalMeHT /10 MalMeHT, 3aBUCHO Off
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MaTo(U3MONOTHjaTa M TOCTOEYKUTE KOMOPOUUTETH.
Hopmanna BpegaocT Ha CAIT He e IpeIUKTOP 3a COOIBETHA
abmoMeHasTHa opraHcKa rmepdysuja, 3aToa mTo BpeHOCTa
Ha MAII Koja BCYIIHOCT o MpeTcTaByBa OrpaHUYeHUOT
BEHCKH MIOBPATOK, MOKe J1a Jlajie HeCOO/IBeTHA OPraHCKa
nepdysuja (3,18,19). Bo uctute crymum, Gheatham u
copabornuruTe (3,18,19) mpenopauyyBaar coofjBeTHa Iy
TIPU PecyCylUTalMja Ha narueHTuTe fia e BperHoct 3a AL
> 60 mmHg. CeTo norope HaBeJieHO ro IIOTBpAYBaaT U Al-
Dorzi co copaboTHHMIIUTE BO IPyIIa MAI[UEHTH CO CENITUYEH
IIOK ¥ KOMOPOUMTET 1Mpo3a moKaxkyBajku gexka VAIL u
AIIIT > 60 mmHg Kako KpajHu TOYKM Ha pecycLUTalyja
nugepeHIpaar Mpe;KMBeaHu off HerpeskuBeaHu (29).

Bo Hamara cTyauja 1mITO ce OffHeCyBa 710 pe3y/ITaTuTe
Io0yeHu 3a pa3/IMKaTa Ha IIpoceunuTe BpegHocTy Ha AT
BO TpUTe T'PYIIH, HajieHa e CTaTUCTUYKKM CUTHU(DUKAHTHA
HeraTuBHa pa3yiuka 3a p<0.01 Bo cute Tpu rpymu. [lokonky
pa3/MKaTa Ha TMPOCEUYHUTE BPEIHOCTU Ce pasryeflyBa
TMOeJIMHEYHO TOCTOM CTATUCTUYKA CUTHU(PUKAHTHOCT
momery TpBaTa M TpeTara, ¥ BTOpaTa M TpeTara rpyla
3a p<0.01. IIpm mnpecmeTyBameTo, perucTpUpaHa e
M CTAaTUCTUYKM CUTHU(DUKAHTHA HeraTMBHa cJaba
Kopenaija nomer’y BpenHoctute Ha VAIT u AllIl Bo
BTOpaTa M CTATUCTHYKM CUTHU(MKAHTHA HeraTHBHA
yMepeHa Kopenanuja Bo  Tperara rpyna. CrmopeneHo
nak co BpenHocta Ha CAIl ce perucTpupa CTaTUCTUUKA
curHU(pMKaHTHA MO3UTMBHA MHOTY jaKa Kopesaluja
nomery BpenHocTuTe Ha CAII u AIIIT Bo TpuTe rpymu.

IlITo ce omHecyBa f0 pepepenTute BpemHocTy 3a Al Kaj
nalyeHTHTe Bo IpBaTa 1 BropaTa rpymna Ha MAX, Allll e Bo
HOpMaJTHU IpaHuIM co cpefHa BpepHoct 3a Allll ox 75,28
+ 13,30 mmHg 3a npBaTa 1 72,56 + 16,59 mmHg 3a AIIII Bo
BTOpaTa rpymna. /lofileka Kaj maijeHTuTe Off TpeTara rpyrma
Ha VIAX BpegHocTuTe Ha AINII ce moHKMCKM Off [103BONIEHUTE
o cpefHa BpegHocT of, 56,74 + 14,99 mmHg, makcrmanHa
90 mmHg 1 munumanHa 16 mmHg 3a ATIILL

[Tamentn co CAII monmsok og 60 mmHg, Bo mpBaTa
¥ BTOpaTa Ipylna Hema JlofieKa BO TpeTaTa Ipyla uma
caMo 7IBajiia, CO IITO MOKE Jia Ce 3aK/Iyuu JieKa Kaj CUTe
TMalMeHTy Off pBaTa U BTOpaTta Ipyla, U OCYMHaeceT off
Tperara Ke MMa jjobpa opraHcka mepdysuja HO Toa He
e Taka Bo ciaydaj Ha MAX. 3aToa mrro Bo ciyuaj Ha MAX
norpe6Ho e AIIIT> 60 mmHg, 3a ja ce 00e36eu coofiBeTHa
opraHcka nepdysuja. A Bo Haiata ctyauja Al moHu30K
op 60 mmHg umMa Bo cute Tpu rpymu: 5% Bo mpBarta, 10%
BO BTopara rpyma u fiypu 50% Bo TpeTaTa Ipyma, cO IITO
Moske Jia ce 3aKkyuu fieka AllIl e mocoopBeTeH mpeuKTOp
3a opraHckaTta nepgysuja.
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Jlamu MAX e mapKep WM NMpUYKMHA 3a CepHoO3Ha Oorect
ocraHyBa HejacHo. Mako Malbrain u copaboTHuIMTE BO
HMBHATa CTyaMja mpoHaoraat feka MAX e mpuuuHa 3a
mopTamuTeT (15), BO MOHOBO BpeMe CTyAMjaTa of CTpaHa
Ha Balogh u3BesieHa Ha marmeHTH O cepro3eH MOK U
TpayMa He ycIleBa IaK Jia ja MpHUKaxke BakHocTa Ha MAX
KaKo MPeIMKTOp 3a My/ITHOPTaHCKa cnaboct. Bo HuBHaTa
CTY/IUja He TIOCTOesIa Pa3/iMKa BO UCXOZIOT Kaj Mal[ueHTUTe
co MAX 1 Tpayma nH 110K 1 6e3 TpayMa 1 10K (30). 3aToa
MY/ITHIIEHTPUYHM aHa/MM3u ro upaeHTU(uryBaat AllIl
KaKo CylepuopeH BO OJHOC HAa OCTaHATUTe MapaMeTpu
3a pecyclUTalyja, BKIYUyBajKu TM TYKa M apTepucKaTa
Ph., 6asHHOT JebUIMT, ApTEPUCKUTE TAKTaTH M caTHaTa
mnuypesa. AlllIl ox muuumym 60 mmHg Kako KpajHa
TOYKA Ha pecycluTalyja € acolupaH co 3rojieMeHo
NpeKUBYBame Kaj manmenture co MAX (19, 20, 31).

[IpukaskaHarta cTy/uja I UMa CJIeHATE OTpaHUJyBarba:
[IpumepoRoT e MaJ, OCHOBHaTa 0OO/ECT Koja BOfele JI0
MAX ce pa3iuKyBa off MAal[MeHT JI0 TMAlMeHT U UCKITYYeHH
Ce MalyeHTUTe KOU ce OTMyuITeHu rpef 24 yaca o ENJL.

3AK/IYUOIIN

1. Monutopunr Ha HMAIl e HeomxofieH He caMo Of
HAy4yHa, TYKY ¥ O] KTMHIYKa I7iefjHa Touka. HeroBoTo
HCJIeflyBambe, Urpa 3HauajHa yiora Bo Moj00pyBameTo
Ha KIMHUYKUOT MeHAIIMEHT Ha MallieHTHTe.,

2. AIIll e mompelM3eH MpPeIUKTOP Ha BHCIepaHaTa
nepdysuja ¥ CylmepruopeH BO OJJHOC Ha OCTAHATHUTe
nmapamerpu 3a pgeduHupame Ha MAX. Hopmasnna
BpenHocT Ha CAIl He e mpemuKTOpP 3a COOZBETHA
abmomeHanHa opraHcka mepdysuja. Bo mpucyctBo
Ha nokaueH WAII, Koj BCYIIHOCT TO IIpeTCTaBYBa
OrpaHNUUYEHUOT BEHCKU MOBpaToK, HopmamHuoT CAII
MO3Ke [Ia Jlajie Hecoo/JBeTHA OpraHcKa nepdysuja.
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EVALUATION OF THE EFFECT OF INCREASED INTRAABDOMINAL PRESSURE ON VISCERAL PERFUSION

Aleksandra Gavrilovska-Brzanov!, Mirjana Shosholceva?, Zorka Nikolova - Todorova',Gordana Taleska’,
Maja Mojsova Mijovska', Marija Jovanovski -Srceva!, Vanja Dzambazovska-Trajkovska', Nikola Brzanov!

! University Clinic for Traumatology, Orthopedic disease, Anesthesiology, Reanimation and Intensive Care and
Emergency Center, Skopje

2 Special hospital for surgical disease “St. Naum Ohridski*, Skopje

5 Medical faculty, University “St. Cyril and Methodius*, Skopje, Macedonia

ABSTRACT

Introduction: Evaluation of the effect of increased intraabdominal pressure on visceral perfusion. The abdominal
perfusion pressure (APP) is being presented as a more accurate predicting factor of visceral perfusion and as being
superior over mean artery pressure. Materials and Methods: In this clinical trial, sixty patients have been assessed.
According to the level of IAP in two successive bladder pressure measurements, the patients were divided into
three groups (n=20 each). Group 1. Patients with IAP 12-15 mmHg, group 2 with IAP 16-20 mmHg and group 3 with
IAP 21-25 mmHg. We investigated the following parameters: IAP was the measured parameter, with parameters
recorded through ICU (hemodynamic) monitors at the time when IAP was measured being: mean artery pressure
(MAP), and parameters calculated by formula made of the measured variables was: APP.

Results: No statistically significant difference between demographic data was found. A significant statistical
inverse correlation between IAP to MAP and APP was established in the second and third group for p<0.05 and
significant statistical positive correlation between MAP and APP in all three groups p<0.05.

Conclusions: Monitoring of IAP is indispensable to improve the medical management of the patients. Normal
value of MAP is not accurate predictor for visceral perfusion. The APP is a more accurate predicting factor of
visceral perfusion as being superior over mean artery pressure.

Keywords: intra-abdominal pressure, abdominal perfusion pressure, mean artery pressure.
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LIDHJA MIDIS BETINOPAT}SE DIABETIKE DHE HEMOGLOBINES SE
GLUKOZUAR NE PACIENTET DIABETIKE

Kavaja Silvana', Ceka Xheladin?, Spahiu Eduard’, Kavaja Genti', Xinxo Sonela’

! Spitali Rajonal Durrés, Durrés
2 Departamenti i Morfologjisé, Fakulteti Mjekésisé, Universiteti Tirané, Tirané
3 Instituti i Shendetit Publik, Tirané

ABSTRAKTI Medicus 2013, Vol. 18 (2): 47-51

Hyrje: Retinopatia diabetike (RD) éshté njé komplikacion kronik mikrovaskular gé¢ démton réndé shikimin tek
adultét me diabet mellitus.

Qéllimi: Té vlerésojé prevalencén e RD dhe lidhjen midis vlerave té HbAlc, kohézgjatjes sé diabetit me RD tek
diabetikét.

Materiali dhe metodat: N¢ studim u pérfshiné 700 pacienté diabetiké gjaté periudhés Janar 2010-Janar 2012
né Spitalin e Durrésit. Prania e RD u vlerésua pérmes oftalmoskopit nga mjeku okulist. Bazuar né té dhénat né
fundus okuli, pacientét u ndané né tre grupe: pa retinopati, me retinopati jo-proliferative (RDJP) dhe me retinopati
proliferative (RDP). Pacientét u klasifikuan sipas nivelit té HbAlc ( poshté 6.0%; 6.1 deri 6.9% ; 7.0 deri 9.9%; mbi
10.0%); sipas kohézgjatjes sé diabetit (diabet deri né 5 vjet, histori 6 - 10 vjet, histori pér diabet mbi 10 vjet).

Rezultatet: Prevalenca e RD ishte 45.1 % (33.2 % me RDJP dhe 11.9% me RDP). U vu re njé korrelacion statistikisht
sinjifikant midis vlerave té HbAlc dhe presencés sé RD (p < 0.01, r = 0.8), kohézgjatjes sé diabetit dhe RD (p < 0.01,
r=20.7).

Konkluzionet: Kohézgjatja e diabetit dhe HbAlc jané faktoré risku té réndésishém pér presencén dhe progresin
e RD né pacientét diabetiké. Mbajtja nén kontroll e vlerave té HbAlc mund té parandalojé ose té vonojé shfagjen
ose progresionin e RD.

Fjalé kyc: Diabet mellitus, retinopatia diabetike, hemoglobina e glukozuar, HbAlc

HYRJE té tipit té diabetit, disa pacienté mund té kené té dhéna
pér retinopati diabetike, duke treguar né kété ményré
qé diabeti mellitus ka qéné i pranishém shumé vite mé
pérpara (4).

Retinopatia diabetike (RD) éshté njé crregullim vaskular
qé prek mikrogarkullimin e retinés. Eshté vlerésuar qé
diabeti mellitus prek rreth 8.3% té popullatés botérore,

ku pothuajse gjysma e tyre kané praniné e retinopatisé
diabetike né njé moment té dhéné(1) Retinopatia diabetike
prek té dy tipet e diabetit (tipi 1 dhe tipi 2).

Retinopatia diabetike éshté njé nga shkaget mé té
shpeshta té verbérisé né adultét e moshés 20 deri né 75
vjec dhe mbetet njé problem shéndetésor i réndésishém
né gjithe botén(2). Pérmirésimet né kujdesin ndaj
diabetit dhe diagnostikimi i hershém i sémundjes mund
té reduktojé incidencén e démtimeve té shikimit dhe té
verbérisé (3). Né kohén e vendosjes sé diagnozés klinike

Kohézgjatja e diabetit, kontrollii glicemisé, hipertensioni,
dislipidemia, obeziteti, gjendja social ekonomike luajné
njé rol té réndésishém pér zhvillimin e RD. Mé té
réndésishmit jané kohézgjatja e diabetit dhe kontrolli jo i
duhuriglicemisé (5). Monitorimii vlerave té hemoglobinés
sé glukozuar éshté njé metodé efikase pér vlerésimin e
pérgéndrimit mesatar té glukozés né gjak pér tre muaj (6).

Qéllimi i studimit éshté té vlerésohet frekuenca e RD si
dhe lidhja midis vlerave té HbAlc, kohézgjatjes sé diabetit
dhe RD né pacientét me diabet mellitus.
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MATERIALI DHE METODAT

Né studim transversal (cross-sectional) u pérfshiné
pacienté té diagnostikuar me diabetes mellitus (tipi 1
dhe tipi 2) nga shérbimi i endokrinologjisé prané Spitalit
Rajonal Durrés. Pér njé periudhé 2 vjecare (Janar 2010
- Janar 2012), té gjithé pacientét diabetiké e marré né
studim vinin pér heré té paré né klinikén e okulistikés.
Numri i pacientéve diabetiké ( té dy tipet) ishte 699 me
moshé mesatare 60.2 + 10.4 vjec, me kohézgjatje té diabetit
10.4 = 6.9 vite. Kriteret e pérfshirjes pér klasifikimin dhe
diagnostikimin e DM ishin kriteret e pranuara nga ADA
(shogata amerikane e diabetit) né vitin 1997 (7). Pacientét
me diabet sekondar (akromegalia, sindorma Cushing) nuk
ishin pérfshiré né studim. Né ekzaminimin e paré, pér
seclin pacient u realizua ekzaminimi direkt oftalmoskopik
me dilatacion té pupilés nga mjeku okulist. Gjithashtu u
kérkuan vlerat e HbAlc.

Lezionet e hershme té para me oftalmoskop u emértuan
retinopati diabetike jo-proliferative (RDJP) ku pérfshihen
mikroaneurizmat, hemorragjité, eksudatet e forta, njollat
e pambukut, crregullimet mikrovaskulare retinale dhe
pérdredhja e venave. Retinopatia proliferative (RDP)
karakterizohet pérvec mé sipér edhe nga rritja e enéve té
reja té gjakut, proliferimi vitroretinal, térhegja e vitreosit
dhe deri né shkolitje retinale e cila con né verbéri té ploté.

Bazuar né té dhénat nga fundus okuli, pacientét u ndané
né tre grupe: pa retinopati diabetike, grupi me retinopati
diabetike jo-proliferative (RDJP) dhe grupi me retinopati
diabetike proliferative (RDP). Pacientét realizuan metodén
e shpejté me gjak venoz té matjes sé HbAlc. Bazuar né
vlerat e marra té HbAlc u krijuan katér grupe: poshté
6.0%; 6.1 deri né 6.9% ; 7.0 deri né 9.9% dhe mbi 10.0%. sipas
kohézgjatjes sé diabetit pacientét u ndané né tre grupe.
Grupi i paré me pacienté me kohézgjatje té diabetit mé pak
se 5 vjet, grupi i dyté me kohézgjatje 6 deri né 10 vjet dhe
grupi i treté me kohézgjatje mé shumé se 10 vjet.

Vlerat e hemoglobinés sé glukozuar (HbAlc) u matén duke

pérdorur pajisjen BioRad in2it HbAlc analyzers (metoda
me kolloné).

ANALIZA STATISTIKORE

Te dhenat jane perpunuar ne SPSS 16. Per te vleresuar
lidhjen midis HbAlc, kohezgjajtes se semundjes dhe RD
eshte pérdorur teknika e korrelacionit (Kendall’s tau_b
dhe Spearman ). Chi square eshte perdorur per te vleresuar
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madhesine e impaktit té seksit dhe tipit te diabetit né
ecurine e RD. Nje p < 0.05 eshte konsideruar sinjifikante.

REZULTATET

Pacientét e maré né studim ishin 699 pacienté diabetiké
( té dy tipet) me moshé mesatare 60.2 + 104 vjec, me
kohézgjatje té diabetit 10.4 + 6.9 vite. 227 pacienté ishin
me diabet tipi 1 dhe 472 me diabet tipi 2. Karakteristikat
klinike té pacientéve jané si mé poshté. Kohézgjatja e
diabetit ishte 10.4 + 6.9 vjet dhe sipas tipit té diabetit kemi
kété kohézgjatje: pér tipin e paré 12.79 = 74 vjet dhe pér
tipin e dyté 9.2 + 6.3 vjet. Né té gjithé pacientét vlera
mesatare e HbAlc ishte 72 + 1.2 %. 159 pacienté (22.7%)
kishin vlera té HbAlc nén 6%; 208 pacienté (29.8%) kishin
vlera té HbAlc nga 6.1 deri 6.9%; 324 pacienté (46.4%)
kishin vlera té HbAlc nga 7.0 deri né 9.9% dhe vetém 8
pacienté (1.1%) kishin vlera té HbAlc mbi 10.0%.

Né kété studim frekuenca e RD ishte 45.1% (33.2 % me RDJP
dhe 11.9% me RDP). Frekuenca e retinopatisé diabetike
(jo-proliferative dhe proliferative) rritej me rrtijen e
vlerave té HbAlc, ku 0 % né grupin e diabetikéve me vlerat
e HbAlc poshté 6%; 0 % né grupin me vlera té HbAlc 6.1
deri né 6.9%; 90.4 % né grupin me vlera té HbAlc 7 deri né
9.9% dhe 9.6 % né grupin me vlera té HbAlc mbi 10.0%.
Sic shihet nga té dhénat, né pacientét qé kishin vlera té
HbAlc nga 7 deriné 9.9% kishte lidhje sinjifikante té forté
midis RD dhe vlerave té HbAlc (p < 0.01).

Sipas kohézgjatjes sé diabetit né grupin e paré frekuenca
e RD ishte 3.3%, me 6 pacienté me RDJP dhe 1 me RDP;
né grupin e dyté frekuenca e RD ishte mé e larté né
24% me 34 pacienté me RDJP dhe 2 pacienté me RDP;
né grupin e treté frekuenca e RD ishte mé e larta 80.4
% ku 192 pacienté me RDJP dhe 80 pacienté me RDP.
Rezultatet tona tregojné qé ka njé lidhje sinjikative midis
kohézgajtjes sé diabetit dhe RD (p < 0.01).

Nga té dhénat rezultoi se femrat kané mé shumé gjasa té
béjné RDJP sesa RDP né krahasim me meshkuijt (OD = 1.7
(195% 1.04-2.8 p < 0.05). Mosha mesatare e pacienteve
femra ishte 59.67 vjet dhe e pacientéve meshkuj ishte
60.76 vjet. Pacientét e té dy sekseve kishin kohézgjatje té
ngjashme té sémundjes ( femrat 10.00 vjet dhe meshkujt
10.92 vjet. Vlera mesatare e HbAlc né pacientét femra
ishte 71% dhe né pacientét meshkuj ishte 7.2%. Gjithashtu
pacientét me diabet mellitus tipi i paré kané me shumé
gjasa té zhvillojné RDP sesa RDJP né krahasim me pacientét
me diabet mellitus tipii dyté (OD =7 C195% 3.8-13.3 p < 0.01).
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DISKUTIMI

Retinopatia diabetike éshté njé komplikacion specifik
mikrovaskular né té dy tipet e diabetit. Kohézgjatja e
diabetit dhe hipeglicemia jané dy faktoré risku té njohur
pér zhvillimin e RD. Pérgéndrimet e larta té glukozés dhe
hiperglicemia kronike éshté pranuar nga té gjithé si njé
nga shkaktarét gé té cojné né RD.

Ka té dhéna té forta qé sugjerojné qé zhviillimi dhe
avancimi i RD ndikohet nga niveli i hiperglicemisé (8).
Ekzistojné njé numér mekanizmash té besueshém qé
lidhin metabolizmin e glukozés direkt me shfagjen dhe
avancimin e RD: aktivizimi i aldolazé reduktazés rrit
aktivitetin e proteiné kinazé C shogéruar me rritje té
prodhimit té prostaglandinave vazodilatatore, rritje
té glikozilimit jo-enzimatik dhe nxitje té démtimeve
auto-oksidative nga glukoza (9). Rritja e permeabilitetit
té barrierés té garkullimit retinal dhe ndryshimet né
fluksin e qarkullimit retinal mund té jené té réndésishme
né patogjenezén e RD. Pra mekanizmat biokimikeé,
hemodinamiké dhe hormanalé mund té veprojné sé
bashku pér té prodhuar démtimet tipike té okluzionit
vaskular, mikroaneurizmat, hemorragjité, eksudatet e
forta dhe enét e reja té gjakut (neovaskularizimi) (10).

Nga rezultate tregohet qé né studimin toné frekuenca
e RD ishte 45.1% (33.2% kishin RDJP dhe 11.9% kishin
RDP). Numri i pacientéve me retinopati diabetike jo-
proliferative ishte mé i madh se numri i pacientéve me
retinopati diabetike proliferative (232 pacienté krahasuar
me 83 pacienté). Kjo vien si rezultat sepse numri i
pacientéve me diabet mellitus tipi 2 éshté mé i madh se
numri i pacientéve me diabet mellitus tipi 1 (pérkatésisht
472 pacienté ndaj 227 pacienté). Sipas tipit té diabetit,
numri mé i madh i pacientéve me retinopati diabetike
i pérkiste tipit 1 (69.6% krahasuar me 33.3%). Tipi 1 i
diabetit zakonisht shfaget né moshé mé té re sesa tipi
2, prandaj ata kané edhe njé moshé mé té re té shfagjes
sé retinopatisé. Né SHBA retinopatia diabetike varionte
nga 40-45%(1). Né bazé ndérkombétare, prevalenca e
retinoaptisé varet gjerésisht nga metodologjia dhe tipi i
popullatés.

Kohézgjatja e diabetit mellitus éshté njé nga faktorét mé té
réndésishém pércaktuesé té pranisé sé RD. Né studimin toné
numri i pacientéve me RDJP, me kohézgjatje té sémundijes
mbi 10 vjet ishte 192 (82.8%) dhe me RDP ishte 80 (96.4%). Té
dhénat tona tregojné njé shogérim midis kohézgjatjes mé té
madhe té diabetit dhe rritjes sé frekuencés sé retinopatisé.
Frekuenca e RDJP dhe RDP rritet né grupin e diabtikéve qé

vuanin prej 10 vitesh ose mé tepér (p < 0.01). Né ményré té
ngjashme Vinker et al (11) kané treguar qé sa mé e gjaté koha
me diabet, aq mé tepér rritet RD.

Té dhénat tona demonstrojné qé RD éshté njé problem
shéndetésor dhe njé nga shkaktarét e verbérisé. Eshté
pércaktuar qé pothuajse té gjithé pacientét diabetikeé (tipi
1 dhe tipi 2) jané né risk té larté pér kété komplikacion
té rrezikshém. Shumé studime klinike té realizuara nga
gendra e kontrollit té diabetit dhe komplikacioneve si dhe
té dhénat epidemiologjike nga studimet epidemiologjike
Wisconsin té RD, kané treguar lidhjen e forté midis
kontrollit te glicemisé dhe zhvillimin e progresionit té
RD (12). Né njé studim tjetér, té shoqates Australiane té
diabetit, éshté raportuar gé pacientét me RD kané vlera
té larta té HbA1c(13)

Sot, matja e vlerave té HbAlc, konsiderohet si tregues
etalon pér kontrollin e glicemisé né pacientét diabetikeé,
duke pasqyruar nivelet e glukozés pér njé periudhé 2-3
muaj (14). Shogata amerikane e diabetit rekomandon
qé njé vleré mesatare e HbAlc duhet mbajtur poshté 7%
pér té parandaluar komplikacionet diabetike mikro dhe
makrovaskulare(15).

Né kété studim frekuenca e retinopatisé (joproliferative
dhe proliferative) mungonte né grupin me vlera té HbAlc
mé té ulta se 6.0%. Kohézgjatja e sémundjes sé diabetit né
kété grup ishte 4.36 vjet. Kjo frekuencé rritej ndjeshém me
rritjen e vlerave mesatare té HbAlc mbi 10.0%. Té dhénat
tona tregojné njé korrelacion midis vlerave té ulta té HbAlc
dhe frekuencés sé ulét té RD. Ulja e vlerave té glicemisé
ose pérgéndrimit té HbAlc népérmjet kontrollit té rrepté
té glukozés né gjak né njerézit me diabet, redukton ritmin
e progresionit té komplikacioneve mikrovaskulare sic
éshté RD, neuropatia dhe nefropatia(16,17).

KONKLUZIONI

Ky studim tregoi qé frekuenca e RD ishte 45.1% (33.2%
kané RDJP dhe 11.9% kané RDP). Kohézgjatja e sémundjes
si dhe kontrolli i miré i sémundjes (vlerésuar me ané té
HbAlc) ndikojné né ndodhjen e retinopatisé diabetike.
Pacientét meshkuj dhe me diabet tipi 1 jané mé né risk
pér té patur retinopati diabetike proliferative.Té dhénat
tona sugjerojné qé duke ulur vlerat e HbAlc ose duke
pérmbushur kriteret e shogatés amerikane té diabetit
(ADA) mund té parandalohet ose té vonohet shfagja dhe
avancimi i komplikacioneve mikrovaskulare sic éshté
retinopatia. Megénése retinopatia diabetike éshté njé
komplikacion mikrovaskular serioz i diabetit, kontrolli
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periodik pér retinopatiné diabetike dhe kontrolli i rrepte
i glicemisé mund té reduktojé numrin e njerézve qé mund
té pésojné retinopati me rrezik pér shikimin.
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THE DIABETIC RETINOPATHY: CORRELATIONS WITH GLYCATED HAEMOGLOBIN AND
DURATION OF DIABETES.

Kavaja Silvana MD', Ceka Xheladin Prof?, Spahiu Eduard MD', Kavaja Genti MD', Xinxo Sonela MD?

! Regional Hospital Durres Albania

2 Medical Faculty, University of Tirana Albania
3 Institute of Public Health ,Tirana ,Albania

ABSTRACT

Background: Diabetic retinopathy (DR) is a chronic microvascular complication which affects the visus of adults
with diabetes mellitus.

Aim: To evaluate the prevalence of DR and relationship between DR and the values of HbAlc, duration of diabetes
among the diabetic patients
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Material and methods: The study included 700 diabetic patients during the period January 2010-January 2012
in Regional Hospital of Durres. Presence of diabetic retinopathy was evaluated by ophthalmologist and based on
the results of the fundus oculi, the patients were divided into three groups: no retinopathy, non-proliferative
retinopathy with (NPR) and proliferative retinopathy (PR). Patients were classified according to the level of HbAlc
(below 6.0%, 6.1 to 6.9%, 7.0 to 9.9% and about 10.0%); the duration of diabetes (history of diabetes up to 5 years,
history of diabetes 6-10 years, history of diabetes > 10 years).

Results: The prevalence of DR was 45.1% (33.2% to 11.9% with NPDR and PDR). It is observed a statistically significant
correlation between HbAlc values and DR presence (p <0.01 r = 0.8), duration of diabetes and DR (p <0.01r = 0.7).

Conclusion: The duration of diabetes and HbAlc were significant prognostic factors for presence and progress
of RD in patients with diabetes mellitus. Controlling of HbAlc values can prevent or delay the development and
progress of DR.

Key words: diabetes mellitus, diabetic retinopathy, glycated haemoglobin HbAlc
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THE PANDEMIC OF A(HIN1) INFLUENZA IN ALBANIA COMPARED WITH
THE FIRST POST-PANDEMIC INFLUENZA SEASON 2010 - 2011.

Entela Kolovani', Dhimitér Kraja', Ergys Ramosaco', Arjan Harxhi', Arben Ndreu', Genti Stroni', Eli Kallfa?,
Gjeorgjina Kuli-Lito? Sashenka Sallabanda?, Alban Hatibi®, Pellumb Pipero*, Artan Simakw’, Iris Hatibi’,
Majlinda Kota®, Dritan Ulginaku®, Eugena Tomini®>, Alma Robo’, Adela Vasili®, Alban Ylli’, Eduard Kakarrigi®,
Silva Bino>.

! Infectious Diseases Hospital, UHC “Mother Theresa”, Tirana
2 Pediatric Hospital, UHC “Mother Theresa”, Tirana

5 University Hospital of Lung Diseases, Tirana

4 Ministry of Health, Tirana
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ABSTRACT

Introduction: Despite the end of the pandemic period, influenza A(HIN1)pdmO09 virus continued to circulate and
became the most commonly detected virus in Albania and many other countries in the winter season of 2010-2011.
We report epidemiological characteristics of the pandemic in Albania in 2009 compared to the circulation of HIN1
2009 influenza virus during post-pandemic influenza season 2010-2011.

Material and Methods: Surveillance data were used to assess the course and impact of of pandemic HINI
influenza in Albania and medical records of hospitalized patients during the 2009-2010 pandemic and during the
2010-2011 winter season, reviewed.

Results: The mean age of pandemic A(HIN1)pdmO09 cases was 32 (+19.3SD) years, range (0 -72) years, whereas
the mean age of seasonal HIN1 cases was 43 (+29.8SD) years, range (2-87) years with no significant difference
between them. Also, there was no significant difference regarding the proportion of SARI patients during
pandemic compared to seasonal 2010-2011 influenza (OR 1.7, 95% CI 0.8-3.7; p = 0.1). The rate of hospitalization was
significantly higher for patients infected with pandemic influenza (p<0.01). The Intensive Care Unit (ICU) activity
between pandemic A(HIN1)pdmO9 influenza and seasonal A(HIN1) influenza were comparable. (p=0.2). Deaths were
recorded among the SARI patients during the pandemic influenza season.

Conclusions: The proportion of patients with severe disease did not increase and there were no deaths in the
postpandemic season.

Key words: Surveillance, A(HIN1) virus, pandemic influenza, severity

INTRODUCTION

Influenza pandemics have been associated with increased
illness and death. The first pandemic of this century orig-
inated as a novel influenza A(HIN1) virus in 2009. In April
2009, the novel influenza A(HIN1)pdmO09 virus emerged in
Mexico and then spread rapidly throughout the world (1).
Each pandemic is different, and areas of uncertainty al-
ways exist when an influenza virus emerges and becomes
pandemic. On June 11, 2009, the World Health Organiza-
tion (WHO) declared a global pandemic caused by a novel
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swine-origin influenza A(HIN1) virus (1). By the end of the
year 2009, many coubtries in the world had experienced at
least one epidemic waves of influenza A (HIN1)pdm09 (2).

On August 2010, the WHO declared the end of influenza
pandemic alert; we were moving into the postpandemic
phase (3). Experience from past pandemics suggested that
the pandemic virus would gradually take on the behavior
of a seasonal influenza virus and circulate for some years.
However, considering the likelihood for transformation
of the virus into a more virulent form (4), as suggested
by higher rates of mortality during second pandemic
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waves in Copenhagen (1918), the United States (1957), and
Eurasia (1968-1970) (4,6), the World Health Organization
acknowledged the unpredictability of pandemic viruses;
recommended continued surveillance; and issued advice
and guidelines on surveillance of severe cases, vaccina-
tion, and appropriate clinical management of cases dur-
ing the postpandemic phase (3). Despite the end of the
pandemic period, influenza A(HIN1)pdmO09 (2009 HIN1)
virus continued to circulate and became the most com-
monly detected virus in many northern hemisphere coun-
tries in the winter season of 2010-2011 (7-11). The impact
of 2009 HIN1 in the 2010-2011 season in some countries
was greater than in the previous year, most notably in
the United Kingdom (UK) where intensive care units were
stressed by large numbers of patients requiring ventilator
support (6,7) raising the possibility at the time of a change
in the virulence of the virus. A range of surveillance sys-
tems were used to assess the course and impact of the
first wave of pandemic HIN1 influenza in Albania during
the fall and winter (12,13).

Surveillance methods included laboratory confirmation
of specimens collected from patients suspected with
influenza. Participating GPs report the total number of
consultations per week, of any patients presenting with
ILI/ARI (14,15). The ILI/ARI rates were calculated as the
number of ILI/ARI patients per 100,000 population.

METHODS

Influenza in Albania is subject to several Nationwide Sur-

veillance Systems:

m ALERT Syndrome-Based Surveillance: ARI and
Unexplained death

m [t is an Early Warning Surveillance System GP and
Emergency Room based throughout the country.
It consists of weekly mandatory notification of ARI
consultation

m C(Case-Based-Hospital-Based Flu Sentinel Surveillance
System (ILI)

m Hospitals and Primary health Care services all over
the country

m  Sentinel Seasonal Influenza Surveillance (ILI) by the
network of sentinel practitioners’ in Tirana

m Surveillance of SARI (Severe Acute Respiratory
Infections) related to HIN1 influenza virus, to better
monitor the severity of the pandemic, to detect
changes in the population groups affected by severe
outcomes following the infection (16,17).

DATA COLLECTION

A structured questionnaire, was distributed to the hos-
pitals that were included in the surveillance, filled in by
treating physician, and collected by the IPH study center.
The structured questionnaire included patient informa-
tion; data on the hospital stay; clinical signs and symp-
toms of illness; clinical and laboratory diagnosis; specific
treatments;
underlying chronic medical conditions (chronic respira-
tory diseases, immunodeficiency and neurodevelopmen-
tal disorders; cardiac diseases, status of influenza vacci-
nation; and disease complications. Answer options were
provided, but also free text could additionally be specified
by the respondents in regard with concurrent conditions
or diagnosis.
m Virological surveillance was implemented to
collect specimens and provide detailed and timely
information on circulating influenza virus strains.

STATISTICAL ANALYSIS

Descriptive statistics comprised the calculation of mean
and ranges for continuous variables. Comparative analy-
ses were performed by means of t-test for continuous
variables, %2 and Fisher exact test for categorical vari-
ables. Odds ratios (ORs) and 95% CIs were calculated. All
reported p values were two-sided, significance level was
set for a.<0.05. Statistical analyses were performed using
Epi Info software.

Results

DATA FROM SURVEILLANCE OF ILI/ARI

Weekly ILI/ARI consultation rates in 2009 were compared
with the rates observed in the same period in the previous
10 years (1999-2008) of influenza season: weeks 40-20. Start-
ing from 13 of April (week 16) to 1% of November (week 44) the
influenza activity remained low or fell below the national
baseline levels according to percentile-based intensity levels
generated from historical weekly ILI/ARI consultation.
Unlike previous years’ pattern the rate of reported ILI/
ARI increased sharply from 45% week, and peaked nation-
ally at week 47, starting 16 of November and representing
30% increase compared to previous week, 46. This rate
was the highest observed compared to the same period
of past 10 vyears of influenza surveillance and exceeded
the 95" percentile of expected rates, thus, suggesting the
circulation of a novel virus.
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Children aged 0-14 years had the highest incidence rates
of ILI/ARL
On 2010 the increase of ILI/ARI rates followed the previ-
ous years’ pattern starting by the end of December 2010
and reaching the peak on first week of February 2011.
(Figure 1).

Figure 1. Comparison of ILI/ARI rates and epidemic
threshhold of influenza seasons, weeks 40-20.
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VIROLOGICAL SURVEILLANCE

Nasopharingeal swabs were collected from patients
suspected with influenza from hospitals and primary
health care facilities throughout the country.

m Confirmed cases were considered all cases that
met the WHO case definition and were confirmed
infected with pandemic influenza A(HIN1)pdm09
virus at laboratory of virology lab, IPH.

m Suspected cases were considered all cases that met
the case definition.

During the first month of confirmation of pandemic HIN1
virus in Albania the majority of cases referred a travel
history abroad. Early in November clusters of influenza
cases were detected in schools, day care centers and
within families and a remarkable increase of confirmed
cases was noted, highlighting the intensive circulation of
the pandemic virus as seen in epidemic curve.

Widespread influenza activity was reported during No-
vember and December from all geographical areas of the
country which denotes the circulation of the virus in the
whole country. It is important to emphasize that the in-
crease in numbers of confirmed A(HIN1)pdm09 cases cor-
relates with the population density and reflects the in-
tense levels of influenza activity occurring in main urban
areas. (Figure 2)
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Modelling of the pandemic wave and data from syndro-
mic surveillance were used to estimate the community
burden of pandemic influenza infections in Albania.

Figure 2. Reported cases of laboratory-confirmed
A(HIN1)pdmO09 influenza by date of onset
and ILI/ARI rate, June 2009 - March 2010.
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PERSONS AFFECTED

Persons of age group 15-24 years were most affected by
the pandemic A(HIN1)pdm09 influenza, followed by age
group 25-44 years. The mean age of cases was 26 years
(+17.8SD). The first case of <1 year of age was recorded
on 12 November as epidemic was heading towards its
peak. During the influenza season 2010 - 2011 the most
affected age group was 25 - 44 year old. The mean age of
patients was 27 year (+19.7SD). Results did not indicate
a significant statistical difference in regard with age
between pandemic A(HIN1)pdm09 influenza season and
post pandemic HINlinfluenza season, t=-0.765 p=0.4.
(Figure 3). From December 2010 though March 2011,
145 (22%) of sentinel specimens were confirmed with
influenza.

The main viruses circulating were A(HIN1) virus in 102
(70%) of the 145 positive specimens, influenza B virus in
25 (17%) specimens and influenza A(H3N2) virus in 18 (12%)
specimens.

Figure 3. Number of confirmed influenza HIN1 cases
by age group; Season 2009 - 2010 and season
2010 - 2011
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The majority of laboratory-confirmed cases of influenza
notified to IPH were the pandemic influenza A(HINI)
strain.

SURVEILLANCE OF HOSPITAL EMERGENCY ROOM
AND ICU ACTIVITY

The hospitalization rates were reported every week during
the influenza season providing also information on the
number of people with influenza-related complication
and outpatients consultation.

After a period of a stable trend from week 28 to week
44, the trend of hospitalizations and outpatients
consultation for ILI/ARI went upward from week 46 in
middle of November 2009 and reached a peak in week 50
of December. (Figure 5)

153 (32%) hospitalizations were recorded among
confirmed patients.

Rates of hospital admission were highest in age group 25-
44 yrs old. Children less than five years old, had higher
hospitalization rates than 10-14-year-olds.

Compared with other age groups, adults aged 60 years
and over had lower rates of hospital admission.

12 (80%) hospitalizations took place on January and 3
(20%) on February.

The rate of hospitalization was significantly higher
for patients infected with pandemic influenza (y? =
11.2. p<0.01). But results did not indicate a significant
difference regarding ICU activity between pandemic
A(HIN1)pdmO09 influenza and seasonal A(HIN1) influenza.
(42 =15.p=0.2).

Figure 5. Patients with confirmed pandemic A(HIN1)
pdmO09 influenza who were admitted to hospital
or ICU by week of hospitalization (n=153)
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HOSPITAL SURVEILLANCE OF SEVERE ACUTE
RESPIRATORY INFECTION (SARI)

Of a total of 3122 patients suspected for pandemic
influenza through March 2010, 99 or (3%) of them were
considered severe cases. 62 (63%) of severe cases were
laboratory-confirmed with pandemic HINI influenza. Of
confirmed cases, 53 (85%) of them were reported from the
beginning of December 2009. 12 (19%) of confirmed SARI
patients belong to age group 0-14 years old. Of children,
two (17%) were aged less than 12 months. Since week 32
in August, 14 (24%) deaths were recorded among severe
cases infected with pandemic A(HIN1)pdm09 influenza.
Two of the patients were pregnant women, while the
rest presented with underlying condition. Of deceased
patients nine (64%) were adults aged 45 years and older.
The number of deaths peaked in 45-59-year-olds. (Figure
6). Results did not indicate a significant statistical
difference regarding the proportion of SARI patients
during pandemic compared to seasonal 2010-2011
influenza (OR 1.7, 95% CI1 0.8-3.7; p = 0.1).

Of a total of 660 patients suspected for influenza from
December 2010 through March 2011, 44 or (7%) of them
were considered severe cases. 8 (18%) of severe cases
were laboratory-confirmed with HIN1 influenza. The first
confirmed case was reported on second week of January
2011 to reach the peak on the first week of February with
5 (60%) of the cases. 2 (5%) of SARI cases were infected
with influenza B viruses and 2 (5%) with influenza AH3
viruses.

The mean age of pandemic A(HIN1)pdm09 cases was 32
(+19.3SD) years, range (0 -72) years, whereas the mean age
of seasonal HIN1 cases was 43 (+29.8SD) years, range (2-87)
years. There is no significant statistical difference in re-
gard with age of SARI patients between pandemic A(HIN1)
pdm09 influenza season and post pandemic A(HINI) in-
fluenza season, t=1.45 p=0.14. (Figure 3)

Figure 6. Reported severe and fatal cases, June 2009
- March 2010
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Figure 7. Reported severe cases by age group,
December 2010 - March 2011
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CLINICAL MANIFESTATIONS

Pneumonia was the most frequent clinical diagnosis
among 62 SARI patients during pandemic. It was
documented in 42 (68%) of 62 patients and for 10% of
them was the only diagnosis. Acute respiratory distress
syndrome (ARDS) was the second most frequent diagnosis
in 31 (50%) of these patients. This diagnosis was reported
only for patients admitted to ICU and was strongly
associated with death (OR 8.4, 95% CI, 1.2-69.2; p = 0.02).

No death was recorded among the 8 SARI patients infected
with HINI influenza virus, during the annual influenza
season 2010-2011, (Fisher’s exact test p=0.6) .

DISCUSSION

The first imported human A(HIN1)pdm09 cases were
sporadically detected in Albania in July and August and
subsequently the first wave of activity occurred from
November 2009 to February 2010 during the expected
influenza season.

Although most confirmed cases resulted in uncomplicated
influenza illness, some patients required hospitalization
due to severe pneumonia and respiratory failure, with
a fatal outcome in some cases (18-21). From July 2009
through March 2010 a total of 480 laboratory confirmed
infections with pandemic A(HIN1)pdmO09 influenza have
been reported in Albania by 30 districts, including 153
hospitalizations, 62 severe cases 14 deaths. The influenza
activity increased suddenly at the beginning of November
2009, much earlier compared to the pattern of the same
period of past years. By January 2010 the epidemic began
to subside. 15% of sentinel specimens were positive for
influenza during pandemic. During the season 2010-2011
influenza activity increased at the beginning of January
2011, representing the normal seasonal influenza pattern
in Albania. ILI/ARI consultation rates observed during
2010-2011 influenza season were comparable with pre-
pandemic influenza seasons.
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The pattern of virus circulation in Albania was the same
as in other countries of the European region where the
main viruses circulating were A(HIN1) 2009 virus and
influenza B, with very little co-circulation of seasonal
influenza A (H3N2) (22,23).

There was no major difference between the virulence of
influenza A(HIN1)pdmO9 strains and seasonal influenza
strains (24). Severe disease due to influenza was seen
more commonly in patients less than 65 years of age, as
was seen during the pandemic (25).

The underlying conditions associated with severe disease
due to influenza were the same as those identified
during the 2009-2010 influenza season, including
obesity, chronic heart and respiratory diseases, diabetes,
immune deficiency and pregnancy (26-28). The rate of
patient hospitalization was lower and ICU activity was
comparable (29-31). No death was recorded from seasonal
2010-2011 A(HIN1) influenza. The situation was different
in many countries of the world reporting contradictory
findings in regard to varying disease severity during the
pandemic and post pandemic season.

Similar with our findings a german study reports that
fewer cases of A(HIN1) pdmO09 infection during the
first postpandemic season, were reported in children,
but the severity and outcome of cases did not differ
between the pandemic and postpandemic seasons (32).
A study from Netherlands reports that severity of illness
was comparable for both influenza seasons, although
pneumonia was diagnosed more frequently in patients
with influenza A(HIN1)pdmO09 in radiological imaging (33).

The emergency department’s visits for ILI during
pandemic and post pandemic flu season were almost the
same in Italy while the percentage of outpatient visits
for ILI were lower during the 2010-2011 season number
of hospitalizations greater than the pandemic. Also,
there were no differences in the mean age and gender
of patients between the two seaseons (34). Among adult
inpatients, the A(HIN1) pandemic season did not result in
an increased admission rate compared to pre pandemic
seasons but differed from seasonal influenza in ICU
admission, age of patients, vaccination and antiviral use.
30-day mortality did not increase during the pandemic,
compared to post pandemic seasons (35).

Another study from Germany found notable epidemiologic
changes and an increased severity of influenza A(HIN1)
pdmO09 infections in the first postpandemic influenza
season (36). The increase of severe and even fatal cases
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in hospitalized patients with influenza A(HIN1) pdm09
infection in the subsequent season of the pandemic has
also been reported in Spain and England. Severe clinical
courses have been described for patients with underlying
conditions, pregnant women, and obese patients (37, 38).

A shift to older ages in the age distribution of hospitalized
and fatal patients were observed during the winter season
of 2010-2011, which was consistent with data from the
United Kingdom, Greece and Taiwan (39-42). Mexico did
not report any deaths caused by influenza AHIN1 2009
virus and reported a low morbidity, just confirming the
presence of influenza AHIN1 2009 virus in circulation
(43). An Indian study did not observe any differences in
disease severity between the first and second pandemic
outbreaks in 2009 (44),another U.S study showed a
remarkable increase in hospitalization and in number
of deaths in the second wave (45). In Greece (41) and
New-Zealand (46), according to the respective national
surveillance systems in intensive care unit settings,
case-fatality ratios among all age groups were also
similar for the two seasons. In Croatia, the mortality in
the 2010/2011 season season until March 14, 2011 was
similar to that in 2009/2010. Greece reported a higher
mortality rate than in Croatia in 2009/2010 and also in
2010/2011 (47). The total number of laboratory-confirmed
deaths in the Northern hemisphere was only 19.3% of the
previous season. Overall, in the world, the laboratory-
confirmed influenza mortality reached 22.2% of that in
the previous season. In Europe, all countries recorded
lower laboratory-confirmed mortality in in the 2010/2011
season.

The percentage of laboratory confirmed deaths was 57.1%
of that for the 2009/10 season (47). In the 2009/2010
season, South Eastern European (SEE) countries and
Southern hemisphere countries had similar influenza
AHIN1 2009 mortality rates. In the 2010/2011 season, the
total mortality in SEE countries and Europe compared
with the 2009/2010 season was significantly lower, while
the expected impact of type specific vaccines against
influenza AHIN1 2009 was not achieved (47, 48-56).

CONCLUSIONS

The proportion of patients with severe disease did not
increase and there were no deaths in the postpandemic
season. Since seasonal and pandemic influenza viruses
undergo constant antigenic drift and may change in
virulence, WHO recommends that countries maintain

pandemic monitoring systems to detect changes in
severity or characteristics of disease and therefore to
allow for appropriate targeting of prevention and control
and treatment of influenza.
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PANDEMIA E GRIPIT A(HIN1) NE SHQIPERI KRAHASUAR ME SEZONIN E PARE PAS
PANDEMISE, 2010-2011.
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ABSTRAKTI

Hyrje: Pavarésisht pérfundimit té periudhés pandemike, virusi A(HIN1)pdmO9 i gripit vazhdoi té garkullojé
me shpesh se viruset e tjeté né Shqgipéri dhe né shumé vende té tjera né stinén e dimrit 2010-2011. Ne studim
raportohen karakteristikat epidemiologjike té pandemisé né Shqipéri né vitin 2009 né krahasim me garkullimin e
virusit A(HIN1) 2009 té gripit gjaté stinés post-pandemike té gripit 2010-2011.

Materiali dhe Metodat: Jané¢ pérdorur té dhénat e Survejances pér té vlerésuar ecuriné dhe ndikimin e gripit
pandemik nga virusi A(HIN1)pdm09 né Shqipéri dhe jané shgyrtuar té dhénat mjekésore té pacientéve té
hospitalizuar gjaté sezonit té pandemisé 2009-2010 dhe gjaté sezonit té dimrit 2010-2011.

Rezultatet: Mosha mesatare e pacienteve gjate pandemisé ishte 32 (£19.3) vjec, rangu (0-72) vjec, ndérsa mosha
mesatare e pacientéve gjate sezonit post-pandemik ishte 43 (£29.8) vjec, rangu (2-87) vjet, pa ndryshim té
réndésishém midis tyre. Gjithashtu, nuk kishte ndryshim té réndésishém né lidhje me pérgindjen e pacientéve me
semundje té réndé respiratore gjaté pandemisé krahasim me sezonin gripal né 2010-2011 (OR= 1.7, 95% CI 0,8-3,7;
p=0.1). Niveli i hospitalizimit ishte mé i larté pér pacientét gjaté pandemise (p<0.01). Aktiviteti né njésiné e kujdesit
intensiv gjaté pandemisé dhe periudhés post-pandemike ishte i krahasueshém (p = 0.2). Gjaté pandemisé nga virusi
A(HIN1)pdmO09 jané regjistruar vdekjet midis pacientéve me semundje té réndé respiratore.

Konkluzione: Né sezonin post-pandemik 2010-2011 nuk éshté rritur pérgindja e pacientéve me sémundje té réndé
respiratore dhe nuk kané ndodhur vdekje.

Fjalét kyce: Survejané, A (HIN1) virus, gripi pandemik, ashpérsia
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PROKALCITONINA SITEST DIAGNOSTIK NE PACIENTET ME SEPSIS
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ABSTRAKTI

Rezyme: Paragitja e pacientéve me sepsis apo me kliniké té ngjashme me sepsisin né shérbimin e urgjencave
tashmé éshté e zakonshme. Diferencimi i njé rasti me temperaturé si pasojé e njé shkaktari me natyré infeksioze
apo nga ndonjé patologji tjetér jo infektive, éshté tepér e véshtiré pér mjekun klinicist dhe madje kérkon edhe
kohé. Né njé situaté té tillé lind nevoja e testimit té markuesve té rinj té sepsisit pér njé menaxhim sa me té shpejté
dhe adekuat té pacientit.

Objektivat: Qéllimi i kétij studimi, éshté té vlérésojé rolin e prokalcitoninés (PCT), si njé markues ndihmues pér
mjekun klinicist né shérbimin e urgjencés, pér diagnostikimin dhe diferencimin sa mé té shpejté té infeksioneve
bakterialé sistemike.

Materialet dhe metodat: Studimi pérfshinte 92 pacienté té paraqitur né urgjencén e Shérbimit té Sémundjeve
Infektive, Qendra Spitalore Universitare, Tirané. Vlerésimi i PCT éshté béré me metodén Elycsys BRAHMS PCT test
Electro Chemiluminescent Immunoassay (ECLIA).

Rezultatet: Nga 92 pacienté gé u morén né studim 55.4% (51) ishin meshkuj dhe 44.5% (41) femra, mosha varionte
nga 14- 89 vjec. Duke u bazuar né té dhenat klinike, parametrat vital dhe ekzaminimet laboratorike, ne kishim
34.7% (32) pacienté me sepsis dhe 65.2% (60) pacienté me sindromin e pérgjigjes inflamatore sistemike (SIRS).
Koncentrime té larta té PCT u vuné re né pacientét me sepsis dhe sidomos né ata me disfunksion multiorganor.
Nuk u vuné re diferenca pérsa i pérket numrit té leukociteve, ndérsa diferenca e koncentrimit té PCT né té dy
grupet ishte sinjifikative. Konkluzione: Né pacientét me sepsis u vuné re vlera shumé té larta té PCT. Sidoqofté, ne
akoma nuk mund té japim njé opinjon pérfundimtar pér vrerésimin adekuat té PCT, pamvarésisht se korrelacionet
e saj me infeksionin jané mjaft domethénése.

Fjalé kyce: sepsis, SIRS, prokalcitonina.

mykotik gé né momentin e paraqitjes sé pacientit éshté
mjaft e véshtiré (1,2). Madje tepér e véshtiré éshté qé

HYRJE té diferencojmé nése kemi té béjmé me njé sémundje

Numri i pacientéve gé paragiten pér vizité né shérbimin
e urgjencés té sémundjeve infektive éshté mjaft variabél,
kjo pér shkak té shume faktoréve, por njé pjesé e miré
e pacientéve si ankesé kryesore kané temperaturén e
larté dhe né mjaft raste pothuajse té pa menaxhueshme
nga ana e tyre. Tradicionalisht temperatura ka gené
shogéruar me njé infeksion bakterial. Sidoqofté, né
mése 50% té pacientéve febrilé, temperatura mund té
jeté si pasojé e patologjivé té tjera joinfektive me natyré
autoimmune apo dhe malinje (1).

Identifikimi nga ana e mjekut té shérbimit té urgjencés
nése kemi té béjmé me njé infeksion viral, bakterial apo

infektive apo ndonjé patologji tjetér té ngjashme me té
né aspektin klinik. Kohét e fundit PCT éshté shtuar né
pércaktimin e diagnosés sé pacientéve febrilé. Nivelet e
PCT, njé prohormon i kalcitoninés normalisht i prodhuar
nga gjéndra tiroide né kushte fiziologjike, rriten shumé
shpejt gjaté infeksioneve bakteriale, ndérsa nivele té ulta
jané depistuar gjaté infeksioneve virale ose gjendjeve
febrile jo infektive (1). Né kéto kushte njé grup mjekésh té
kétij shérbimi kemi filluar té testojmé kété markues té ri
té inflamacionit sic éshté prokalcitonina.

Testet rutiné laboratoriké kané njé sensitivitet dhe
specificitet té ulur pér té diagnostikuar se cili pacient
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do té marré trajtime me antibiotiké dhe cili jo. Nga ana
tjetér rezultatet mikrobiologjike, mjaft té nevojshme pér
mjekun infeksionist, vonohen pér mé shumé se 24 oré (3).

Fig 1. Skeme figurative e PCT humane.
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PCT éshté njé prekusor i hormonit té kalcitoninés.
Nga ana tjetér, né infeksionét mikrobiale dhe forma
té ndryshme inflamacioni, nivelet qarkulluese té
prekursorve té Kkalcitoninés duke pérfshiré dhe
prokalcitoninén rriten deri né disa heré mbi nivelin e
normés. Kjo rritje dhe sidomos dekursi i PCT korrelon
me gravitetin dhe mortalitetin e infeksionit bakterial
sistemik. Qelizat parenkimale (duke pérfshiré melciné,
mushkériné, adipocitet dhe muskulin) sigurojné burimin
kryesor pér nivelet qarkulluese té PCT né sepsis (4,5). Né
njerézit klinikisht té shéndoshé, niveli i PCT né gjak né
95% té popullatés nuk e kalon vleren e 0.05 ng/mL. Né
infeksionet bakteriale ajo fillon té rritet brenda 3 oréve
dhe arrin vlerat maximale pas 6-12 orésh (1).

PCT duket gé té luajé njé rol fiziologjik duke pérfshiré
ciklin e rregullimit té citokinave, térhegjen e leukociteve
né vendin e inflamacionit, modulimin e sintezés sé
oxidit té azotit dhe efekt analgjezik jo-steroidal (5, 6). Pas
njé ataku infektiv, kemi rritje té shpejté té sintezés dhe
clirimit té PCT, kjo si pasojé e produkteve bakteriale
dhe endotoxinave ose e citokinave proinflamatore dhe
faktoreve té tjeré, duke reflektuar pérgjigjen inflamatore
té infeksionit (5). Né té vérteté, vlerat e PCT kané njé
korrelacion mjaft té larté me gjendjen inflamatore té
organizmit, qé njihet si sindromi i pérgjigjes inflamatore
sistemike, apo dhe shokut septik (6). PCT duket gé té jeté
premtues si njé markues i sepsisit, por mendojmé se
éshté akoma shpejt pér ta konsideruar si test vendimtar
té tij. Nga ana tjetér duket qé PCT éshté treguar mjaft i
pérdorshém né monitorimin e dekursit té sémundjes,
madje mund té pérdoret edhe si test diagnostik pér
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parandalimin, progredimin apo dhe trajtimin e shokut
septik apo insuficiencés multiorganore (2, 4, 7, 8). Bazuar
né kété kéndvéshtrim dhe né studimet klinike, definicioni
pérfundimtar né lidhje me PCT nuk éshté akoma i qarté
né lidhje me dignostikimin e sémundjeve infektive. Disa
autoré sugjerojné pérdorimin e PCT né shérbimet e
urgjencave si test i shpejté dhe orjentues, ndérsa té tjeré
mbéshtesin idene se PCT nuk éshté e afté té diferencojé
sepsisin nga SIRSi si pasojé e shkaktaréve joinfektivé (9;
10). Duke patur parasysh kéto dy ide ne kemi ndérmarré njé
studim pér té vlerésuar pérdorimin e PCT né shérbimin e
urgjenceés, repartin e terapisé intensivé apo dhe me gjeré.

METODA

Studimi yné éshté kryer né shérbimin e urgjencés
dhe né pacientét e saposhtruar né pavion (pa kaluar
24 oré nga shtrimi i tyre né spital), né Shérbimin e
Sémundjeve Infektive, Qendra Spitalore Universitare,
Tirané. Shérbimi yné éshté e vetmja gendér terciare
pér sémundjet infektive né Shqipéri. Gjithashtu né kété
shérbim paragiten edhe banorét e Tiranés, pér té marré
ndihmé mjeksoré pér probleme té patologjive infektive
apo té ngjashme me kéto té fundit. Aktualisht Tirana
ka pothuajse njé milion banoré. Rastet me kliniké jo té
garté, ndoshta dhe jo infektive, por qé shogérohen me
temperaturé jané rutiné e pérditshme e punés sé mjekut
né repartin e urgjencés sé sémundjeve infektive. Numri
i rasteve gé u paragitén né kété shérbim pér vitin 2011
ishte 17809 pacienté mesatarisht 48.8 pacienté né dité,
prej té ciléve 2463 jané hospitalizuar mesatarisht 6.7
shtrime né dité. Studimi yné éshté prospektiv analitik
pér té vlersuar rolin e PCT né pacientét e suspektuar
pér sepsis apo shok septik. Gjithashtu do té pérpigemi té
japim njé korrelacion midis sepsisit dhe PCT.

POPULLATA

Rastet jané marrré né shérbimin e urgjencés duke filluar
qé né Maj 2010 e deri né Janar 2012. Prokalcitonina éshté
marré brenda 24 oréve té para té paraqitjes sé pacientit
né shérbimin e urgjencés. Né rastet qé kemi patur me
SIRS, dyshim si pasojé e infeksionit, ne jemi pérpjekur té
masim vleren e PCT dhe ta lidhnim kété me shkaktarin
mikrobit pathogen infeksioz, qé ka dhéné kuadrin klinik.
Pacientét jané selektuar me SIRS, sepsis apo shok septik
sipas pérkufizimit té sepsisit té béré né konferencén
ndérkombétare té sepsisit né vitin 1992 ku sepsisi
pérkufizohet si SIRS me shkak nga njé pathogen infektiv
(11).
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a) dyshimi pér njé infeksion té mundshém duke ndjekur
edhe:

1) ankesa apo ekzaminime qé sugjeronin pér njé infeksion
té freskét (pneumoni ose empiemé, infeksion i traktit
urinar, infeksion intraabdominal, meningit, infeksione té
indeve té thella, infeksione té kockave, bakteremité etj;

2) shenjat dhe simptomat e pacientit me SIRS:

hipertermia >38.3°C, hipotermia <36.0°C, takikardia >90
rrahje/min, takipnea >20 frymemarrje/min, alterim
i freskét i statusit mental, leukocitozé >12,000/L),
leukopenia <4,000/L), hiperglicemia > 120 mg/dL) né
mungesé té diabetit

b) kritere té disfunksionit organor: presioni sistolik
i gjakut < 90 mmHg ose presioni mesatar arterial
<65 mmHg, rénje e presionit sistolik >40 mmHg nga
normalja, infiltrate bilaterale pulmonare me rritje
té kérkesa pér té mbajtur njé oksigjenim Sp0O2 >
90%, infiltrate bilaterale pulmonare me Pa02/Fi02
< 300, kreatininé > 2.0 mg/dL, bilirubiné > 2.0 mg/dL,
trombocite <100 000/mm3, crregullime té koagulimit
(INR > 15 ose aPTT > 60 sek), laktatet > 2.0 mmol/L,;

c¢) kushte kronike bashkéekzistuese (duhani, pérdorimi
i alkolit, insuficiencé kardiake, diabeti, patologji
obstruktive kronike, HIV, hepatopati kronike,
sémundje malinje).

PROTOKOLLI

Té gjithé pacientét qé kemi marré né studim jané té
régjistruar né database. Pacientét jané selektuar né bazé
té diagnosés klinike té dyshuar. Faktor i pérbashkét i
kétyre pacientéve ishte mosha mbi 15 vjec dhe prezantimi
i tyre né shérbimin infektiv me temperaturé mbi 38°C.
Infeksionet lokale apo sistemike jané bazuar né té dhenat
klinike, laboratorike dhe imazherike. Nga té metat e
studimit do té thonim qé né fillim se jo tek té gjithé
pacientét éshté arritur té merret hemokultura apo té
kemi izolim té shkaktarit patogjen, dhe kjo ka ardhur pér
disa arsye:

a) Duke gené se shérbimi yné éshté gendér terciare njé
pjesé e pacientéve kané gené nén efektin e antibiotiko-
terapisé;

b) Shpeshheré kemi pasur mungesa té materialeve pér
hemokultura (shishe);

c) Shérbimi i laboratorit mikrobiologjik nuk éshté 24
orésh ndaj dhe hemokultura nuk éshté marré né ditét
e pushimit apo né orét e vona té natés;

d) Né repartin e urgjencés nuk ka mjete pér té ruajtur
hemokulturén.

MATJA

EkzaminimiiPCT éshté béré me metodén Elycsys BRAHMS
PCT test Electro Chemiluminescent Immunoassay
(ECLIA). Né studim éshté marré vetém matja e paré e PCT
né momentin e prezantimit né urgjencé apo brenda 24
oréve pasi pacienti éshté hospitalizuar. Pamvarésisht se
né disa pacienté jané béré disa matje té PCT kéto matje
nuk jané futur né kété studim.

Vlerat e PCT né ng/ml Interpretimi
0-0.5 Nuk tregon gjendje septike
0.5-2 E dyshimté
>2 Tregon gjendje septike
REZULTATET

Né studim ne pérfshime 92 pacienté (41 femra dhe 51
meshkuj). Theksojmé se té gjithé pacientét jané mbi
moshén 14 vjec, kjo dhe si pasojé e strukturés sé spitalit
toné ku shérbimi i sémundjeve infektive pér té rriturit
éshté i ndaré nga fémijét. Nga kéta 34.8% (32) pacienté
ishin me sepsis dhe 65.2% (60) pacienté me SIRS. Mosha
mesatare e pacientéve me sepsis ishte 56.1+15.7 STD,
ndérsa e pacientéve me SIRS ishte 46.3+15.7 STD.
Bazuar né té dhenat klinike, ekzaminimet laboratorike,
serologjike, dhe imazherike té cilat na cuan drejt
diagnosés pérfundimtare papullata joné e studimit mund
té ndahet né disa grupe;

a) pacienté me sepsis ose shok septik ishin (N=32);

b) pacienté me infeksione viral (encefalit, ethe
hemoragjike, viroza etj) (N=11);

c¢) pacienté me infeksione lokale (erizipela, infeksione té
vijave urinare, abcsese té lokalizuara,  tonsillit etj)
N=21);

d) kondicione kliniké té shogéruara me pérgjigje
inflamatore sistemike (leishmanjoza, leptospiroza,
sémundje té aparatit respirator, patologji malinje,
kolagenopati etj. (N=28).

PCT éshté matur pothuajse vetém njé heré, pérvecse disa
rasteve té ralla té cilat, pér arsye se ky ekzaminim nuk
éshté i rimbursueshém nga shérbimi shéndetesor ndaj
éshté kryer me pagesé né laburatoré té certifikuar nga
Ministria e Shéndetésisé.
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Ndérsa si faktor konfondues do té thonim statusin e
tyre imunitar né momentin e paragitjes né spital. Duhet
theksuar se jo té gjitha kéto patologji jané ndjekur
né shérbimin toné, por meqé ato shogéroheshin me
temperaturé jané hospitalizuar e mé pas transferuar né
pavionet pérkatés.

Tab 1. Paraqitja e vlerave minimale dhe maksimale
té PCT né pacientét me sepsis.
N | Minimumi | Maksimumi |Mesatare| Dev. Standard
PCT 32 1.19 102.00 15.2917 25.95117
Norma
(0.5-2ng/| 32
ml)
Tab 2. Paragitja e vlerave minimale dhe maksimale
té PCT né pacientét me SIRS.
N |[Minimumi | Maksimumi | Mesatare | Dev. Standard
PCT | 60 |0.06 142 03733 | 032815
Norma
(0.5-2ng/ | 60
ml)

Né vumé re njé sinjifikancé té larté statistikore té nivelit
té PCT né pacientét me sepsis 15.3+25.5 krahasuar me
pacienté me SIRS 0.37+0.32.

Tab 3. Korrelimi éshté sinjifikant né nivel 0.01.

VAR00002 | Nr. Leukociteve
PCT Pearson Correlation 1 0.605**
Sig. (2-tailed) 0.000
N 32 32
Nr. Leukocitevé | Pearson Correlation 0.605 1
Sig. (2-tailed) 0.000
N 32 32

Tab 4. Korrelimi éshté sinjifikant né nivel 0.05.

Nr. Leukociteve
Nr. Leukociteve Korelacioni sipas 1
Pearson
Sig. (2-tailed)
N 60
PCT Pearson Correlation 0.316*
Sig. (2-tailed) 0.014
N 60

Né té dy rastet ka korrelacion ndérmjet numrit té
leukociteve dhe niveleve té PCT, ku korrelacionet jané
pozitive dhe sinjifikanté, respektivisht;

SIRS 0.316 Sig 0.14

Sepsis 0.605 Sig. 0.000
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Megjithaté shikohet qé né sepsis ky korrelacion éshté
shume mé i forté dhe mendohet té lidhet me prezencén
e fenomenit mikrobial tek sepsisi qé shogérohet edhe
me rritje agresive té PTC. Ndérsa, né rastet me SIRS, gé
gjithsesi fenomeni mikrobial nuk ekziston ose éshté i
vogél, nuk vihet re i njéjti fenomen.

Grafiku 1. Shpérndarja e vlerave té PCT tek pacientét
e diagnostikuar me Sepsis.

Sepsis, 31 paciente
eshte perjashtuar vlera ekstreme
e siperme 102 ng/ml

Diskutimi

Prokalcitonina éshté mjaft e raportuar si njé markues pér
té diferencuar sepsisin nga patologjité e tjera jo infektive
gé shogérohen me SIRS (5-12). PCT éshté akoma njé
ekzaminim me kosto relativisht té larté pér vendet me
té ardhura té ulta, ku dhe sémundjet infektive kané njé
prevalencé té larté (1). Sidoqofté roli i saj né shérbimin
e urgjencave mjeksoré akoma nuk éshté pércaktuar
pérfundimisht (9, 10). Né vérejtém njé korrelacion midis
sepsisit dhe vlerave té PCT. Sipas studimit toné ne nuk
patém pacienté me sepsis ku vlera e PCT té ishte nén 0.5
ng/mL, por pérkundrazi pacientét me sepsis kishin vlera
me té larta se 2.0 ng/mL. Madje u vu re se rritja e numrit
té disfunksionit organor shogérohej me vlera shumé té
larta té PCT, sic éshté rasti me vlerén e PCT 102ng/mL
né njé pacient 65 vjec me incuficiencé hepatorenale dhe
encefalopati si pasojé e shkaktarit mikrobik Esherica
Coli. Ne sugjerojmé se cdo shérbim urgjence apo edhe
mé gjeré, departamentét duhet ta kené si test diagnostic
PCT me géllimin e vetém pércaktimin sa me té shpejté té
sepsisit bakterial.

Ky studim pérfshin njé numer té madh rastesh té cilét
nuk paragesin sémundje infektivé ose jané té ngjashém
me sepsisin apo dhe me sé shumti plotésojné kushtet e
njé sindromi inflamator té pérgjigjes sistemike. Ishte e
véshtiré té vlérésonim performancén e PCT me teste té
tjera inflamatore si PCR, apo dhe interleukinat. Né té
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dy rastet ka korrelacion ndérmjet numrit té leukociteve
dhe niveleve té PCT, ku korrelacionet jané pozitivé
dhe sinjifikanté, respektivisht. Megjithaté shikohet qé
né sepsis ky korrelacion éshté shumé mé i forté dhe
mendohet té lidhet me prezencén e fenomenit mikrobial
tek sepsisi qé shogérohet edhe me rritje agresive té
PTC. Ndérsa, né raste me SIRS, qé gjithsesi fenomeni
mikrobial nuk ekziston ose éshté i vogél, nuk vihet re i
njéjti fenomen.

Eshté pér tu theksuar se mjaft studime e shohin PCT
si test me specifik se PCR (1, 5, 6). Ne nuk arritém té
béjmé analizé kosto-efektivitet midis matjes sé PCT,
hemokulturave, fillimit té antibiotikoterapisé dhe
kohézgjatjes sé saj apo dhe té ditégéndrimit né spital.
Sidoqofté, pamvarésisht se studimi yné nuk arrin té japé
njé konkluzion pérfundimtar né lidhje me aplikimin e
PCT si metodé diagnostikuese e sepsisit bakterial, ne
mendojmé se PCT ka mé shumé pérparsi né lidhje me
kohén e marrjes, koston dhe vlerésimin progresiv té
sémundjes, né krahasim me hemokulturén qé éshté dhe
si standarti i arté né vendosjen e diagnosés sé sepsisit
kur plotésohen parametrat klinik té SIRSit. Gjithashtu
té dhénat tona sugjerojné pér pérdorimin e PCT si test
diagnostik midis njé SIRSi dhe sepsisit. Sidoqofté roli
ekzakt i PCT né sepsis ngelet akoma pér tu testuar dhe
ndoshta né pérfundim té punés soné do té jemi né gjéndje
té japim njé vlerésim me cilésor té PCT né lidhje me
sepsisin.
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PROCALCITONINA AS A DIGNOSTIC TEST IN PATIENTS WITH SEPSIS
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ABSTRACT

Introduction: Diagnosis of sepsis is difficult, particularly in patients where signs of sepsis may be present in the
absence of a real infection. So we attempted to assess WBCc (white blood cells counts) and PCT (procalcitonin) in
febril patients and compared their clinical informative values for sepsis diagnosis.

Method: We investigated the value of serum concentration of PCT, in 92 patients with fever over 38°C
in emergency service at University Hospital Center, Service of Infection Diseases, Tirana, Albania.
Results: The average age in patients with sepsis was 56.1+15.7 STD and in patients with SIRS was 46.3+15.7 STD. A
statistically significant higher PCT level was observed in patients with sepsis 15.3+25.5 compared to those without
sepsis 0.37+0.32. No other differences were observed in, WBC, neutrophils count and between these two groups of
patients. Correlation between WBC count and PCT in septic patients was significant at the 0.01 level and in SIRS
patients was significant at the 0.05 level.

Conclusion: The value of PCT in the diagnosis of infection and sepsis were very stronger in our study. We see a
positive correlation between WBC counts and PCT in two groups, but this correlation is stronger in patients with
sepsis than in SIRS. Maybe this can explain by the presence of infection in patients with sepsis. Immune status was
a confounder factor that needs to evaluate in specific away in two groups.

Keyword: sepsis, SIRS, procalcitonin.
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ABSTRAKTI

RDSy paraget kolapsin progresiv té alveolave dhe me zhvillim progresiv té mikroatelektatik si pasojé e sintezes
sé pamjaftushme té surfaktantit. Prematuriteti éshté faktori bazé i zhvillimit te RDSy. Pjekuria pulmonare
neonatale me kortikosteroide tek té porsalindurit premature éshté masé shumé e réndésishme pér té parandaluar
paragitjen e RDSy.

Qéllimi i punimit éshté té tregohet pérgindja e shfagjes sé RDSy tek té porsalindurit tek té cilét éshté realizuar
pjekuria pulmonare neonatale dhe tek té porsalindurit tek té cilét nuk éshté realizuar pjekuria pulmonare
neonatale, té lindur né periudhé 34,35 javé gestacionale.

Materiali dhe metodat: Punimi éshté realizuar né Repartin Gjinekologji-Obstetri-Neonatologji prané Spitalit
Klinik-Tetové, ku jané mare té dhénat e té gjithé té porsalindurve né gestacionin 34,35 javé, dhe jané ndaré né
dy grupe grupi i paré tek i cili éshté realizuar pjekuri dhe grupi i dyte tek té cilét nuk éshté realizuar pjekurime.

Rezultatet: Tek té gjithé 33 lindjet RDSy éshté shfaqur né 8 té porsalindur.Dhe até né 4 raste tek pacienté tek
té cilat éshté ordinuar pjekuri dhe né 4 raste tek té porsalindur ku nuk éshté realizuar pjekuri. Rrjedhimisht
pérgindja RDSy né té gjithé té porsalindurit né gestacion 34,35 javé éshté (24,2 %), dhe até né ato té porsalindur
tek té cilét éshté realizuar pjekuri éshté (14,8 %) e té porsalindurve(grafikon 3a), dhe tek ata tek té cilét nuk éshté
ordinuar pjekuri (66,6 %) té porsalindurve.

Pérfundimi: Nga té dhénat e analizuara mund té thuhet se né repartin toné pérgindja e té porsalindurve me
RDSy pa pjekuri pulmonare éshté mé e larté né krahasim me ato tek té cilét éshté realizuar pjekuri pulmonare.

Fjalé kyce: Pjekuria pulmonare neonatale, RDSy.

HYRJE: paragitet gjithashtu edhe tek té porsalindur me peshé

Syndroma e disstresit respirator éshté njé nga pa-
tologjité mé té shpeshta né moshén e neonatit e cila
paragitet tek té porsalindurit té lindur para javés sé 37
lunare,dhe gjithashtu njé nga faktorét mé té shpeshté
té mortalitetit neonatal. RDSy paraget kolapsin pro-
gresiv té alveolave dhe me zhvillim progresiv té mik-
roatelektatik si pasojé e sintezés sé pamjaftushme té
surfaktantit (1. RDSy karakterizohet nga: cijanoza,
renkimi, tahipnea, dhe térhegja e murit torakal. RDSY
paragitet né periudhén nga 27-36 javé gestacionale, por

lindje mé té ulét se 2500 gr (1,3,4). Prematuriteti éshté
faktori bazé i zhvillimit té RDSy(2). Pjekuria e kétyre té
porsalindurve éshté mé specifike né traktin respirator
e cila karakterizohet me mungesén e surfaktantit. Ne
lindjet para kohe duhet té realizohet pjekuria pulmo-
nare me kortikosteroid(5). Né repartin tone té Gjine-
kologji - Akusheri-Neonatologjisé si terapi parandalu-
ese pér zhvillimin e RDSy te té gjitha shtatézénet qé
kané risk pér lindje té parakoheshme ordinohet kor-
tiko terapi dhe até né kété formé: amp. Dexamethason
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a 4 mg(2x1) dy dité ose e njejta terapi pér tre dité rad-
hazi nga (12mg),0ose amp.Methylprednisolone a 40 mg
nga dy ampula pér tre dité me rradhé ,ose mé shpesh
amp.Bethamethasone 14 mg nga 2 ampula dy dité. Dhe
si pasojé e kétij protokolli né repartin toné raporti i
paragitjes s¢ RDSy né shtatézénat tek té cilat éshté
realizuar pjekuri dhe tek ata qé nuk éshté realizuar
pjekuri éshté né pérgindje té ndryshme mvarésisht nga
pjekuria pulmonare si dhe mvarésisht nga gestacioni.

QELLIMI I PUNIMIT:

Qéllimi i kétij punimi éshté té tregojmé pérgindjen
shfagjes sé RDSy tek té porsalindurit, té ndaré né dy
grupe krahasimore dhe até: tek té porsalindurit tek
té cilét éshté realizuar pjekuria pulmonare neonatale
dhe tek té porsalindurit tek té cilét nuk éshté realizuar
pjekuria pulmonare neonatale , té lindur né periudhén
34,35 javé gestacionale, duhet théné qé RDSy shfaget
né periudhé mé té ulur se 37 javé gestacionale ,por ne
kemi analizuar vetém kéto grupe pra 34,35 javé gesta-
cionale. Qéllimi i dyté éshté qé té béhet parandalimi
i lindjeve té parakoheshme, ne qofté se nuk arihet e
njejta atéheré té béhet pjekuria e nevojshme pulmo-
nare né kohén e duhur, sepse lindja para kohe dhe mos
realizimi i pjekurisé pulmonare éshté faktori kryesoré
né paragitjen RDSy.

MATERIALI DHE METODAT:

Né studim jané analizuar 33 pacienté té lindur né peri-
udhé 34,35 javé gestacion ose (1,4 %), nga gjithésejt 2329
lindje, gé jané trajtuar né Spitalin Klinik né Tetové,
né periudhén Dhjetor 2010-Dhjetor 2011. Diagnoza e
RDSy éshté bazuar né anamnezén,ekzaminim klinik,
radiologjik. dhe jané ndaré né dy grupe: grupi i paré tek
i cili éshté realizuar pjekuri dhe grupi i dyté tek té cilét
nuk éshté realizuar pjekuri, Né studim kemi paragitur
pérgindjen e RDSy sipas pjekurisé pulmonare si dhe
gestacionit té porsalindurit.

REZULTATET

Né periudhén dhjetor 2010-dhjetor 2011 ,jané analizuar
33 pacienté ose (1,4 %) ku lindja ka mbaruar né periudhén
34-35 javé gestacion nga gjithésejt 2329 lindjee paraqitur
né (grafikon 1).Nga 27 pacienté shtatézéna éshté ordinuar
pjekuri pulmonare ndérsa tek 6 gra shtatézéna nuk éshté
ordinuar pjekuri pulmonare e paragitur né (grafikon
2). Tek té gjithé 33 lindjet RDSy éshté shfaqur né 8 té

Revisté mjekésore - MEDICUS | 68

Y A4

I Punime origjinale shkencore | Original scientific paper

porsalindur.Dhe até né 4 raste tek pacienté tek té cilat
éshté ordinuar pjekuri dhe né 4 raste tek té porsalindur
ku nuk éshté realizuar pjekuri.. Rrjedhimisht pérgindja
RDSy né té gjithé té porsalindurit né gestacion 34,35
jave ka gené (24,2 %), dhe até né ato té porsalindur
tek té cilét éshté realizuar pjekuri ka gené(14,8 %) e té
porsalindurve(graf. 3a), dhe tek ata tek té cilét nuk éshté
ordinuar pjekuri( 66,6 %) e té porsalindurve (graf. 3b), dhe
me Apgar score mesatar 5/7

Grafikon 1.
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Grafikon 3a.
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DISKUTIMI :

Duke marre parasyshe se RDSy paragitet ne periud-
hen perpara javes se 37 gestacionale ,ne studimin tone
kemi paragitur vetem te porsalidnur te lindur ne javen
34,35gestagene, dhe te tregojme paragitjen e RDSy
vetem ne kete periudhe gestacionale.Nga rezultatet e
fituara mund té konkludojmé se pérgindjae RDSy tek
té porsalindurit qé nuk kané pranuar pjekuri éshté mé
e larté se tek ata qé kané patur pjekuri me korttikoster-
oide.Indikacioni mé i shpeshté pér pjekuri pulmonare

tek cdo shtatézani e cila éshté mé e hershme se 37 javé
gestacion.

PERFUNDIMI:

Nga té dhénat e analizuara mund té thuhet se né
repartin toné:

m Pérgindja e té porsalindurve me RDSy pa pjekuri
pulmonare éshté mé e larté né krahasim me ato tek
té cilét éshté realizuar pjekuri pulmonare

m Rol te rendesishem ne lindjet e parakohshme kane
kontrolimet obstertike dhe evitimi i paraqitjes sé
heréshme té kontrakcioneve té mitrés.

m Strishot vaginale jane te rendesishme(6,7).

m Koha e hospitalizimit éshté mé e gjaté tek té
porsalindurit premature me RDSy né krahasim me
té porsalindurit matur

m Trajtimi i té porsalindurit premature eshté mé
specifik dhe kompleks(3).

m Tendenca e cdo Neonatologu dhe Akusheri éshté qé
lindjet té mbarojné né gestacion mbi 37 javé.

LITERATURA:

1. Jankovic B. Respiratorni poremecaji u novorodenceta.
Ne: Stepanovic R. Pedijatria Beograd: "Branko Do-
novic”,2001: 68-72.

2. Pistulli E, Nurce A. Prematuranca. Ne:Pediatria
E.PistulliTirane :"albpaper” 2011:36-44.

3. Sicevic S. Plucne Bolesti novorodenceta Ne:Sicevic S.
Plucne Bolesti u Dece Beograd: "Savremena administ
racija’d.d.1987:110-118

4, Mardesic D. Novorodence,Novorodenacka plucna hipo-
surfaktoza Ne: D.Mardesic. Pedijatrija.Pedijatria Za-
greb: "Shkolska knjiga’d.d., 2000:328-333

5. Avramovic D. Preterminski porogaj Upotreba
kortikosteroida Ne: Dinulovic D. Opstetricija.
Beograd:”Slovo”.1996: 638-639.

6. Avramovic D. Preterminski porogaj Ne:Dinulovic D. Op-
stetricija Beograd:”Slovo”.1996: 617-639.

7. Arias FT. Etiology and autcome of low birth weight and
preterm infants,Obstet.Gynecol.,1982,60:277.

69 | Medical Journal - MEDICUS



Y A4

I Punime origjinale shkencore | Original scientific paper

PULMONARY MATURE IMPACT ON APPEARANCE OF RDSY

Sani Bajrami', Florin Besimi !, Nagip Rufati',Arian Alili!, Merie Vejseli',Gjuzvete Tairi !, Zllata Trimcevska',
Antigona Trenevska',Bashkim Ismaili' , Besa Islami-Pocesta?, Drita Tefiku', Meral Rexhepi!, Aférdita Ismaili’,
Mirsada Emini',Bujar Abdiu!, Savica Markovic',Nexhibe Nuhii’®

General Hospital, Tetovo, Macedonia

'Department of Gynecology-Obstetric-Neonatology, Tetovo, Macedonia

2Hospital of Gynecology, Cair, Skopje

3 Medical Faculty, SUT, Tetovo, Macedonia

ABSTRACT

RDSy represents alveoly and progressive development of mycroatelectasis as a consequence of the lack of
surfactant. Prematurity is the basic factor for the development of RDSy. Neonatal lung maturity to premature
newborns is very important measures to prevent introduction of RDSy.

Purpose: To show the percentage of appearance RDSy infants in whom is realized and neonatal maturity to
infants who have not been realized by birth neonatal maturation period 34,35 gestacionale week.

Material and methods: The work is performed in-Obstetrics-Gynecology Department at the Hospital Clinic
neonatal-Tetovo where data are taken all the infants in 34.35 weeks gestation, and are divided into two groups
the first group to which it is achieved maturity and the second group in whom no therapy is realized corticoide
maturity.

Results: Results In all 33 births RDSy has appeared in 8 of newborns.And it in 4 cases to patients to which it is
maturity ordinated and in 4 cases to the newborn that is not achieved maturity. Consequently RDSy percentage of
infants throughout the week 34.35 is (24.2%), and in those who is achieve maturity is( 14.8%) of newborns (graph 3a).
and those in whom there is maturity ordinated (66.6%) of newborns. Conclusion: The analyzed data can be stated
that in our ward percentage of infants with RDSy without pulmonary maturity is higher in comparison with those
in whom pulmonary maturity is realized

Key words: Neonatal pulmonary maturity, RDSy
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EBAJTYALIMJA HA BOTYMEHOT HA XEMATOMOT, BOTYMEHOT
HA EJEMOT U II-PEAKTUBEH ITPOTENH BO AKYTHATA ®A3A
HA TTPUMAPHA CYIIPATEHTOPHUJA/THA HHTPAIIEPEBPAJTHA
XEMOPATHIJA

ITerpoBcka-lIBetkoBcka [I.!, JlonHenen-baneBa H.', AnekcoBcku B.!, 3achupoBcka-MBaHoBcKa b.2

'YuuBepsurercka Kninuka 3a HeBponoruja-Cxomje

2MucruryT 3a Enugemuonoruja u Craructuka, Meguiuacku ®akynrter-CKorrje?
Medicus 2013, Vol. 18 (2): 71-74

ABCTPAKT

WuTpauepebpanuure xemoparuu (MIIX) ce sacranenn co 10-15% on Mo3ouHuTe yAapu. buTHa KapakTepucTuka Ha
M1IX e HacTaHyBarmbeTo Ha OKOJTHUOT nepudokaiet efem (ME), buiejku ja 3rosiemMyBa BacKyjiapHaTa jie3uja cosjaieHa
O]l eKcTpaBasupaHaTa KpB. ME ce cosmaBa yiuTe BO IPBUOT Yac Of KPBapemeTo, a MAaKCUMAaJHaTa roJeMuHa ja
IIOCTUTHYBa 3-5 [IeH Of] HErOBOTO HACTaHYBalbe.

MeTopu: CtyaujaTa Oelle MPOCIIEKTUBHA, U BO Hea Oea BKIydeHHU 62 manmeHTn co MIIX. HeBpomouknoT meduiiu
Ha nanyenTuTe Oelle eBaJlyMpaH Co CKaslarta 3a yaapy off HallMOHATHUOT UHCTUTYT 3a 31pasje (NIHSS). Bpennocture
Ha LIPIT Bo cepym ce u3paseHu Bo mg/L. [eTeklujara, BU3yeau3alyjaTa U JUMEH3MOHUPAKETO HAa XeMATOMOT U
[epuxeMoparnyHuoT efgem obelie nsBegeHa co Komrmjyrepusupana Tomorpaduja Ha Mo3okot (KTM) HeBporomkuotT u
PafMOIOIKMOT CKPUHUHT Oellie peasM3ypaH Bo TpU hasu: MpB, 3-TU AeH U 7-Mu feH of, M1IX.

PesynraTu: [[poceuHaTta crapocT Kaj rmaiueHTuTe nsHecysalie 68.1 £ 5.1. Bo nepuofiorT Ha ciefiewe, pesyaTaTure
MoKaykaa CUTHUUKAHTHO BJIOITYBare HAa HEBPOJIOIIKUOT JIehUIUT U TIOPACT Ha CKOPOT off ckopoT off NIHSS ckanata.
Ce crnefienie CTATUCTUUKU 3HAYaeH IOPACT Ha BOJIYMEHOT Ha [IepUuxeMoparnyHuoT efileM U Ha BpenHoctute Ha LIPTT
BO cepyM. BpesiHocTHTe HA BOTTYMEHOT Ha XEMaTOMOT BO Ie/TMOT MepuoJ] Ha oricepBaiyja bea 6e3 3HaUajHU TPOMeHU

3akayuok: CTyaujaTa ToKaska leKa BO MPBUTE JAeHOBM O HacTaHyBame Ha MI[X pacTe HeBpONOMKUOT OeULIUT 1
HuBoTO Ha LIPIT Bo cepyMm, co TmopacToT Ha BOIYMEHOT Ha reprdoKasTHIOT efieM Kaj MMal[ieHTH co MHTpalepeOpaHa
XeMoparuja.

BOBE/| ME ce co3pmaBa yiuTe Bo MPBUOT Yac Off KPBApemweTo,
WnTpariepebpannara xemoparuja (MIIX) e akyTHa CO MaKCMMaJlHA ToJieMWHa 3-5 JleH O] HacTaHyBame
nepebpoBacKkyiapHa OormecT,  Koja HacTaHyBa €O Ha KpBapemeTo. MHory yecto kpBra u ME wmaar

PYITYpa Ha MO30YHA apTepWja M eKCTpaBasaljdja Ha
KPB BO OKOJTHMOT MO30Y€H MapeHXUM. 3acTarneHu
ce Bo 10-15% op cure Mo3ounute vyaapu (1).
lHTpatepeOpaHUTe XeMOparuy ce Jie/iaT Ha JiBa THIIa:
npuMapHu ¥ cekyHpapHu. IIpumapuu UIX ce 70-90%
on, cute UIX. Cnopen nokamusanujata MIIX ce menar
Ha:CyIpaTeHTOPUjaTHA MH(PATEeHTOPUjaTHH (2).

butHa Kapakrepuctika Ha MIIX e HacTaHyBameTO Ha
OKOJIHKOT TepudoraaeH Mo3oueH efgeM (ME), oupejku
ja srojeMyBa MmapeHXMMaTO3HaTa BacKylapHa Jie3uja
co3flajieHa OfI JIejCTBOTO Ha eKCTpaBa3MpaHaTa KpB.

KOMIIPECHBHO OJIHECYBaHme KOH COCEJHOTO 3[IpaBoO
TKUBO HO ¥ Ha JIeJ1 Off BEHTPHKY/IAapHUOT CHCTEM,
ro 3rojieMyBaaT MHTPaKpaHMjaJIHUOT IIPUTHCOK. Bo
IIepUOJOT Ha TIOPACTOT Ha eJeMOT ce MpojIabouyBa 1
HeBponomKuoT fedunut (3). [Ipu mporiec Ha perpecuja
Ha HHTpatepeobpanauor xemarom 1 ME mounyBa ja ce
HamasyBa (4).

[Ipy KOHTAKTOT MO30YHO TKMBO-eKCTpaBa3MpaHa KpB,
ce aKTMBHMPAaT HEKOJIKY MeXaHU3MHU BO 00pa3yBatbe Ha
ME. CeKkoj o HMB Ma CBoja y/iora BO IOJTUOT CUHIIUD
Ha Tpolecy Ha (hopMupame Ha UCTHOT. Tre MeryceOHO
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3aBUCAT, Ce HAJONOMHYBAaaT, MOTUKHYBaaT WIIN
HajloBp3yBaaT. Hayunurte ucTpaxkyBama MOCTefiHaTa
JelleHMja yriaTyBaaT Ha MHBOJIBMPAHOCTA Ha KacKaja
nH(IamMaTopHu TIporieck Bo co3faBamero Ha ME.
[IpouHnamMaTopHUTe IUTOKMHU, WHTEPIEYKUH 1,
TYMOP HeKpoTusupaukuoT akrop, MMII-9 ce
OMoMapkepd W TPEJUKTOPH BO HACTAHYBAWETO U
noHatamoIinHuoT 1opact Ha ME (5). Bo akyTHaTta ¢a3a
Ha HACTaHyBame HAa MO30UHMOT efleM, eJHOCTaBeH
W JlocTalieH OMoMapKep BO Cjlefiere Ha TojaBaTa u
niopactoT Ha ME, Kako ¥ nporHo3a Ha ucxogot of NIIX
e u l]-peakruBen mpoTeuH (L[PII).

IEJT HA CTYIUJATA

Ia ce oppemat BpemHoctuTe Ha [PII Bo cepym,
BOJIYMEHOT HAa XeMaTOMOT U [epuXeMOparuyHuoT
efleM, ¥ Jla ce MOCTaBM HUBHA B3aeMHA 3aBUCHOCT, Kaj
MallMeHTd CO aKyTHA, NPUMapHa, CYlpaTeHTOpHUjaTHa
MHTpariepedpasHa XxeMoparuja.

METOJTH

Crymujata Oemre  MpOCHEKTHBHA, CIPOBeJileHa Ha
Knunuka 3a HeBponorwja, © Bo Hea 0Oea BKIy4eHH
62 mamuentn co MIIX. HeBpomomkuoT peduiuT Ha
TMaleHTUTe Oellle eBaJiyMpaH CO CKajara 3a yaapu off
HallMOHAJIHUOT MHCTUTYT 3a 3ppasje (NIHSS). Ckopor
Ha HeBpoNMomKKOT feduuT e of 0 mo 36. [eTekiujara,
BU3Ye/Iu3alyjaTa 1 AUMEH3MOHMPAmheTo Ha XeMaToOMOT
M TepUXeMOParnyHUOT efieM Oelle WU3BefleHa CO
Kommjyrepusupana Tomorpaduja Ha Mosokor (KTM), a
TMpecMeTKaTa HampaBeHa CO MaTeMaTWyKaTa (opmysia
V=AxBx(/,. IlepuxeMoparuyHuoT MO30YeH efieM e
pa3fMKaTa Ha BOAYMEHOT Of] Ie/IOKYIHaTa mpomeHa (B
Ha XeMaTOM+TIepUXeMOParuyHNOT MCXeMUueH oOpad) u
BOJIYMEHOT Ha XeMaToMOT. BpejiHoCTHTe Ha BOMyMEHOT Ha
xemaToMoT 1 ME ce u3pasenu Bo 1M 3. AHanu3ara Ha [[PII
BO CEpyM e HarpaBeHa Bo broxemucka JlabopaTopuja Ha
Knmunuka 3a HeBposoruja, a BpeHOCTHTe ce Wpa3eHU
Bo mg/L. CRP Gele u3MepeH BO CEPYM CO KOPHCTEHE
Ha BHCOKoceH3uTuBeH latex-enhanced turbidimetric
immunoassay (Roche Diagnostics GmbH, Vienna,
Austria), a foOueHuTe pe3ynTaTi Oea u3paseHu Bo mg/L.

Hopmanuu BpegrocTy Ha IIPII Bo cepym ce <5 mg/L.

HeBponmomknor, OWOXeMHUCKHOT M PaHONONIKAOT
CKPUHUHT Oellle pealM3upaH Bo TpU (asu: mpuemM, 3 JeH
u 7 gex og UIIX.
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PE3YJITAT!

Bo Tabenma 1 e mpeTcTaBeHa IIpoceyHaTta BO3pacT Ha
BK/IyuenuTe manuenTy co UIX Bo ctyaujara.

Bo I'padhukoH 1 e mpeTcTaBeHa AUCTPUOYIIMjATA MO MO

Tabema 2 TO mpe3eHTHpPa MPOCEYHUOT HEBPOJIONIKH
peduiut (mo NIHSS ckana) Ha maruenTute co WIIX Bo
TpuTe a3y Ha cnefierbe (1,3,7 men o UIIX).

Bo Tabena 3 ce mpercraBeHu BpemHoctuTe Ha LIPII Bo
CepyM BO TpH orcepBalicku (hasu of cryaujata (1,3,7 men
o UIIX).

Tabenma 4 ro IOKakyBa IIPOCEYHMOT BOJIYMEH Ha
MO30UYHHOT €JieM (IpecMeTaH Kako pa3/inKa Ha BOTyMEeHOT
Ha LIeJIOKYITHUOT CYTICTPAT U XeMaTOMOT) Ha TallieHTUTe
co MIIX Bo Tpure dasu Ha ciememe (1,3,7 men op UIIX).
BpenHocTuTe ce mpe3eHTHPaHU BO cm>.

Bo Tabenma 5 e mpe3eHTHpaH HPOCEYHHOT BOMYMEH Ha
MHTpallepeOpaIHIOT ~ XeMaToM  (pecMeTaH  CIope[
(opmynara V=AxBxCx0.05) na marpenture co MUIIX Bo
tpute ha3u Ha cnefeme (1,3,7 men og UILX).BpegHocture
ce Mpe3eHTHPaHU BO cm?,

JUCKYCHJA

[Ipoceynara crapocT Kaj manueHTUTe W3HecyBamie 68.1
+ 5.1 (rabema 1). Op BRymHO 62 Mal@eHTH BKIVYEHH BO
cTyaujaTa Maxku 6ea 33, a xenu 29 (I'padukon 1).

Bo mepuomoT Ha ciefieie, pe3yITaTHTe IOKa)kaa
CUTHU(UKAHTHO BJIOLIVBaibe Ha HEBPOJIOIIKKOT AeuiuT
M mopacT Ha cKopoT of ckopoT of NIHSS ckanara.
Hajronemo BrioliyBame ce cjefellie TPETHOT [eH Off
HacraHyBameTo Ha MIIX (taberna 2).

Cepymckuor 6uomapkep LIPII Bo mpBute nBe (hasu Ha
crefiebe BO CTY/IMja Mallle TIOKaYeH! BPeJJHOCTUTE VIITe
npu 1pBuoT aeH ox UIIX, u BpegHOCTHTE Oea MOBUCOKU
BO TIPBHTE JIBe BO OJJHOC Ha TpeTara eBajyalucka (asa
(Tabena 3).

Bo crymujaTa ce mokajka CTAaTMCTHUKH 3HAyaeH MOPacT
Ha BOJIYMEHOT HA IepPUXeMOPAaruMyHUOT efleM, CO
HajroieMn BPeHOCTH TPETHOT JieH of cjefeme (Tabena
4). BpegHoCTHTe HAa BOMYMEHOT HA XeMAaTOMOT BO LIe/HOT
Iepuoj; Ha omcepBanyja Oea 0e3 3HAYAjHU IPOMEHH
(Tabena 3).

Bo ormcepBaliicKioT meprop Ha ciiefieibe Ha Hal[ieHTHTe
co X, crenenoT Ha 3aBucHOCT Ha LIPII co HEBpOMOIIKKOT
neduIMT ¥ BPeJHOCTHTE HAa €IeMOT Ha XeMaTOMOT €
Brcok 3a R=0.4 1 R=0.52 (6).
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3AKJIYYOK Tabesna 4. BonrymeH Ha epuxeMoparnyHuoT eem

CrynujaTa yKa)kyBa Ha yMepeH [0 BHUCOK CTeleH Ha et Ha
3ABHCHOCT HAa HEBDONOLIKHOT AeULHT CO BOMYMEHOT | Crememe | LPYUEM 3 Aiet 7 e
Ha MepuQoKaTHIOT eieM ¥ BPeTHOCTHTEe Ha CePYMCKHUTE
[IPII, Kaj marueHTH O MHTpaljepeOpaTHa Xemoparuja. V((I:{r?lg[)x 14.20+12.52 | 24.52+21.98 | 21.45+19.41 | p<0.001
CrynmujaTa yKaKyBa JieKa IpBUTe JIeHOBU Of] HaCTaHYBakhe

Ha UIIX mocrom TeHjeHLWja Ha IPojIabOuyBame Ha

HeBPONIOIKKUOT fieuuT U eneBaiuja Ha cepymckuor Tabema 5. BonymeH Ha xeMaTOMOT
[IPII co mopacToT Ha nepugOKaTHKOT efIEM.

JleH Ha m
puem 3 IeH 7 neH P
Ta6esna 1. Bospacr Ha naryeHTHTe Clenemne
V Ha
. Con- xemaToM |13.05+14.49 | 13.13+14.66 | 12.99+14.73 >0.5
[TapameTap V%ld Mean Cé)glglg fid, + [Min.|Max.| SD (cm 3) P
71 95.0%
Bospact 62 |681] 630 | 7323 |63 | 74 |51
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Tabena 2. Hesporourku gepurpr NIHSS cxana 5. Kuroiwa T, Shibutani M, Hirasawa H, et al. Hidrostatic
letina | | 3 ; p pressure versus osmotic pressure in the development of
crefieme prem AeH AeH vasogenic brain edema induced by cold injury. Adv Neu-
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Crop 6. Huang FP, Xi G, Keep RF, et al. Brain edema after experi-
mental intracerebral hemorrage; Role of hemoglobin
Ta6ena 3. Bperoctu na [IPI1 Bo cepym degradation products. ] Neurosurg 2002; 96:287-293.
c%gge?fe Tpuem 3 e 7 neH P

(I%g/f{) 18.20+13.19 | 22.54+26.16 | 9.30£9.24 | p<0.001

73 | Medical Journal - MEDICUS



Y A4

I Punime origjinale shkencore | Original scientific paper

EVALUATION OF VOLUME OF HAEMATOMA AND BRAIN EDEMA, AND C - REACTIVE
PROTEIN IN ACUTE PHASE OF PRIMARY, SUPRATENTORIAL INTRACEREBRAL
HEMORRHAGE

Petrovska-Cvetkovska D. !, Dolnenec-Baneva N.!, Aleksovski V.!, Zafirovska-Ivanovska B. 2
! University Clinic of Neurology Skopje,
2 Institute for Epidemiology and Statistic, Medical Faculty Skopje

ABSTRACT

Purpose: Intracerebral hemorrhages (ICH) are 10-15% of all strokes. Most important characteristic of (ICH) is
perifocal brain edema (BE), because he increasing vascular lesion made by blood. BE increasing at the beginning of
the hemorrhage, and maximum is 3-5 day of the brain bleeding.

Methods: The study was prospective, including 62 patients with ICH. Neurological deterioration was evaluated by
using NIHSS stroke scale. The value of CRP in serum was presented in mg/L. Detection, visualization and dimension
of haematoma and brain edema were made by using Computer Tomography of the brain (CT). Neurological and
radiological screening was realized in three phases: first, 3" and 7" day of ICH.

Results: The patient’s ages were in range 68.1 = 5.1. In the evaluating period, the results showed significant
worsening of neurological deterioration, and increased of the score of NIHSS stroke scale. The first days of
evaluation, the volume of perifocal brain edema and levels of serum CRP was significant increased. The volume of
haematoma during the evaluating period was not statistically significant.

Conclusion: The results from the study showed that first days of ICH increased neurological deterioration and
levels of serum CRP, with increasing of volume of perifocal brain edema, in patients with intracerebral hemorrhage.
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ATEROSKLEROZA AKCELERUESE DHE NDIKIMITABNORMALITETEVE
TE LIPO/APOPROTEINEVE NE PARAQITJENE E MANIFESTIMEVE
VASKULARE ME KALCIFIKATE TE PACIENTET UREMIKE

Lutfi Zylbeari'? , Elita M.!, Gazmend Z.!, Zamira B.!, Driton Selmani?.

! Spitali Special pér Nefrologjié dhe Hemodializs “VITA MEDICAL GROUP”- Tetové
2 Universiteti Shtetéror- Fakulteti i Shkencave Mjekésore-Tetové

Medicus 2013, Vol. 18 (2): 75-84

ABSTRAKT

Hyrje: Sémundjet kardiovaskulare (SMKV) edhe mé tejé vazhdojné té mbeten si njé nga shkaktarét meé té shpeshté
té morbiditetit dhe mortalitetit tek pacientét me Insuficience Renale Kronike (IRK). Mekanizmat dhe etiopatogjeneza me
té cilét veté uremia sjellé deri né kalcifikimet vaskulare pa edhe ato té indeve té buta si dhe korelacioni i tyre me ndaj
proceseve aterosklerotike premature dhe SMKV te pacientét uremiké ende jané té panjohura.

Qéllimi i Punimit:Qéllim i punimit ishte gé té zbardhen efektet e ndikimit té abnormaliteteve té lipo/apoproteinave
dhe korelacioni i tyre né paraqitjen e proceseve aterosklerotike (té arterieve koronare, cerebrale, pulmonale,
arterieve periferike etj ) si dhe aterosklerozés akceleruese te pacienté uremik té trajtuar me hemodializé (HD).

Materiali dhe Metodat:Si material pér puné u shfrytézua gjaku i marré nga vena e pacientéve me IRKT dhe
me sémundje koronare- N0=120, (mosha mesatare = 60.40 = 6.50 vjet, prej té ciléve 55 ishin té gjinisé femrore (
mosha mesatare =58.90 = 740 vjet) dhe 65 té gjinisé mashkullore (mosha mesatare =59.60 + 8.70 vjet ) dhe grupit
kontrollues prej 120 individéve té shéndoshé. Njékohésisjt gjaté ekzaminit té profilit té lipideve na bémé edhe
ekzaminimi e pégéndrimeve té apolipoproteineve (Apo-A 1, Apo-B100, Lp(a), Apo-C2, ApoC3, Apo-E,Homocisteini
total-Heyt, Lipioprotein Lipazén-LPL)].

Rezultatet: Rezultatet e fituara nga parametrat e ekzaminuar nga pacientét uremiké té trajtuar me HD dhe
grupit kontrolues té shéndoshé jané paraqitur né tabelén numeér 1 dhe 2. Dallimi gé u evidentua nga vlerat e
fituara pér té gjitha parametrat e ekzaminuar ndérmjet pacientéve dhe grupit kontrollues éshté me statistiké
signifikante pér p=0.0001.

Konkluzioni: Detektimi i risk faktoréve dhe ndikimi i érregullimeve té lipo/apoproteinave ndaj sémundjeve
kardiovaskulare-kalcifikimeve vaskulare né stadet e hershme té pamjaftueshmérisé sé veshkave éshté mé se e
nevojshme me cka do té zvogélohej mortaliteti i hershém nga pasojat aterosklerotike, kardiovaskulare, infarktit
té miokardit, insulteve cerebrovaskular te paceintét uremiké té trajtuar me HD kroonike pérséritése

Flalé kyc: Ateroskleroza akceleruese (Ath), Sémundjet kardiovaskulare (SMKV), Kalcifikime vaskulare, Insuficience
Renale Kronike Terminale (IRKT), Hemodializa (HD)

HYRJE miokardit, ateroskleroza e arterieve cerebrale me insult

Abnormalitetet e lipo / apoproteinave gjaté uremisé i
pérféshijné té gjithé partiklat (grimcat) e lipoproteinave
(Lp). Termin ,aterosklerozé akceleruese” te pacientét me
IRK pérheré té paré e ka pérdorur Scribner me bashképun.
para 25 viteve ( 1). Eshté verifikuar se té pacientét me
uremi, infrakti i miokardit éshté pér 10 -18 heré me
i shpésht krahasuar me pacientét me ndonjé tjetér
sému-ndje primare. Sémundjet kronike degjenerative
té enéve té gjakut( sindromi koronar me infarkt akut té

apoplektik, arterioskleroza e veshkéve me insuficienecé
renale kronike, insuficienca cirkulatore periferike
me gangrené ishemike) jané shkakta-rét themeloré té
invaliditetit, morbiditetit dhe mortalitetit né vendet
e zhvilluara(6). Studimet statistikore té publikuara
né SHBA vitin 2008 mbi paraqitjen e vdekshmérisé
te pacientét me IRKT té mjekura me HD treguan se
63% e vdekshmérisé éshté si pasojé e sémundjeve
kardiovaskulare (infarkt té miokardit), 16% pér shkak té
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infeksioneve, 4% nga karcinomet dhe 27% nga shkaqe
tjera tek pacientét gjer né moshén 64 vjecare. Faktoré
themelor dhe esencijal i progresit té Ath éshté crregullimi
i metaolizmit té lipoproteinave (2,3,4) i cili manifestohet
me ndryshim té raportit té llojeve té lipideve dhe
pérbérjes sé apoproteinave né pérbérjen e molekulave
lipoproteinemike(té ashtuquajtura dislipidemi (36, 37, 38).
Prediktoré gjenetik pér paragitjen e hershme té predispozi-
cionit familjar ndaj Ath éshté ¢rrequllimi i transportit reverz
i HDL-Ch dhe ekspresioni i pamjaftu-ehsém i receptoréve B
dhe E me zvogélim té konvertimit té VLDL né IDL dhe mé
né fund né LDL-ch (39). Pacientét me pamjaftueshméri
té veshkave prezantojné pasqyré té Ath sé hershme
me kalcifikime té shumta krahasuar me popullatén e
shéndoshé e cila éshté verifikuar me paraqitjen e pllakave
dhe lezioneve atherosklerotike né tunica intima dhe
tunica media té arterieve koronare, aortés,valvulave té
zemrés me zhvillim té mediokalcinozés (40). Zavendésimi
i apolipoproteinés fiziologjike me ate patologjike, shkalla
e larté e aterogjenitetit té tyre si dhe ndikimi plotésues
i toksineve uremike ndaj strukturés dhe funkcionit té
apolproteinave né ambient uremik ende jané fenomene
té panjohura dhe té pa hulumtuara prandaj jané té
nevojshme studime té shumta eksperimentale dhe
klinike pér zbardhjen e dukurive té lartépérmendura.
Supozohet se ndryshimet kualitative suptile té
morfologjisé sé grimcave lipoproteinemike te pacienét
uremiké né ményré té dukéshme e rrisin aterogjenitetin
e tyre(afinitet irritur pér ngjitje-fiksim té LDL kolesterolit
té oksiduar (LDL-chox) pér murin endotelial té arterieve,
me cka krijohen kushte mé té volitshme pér paraqitjen e
ateromave té arterieve koronare dhe cerbrovaskulare.Nén
ndikimin e Lecitin-Choleste-rol-Acil-Transferazés(LCAT),
B1-HDL kalon né frakcionin a-migrues té HDL-ch. LCAT
né plaz-mén normale ndikon né maturacionin e HDL duke
e transformuar frakcionin e HDL té vobegét me lipide né
frakcion sferik té tijé tepér té pasur me yndyréra. Te
pacientét me IRK aktiviteti dhe prodhimi i LCAT éshté i
zvogéluar pér » 38 %) dhe konverzioni i lartépérmendur
éshté i kompro-mituar. Aanlizat eksperimentale me ané
té inkubacionit té plazmés te pacientét uremiké me
inhibitor apo pa inhibitor té LCAT e mbéshtesin teoriné
se Ath uremike akceleruese éshté e varur edhe nga
katbolizmi i crregulluar i frakcionit B1-HDL dhe aktiviteti
teper i zvogéluar i Lipazés Tregliceride Hepatale(LTGH)
pér 36% (41,42 ) Ekzistojné té dhéna qé mbéshtesin teoriné
se vlerat e uléta plazmatike té HDL-ch tek pacientét me
IRK jané né lidhje me uljen e sintezés sé Apo A1/HDL-Ch.
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Efekti i pérmendur i HDL-ch kundér aterosklerozés vjen
nga roli i dyfishté né mekanizmin e transportit reverzé té
kolesterolit deri te VLDL dhe LDL me ndihmén e koleteril
ester transfer prote-inés.

Nga qé se transporti reverzé i Ch éshté i ngadalésuar
ateheré rritet akumulimi i tijé né inde i cili defekt dhe
mekanizén dukshém i ndihmon proceset aterosklerotike
te pacientét uremiké. Kéto dukuri jané verifikuar me
ndihmén e ekzaminimieve ultrasonografike.Té gjithé
rezultatet e ekzaminuara me ndihmén e Ekokardiogarafisé
déshmuan se ndryshime aterosklerotike té arterieve koro-
nare, karotide dhe aortés torakale mé té shpeshta dhe mé
sinjifikante jané verifikuar te pacientét uremik krahasuar
me grupin kontrollues té individéve té shéndoshé. Te
pacientét uremiké né tunica media dhe tunica intima
té aortés jané vérejtur pllaka ateromatoze krahasuar
me grupén kontrolluese té individéve té shéndoshé.
Sémundjet kardiovaskulare (SMKV) jané pérgjegjése
pér mortalitetin e mhi 60% té pacientéve me IRKT (43)
Aktualisht rreziku nga SMKV te pacientét me IRK éshté
pér 80% méirritur krahasuar me popullatén e shéndoshé.
Prevalenca nga SMKV e pacientéve me IRK éshté pér 55 %
gé nga fillimi i trajtimit me hemodializé (5). Frekuenca e
larté nga paraqitja e lezioneve aterosklerotike té arterieve
koronare te pacientét me pamjaftueshméri té veshkave
éshté verifikuar nga shumé studime retrospective (7).
Studime té shumta si Framingham-studimi mbi rrezikun
e larté té paragitjes sé SMKV te pacientét uremiké té
randomizuar sipas viteve, gjinisé, HTA,dislipidemisé
( me HDL-ch té ulét dhe LDL-ch me tregliceridet e
rritura),diabeti me nefropa-tiné diabetike,anamneza pér
sémundje koronare, konzumimi i duhanit, menopauza,
stresi oksidativ, malnutricioni, pérgendrimet e larta té
biomarkereve té infalamcionit,ndikimi i citokineve infla-
matore: Interleukin-1(In-1,6,Inle., Inlb,vlerat e rritura té
CRP,sedanteriteti, adipo-ziteti, hiperho-mocisteinemia,
crregullimet e meta-holizmit té Ca(hypocalcemia),hyperp
hosphatemia, ndikimi i toksineve uremike, hyperurikemia
etj. numérohen si faktoré té larté té rrezikut nga Ath
e arterieve koronare, ishemisé nekrozés dhe infarkit
akut té miokardit te pacientét uremiké dhe ato jané
faktoré pérgjegjés pér rritjen e shkallés sé mortalitetit
te kjo grupé pacientésh (8). Kalcifikimet e shpeshta té
arterieve koronare jané si pasojé edhe e mekanizmave
pasiv té kalciumit dhe fosforit nga gé te pacientét me
IRK dominon njé c¢rregullim i larté i biomekanizmit té
Ca dhe fosforit. Né bazé té shumé studimeve té verifikuara
mbi Ath akceleruese te pacientét me IRK parashtrohet njé
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pyetje: a éshté e pérshpejtuar Ath tek pacientét me IRK?
Né paragitjen e Ath né ményré intenzive studjohet roli i
apo/lipoproteinave (Apo-A. Apo-B, Apo-C, polimorfizmi
i Apo-E dhe lipoprote-inés(a). Pér kété arésye vend té
réndésishém ka pércaktimi i LDL(b)-C, +ApoB.

QELLIMI I PUNIMIT.

Qéllim i punimit ishte qé té zbardhen efektet e ndikimit
té abnormaliteteve té lipo/apoproteinave dhe korelacioni
i tyre né paragitien e proceseve aterosklerotike,
manifestimeve kalcifikuese (té arterieve koronare,
cerebrale, pulmonale, arterieve periferike etj ) si dhe
aterosklerozés akceleruese te pacienté uremik té
trajtuar me hemodializé (HD). Punimi ka pér qéllim
edhe propozimin e masave preventive terapeutike dhe
dietetike né parandalimin dhe mjekimin e dukurive té
lartépédura qé insuficiencén renale kronike e shogérojné
qé né fazat fillestare té sajé.

MATERIALI DHE METODAT

Si materijal pér puné u shfrytézua gjaku i marré nga vena
e pacientéve me sémundje koronare - N°=120, (mosha
mesatare = 6040 + 6.50 vjet, prej té ciléve 55 ishin té
gjinisé femrore (mosha mesatare =58.90 + 7.40 vjet) dhe
65 té gjinisé mashkullore ( mosha mesatare =59.60 + 8.70
vjet ) dhe grupit kontrollues: NO=120,[ prej té ciléve 65
ishin te gjinisé mashkullore, ndérsa 55 té gjinisé femrore
me moshé meatare identike (59.00 + 5.80 vjet identike me
ate té pacientéve), né ora 8 té méngjezit, né temperaturé
té dhomeés prej 19-240C né pozité té shtriré. Sébashku
me ekzaminim e profilit te lipideve [( Lipidet Totele-
LT, Tregliceridet-TG, Kolesterole Total- ChT, LDL-ch,
HDL-ch,)], na bémé edhe ekzaminimi e pégéndrimeve
té apolipoproteineve (Apo-A, Apo-B, Lp(a), Apo-C,
ApoC,, Apo-E,Homocisteini total-Heyt, Lipioprotein
Lipazén-LPL)] Pér pércaktimin e profilit té lipideve
dhe apolipoproteinave té pacientéve dhe té grupées
kontrollues u pérdoren metodat gé vijojné:

m Lipidet Totale (LT) wu pércaktuan sipas metodés
fotometrike-kolorimetrike té bazuar sipas principit
té ,fosfor-vanilines“ té propozuar nga Zolner&
Kirsch (44) me V.R. =4 -10g/1

m Tregliceridet (TG) - u pércaktuan sipas metodés
enzimo-kolorimetrike-GPO-PAP, té propozuar nga
G.Bucola& H.David (46) me V.R =0.68 - 1.70 mmol/Il

m Kolesteroli Total (TCh), u pércaktua sipas metodés
enzimo-kolorimetrike-CHOD-PAP, té propozuar nga
CC Allain me bashkép (47). me V.R.=3.1- 5.2 mmol/l)

m LDL-Kolesteroli (LDL-ch) u caktua sipas metodés:
CRMLN/ Choleste-rol-Reference Methodes-Labora-
tory-US Network/ e verifikuar dhe né pérputhshme-
ri me formulén Friedewald&Frederickson (45) me
V.R.<3.4mmol/l, me rrezik té larté nga A: >4.Immol/l

m  HDL-Kolesteroli (HDL-ch) pércaktua sipas metodés
standarde: CRMLN (Cholesterol-Reference Methodes-
Laboratory-US Network/ e verifikuar sipas efektit
precipitues té fosfo-volframit né prezencé té Mg*, e
propozuar nga G.Warnick et al.(48) -V.R.>1.6mmol/I,
rrezik i larté nga A(Ateroskleroza):<0.9 mmol/l ).

m  Apolipoproteina A-I1(V.R.=1.0-1.90g/1), Apo-B,,, (V.R=0.5-
1.60g/1) si dhe

m Apolipoproteina C-II (V.R.=1.6-3.2mg/dl) dhe Lp(a)=
(VR.<30mg/dl) u pércaktuan sipas metodés
Imunoturbidimetrke sipas Rifai N (49).

100

m Pér percaktimin e Apolipoproteines C-III gjithashtu u
perdoré metoda Imunoturbidimetrike e propozuar
nga Tilly P me bashkép (50)me V.R.=5.5-9.5mg/d )

m Pér percaktimin e Apolipoproteines -E u pérdore
metoda Imunoturbidimetrikde e propozuar nga
Vincent-Viry M. me bashkép (51). (1998) me V.R.=2.7-
4.5 mgydl.

m Lipaza Lipoproteinike (LPL)u pércaktua sipas metodés
kolorimetrike me aparat te tipit RANDOX, sipas
autoréve Tietz NW me bashkép. Steinberg WM,
Goldstein SS, Davies ND et al. Leybold A, Junge
W(53,54,55). me V.R=5.6-51.3u/L

m Homocisteina Totale (Hcyt)? u punua né bazé metodés
imunoluminiscente amerikane sipas MILLER-it né
aparat té tipit IMMULITE DPC:Am.J. Clinic. Nutr.
Boston 55-131; (1992) me Vlera Referente(V.R.) deri ne
13 amol/L)

REZULTATET

Rezultatet e fituara nga parametrat e ekzaminuar nga
grupi kontrollues dhe pacientét uremiké té trajtuar me
hemodializé jané paragitur né tabelén numér 1 dhe 2.
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Tabela 1. Vlerat mesatare té parametrave té
ekzaminuar nga grupi Kontrollues (NO=120)

Parametrat Numri Mesatare +SD
ApoC-III 120 6.44 0.83
ApoC-II 120 2.83 0.79

ApoE 120 3.59 3.03
LPL 120 28.20 9.23
ApoA-l 120 143 043
ApoB-100 120 1.05 0.20
LT 120 6.50 0.60
TG 120 1.30 0.63
Ch 120 4.80 1.50
HDL-ch 120 1.60 071
LDL-ch 120 2.75 1.03
Heyt 120 8.56 6.30
Lp(a) 120 18.20 4.50

Tabela 2. Paragitja e vlerave mesatare té parametrave
té ekzaminuar te pacientet Uremik - (N°=120)

Parametrat Numri | Mesatare +SD P

ApoC-III 120 11.06 3.65 0.0001
ApoC-1I 120 9.73 4.06 0.0001
ApoE 120 6.50 240 0.0001
LPL 120 20.85 15.20 0.0001
LT 120 739 2.00 0.0001
TG 120 3.18 0.80 0.0001
Ch 120 6.70 1.90 0.0001
HDL-ch 120 112 0.46 0.0001
LDL-ch 120 3.74 0.87 0.0001
tHey 120 33.51 9.32 0.0001
ApoA-1 120 1.04 0.38 0.0001
ApoB-100 120 2.86 0.86 0.0001
Lp(a) 120 48.03 40.11 0.0001

Tabelat numér 1 dhe 2, paragesin vlerat mesatare té
pramatrave té ekzaminuar dhe dallimet signifikante-
p ndérmjet parametrave té ekzaminuar te pacientét e
mjekuar me hemodializé dhe grupit kontrollues. Dallimi
(é u evidentua nga vlerat e fituara ndérmjet pacientéve
dhe grupit kontrollues éshté me statistiké signifikante pér
p=0.0001, pér té gjitha parametrate e ekzaminuar. Vlerat
e fituara té lipideve (Kol.Total, TG, HDL-ch, LDL-ch.) dhe
apolipoproteinave tek té dy grupet jané paragitur me
vlerat mesatare dhe devijacijoni standard X+SD.

Gjaté ekzaminimit té profilit té lipideve dhe
apolipoproteineve te té dy grupet (grupii individéve
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téshendoshé @é prezantonte grupin kontrollues dhe
pacientéve uremiké té trajtuar me hemodializé me
frekuencé tre heré né javé nga 4.5 oré, na verifikuam njé
ndryshim dhe korrelacion pozitiv me dallim tejet té
larté sinjifikant né te té gjithé parametrat e ekzaminuar
ndérmjet dy grupeve konstatim dhe verifikim i
pritshém dhe né pérpuethshméri edhe me studime
tjera. Ekzistojné fakte té dokumenmtuare se pacientét
me insuficiencé renale kronike gjithmoné jané (pérve
sémundjes themelore) té shogéruar edhe me regullime té
lipo/apoproteineve té cilat shiejné deri né ateroisklerozé
té hershme me pasoja aterogjenetike ndaj sistemit
kardiovaskular, cerebrovaskular dhe  sémundjeve té
arterieve periferike dhe jané kandidaté potencial prej
sémundjeve koronare, infarktit té miokardit, anginés
pektorale stabile dhe jostabile né numér tejet mé té larté
krahasuar me popullatén e shéndoshé dhe pacientét nga
sémundje tjera.

PERPUNIMI STATISTIKOR I MATERIALIT TE
EKZAMINUAR

Nga metodat statististikore themelore u shfrytézuan:
vlera mesatare aritmetike dhe devijacioni standard
X+SD. Statistika krahasuese e parametrave té lipideve
dhe apolipoproteinave ndérmjet dy grupeve u analizua
me testin e ashtu-quajtur STUDENTOV ,,t“. Sinjifikanta
statistikore e dallimeve ndérmjet grupés sé pacientéve
dhe grupit kontrollues pér vlerat e fituara té parametrave
té ekzaminu-ar té lipideve dhe apolipoproteinave u
analizuan me testin e ashtuquajtur ,,Anono-va Two-
Factor” me vleftée statistikore pér p mé té vogél se 5%,
gjegjésishté <0.0005. Varshméria statistikore ndérmjet
parametrave té ekzaminuar u llogarité me formulén e
regresionit linear (y=Bx+A) u llogaritée edhe koeficienti
i korela-conit ,,r” me saktési statistikore pér ,,p” mé té
vogél se 1% gjegjésisht p<0.0001.Rezultatet e profilit té
lipideve dhe apolipoproteinave jané té pérpunuar né
program standard statistikor (Statistic for Windows,
version 6.0A, Stat.Softinc Tulsa,OK USA.

DISKUTIMI

Fillimi i zhvillimit té Ath akceleruese me pasojat e
saja ndaj sémundjeve koronare, kardiova-skulare dhe
cerebrovaskulare, té pacientét me uremi éshté né
varshmeri té larté nga vlerat e rritura té LDL-ch, LDL-
chox, pécéndrimet e larta t¢é Apo-B, pércéndrime té
larta t¢ VLDL, IDL, té Lipoproteinés(a), t&¢ ApoC, dhe
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pécéndrimeve té ulta té Apolipoproteinés A-I (ApoA-I),
Apolipo-protéinés A-2 (ApoA-2) dhe té HDL-ch. Efekti
aterogjen i dislipidemisé té pacientét IRKT dhe ato té
trajtuar me HD éshté edhe me tépér i potencuar nga rritja
e pécéndrimeve té kolesterolit té oksi-duar-LDL-ox. Né
gjenezén e vdekshmerisé kardiake té pacientét me IRK,
IRKT dhe ato té mjeku-ar me HD numrohet edhe fekti
negativ i mekanizmave vazokonstriktor. Nga faktorét mé
té fugi-shém vazokonstriktoré gjaté ure-misé numerohen
edhe pécéndrimet e rritura plazmatike té endo-thelin-1
(ET-1) dhe noradrenalinés. Sinteza e oksidit té azotit
[(NO) (i cili numérohet si vazodilata-toré mé i fugishém
dhe mé efektiv né kushtet e urémisé)éshté e bllokuar
pér shkak té akumulimit té tepért kompetitiv té NO-
sintetazés nga DMAA-Dimenthyl-L-argininés asimetrike
(9,10,11). Kéto efekte jané si pasojé e pércéndrime-ve té
rritura té plazminogjenit dhe PA-1(inhibitorét té tipit-1
té aktivatorit plazminogjen). Fibrinogjeni dhe Proteina-C-
Reaktive jané proteine té fazés akute té inflamacionit
dhe sinteza e tyre né mélci éshté e stimuluar nga
citokinet proinflamatore si: Interleukin-6, Inlo., Inlp, dhe
Tumor Necrosis Factor-1(TNF-1), té liruara nga monocitet
e aktivi-zuara dhe jané pjesé pérbérsé té ¢'rregullimeve
inflamatore imunologjike te pacientét uremiké. Stresi
oksidativ  shpésh heré paragitet dhe numerohet si
njé faktor plotésues i réndésishém né zhvilli-min e
proceseve arterosklerotike té arterieve koronare dhe
cerbrovaskulare te pacientét me IRKT.

Prezenca e  hiperlipoproteinemisé éshté momenti
primar pér zhvillimin e Ath. Kohéve té fundit
mendohet se ateroskleroza mund té jeté edhe si pasojé e
hipertenzionit arterial, pasivitetit fizik, jotoleranca ndaj
glikozés, diabetes mellitus, faktorét psiho-socijal, stresi
emocional, gjinisé, adipo-ziteti, sedanteriteti, konzumimi
i dubanit, predispozitat hereditare, pérdorimi i
preprateve kontrace-ptive,gjendjet protro-mbike dhe
crregullimet e metabolizmit té apolipopro-teinave
(12.13). Me termin ,¢rregullime” té metabolizmit té apo/
lipoproteinave nénkuptojmé gjendjet e hiperliporote-
inemisé, hipolipoproteine-misé dhe normolipidemisé
(eulipidemisé) me prezencé té ndryshimeve kvalitative-
kvantitative (dislipoproteinemi) té subfakcioneve té
lipoprote-inave té ndryshme si dhe koncentracione
normale té komponenteve themelore té lipoproteineve.
Prandaj njé numér i madh i autoréve mendojné se me
normalizimin e lipoiproteineve né serum pengohet ose
ndérpritet progresi i Ath. Stamler dhe bashképuntorét e
tijé mendojné se rreziku nga Ath éshté i larté néqoftése
kolesteroli total éshté mbi 5.7 mmol/l, ndérsa pér

kolesterolemi normale i propozojné vlerat = 4.0-5.5
mmol/l. Néqoftése vlerat e kolesterolit jané > 8.0 mmol/l
atéheré rreziku nga paragitja e Ath akceleruses éshté
e sigurté (14, 15, 16, 17,18). Progresi i Ath me sukses
vlerésohet né bazé té raportit: LDL-ch/HDL-ch. Néqoftése
prezenca e kolesterolit né LDL-ch éshté mbi 70% ndérsa te
HDL-ch < 20% (cut off-relation > 70% : 20% = 3.5) progresiiAth
akeeleruses éshté i sigurté, dhe i pavarur nga vlera apsolute
totale té kolesterolemisé. Naito me bashképuntorét e tijé (
19,20,21, ) mendojné se ApoA-I dhe Apo-B jané markerét
hiokimik mé specifik pér verifiki-min e Ath né krahasim
me koncentracionet e kolesterolit total dhe raportit té
tijé né frakcionet LDL/HDL.

Ky mendim éshté verifikua r me gjetjen e sasive té
médhaja té Apo-B né materialin e fituar nga pllakat
ateromatoze pas endarterektomisé. Analiza e Hu XL
(22)  dhe bashképuntoréve té tijé (N°=378 meshkuj té
rritur) verifikoi se Ath ka lidhéshméri té drejtépérdrejte
dhe korespodon me vlera té ulta té ApoA-I (p<0.05) dhe
koncentracionet e rritura té Apo-B (p < 0.0001) krahasuar
me popullatén e shéndoshé. Njé studim tejtér me 225
pacienté bén krahasimin e shkallés sé sémundjeve
ishemike koronare dhe koeficientit aterogjen =Apo-B/
ApoA-I(>17), gjegjésisht koncentracioni i Apo-B >1.3 g/l
. McGill me bashképuntorét e tijé kané vértetuar
korelacion pozitiv ndérmjet incid-ncés sé paraqitjes sé
Ath sé gjeneralizuar,kolesterolit total, LDL-ch dhe Apo-B
me koeficient té korrelacionit pér r=0.46; p=0.29; p=0.26).
Autorét déshmojné involvim direkt té Apo-B né lezionet
atreosklerotike.  Ndikimi gjenetik né paraqitjen e Atht
sé heréshme(atherosclerosis praecox) éshté analzuar te
2010 fémijé té moshés prej 3-12 vijecare duke analizuar
koncentracionet e L(a), Apo-B si dhe ApoA-I. Te fémijét
e varur nga trashé-gimi hereditar (N°=645/2010=32.1%)
jané konstauar dhe verifikuar vlera shumé mé té larta se
vlerat normale pér Apo-B( p<0.01) si dhe raporti ndérmjet
Apo-B/ApoA-I (23,24 ). Njé studim i ngjajshém me té
kaluarén bén trajtimin e paragitjes sé hersh-me té Ath
dhe lidhéshmérisé sé sajé me dislipoproteineminé te 97
fémijé adoleshenté, prindét e té ciléve kané manifsteuar
Ath organo-specifike para moshés 55 vjecare. Te 86%
e pacientéve jané verifikuar koncentracione mé té
ulta té HDL/Apo A-I(p< 0.0001).Studimi i shkencé-tarit
Islam me bashképuntorét (25) te njé grupe pacientesh
adoleshenté-N°=66, me moshé 7-11 vjecare kané verifi-
kuar se raporti ndérmjet LDL-C,/ Apo-B éshté i zvogéluar
si pasojé e vlerave tejet té larta té Apo-B, karahasuara me
LDL-ch. Konvertimi i mundshém i pro ApoA-I né ApoA-I
mund té jeté njéra prej shkageve kryesore pér zvoglimin e
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vlerave té ApoA-I né serum, dhe shkaktaré pér zhvillimin
e semundjeve aterosklerotike té arterieve koronare dhe
cerbrale. Né pajtueshmri me hipo-tezat bashkékohore,
grimcat e filtruara té cilat pérmbajné ApoA-I mund té
reapsorbohen nga brendia e tubulave me cubilin i cili
éshté me afinitet té larté pér receptorét e ApoA-I dhe i
varfér me yndyréra dhe gjendet né gelizat epiteliale té
veshkéve. Ky mekanizém mungon tek pacientét me IRKT
dhe sjellé deri né rritjen e pre-B1 HDL né plazmén e tyre.
Lipaza Hepatike bén konvertimin e o-HDL- migrues
né pre-p1 HDL nén ndikim té CETP (Cholesterol-Ester-
Transfer-Protein), proces i hidro-lizés. Né pérfundim
mund té konkludojmé sé te pacienté me IRKT té mjekuar
me HD, transporti rezerv i kolesterolit éshté tejet i
démtuar dhe redukuar. LDL i oksiduar(LDLox), IDL dhe
VLDL e shpejtojné sekretimin e citokinavé inflamatoré
si: interleukina-6 (IL-6I), PDGF  (Plateled-Derived-Grofth-
Factor) dhe TGFB (Transforming-Grofth-Factor-Beta),
ndérsa sekretimi i TNF-o. éshté tejet i stimuluar nga LDL
kolesteroli i oksiduar (LDL-chox). Pacientét me IRKT para
fillimit té mjekimit me HD, kané té rriturakoncentracionin
total té ApoC-III dhe ApoC-IllnonB, mirépo pacienté té
mjekuar me HD kané té rritur né menyré sinjifikante
koncentracionet totale té Apo-E, Apo-B, ApoC-III, ApoC-
[llnonB dhe ApoB:C-lll. Kandoussi dhe bashkéautorét
sugjerojné sé veshka luan rol té réndésishém metabolik né
largimin e Apo-E, dhe pér shkak té funksionit ekskretor té
zvogéluar té veshkés gjaté uremisé, atéheré éshté e kjarté se
pse gjaté uremisé kemi rritje té pérqéndrimeve té Apo-E.
Koncentracionet e rritura té  ApolipoproteinésC-III né
lipoproteinén-IDL té pacienté me IRKT si dhe té pacientét
e mjekuar me hemodializé, konsiderohen si faktor té rinjé
rréziku nga ateroskleroza e arterieve koronare (CAD).
CIMT (Carotid - Intima - Media - Thickness) dhe pllakat
ateromatozé pozitivisht korespondojné me vlerat e larta té
Apo-E, Apo-B, Lp(a) kurse negati-visht korespondojné me
nielin e albuminavé né serum. Me ndihmen e metodave jo
invazive si B-mode ultrasonografisé me rezulucion té larté
pér gjetjen dhe ndjekjen e progresit té aterosklerozés tek
CIMT jané vertetuar lezionet e lartépérme-ndura. Maeda
dhe bahshkautorét é tij kané gjetur numer té rritur té
pllakave ateromatoze né Intima-Media-Thickness(IMT) tek
pacientét me IRKT dhe ato  té mjekuar me hemodializé
né krahasim me grupén e kontrolluar té individévé té
shéndoshé.Te 60-70% té pacientéve me IRKT gjenden
njé sasi e tepért e ApoE-II patologjike dhe kolesterolit
me mungesé té apolipoproteinés B-48 (ApoB-,,). Apo E, -
fenotipi ka afinitet té zvogéluar pér kapjen (lidhjen) ndaj
,,B/E” receptoréve té qelizave periferike me cka kemi
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rritje té dukshme té numrit té ashtuquajturave partikla
lipoproteinemike té ,mbetura-remnant particles”,

Remnant partiklat (grim-cat e mbetura) i nénshtrohen
fagocitozés nga makrofagét e afért dhe pérjetojné
fagocitozé duke u transformuar né geliza té ashtuquajtura
,,Shkumbore”(,, foamm cells”) me cka dukshém rritet
aterto-gjeniteti i tyre. Apolipoproteina-E(Apo-E) éshté
lipoprotein polimorf i cili né pérbérjén e veté pérmban
tre izoproteine té médhaja: ApoE-II, Apo E-III ,ApoE-III
dhe ApoE-IV me efekt polimo-rfik té déshmuara ndaj
modulimit té lipoapopro-teinave dhe Ath premature
jo vetém te pacientét uremiké por edhe te popullata
e shéndoshé. Té pacientét uremiké, Apo-E e rrité dhe
modulon koleste-rolin total dhe pérgéndrimet e larta té
Apo-E mund té jené si shkaktaré i njé numéri té madh té
proceseve aterosklerotike té arterieve cerebrale,arterieve
koronare dhe Ath akceleruse te kjo grupé pacientésh.
Izoprotienet e ApoE-II e zvogélojné afinitetin e lipideve
ndaj receptoréve lipopro-teinemik ndérsa izomorfét
e Apolipopro-teinés E-IV é rrisin afinitetin é tyre
ndaj receptorévé lipoproteinémik. Alelet e ApoE-IV
népérgjithési shume larté asocojné me prevaléncén e Ath
te e gjithé popullata. ApoE,-fenotipi te pacientet me IRKT
éshté tejet prezenté si dhe te pacientét qé trajtohen me
HD dhe korespodon me vlera té larta té LDL-ch (ligand
i gjymté i receptoréve hepatal) gjegjésisht shkaktaré i
zhvillimit té Ath sé hershme. Prezenca e tepért e ApoA /
A, né strukturén e HD-ch siguron prote-ktivitet shumé
té larté té grimcave Lipoproteinemike(grimcat-Lp) nga
lipooksi-gjenimii tyre. Te pacientét me IRKT efekti mbrojtés
i HDL-ch éshté i ¢'rrequlluar dhe i zvogéluar gjé qé sugjeron
né ndryshime strukturale dhe aftési mé té smadhuara
pér krijim mé té tepért té LDL té oksigjenuar (LDLox) .
Supklasé mé aterogjene e LDL té pacientetét IRKT dhe
ato té mjekuar me HD konsiderohet kolesteroli i ashtu-
quajtur-LDL-6( LDL i vogél). Grimcat lipoproteinemike
té LDL-6 né pérbérjen e tyre kané sasi shumé té tepérta
té Apo-B,qé déshmon pér prezencé e TG té pasuru-ara
me Apo-B né plazmén e pacientéve me IRKT. Jané fakte
té dokumentuara dhe té verifiku-ara se té gjitha supkla-
sat e lartépérmendura jané aterogjene dhe té pavarura
njéra nga tjetra (26,27). Stresi oksidativ, inflamacioni
dhe malnutricioni te pacientét uremiké luajné njé rol té
réndésishém né patogjenezéne paragitjes sé sémundjeve
kardiovaskulare (28,29). Faktet gé né plazmén e pacien-
éve uremik jan prezent stres markerét oksidativ dikton qé
IKR té prezantoje njé gjendje prooksi-dative qé né fazat
fillestare té pamjaftueshmérisé. A mund té parandalohet
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Ath dhe kalcifikimet vasculare te pacientét me IRK, IRKT
dhe ato té trajtuar me HD? Kohéve té fundit disa studime
prospektive te pacientét e trajtuar me HD té cilét
gjaté mjekimit me HD kané pérdorur Aluminium fosfat
dhe Calcium fosfat kané verifikuar rritje té madhe té
kalcifikimeve vaskulare té lokalizuara né tunica intima
ose media (30). Shumé studime klinike viteve té fundit
kané verifikuar se terapia antioksidante mund té jeté
efektive né zvogélimin e kalcifikimeve kardiova-skulare
te pacientét uremiké (31). Shumé studime kané verifikuar
efekt pozitiv ndaj Ath me ané té suplementim me NAC
(N-Acetylcystein (32).

NAC, éshté njé metabolit isulfurit qé né vehte pérmban
aminoacid dhe cistein. Cisteina luan rol té réndésishém
né ciklin e sulforizimit dhe vepron si donator i sulfurit
né fazén e dyté té detoksikacionit dhe si Metil donator
né konvertimin e homocisteinés né metionin. NAC éshté
antioksidans shumé i forté dhe kohéve té fundit m é sé
shpeshtipérdoret pértrajti-mine stresitoksidativtepacientét
uremiké, gjaté  bronkitit kronik dhe intoksikacioneve
me aceta-minophen. Gjithashtu NAC ka efekt protektiv
ndaj funksionit renal te pacientét me IR akute ndaj
IR kronike. NAC manifeston efekt antioksidativ direkt
apo indirekt pérshkak té pérrmbajtjes sé sulph-hydryl
grupés dhe ka ndikim potent ndaj produkteve antimi-
eloperoksidative. NAC e liron cisteinén pas deacetilimit
duke shkaktuar rritje té pérgéndrimit té glutation
peroksidazeés sé reduktu-ar (GSH-glutathione peroxidase) né
hapsirén intracelulare té molekulave antioksidative. GSH
né kundér veprim mund té reagoje me peroxynitrit pér
té formuar kompleksin S-nitrosothiols, e cila ndihmon
né prevencén e akumulimit té peroxynitriteve kundér
stresit oksidativ. GSH pérfagéson njé ndér sistemet
mbrojtése mé té réndésishme antioksidative natyrore
qé ndihmon né pengimin e Ath premature qé né fazat e
heréshme té progresit t¢ IRK. NAC né ményre sukcesive
i zvogélon pé rgéndrimet e plazma malondialdehydit
dhe pérgéndrimet e homocysteinit dhe ndihmon n é
pérmirésimin e funksionit endothelial renal te pacientét
uremiké. Sidoqoft é e NAC ka efekt pozitiv dhe ndikim
direkt ndaj progreseve té Ath premature, mirépo ky efekt
akoma nuk éshté ende i zbuluar miré . Eshte verifikuar
se aplikimi i antioksidantit NAC dukshém ndikon deri
né reduktimin dhe zvogélimin e progresit té lezioneve
ateromatoze te pacientét uremiké dhe né ményré
indirekte né pengimin e zhvillimit té Ath akceleruese
(33,34,35).

KONKLUZIONI

Rezultatet e fituara né punim jané né pérputhshméri me
rezultatet e dokumentuara dhe té verifikuara nga shumé
studime retrospektive. Né bazé té rezultateve té fituara
nga punimi,vértetuam se paceintét me IRKT té trajtuar
me HD kronike intermitente jané kandidaté potencial
pér zhvillim té aterosklerozés sé hershme pér 5-8
heré mé tepér krahasuar me popullatén e shéndoshé.
crregullimet e lipideve dhe apolipoiproteineve jané
dukuri shogéruese té pamjaftueshmérisé sé veshkave
qé né fazat fillestare té paraqities sé sémundjes
dhe jané njé ndér shkaktarét kryesor té paragitjes
sé proceseve aterosklerotike té arterieve koronare,
cerebrovaskluare, proceseve tormbotliike, sémundjeve
té arterieve periferike etj. Mortaliteti nga sémundjet
kardiovaskulare, insultet cerebrovaskulare te pacientét
uremiké vazhdon té paraget njé¢ degé té réndésishme
né mjekésiné kardiovaskulare dhe neurologjike dhe
njé prej problemeve mé té médhaja éshté pikérisht
paraqgitja e ateromeve dhe kalcifikimive vaskulare.
Prandaj ekzistojné qasje té ndryshme né reduktimin dhe
ngadalésimin e paragitjes sé aterosklerozés sé hesrshme
dhe kalcifikateve vaskulare te pacientét me IRKT dhe
ato té trajtuar me HD. Detektimi i risk faktoréve té
sémundjeve kardiovaskulare né stadet e hershme té
pamjaftueshmérisé sé veshkave éshté mé se e nevojshme
me cka do té zvogélohej mortaliteti i hershém nga
pasojat kardiovaskulare,infarktit té miokardit, insulteve
cerebrovaskular te kjo grupé pacientésh. Preferohet gé te
pacientét me IRK pérvec analizave rutinore laboartorike
né té ardhmen ekzaminimi i profilit té lipideve dhe
apolipoproteinave té jeté njé procedur e rregullté me
qéllimi té zbulimit sa mé té hershém té crregullimeve
té lipo/apoproteinave me cka edhe me ané té ndikimit
dietetik dhe terapeutik dukshém do té ndikohet né
ngadalésimin e ritmit té paraqitjese dhe progresit té
proceseve aterogjene te kjo grupé pacientésh.
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ACCELERATED ATHEROSCLEROSIS AND IMPACT OF LIPO/APPOPROTEINS
ABNORMALITY IN TO VASCULAR CALCIFICATED DISEASE INTO UREMIC PATIENTS

Lutfi Zylbeari'?, Elita M.!,Zamira B.!, Gazmend Z.!, Driton Selmani?

! Private Special Hospital For Nephrology And Hemodialysis ,,VITA MEDICAL GROUP - Tetova, Macedonia
2 State University of Tetova, Medical Faculty, Tetova, Macedonia

ABSTRACT

Introduction: Cardiovascular diseases (CAVD) and you continue to remain as one of the most frequent causes of
morbidity and mortality in patients with Chronic renal failure terminals (IRKT). Mechanism and etiopatogenesis
by which uremia itself lead to vascular calcification without those soft tissue and their correlation to premature
atherosclerotic processes and cardiovascular diseases in uremiké patients are still unknown.

The purpose of the work: The aim of the paper was to be disclosed abnormalities impact effects of lipo
/ apoproteins and their correlation in the appearance of atherosclerotic processes (of the coronary arteries,
cerebral, pulmonary, peripheral arteries etc.) and accelerated atherosclerosis in the uremic patients threated
with hemodialysis (HD).

Materials and Methods: As working material was used blood taken from the veins of patients with ESRD and
coronary disseases-N°= 120 (mean age = 60.40 = 6.50 years, of whom 55 were females (mean age = 58.90 + 7.40 years)
and 65 males (mean age = 59.60 = 870 years) and the control group of 120 health persons.In meant time during
eksamination of the lipids profile also we exzamination of concentration of apolipoproteins (Apo-A 1, Apo- B100,
Lp (a), Apo-C2, ApoC3, Apo-E, total homocystein (tHeyt, Lipioprotein Lipasae-LPL)].

Results: The results obtained from the examination of parameters of uremic patients be threated with HD and
kontrols group of health are presented in Table nomber 1 and 2. difference that was evidenced by the values
obtained for the all the examined parameters between the patients and the control group is significantly for a p
=0.0001.

Conclusion: Detection of risk factors and the impact of abnormalitie of lipo / apoproteins to vascular calcification
cardiovascular disease in the early stages of renal insufficiency is necessary in would reduce early mortality from
atherosclerotic cardiovascular consequences of myocardial infarction, insults cerebrovascular in patients uremic
be treated with HD chronic repeated.

Key words: Acceleric Atherosclerosis (Ath), Cardiovaskular diseases (CVD), Vascular calcifications, ESRD (End-
Stage-Renal- Disease), Haemodyalsis(HD)
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NDJESHMERIA E LARTE E METODE§ FISH (FLUORESCENCE IN SITU
HYBRIDIZATION) NE NDJEKJEN E TE SEMUREVE ME LEUKOZE
MIELOIDE KRONIKE TE TRAJTUAR ME GLIVEK

Dorina Roko', Anila Babameto-Laku', Pal Xhumari2, Donjeta Bali3, Vahe Mokini', Maksim Cikuli'

'Shérbimi i Gjenetikés Mjekésore, QSU “Néné Tereza”, Fakulteti i Mjeksisé, Tirané
2 Shérbimi i Hematologjisé, QSU “Néné Tereza”, Fakulteti i Mjeksisé, Tirané
3 Shérbimi i Onkohematologjisé, QSU “Néné Tereza”, Fakulteti i Mjeksisé, Tirané
Medicus 2013, Vol. 18 (2): 85-91

ABSTRAKTI

Hyrje: Leukoza mieloide kronike (LMC) éshté njé sémundje malinje qé shkaktohet nga translokacioni midis
kromozomeve 9 dhe 22 (kromozomit Philadelphia). Nga pikpamja molekulare, rezultat i translokacionit éshté
aktivizimi i onkogjenit ber-abl, i cili ka aktivitet té larté tirozin kinazik. Imatinib mesylate (Glivek) éshté njé
inhibitor specifik, i fugishém i ber-abl gé jep rezultate pozitive tek pacientét me LMC. (1, 2).

Qéllimi: Qéllimi i kétij studimi éshté pércaktimi i efektshmérisé sé Glivekut népérmjet vlerésimit té arritjes sé
pérgjigjes citogjenetike me ané té dy metodave (analiza kromozomike me banda G dhe metoda FISH (fluorescence
in situ hybridization ) dhe krahasimi i tyre (15, 17).

Materiali dhe metoda: Fshté marré né studim njé grup prej 52 té sémurésh me LMC té diagnostikuar prané
Shérbimit té Hematologjsé QSU “Néné Tereza” Tirané né periudhén prill 2011 - prill 2012 me grupmoshén (18-70
vieg). Té gjithé pacientét jané ndjekur paralelisht me analizén citogjenetike dhe FISH duke pérdorur Glivekun si
trajtim terapeutik fillestar.

Rezultatet: Nga rezultatet e analizave citogjenetike dhe FISH pas 12 muajsh terapi rezultoi se 50 pacienté ose
(96%) kishin arritur pérgjigje hematologjike komplete. Nga keta 34 ose (68%) kishin arritur pérgjigje citogjenetike
komplete e vlerésuar kjo nga analiza citogjenetike. Né 4 pacienté té cilét rezultuan negativ pér Ph+ né kariotip
gjeni ber-abl+ u identifikua me metodén FISH.

Konkluzione: Analiza citogjenetike dhe FISH japin rezultate té besueshme, por né studimin toné u konfirmua
se FISH éshté tekniké mé e ndjeshme né vlerésimin e pérgjigjeve citogjenetike duke identifikuar raste me gjenin
ber-abl té cilat rezultojné negative nga ekzamnimi i kariotipit.

Fjalé kyc: Leukoza mieloide kronike, pérgjigje molekulare, pérgjigje citogjenetike, glivek, FISH.

HYRJE Nga pikpamja molekulare, rezultat i translokacionit
éshté aktivizimi i onkogjenit abl i lokalizuar né 9q34, i cili
translokohet né kromozomin 22 né skajin 5’ té gjenit ber
té lokalizuar né 22q11.

Leukoza mieloide kronike (LMC) éshté njé sémundje
qé karakterizohet nga njé rritje klonale e gelizave

pararendése hematopoetike té transformuara qé
proliferojné né ményré malinje duke formuar njé Aktiviteti themelor i ber/abl favorizon rritjen e gelizave

popullaté gelizash tumorale té cilat gradualisht (€ transformara. Ky veprim realizohet népérmjet tre

zévendésojné hematopoiezén normale me njé hiperplazi
mieloide (7).

Nga pikpamja citogjenetike LMC karakterizohet nga
prania e njé translokacioni ndérmjet zonave 9q34 dhe
22q11 duke formuar kromozomin Philadelphia (3).

ményrave:
Rritje e tejcimit te sinjalit né rrugén e proliferimit
Rritje e pavarésisé ndaj citokinave

Frenon rrugén normale té vdekjes té programuar gelizore
dhe anomali té tjera citoskeletore (8)
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Ecuria e sémundjes kalon népérmijet tre fazave:
Faza kronike (3 - 5 vjet) ose mielocitare

Faza e akselerimit (6 - 9 muaj) ose e pérshpejtimit
Faza e transformimit akut (3 - 6 muaj) (4, 12, 13)

Sémundja instalohet né ményré té fshehté. Klinikisht
karakterizohet nga disa shenja si: dobési e pérgjithshme,
rénie e lehté né peshé, disa heré djersitje natén, dhimbje
kockore dhe muskulare, temperaturé, ethe ose shenja qé
kané lidhje me zmadhimin e shpretkés, infarkte splenike
dhe hemoragji. Né té shumtén e rasteve né ekzaminimin
klinik vihet re splenomegalia qé éshté shenja kryesore
dhe ndoshta e vetme e sémundjes. Shpesh shpretka éshté
e madhe aq sa mund té zéré té gjithé kuadrantin superior
té majté abdominal. Né 40% té rasteve shpretka mund té
zbulohet me ekzaminime té tilla si: grafia direkte, echo,
skaneri etj (9, 10).

Mjekimi i fazés kronike éshté mé i réndésishmi sepse
kétu synohet té rritet jetégjatésia si edhe shpresa pér njé
shérim té ploté té té sémurit (6).

Né popullatén toné leukoza kronike éshté akoma njé
sémundje e rrallé, pra nuk flitet pér njé epidemi dhe
bazuar né statistika pér njé vit jané 1-2 raste pér 100 000
banoré, pra duke pasur parasysh numrin e popullsisé
shqiptare, aférsisht 25-30 raste té reja né vit. Kjo do té
thoté qé ka akoma raste té padiagnostikuara té cilat
sigurisht do té paraqiten né faza té mévonshme, mé té
avancuara. Incidenca e sémundjes rritet progresivisht
me moshén. LMC éshté mé e shpeshté tek meshkujt sesa
tek femrat me njé raport 1,4:1. Shumica e pacientéve kané
njé jetégjatési normale si pasojé e ndryshimit né ményrén
e trajtimit té kétij kanceri.

Njohja e bazés molekulare té LMC ka béré té mundur
prodhimin e inhibitorit specifik ber-abl tiroziné kinazé,
imatinib mesylate (Glivek) i cili éshté njé inhibitor
specifik qé jep pérgjigje hematologjike, citogjenetike dhe
molekulare tek té sémurét né stadin kronik té LMC.

QELLIMI I STUDIMIT

Té pércaktojé efektshmérisé e Glivekut né trajtimin e té
sémuréve me LMC né fazén kronike népérmjet pérgjigjeve
citogjenetike.

Té vlerésojé kohén e arritjes sé pérgjigjeve citogjenetike
nga momenti i fillimit té mjekimit

Té evidentojé avantazhet dhe disavantazhet e dy
metodave té pérdorura (analiza kromozomike me banda
G dhe FISH) né pércaktimin e pérgjigjeve citogjenetike.
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MATERIALI DHE METODA

Né studim u pérfshiné 52 té sémuré (30 meshkuj dhe 22
femra, té moshave 18-70 vjec) té diagnostikuar pér heré
té paré né Shérbimin e Hematologjisé té QSUT-sé me
leukozé mieloide kronike. Diagnoza u vendos né bazé
té ekzaminimit Kklinik, analizave té gjakut periferik,
mielogramés dhe kromozomit Philadelphia. Studimi u
realizua né harkun kohor prill 2011 - prill 2012.

Mjekimi i té sémuréve pas vendosjes sé diagnozés u
realizua me glivek 100 mg 4 kapsula né méngjes (njé heré
né dité) ose té ndara né dy vakte( dy heré né dité). Gliveku u
sigurua né formé ndihme nga programi GIPAP népérmjet
Axios International dhe iu éshté dhéné falas té sémuréve.

Té sémurét u ndogén si nga ana klinike ashtu edhe nga
ajo laboratorike. Né pérgjithsi pacientét jané ndjekur
né ményré ambulatore, vetém né disa raste jané
hospitalizuar si pasojé e ndérlikimeve madhore. Ecuria
klinike éshté ndjekur me reduktimin apo zhdukjen
e simptomave té fillimit si edhe me reduktimin apo
zhdukjen e splenomegalisé e konfirmuar kjo edhe me
echo abdominale. Rezultatet e mjekimit jané pércaktuar
me anén e analizave té gjakut periferik, mielogramés dhe
kariotipit.

Strategjia qé u ndoq né studim:

Ekzaminimi i kariotipit me banda G pér vénien e
diagnozés pér heré té paré né rastet e dyshuara me LMC.

Ndjekja e pérgjigjes citogjenetike népérmjet ekzaminimit
té kariotipit me banda G pasi éshté arritur pérgjigja
hematologjike. Pér kété arsye pérséritja e kariotipit pér
cdo rast u bé muajin e 3, 9, dhe 12 pas fillimit té mjekimit
né varési té periudhés kur u arrit pérgjigja hematologjike.
(Gjithsej tre heré pér secilin pacient)

Pérgjigia citogjenetike népérmjet ekzaminimit té
citogjenetikés molekulare dhe FISH-it né muajin 12 pasi
ishte arritur pérgjigia hematologjike dhe citogjenetike
(11,8). (FISH-i éshté kryer vetém njé heré pér secilin
pacient né muajin e 12).

Teknika e analizés kromozomike pér praniné ose
mungesén e kromozomit Philadelphia ishte:

Marrja e kampioneve té gjakut periferik té rasteve té
dyshuara.

Mbijellja e gjakut té pacientéve né terrene specifike.

Rritja e kulturave qgelizore dhe pérpunimi i tyre pér
ekzaminimin e kariotipit.
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Ekzaminimi i kariotipit me banda népérmjet njé sistemi Tabela 1. Pérgjigja komplete hematologjike, pérgjigja e
kompjuterik té automatizuar (Workstation Nikon). pjesshme hematologjike dhe déshtimet né 3

(Pér cdo rast u analizuan 25 metafaza) muaj, 9 dhe 12 muaj pas trajtimit me Glivek.

Duke pérdorur hibridizimin fluoreshent in situ (FISH) Peérgjigie Pergjigie e

me sondat pér BCR dhe ABL u identifikuan rastet qé nuk Rezultati komplete piesshme | Déshtim
paragesin kromozomin Ph+ né metafazé né analizén hematologjike | hematologjike
kromozomike me banda, por jané BCR-ABL+. FISH u realizua

né gelizat né interfazé duke analizuar >200 interfaza dhe Muaji 3 47(90%) 4 (7%) 1(2%)
duke pérdorur sondat komerciale BCR-ABL té cilat do té - . .

hibridizojné me gjenin e fuzionuar BCR-ABL (14). Muaji 9 48 (92%) 3(5%)

Sinjalet gé fitohen nga ky hibridizim u analizan me njé | Muaji 12 50 (96%) 1(2%)

sistem kompjuterik té automatizuar Workstation Nikon.

Sondat qé u pérdorén ishin (LSI BCR-ABL dual colour,
dual fusion VYSIS) me ndjeshméri té larté (17,18). Sonda
LSI ABL e markuar me ngjyré té kuge, mbulon gjatesiné
gienomike prej 650 Kb kurse sonda LSI BCR éshté
markuar me ngjyré té gjelbért dhe mbulon gjatesiné prej
300 Kb. Né gelizat tumorale gé kishin translokacionin u
lexuan 2 sinjale té bashkimit ( ngjyré e verdhé), 1 sinjal i
kuq pér kromozomin normal 9 dhe 1 sinjal i gjelbert pér
kromozomin normal 22.

Metoda statistikore:

Studimi éshté i tipit Rast-Kontroll dhe pér té krahasuar té
dhénat u pérdor testi Hi-katror Mc Nemar. Pér analizén
e té dhénave u pérdor programi SPSS 10,0 dhe intervali i
besimit éshté CI 95%. Té dhénat jané paragitur né tabela
dhe grafiké té tipeve té ndryshme.

REZULTATET

Né tabelén nr.l éshté paragitur numri dhe pérgindja
e té sémuréve qé kané arritur pérgjigie komplete
hematologjike, pérgjigie té pjesshme hematologjike
dhe numri i pacientéve qé kané déshtuar ose qé gjaté
mjekimit e kané humbur njé rezultat pozitiv pérkatésisht
pas 3, 9 dhe 12 muaj pas fillimit té mjekimit.

Pérgjigia komplete hematologjike arrihet kur pacienti
ka arritur kéto parametra: normalizimi i numrit té
rruazave té bardha té gjakut < 10000 mm3, numér
normal té trombociteve, mielograma < 5% blaste, zhdukja
e té gjitha simptomave dhe shenjave klinike, ndérsa
pérgjigja e pjesshme hematologjike arrihet kur pacienti
ka arritur kéto parametra: normalizimi i rruazave te
bardha té gjakut < 10000 mm3, madhésia e shpretkés dhe
trombocitoza >/ =50% té madhésisé fillestare (16). Kéto
vlerésime jané héré tre heré pér ¢do pacient ( né muajin e
3,9, dhe 12 té trajtimit).

Né grafikun 1 dhe 2 jepet me pérgéndrimin né pérqind-
je arritja e pérgjigjeve hematologjike té plota dhe té
pjesshme né muaijt 3, 9 dhe 12.

Grafiku 1. Pérgjigjet komplete hematologjike té
arritura né muajin e 3, 9 dhe 12 té trajtimit.
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Grafiku 2. Pergjigjet e pjesshme hematologjike te
arritura ne muajin e 3, 9 dhe 12.
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Né tabelén nr. 2 jepen rezultatet e pérgjigjeve citogjenetike
té klasifikuara sipas European LeukemiaNet (ELN) né
muajin e 3, 9 dhe 12 té trajtimit.

Pérgjigja citogjenetike komplete arrihet kur né kariotipin
e pacientit nuk vihet re asnjé kromozom Philadelphia.
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Pérgjigja citogjentike e pjesshme arrihet kur né kariotip
1-35% e metafazave jané me kromozomin Ph+. Pérgjigja
madhore éshté shuma e pérgjigjes komplete dhe té
pjesshme citogjenetike. Pérgjigja citogjenetike minore
arrihet kur né kariotip 36-65% e metafazave jané me
kromozomin Ph+, kurse pérgjigja citogjenetike minimale
kur né Kkariotip 66-95% e metafazave kané Ph+. Pa
pérgjigje u konsiderua rasti kur pacienti nuk pérgjigjet
hematologjikisht dhe citogjenetikisht edhe pas 12 muajsh
mjekim me glivek (5). Vlerésimi pér secilen nga pérgjigjet
citogjenetike éshté béré tre heré pér cdo pacient ( né
muajin e 3, 9 dhe 12)

Tabela 2. Pérgjigjet citogjenetike té fituara mbas 3, 9
dhe 12 muajsh trajtim me Glivek.

% e % e
Metafazave Metafazave
né muajine 9 | né muajin 12

Pérgjigje % Metafazave
citogjenetke | né muajine 3

Komplete | 30/47  63% | 32/48 66% | 34/50 68%

E pjesshme | 11/47 23% | 13/48  27% | 13/50 26%

Minore 247 A% | 148 2% | 3/50 6%

Minimale 3/47 6% 2/48 4%

Pa pérgjigie | 1/47 2%

Madhore 41/47  86% | 45/48  93% | 47/50 94%

Né tabelén nr. 3 jepet ecuria e pérgjigjeve hematologji-
ke dhe citogjenetike té arritura pas njé viti trajtim me
Glivek tek té sémurét me LMC.

Tabela 3. Ecuria e pérgjigjeve hematologjike dhe
citogjenetike pas njé vit trajtimi.

Pérgjigja Muaji 3 Muaji 9 Muaji 12
b eléf;ﬁﬂféﬁke 47(90%) | 48(92%) | 50(96%)
Cii\g‘é‘%‘éﬁke M (86%) | 45(93%) | 47 (94%)
Cifggg‘ggttfke 30 (63%) 32(66%) | 34 (68%)

Né grafikun 3 jepen krahasimet e pérgjigjeve madhore
citogjenetike dhe komplete citogjenetike té arritura né
muajt 3, 9 dhe 12 té trajtimit.
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Grafiku 3. Pérgjigjet madhore citogjenetike dhe
komplete citogjenetike té arritura tek
pacientét e studimit.
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Né tabelén nr. 4 jepet arritja e pérgjigjes optimale dhe
suboptimale sipas klasikimit té (ELN) pas muajit té 3, 9
dhe 12 té trajtimit.

Pérgjigja optimale arrihet kur pacienti ka arritur pérgjigje
hematologjike komplete dhe ka mé pak se 66% té mitozave
me Ph+ né muajin e 3, né muajin e 9 mé pak se 36% Ph+
kurse né muajin e 12 éshté baraz me pérgjigjen komplete
citogjenetike.

Pérgjigia suboptimale arrihet né muajin e 3 kur
kromozomi Philadelphia gjendet né mé shumé se 95%
té mitozave, né muajin e 9 né mé shumé se 35% dhe né
muajin e 12 nga 1-35% té mitozave me Ph+. Vlerésimi
pér pérgjigjet optimale dhe suboptimale pér cdo pacient
éshté héré tre heré me kariotip né muajin e 3, 9 dhe 12
dhe né muajin e 12 vetém njé heré pér secilin pacient me
FISH.

Tabela 4. Arritja e pérgjigjeve optimale dhe
suboptimale pas muajit té 3, 9 dhe 12 té

trajtimit
. . . Pérgjigje
Periudha Pérgjigje optimale Suboptimale

3 muai Karioti PHK Ph+ < 66% Ph+>95%

’ P 43 (91%) 1/47 (2%)

9 muaj Karioti Phr < 36% Ph:>35%

‘ P 44 (93%) 3/48 (6%)

12 muaj Kariotip + o Ph+ 1-35%
FISH PCK 34 (687%) 13/50 (26%)

Né tabelén nr. 5 jepet pérgjigja citogjenetike komplete e
nxjerré nga kariotipi dhe e krahasuar kjo me pérgjigjen
komplete molekulare té nxjerré nga teknika FISH.
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Vleresimet per pergjigiet komplete citogjenetike dhe
komplete citogjenetike molekulare jané béré pér secilin
pacient né muajin e 12 té trajtimit.

Tabela 5. Pérgjigjet citogjenetike komplete dhe
komplete citogjenetike molekulare té
arritura né muajin e 12 té trajtimit.

Pérgjigja Muaji 12
Komplete .cit(.)g]'enetike 34/50 (68%)
Kariotip
Komplete Citogjenetike
Molekulare 30/50 (60%)
FISH

Né grafikun 4 jepet krahasimi midis pérgjigjeve
citogjenetike té vlerésuara me kariotip dhe pérgjigjeve
citogjenetike molekulare té vlerésuara me FISH né muajin
e 12 té trajtimit me Glivek.

Grafiku 4. Pergjigjet komplete citogjenetike dhe
komplete citogjenetike molekulare ne
muajin e 12.
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Né tabelén nr. 6 éshté paragitur numri i pacientéve qé
kané arritur pérgjigien madhore citogjenetike moleku-
lare e nxjerré kjo nga teknika FISH dhe shpérndarja e
pacientéve sipas klasifikimit té pérqindjeve té riorgani-
zimit ber-abl té gjetura (18, 19). Vlerésimi éshté béré né
muajin e 12 té trajtimit me Glivek.

Tabela 6. Grupimi i pacientéve sipas pérgindjeve té
ber-abl té gjetura.

Pérgjigja Pérgjigja
komplete madhore FISH | FISH | FISH
citogjenetike | citogjenetike | <1% | 1-5% | 5,1-20%
molekulare | molekulare

30/50 4/50 2/47 | 2/47

DISKUTIMI

Nga rezultatet e studimit toné u vu re se nga 52 pacienté
té cilét u morrén né studim vetém 47 ose (90%) prej tyre
arritén pérgjigie komplete hematologjike pas 3 muajsh
trajtim me Glivek dhe né muajin e 12 té trajtimit pérqgindja
e pacientéve me pérgjigie hematologjike e citogjenetike
arriti né 96% ose 50 pacienté. (Studimi vazhdoi vetém me
pacientét qé u pérgjigién hematologjikisht ndérkohé qé
me pacientét qé déshtuan skema e trajtimit dhe ndjekja e
sémundjes u bé né tjetér ményré).

Pér té gjithé pacientét faza e paré kur u bé kariotipi
ishte pér vendosjen e diagnozés, faza e dyté ishte pas 3
muajsh ndjekje me 400 mg Imatinib mesylate njé heré né
dité pér té gjithé pacientét qé kishin arritur pérgjigjen
komplete hematologjike. Nga analiza e kariotipit rezultoi
se pacientét arrinin pérgjigje té ndryshme citogjenetike
né varési té pranisé sé pérgindjes té kromozomit Ph+
té gjetur né metafazat e tyre. Kariotipi u pérsérit pér
pacientét pas 9 muajve trajtim me Glivek. Nga rezultatet
e késaj periudhe u vu re se numri i pacientéve qé
arrinin pérgjigie komplete, té pjesshme dhe madhore
citogjenetike vinte duke u rritur. (Kjo tregon pér efektin e
shkélqyer qé jep Gliveku né trajtimin e kétyre pacientéve).

Analiza citogjenetike u pérsérit edhe njé heré né muajin
e 12 pas trajtimit dhe u vu re se numri i té sémuréve me
pérgjigje citogjenetike komplete ishte né rritje.

Nga analiza citogjenetike e béré pér pacientét né muajin
e 3, 9, 12 rezultoi se né fund té muajit té 3 pérgjigjen
komplete citogjenetike e arritén 63% e pacientéve, né
fund té muajit té 9 e arritén 66% dhe né fund té vitit té
paré 68% e pacientéve té trajtuar.

Pérgjigia madhore citogjenetike u arrit né 86%, 93%, 94%
té pacientéve respektivisht pas 3, 9, 12 muajsh.

Pérgjigia optimale u arrit né 91%, 93%, 68% té pacientéve
respektivisht pér 3, 9, 12 muaj. Nga muaji 9 né muajin 12 kemi
ulje té pérgjigies optimale pér shkak té ndjeshmérisé mé té
larté té teknikés FISH né zbulimin e gjenit ber-abl+ edhe kur
me ményrén citogjenetike gelizat na rezultojné Ph -

Aférsisht 20% e pacientéve me LMC jané negativé pér
prezencén e kromozomit Ph+ nga analiza citogjenetike
e kryer por jané pozitivé pér onkogjenin becr/abl né
translokacionin t (9;22) (q34;q11) gé lokalizohet nga kryerja
e teknikés FISH (fluorescence in situ hybridisation) (6). Pér
kété arsye 34 pacienté gé né fund té muajit té 12 kishin
arritur pérgjigje citogjenetike komplete iu nénshtruan
késaj metode pér verifikimin e pérgjigjes sé arritur. Sipas
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teknikés FISH rezultoi se né 4 nga kéta pacienté u gjendén
riorganizimet ber-abl dhe se rezultatet e nxjerra prej saj
nuk ishin té njéjta pér té gjithé pacientét. Kjo tregon pér
lidhjen e ngushté midis analizés citogjenetike standarte
(kariotip) dhe teknikés FISH, por njékohésisht edhe
pér ndjeshmériné mé té larté té FISH-it krahasuar me
kariotipin pér shkak se identifikohen ndryshime té cilat
nga kariotipi nuk mund té nxirren.

PERFUNDIMET

Ekzaminimi me anén e kariotipit mbetet metoda e arté
pér vendosjen e diagnozés dhe ndekjen e té sémuréve té
trajtuar me Glivek.

Trajtimi me anén e tij éshté mé efektivi né stadin kronik
té LMC dhe se rezultatet mé té mira arrihen kur pérdoret
si linja e paré e trajtimit.

Gliveku mund té shkaktojé reagime té géndrueshme té
lidhura me mbijetesén e zgjatur né pacientét me LMC.

Ndjeshméria e tumoreve né pérqindje dhe saktésia né
vlerésimin e tyre sipas metodés FISH éshté mé e larté
krahasuar me Kkariotipin, pér kété ajo shérben si njé
parameter diagnostik dhe prognostik mé i sakté se
analiza kromozomike.

Pér kryerjen e Kkariotipit duhen disa dité puné dhe
kérkohen geliza né fazén e metafazés sé mitozés, ndérsa
pér FISH- in kérkohet mé pak kohé dhe qeliza né interfazé.

Negativiteti dhe pozitiviteti i rremé jané mé té larta
gjaté kryerjes sé kariotipit sesa gjaté kryerjes sé FISH-
it, por pérparésia e citogjenetikés géndron né faktin e
zbulimit té anomalive té tjera kromozomike né kariotipin
e pacientéve né krahasim me metodén citogjenetike
molekulare.
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HIGH SENSITIVITY OF FISH (FLUORESCENCE IN SITU HYBRIDIZATION) COMPARED
WITH CYTOGENETIC ANALYSIS WHEN TRACKING PATIENTS WITH CHRONIC MYELOID
LEUKEMIA TREATED WITH GLEVEEC
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'Service of Medical Genetics, University Hospital Center “Mother Theresa”, Faculty of Medicine, Tirana,
Albania

2 Service of Haematology, University Hospital Center “Mother Theresa”, Faculty of Medicine, Tirana, Albania
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ABSTRACT

Introduction: Chronic Myeloid Leukemia (CML) is a clonal disease characterized by balanced translocation
between chromosomes 9 and 22 (Philadelphia chromosome). The resulting BCR-ABL gene, has tyrosine kinase
activity which stimulates cellular growth. Imatinib mesylate (Gleveec) is a specific and potent inhibitor of the BCR-
ABL tyrosine kinase which gives hematologic and cytogenetic results in CML patients during the chronic phase.

Methods: From April 2011 to April 2012, we analyzed 52 CML patients aged 18 -70 years old during the chronic
phase of the disease in parallel with CA and interphase-FISH. All patients were diagnosed at the Haematological
Service in University Hospital Center "Mother Theresa™. Gleevec was used as initial therapeutic treatment.

Results: FISH and CA results were directly compared. Based on the analyses of > 200 nuclei per patient, FISH
correlated closely with CA. After 12 months therapy, 50 of these patients (96%) had complete hematological
responses, of which 34 patients or (68%) achieved complete cytogenetic responses evaluated by chromosome
banding analysis. In 4 cases with no Ph* metaphases in CA, interphase-FISH detected BCR-ABL* rearrangements.

Conclusions: CA and interphase-FISH give reliable results but in our study we confirmed that FISH is a sensitive
technique for the evaluation of molecular response in patients with CML. Furthermore, FISH probe detected BCR/
ABL rearrangement, which were not visible by CA.

Keywords: Chronic myeloid leukemia, molecular results, cytogenetic results, gleevec, fluorescence in situ
hybridisation.
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PAHI KOMIUTMKALIN 110 OITEPATUBHIOT TPETMAH HA
OPAKTYPU HA IPOKCUMAJIEH ®EMYP

C. Tpnecku', U.Kadranyues', I'.Benkoscku!, 1.Opana' 3.TemenkoBcku', A.Kaes!

1J3Y YuuBepsurercka Knvnuka 3a Tpaymaronoruja, Memuincku @akynrer,
Yuusepsurtet CB.Kupun u Metoauj, Ckonje, MakegoHuja

Medicus 2013, Vol. 18 (2): 92-95

ABCTPAKT

Bosen: DHS n PFNA mpencraByBaaT edeKTHBEH HaAuMH 3a XUPYPIIKO pellaBarke Ha CTabOWIHW M HecTaOWIHU
dpakTypu Ha ITPOKCUMAJTHUOT heMyp.

Ien: ['maBHa 1]e71 HA OBa MCTpa)KyBarbe TpeficTaByBa aHajM3a Ha criopefidbaTa Ha paHWTe KOMIUIMKAIM Kaj ABaTa
HajuecTo KOPUCTEHW UMITIAHTH 3a ocTeocuHTe3a, DHS 1 PFNa.

IMamuenTn u metoau: Ctyaujata Oelle crpoBefieHa Ha KnuHukara 3a Tpaymartonoruja Bo CKorlje, BO TepUOIOT
nomery Maj 2010 u Jyau 2012 roguHa, ripu 1to ce Tpetupanu 120 rauneHT Ha BO3pacT Hafl 65 rojMHU CO TPOXaHTePHU
CKpILIeHULI Ha heMypoT. [Tpoceunara Bo3pacT Oenre 71,5 ronyHu. BpeMeHCKUOT mepurofl Ha CTyujaTa v epuoIoT Ha
crlefiee Ha UCIIUTaHULIMTe u3HecyBalle 30 meHa.

PesynaraTtu: Bo moctonepatuBHMOT repuop Kaj 18 (15%) maiyeHTH ce jaBwie paHM KoMmIvMKaiuu. Kaj 50% on
WCTIUTAHUIIUTE, T.€. Kaj 9 malMeHT, ce jaBusia cj1aboCT Ha KapAuo-pPecrnpaTopHUOT CUCTEM, TTI0TOa CJIeJU TojaBaTa
Ha XxurneprepMmuja Kaj 6 raiuenTu (33,33%), a Kaj BKYIIHO 3 rnauueHT (16,67%) uMma r1ojaBa Ha JioKajHa UHGEKLUja co
rnapuujajgia fexuclieHIja Ha orepaTuBHaTa paHa.

3axkayuok: PFNa uma minimalno-invaziven pristap koj ima masn rez, pomalo oftetuvawe na lokalnoto tkivo,
romasia 3aryba Ha KpB i poniska rojaBa na hirur{ka infekcija. So upotrebata na PFNa se dobija pomal broj na rani

komplikacii vo odnos na upotrebata na DHS.

Knyunm 360poBu: DHS, pann komrumkauuu, PFNa, dpakrypa Ha KOJK

BOBE]]

DHS u PFNA mpegcraByBaar edeKTHBEH HauWH 3a
XUPYPIIKO pelllaBare HAa CTA0MWIHM W HeCcTaOWIHH
dpakTypu Ha mpokcumanHuoT (emyp. DHS e cospmagen
CO IIeJT JlTa OBO3MOMKM I[BPCTAa M CTAOWIHA BHATpeIIHa
(buKcalyja Ha MHTEPTPOXaHTEPHUTE U MEPTPOXaHTEPHU
dpakrypu. Permjata Ha TIPOKCUMATHUOT emyp e
3alITUTeHAa CO MYCKYIHO - TEeTUBHO - JIMTaMeHTapeH
CcHCTeM; c/1abocTa BO TPOXaHTePHATA Peruja v Hej3MHaTa
TIOJJIO}KHOCT KOH (PPaKTYpPH Ce 3roJieMyBa 3HAUMTEITHO CO
Bo3pacra (1). [lopaau Toa, eHOCTaBEH 11a/jI € IOBOJIEH 3a Jla
Tpeau3BUKa (PpaKTypa BO PETMOHOT Ha MPOKCUMATHHOT
deMyp Kaj mocTapuTe JMI[A, CO IITO T'M MpPABaT OBHE
(bpaKTypH eIHU O] HajueCTHTe MOBPE/I BO TOOIMUHATATa
BO3pacT.

Ynorpebara Ha JIXC e Beke cTaHpapAu3MpaHa MeToja
Koja MaBa [00OpM pe3yaTaTH BO pellaBameTo Ha
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dpakTypute Ha mpokcuManHKOT (emyp. IIpegHocTHTe
Ha MHTpamefylapHa (pMKcalija Ha MepTpoXaHTepHUTe
(dpakTyp Ha KOMKoT Bo opHoc Ha DHS ypemor Bo
KIMHAUKK YCJIOBY Ce VIITe e MpeaMeT Ha fiebaTa (2,3,4).
[Ipokcumanuuor Pemopanen Knun - AHTHpOTalMOHEH
(PFNa), mu3ajuupan of AO, e UHTpaMme[yIapeH KJIMH CO
XeJIMKCOBU/THO CEYMBO HaMecTo 3aBPTKAa 3a mMofjoOpa
amIMKaIyja (BMeTHyBame) Bo (heMopasHaTa rinaBa. PENA
Oellre [[M3ajHUpaH CO HaMepa Jia TH pelld TpobieMuTe
MOBP3aHM €O  yrmoTpebaTta Ha  MHTpame[yIapHU
(bMKCallMOHM Ypeny, Kako IITO Ce MeporepaTUBHUTE
M TIOCTOTIEPATUBHU TEXHUUKU KOMIUIMKAIMM KOU ce
T0jaByBaaT BO Of[peJleHH C/Iydald KOM MMaaT moTpeba of
peorepaiyja (5,6).

['naBHa Lie71 Ha OBa MCTPasKyBambe IIPefiCTaByBa aHa/1M3a Ha
criopejidaTa Ha paHUTe KOMIUIMKAIM Kaj BaTa HajuecTo
KOPUCTeHM UMITTaHTH 3a ocTeocuHTe3a, [IXC u [IOHA.



A

Punime origjinale shkencore | Original scientific paper I

MATEPHJAJIN U METO N

Crymujata Oeme crpoBefieHa Ha KimHukara 3a
Tpaymatonoruja Bo Ckomje, Bo mepuofoT momery Maj
2010 u Jyuu 2012 roguna, mpu 1wTo ce Tpetupanu 120
HaleHTy Ha BO3pacT Hafl 65 rOfMHU CO TPOXaHTEpHU
cKpineHuIy Ha hemypoT. [Ipoceunara Bospact 6ee 71,5
roguHu. bpojoT Ha MalyeHTH 0] MalIKU IO/ U3HecyBa 33,
flofieka OpOjOT Ha TAL[UEeHTH Of KeHCKH IMON M3HecyBa
87 UcTpaxkyBameTo TIpeficTaByBa PETPOCIEKTUBHA
K/IMHMYKA aHAJMTUUKa CTyAuja. BpeMeHCKUOT mepuop,
Ha CTy/IjaTa ¥ MepuofioT Ha cJiefietbe Ha UCITUTAHUIUTE
usHecysaie 30 meHa.

WHK/IY3M0HM KPUTEPUYMU: TAlMEeHTH MoCTapu of 65
romvHy, (pakTypu BO TePTpPOXaHTepHAaTa peruja u
cyOTpoXaHTepHATa peruja, eJHOCTPAHU WIM JIBOCTPAHH
dpakrypu. [laiueHTy co ceiHUTe KPUTEPUYMH He Oea
BKJIYU€HH BO CTY/IMjaTa: TIOMUTpayMaTU3UpaHy MalueHTH,
TaTo/NONIKY (hPAKTYPH, TTAI[EHTH Ha BO3PACT TIOHKUCKA O]
65 roguHM BO MOMEHTOT Ha MoBpejiaTa. bea ucnutyBanu
CJTe[THUBE MTApaMeTpu: IeXHCIleHIMja Ha paHa, MH(eKIMja
Ha paHa ¥ KapfIHopecupaTopHa ciabocT.

PE3Y/ITATH

Bo mocroneparuBHuOT nepuop Kaj 18 (15%) manuenTtn
ce jaBuine paHu Kommmkamuu (Tabema 1 - Paxm
KoMIykain). Bo Tabena 2 u Cruka 1 mprKaskaH e THIIOT
Ha paHUTe KOMIUIMKAL[MM KOM Ce TIojaBWsie BO IpyraTa
o7l BKYTHO 18 malueHTH Kaj KoM e HOTMpaHa IojaBa Ha
paHu Komrummkaruu. Criopes; oBaa Tabesna, Kako HITO ce
3a0ejieXkyBa Off TIPUKa)kaHaTa AUCTPUOYIIHja, Kaj 50% o
MCTTUTAHUIATE, T.€. Kaj 9 maIjueHTH, ce jaBuiia cabocT Ha
Kap/1o-pecnupaTopHUOT CUCTEM, TIOToa Cjlefii MojaBaTa
Ha XuneprepMuja Kaj 6 manuenTy (33,33%), 1 Kaj BKYITHO
3 manuenTy (16,67%) uMa mojaBa Ha J0KaHa MHQEKIHja
CO TapiiyjajiHa JieXuClleHIMja Ha ofepaTHBHATA paHa.
[TanpenTHTe CO C1AOOCT Ha KAp/IMO-BaCKYIAPHUOT CUCTEM
ce nmpeHeceHu Ha KnmHukata 3a UHTeH3MBHO JleKyBatbe
1 PeaHuMalja 3a HMBeH IOHaTaMolleH TpeTMaH. Kaj
HalyeHTuTe o T0jaBa Ha XuIlepTepMuja Mpe3eMeHa e
COOJIBETHA Tepariyja Mo MITO COCTojbaTa ce pa3pelu Kaj
cute 6 mareHTu. Kaj ocraHatuTe MalyeHTy €O JIOKalHa
MHQEeKIIMja 1 IeXMCIieHI1ja ce TPUCTaIM KOH YIIoTpeda Ha
COOZIBeTHA AHTHOMOTCKA Teparnuja ¥ PefloBHY MPeBPCKU
Ha paHata. Bo Tabena 3 mpuKakaHa e JUCTPUOVIMjaTa
Ha UCTIMTAHUIM CO PaHM TTOCTONEPATUBHYU KOMIUTUKAIUU
TPeTHpaHu CoJiBeTe onepaTUuBHU TeXHUKU. Of 92 naiieHTH
Kaj Kou e mpuMeHeTa TexHukata DHS, koMmiukauuu Bo
PaHMOT MOCTONEpaTUBEH MepPUOJ, Ce PEruCTPUpaHu Kaj

15 (16,31%) u oBaa pasnuKa e M CTATUCTUUKK NOTBpPJIeHA
Kako BHCOKO curHudurantHa (p<0,001). Bo rpymata
UCIIUTAHMIM TpeTHpaHu co MeTogaTa PFNA, BHcOKo
curindukanTo (p<0,01) e yuecTBOTO Ha UCIIMUTAHUIM 0€3
PaHH MOCTOIEePaTUBHY KOMIUTMKAIMHM - 25 (89,29%).

Tabena 1. Panyu KOMIUTKALK

PaHy KoMITUKaLAK N %

He 102 85,0
Jla 18 15,0
BkymHo 120 100

Tab6esa 2. Tui Ha paHi KOMIUTUKALAN

Twn Ha paHU KOMITIMKAIUK N %
Dehiscenctio vulneris. Infectio localis 3 16,67
Hipertermia 6 33,33
Insuffitientio cardio-respiratorica 9 50,00
BkymHo 18 100
Cnuka 1. Tun Ha paHU KOMIUTUKAIUX
% 50
50
45
20 33,33
35
30
25 16,67
20
15
10
5
0 .
Dehiscenctio Hipertermia insuffitientio cardio-

vulneris respiratorica

Ta6ena 3. Tum Ha onepariyja / paHi KOMIUTHKALAK

Tun Ha Parin CraTucTHUKa
orepariuja ROMIUMKAIAM | BrymHo CUTHU(DMKAHTHOCT
HeMa nMa
77 15 iy
DHS 1 g2 60% | 16,31% p=0,0001
25 3 28
PENA | 89.29% | 1071% p=0,0055
JIUCKYCHJA

DpakTypaTa Ha KOMKOT € HajuecTo pe3yiaTaT Ha Maja
TpayMa. PaHaTa craOwin3alyja Ha (ppakTypata O IITO
TIOMAJIKy JIOKQJHU ¥ OIIITH KOMIUIMKAI[UM e IiefTa Ha
XUPYPLIKKOT 3adhat Kaj (hpaKTypu Ha TpoKcuMasieH hemyp.
EnmeMHONOIIKUTE CTYIMK TOKaKyBaarT IeKa HajuecT THIT
Ha TepujaTpucKa Tpayma Koja Oapa omepaTHBEH TPeTMaH
e TIOBp3aHa CO TOBpefiUTe Ha TPOKCMMATHUOT Kpaj Ha
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(heMypoT - ePTPOXaHTePHH 1 CYOTPOXaHTePHU (PPaKTypu
(78). DHS cuctemuTe ce CTaHapiHM CpPeACTBa 3a
(bMKcuparme Ha epTpoXaHTepHU (PPAKTYPH BO MOCTIETHUTE
HeKonky fetiennn (9,10,11), nako Bo offHOC Ha yroTpebaTa
Kaj HecTabumma (hpakTypy THe ce TOBP3aHK CO CTalKa Ha
HeycIex Koja IOCTUTHYBa 1 J10 23% (12,13,14).

lHTpamesiyapHuTe CHCTeMHM [00MBAaaT Ha 3Hauerbe
HeKajle BO OCYM/IECETTHTe TOJMHM Ofi MUHATHOT BEK
cO BOBeJlyBae BO yrmorpeba Ha gamma nail (15,16,17).
JHTpamesiyapHuTe CHCTEMM ja KOMOMHHMpaaT foOpaTa
MeXaHWYKaTa CTAaOWIHOCT CO MHHMMAJTHATa XMpYpIIKa
u3nokeHoct. Kommmukanuu Ha DHS  wummnanTaiuja
3a (pukcaluja Ha (paKkTypu Ha IPOKcHManeH (emyp
BK/IyUyBaaT OCTEOHEKpo3a Ha (emopajHaTa TI7IaBa,
packjionyBame Ha 3aBpTKaTa M IUIo4a, cut-out Ha
HaBOjoT off (peMopasHATa TIaBa, KpBaperme, XeMaToM U
nHpekyja Ha paHaTa. MHI[UeHaTa Ha H(DeKIMja Ha
paHa 1o ¢ukcaruja co DHS ce mBwku momery 5 u 16%,
MaKo VIoTpeOaTa Ha MPO(MIAKTUYKMA aHTHOWUOTHIM ja
Hamau crankata 1o 1% (18).

Crope HeKOM TPYAOBU Off CBeTCKaTa nuTepaTypa, PFNa
JlaBa TIOMAJIKy JIOKaIHM KOMIUIMKaLUK Bo ofHoc Ha DHS
TI0pajii TeXHUKaTa Ha orepatuBHUOT 3acar (9, 19).

3AK/IYYOK

PFNa uma MMHMMajeHO-MHBa3uBeH MpUCTal KOj MMa
Majl pe3, MOMAJO0 OIITETYBalke Ha JIOKATHOTO TKUBO,
ToMasia 3aryba Ha KpB U MOHKCKa IM0jaBa Ha XUPYpIIKa
nHpekuyja. Texunkata Ha DHS uma mojionro omnepaTuBHO
BpeMe, [IOrojieM XMPYPIIKU pe3 a Kako Moc/ejuIia Ha Toa
norojieMa MaHWIy/Ial[ija W OLITETYBambe Ha JIOKAJIHOTO
MeKO TKMBO CO TOC/IeJloBaTe/IHa TIorojieMa KpBo3aryoa.
Co ymoTpebara Ha PFNa ce mo6uja moman 6poj Ha paHu
KOMIDIMKAIIMK BO OJJHOC Ha yrorpebaTa Ha DHS.

JINTEPATYPA

1. Schwab CW, Kauder DR. Trauma in the geriatric patient.
Arch Surg.2002;127:701-706.

2. Fogagnolo F, Kfuri M Jr, Paccola CA. Intramedullary
fixation of pertrochanteric hip fractures with the short
AO-ASIF proximal femoral nail. Arch Orthop Trauma
Surg. 2004 Jan;124(1):31-7.

3. Saudan M et al. Pertrochanteric fractures: is there an
advantage to an intramedullary nail? A randomized,
prospective study of 206 patients comparing the dy-
namic hip screw and proximal femoralnail. ] Orthop
Trauma 2002; 16: 386 - 393.

Revisté mjekésore - MEDICUS | 94

Y A4

I Punime origjinale shkencore | Original scientific paper

4. Herrera A, Domingo LJ, Calvo A, Martinez A. A com-
parative study of trochanteric fractures treated with
Gamma nail or the proximal femoral nail. Int Orthop.
2002;26:365-9.

5. Tpmecku C., Kadranyues 1., Hepenxoa M, Kaes A,
TemenkoBcka-CredpanoBcka M. IlpBuunu pesynaratu
BO TPETMAHOT Ha CyOTPOXaHTepPHU M MePTPOXaHTApPHHU
ckpmenuiy co [IOHA merogor. Physioacta, 2011; Vol.5-
No.1:119-129.

6. Albareda J, Laderiga A, Palanca D, et al. Complications
and technical problems with gamma nail. Int Orthop.
1996;20:4750.

7. Tinetti ME, Falls In: Geriatric medicine 4th ed. New
York; Springer-Verlag, 2000;528-534.

8. Mann NC, Cahn RN, Mullins RJ, Brand DM, Jurkovich GJ.
Survival among injured geriatric patients during con-

struction of a state wide trauma system. ] Trauma. 2001;
50: 1111-1116.

9. Hrubina M, Skotak M, Béhounek J. Complications of
dynamic hip screw treatment for proximal femoral frac-
tures. Acta Chir Orthop Traumatol Cech. 2010 Oct; 77
(5):395-401.

10. Pioli G, Barone A, Giusti A, et al. Predictors of mortality
after hip fracture: results from 1-year follow-up. Aging
Clin Exp Res 2006; 18:381-7.

11.  Cumon Tpnecku, Mrop Kadraniues, Omisep ApcoBcku,
Anexo Kae. Pesyntatu o 364 onepaTiBHO TpeTHpaHu
TepUjaTpPUCKM TAlMeHTH CO TPOXAHTEPHH CKPIICHUIH
Ha Hagxonennnara. MEDICUS, 2011; Vol XV (1): 297-303.

12. Gundle R, Gargan MF, Simpson HRW (1995) How to min-
imize failures of fixation of unstable intertrochanteric
fractures. Injury 26:611-614.

13. Simpson AHRW, Varty K, Dodd CAF (1989) Sliding hip
screws: modes of failure. Injury 20:227-231.

14. Lorich DG, Geller DS, Nielson JH: Osteoporotic pertro-
chanteric hip fractures. Management and current con-
troversies. ] Bone Joint Surg Am 2004; 86: 398 - 410.

15. Butt MS, Krikler SJ, Nafie S, Ali MS (1995) Comparison of
dynamic hip screw and gamma nail: a prospective, rand-
omized, controlled trial. Injury 26:615-618.

16. Calvert PT(1992) The gamma nail—a significant advance
or a passion fashion? ] Bone Joint Surg Br 74:329-331.

17 Curtis MJ, Jinnah RH, Wilson V, Cunningham BW (1994)
Proximal femoral fractures: a biomechanical study to

compare intramedullary and extramedullary fixation.
Injury 25:99-104.



A

Punime origjinale shkencore | Original scientific paper I

18. Bodoky A, Neft U, Heberer M, Harder . Antibiotic proph- 19. Parker MJ, Handoll HHG. Gamma an other cephalo-

ylaxis with two doses of cephalosporin in patients man- condylic intreamedullary nails versus extramedullary
aged with internal fixation for a fracture of the hip. ] implants for extracapsular hip fraktures. Cochrane
Bone Joint Surg Am 1993;75(1):61-65. Muskuloskeletal injures Group Cochrane Database of

Systematic rewiews. 3, 2003.

EARLY COMPLICATIONS AFTER OPERATIVE TREATMENT OF PROXIMAL FEMUR
FRACTURES
S. Trpeski', I. Kaftandziev!, G. Velkovski!, I. Orana', Z. Temelkovski!, A. Kjaev!

! University Clinic of Traumatology, Medical faculty,
University St.. Cyril and Methodius, Skopje, Macedonia

ABSTRACT

Background: DHS and PFNA represent an effective way for the surgical treatment of stable and unstable fractures
of the proximal femur.

Aim: The main goal of this research presents an analysis of the comparison of early complications in the two most
used implants, DHS and PFNa.

Patients and Methods: The study was conducted at the University Clinic for Traumatology, Medical Faculty,
University “Ss. Cyril and Methodius” in Skopje in the period between May 2010 and June 2012. A total of 120
patients with hip fractures with age over 65 years were treated. Patient mean age was 71.5 years. The time frame
for the study was 30 days.

Results: In the early postoperative period a total of 18 patients (15%) had complications. In 50% of the patients (9
patients) a cardio-respiratory system failure occured, followed by hyperthermia in 6 patients (33.33%), and a total
of 3 patients (16.67%) had an operative wound infection and partial dehiscence of the operative wound.

Conclusion: The number of early complications is lower in the patient population with the use of PFNa in
comparison with the use of DHS.

Key words: DHS, early complications, hip fractures, PFNa.
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TIPARET PSIKOPATIKE TF PACIENTEVE ME SKIZOFRENI DHE
NDERLIDHJA ME SJELLJEN AGRESIVE RECIDIVUESE NE. SHERBIMIN E
PSIKIATRISE. FORENZIKE NE PRISHTINE

Nazmie F Ibishi!, Nebi Musliu', Zylfije Hundozi', Bekim Haxhiu'

1Qendra Klinike Universitare e Kosovés

Medicus 2013, Vol. 18 (2): 96-104

ABSTRAKT

Hyrje: Studimet e gjertanishme né lidhje me rolin e tipareve psikopatike té personalitetit dhe agresivitetit te
pacientét me crregullim té skizofrenisé jané té pakta.

Qéllimi: Qé té béhet evaluimi i tipareve psikopatike té pacientéve me skizofreni kryesve té veprave té ndryshme
penale si dhe ndérlidhja me sjellje agresive recidivuese.

Metoda: Né kété studim prospektiv jané pérfshiré 65 pacienté meshkuj me moshé mesatare 39,68+874 | vite
mesatare té sémundjes 15,54+10,42 e té diagnostikuar me diagnozén e skizofrenisé bazuar né DSM IV té cilét jané
vlerésuar né periudhé kohore dyvjecare duke pérdoré PANSS, BPRS, MMSE, PCL-R dhe HCR-20. Subjektet jané
ndaré né dy grupe bazuar né sjellje agresive, recidivues gjegjésisht jorecidivues.

Rezultatet: Nga 31 pacienté gé kané prezentuar me psikopati mbi >17 té pikéve nga PCL-R testi kané recidivuar
me sjellje agresive 18 apo 55,0% kurse né 13 raste apo 41,9% nuk kané recidivuar me sjellje agresive.Nga té dhénat
e dokumentacionit 12,3% kané gené vrasje, 40% dhuné familjare dhe 47,6% kércénim fizik . Grupet kané prezentuar
me dallime signifikante né matjet e faktoréve psikopatik F1 interpersonal/ afektiv né nivel té p<0.003 si dhe né
parametrat klinik té psikopatologjisé pozitive dhe negative bazuar né PANSS testin . Analiza e regresionit té
thjeshté linear tregon pér njé lidhje té dobét mes veprimit té faktoréve psikopatik F1 né shtimin e numrit té
incidenteve ku vlera e koeficientit Beta ishte R-0.376 me njé signifikancé prej p<0.002, kurse regresioni i thjeshté
linear mes veprimit té faktoréve psikopatik F2 né numrin e incidenteve tregon pér njé lidhje té forté ku vlera e
koeficientit Beta ishte R-0.857 me signifikancé té p<0.0001.

Konkludim: Violenca te pacientét e grupit me rrezik té larté pér sjellje agresive éshté e ndérlidhur jo vetém nga
simptomet aktive té sémundjes sé skizofrenisé por edhe nga tiparet psikopatike.Te skiozofrenét me rrezikshmeéri té
larté pér recidivizém éshté e mundur gé té pérmirésohen shkathtésité interpersonale té komunikimit, kontrolla e
hidhérimit, empatia ndaj viktimés si dhe redukimit té shtrembérimeve kognitive e qé sjellin deri te sjelljet agresive.

Fjalét kyqe: tipare psikopatike, skizofrenia,sjellja agresive

HYRJE

Psikopatia éshté definuar si manifestim i karakteristikave
interpersonale - afektive dhe té sjelljes pérfshiré
impulsivitetin, papérgjegjésiné, mungesén e empatisé apo
té fajit, génjeshtrave patologjike dhe dhuné persistente
ndaj normave sociale. (1,2,3)

sipérfagésor dhe manipulative kurse né aspektin e
tipareve afektive jané afatshkurtér dhe té paafté qé té
ndértojné kufinjé emocional me té tjerét me mungesé té
ndjenjés sé fajit. Kéto tipare interpersonale-afektive jané
té ndérlidhura me devijim social gé pérfshijné sjelljen e
papérgjegjshme dhe tendenca qgé té injorojné dhe sjellen
Né aspektin e tipareve interpersonale individét psikopatik dhunshém ndaj shogérisé (2) edhe pse jo té gjithé personat
jané pérshkruar si madhéshtor, arrogant, dominant, me psikopatibien né kundérshtim me ligjin dhe sistemin
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ligjor, tiparet e tyre i kategorizojné si grup me nivel té
larté pér agresivitet dhe dhuné.(4)

Kryesit e veprave penale me psikopati fillojné veprimet
kriminale dhe antisociale né moshé relativisht té re dhe
vazhdojné gjaté jetés me recidiva.(5)

Viktimat e kryesve té veprave me psikopatijané mé rrallé
anétarét e familjes dhe mé shpesh té huajté gjé qé nuk
ndodhé te kryesit tjeré té veprave penale me skizofreni
dhe se psikopatia shpesh ndodhé qé té ndérlidhet me
abuzim té substancave dhe alkoolit.(6,7) Prevalenca
e psikopatisé né grupin e kryesve té veprave serioze
penale me skizofreni éshté rritur dhe arriné deri né 20%.
(8,9,10,11)

Studimet e gjertanishme né lidhje me rolin e tipareve té
personalitetit sikurse éshté psikopatia dhe koomorbiditeti
me abuzim té substancave te pacientét me skizofreni
jané té pakta. Gjithashtu roli i kétyre faktoréve si
ndérmjetésues né sjellje agresive recidivuese te ky grup
i pacientéve éshté pak i studjuar.

Violenca e kryer nga personat me skizofreni éshté njé
fenomen heterogjen. Sjellja violente mundet me gené
e ndérlidhur me simptome specifike psikotike sikurse
jané deluzionet apo mendimet e kontrolluara dhe té
persekutimit (12) halucinacionet komanduese (13) por
lidhja mes violencés dhe simptomeve psikotike mundet
me gené edhe minimale. (14)

Pra simptomet psikotike nuk jané térésisht shkaktare
pér violencén te skizofrenia.Tiparet psikopatike munden
me gené shkak pér disa sjellje violente te pacientét me
skizofreni,sidogofté prevalenca e koomorbiditetit té
skizofrenisé dhe psikopatisé nuk éshté ende e garté. Né
komunitetin forenzik ky koomorbiditet nuk éshté mé
shumé se 4% sipas studimeve té Hart SD et al.Hodgins
S et al.&Rice ME et al. (15,16,17) kurse né té kundértén e
kétyre studimeve né njé studim té Rasmussen K et al.(18)
koomorbiditetit mes subjekteve té cilat kané shfaqur
violencé ekstreme ky komorbiditet mes skizofrenisé dhe
té psikopatisé ishte prezent né 17% té rasteve.

Pérvoja klinike dhe literatura e pérkrahin lidhjen mes
simptomeve aktive té skizofrenisé dhe sjelljes antisocial
por disa nga studimet nuk pérkrahin rolin e fenomenit
té deluzioneve dhe halucinacioneve (19,20,21) dhe se
simptomet negative te skizofrenia munden me gené
faktoré mbrojtés. (22)

Tiparet psikopatike té kryesve té veprave penale
recidivuese jané iritabiliteti, vetité antisociale, mungesa

e ndjenjave ndaj té tjeréve, grandioziteti, dyshimi,
bindjet joreale dhe déshtimi té mésojné nga pérvoja e
tyre. Aktualisht ka njé evidencé té bazuar se faktorét e
personalitetit ndérmjetésojné né sjellijen kriminale né
skizofreni (9,23,24,25).

QELLIMI

Bazuar né studimet e gjertanishme e té cilat jané té
pakta géllimi i kétij studimi ishte qé té béhet evaluimi i
tipareve psikopatike té pacientéve me skizofreni kryesve
té veprave té ndryshme penale si dhe ndérlidhja me sjellje
agresive recidivuese te ky subjekt brenda njé periudhe
kohore dyvjeqare té kétij studimi prospektiv.

MATERIALI DHE METODA

Né kété studim prospektiv u pérfshiné 65 pacienté té
gjinisé mashkullore té moshés mbi 18 vjeq, té hospitali-
zuar né shérbimin e Forenzikés pér meshkuj kurse pa-
cientet e gjinisé femrore nuk ishin pérfshiré né mungesé
té shérbimit té vecanté pér femra, dhe gé plotésonin kri-
teret diagnostike pér skizofreni bazuar né Klasifikimin
Ndérkombétar sipas DSM-IV.

Kriteret pérfshirése pér studim ishin: pacientét klinikisht
stabil dhe té afté qé té japin pélgimin, skizofrenia
e diagnostikuar té gjitha néntipet e saj paranoide,
dezorganizuar, katatonike, e paspecifikuar dhe reziduale.

Kriteret pérjashtuese ishin: crregullimet neurologjike
dhe prapambetjet mendore.

Pacientét ishin té hospitalizuar né periudhén Janar, 2010
gjer né Dhjetor, 2011 .

Té dhénat pér variablet psikopatike, simptomeve klinike
dhe sjelljes agresive ishin grumbulluar gjaté evaluimit
psikiatrik forenzik pér nevoja té gjykatés .

Matjet kané pérfshiré té dhénat sociodemografike té
cilat ishin grumbulluar nga dokumentacioni mjekésor
dhe intervistimi Kklinik, tiparet psikopatike ishin
vlerésuar duke pérdoré instrumentin matés PCL-R (Testi
i psikopatise sipas Hare) MMSE (Ekzaminimi mini-mental
i gjendjes mendore) skrining test pér pérjashtimin e
deficitit kognitiv, vlerésimi i simptomeve klinike ishte
i bazuar né instrumentet matése PANSS (Shkalla pér
simptome pozitive dhe negative té skizofrenisé) dhe
BPRS (Shkalla e vlerésimit té shpejté psikiatrik) si dhe
vlerésimi i sjelljes agresive duke u bazuar né testin HCR-
20 (Testi i vlerésimit historik, klinik dhe menagjimit té
rrezikshmérisé).
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Njé incident ishte konsideruar agresiv nése pacienti ishte
inicues apo agresor dhe nése ka pérfshiré agresivitetin
fizik ndaj stafit, pacientéve tjeré dhe té mirave materiale.
Grupi gé nuk kishte pérséritur sjelljen agresive nuk kishte
shkaktuar asnjé incident gjaté studimit prospektiv, kurse
grupi qé kishte pérséritur sjelljen agresive pérfshinte njé
e mé shumé incidente gjegjésisht sjellje agresive.

MATJET
Té dhénat demografike dhe psikosociale

Té dhénat nga historia e kaluar demografike dhe aspekte
té violencés pérfshiré moshén né dhunén e paré lloji
i veprés sé kryer si dhe abuzimi me substanca jané
grumbulluar nga té dhénat prej ekzaminimeve psikitrike
pérfshiré edhe intervistimin e strukturuar.

Vlerésimi i simptomeve klinike

PANSS (Testi i simptomeve pozitive dhe negative té
skizofrenisé)

Intenziteti i simptomeve éshté vlerésuar duke pérdoré
shkallén PANSS. Pyetjet e pérfshira né total jané 30 nga
té cilat 7 pérbéjné shkallén e vlerésimit té prezencés sé
simptomeve pozitive té sémundjes sé skizofrenisé, 7
pérmbajné pyetje nga vlerésimiiprezencés sé simptomeve
negative dhe 16 té tjera pér prezencé té shkallés sé
psikopatologjisé sé pérgjithshme.

BPRS (shkalla e vlerésimit té shkurtér psikiatrik té
simptomeve)

Béné vlerésimin e prezencés sé simptomeve psikiatrike
dhe pérmbané 24 pyetje me shkallézim nga 1 (nuk éshté
prezent simptomi) gjer 7 (prezencé ekstreme e simptomit).

HCR-20 (vlerésimi historik,klinik dhe i menagjimit té
rrezikut)

HCR-20 éshtéindaré né trinénshkallé dhe béné vlerésimin
e historisé sé sjelljes agresive .Nén shkalla historike gé
pérfshiné 10 pyetje qé ndérlidhen me variable statike nga
e kaluara e personit. Nénshkalla klinike pérfshiné 5 pyetje
gé ndérlidhen me statusin aktual dinamik té simptomeve
aktive té sémundjes madhore dhe 5 pyetje né nénshkallén
e menagjimit té rrezikut e qé kané té béjné me rrethanat
e trajtimit né té ardhmen né aspektin social.

PCL-R (Testimi i psikopatisé sipas Hare)
PCL-R éshté béré njé standard pér vlerésimin e psikopatisé
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né shérbimet forenzike. Pér kété arsye PCL-R éshté
njé instrument matés dhe valid pér matjen e tipareve
psikopatike.

Kriteret spcifike té rezultateve pér secilén shkallé
té PCL-R éshté i shkallézuar né tri nivele sa i pérket
prezencés sé simptomeve té caktuara psikopatike
(0-mungon, 1-pjesérisht prezent dhe 2-prezent). Shuma
totale e rezultatit té pikéve arrin nga zero gjer né 40,
rezultati i pikéve gjer 217 e mé shumé béhet fjalé pér
diagnozé té psikopatisé kurse rezultati i pikéve <17 nuk
béhet fjalé pér psikopati .

PCL-R testi pérbéhet nga dy faktoré: F1 qé pérmbané
tiparet interpersonale/afektive né 8 néngrupe qé
pérfshijné (sharm sipérfagésor, ndjenjé e madhéshtisé
dhe vetébesimit, mungesé e ndjenjés sé fajit,génjim
patologjik,manipulues mungesé e empatisé, afekt
sipérfagésor, déshtim né marrje té pérgjegjésive) si dhe
F2 qé pérmbané tiparet e sjelljeve sociale devijante me
12 néngrupe qé pérfshijné (nevoja pér stimulim,stil
parazitarijetés, kontrollé e dobét e sjelljes, sjellje seksuale
amorale,mungesé e qéllimeve reale afatgjate,problem
té hershme me sjelljen, impulsivitet, papérgjegjshmeéri,
delikuencé e hershme, martesa afatshkurtéra, anulim [
lirimit me kusht, papérgjegjshméri kriminale).

Analiza e té dhénave statistikore

Pér té dhénat e grumbulluara né analizén statistikore
jané pérdoré metodat deskriptive pér té dhénat
sociodemografike, frekuencés sé psikopatisé dhe veprave
té kryera. Pér verifikimin e domethénjes sé diferencés sé
mesatareve né variable klinike, psikopatike dhe sjelljes
agresive mes té dy grupeve éshté pérdoré t-student Testi
i pavaraur dhe Chi-square testi né nivel té signifikancés
sé p<0.05.

Gjithashtu né analizén e té dhénave éshté pérdoré testi
i regresionit linear pér pércaktimin e rolit prediktiv
té psikopatisé né numrin e incidenteve agresive ,si
dhe paragitja grafike e mesatareve té néngrupeve té
psikopatisé bazuar né PCL-R testin.

REZULTATET:

Té dhénat deskriptive sociodemografike sa i pérket
moshés, viteve té prezencés sé sémundjes,historisé
sé méhershme té trajtimit psikiatrik dhe historisé sé
abuzimit me substanca jané paragitur né tabelén 1.
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Tabela 1. Té dhénat sociodemografike né té dy grupet
recidivues vs jorecidivues

Grupi Grupi jo

recidivues | recidivues |  Totali p
N-37 N-28
Mosha 40,08+9,89 | 39,14+7,07 | 39,68+8,74 | 0.672
Vitet e
sémundjes 5,86+12,18 | 15,11+7,70 |15,54+10,42 | 0.774
Mosha né

agresivitet | 25,25+354 | 27,24+331 | 26,38+3,53 | 0.023
te paré

Po 25(53,2%) | 22(46,8%) | 47(72,3%)
Jo 15(83,3%) 3(16,7%) 18(27,7%)
R 0207
Po 9(75%) 3(25%) 12(18,5%)
Jo 28(52,8%) | 25(47,2%) | 53(81,5%)

Mosha mesatare e pacientéve té hospitalizuar me
skizofreni ishte 39,68+8,74 pa dallime signifikante mes
dy grupveve p<0.672, me vite mesatare té sémundjes
15,54+10,42 pa dallime signifikante mes dy grupeve
p<0.774, dhe me dallime signifikante sa i pérket moshés
né agresivitet pér heré té paré p<0.023. Nga totali 72,3%
kané pasur histori té méhershme té trajtimit psikiatrik
me dallime signifikante mes dy grupeve né nivel té p<0.05
dhe 18,5% prej té gjithé pacientéve kané pasur histori té
abuzimit me substanca pa ndonjé dallim signifikant mes
dy grupeve sa i pérket historisé sé abuzimit p<0.207.

Tabela 2. Té dhénat e frekuencés sé psikopatisé dhe
llojit té veprave té kryera né té dy grupet

Grupi | Grupi
recidivues | jorecidivues | Total N-65

N-37 N-28
Psikopatia <17 |  19(55,8%) 15(44,1) 34(52,3%)
Psikopatia>17 18(58,0%) 13(41,9%) 31(47,6%)
Lloji i veprés
Vrasje 3(37,5%) 5(62,5%) 8 (12,3%)
Phut e 12461%) | 14(538%) | 26(40%)
Kercenim 11(354%) | 20645%) | 31(47,6%)
Gjinia e
viktimés
Femér 13(46,4%) 15(53,5%) 28(43,0%)
Mashkull 20(54,0%) 17(45,9%) 37(56.9%)

Na tabelén 2. jané paraqitur té dhénat statistikore pér
frekuencén e psikopatisé né té dy grupet subjekte té
studimit. Nga 31 pacienté qé kané prezentuar me psikopati
me mbi >17 piké nga PCL-R testi kané recidivuar me
sjellje agresive 18 apo 55,0% té rasteve, kurse né 13 raste
prej kétij grupi apo 41,9% nuk kané recidivuar me sjellje
agresive. Sa i pérket llojit té veprés sé kryer penale nga
té dhénat e dokumentacionit 12,3% kané qgené vrasje,40%
dhuné familjare dhe 47,6% kércénim fizik. Pacientét me
skizofreni dhe elemente té psikopatisé kané kryer mé
shumé kércénime fizike né 83,8% té rasteve dhe dhuné
familjare né 16,2% té rasteve.Viktima kané gené né 43% té
rasteve té gjinisé femrore dhe 56,9% té rasteve té gjinisé
mashkullore.

Tabela 3. Té dhénat e karakteristikave psikopatike,
klinike dhe té rrezikshmérisé pér sjellje
agresive né grupin recidivues vs jo
recidivues

Grupi recidivues  Grupi jorecidiviues
N-37 N-28

Mesa- Dev Mesa- Dev
tarja | standard | tarja | standard P

PCLF1 6,50 +3,272 4,51 +]1,385 | <0.003*
PCLF2 1414 | 4,084 | 13,89 +4,917 0.829

PCL
total 2039 | 7913 18,65 +18,65 0.261

BPRS 62,22 | +7,378 61,21 +10,66 0.656
PANGP | 5332 | 9,936 | 4550 +7763 | <0.001**
PANN 2470 | 8,188 | 1846 +8,558 | <0.004*
PAN P 2265 | #5229 | 2175 6,287 0.532

PAN -
total 100,68 | +17,63 86,14 13,44 | <0.001

MMSE 24,30 +1,58 25,32 +191 <0.025*
HCR-20 25,54 +5,097 23,46 +5,309 0.115
p<0,05  **p<0,01

Né tabelén3. jané paraqitur té dhénat e karakteristikave
psikopatike, klinike dhe rrezikshmérisé pér sjellje agresive
né té dy grupet.Grupet recidivues vs jorecidivues kané
prezentuar me dallime signifikante né matjet e faktoréve
psikopatik F1 interpersonal/ afektiv né nivel té p<0.003,
né matjet e Shkallés sé simptomeve pozitive dhe negative
néngrupi i psikopatologjisé sé Pérgjithshme me dallim
significant p<0.001 mes dy grupeve ,dallime signifikante
mes dy grupeve né néngrupin e simptomatologjisé
negative ku p<0,004 si dhe dallime signifikante né
shkallén totale té simptomatologjisé negative dhe pozitive
né nivel té p<0.001.Né matjet e MMSE jané evidentuar
dallime signifikante mes dy grupeve né nivel té p<0,025.
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Né matjet tjera té parametrave klinik , psikopatik dhe
rrezikshmérisé nuk jané paragitur dallime signifikante
mes dy grupeve.

Figura 1. Té dhénat mesatare té tipareve
interpersonale/afektive PCL F1 né té dy
grupet

B Grupi recidivues
@ Grupi jo recidivues

Né figurén ljané paragitur té dhénat mesatare té
tipareve psikopatike F1 interpersonale/afektive né té dy
grupet.Matjet kané paragitur dallime signifikante mes dy
grupeve né néngrupet e psikopatisé F1ku grupi recidivues
ka prezentuar me vlera signifikante mé té larta né PCL
4 (génjim patologjik) né nivel té p<0.001 dhe néngrupin
PCL 5(manipulim) né nivel té p<0.05 .Né néngrupet tjera
té tipareve psikopatike PCL F1 nuk jané gjetur dallime
signifikante mes dy grupeve.

Figura 2. Té dhénat mesatare té tipareve té sjelljes
devijante sociale PCL F2 né té dy grupet

B Grupirecidivues

B Grupi jo recidivues

Sa i pérket té dhénave mesatare té tipareve psikopatike
F2 ku hyjné tiparet e devijimit social e té paragitura né
figurén 2.jané gjetur dallime signifikante mes dy grupeve
né PCL F 2 né néngrupet e PCL3 (nevoja pér stimulim)
né nivel té p<0.05, PCL13 (mungesé e qéllimeve afatgjate
reale) né nivel té p<0.001 dhe PCL14 (impulsivitetit) né
nivel té p<0.001. Né néngrupet tjera té PCL F2 nuk jané
gjetur dallime signifikante.
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Figura 3. Regresioni linear mes incidenteve dhe F1

Numri i incidenteve

PCL Faktor1

Né figurén3. éshté paraqitur regresioni i thjeshté linear
mes variables sé varur né kété rast numrit té incidenteve
dhe veprimit té PCL F1 tipareve interpersonale /
afektiv si variabél e pavarur ku éshté analizuar roli
prediktiv(parashikues) i faktoréve F1 té psikopatisé
né incidentet agresive gé kané ndodhur brenda késaj
periudhe kohore té studimit. Né kété rast ekzison njé lidhje
lineare pozitive e dobét mes veprimit té faktoréve F1 dhe
shtimit té numrit té incidenteve ku vlera e koeficientit
Beta si faktor relativ né pércaktimin e rolit prediktiv té
tipareve psikopatike F1 né numrin e incidenteve ishte
R-0.376 me njé signifikancé prej p<0.002.

Figura 4. Regresioni linear mes incidenteve dhe F2

8

Numri i incidenteve

PCL Faktor 2

Né figurénd. éshté paragitur regresioni i thjeshté
linear mes variables sé varur né kété rast numrit
té incidenteve dhe veprimit té PCL F2 té tipareve té
devijimit social si variabél e pavarur ku éshté analizuar
roli prediktiv(parashikues) i faktoréve F2 té psikopatisé
né incidentet agresive qé kané ndodhur brenda késaj
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periudhe kohore té studimit. Né kété rast ekzison njé
lidhje lineare pozitive e forté mes veprimit té faktoréve F2
dhe shtimit té numrit té incidenteve ku vlera e koeficientit
Beta si faktor relativ né pércaktimin e rolit prediktiv té
tipareve psikopatike F2 né numrin e incidenteve ishte
R-0.857 me njé signifikancé prej p<0.0001.

DISKUTIM

Gjetjet e kétij studimi demostrojné qé tiparet psikopatike
té personalitetit jané té ndérlidhura me sjelljen violente
te disa pacienté me skizofreni dhe grupi recidivues ka
paragitur dallime té réndésishme me grupin jorecidivues
sa i pérket prezencés sé tipareve psikopatike F1
interpersonale/afektive dhe ku grupi recidivist kishte
prezencé dukshém mé ta larté té kétyre tipareve.

Prevalenca e psikopatisé né grupin recidivues ishte né
58% té rasteve qé éshté dukshém mé i larté né raport
me té dhénat e Hart SD et al.1995 (26) né mostrén e té
sémuréve civil por qé éshté rezultat i njéjté me studimin
e Nolan et al.(9) gé kané gjetur né studimin e tyre se gati
dy té tretat e pacientéve violent me skizofreni ishin me
tipare psikopatike.

Po ashtu komorbiditeti mes skizofrenisé dhe psikopatisé
né grupin recidivues ishte pér 16% mé i larté se né grupin
jorecidviues pas matjeve me testin PCL-R e gé éshté
e njéjté me gjetjet e studimit té Nolan AK et al.(27) ku
grupi violent i skizofrenisé kishte njé komorbiditet me
psikopatiné né prevalencé prej 20% shumé se grupi i
pacientéve joviolent.

Né studimin toné grupi recidivues kishte piké mé ta larta
né néngrupet e PCL F1 sa i pérket tipareve té génjimit
patologjik dhe manipulimit kurse né néngrupet e PCL
F2 kishte piké dukshém mé té larta sa i pérket tipareve
té impulsivitetit, mungesés sé géllimeve afatgjata dhe
nevojés pér stimulim social .

Hulumtimet klinike pérkrahin ndérlidhjen mes
simptomeve aktive dhe sjelljes antisociale por jo té
gjiitha e pérkrahin rolin e fenomeneve mé specifike té
skizofrenisé sikurse jané deluzionet dhe halucinacionte
(Hafner &Boker, 1999; Taylor, 1985; Appelbaum et al,
2000; Arsenault et al, 2000) (21, 28, 29, 30). Simptomet
negative munden me qené faktoré protektiv sipas
Swanson et al.2006. (22) dhe se roli i simptomeve aktive
té skizofrenisé né violencé éshté mhbivlerésuar.

Né studimin toné jané gjetur dallime signifikante mes
grupit recidivues dhe jorecidivues sa i pérket simptomeve

aktive té sémundjes sé skizofrenisé matur me PANSS
testin né té gjitha néngrupet e saj kurse bazuar né BPRS
nuk jané gjetur dallime signifikante mes dy grupeve.

Mosha e hershme e paragitjes sé agresivitetit pér heré té
paré kishte dallime signifikante mes grupeve , ku grupi
recidivues rezulton me moshé mé té re té paraqitjes sé
agresivitetit.

Pacientét me skizofreni dhe me psikopati munden
qé té klasifikohen né njé néntip té skizofrenisé qé e
karakterizon paragitja e hershme e simptomeve té
crregullimit té personalitetit dhe sjelljes violente.

Abuzimi me substanca ka qené present né 18% té rasteve
né té dyja grupet pa dallime signifikante pér dallim nga
studimi i Swanson JW et al.1994(31) qé kané gjetur dallime
signifikante mes dy grupeve violente dhe joviolente.

Sipas studimeve té (Moran et al, 2003; Nolan et al,
1999; Moran & Hodgins, 2004; Tengstrom et al, 2004)
(9,23,24,25) tani ka njé evidencé qé faktorét e personalitetit
ndérmjetésojné né kriminalitet te skizofrenia dhe se
tiparet psikopatike té recidivistéve kryes té veprave penale
qé dominojné jané mungesa e pendimit dhe impulsiviteti
e (é jané té njéjta me gjetjet né studimin toné.

Né studim kemi gjetur lidhje linare mé té dobét mes
komponentés interpersonale/ afektive dhe numrit té
incidenteve violente e qé éshté né kundérshtim me
studimin e Hare RD et al.2006. (32)

Studimet e Hodgins et al, 1998, Wallace et al,1998;
Arsenault et al, 2000; dhe Walshet al, 2001.(16,30,33,34)
kané gjetur se ka njé ndérlidhje mes sindromés sé
skizofrenisé dhe rritjes sé shkallés sé sjelljes antisociale
dhe violencés .(35)

Né kuadér té késaj evidence né studimin toné kemi gjetur
lidhje mé té forté lineare né analizén e regresionit mes
komponentés sé devijimit social dhe numrit té incidenteve
violente ku me prezencén e kétyre tipareve psikopatike
si faktor prediktiv shtohet numri i incidenteve violente,
e qé konfirmon studimet e gjertanishmre qé kané gjetur
ndérlidhje té forté né analizén e regresionit mes violencés
dhe psikopatisé me devijim social.(10)

Kurse né studimet e Skeem JL.et al.2001, 2003, 2005
(36,37,38) gjetén se té dy komponentet e psikopatisé ishin
té ndérlidhura me violencén né komunitet te pacientet
psikiatrik . Kjo diskrepancé mes studimeve té gjertanishme
mundet me qené shkak i diferencés mes mostrave civil-
forenzik dhe brenda spitalor - jashtéspitalor.
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KONKLUDIM

Predispozitat gjenetike dhe procesi i skizofrenisé
ndikon qé te disa té sémuré té mbizotérojné tipare té
personalitetit dhe géndrime qé munden té klasifikohen
si kriminogjene.

Violenca te pacientét e grupit me rrezik té larté éshté
e ndérmjetésuar jo vetém nga simptomet aktive té
sémundjes por edhe nga faktorét e personalitetit
vulnerabil dhe tipareve psikopatike.

Trajtimi i simptomeve aktive té sémundjes sé skizofrenisé
nuk do ta zvogélonte mundésiné e sjelljes violente te
meshkujt me profil té larté té tipareve psikopatike.

Redukimi i mundésisé sé violencés varet né shkallé té
madhe nga modifikimi i kétyre faktoréve dhe sjelljes qé
gjenerojné ato. Crregullimet e personalitetit si etnitete
munden me gené té patrajtueshme por disa elemente té
tyre kané mundési té modifikohen dhe pérmirésohen .
Te skizofrenét me rrezikshméri té larté pér recidivizém
éshté e mundur @é té pérmirésohen shkathtésité
interpersonale té komunikimit, kontrolla e hidhérimit,
empatia ndaj viktimés si dhe redukimi i shtrembérimeve
kognitive qé sjellin deri te sjelljet agresive.

Prevenca e violencés né té ardhmen kérkon njé casje
gé ka pér objektiv té trajtojé faktorét kriminogjen té
personalitetit si dhe inkurajimin e rrjetit social dhe
relacioneve sociale.
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PSYCHOTIC FEATURES IN THE PATIENTS WITH SCHIZOPHRENIA AND RELATIONSHEEP
WITH AGRESIVE RECIDIVANT BEHAVIOR IN THE SERVICE OF FORENSIC PSYCHIATRY IN
PRISHTRINA

Nazmie F Ibishi!, Nebi Musliu',Prof.Dr.Zylfije Hundozi', Bekim Haxhiu!

! University Clinical Centre of Kosovo

ABSTRACT

Background: Until now studies related to the role of personality as psychopathic traits in patients with
schizophrenia disorder violence are scarce.

Aim: To evaluate the psychopathic traits of inpatients with schizophrenia disorder offenders and its relationship
with aggressive behavior recidivism

Methodology: In this prospective study were included 65 male offenders diagnosed with schizophrenia disorder
according to DSM-1V ,during two year period time using PANSS, BPRS, MMSE, PCL-R and HCR-20.The mean age was
39,68+8,74 with mean duration of illness 15,54+10,42. The subjects were divided in two groups based on aggressive
behavior recidivism , the group who recidivate vs non recidivate.

Results: By 31 inpatients with psychopathic scores >17 according to PCL-R test 18 or 55.0% were recidivate
with aggressive behavior while 13 cases or 41,9% didn’t recidivate. According to medical records 12,5 % of all
offences have been murders, 40% were domestic violence and 47,6% were physical threatening. Both groups were
significantly differed in terms of F1 interpersonal/affective traits in p<0.003 level and clinical variables PANSS test.
Simple linear regression analysis showed weake relation between F1 psychopathic traits and number of incidents
with R coefficient value R-0.376 and significance level of p<0.002,while simple linear regression analysis of F2
psychopathic traits showed strong relationship with increased number of incidents with % coefficient value R-0.857
and significance level of p<0.0001.

Conclusion: The violence of inpatients with high risk was related not only by active symptoms but also by
psychopathic traits.

At schizophrenia disorders in patients group with high risk for recidivism is possible to improve interpersonal
skills of communications, anger control, empathy toward the victims and reduction of cognitive distortion leading
to aggressive behavior.

Key words: psychopathic traits, schizophrenia disorder,aggressive behavior
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MBIPESHA DHE OBEZITETI TEK ADOLESHENTET NE SHQIPERI

Enkelejda Shkurti!, Diamant Shtiza?, Angela Andreoli > Diederik Aarendonk*

IFakulteti i Shkencave Mjeksore Teknike, Universiteti i Mjeksisé,
2Qendra Spitalore Universitare “Néné Tereza”, Tirana,
3Universiteti i Romés,

*Koordinator i Forumit, Forumi Evropian i Kujdesit Shéndetsor, Utrecht, Hollandé
Medicus 2013, Vol. 18 (2): 105-109

ABSTRAKT

Hyrje: Evidencat flasin pér njé informacion té kufizuar té mbipeshés dhe obezitetit tek adoleshentét shqgiptaré.
Qéllimi i studimit ka té béjé me investigimin e modeleve té peshés trupore té adoleshentéve gé frekuentojné
shkollén né Shqgipéri si dhe ndértimin e nje prevalence kombétare té mbipeshés dhe adoleshentéve shqiptaré.

Metodat: Njé studim transversal i bazuar mbi njé mostér te shtresézuar té 1786 adoleshentéve gé frekuentojné
shkollén, nga té cilét 706(39%) meshkuj dhe 1081(61%) femra u zhvillua né Shqipéri né periudhén Janar-Dhjetor
2012. Ata u intervistuan dhe u ekzaminuan pér peshén dhe gjatésiné duke pérdorur teknika té standartizuara.

Rezultatet: Duke u bazuar te klasifikimi i OBSH (2007) pér peshén dhe gjatésiné rezultoi se 4.4% ,95% Cl 3.5-5-
4 e adoleshentéve ishin mbipeshé nga té cilét 32.9% femra dhe 67.1% meshkuj me njé ndryshim statistikisht te
réndésishém mes tyre, p<0.01. Prevalenca e pérgjithshme e mbipeshés tek adoleshentet femra ishte 2.4%, ndérsa
tek meshkujt 7.5%. Prevalenca e obezitetit grada I rezultoi 0.4%, grada Il 0.3%, dhe grada III 0.1% 95% CI 0.02 - 0.3
nga totali i pjesémarrésve né studim. Njé gjetje e réndésishme e kétij studimi éshté se 70.8% e adoleshentéve gé
frekuentojné shkollén ishin né peshé normale, 20% e tyre nénpeshé ku 71.7% e tyre ishin femra, p<0.01.

Konkluzionet: Aktualisht mbipesha dhe obeziteti nuk éshté njé problem i réndésishém tek adoleshentét né
Shqipéri. Prevalenca éshte mé e larté tek djemté sesa tek vajzat. Né kéndvéshtrimin toné nivelet e ulta té mbipeshés
dhe obezitetit lidhen me popullaritetin e nje stili té shéndetshém midis té rinjve shqgiptaré. Pavarésisht nga kjo,
strategji te promocionit shéndetsor duhen implementuar me géllim gé té parandalohen rritje té mundshme te
prevalencés sé mbipeshés dhe obezitetit né té ardhmen e afért ne Shqipéri.

HYRJE sindromit metabolik si dhe té sémundjes kardiovaskulare

Mbipesha dhe obeziteti jané té mirénjohura si probleme
té shéndetit publik né vendet e zhvilluara.Vecanérisht
obeziteti tek fémijét dhe adoleshentét pérbén njé
shqgetésim té madh (OBSH 2000). OBSH ka vlerésuar se né
vitin 2000 1.6 bilion dhe 400 milion individé né moshén
mbi 15 vjec ishin mbipeshé dhe obezé respektivisht.1
Té dhénat e survejancés indikojné pér njé prevalencé
té larté té mbipeshés dhe obezitetit jo vetém né vendet
e zhvilluara por dhe né ato ne zhvillim.(2,3) Prevalenca
e mbipeshés dhe obezitetit éshté né rritje dhe né
Shqipéri, gjé qé i dedikohet urbanizimit te rritur dhe
ndryshimeve né zakonet e té ushqyerit. Mbipesha dhe
obeziteti né adoleshencé lidhet me rritjen e incidencés sé

asimptomatike, si dhe njé grupim te faktoréve té rrezikut
kardiovaskular si hipertensioni, diabeti mellitus 2, etj.
(4,5,6)

METODOLOGJIA

Ky éshté njé studim transversal (cross-sectionnal) i bazuar
né njé mostér pérfagésuese kombétare té popullatés
sé adoleshentéve né Shqipéri nga 14-20 vjec. Studimi u
zhvillua né periudhén Janar-Dhjetor 2012 dhe mostra u
pérbé nga 1786 individeé.

Protokolli i studimit mori né konsideraté pérmbushjen
e njé pyetsori anonim té strukturuar qé pérfshinte

105 | Medical Journal - MEDICUS



informacionin demografik dhe socio-ekonomik (moshén,
seksin, vendbanimin, nivelin socio-ekonomik), sjelljet
shéndetsore (duhanpirjen, konsumin e alkoolit, aktivitetin
fizik né shkollé dhe né kohén e liré dhe zakonet dietike
si preferencat ne ushqime) dhe matjet antropometrike:
peshén, gjatésiné dhe llogaritjen e BMI (indeksit té masés
trupore). Nje leje me shkrim u sigurua nga Ministria e
Arsimit e Shqipérisé pér té zhvilluar studimin né shkollat
e mesme né regjione té ndryshme te vendit. Matjet e
peshés dhe gjatésisé u kryen nga studenté te Fakultetit
te Mjeksisé dhe Infermierisé gqé u trajnuan pér kété
detyré. Pesha dhe gjatésia u matén duke pérdorur “Seca”
stadiometer sipas UNICEF me njé sensitivitet prej 0.1 cm
dhe 0.1 kg respektivisht.

BMI u llogarit si raport i peshés(kg) me katrorin e
gjatésisé(m). Vleresimi i prevalencés sé mbipeshés dhe
obezitetit u bé duke iu referuar standarteve te Task
Forcés Internacionale pér obezitetin. (7) Sipas referencés
sé OBSH pér 2007 té dhénat e prevalencés u kalkuluan
duke pérdorur krahasimin me Qendrén e Kontrollit té
Sémundjeve pér vitin 2000.(8) Historia dietike u vlerésua
duke i pyetur studentét cfaré vaktesh konsumonin
rregullisht, nése e merrnin ushqimin né njé fastfood
dy ose mé shumé heré né javé, cilat lloje drithérash,
perimesh dhe frutash kané konsumuar javén e kaluar?,
etj. Ndérsa aktiviteti fizik u testua duke i pyetur studentét
pér frekuencén e té génit aktiv pér njé total prej 60 min né
dité si dhe pér mesataren e lojrave té kohés sé liré (vallzim,
futboll, volejboll, basketboll) dhe jeta sedentare pérmes
kohézgjatjes sé té parit televizion si dhe té pérdorimit
té kompjuterit dhe internetit. Perceptimi psikologjik i
peshés u krye me pyetje té lidhura me vetépércaktimin
e peshés, te dietés dhe veprimeve té kryera ne lidhje me
peshén e subjektit.

Analiza statistikore u krye duke pérdorur paketén SPSS
versionil5.0 software pér Windows (SPSS Inc., Chicago,
IL, USA). Mesataret dhe deviacionet standarte u llogaritén
sipas gjinisé. Vlerat mesatare u krahasuan duke pérdorur
testin e Studentit. Pér té pércaktuar mbipeshén dhe
obezitetin té bazuar tek BMI numrat e observuar dhe te
pritshem per cdo kategori u krahasuan duke pérdorur
testin x2. Koeficienti i korrelacionit té Pearson u pérdor
pér té zbuluar lidhjen midis obezitetit dhe grupmoshave.
Vendosém te aplikonim njé sinjifikancé statistikore
konservative me P= 0.01 pér té zvogéluar gabimin e tipit
té paré.
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REZULTATET

Ky studim pérfshiu 1786 adoleshenté qé frekuentojné
shkollén né Shqipéri, nga te cilét 705( 39%) jané meshkuj
dhe 1081(61%) jane femra. U gjet njé ndryshim statistikor
sinjifikant pérsa i pérket gjinisé (y>= 78.737 p < 0.01).
Mosha e pjesémarrésve né studim ishte né rangun 13-22
vjec. Lidhur me shpérndarjen né lidhje me gjininé, vihet
re njé numér mé i madh femrash né grupmoshén 13-17
viec me 808 (58.5%) studenté, ndérkohé qé 574 (41.5%) jané
meshkuj. Né grupmoshén 18-22 vjec pjesa mé e madhe e
pjesémarrésve né studim jané femra ( 273 or 67.6%).

Tabela 1. Statistika e pérmbledhur e moshés

Mosha minimale 13.0000
Mosha maksimale 22.0000
Mosha mesatare 16.4020
95% CI pér mesataren 16.3281t0 16.4760
Mediana 16.0000
95% CI pér medianén 16.0000 to 16.0000
Varianca 2.5386
Deviacioni Standart 1.5933
Test Kolmogorov-Smirnov | nuk pranohet normaliteti
pér shpérndarje normale (P<0.001)
Tabela 2. Té dhénat sociodemografike té
pjesémarrésve né studim

Faktorét Socio-demografiké N % P
Gjinia <0.01

Femra 1081 60.5

Meshkuyj 705 39.5
Grupmosha, vite <0.01

13-17 1382 774

18-22 404 22.6
Arsimi

Klasa 9 393 22.0

Klasa 10 375 21.0

Klasa 11 420 23.5

Klasa 12 379 21.2
Vendbanimi

Jug 523 29.3 <0.01

Sh. e Mesme 947 53.0

Veri 316 177
Niveli ekonomik <0.01

[ larté 210 11.8

I mesém 1496 83.8

[ulét 80 45
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Tabela 3. Statistika e pérmbledhur e Gjatésisé dhe 79(4.4%) studenté ishin me nénpeshé té theksuar nga

Peshés sé nxénésve

Figura 1. Box-plot i gjatésisé dhe peshés se nxénésve

te cilét 63(7.97%) jané femra dhe 16 (20.3%) meshkuj me
njé ndryshim sinjifikant statistikor mes tyre (p < 0.01).

Gjatesia Pesha 357 (20%) prej tyre u gjetén si nénpeshé, nga té cilét 256

Vlera minimale 120.0 32.0 (71.7%) ishin femra dhe 101(28.3%) meshkuj.Vihet re njé
Vlera maksimale 194.0 107.0 predominancé e peshés normale me 1256 (20%) studenté
Mosha mesatare 1676 574 me njé ndryshim statistikor sinjifikant me kategorité
. e tjera té peshés (x2= 66.8 p < 0.01). 79 (4.4% 95%CI3.5
954)_0 for the mesataren | 1672-1680 | 369-5/8 -54) studenté ishin mbipeshé, ku 26 (32.9%) ishin femra
Mediana 168.0 56.0 dhe 53 (671%) meshkuj me njé ndryshim statistikor
95% Cl for the medianen | 1670-168.0 | 55.0-56.0 | sinjifikant mes tyre. Prevalenca e obezitetit klasa I
Varianca 72.8 98.7 rezultoi 0.4 % e meshkujve, sepse adoleshentet obese
Deviacioni standart 85 99 grada e I ishin 3 (0.2% 95%CI 0.07 - 0.5) nga totali prej

1786 e adoleshentéve, kurse prevalenca e obezitetit grada
[T prekte 0.3% te meshkujve dhe sé fundmi obeziteti grada
III prekte 0.1% té femrave dhe meshkujve.

110
n
100'_ Tabela 4. Klasifikimi i nxénésve sipas shkallés sé BMI
| dhe sipas gjinisé
90 o % o
O o]
30-_ Sk Shkalla e BMI Femra | Meshkuj Total
2 | Nénpeshé i theksuar 63 16 79 (4.4%)
£ 70r Nénpeshé 256 | 101 | 357(20.0%)
& ol Normal 735 529 | 1264 (70.8%)
. Mbipeshé 26 53 79 (4.4%)
S0F- Obez Grada 0 3(0.2%)
0 Obez Grada II 0 2(0.1%)
L Obez Grada III 1 2(0.1%)
30 I Total 1081 705 1786
200
- g DISKUTIMI
190} —oo00ofocoo
i Vlerat e prevalencésjané té réndésishme pér té pércaktuar
180 survejancén e mbipeshés dhe obezitetit. Duke marré
i parasysh té dhénat e pérftuara nga njé studim i kryer né
E 1R Tirané né vitin 2001, pér modelet e peshés trupore tek
g 160.— popullata adulte u gjet se prevalenca e obezitetit ishte
2 | 22% te meshkujt dhe 30% te femrat. (9)
B 4 S B Duke marre né konsideraté studimin toné ne vumé re njé
140; Eb ndryshim té madh né nivelet e mbipeshés dhe obezitetit
| o pér vitin 2001 tek adultet, ndérsa né kategoriné e
130} adoleshentéve kéto vlera jané shumé té ulta (4.4%). Rritja
0 i . e niveleve té prevalencés sé mbipeshés dhe obezitetit

Duke iu referuar klasifikimit té OBSH (2007) si dhe atij
té CDC(Qendrés sé Kontrollit té Sémundjeve) rezultoi se

pas regjimit komunist deri né vitin 2000 i dedikohet
ndryshimeve ekonomike dhe kulturore si dhe vendosjes
sé demokracisé me instalimin e tregut te liré, influencés
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sé medias dhe ndryshimeve nutricionale si dhe rritjes sé
aksesit ndaj fastfood-eve. Bazuar né té dhénat e vendeve
té tjera né tranzicion10,11 ka mundési qé urbanizimi i
rritur dhe modernizimi i stilit te jetesés (ndryshimet
dietike, inaktiviteti i rritur, duhani) kane luajtur njé rol
kyc né kété drejtim.

Duke pasur parasysh studimin toné duhet té themi
me krenari se nivelet e mbipeshés dhe obezitetit tek
adoleshentét né Shqipéri respektivisht (4.4%; 0.4%) jané
nga mé té ultat ne Evropé, duke iu referuar té dhénave
té Task Forces Internacionale pér Obezitetin (IOTF), qé
paraget trendin global pér obezitetin. Pra, né kété aspekt
ne mund té krahasojmé té dhénat tona pér mbipeshén
dhe obezitetin me ato té Estonisé. Letonisé dhe Turgisé.

Né vende si Kina dhe Tajlanda (12,13), prevalenca e
mbipeshés dhe obezitetit éshté mé frekuente tek djemté
sesa tek vajzat ashtu si dhe né Shqipéri sipas té dhénave
té studimit toné.

Njé nga pikat e forta té studimit éshté se ai ka gené
anonim bazuar né njé mostér pérfagésuese té madhe
kombétare. Ndérsa njé limit i tij éshté natyra kros-
seksionale e studimit qé pérjashton konkluzione té
lidhura me rastésiné dhe mospérfshirjen e adoleshentéve
té cilét kané 1éné shkollén dhe mund té jené shtresa mé
vulnerabél. Si rezultat njé kérkim i métejshém nevojitet
pér té pérfshiré né studim dhe adoleshentét qé nuk kané
frekuentuar shkollén.

KONKLUZIONE

Njé argument lidhur me nivelet e ulta té mbipeshés dhe
obezitetit tek adoleshentét né Shqipéri do té ishte dieta
mediterrane me fruta dhe perime, vaktet e konsumuara
né shtépi apo mé shumé ushgime té shéndetshme,
rritja e aktivitetit fizik, gjimnastika, aerobia, tendenca e
djemve dhe e vajzave pér t'u kujdesur pér imazhin e tyre,
influencuar nga media dhe televizioni qé promovojné
individét eleganté sinjé ményré pér té gené té suksesshém
né jeté. Vihet re sé fundmi rritja e presionit social mbi
meshkujt qé ka vendosur njé ideal jorealist trupor me
yndyrna té pakta dhe njé figuré muskulore té fugishme
gé mund te cojné né njé rritje té konsiderueshme té
crregullimimeve té ushqyerjes.14Aktualisht shqetésimet
pér peshén trupore jané konsideruar né ményré
universale si probleme tipike femérore. Si rezultat
presioni pér té gené e dobét do té kishte njé ndikim mé
té madh tek vajzat. Nje gjetje interesante e studimit
toné éshté se njé pérqindje e larté e adoleshentéve qé
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frekuentojné shkollén rreth 70.8% jané né peshé normale.
Identifikimi i shtigjeve pér té dizenjuar programe né
fushén e promocionit shéndetsor dhe té shéndetit pozitiv
éshté esencial. Sipas opinionit toné nivelet e ulta te
mbipeshés dhe obezitetit dhe proporcioni i madh i peshés
normale brenda popullatés sé adoleshentéve i dedikohet
popullaritetit té stilit té shéndetshém té jetés midis té
rinjve.

Megjithaté njé konkluzion tjetér interesant i studimit toné
éshté se 20% e pjesémarrsve kryesisht vajza reflektuan
probleme té nénpeshés. Kjo éshté nje céshtje serioze, si
pasojé duhet té implementohen strategji qé prekin kété
problem né Shqipéri, né té ardhmen e afért.

Konflikt interesi: Asnjé.
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ABSTRACT

The aim of the study was to investigate the body weight models among Albanian adolescents school students and
the prevalence of overweight and obesity.

Methods

A cross-sectional study on a stratified sample of 1786 adolescents, 705( 39%) males and 1081(61%) females was
conducted in Albania in January-December 2011. They were interviewed and examined for weight and height using
standardized techniques.

Results

Regarding 2007 WHO classification for BMI scale it resulted that 4.4% 95% CI 3.5 -5.4 adolescents were overweight
(32.9% females,67.1% males) with a statistically significant difference among them, p<0.01. The prevalence of
overweight in adolescent females was 2.4%, in males was 7.5% . The prevalence of obesity class I resulted 0.4%, the
obesity class 11 0.3% and obesity class III 0.1% 95% CI 0.02 - 0.3 from the total of participants. A remarkable finding
of our study was that 70.8% of adolescent students were in normal weight, 20% of them underweight, 71.7% were
females, p<0.01.

Conclusion

Actually overweight and obesity isn’t a big public health problem among adolescents students in Albania. The
problem is more prevalent among boys. In our opinion, the low levels of overweight and obesity are related to a
popularity of healthy lifestyle among the youngsters. However, strategies to prevent the possible increase of the
prevalence of overweight and obesity should be implemented in the near future in our country.

Keywords: Adolescents, overweight, obesity, Albania
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ABSTRAKTI

Hyrje: Vaji i ullirit (VU) éshté njé ushgim me vlera té larta ushqyese, té cilat i dedikohen pérmbajtjes sé acideve
yndyrore, né vecanti acidit oleik dhe pranisé sé antioksidantéve natyrale, polifenoleve. Shqipéria ka potenciale té
médha pér prodhimin e VU, prandaj vitet e fundit ka géné prioritet i politikave bujgésore té geverisé.

Qéllimi: Vlerésimi i cilésisé sé VU, té deklaruar si “ekstra i virgjér” (EV), bazuar né disa tregues té cilésisé dhe
natyralitetit té pércaktuar né legjislacionin kombétar, harmonizuar me até Europian.

Materiale dhe metoda: Mostrat jané marré né fabrika prodhimi dhe né treg, gjaté sezonit 2011-2012. Analizimi i
treguesve bazé té cilésisé (aciditeti, peroksidet, koeficientét e pérthithjes K., dhe K., dhe AK) u krye né laboratorin
e akredituar “ADAMA” né Tirané, ndérsa pérmbajtja e acideve yndyrore (PAY) dhe polifenoleve (PP), né laboratorin

e Universitetit Kombétar té Athinés.

Rezultatet : Vajrat nga prodhimi, rezultuan 100 % origjinal “vaj ulliri”, me pérmbajtje té acidit oleik relativisht
té larté (70-75%) dhe PP té mesme, ndérsa 35 % e tyre rezultuan jo konform standartit pér kategoriné “EV”. Né
treg (20%) rezultuan vajra “té pérzier” jo origjinal, (60%) me tregues té cilésisé jo konform standartit dhe me
PP shumé té ulét.

Konkluzione: Vajrat nga prodhimi jané origjinale dhe mé cilésore, ndérsa né treg konstatohen edhe vajra jo
origjinal, té ndryshuar gjaté ruajtjes ose té pérzier me vajra me kosto té ulét dhe qé paraqesin cilési mé té dobét.

Fjalékyce: acide yndyrore, tregues cilésie, kritere natyraliteti, vaj ulliri ekstra i virgjér, polifenole.

HYRJE

Vitet e fundit zhvillimi i sektorit té prodhimit té ullirit dhe
pérpunimit té tij, ka qéné prioritet i politikave bujgésore
té geverisé. Kéto politika kané cuar né rritjen e prodhimit
té vajit té ullirit dhe konsumit té tij nga konsumatori
shgiptar. Por, duke géné njé produkt ushgimor me
pérfitime té larta ekonomike, vaji i ullirit ka qéné objekt i
fallsifikimeve nga operatorét e hiznesit ushqimor, duke e
deklaruar sivaj cilésor té kategorisé “ekstra i virgjér” ose
pérzier me vajra té tjeré me kosto té ulét. Pér té siguruar
njé vaj cilésor dhe té sigurt né treg pér konsumatorin
dhe parandalimin e konkurencés sé pandershme,
jané pércaktuar rregullore strikte nga COOI (Késhilli
Ndérkombétar i Vajit té Ullirit) dhe Bashkimi Europian
(BE) né lidhje me kriteret e cilésisé dhe natyralitetit té
tij, té cilat po transpozohen né legjislacionin kombétar,
pérkatésisht:
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Ligji, nr. 87/2013,“Pér kategorizimin e prodhimit,
emértimin dhe tregtimin e vajit té ullirit dhe vajit té
bérsisé sé ullirit”; Vendimi i Késhillit té Ministrave,
Nr.475, daté 10.7.2003 “Pér miratimin e rregullores “Pér
karakteristikat e vajrave té ullirit”, e cila éshté pérafruar
me Regulloren e BE-sé, 2568/91 dhe éshté né proces
miratimi té afért.

Ky studim ka pér géllim vlerésimin e cilésisé sé vajrave
té ullirit né tregun shqiptar, té déklaruar si “ekstra té
virgjér”, bazuar né disa tregues kryesoré té cilésisé dhe
natyralitetit té pércaktuar né legjislacion [1],(2],[3]. Nga
monitorimet, konstatohet qé vajrat cilésore tregétohen
kryesisht me porosi direkt nga fabrika dhe nuk arrijné
té dalin né treg tek konsumatori i fundit, pér arsye té
konkurencés sé pandershme, kostos reale mé té larté se
vajrat né treg. Prandaj vlerésimi i cilésisé sé vajrave qé
mbizotérojné né tregun shqiptar, tek konsumatori i fundit
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dhe vajrave né prodhim, éshté i réndésishém pér njohjen
e situatés reale dhe ndérhyrjen e strukturave té kontrollit
pér té siguruar vaj cilésor né treg pér konsumatorin dhe
ndéshkimin e fallsifikatoréve.

MATERIALE DHE METODA

MOSTRAT

Mostrat pér analizim u grumbulluan gjaté sezonit té
prodhimit 2011-2012, pérkatésisht direkt né fabrikat
kryesore té prodhimit 20 mostra dhe né treg 10 mostra
(5 nga prodhues vendés dhe 5 nga importi). Mostrat
nga prodhimi, deklarohen si vaj i kategorisé “Ekstra i
virgjér” dhe i pérkasin zonave kryesore té prodhimit si:
Vloré, Sarandé, Tirané, Berat dhe Elbasan. Pér mostrat
nga prodhimi u mor informacioni: mbi varietetin e
ullirit té pérpunuar (5 mostra monovarietete si Kalinjot,
Frantoi, Mixan, Nisiot dhe Ulli Kokérmadh i Beratit dhe
5 mostra pérzierje varietetesh). Gjithashtu mostrat né
treg i pérkasin prodhuesve vendés dhe té importit qé
mbizotérojné né tregun shqipétar, té cilat deklarohen né
etiketé si Vaj Ulliri Ekstra i Virgjér.

Mostrat jané ruajtur dhe transportuar né kushte

frigoriferike, né shishe té erréta né 6°C dhe jané analizuar
né Laboratorin e Akredituar té Shoqatés “Adama”
né Tirané dhe né Universitetin Kombétar té Athinés,
Departamenti i Kimisé.

METODAT ANALITIKE

Parametrat fiziko-kimiké té cilésisé si: aciditeti i liré,
vlera e peroksideve, koeficientét e pérthithjes ultraviolet
(UV), Ko Ky dhe AK,jané analizuar sipas metodave té
pércaktuara né Rregulloren EEC/2568/91, e amenduar.

PERGATITJA E EMAY DHE ANALIZA E TYRE

EMAY u pregatiten sipas metodes, IUPAC 2.301 dhe
standartit ISO 5509:2000. Kjo metodé éshté sipas
regullores, 796/2002/BE. Esteret metilike té acideve
yndyrore (EMAY) u pérgatitén sipas procedures sé
propozuar nga Sinanoglou dhe Miniadis - Meimaroglou
[6]. Analiza e EMAY urealizua me Gas Kromatograf Agilent
6890 Series (Agilent Technologies, Palo Alto, CA,USA), i
pajisur me njé detektor me flaké jonizimi (FID). Ndarja u
krye me koloné kapilare DB-23 (60 m x 0.25 mm i.d. 0.15
um film) [50%- Cyanopropyl - methylpolysiloxane] (Agilent

Tabela 1: Paragitja tabelare e tregueséve té cilesise pér mostrat direkt nga prodhimi

Aciditeti Vlera e peroksideve | K232 Vleresimi sipas
Mostrat | (<0,8 % acid oleik) | (20 mEq 02 /kg) (<2,50) K270(0.22) | AK{<0,01) standarti?

S, 0,54 10,8 1,725 0,144 0,006 Extra i virgjer
S, 1,65 10,8 1,551 0,140 0,005 [ virgjer
S, 0,27 8.07 1,457 0,087 0,0095 Extra i virgjer
S, 0,54 13,2 1,996 0,168 0,0015 Extra i virgjer
S, 0,18 5,7 1,910 0,126 0,001 Extra i virgjer
S, 2,2 16,2 1.192 0,199 0.0105 I zakonshem
S, 0,52 171 1,776 0,145 0.0125 Extra i virgjer
S, 1,22 78 1,488 0,122 0.0105 [ virgjer
S, 0,89 16,1 1,908 0,141 0.0175 i virgjer
Si 1,2 12,9 1,877 0,176 0.0111 [ virgjer
S, 0,29 89 1,75 0,12 0,002 Extra i virgjer
S, 0,36 10,06 1,527 0,102 0,007 Extra i virgjer
S 0,7 13,03 1,849 0,165 0.0085 Extra i virgjer
S, 0,25 12,9 1,866 0,104 0.002 Extra i virgjer
S, 18 20,06 . 0,152 0.004 papershtatshem per
S 0,62 13,18 1,721 0,159 0.014 Extra i virgjer
S, 0,52 10,76 1,754 0,140 0.003 Extra i virgjer
S, 0,1 12,2 2,333 0,140 0,004 Extra i virgjer
S, 21 10,74 1,642 0,115 0.0106 I zakonshem
S, 27 2211 B 0,203 0.0105 [ zakonshem
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Tabela 2. Paragitja tabelare e tregueséve té cilesise pér mostrat nga tregu

Mostat | (204 ackdolel | BOmPaO2 g | G250 | (022 | AK(=000 | e
veflldi 0,7 11,5 1,125 0,115 i perzier

o 2,48 8 075 | 00605 i pérzier

ve%di 0.19 10,2 1,61 0.14 0.005 Extra i virgjer
o 12 178 241 | 022 | 0009 i virgjer
o 081 8,75 1966 | 0225 | 00065 Extra i virgjer
o 11 1782 19723 | 04717 | o001 i virgjér
mpbrti 0,89 6,89 1759 | 0173 | 00015 Extra i virgjer
Impbrii 071 2045 1762 | 046 | 00015 | iPapershtatshem per
mporti 07 123 1681 | 0121 0 i virgjer
Iyt 096 11,4 1696 | 0,185 0 i virgjer

Technologies. Catalogue No: 122-2361). Heliumi u pérdor
si gaz mbartés. Volumi i injektimit ishte 1.0 pL. Llogaritja
e sipérfageve té pikut dhe kohéve té retensionit u krye
me Hewlett-Packard Chem Station Software.

PERCAKTIMI I PERMBAJTJES SE PERGJITHSHME TE
POLIFENOLEVE

Polifenolet e pérgjithshme u pércaktuan me
metodén e Folin-Ciocalrteau. Absorbanca u mat me
spektrofotometrin Josko V - 530, Japan. Acidi Galik u
pérdor si standart i jashtém (y = bx + a, y = 0.2091 = 0.0697,
R2=1).

REZULTATE

Té dhénat e méposhtme jané pérftuar, nga analizimi i disa
tregueséve bazé té cilésisé dhe natyralitetit qé realizohen
aktualisht né laboratorét zyrtar té kontrollit né Shqipéri,
si Aciditeti i liré, Vlera e peroksideve, Koeficientét e
pérthithjes ultraviolet K,, dhe K, dhe AK. Pér njé
vlerésim mé té ploté dhe cilésor té VU, pér disa mostra
u analizuan jashté vendit, pérmbajtja e acideve yndyrore,
si njé tregues - indikator i natyralitetit dhe cilésisé dhe

pérmbaijtja e pérgjithshme e polifenoleve.
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Grafiku 1. Vleresimi i kategorise pér mostrat nga
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Grafiku 2. Pérmbaijtja e acidit oleik sipas mostrave Grafiku 3 . Sipas kultivareve
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Tabela 3. Pérmbajtja e acideve yndyrore (si % e AY totale) pér mostrat nga tregu

Acide yndyrore S, S, Sis S,
(16:0 10.59+0.03 8.56+0.03 11.8+0.03 11.11£0.03
iso-C16:0 0.09+0.00 0.07£0.00 0.12+0.00 0.14+0.00
C16:1 9 cis 0.52+0.00 0.30+0.00 0.52+0.00 0.82+0.00
iso-C17:0 0.070.00 - 0.100.00 0.07+0.00
cyclo-C17:0

C17:0 0.100.00 0.10£0.00 0.12+0.00 0.20+0.00
C18:0 2.95+0.03 3.09:0.03 2.72:0.03 3.27+0.03
C18:1 »-9 cis 50.92:0.51 43.62:0.44 69.89:0.70 68.47+0.68
(18:1 -7 cis 1.33+0.01 0.94+0.01 2.58+0.01 1.850.01
(18:2 -6 cis 30.69+0.30 41.68+0.40 9.94+0.09 11.42+0.11
C18:3 w-6 cis - - 0.07+0.00 0.03+0.00
C18:3 -3 cis 0.420.00 0.29:0.00 0.700.01 0.61:0.01
€20:0 0.37+0.01 0.31+0.00 0.34+0.01 0.48+0.01
€20:1 -9 cis 0.23+0.00 0.22:0.00 0.28+0.02 0.33+0.00
(22:0 0.32+0.01 0.44:0.01 0.14+0.00 0.14+0.00
(22:1 »-9 cis 0.30+0.01

(22:5 @-b cis 0.94+0.01 0.22+0.00 0.67+0.01 0.98+0.01
€24:0 0.14+0.00 0.16+0.00 0.075+0.00 0.08+0.00
To:0 (AYN) 14.64+0.08 12.74+0.08 15.31+0.08 15.49+0.08
To:1 (AYNJLP) 53.31:0.53 45.07+0.44 73.270.74 71.48+0.70
So:n (AYSHLP) 32.050.31 42.19:041 11.38 0.10 13.03+0.12

113 | Medical Journal - MEDICUS



I Punime origjinale shkencore | Original scientific paper

Figura 1: GC kromatograma e standartit te
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Tabela 4.Pérmbaijtja e acideve yndyrore (si % e AY totale) pér mostrat nga prodhimi
Acide yndyrore S, S, S, S, S, Se S, S S, Si
C16:0 10.68:0.03 | 1170:0.04 | 10.87:0.03 | 1111003 | 14.41:0.04 | 114:0.03 | 1122003 |1118=0.03| 135 1137005
iso-C16:0 0.13:0.00 | 0.14+0.00 | 0.130.00 | 0.1420.00 | 0.08+0.00 | 0.09+0.00 | 0.08+0.00 | 0.07+0.00 | 0.12 +0.00 | 0.13:0.00
C16:1 09 cis | 051:0.00 | 0.65:0.00 | 0.79:0.00 | 0.82:0.00 | 1.31:0.00 | 0.50£0.00 | 0.59:0.00 | 0.52+0.00 | 0.72:0.00 | 0.50+0.00
iso-C17:0 0.10£0.00 0.10£0.00 | 0.07:0.00 | 0.040.00 0.040.00 0.0420.00
cyclo-C17:0 0.11x0.00
C17:0 0.12:0.00 | 0.18:0.00 | 0.140.00 | 0.20+0.00 | 0.18:0.00 | 0.10:0.00 | 0.10:0.00 | 0.10:0.00 | 0.13:0.00 | 0.10:0.02
C18:0 2.80£0.03 | 3.37:0.03 | 2.65:0.03 | 3.27:0.03 | 2.25:0.02 | 2.600.03 | 2.30:0.03 | 2.60+0.02 | 2.36+0.02 | 2.60:0.19
Cl8:1ow9cis | 73.41:068 | 7131:071 |72.69+0.70 | 68.47:0.68 | 69.51:0.69 | 73.8+0.61 | 68.50:0.64 | 73.10:0.63 | 73.35:0.63 | 73.8:0.66
Cl8:1o7cis | 156001 | 166:0.01 | 171:0.01 | 1.85:0.01 | 2.23:0.01 | 1.30:0.01 | 2.89:0.01 | 1.89:0.01 | 156:0.01 | 1.30+0.01
C18:2 -6 ¢is | 916+0.07 | 937009 | 815:0.09 | 11.42+0.11 | 8.03+0.07 | 8.20:0.20 | 11.53+0.55 | 8.50:0.07 | 798+0.07 | 8.20:0.07
C18:3 -6 cis 0.06:0.00 | 0.03+0.00 0.10£0.00 0.17:0.00 | 0.03 +0.00
C18:3w-3cis | 060:0.01 | 048:0.01 | 0.69:0.01 | 0.61:0.01 | 0.66:0.01 | 0.60:0.00 | 0.66+0.00 | 0700.01 | 0.60+0.01 | 0.6+0.04
€20:0 0.42:001 | 042:0.01 | 0.52:0.01 | 048:0.01 | 041:0.01 | 0.40£0.01 | 046:0.04 | 040:0.01 | 041:0.01 | 0.40:0.03
C20:109cis | 031:0.00 | 0.24:0.01 | 0.30:0.02 | 0.33:0.00 | 0.27+0.00 | 0.30:0.00 | 041:0.00 | 0.30+0.00 | 0.340.00 | 0.30:0.01
€22:0 0.10£0.00 | 0.080.00 | 0.12:0.00 | 0.1420.00 | 0.13+0.00 | 0.10:0.01 | 0.10:0.01 | 0.100.00 | 0.16+0.00 | 0.12+0.00
(C22:1 »-9 cis
€225 w-6cis | 041:0.01 | 042:0.01 | 0.980.01 | 0.980.01 | 0.42:0.00 | 051:0.01 | 0.92:0.01 | 0.560.00 | 0.62+0.00 | 0.45+0.00
€24:0 0.09:0.00 0.09:0.00 | 0.08:0.00 | 0.07+0.00 | 01£0.00 | 0.10+0.00 0.1:0.00
So:0(AYN) | 14.44+0.07 | 15.89+0.08 | 14.62:0.08 | 15.49:0.08 | 1757+0.08 | 14.79+0.08 | 14.40+0.08 | 14.45:0.07 | 14.66+0.07 | 14.82:0.06
So:l (AYNJLP) | 75.39:0.69 | 73.84:072 | 7549074 | 71.48+0.70 | 73.31:0.72 | 75.90+0.62 | 72.39:0.65 | 7579075 | 75.97:0.75 | 75.9:0.67
So:n (AYSHLP) | 10.17+0.09 | 10.27:0.10 | 9.88 £0.10 | 13.03£0.12 | 9.11:0.08 | 9.31:0.21 | 1321056 | 9.76:0.09 | 9.37:0.09 | 9.28+0.08
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Grafiku 4. Kurba e kalibrimit e acidit Galik
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Grafiku 5. Pérmbajtja polifenoleve totale (mg Acid
Galik/ kg vaj) sipas mostrave
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DISKUTIME

TREGUESIT E CILESISE

Né tabelat 1 dhe 2 jané paragitur rezultatet e analizimit
té tregueséve kryesore pér vlerésimin e cilésisé sé vajit
té ullirit té pércaktuar né legjislacionin e BE/COOI dhe
até shqipétar: Aciditeti,Vlera e Peroksideve, Koeficientét
e Absorbimit K232 dhe K270 si dhe AK si tregues i
natyralitetit, pérkatésisht pér 20 mostra direkt nga
prodhimi (tabela 1) dhe 10 mostrat nga tregu, nga prodhues
vendas dhe importi (tabela 2). Nga té dhénat e mésipérme
vihet re se 40 % e mostrave nga prodhimi, rezultojné jo
konform kategorisé sé deklaruar “vaj ulliri ekstra i virgjér”,
ndérsa nga tregu 70 % e mostrave. (Grafiku 1).

Aciditeti i liré, éshté kriteri bazé pér kategorizimin e
vajit té ullirit dhe tregues i cilésisé sé frutit dhe procesit
té trajtimit té tij pérpara pérpunimit si dhe kushteve
té ruajtjes sé vajit. Kryesisht ky tregues rezulton mbi
normén e standartit pér kategoriné ekstra i virgjer (0,8%).
Nga prodhimi 60 % e mostrave rezultojné vaj ulliri
“ekstra i virgjér”, 20 % ‘i virgjer” dhe 15 % “i zakonshém”
dhe 5% i papérshtatshém pér konsum (grafiku 1). Pér
mostrat nga prodhimi (tabela 1), vlerat relativisht té uléta
né mostrat (S, S,, S, S,,, S,, dhe S,), tregojné qé vaji éshté
prodhuar nga ullinj té shéndetshém sipas praktikave mé

té mira bujgésore dhe té prodhimit, ndérsa vlerat e larta
mbi normé mostrat (S,, S, S,, S, S;; ,S,dhe S, ), mund té
jené shkaktuar nga démtime mekanike té 1éndés sé paré,

prekje nga miza, apo vonesa né pérpunim.

Mostrat nga tregu, ku S S, jané nga prodhues té vendit
qé pre dominojné né treg tek konsumatori i fundit dhe
mostrat S,+ S jané nga importi, ku 30 % rezultojné
vaj ulliri “ekstra i virgjér”, 40 % ‘i virgjer”, 20 % nuk i
pérkasin kategorisé vaj ulliri dhe 10% i papérshtatshém
pér konsum (grafiku 1). Vlerat mbi normé té aciditetit
(tabela 2), pérvec faktoréve té pérmendur mé lart, mund
té jené shkaktuar edhe nga kushtet jo té mira dhe koha
e gjaté e ruajtjes mhbi 1 vit nga data e prodhimit sic
deklarohet né etiketé (S, dhe S ).

Vlera e peroksideve, éshté treguesioksidimeve primare qé
kané ndodhur né vaj, duke formuar komponime perokside.

Sic vérehet nga tabelat 1 dhe 2, vetém 10% e totalit
té mostrave rezultojné me kété tregues mbi normén
(<20meqO,/kg vaj), q¢ mund t€ jeté rezultat i ruajtjes
né kushte jo té pérshtashme. (ekspozimi né drité dhe
temperaturé).

Treguesi Delta AK, éshté njé tregues i natyralitetit gé
aktualisht mund té realizohet nga laboratorét zyrtar
té kontrollit. Analizimi i AK zbulon praniné e vajit
té rafinuar ose bérsisé duke matur diferencén midis
absorbancés né 270 nm dhe 266 nm + 274 nm. Pér
mostrat direkt nga prodhimi dhe mostrat e importit, ky
tregues rezulton konform standartit pér kategoriné vaj
ulliri, ndérsa dy mostrat (S, S,)) nga tregu té prodhuara
né vend, rezultojné me AK jo konform, pra nuk i
pérkasin kategorive vaj ulliri. Kéto rezultate, tregojné
pér mundésiné e ndryshimit té kétyre dy mostrave gjaté
ruajtjes ose té pérzierjes me vajra té tjeré.

Analizimi i njé treguesi té vetém si AK nuk mund té
pércaktojé pastértiné/natyralitetin e njé vaji ulliri.Né
legjislacion jané pércaktuar disa teste pér natyralitetin
e vajit té ullirit, si pérmbajtja e acideve yndyrore me
gaz Kromatografi, acidet yndyrore trans, pérmbajtja e
steroleve etj, por gé aktualisht nuk mund té realizohen
né laboratorét e kontrollit zyrtar, pér arsye té mungesés
sé paisjeve dhe kapaciteteve.

Me qéllim vlerésimin mé té ploté té natyralitetit dhe
cilésisé sé mostrave né studim, éshté analizuar pérmba-
jtjia e acideve yndyrore dhe pérmbajtja e pérgjithshme e
polifenoleve, pér 10 mostra nga prodhuesit kryesoré dhe
4 mostra nga subjekte gé dominojné né treg. Analizimi u
krye né laboratorin e Universitetit Kombétar té Athinés.
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Pérmbajtja e acideve yndyrore

Bazuar né origjinén e tij, njé vaj vegjetal ka njé profil té
caktuar té acideve yndyrore. Karakteristike pér vajin e
ullirit éshté pérmbajtja e larté e acidit oleik dhe nivele
minimale té acideve linoleik dhe linolenik. Analizimi
i profilit té acideve yndyrore éshté me réndési, pér
vlerésimin e vlerés ushqyese té vajit té ullirit, stabilitetit
dhe origjinalitetit té tij.

Rezultatet e pérftuara nga analizimi i pérmbajtjes sé
AY pér mostrat né studim, paragiten pérkatésisht, pér
mostrat nga tregu né tabelén 3 dhe pér mostrat direkt
nga prodhimi né tabelén 4.

Pér mostrat direkt nga prodhimi (tabela 4) pérmbajtja e
acideve yndyrore rezulton brénda standartit té pércaktuar
nga COOI/BE dhe legjislacioni shqipétar [1],[2],[3], pér
kategoriné “vaj ulliri ekstra i virgjér”, ndérsa pér dy
mostra nga tregu S, dhe S, (tabela 3), pérmbajtja e disa
acideve yndyrore (oleik, linoleik dhe linolenik) rezulton
jashté standartit.

Kéto rezultate, mbi profilin e acideve yndyrore,
konfirmojné qé mostrat S, dhe S, nuk i pérkasin
kategorisé vaj ulliri dhe mundésiné e pérzierjes me vajra
té rafinuar, sic rezultoi dhe nga vlerésimii AK.

Gjithashtu, pérmbajtja e acideve yndyrore té pangopura
me njé lidhje dyfishe dhe né vecanti pérmbajtja e acidit
oleik éshté e réndésishme si nga pikpamja ushqyese dhe e
stabilitetit oksidativ té vajit té ullirit. Vlerat e pérmbajtjes
sé kétij acidi pér té gjitha mostrat nga prodhimi dhe dy
mostrat nga tregu (S; dhe S ), rezultojné relativisht té
larta nga ~70 +75% (Grafiku 2).

Né qofté se i vlerésojmé sipas kultivaréve, pér
mostrat S.S. nga prodhimi, té cilat jané prodhuar
nga monokultivaré (Grafiku 3), kultivarét autoktoné
paraqesin vlera relativisht té larta. Kultivari Kalinjot
rezulton me pérmbajtjen mé té larté té acidit oleik (74.97%)
krahasuar me kultivarét e tjeré. Né figurén 1, paragitet
kromatograma e standartit té referencés sé pérdorur
pér llogaritjen, Supelco 37 component FAME Mix C4-
(24,(Merck,Darmstadt,Germany),me nje kolone kapilare
DB -23 (60 m X 0.25 mm i.d 0.15 pm film). Né figurén 2,
paragitet kromatograma e njé mostre té analizuar.

Pérmbajtja e pérgjithshme e fenoleve

“Vaji ullirit ekstra i virgjér” pérmban sasi té konsi-
derueshme té polifenoleve, té cilat jané antioksidanté
natyrale, shumé té réndésishme nga pikpamja ushqyese
dhe qé i japin vajit stabilitet ndaj oksidimit. Pérmbajtja
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fenolike varion né varési té klimés, varietetit, kohés sé
vjeljes, metodés sé ekstraktimit dhe praktikave bujgésore
té aplikuara. (Cinquanta et al.,1997; Kiritsakis,1998).
Gjithashtu, pérmbajtja e fenoleve reduktohet gjaté ruajtjes
pér njé kohé té gjaté té vajit té ullirit. (Frankel,E.N. ;Maile
r,R.J.;Shoemaker,C.F.;Wang, S.C.;Flynn,].D (2010).

Né grafikun 5, paragitet pérmbajtja e pérgjithshme e
fenoleve e pércaktuar me metodén kolorimetrike (Folin-
Ciocalteau) dhe rezultati shprehet né mg acid Galik / kg vaj
ulliri. Grafiku 4, paraget kurbén e kalibrimit me tretésira
standarte té acidit galik (nga 10 - 100 mg/10 ml) dhe nga
kurba e ndértuar u gjetén pérgéndrimet e mostrave né
studim sipas absorbancés sé matur (grafiku 5).

Sic vérehet né grafikun 5, nése analizojmé vajrat nga
prodhimi, pérmbajtja e fenoleve éshté relativisht e larté
krahasuarmevajratnétreg.Studimetekryera(Uceda2004)
i klasifikojné vajrat e ullirit sipas pérmbaijtjes sé fenoleve
me pérmbajtje : shumé té ulét: <150 ppm, té ulét:150-300
ppm, té mesme: 300-450 ppm dhe té larté: 450-600 ppm
. Késhtu, vajrat direkt nga prodhimi, rezultojné kryesisht
me pérmbajtje té mesme, ndérsa vajrat nga tregu jané me
pérmbajtje té ulét. Kéto rezultate reflektojné ndikimin e
faktoréve té ndryshém né pérmbajtjen fenolike. Pér vajrat
nga prodhimi, pérmbajtja relativisht e larté shpjegohet,
sepse jané prodhuar nga ullinj té vjelur né kohé optimale
(deklarimet e prodhueseve), me pérjashtim té mostrave
S, dhe S, té cilat jané prodhuar nga ullinj shumé té pjekur
té cilét rezultojné me pérmbaijtje té ulét.

Pérsa i pérket mostrave nga tregu, qé rezultojné me
pérmbajtje té ulét té fenoleve krahasuar me vajrat né
prodhim, pér mostrat (S,,S,) rezultatet pérforcojné
mundésiné e pérzierjes me vajra té rafinuar, ndérsa pér
dymostrat e tjera (S, dhe S ,) pérmbajtja e ulét shpjegohet
me kohé ruajtjen e gjaté (né etiketé: prodhimi Janar 2011,

mostrat u analizuan né Mars 2012).

PERFUNDIME

Shqipéria ka potenciale pér té prodhuar vajra ulliri
cilésoré, dedikuar klimés sé pérshtatshme dhe cilésisé sé
varieteteve autoktone.

Vajrat e ullirit direkt nga prodhimi, té deklaruar si
vaj ekstra i virgjér, rezultojné origjinalé pérsa i pérket
kategorizimit si vaj ulliri por né 40 % té mostrave cilésia
nuk éshté konform kategorisé sé deklaruar “ekstra i
virgjér”, ku 20 % rezultojné né kategoriné “i virgjér” dhe
15 % né kategoriné mé té dobét “ i zakonshém” dhe 5% i
papérshtatshém pér konsum.



A

Punime origjinale shkencore | Original scientific paper I

Vajrat cilésore tregétohen kryesisht direkt nga fabrikat e
prodhimit dhe nuk arrijné té dalin né treg tek konsumatori
i fundit, pér arsye té kostos reale mé té larté se vajrat né
treg dhe konkurencés sé pandershme.

Né treg tek konsumatori i fundit, konstatohen edhe vajra
ulliri jo origjinalé, qé nuk i érkasin kategorive tévajit té
ullirit, té deklaruar né etiketé ‘vaj ulliri ekstra i virgjér”,
té cilét mund té kené ndryshuar gjaté ruajtjes né kushte
jo té pérshtatshme ose jané pérzier me vajra té tjeré me
kosto mé té ulét.

Pércaktimi i pérmbajtjes sé acideve yndyrore me Gaz-
kromatografi, éshté njé tregues - indikator i réndésishém
pér vlerésimin e natyralitetit dhe té cilésisé sé vajit té
ullirit.

Cilésia e vajit té ullirit varet nga njé numeér faktorésh si:
varieteti i ullirit, gjeografia e kultivimit, koha e vjeljes
dhe e pérpunimit, kushtet e trajtimit té ullirit para
pérpunimit, teknologjia e ekstraktimit dhe kushtet e
ruajtjes dhe ambalazhimit.

REKOMANDIME

Zbatimi i praktikave té mira bujgésore (PMB), né lidhje
me ujitjen, kohén optimale té vjeljes dhe kushtet e
transportit nga fermerét qé prodhojné ullinj pér vaj.

Zbatimi i praktikave té mira té prodhimit (PMP) , si
pérpunimi pa vonesa i ullinjve, respektimi i parametrave
teknologjiké gjaté pérpunimit (koha dhe temperatura)
dhe kushtet e ruajtjes dhe magazinimit nga operatorét e
pérpunimit té vajit té ullirit.

Monitorimiivazhdueshém i vajit té ullirit né gjithé hallkat
e tregétimit, nga strukturat shtetérore té kontrollit té
cilésisé dhe sigurisé ushqimore, me qéllim parandalimin
e praktikave té fallsifikimit dhe konkurencés sé
pandershme né treg.

Paisjen e laboratoréve té kontrollit zyrtar me Gaz-
Kromatograf, pér kryerjen e profilit té acideve yndyrore, si
test-indikatori cilésisé dhe natyralitetit, né pamundési té
ngrejné gjithé infrastrukturén e nevojshme laboratorike
pér realizimin e gjithé testeve té natyrshmérisé dhe
cilésisé.
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EVALUATION OF THE QUALITY OF “EXTRA VIRGIN OLIVE OIL” IN THE ALBANIAN MARKET

Rudina CAKRAJY, Donika PRIFTI?,

! Ministry of Agriculture, Food and Consumer Protection, Food Safety Directory
2 University of Tirana, Faculty of Natural Sciences, Department of Industrial Chemistry

ABSTRACT

Introduction: Olive oil (OO) is a food with high nutritional values, which refer the content of fatty acids, in
particular the oleic acid and the presence of natural antioxidants, polyphenols. Albania has great potentials for
the production of OO, so in recent years it has been a priority of the government’s agricultural policies.

Purpose: Evaluation of OO, declared as extra virgin olive oil (EVOO), based on some quality and purity indicators
defined in national legislation, harmonized with the Europian one.

Materials and methods: Samples were taken in the production and in the market during the 2011-2012 season.
Analysis of the basic indicators of quality (acidity, peroxides, absorption coefficients K270 and K232 and AK) were
performed in the accredited laboratory “Adama” in Tirana, while the content of fatty acids (FAC) and polyphenols,
in the laboratory of the National University of Athens.

Results: Oils from production, resulted 100% original as “olive oil”, with a relatively high oleic acid content (70-
75%) and medium content of polyphenols , while 35% of them were non-conform to category “EVOO”. On the
market (20%) of samples resulted “mixed” not original, (60%) with quality indicators non-conform to standard
and with too low polyphenol content.

Conclusion: Oils from the production are original and qualitative, while in the market are found adulterated/
not original olive oils, that may have altered during the storage or may be mixed with low cost oils and have
poor quality.

Keywords: fatty acids, quality characteristics, extra virgin olive oil, purity criteria, polyphenols.
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NDIKIMI I CILESISE SE UJRAVE TE PISHINAVE TE TIRANES, NE
SHENDETIN DHE SIGURINE E PERDORUESVE TE TYRE

Drita Mema', Donika Bocari !, Arben Luzati !, Elida Mataj', Oltiana Petri'

' Departamenti Shéndeti dhe Mjedisi , Instituti i Shéndetit Publik, Tirane, Albania

Medicus 2013, Vol. 18 (2): 119-124

ABSTRAKTI

Qéllimi: Vlerésimi i indekseve té ujérave té pishinave gé ndikojné direkt né shéndetin dhe siguriné e pérdorueseve
té tyre. Kjo éshté arritur népérmjet vlerésimit té tregueséve fiziko-kimik, mikrobiologjik dhe ato té mirémbajtjes,
né disa pishina qé pérdorin si element disifektimi klorin né ményra té ndryshme.

Materiali dhe metoda. Pishinat e marra né studim jané: njé pishiné e hapur dhe tre té mbyllura né gytetin
e Tiranes. Studimi shtrihet né njé afat kohor dy vjecar. Kéto pishina jané té frekuentuara nga grup mosha té
ndryshme.

Treguesit fiziko-kimik té analizuar jané: temperatura, klori i liré, pH, 1éndet pezull, turbulenca, amonjaku,
alkaliteti, fortésia né kalcium, léndet e ngurta té tretshme (TDS) sipas metodave ISO, SSH, EN. Treguesit
mikrobiologjik té analizuar jané: coliforme total, coliforme fekal, streptoccocus fecal dhe pseudomonas aeruginosa.

Rezultatet: Nga studimi, 65% e vlerave té klorit té liré jané jashté vlerave standarde. Vlerat e pH né 63% té vlerave
té matura jané jashté intervalit 7.2-7.6, ku procesi i klorinimit éshté efektiv. coliforme total dhe fekale né 70 % té mostra
té analizuara jané jashté vlerave standarde.

Pérfundimi: Menaxhimi i miré i pishinave si: pérdorimi i sistemeve automatike, stafi i trajnuar miré, trajtimi i
ujérave té tyre dhe pérdorues té pishinave té edukuar dhe informuar, krijojné kushte pér shéndet dhe siguri né
pishina.

Fjalé kycet: klori i liré, mikrobiologjik, shéndet, standard,

HYRJA 1 Risku kimik pérfshin:

Lévizja demografike e popullsisé né vendin toné u m Kimikatet té cilat mund té derivohen nga burimi
shogérua me rritjen e kérkesave pér vende rekreative. i furnizimit té ujérave, nga banjatorét (urinimi,
Qvteti i Tiranés vitet e fundit ka arritur né popullsiné pérshtyma) nga menaxhimi i disinfektimit, trajtimet
prej 830.000 banoré nga 244.200 banoré ge ka géné né me kimikate pér rregullimin e pH dhe nénproduktet
vitin 1990. (1) e disinfektimit (kloraminat ).

Ndotja e zonés bregdetare té qytetit té Durrésit krijoi ™ Kimikatet e derivuara nga banjatoret (Urinimi,
mundési gé shumé nga frekuentuesit e ujérave té amonjaku)

larjes detare po pérdorin pishinat publike né qytetin e Mekanizmi kryesor i formimit té amonjakut né pishina
Tiranés. Klima nentropikale-mesdhetare qé mbizotéron éshté biologjik, nga hidroliza e ures nén veprimin e
né Tirané me temperatura mesatare vietore korrik + 24° €nzimés ureazé sipas ekuacionit t¢ méposhtém:

Celcius dhe janar +7° Celsius e favorizon pérdorimin e
. . . o . . (NH,),CO + H,0 — CO, + 2NH,
pishinave. Né qytetin e Tiranés éshté rritur shumé numri
i frekuentueséve dhe pérdorueseve té pishinave. Urina éshté burimi kryesor i pérbésve té azotit né ujin e

Kjo rritje kérkoi domosdoshmériné e njé vlerésimi té pishinave.(2)

aspekteve té projektimit, ndértimit, mirémbajtjes dhe
vlerésimit sanitar té pishinave té larjes, pér shéndetin
publik té sigurt. Risku né pishina vjen nga: Risku kimik Pér disinfektim né kéto pishina éshté pérdorur klori por
dhe Risku mikrobiologjik. né ményra té ndryshme té dozimit té tij manual dhe

Kimikatet e derivuara nga proceset e klorinimit.
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automatik. Né pishinat né studim klori éshté pérfituar
né dy rrugé: nga zbérdhimii hipokloriteve té natriumit
dhe kalciumit né acid hipoklorik, i cili zbérthehet sipas
reaksionit (3)

HOCl «» OCI + H

Prodhimi i acidit hipoklorik nga elektroliza e tretésirés
sé klorurit té natriumit 0.5-1%, sipas barazimit (4):

Cl, + H,0 - HOCl + HCl
HOCl - OCl + H*

Pér efektivitet té procesit té klorinimit, ndikimi i
vlerés sé pH éshté kryesor, pasi ndikon né ekuilibrin e
reaksioneve té mésipérme. Acidi hipoklorik éshté forma
né té cilén klori shérben si desinfektues i mire. Né njé
pH prej 7,2, rreth 66% e klorit té liré éshté né formén e
acidit hipoklorik. Né njé pH prej 7,8, vetém rreth 33% té
klorit té liré éshté acid hipoklorik. Késhtu, kontrolli i pH
éshté thelbésor pér ruajtjen e efekshmérisé sé klorit si njé
disinfektues.

Gjaté procesit té klorinimit formohen kloraminat sipas
reaksionit t¢ mposhtém:

NH3+Cl2 —-NH2Cl +HCL (5)

Pér njé disinfektim té miré té pishinave rendési ka edhe
procesi i superklorinimit.(6)

Procesi i superklorinimit éshté shtimi i njé sasie té
madhe klori pér té shkatérruar plotésisht kloraminat,
té cilat béhen shkak pér irritim té syve dhe lékurés tek
pérdoruesit e pishinave. Superklorinimi realizohet sipas
reaksionit té méposhtém.

2NH3+3 HOCl < N2(g+ 3 HCl + 3 H20 (7)

Sasia e klorit pér té kryer superklorinim duhet té jeté
né vlerat 10 ppm kloré té liré ose 10 - fishin e klorit té
kombinuar. Procesi i superklorinimit duhet té shogérohet
me njé ventilim shumé té miré té pishinave té mbyllura
pér té larguar kloraminat, né vecanti trekloraminat nga
ambientet e pishinave.(8)

Ményrat e ekspozimit nga kimikatet jané: Gélltitje té
drejtpérdrejté té ujit, thithja né formén e aerosoleve,
kontakti i lékurés me ujin, absorbimi népérmjet lékurés.

2 . Risk mikrobiologjik (9).

Njé shuméllojshméri e mikroorganizmave mund té
gienden né ujerat e pishinave, té cilat mund té futen
né shume lloje ményrash. Né shumé raste, rreziku i
sémundjes apo infeksionit eshte i lidhur me:
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m Ndotjen fekale té ujit. Ndotja fekale mund té jeté
pér shkak té fekaleve té léshuara nga larésit ose
njé ujé burimi i ndotur dhe né pishinat né natyré
mund té jeté rezultat i drejtpérdrejté nga kafshét.
Ndotja fekale éshté futur né ujé kur njé person ka njé
lirim aksidental fekal - AFR (pérmes lirimit mbetjeve
fakale ose diare né ujé) apo materiale fekale mbetur
né trupat e notaréve ge lahen ne pishine.

m Ndotja jo fekale perfshin, derdhjen nga njeriu (p.sh.
nga té vjella, péshtymé ose djersen e lékurés) né
pishiné. Ujé éshté njé burim potencial organizmash
patogjene. Pérdoruesit e infektuar mund té
infektojné pishinén dhe sipérfaget e objekteve té
tjera té pishinave té cilat mund té cojné né infeksione
té lékurés né banjatorét e tjeré qé vijné né kontakt
me ujin e ndotur .

Qellimi i kétij punimi éshté, vlerésimi i indekseve té ujit

té pishinave qé pérbejné faktor risku duke ndikuar

direkt né shendet dhe siguri.

MATERIALI DHE METODA
Studimi éshté njé studim analitik i pari i kétij lloji né
vendin toné. Né studim jané pérfshiré katér pishina:

3 té mbyllura dhe nje e hapur né qytetin e Tiranés.
Kohézgjatja e studimit éshté 2 vjet.

Pishinat e marra né studim kané sipérfage dhe volume
té ndryshme pérkatésisht me sipérfaget 20m2, 225 m2,
212m2. 500 m2 dhe volume 80 m3, 400 m?, 385 m3, 800 m3.

Pishinat ndryshojné nga kapaciteti i frekuentimit dhe
natyra té ndryshme pérdorimi. Ményrat e disinfektimit
jané automatike dhe manuale dhe elementi disinfektues
éshté klori i marre nga produkte te ndryshme. Mostrat
e ujérave jané marré nga punonjésit e Institutit té
Shéndetit Publik dhe ruajtja dhe trasporti i tyre éshté
béré sipas standardeve. Disa tregues jané analizuar me
kit-test (analizé e shpejté) sic jané temperatura, pH, klori
i liré dhe klori i kombinuar.

Né treguesit fiziko-kimik té analizuar jané pérfshiré:
temperatura, lénda pezull, turbullira, klori i liré, pH,
amoniaku, alkaliteti, fortesia né kalcium dhe lénda
organike. Né analizimin e treguesve mikrobiologjiké jané
pérfshiré: coliforme total, coliforme fekal, streptokokus
fekal, pseudomonas aeruginosa.

Aparatet e pérdorura pér analizat fiziko-kimike jané:
spektrofotometer té tipit DR /2000 HACH, pH-metér i
tipit 320 WTW, konduktivimetér tip HACH model 44600.
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Pér analizat mikrobiologjike u pérdorén kéto aparate:
numéruesii kolonive i tipit Stjuart, kuti llambe ultraviolet
CAMAG dhe Stereomikroskop-Nikon.

Metodat e pérdorura pér analizimin e kétyre tregueséve
jané metoda ISO, EN dhe SSH pérkatésisht; pér treguesit
fiziko-kimik; SSH ISO EN7393-1; SSH ISO 10523; SSHEN
27888; SSH 1SO EN 7027 dhe pér analizat mikrobiologjike
u pérdor metodat me membrané filtrante sipas
standardeve ISO 9308-2:1990; ISO 9308 -1; ISO 9308 -
3. Kontrolli i cilésisé sé analizave éshté béré népérmjet
kontrollit té jashtém duke marré pjesé né ushtrime
laboratorike pér disa tregues si pH,TDS, fortésia né
kalcium. Vlerésimi i pérformancés sé laboratorit u hé
né pérputhje me standardin ISO/IEC 17043:2010 sipas
Z- score, ku treguesit e mésipérm rezultuan sipas |Z | <
2, rezultat i kénagshém. Gjaté analizave jané pérdorur
vetém reagent me gradé analitike té njohur.

REZULTATET

Nivelet e treguesve fiziko-kimik dhe bakteriologjiké
té ujérave té analizuar, tregohen népérmjet figurave
té méposhtme, duke i krahasuar ato dhe me normat
shqiptare te aplikuara dhe atyre gé¢ OBSH rekomandon
pér njé trajtim adekuat té kétyre ujérave .

Pishinat né studim jané: me sistem manual klorinimi,
giysmé automatik dhe sistem automatik. Disa nga
treguesit e analizuar si temperatura, lénda pezull,
alkaliteti, fortésia, jané me te géndrueshém, prandaj
studimi éshté pérgendruar né treguesit e méposhtém:

Figura 1.Vlerat e klorit té liré te pishinave né
studim
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Nga figura e mésipérme shohim garté se njé numér i
konsiderueshém matjesh jané poshté vlerés standarde
mé té ulét té lejuar (0.7 mg/l) (10).

Figura 2: Vlerat e pH né pishinat né studim.
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Nga figura e mésipérme shihet garté se, shumica e
vlerave té pH jané jashté vlerave optimale krahasuese
72 -76 pér pishinat nr 2 dhe 4. Né intervalin e vlerave
krahasuese procesi i klorinimit éshté eficent.

Figura 3: Vlerat e amoniakut pér pishinat né stu-
dim.
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Nga figura e mésiperme duket garté se vlerat e amonjakut
jané mbi vlerat e standardit,sidomos ne pishinat 2 dhe
4 (10).

Korrelacionet midis indekseve kimike pér njé nga pishinat
né studim jané si méposhté:

Figura 4. Korrelacioni i Cl, me NH4 pér pishinén 4
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Verehet korrelacion i moderuar negativ dhe statistikisht i
réndesishém ndérmijet sasisé sé Cl,dhe sasisé sé NH4 Me
rritjen e sasisé sé Cl,té liré ulet sasisa e NH,. (Spearman’s
coefficient of rank correlation (rho) =-0.38 p=0.003).
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Figura 5. Korrelacioni i Cl, me numrin e pérdoruesve
té pishines 4.
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Vérehet korrelacion i forté negativ dhe statistikisht i
réndesishem ndérmjet numrit té personave pérdorues té
pishinés dhe sasisé sé Cl, Me rritjen e numrit té personave
ulet sasisa e Cl, té liré. (Spearman’s coefficient of rank
correlation (rho) =-0.74 p<0.001).

Figura 6. Korrelacioni i NH4 me numrin e personave
né pishinen 4.
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Vérehet korrelacion i dobét pozitiv dhe statistikisht i
réndesishém ndérmjet numrit té personave pérdorues
té pishinés dhe sasisé sé NH4. Me rritjen e numrit té
personave rritet sasisa e NH4. (Spearman’s coefficient of
rank correlation (rho) =-0.29 p=0.03).

Rezultatet mbi ngarkesén mikrobiologjike.

Né ngarkesén mikrobiologjike, jemi pérgenderuar
tek treguesit: coliforme total, coliforme fekale dhe
streptococcus fecal. Mostrat mikrobiologjike jané marré
né té njéjtén kohé me mostrén fiziko-kimike.

Figura 7. Vlerat e koliforme total
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Figura 8. Vlerat e coliforme fekale né pishinat né
studim.
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Nga figurat 7 dhe 8 shihet se ka vlera té coliforme total,
coliforme fekale me té larta se vlerat standarte ( 0 ufc/100
ml) (10).

Figura 9. Vlerat e streptococcus fecal pér pishinat né
studim.
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DISKUTIME

Nga rezultatet e mésipérme shohim @&, ne tre nga
pishinat né studim 1,2 dhe 4, vlerat e klorit té liré né 65%
té matjeve jané jashté vlerave standarde (10). Kjo ndodh
pér arsye té mos respektimit té parametrave té procesit té
klorinimit. Dy prej pishinave né studim (2,4) kané sistem
klorinimi manual dhe pér keté shkak vlerat e klorit té liré
jané né vlerat normé né orét e para té méngjesit, ndérsa
né orét me té vona ky tregues kalon vlerat normé. Pishina
nr.1 ka sistem gjysmé automatik dhe kétu pérdoret klori
né formén e acidit hipoklorik té prodhuar nga elektroliza
e tretésirés NaCl 0.5-1% , por nuk menaxhohet miré nga
operatorét e pishinave.

Né pishinat 1,2 dhe 4, nuk realizohet procesi i
supeklorinimit pér shkatérrimin e ploté té kloraminave,
kjo shprehet dhe né vlerat e klorit té liré qé jané té ulta
edhe pse shtohet hipoklorit. Pishina 3, ka sistem automatik
klorinimi dhe menaxhohet miré nga operatorét e saj,
duke realizuar edhe procesin e superklorinimit njé heré
ne muaj, kjo tregohet dhe me parametrat e géndrueshém
gjaté gjithé intervaleve kohore té klorit té liré.

Nga figura 2, shohim qé vlerat e pH pér dy nga pishinat
né studim 2,4 jané né 63 % te vlerave te matura, jashté
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intervalit té vlerave 7.2 - 74. Né keté interval procesi
i klorinimit éshté efektiv. Né pishinat né studim pér
rregullimin e pH pérdoret vetém acidi klorhidrik. Rastet
me pH té ulét nuk trajtohen me kimikate qé rrisin pH,
kjo e domosdoshme pér pishinat 2, 4. Kétu, duke qarté
dhe korrelacioni midis vlerés sé klorit té liré nga vlera
e pH.

Nga figurén 3, vlerat e amonjakut pér tre pishina 1,2 dhe
4 né studim, jané mbi normat shgiptare. Kjo tregon
pér proces té dobét té klorinimit dhe mos zbatim té
rregullave nga pérdoruesit e pishinave.

Mos menaxhimi i miré i procesit té klorinimit duke
shmangur procesin e superklorinimit, l1é né ujé prezencé
té kloraminave qé shkaktojné irritim té syve dhe lékurés.
Kloraminat kané rol disifektues kur jané né sasité larta
(11). Nga njé analizé mé e hollésishme né pishinén nr.1 u
vu re se, né prezencé té kloraminave né sasiné 0.79mg/],
ngarkesa mikrobiale éshté zero por irritimi né lékuré
dhe sy i pérdorueseve té tyre éshté i dukshém.

Nga figurat 5,6 dhe 7 dalin qarté lidhjet midis indikatoréve
fiziko-kimik si: ulja e sasisé sé klorit me rritjen e
amonjakut dhe numrin e personave, rrija e pérgendrimit
te amonjakut me rritjen e numrit té personave né pishiné.
Kjo tregon pér keq menaxhim té trajtimit té ujérave té
kétyre pishinave dhe funksionim té sistemit manual té
klorinimit.

Cilésia e dobét e ujérave té ketyre pishinave e shprehur
nga treguesit fiziko-kimik, tregon pér prezencé te riskut
kimik né kéto pishina.

Nga mungesa e trajtimeve jo té plota, pér té mbajtur
treguesit fiziko-kimik  brenda parametrave normé,
shohim se ka prezencé té ngarkesés mikrobiale si
koliforme total, koliforme fekale né 70 % té mostrave té
analizuara dhe streptococcus fecal né 58 % té mostrave
té analizuara.

Né té gjitha pishinat né studim nuk menaxhohet
treguesi i numérit té personave pér sipérfage dhe nuk
menaxhohen plotésisht pérdorimi i dusheve.

Ngarkesa mikrobiologjike krijon kushte pér infeksione
pér pérdoruesit e pishinave.

Pishinat e marra né studim kané treguesit kimik dhe
mikrobiologjik mbi vlerat e lejuara, cka pérben faktor
risku pér pérdoruesit e tyre. Né pishinén nr. 3, treguesit
e analizuar jané brenda vlerave standarte duke u béré me
e sigurt pér pérdoruesit e saj. Kjo éshté deklaruar dhe nga

pérdoruesit, gjaté intervistave né momentin e marrjes sé
mostrave.

Problemet me shéndetin, si infeksione dhe skugje té
lékurés, jané vrejtur tek grupet sportive té notit qé kané
frekuentuar pishinat e mbyllura pér njé periudhé dy dhe
tre mujore. Pér pérdoruesit spontan té kétyre pishinave
efektet né shéndet jané mé té dobéta.

Pérfundimi: Menaxhimi i miré i pishinave si: pérdorimi
i sistemeve automatike, stafi i trajnuar miré, trajtimi i
ujérave te tyre dhe edukimi i pérdoruesve té pishinave,
krijojné kushte pér shéndet dhe siguri né pishina.

REKOMANDIME

Té zbatohet procesi i superklorinimit njé heré né
javé né té gjitha pishinat, duke u bazuar tek vlerat
e kloraminave, ku Kklori i liré duhet té jeté 10 fish i
kloraminave.

Té instalohen sistemet automatike pér té gjitha pishinat
té cilat mundésojné parametra normé né cdo interval
kohor.

Té zhvillohen trajnime mé té hollésishme pér operatorét
e pishinave, mbi ményrén e trajtimit kimik té ujérave
dhe korrelacioneve midis parametrave té tyre.

Té informohet publiku, pér rregullat e pérdorimit té
pishinave dhe ndikimi ityre né mbajtjen e pishinave té
shéndetshme.

Manaxhimi i tregueseve té mirémbajtjes, né vecanti
ngarkesa e banjatoréve té zbatohet me regorozitet, si
faktor qé prish ekuilibrat kimik té ujit té pishinave.
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THE EFFECT OF QUALITY OF THE SWIMMING POOLS WATER IN THE HEALTH AND
SAFETY OF THEIR USERS, IN TIRANA

Drita Mema!, Donika Bocari!, Arben Luzati!, Elida Mataj!, Oltiana Petri!

'Health and Environment Departament, Public Health Institute, Tirane, Albania

ABSTRACT

The purpose of this study is to assess the quality of the pool water, based on their treatment ways, as a key factor
for healthy pools for their users.

Scope. Assessment of water indexes of pools that directly affecting the health and safety of their users.

This is accomplished by assessing the physical-chemical, microbiological indicators, and maintenance in some
swimming pools that use chlorine disinfectant element in different ways disinfection and implement of the super
chlorination process.

Materials and methods. Pools included in the study are: an outdoor and three indoor swimming pools in the city
of Tirana. Study has been carried during two-years, 2011-2012. These pools are frequented by different age groups.
Physical-chemical indicators analyzed are: temperature, free chlorine, pH, suspended, turbulence, ammonia,
alkalinity, calcium hardness, soluble solids (TDS) according to ISO methods, SSH, EN. The Microbiological indicators
analyzed are: total coliform. faecal coliform, streptoccocus faecal, and Pseudomonas aeruginosa.

Results: From the study, 65% of free chlorine values are outside the standard values, pH values in 63% of the
measured values are outside the range of 7.2-7.6, where chlorination process is effective. Coliforme total and faecal
in 70% of the analyzed samples are outside the standard values.

Conclusion: The use of automated systems, well-trained staff for management, pool water treatment and
educated and informed users, create conditions for health and safety in swimming pools.

Keywords: free chlorine, microbiological, health, standard,
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ABSTRAKTI

Qéllimi i punimit. Eshté pércaktimiinivelit té mbikéqgyrijes sé pavarur té kualitetit fiziko-kimik dhe mikrobiologjik
té ujit té pijes té papérpunuar dhe pas pérpunimit nga Instituti Kombétar i Shéndetésisé Publike té Kosovés, né
Komunén e Prizrenit.

Materiali dhe metoda. Pér kété géllim kemi pérdoré metodén deskriptive, analitike retrospektive, ndérsa pér
material kemi shfrytézuar té dhénat nga disa burime, si IKSHP né Prizren, Hidroregjioni, Kuvendi i Komunés sé
Prizrenit dhe Entit té Statistikave té Kosovés. Té dhénat jané grumbulluar, pérpunuar, analizuar dhe krahasuar
sipas rekomandimeve pér publikimin e punimeve shkencore-hulumtuese.

Rezultatet. Gijaté vitit 2010, IKSHP-Shérbimi i Ekologjisé Humane ka realizuar 1718 mostra, prej té cilave 1142
mostra me target mikrobiologjik dhe 576 mostra me target fiziko-kimik. Prej 1142 mostrave mikrobiologjike 9.19
% e tyre kané rezultuar jashté niveleve té lejuara me Udhézimin administrativ 2/99, sikurse nga 576 mostra

fizikokimike me parametra po késhtu mbi normat e lejuara me té njéjtin Udhézim Administrativ 2/99, kané gené
13.02% .

Pérfundimi. Banorét e Komunés sé Prizrenit konsumojné ujé té pijes relativisht té sigurt nga aspekti fiziko-kimik
dhe mikrobiologjik, ndérsa IKSHP kryen me korrektési mbikéqyrjen e ujit té pijes. Megjithaté, duhet zgjeruar

mbikéqyrjen e ujit edhe ne pjesén tjetér té pambuluar.

Fjalét kyce: mikrobiologjik, fizikokimik,uji, mbikéqyrje, udhézimi administrativ

HYRJE

Uji pér pije éshté domosdoshém pér jetén. Ai luan rol
kryesor pothuajse né secilin organ dhe funksion té
organizmit toné. Uji pérmiréson shéndetin, gjendjen
toné fizike, sikurse dhe pamjen toné. Uji i pijes duhet
té mbikéqyret vazhdimisht né planin mikrobiologjik
dhe fizikokimik, né ményré gé ai té jeté i sigurt dhe i
shéndetshém pér konsum. ‘Mbikéqyrja e furnizimit me
ujé té pijshém “paraget vlerésim té vazhdueshém dhe
vigjilencé té shéndetit publik, vlerésim i sigurisé dhe
pranueshmeérisé sé furnizimit me ujé té pijes”(WHO,
1976)'(4).

Furnizimi me ujé té pijes, té sigurt né aspektin
shéndetésor, por edhe té mjaftueshém né aspektin sasior
(3), éshté imperativ i secilés geveri dhe né pérputhje me

objektivat e Kombeve té Bashkuara pér zvogélimin e
pérqgindjes sé banoréve té globit pa qasje né ujé té sigurt
té pijes deri né vitin 2015.

Sémundje té ndryshme ndérlidhen me ndotjen mikrobiale
dhe fizikokimike té ujit té pijes, prandaj cdo angazhim
né pérmirésimin e kualitetit shéndetésor té tij krijon
pérfitime té réndésishme pér shéndetin dhe ekonominé
e vendit né pérgjithési.

Pérgjegjésia pér mbikéqyrjen e ujit té pijes saktésohet
né Udhézuesin e OBSH-sé dhe Direktivén e EU-sé 98/83/
EC (4,21). Autoriteti pérgjegjés pér mbikéqyrje té pavarur
té kualitetit té ujit té pijes né Kosové éshté Ministria
e Shéndetésisé, respektivisht Instituti Kombétar i
Shéndetésisé Publike té Kosovés, si agjencion i saj (7).
Mbikéqyrjen e ujit té pijes né Komunén dhe Rajonin
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e Prizrenit e kryen IKSHP, i cili béné mostrimin e
pérditshém dhe periodik me target mikrobiologjik dhe
fizikokimik. Kjo mbikéqyrje mbulon pjesén mé té madhe
té gjithé sistemit té ujit té pijes, pérfshiré burimet,
ujémbledhésit, infrastrukturén e shpérndarjes me
tubacione ose pa to, deri te kroi népér amviséri.

Té dhénat e fituara gjaté mbikéqyrjes duhet té jené té
sakta, komplete, té krahasueshme dhe kompatibile (12).

Komuna e Prizrenit gjeografikisht shtrihet né jugperéndim
té vendit, né njé sipérfage prej 640 m? (5.94% e territorit
te vendit) dhe me numér té banoréve rreth 180000 (5).
Sipas kétyre té dhénave, né Prizren jetojné mesatarisht
284.2 banoré né njé km? né qytet dhe né 76 vendbanime,
sikurse ka 35 557 banesa me 29 458 ekonomi familjare (6).

Pasojat né shéndet nga ndotja mikrobiale e ujit té pijes
jané té tilla sa qé kontrolli gjithmoné duhet té jeté me
réndési primare dhe i pa kompromis. Furnizimi i banoréve
prizrenas me ujé té pijes vien nga burime té ndryshme
dhe nga mé shumé operatoré. Gjithashtu nuk éshté i
vogél numri i tyre gé konsumojné ujé té papérpunuar
nga ujésjellésit lokal, sikurse edhe nga puset private. Njé
giendje e tillé rrit nevojén e zgjerimit té mbikéqyrjes sé
ujit té pijes né kété komuné.

QELLIMI

Qéllimi i punimit éshté pércaktimi i nivelit té mbikéqyrjes
sé pavarur té kualitetit fizikokimik dhe mikrobiologjik
té ujit té pijes, té papérpunuar dhe pas pérpunimit, nga
Instituti Kombétar i Shéndetésisé Publike té Kosovés, né
Komunén e Prizrenit.

Tabela 1. Mostrimi dhe vendmostrimet e ujit té pijshém
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METODA DHE MATERIALI I PUNES

Pér realizimin e studimit toné kemi pérdoré metodén
deskriptive, analitike retrospektive dhe krahasuese.
Kemi grumbulluar gjithé té dhénat pér mostrimin e ujit
gé qvtetarét e Prizrenit e konsumojné pér pije, té kryera
nga Shérbimi i Ekologjisé Humane dhe Mikrobiologjisé
klinike té IKSHPK né Prizren. Pér analizé mikrobiologjike
té mostrave éshté pérdoré metoda membrané filtér.

Kemi pérdoré té dhénat nga Kompania Rajonale e Ujés-
jellésit ‘Hidroregjioni Jugor’ Sh.A. né Prizren, nga Kuven-
dit Komunal i Prizrenit dhe Entit té Statistikave té Kos-
ovés. Té gjeturat tona gjaté hulumtimit i kemi krahasuar
me té dhénat né Udhézimit Administrativ 2/99 dhe stand-
ardet e OBSH-sé pér vlerat e lejuara té komponenteve
fizikokimike dhe bakteriologjike.

REZULTATET

Qytetarét e Komunés sé Prizrenit furnizoheshin me ujé té
pijes nga 4 deri né 5 burime (grafiku 1):

Grafikoni 1. Format e furnizimit me ujé té pijes té
banoréve té Prizrenit

1% /—
24% u KRU 'Radoniqi'Sh.A.
Gjakové

H Sistemet vetanake
lokale

0% B KRU 'Hidroregjioni
Jugor’ Sh.A. Prizren

5%

B Puset individuale
u Té tjera*

*Venbanime té vogla pér té cilat nuk ka té dhéna

Muaj Burimi o Uitsjellési % Pusﬂet, ujéﬁjeué‘sit lokal % Gjithsej o
(kérkesa individuale) mostra

Janar 8 6.90 107 92.24 1 0.86 116 100.00
Shkurt 8 5.71 130 92.86 2 1.43 140 100.00
Mars 8 6.06 124 93.94 0 0.00 132 100.00
Prill 9 5.00 159 88.33 12 6.67 180 100.00
Maj 8 5.75 125 89.93 6 4.32 139 100.00
Qershor 8 4.79 146 8743 13 778 167 100.00
Korrik 8 5.52 118 81.38 19 13.10 145 100.00
Gusht 6 444 113 83.70 16 11.86 135 100.00
Shtator 8 5.33 133 88.67 9 6.00 150 100.00
Tetor 8 5.88 128 94.12 0 0.00 136 100.00
Néntor 6 4.62 122 93.84 2 1.54 130 100.00
Dhjetor 8 541 124 83.78 16 10.81 148 100.00
Gjithsejté 93 541 1529 89.00 96 5.59 1718 100.00
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Té dhénat nga grafiku 1flasin se 75 % e banoréve prizrenas
furnizohen me ujé nga KRU ‘Hidroregjioni Jugor’ dhe KRU
‘Radonigi’, kompani publike té cilat e pérpunojné ujin
para se té arrij né kroje té qytetaréve. Ndérkaq rreth 25
% konsumojné ujé nga sistemet lokale té ujésjellésve dhe
puseve, ujé ky gé nuk pérpunohej, por shkonte direkt nga
burimi ose bazeni, apo pusi privat né kroin e qytetarit.

Gjaté vitit 2010 jané marré pér hulumtim fizikokimik
dhe bakteriologjik 1718 mostra, respektivisht né njé
mesatare prej 143 mostra pér muaj. Prej tyre 576 mostra
u hulumtuan né aspektin fizikokimik dhe 1142 mostra i
jané nénshtruar analizés mikrobiologjike( tabela 2 dhe 3;)

Né hulumtimin toné kemi gjetur se mostrimet jané kryer
kryesisht né tri vende specifike dhe até né burime, rrjetin
e ujésjellésit (kroje amvisérie, kroje né shkolla, kroje
publike, etj.) dhe né puse sipas kérkesave undividuale dhe
kontraktuale (Tabela 1).

Burimet jané kryesisht pika fillestare e wujit i cili nis
e akumulohet né rezervaré dhe mé pas i nénshtrohet
pérpunimit. Nga tabela kemi pa se mesatarja mujore
e mostrimit né burime éshté rreth 8 mostra pér muaj,
rrjeti i ujésjellésve mostrohej rreth 127 heré né muaj
(rreth 7 mostra né dité)dhe puset individuale bashké me
ujésjellésit lokal rreth 9 heré né muaj. Pérgjithésisht
shihet se rrjeti publik i ujésjellésit mbulohej né masé
prej 89 % , ndérsa puset dhe rrjetet lokale mostroheshin
vetém rreth 6 % dhe mbi 5% mbuloheshin burimet.

Né 576 mostra jané hulumtuar parametrat fiziké
(temperatura, era, shija, ngjyra) dhe kimiké (pH,
kaliumpermanganati, kloruret, amoniaku, nitritet,
nitratet, hekuri, mangani, oksigjeni, pércueshmeéria dhe
alumini).

Nga 576 mostra fizikokimike (Tabela 2) 13 % (75)
kané rezultuar mbi nivelet e lejuara me Udhézimin
administrativ 2/99, respektivisht me parametra té
ndryshuar fiziké dhe kimik, duke e béré ujin té pasigurt
pér tu konsumuar. Mostrat me rezultate mbi nivelin e
lejuar kané gené prej pikave té ndryshme té mostrimit,
si: burime, ujésjellés dhe puse. 56 % (42) e mostrave ka
gené nga ujésjellési publik dhe 44 % (33) nga puset ose
ujésjellésit lokal.

Te gjetjet fizikokimike kané dominuar parametrat e
ndryshuar té turbiditetit ose turbullira (22), nitriteve (27),
mangani (22), klori rezidual (7), amoniaku (2) dhe hekuri

(D).

Tabela 2. Mostrat kimike

Mostrat Mostrat
Muaji ni\t'g})elt e % nivrelleet e % | Gjithsej | %

lejuara lejuara
Janar 5 0.87 35 6.08 40 6.95
Shkurt 7 1.22 34 5.9 A 712
Mars 1 0.17 41 712 42 729
Prill 5 0.87 63 1094 | 68 11.81
Maj 3 0.52 45 781 48 8.33
Qershor 5 0.87 47 8.16 52 9.03
Korrik 10 1.74 45 781 55 9.55
Gusht 12 2.08 41 712 53 9.2
Shator 10 1.74 36 6.25 46 799
Tetor 6 1.04 36 6.25 42 729
Néntor 6 1.04 34 5.9 40 6.94
Dhjetor 5 0.87 44 764 49 8.51
Gjithsejté 75 13.02| 501 [86.98| 576 |100.00

Pér hulumtim mikrobiologjik jané marré 1142 mostra. Prej
tyre mbi 9 % (105) kané rezultuar me gjetje bakteriale ose
mbi nivelet e lejuara me Udhézimin administrativ 2/99
dhe mbi 90 % (1037) kané gené brenda niveleve té lejuara
(Tabela 3). Gjetjet bakteriale kané dominuar né mostrat
e ujésjellésit publik (66) dhe burimeve (25). Mostrat mbi
nivelet e lejuara nga puset dhe ujésjellésve lokal né kété
rast kané gené 14.

Tabela 3. Mostrat mikrobiologjike

Mostrat

mbi Mostrat
Muaji . % |nénivelet| % |Gjithsej| %
nivelet e lei
lejuara elejuara
Janar 3 0.26 73 6.39 76 6.65
Shkurt 8 0.70 91 797 99 8.67
Mars 0.09 89 779 90 788

Prill 0.53 106 928 | 112 9.81

Qershor 0.26 112 9.81 115 10.07

1
b
Maj 8 0.70 83 127 91 797
3
4

Korrik 0.35 86 753 90 788

Gusht 19 1.66 63 5.52 82 718
Shator 13 1.14 91 797 | 104 911
Tetor 20 1.75 74 6.48 94 8.23
Néntor 8 0.70 82 718 90 788
Dhjetor 12 1.05 87 762 99 8.67
Gjithsej 105 9.19 1037 190.81| 1142 |100.00

Né 105 ose 9.19 % té mostrave té ujit té pijes me baktere
mbi nivelet e lejuara me Instruksionin administrativ
2/99, kané dominuar bakteret e gjalla dhe koliforme (42),
streptokoké (19), vetém baktere koliforme (11) dhe baktere
anaerobe. Numri i baktereve né njési ka lévizur, por
pérgjithésisht e kané béré ujin té pasigurt pér pije.
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DISKUTIMI

Objektivat e zhvillimit té mijévjecarit (MDG) synojné
zvogélimin e numrit té banoréve pa gasje né ujé té sigurt
té pijes dhe higjiené bazike deri né vitin 2015. Ndérkaq
Udhézuesi pér kualitet té ujit té pijes i OBSH shpjegon njé
varg faktorésh me ndikim té drejtpérdrejté né kualitetin
e ujit té pijes, rrjedhimisht né shéndetin publik?. Ky
udhézues gjithashtu pércakton Ministriné e Shéndetésisé
né nivel vendi si pérgjegjése pér mbikéqyrje té pavarur
ose té jashtme té kualitetit té ujit té pijes pér qytetarét.

Ngjashém pércaktohet né Kosové me Ligjin pér Shéndetési
Publike(’) , ku né nenin 4 pika ‘i’ ngarkon me pérgjegjési
direkte IKSHP té Kosovés pér ‘analizimin dhe vlerésimin
e kualitetit té ujit pér pije’. Mbi kété bazé, Instituti
Rajonal i Shéndetit Publik né Prizren aktualisht éshté i
vetmi institucion me kompetencé profesionale dhe té
autorizuar qé béné mbikéqyrjen e ujit té pijes né nivel té
komunés dhe rajonit té saj(*?).

Sipas rezultateve té prezantuara, Instituti i Shéndetit
Publik né Prizren gjaté vitit 2010, ka béré mostrimin e ujit
té pijes né pika té ndryshme pér analizé mikrobiologjike
dhe fiziko-kimike. Kjo mbikéqyrje, béhet mbi bazé ditore,
ndérsa merren mesatarisht 6-8 mostra pér analizé, e gé
éshté brenda standardeve té pérshkruara pér analizén
bazé ose hulumtimin e vogél té kualitetit té ujit (deri
200000 banoré).

IKSHP, sipas ményrés sé mostrimit dhe analizés sé
tyre, pércjellé parametrat baziké mikrobiologjik dhe
fiziko-kimik, gé e béjné té pranueshém ujin e pijes né
pajtueshméri me Udhézimin administrativ 2/99(®) dhe me
WSP (water safety plans) sipas OBSH-sé.

Furnizimi i banoréve me ujé té pijes té pérpunuar dhe nga
rrjetet e ujésjellésve té kontrolluar éshté gjithnjé e mé i
madh. Sipas rezultateve tona kjo gjendje shkon deri né
75 % té banoréve té komunés sé Prizrenit, ndérkaq mjaft
miré géndrojné edhe komunat e aférta si Gjakova (89%)
dhe Peja (64%), ndérsa mé keq géndrojné Ferizaj (42%) dhe
Gjilani (31%)(%).

Gjetjet mikrobiologjike mbi vlerat e lejuara sipas
Udhézimit administrativ 2/99 (¢) kané dominuar né
burime té ujit, né ujésjellés lokal dhe té pa mbikéqyrur si
dhe puse private. Ky dominim nuk éshté né proporcion
me numrin e mostrimeve né rrjetin e ujit té trajtuar
dhe até té patrajtuar( 16.9:1). Gjetjet e parametrave
fizikokimik mbi nivelet e lejuara pérputhen me ndotjet
mikrobiologjike té gjetura dhe reagimi ka gené i shpejté
e profesional.
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Né vitin 2010 né komunén e Prizrenit nuk éshté regjistruar
asnjé epidemi nga ndotja e ujit té cilés do natyré qofté ai.

Né Kosové aktualisht po punohet né transpozimin e
Direktivés Europiane 98/83/EC né legjislacionin vendor,
pér kontrollimin dhe parametrat e ujit té pijes né vend

Asnjéheré nuk mund té themi me siguri té ploté se uji
pér pije éshté térésisht i pastér, pavarésisht rezultateve
té mostrimit, sepse ai mund té ndotet né cdo moment.
Pikérisht pér kété arsye, uji ¢ konsumohet pér pije duhet
té mhbikéqyret né ményré té vazhdueshme, profesionale
dhe té pakompromis, duke siguruar kualitet higjieno-
sanitar dhe shéndetésor té tij.

PERFUNDIMI DHE REKOMANDIME

Duke analizuar rezultatet dhe ményrén e furnizimit me
ujé té pijes té banoréve té komunés sé Prizrenit, vijmé né
pérfundim se ka mjaft puné pér tu béré qé té arrihet njé
mbikéqyrje ose survejim i ploté i ujit qé konsumohet pér pije.
Edhe mé tej mbeten rreth 25% e banoréve pa ujé té trajtuar
dhe té pérpunuar i cili do té ishte i sigurt pér tu konsumuar.

Instituti Kombétar i Shéndetit Publik té Kosovés né
Prizren duhet té ndihmohet materialisht dhe me kuadro
profesioniste pér té rritur kapacitetet e mbikéqyrjes sé
pavarur té kualitetit té ujit té pijes. Pér mé tepér kur kjo
degé e Institutit béné survejimin né nivel rajoni né té cilin
pérfshihen edhe 5 komuna tjera, obligon institucionet
gendrore pér reflektim shtesé.

Kuvendi komunal i Prizrenit, duhet té rrisé angazhimin
pér furnizim té miré, kualitativ dhe té sigurt me ujé té
pijes té banoréve té tij. Né kété plan duhet té pérfshijé
nén mbikéqyrje té gjitha zonat rurale, pérmes IKSHP né
Prizren.
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BACTERIOLOGICAL AND PHYSICOCHEMICAL SURVEILLANCE OF DRINKING WATER IN THE
MUNICIPALITY OF PRIZREN

Fadil Kryeziu', Tahire Maloku!, Violeta Kryeziu', Sejran Abdushi?, Nurishahe Hulaj',

! National Institut of Public Health of Kosova
2 Regional Hospital “Prim.Dr.Daut Mustafa” Prizren, Republic of Kosova

ABSTRACT

Aim: Aim of this study was to determine the level of independent surveillance to the physic-chemical and
microbiological quality of drinking water from the National Institute of Public Health, whether raw or processed
in the Municipality of Prizren.

Materials and methods: In this retrospective, descriptive and analytical study we have used materials from
several resources, as are: National Institute of Public Health (NIPH) in Prizren, Hidroregion, Municipality of
Prizren, and from Statistical Office of Kosovo. Data were collected, processed and analyzed, and compared with
data from comparative literature to set the standards for our concerns.

Results: During 2010 year, NIPH - Service for Human Ecology has implemented 1718 samples in total, of which
1142 samples with microbiological target and 576 samples with target physic- chemical. From 1142 microbiological
samples, 9.19% (105) of them have resulted out levels allowed by the Al 2/99; from 576 physicochemical samples
without of levels allowed with AI 2/99 are 13.02% (75)

Conclusions: Citizens of Prizren consume relatively safe drinking water in terms of physicochemical and
microbiological quality and NIPH perform proper monitoring of drinking water. However, is needed to increase
the range of parameters investigated and the number of staff, to achieve greater health and hygienic safety of
drinking water.

Key words: microbiological, physicochemical, surveillance, drinking water, administrative instruction
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YIIOTPEBA HA AYTOTPAO®T 3EMEH OJI §EMOPA/THA ITIABA KAJ
BIPAJTYBAILE HA BECIIEMEHTHA AIIETABY/TAPHA KOMITOHEHTA
[TPU KOHTEHUTAJTHA TUC/TOKAITHJA HA KOJIK

Kamuap Bukrop!, AranacoB Henap', Ilonocka Anacracuka', borojeBcka MusneHa!

I0E. Knunuka 3a opronepcku 6onect Cromje, MemuiuHcku dakynret, Yausepsurer “Cetu Kupun u Metopuj
“Crorje,Penty0nka Makeonuja

Medicus 2013, Vol. 18 (2): 130-133

AIICTPAKT

ToTajHaTa apTPOIIACTMKA Ha KOJKOT Kaj MAalMeHTH CO KOHI'eHWTAasHa [MCIOKalldja Ha KOJIKOT IpPEeTCTaByBa
KOMITJIEKCEH XUPYPIIKK K PEKOHCTPYKTUBEH MpobiieM. [TocebHO ropau arerabynapHUuoT KockeH fecbuniut (AK/T) Kaj
OBUe KOJIKOBH, Ka/fle € HEeOTX0/IHa yroTpeba Ha roceOHa TeXHNMKA Ha UMTTJIAHTHPAarbe Ha aljeTabysiapHara KOMITOHeHTa
Ha rpore3ara. IlocTojaT IoBeKe HAaUMHM Ha pellaBarbe Ha Iopaau aleTradby/lapHUoT KockeH medunut (AKI), a egeH
0]l HAUMHUTE e KOPUCTeHe Ha beclieMeHTHa alletabysiapHa KOMIIOHEHTa M aBTorpadT 3eMeH off heMopaiHa rjiaBa
KOPHUCTEH 3a cylpaalietadysiapHa peKOHCTPYKIIWja (mpotiefypa ro Harris).

[lenrra HA OBaa cTyAMja e HU3 aHajM3a Ha Jo0ueHuTe pesysrary o yrorpebara Ha dhemopasHa r71aBa Kako KOCKeH
aBTOrpadT Mpu cyrnpaareTadyapHUTe PEKOHCTPYKIIUM [la Ce MPUKayKe 3HAUEHETO Ha OMepaTUBHOTO JIEKYBabe Kaj

OBUMe TTallMeHTH.

KJIY‘IHI/I 360POBI/I: KOHI'eHUTaJIHa ,E[VICHOKHL[VIja Ha KOJIKOT, aL[eTa6YHapHI/IOT KOCKeH ,E[ecbI/ILU/IT, aLLETa6YH8pHH

KOMITIOHEHTa " aBTorpach.

BOBE]]

[larmeHTTe cO CeKyH7lapHa KOKCAapTpo3a MOpajin
KOHTeHMTaJIHA  JIMC/IOKAIMja HAa  KOJNKOT — MMaar
3HauMTeJIeH pe3ujyaaeH neOpMUTET Ha aleTa0ylIyMoT
M TO/IeM JIepUIIUT Ha CyTpaalneTa0ylIapHUOT KOMIUIEKC
Ha aHATOMCKHOT arjeTaOynym. AreTabyTapHUOT KOCKeH
nedurut (AKJI) HajuectTo e mpeTcTaBeH Kako IPe[Ha,
jlaTepajTHa M OPEeTKO 3a/[Ha IUCIIa31ja Ha alleTa0yIyMOoT.
Kaj marmeHTHTe €O CeKyHJapHa KOKCapTpo3a Mopaji
KOHTeHMTaJIHa JIUC/IOKAIMja Ha KOMKOT, XUPYPUIKKOT
TPeTMaH € HEeOIXOJIeH MOpajii CUTHU OOJKM BO KOJIKOT
M Cepro3Ha PeCTPUKIMja Ha CEeKOjJHeBHUTE aKTUBHOCTH
(oHEBO3MOKEHO OfIethe U OTesKHATO cToetbe). AK/J] 3aeHo
CO MYCKYJIHUTE KOHTPAKTYPU OKOJY 3I71I000T Ha KOJIKOT,
abmykTopHaTa MHCY(UIMEHIja KaKO M arylaCTUYHUOT
dbemopasieH KaHaj IIpeJicTaByBaaT ToOJIeM XMPYPUIKH
npeau3BKK. [locTojaT MoBeKke TeXHUKW TMPU pelllaBarbe
Ha 0Boj xupypiiku mpoomeM. Sir John Charnley co
copabornutuTe (1970) mperopauyBa ieka areTabyapHaTa
KaIa ofi mpoTe3ara Tpeba fja Ouie pernoKpreHa co Kocka
0 Hej3MHaTa jaTepajHa IoBpimMHa. (1-3) Ymorpebata
Ha Majia areta0ynapHa Kama co pujametap of 44-46 Mm
Kako M jaTporeHa mepdopaiija Ha MeJUjaHUOT —SH]
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Ha aleTabyIyMOT IpeTcTaByBa efHa of omiuure.(Har-
ris 1977,KapeBcku 1991, Kamuap 2001, Homman 2002).
Harris Wiliam, 1977 roguna cyrepupa jeka yrmorpebaTa
Ha TOTaJIHA apTPOIUIACTHKA HA KOJMKOT Kaj MAl[eHTH CO
MMCIUTACTUYHA KOKCApTPO3a MOKAT Jla OMIaT TeXHUUKH
MHOTY MPoOIeMaTHYHU JIOKOJIKY He ce KOPUCTU KOCKeH
rpadr. Toj BoemHO mpemioKyBa yIoTpeOa Ha KOCKeH
rpadT 3eMeH o7 peMopaiHaTa I71aBa 3a Jia ce 0be30enu
JIOTIOJTHUTE/THA KOCKeHa MOJIIPIIKa BO PeKOHCTPYKIIHUjaTa
Ha a1eTadynymor. (4-6)

[lenrta Ha oBaa cTy/Mja e aHa/IM3a Ha JOOUEHHTE Pe3yITaTh
o yrmoTpebaTa Ha XUPYpIIKK 0bpaboTeHaTa heMoparHa
I/IaBa KaKo KOCKeH aBTorpadT Mpu cynpaarieTadysapHuTe
PEKOHCTPYKIIMM, CO 1leJl MCTAaKHYBame Ha HEj3UHOTO
3Hauere TPH OIePATUBHOTO JIEKYBabe CO MMIUTAHTaIMja
Ha OeclleMeHTHa eHJOMpOTe3a Kaj Tal[UeHTHTe
CO CeKyHJapHa KOKCapTpo3a HacTaHaTa IIOpaju
KOHTeHUTaJTHa [IUCTIOKAI[Hja Ha KOJIKOT.

MATEPHJAJT 1 METOH

Bo oBaa cyuja ce onpaTeHn 20 marueHTH co CEKYH/apHa
apTpo3a Ha KOJIKOT MOPajii KOHTeHWTa/lHa IUC/IOKaIdja
JIeKYBaHM CO BrpajiyBaleé Ha TOTajHA OeciieMeHTHa
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eHJIONpOTe3a Ha KOJKOT Ha KimHMKaTa 3a opTomefcKu
oonectu Bo Ckomje. 14 of marmeHTuTe Oea off AeHCKH,a
6 mamueHTH of Maimiku mon. Ha HamumoT MmaTepujarn,
(bemopasHaTa I7aBa Oellle KOpMCTeHa Kako aBTorpadr
10 TpPeTXo[HaTa XMpYpIIKa 00pab0oTKa BO TEKOT Ha
ornepaTHBHATa MHTepBeHIMja. HaTaMoOIHOTO moCcTereHo
BrpajilyBalhe Ha eHJoIpoTe3aTa M  AallIUIUPAHUOT
rpadTt o emopanHaTa I7aBa BO IOCTONEPATHBHUOT
nepuop Oelre eBayMPaHO CO IIOMOII Ha KIMHHYKUOT U
penaresorpadckuotT Metop. (cnmmka 1,2,3). Pesynratute
ce cieflea Bo mepuop of 5 ropunu, of 2006 mo 2011
rofuHa. THIIOT Ha eHZIONPOTE3UTe KOM 0ea KOPUCTEHU
BO OIIEPAaTUBHOTO JIeKYBakbe Ha MaljueHTUuTe 0ea TOTalTHU
OeclieMeHTHH eHJ0NpoTe3n. PesynratuTe KIMHAYKA Oea
eBayupaHu co momom Ha Harris hip score. Kaj cute
TaIMeHTH BO PasIuyHu a3y Off CIIeJIelheTo Oea mpaBeHn
TI0CTONEPATUBHHU pajuorpaduy Ha ONepUPAHUOT KOJIK CO
IPOKCUMANHHUOT fien Ha emypot (AIl) u paguorpaduu Ha
Kapnuia (AII).

PesynTaTiTe KIMHMYKK Ce eBayupaaT KOPUCTEjKH ro:
Harris hip score-o.

[IpB men
bonka [loppika 1pu ofiere
O | Hema bonka O | Hukaksa

AKTHBHOCTH IIPA 00/IEKYBabe Cramu
YeBJId 1 YOPaIly
O | /lecHo O | HopmarHo 6e3
TIOTIIMPakbe Ha orpazia
O | Temko O | Hopmainto co
TIOTIHPakhe
O | HeBo3moskHO O | buso kako
O | Hecriocobnocr 3a
ofierbe TI0 CKaju
JaBeH npeBo3 Ceneme
O | CriocobHOCT [1a KOPUCTH O | YnobHo, obnueH cTon
aBTOOYC 3a eJieH yac
O | HecrocobHoCT 1a KopucTH O | Ha Bucox cron 3a 30
aBTOOYC MUHYTH
O | HecmocobHocT f1a ceu
Ha 010 Koj cTON
Brop nen

Jlanu nanyeHTOT MMa:

[lomanxky op 10 cTeneHn

O |na [omanxy op 30 O |na | dukcupara .
crenenu Grekcuja | @ BHATPEILHa poTaLlitja
O |ne HE | Bo excTeH3Mja
O |na |llomanxky op O |na
30 crenenu Nneranurer nomasn
O |ne |®urcupana O |ne [0A321
ajiyKImja
o OproBopoT Ha CHTE YETHPH Ipalliakba e [ja (03Haul caMo
TIOKOJIKY € TOUHO)

O | /lecHa, moBpemeHa, He Tipeur | @ | bacTym 3a mofionru
BO KTUBHOCTHTE HPOIIETKH

O | YMepeHa 0onKa, 6e3 ebekT Ha | @ | Bactym 3a moronem fien

TpeT pen - IBIKema

CEKOJAHEBHUTE AKTUBHOCTH, Off BPEMETO ToTasnen crerneH Ha ToraneH cTemneH Ha
MOPEeTKO MMa oTpeda off i )
aHa/reTuKa (hnekcuja abyKIuja
O | YMepeHa TonepaHTHa O | FjHa natepuiia O |Hema O |Hema
boka, co orpaHiuyBame Bo 0|08 0 | 055
001yaeHUTe AKTUBHOCTH,
HaJIO}KyBa I[PMMeHa Ha 0 |8>16 0 |>10
TIOCUJIHA MeJJUKaMEHTH Off, 0O (16524 O |10>15
Op/IMHUPAHKTE AHATeTHIU 0 20532 0 | 1520
O | 3HauuTenHa 60mnKa, O | [IBe narepuiu 0 |32-40 ToTa/leH CTeleH Ha
Cepyro3HO OrpaHNUyBatbe BO .
CeKOjJHeBHUTE aKTUBHOCTH HaJIBOPEIIHa pOoTalln]a
O | Toranua onec6ocobeHocT, O |/Ise naTepuiy unm O | 40~45 0 |05
BP3aHOCT 3a KpeBeT, DOJIKU 1 OHEeBO3MOKEHOCT 3a O (90>100 0 |5>10
BO KpeBeT ofiese O [100>110 O |10>15
Pacrojanue nipu ofieme HakpusyBame I'papupare Ha Harris - Hip Score-ot :
O |HeorpanuueHo O |Hema
O |30 MunyTH 0 |Jlecto YCI'IEHJEH‘ PesyITaT = TMOCTONEPATHBHO 3rofleMyBatbe
0 [10- 15 O [Vvepero Ha Harris Hip Score-or > 20 moenmu + panﬂorpa(bcx.ﬂ
O |Cano 1oma O [Tewro wm CcTa0M/IeH MMIUIAHT + 0e3 JOOJIHUTEeTHA PEKOHCTPYKIIMja
HecrocoOHoCT 3a ofiere | Ha aretadymyMoT,umu < 70 moenu cmab pesynrar, 70-79
O |Bp3aHoct 3a KpeBeT i CTon

sagoBonuTenHy, 80-89 mobap, 90-100 opynueH pesynTar.
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PE3YJITATU

On KIMHUUKK acreKT Kopuctejku ro Harris hip scor-ot
ce cTWrHa fio ciefHuBe pesynratu: [IpefoneparuBHa
cpemHa BpegHoct Ha HHS 40 (9-57), mpBara ropuna
TI0CTOTIEPATUBHO 72 ce /10 CpeiHa BPeJJHOCT Ha CKOPOT O
75,5 BO MeTaTa MoCToNnepaTUBHA rofluHa. VIHerajauTeToT
Ha eKCTPeMUTETHTe ce TIof[o0pM Ha cpefjHa BPEJHOCT
ol 9 MM MoCTollepaTUBHO, UMAjKd ja BO MpPeBU]
npefioniepaTiBHaTa Auckpenadia of 21 mm. Kaj cute
TAIeHTH BO Pa3nJHu (a3 of cieiereTo Oea paBeHu
TIOCTONEPAaTUBHU papuorpady Ha ONEPHPAHUOT KOJMK
(AIT) u pamuorpacduu Ha Kapyuia (AII).

Paguorpadckata aHamm3a mokaka jeka 16 opg 20
demopannu rpadroBu Oea BrpajieHM €O KOCKaTa
JoMakuH of Kapnuuara (cimka 1,2,3), Ho 4 rpadra
THoKaykaa pecopriiiyja LeJlocHa CO MUTpaliyja Ha LeJIMOT
areTabyapeH KOMIUIEKC TIpeMa IpOKCUManHo. Kaj
CUTe Tal[MeHTH Kaj Kou rpadror Oelle BrpajieH Ha
CTaHflapiHUTe pajuorpaduu Toc/ie MpBaTa TOAWHA
of omepanujata, Oeme  3a0eeKaHO  IIOCTETEHO
peMoieNipabe Ha KOCKeHUTe TPAOeKy/IHu 110 T0/KMHATa
Ha JIMHWKTE Ha ONITOBapyBarbe.

JTUCKYCHJA

Yirre o, caMHOT TIOUETOK Ha pa3BOj Ha aa0apTpo-
ITaCTHKaTa Ha TOJIeMUTe 3I7I000BM IIPEKY HAIpeoKOT
Ha 0asMyHaTa HayKa, pasBOjOT Ha JM3ajHATe Ha
eHJIONPOTE3UTe KaKo M YCOBPLIYBAWMETO Ha XMPYpIIKaTa
TeXHHKa JI0BeJj0a JI0 [paMaTH4HO MO00pY (VHKI[OHATI-
HU pe3y/ITaTy Kaj maiyeHTure. (6,7)

Yecto, mpuMeHaTa Ha ONEPaTHBHOTO JIeKyBame CO
MMIUTaHTal[Mja Ha TOTajTHaTa eH[0NpPoTe3a Kaj MalueHTH
CO CeKYHJIJapHa apTpo3a KaKo pe3ylaTaT Ha pa3BOjHH
MopeMeTyBamha Ha KOJKOT, 0Oapa efjeH KOMIUIeKCeH
TMPUCTall BO PEKOHCTPYKIMjaTa Ha aleTady/lTapHUOT
KOMIITEKC, HaKO Pe3y/ITaThTe Kaj oipefieH Opoj Ha cirydau
He ce TOJIKY 3a/I0BO/IMTE/THN KAaKO Ha ITp. Kaj Ial[ieHTH CO
TprMapHa KOKCapTpo3a, JIeKyBaH! MCTOTAKa CO IIPUMeHa
Ha TOTajHa aj0apTPOIVIACTHKA. ABTOT€HOTO KOCKEHO
rpadTUpame Kaj areTaOyIapHH KOCKeHH [eduIiuTi,
KOPUCTEjKH XUPYPUIKK 00OpaboTeHa I7aBa Ha OyTHaTa
KOCKa, T0 Haora CBOETO MECTO BO TOJIeMH MPOCTIEKTUBHH
CepHUH 1 Pe3y/IThpa co Cy(hUIMEeHTHO KOCKEHO BPaCHYBatbe
M peMmojieialjija BO €JIeH TIOfIO/IT TOCTOIepPaTHBeH
BpeMeHCKH nepuof,. (8,9)
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[opeonuuIaHKOT ~XUPYPIIKM —MPHUCTal, KOMOMHMpaH
co Opsara u crabwiaHa OuonmomKka (UKcanyja Co
KOCKEHO BpacHyBame Ha OecIieMeHTHHTEe eHJOIpOTe3H
0BO3MOJKYBA JIOIT0 ¥ KBAJIUTETHO KMBEEHE CO BElITauKu
3r100. (10)

3AK/IYYOK

[Tpu fo6pa mpuMapHa hUKcallija 1 afileKBaTHO OMOJIONIKO
BrpajiyBatbe Ha areTa0yrapHaTa KOMIIOHEHTa Kako U
aBrorpadToT J100MEH co 00pabOTKa Ha (heMopanHaTa
I7IaBa II0CJIe TIpBaTa rOfIMHA Off ONepalujaTa, BPaKameTo
Ha MYCKY/JIHaTa CK/Ia, PellaBameTo Ha IpobleMoT co
HAKPHMBYBabETO KAKO U eTa/iu3aliijaTa Ha eKCTePMUTETUTE
MOBelyBaaT [0 ONTMMAaleH JMHAMHUUKA M CTATHUKH
KamaluTeT Ha 3071000T Ha KOMKOT, @ CO TOa M JO/r0 U
KBaJINTETHO KUBEEHHE CO BEIITAUKH 317100.
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THE USE OF FEMORAL HEAD AUTOGRAFT AND CEMENTHLESS ACETABULAR COMPONENT
IN CONGENITAL DISLOCATION OF THE HIP

Kamnar Viktor!, Atanasov Nenad!, Poposka Anastasika', Bogojevska Milena'

"University Clinic for orthopaedic surgery, Medical Faculty University “St. Cyril and Methodius”- Skopje,
Republic of Macedonia

ABSTRACT

The patients with congenital hip dislocation have severe residual deformity of the acetabulum and large deficit of
the supraacetabular complex on the anatomical acetabulum. Acetabular bone deficiency is commonly presented
and the specific technique for acetabular cup insertion with femoral head autograft used for supraacetabular
reconstruction is needed. (Harris procedure) The aim of this study is to analyse the importance of using femoral
head autograft in supraacetabular reconstruction using special technique and to affirm the importance of this
medical treatment in these patients.

Key words: congenital hip dislocation, acetabular bone deficiency, femoral head autograft.
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AND POSSIBILITIES
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ABSTRACT

Nuchal translucency is an ultrasound marker of first trimester of pregnancy, widely used and accepted for screening
of chromosomal abnormalities. It is more likely to be a manifestation of various development disorders. According
to Snijders at al. in 1998, around 5% of fetuses which will present with NT>95 percentile, will have a normal
karyotype. Both in unselected populations and high risk populations, increased NT=3mm seems to increase the
risk of malformation 10f fold and the risk of miscarriage about 5 fold ( Bilardo at al. 2007).

There is a growing body of literature that highlights a spectrum of possible events in the fetuses with increased
nuchal translucency and normal karyotype like fetal loss, structural defects and genetic syndromes with
development delay. Declaring to parents that the baby with increased NT has a normal karyotype, it is only the
beginning of a full diagnostic work up likes a two-step ultrasound investigation at 13-18 and 20-24 weeks gestation,
managing plan, and a long list of explanations regarding possible outcomes for baby.

Although the unfortunate events for the babies with increased Nuchal translucency and normal karyotype should
not be underestimated, it is important to emphasize to the parents that almost 80% of this pregnancies is likely
to be the same as for those pregnancies with a normal NT at this stage. If the two step ultrasound examination is
normal, then the chance of fetus to have an underlying abnormality is about 2%.

NUCHAL TRANSLUCENCY AND NORMAL KARYOTYPE Meanwhile, Michailidis and Echonomides in 2001 found
CORRELATIONS AND POSSIBILITIES that for the nuchal translucency over 99 percentiles the

risk of miscarriage, intrauterine death or termination of
LOSS OF FETUS pregnancy because of fetal anomalies was about 12 times

According Bilardo at al, 2007 (2), at fetuses with NT> 6.5mm higher compared with fetuses with normal values NT (4).

and normal karyotype, the percentage of spontaneous fetal ~ Another study, Westin at al. 2007 (5), did not find a
loss is high. It manifests in spontaneous abortion, in utero  gnnection between the increase of NT values and
death and can be explained by the severe developmental perinatal death, and found only a connection between
diSOI‘deI‘S that cause the 1OSS Of the fetus due to CaI‘diaC elevated NT Values and abortion. During these Studies a
insufficiency. In certain cases, such a loss of the fetus is pumber of pregnancies were suspended at the request
high because of the demands of the parents to terminate  of parents. If the pregnancies would not be suspended

the pregnancy without ultrasound examinations that pecause of the desire of the parents, the condition with
would confirm “normalization” of the edema. Also, Souka  the relationship between the elevated NT values and

atal (3), in 1998 found that the chances of survival decrease
with increasing the nuchal translucency. This position is
determined with the help of several other examinations,
suggesting the further investigations to be carried out
mainly for the fetuses with increased nuchal translucency
over 99% and over 3.5 mm. Fetuses with mild increase of
the nuchal translucency i.e. an increase of 3 mm and 3.5
mm can survive in 96% of the cases.

Revisté mjekésore - MEDICUS | 134

the loss of the fetuses might have been quite different.
Also, some of the terminations of the pregnancy may be
affected by Amniocentesis.

Basically, larger number of authors confirm that the
increases in NT values are important, and how large are
their indicators, the forecast is worse for them.

After determination of elevated nuchal translucency
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during the first trimester and normal karyotype, further
procedure provides echo i.e. review in the period from
13t to 18 week and then in the period from 20™ to 24
week, even it comes to the smallest indication from the
beginning of the echo, with the exception of abortion or
intrauterine fetal death.

GENETIC SYNDROMES AND OTHER ABNORMALITIES

It is difficult to talk about the possibilities of genetic
syndromes in cases of elevated NT values with normal
karyotype because of their heavy diagnosis and low
prevalence at the population. Also, the difficulties
become even greater when some of them appear a few
months after birth or during early childhood. We should
also mention the case of Noonan syndrome, which is
mentioned in all performed tests and can be determined
a few months after birth because of changes made to the
person. Also it can be mentioned the fetal akinesia or
some other skeletal dysplasia that can cause an increase
of NT values due to mediastinal compression or due to
differentiation of the expression of collagen (Hyett at
al. 1997) (6). In his study, Bilardo at al. 2007 (2) found
that most of the identified genetic syndromes were “de
novo” and are manifested mainly in muscle or skeletal
disorders. In such cases the accumulation of the liquid
in the nuchal point could be caused due to disturbance of
the venous return to the heart from the small thorax, the
altered composition of the extracellular matrix or due to
disturbances in lymphatic drainage. According Senat at
al. 2002 (7) in fetuses with normal karyotype, the danger
of neonatal malformations or severe disability during the
early childhood amounts 6.5% and 11%.

The previous studies had much influence on the choice
of cut-off values of NT values and the limited number of
cases. Recent studies have found that for NT values <4mm
there are greater opportunities for establishing more
normal fetuses. It is chosen NT value > 4mm because
this value is below 99 percentiles and can help more in
determining the relationship between the elevated NT
values and the illness during the early childhood, Souka
at al. 2008 (8).

The other anomalies are mentioned last, but they are not
few in number. The list of such anomalies is long, but the
actual connection is established only with a few studies
(3, 8). The most common structural defect upon cardiac
anomalies is found to be palatoschisis (2).
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Also can be mentioned exomphalos, hernia of the
diaphragm, problems with the abdominal wall, light
pyelectasia etc.

CARDIAC DEFECTS

Early studies associated with elevated NT values
established connection between these values and the
structural defects of the heart and the major arteries.
Hyett at al. 1999 found that in a one group of 29154
separate pregnancies, elevated NT values above the 95
percentile was observed in 56% of fetuses with cardiac
abnormalities (8).

Also, this study is confirmed by Bilardo at al. 2007 (2),
which identified cardiac structural defects as the most
common (55%) of all other structural defects in the
fetus with increased NT values, normal karyotype and
abnormal ultrasound examination. In the same study,
the cardiac defects were identified in 30% of the cases
of fetuses with elevated values of NT, normal karyotype
and normal ultrasound examination, i.e. without other
structural defects.

The possible link between elevated NT values and
structural cardiac defects directed a number of studies
to such relationship as an indirect mean of diagnosing
cardiac structural abnormalities. Two recent studies
(Michailidis and Economides 2001(4), Mavrides at al. 2001
(9)) announced the effectiveness of the measurements of
the NT values as a mean of determining the major cardiac
defects. The percentage of determining the major cardiac
defects associated with NT values, using percentile 95
and percentile 99 was 36% and 27%.

However, these findings do not support the measurement
of the NT values as the only measure for detection of
major cardiac defects. Measurement of NT values can
not replace the standard examination of the heart with
morphological echography and currently it is considered
as a warning sign for further and detailed examination
of the heart to the standard images of the morphological
echography.

CONCLUSION

The elevated nuchal translucency in fetuses with normal
karyotypeisassociatedwithstructural cardiacdefects,lossof
the fetus, other structural anomalies and in some cases with
genetic syndromes, which are often difficult to determine.
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The second stepinthe plan of the management is detecting
possible structural anomalies using echography, from 13-
18 week and 20-24 week of pregnancy.

Although it should not be underestimated the potential
negative results for certain baby, for the parents it
is important to be noted that approximately 80% of
such pregnancies would have a similar future with the
pregnancies with normal nuchal translucency over the
same period of pregnancy. If the echo mentioned in the
above text in two steps will show normal values, the
chances of appearance of fetal anomalies would be 2%.
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ABSTRACT

Nuchal translucencyis an ultrasound marker of first trimester of pregnancy, widely used and accepted for screening
of chromosomal abnormalities. It is more likely to be a manifestation of various development disorders. According
to Snijders at al. in 1998, around 5% of fetuses which will present with NT>95 percentile, will have a normal
karyotype. Both in unselected populations and high risk populations, increased NT=3mm seems to increase the
risk of malformation 10f fold and the risk of miscarriage about 5 fold ( Bilardo at al. 2007).

There is a growing body of literature that highlights a spectrum of possible events in the fetuses with increased
nuchal translucency and normal karyotype like fetal loss, structural defects and genetic syndromes with
development delay. Declaring to parents that the baby with increased NT has a normal karyotype, it is only the
beginning of a full diagnostic work up likes a two-step ultrasound investigation at 13-18 and 20-24 weeks gestation,
managing plan, and a long list of explanations regarding possible outcomes for baby.

Although the unfortunate events for the babies with increased Nuchal translucency and normal karyotype should
not be underestimated, it is important to emphasize to the parents that almost 80% of this pregnancies is likely
to be the same as for those pregnancies with a normal NT at this stage. If the two step ultrasound examination is
normal, then the chance of fetus to have an underlying abnormality is about 2%.
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ABSTRACT

Chronic obstructive pulmonary disease (COPD) is a leading cause of death worldwide. Although COPD and
rhinosinusitis are respiratory diseases, the relationship between them is poorly understood. The most important
risk factors for developing COPD are common also for rhinosinusitis: cigarette smoke, contaminated ambient air,
frequent respiratory infections, acute and prolonged exposure dusts and chemicals. COPD is associated with a
number of comorbidities, which include: skeletal muscle weakness, cachexia, diabetes, hypertension, coronary
artery disease, heart failure, chronic nephritis, osteoporosis, depression. It has been suggested that chronic
inflammation links COPD and comorbidities. Along with heart failure, diabetes and arterial stiffness, chronic
nephritis coexists with COPD. In this review, we will briefly discuss the systemic manifestations and comorbidities
in COPD and we will try to find out a connection between it and rhinitis.

Key words: COPD, rhinosinusitis, chronic nephritis, chronic inflammation, comorbidities.

INTRODUCTION

COPD is a leading cause of death worldwide and it also
has been estimated that COPD will be the third leading
cause of death worldwide by 2020 [1]. There is close
relationship between asthma and rhinosinusitis, but the
relationship between COPD and rhinitis is still poorly
studied, regardless of high prevalence of inflammation of
upper airways in patients with COPD (2, 3).

COPD is chronic condition characterized by a progressive
airflow limitation, which in many cases is not affected hy
the ongoing therapy. There are two major components
- chronic bronchitis (narrowed and stuff bronchi) and
emphysema (disintegration of the alveolar septum causes
an inability of alveoli to hold their functional shape upon
exhalation and shortness of breath). COPD is progressive
and associated with inflammatory response of the lung to
noxious particles and gases (1).

The most important risk factors for developing COPD are
cigarette smoke, contaminated ambient air, frequent
respiratory infections, acute and prolonged exposure
dusts and chemicals, low dietary intake of vitamins A, C
and E, gender, age etc. (2, 4, 5). It is estimated that more
than 90% of patients with COPD are current or former

smokers, with proven link between the duration of
smoking and severity of lung injury (3). Cigarette smoke
causes oxidative stress, which has been confirmed by
many studies with smokers and nonsmokers. In addition,
in nonsmoking patients with COPD, there is considerable
evidence for increased oxidative stress, which proves its
role in the pathogenesis of the disease. Oxidative stress
also influences the molecular mechanisms involved in
proinflammatory gene expression (6-8).

In the scientific literature there are discusses of
the participation of different groups of genes acting
by different mechanisms in the development of
COPD. These are some genes encoding proteins with
proteolytic and antiproteolytic action (al-antitrypsin,
and al-antichimotripsin, o2-macroglobulin, matrix
metalloproteinases), enzymes involved in the metabolism
of toxic substances of cigarette smoke (microsomal
epoxide hydrolase enzymes cytochrome P450,
glutathione-S-transferases), antioxidant enzymes (hem
oxygenase 1) proteins responsible for the increased
reactivity of the airways (cystic fibrosis transmembrane
conductance regulator) and involved in the inflammatory
response to cigarette smoke (vitamin D binding protein,
TNF-a, IL-1, IL-1 receptor antagonist) (9, 10).
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COPD AND INFFLAMMATION

Based on number of studies on the markers of systemic
inflammation (molecular and cellular) it has been
suggested that chronic inflammation links COPD and
co-morbidities. For example in 14 studies it has been
demonstrated that increased levels of C-reactive protein
(CRP), tumor necrosis factor-o. (TNF-a), fibrinogen and
the numbers of leukocytes are associated with severity
of COPD (1). In patients with COPD blood neutrophils
are activated to release reactive oxygen species and
demonstrate extracellular proteolysis, mechanisms that
are involved in the pathogenesis of atherosclerosis (11).
These associations may be explained by the exposure
to cigarette smoke, but some data show the significant
interaction of reduced lung function and cigarette
smoking on systemic inflammation (12).

COPD, SYSTEMIC EFFECTS AND COMORBIDITIES

A number of diseases coexist with COPD and there are
suggestions that patients affected by COPD die because of
other chronic diseases more frequently than patients not
affected by COPD (12).

Muscle dysfunction

Skeletal muscle weakness is one of the main systemic
effects of COPD (13, 14). Muscle weakness may precede
cachexia in COPD patients. Skeletal muscle weakness is
associated with slow but substantial loss of muscle mass
that can be found during ageing. This process is called
sarcopenia [13] .

The analyses performed in variety of studies have shown
that there are significant alterations of skeletal muscle
function and structure in COPD patients. It has been
shown that in COPD there is atrophy of skeletal muscles
especially of muscle fibre type IIA/IIx (15). There are data
that the skeletal muscle atrophy is related to respiratory
function, exercise intolerance, health status, mortality
and healthcare resource utilization (13, 16). In addition,
the loss of muscle mass has been identified as a significant
determinant of mortality in COPD, which is independent of
lung function, smoking and Body mass index (BMI) (13, 17).

COPD and Arterial Stiffness

In recent years cases of cardiovascular diseases (CVD) are
increased and major risk factor in the development of the
disease is arterial stiffness as so increasing of aortic pulse
velocity and augmentation index (measures of the arterial
stiffness). In number of studies it has been shown that
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COPD coexists with arterial stiffness and associated with
it systolic heart failure (1). Systemic inflammation which
is associated with COPD can modify arterial function by
endothelium according to recent evidences (11).

COPD and osteoporosis

Since the prevalence rates of osteoporosis, hypertension,
CVD, and COPD all increase with age, it is likely that
these conditions will coexist (1). Aging is an important
determinant in arterial stiffening and development of
pulmonary diseases and so to osteoporosis, that is why
there is increasing interest in aging as mechanism of
disease in patients with COPD. In a research made with
animal models with defects in genes responsible for ageing
it was found that they develop osteoporosis, emphysema
and arterial stiffness (11). Hypoxia occurs in COPD and
negatively affects the balance between osteoblastic and
osteoclastic activity, whereas respiratory acidosis, being
buffered also by the bone, promotes osteoporosis (12).

Osteoporosis is characterized by decreased bone mineral
density, which results in increased bone fragility and
fracture risk. Molecular mediators of inflammation
associated with atherosclerosis, which also play a role in
vascular calcification (e.g., CRP, IL-6, and TNF-a), have
also been shown to predict changes in bone mineral
density. The high prevalence of osteoporosis in patients
with COPD may be explained by low-grade systemic
inflammation (1).

Furthermore, another common factor between COPD
and osteoporosis might be the depressed renal al-
hydroxylase activity. It was considered that the depressed
renal al-hydroxylase activity might add to the list of the
factors considered to underlie the association between
COPD and osteoporosis/fractures. (18).

COPD and chronic nephritis

Along with heart failure, diabetes and arterial stiffness,
chronic nephritis coexists with COPD and rises with
ageing. The sharing of same pathogenetic mechanisms
explains the association (12, 19). Coronary artery
disease and vascular kidney disease, both nicotine
and selected heavy metals, which are components of
smoke, are risk factors for kidney disease (18). Several
studies have reported a relation between hypoxia and
microalbuminuria in normal subjects at high altitude
(20). The potential mechanism could be an increase
in renal permeability due to inflammatory mediators,
such as TNF-q, interleukins, and free oxygen radicals.
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Microalbuminuria frequently occurs in hypoxemic
patients and reverts with oxygen therapy. In a study
covering healthy patients and patients with COPD
microalbuminuria was observed in 24% of the patients
compared with 6% of non-COPD control subjects. The
level of MAB was significantly increased only in the group
with exacerbation (12, 21).

RHINOSINUSITIS IN COPD

Recent studies suggest that the degree of nasal airway
obstruction reflects the severity of pulmonary airflow
limitation and the degree of upper airway and systemic
inflammation correlates with that of lower airway
inflammation (22). There are also data which show that
treating nasal and sinus disease can improve the global
quality of life and decrease lower airway symptoms in
patients with chronic obstructive pulmonary disease (2).

Nasal cavities have complex anatomical structure that
has a different resistance level more meaningful degree
of nasal breathing. It depends on the functional state of
the nose, diseases of the nasal mucosa and underlying
tissues. Rhinitis is a medical term for irritation and
inflammation of the mucous membrane inside the nose.
Common symptoms of rhinitis are a stuffy nose, runny
nose, and post-nasal drip.

In patients with chronic obstructive pulmonary disease,
nasal inflammation often coexists with lower respiratory
disease (22). The incidence of rhinitis and COPD over
the last years is increased, so it might be attributed
to an increase in common etiologic factors, such as
environmental pollution and smoking (3). Tobacco smoke
can alter mucociliary clearance and passive exposure to
tobacco smoke has been shown to cause eosinophilic and
“allergic-like” inflammation in the nasal mucosa of non-
atopic children (23, 24). The most frequent symptoms,
cough and lack of good night’s sleep/tiredness/ fatigue
may be related more to COPD rather than to upper
airway disease. When these symptoms are excluded, the
typical rhinitis symptoms become most prevalent. The
least frequent symptoms are related to sinus and ear [2].
Because the inflammatory responses of the upper and
lower airways are similar, and both sites have a similar
exposure to allergens and irritants, it is not surprising
that rhinosinusitis would coexist with COPD (25).

In a research made in Greece, it was found that the
prevalence of rhinitis and COPD was significantly higher
in smokers and ex-smokers. Also females suffering from

rhinitis present significantly lower mid-expiratory flows
in comparison with those without rhinitis. The results
showed that the presence of COPD and rhinitis is related
to age, sex and smoking (3).

In studies of Nihlen at al., it was found that stuffy nose and
ayellow nasal discharge are associated, respectively, with
1.8 (1.1-2.8) and 2.3 (1.2-4.2) times higher risk of developing
COPD than no nasal symptoms (26). Furthermore, the
presence of nasal symptoms provoked by exposure to
moist / cold air and smoke predict even higher risk for
COPD, respectively, 3.4 (1.9-6.0) and 2.5 (1.4-4.2) times (26).
There may be a relationship between nasal obstruction
and Forced expiratory volume in one second (FEV1) in COPD.
Also it has been shown that nasal problems in COPD is
inversely proportional to pulmonary airflow obstruction,
and therefore to COPD disease severity (27).

CONCLUSION

In the current literature there are only limited number
of studies focused on the relationship between COPD
and rhinitis which have presented positive association
between these two diseases. In this respect larger with
longer follow-up periods are requested to confirm the
connection. Nevertheless in patients with COPD it seems
to be important test for rhinosinusitis to be performed
in order to improve the diagnosis and therapy. Therapy
directed at treating the upper airway may help to improve
overall health in patients with COPD.
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ABSTRACT

Introduction: Laparoscopic cholecystectomy is considered the treatment of choice for cholelithiasis. Laparosopic
cholecystectomy can be safely performed in patients with acute cholecystitis, but there is a difference between
conversion rates in patients operated within 72 hours from the onset of the symptoms and those after. The main
reason for conversion on early laparoscopic cholecystectomy is the inflammation that interferes and makes the
anatomy of the Calot’s triangle less visible, while other factors for the conversion of laparoscopic cholecystectomy
in acute cholecystitis are the timing of the operation, age, BMI, CRP, white blood cell count (WBC), fever, tenderness
in the right upper abdomen and ultrasonographic finding of extremely thickened gallbladder wall, close relation
of the Hartmann'’s pouch with hepaticoduodenal ligament, the gallbladder size and the number and size of stones.

Case presentation: Here we present a case of 74 year old female patient, who presented at our institution
with 6 day history of abdominal pain, nausea and fever, with physical, laboratory and ultrasound signs of acute
cholecystitis. She underwent an laparoscopic exploration of abdominal cavity in order to perform laparoscopic
cholecystectomy. Because of extremely large and thickened gallbladder wall and short xyphoid-umbilicus distance,
conversion was mandated. Conclusion: The enormous size of gallbladder in patients with acute cholecystitis,
accompanied with short xyphoid-umbilicus distance can be a reason for conversion to open surgery during

laparoscopic cholecystectomy.

Key words: acute cholecystitis, laparoscopic cholecystectomy, size of the gallbladder, conversions

INTRODUCTION

Mouret introduced laparoscopic cholecystectomy in
1987. It has rapidly replaced open cholecystectomy as the
standard treatment(l). Laparascopic cholecystectomy is
considered the treatment of choice for cholelithiasis. It
has advantages over traditional open cholecystectomy in
terms of minimal post operative pain, shorter hospital
stay, better cosmesis and earlier recovery(2,3). With
growing experience and overcoming the learning curve,
a selection criterion has become more liberal. Most of
the previous contraindications such as morbid obesity,
previous upper abdominal surgery and acute cholecystitis
are no longer absolute. Attempts can be made in all
cases of gall stone diseases with laparoscopic procedure
except for patients with bleeding diathesis, carcinoma
gallbladder and patient not fit for general anaesthesia(4).

However, of all LC 1-13% requires conversion to an open
if the anatomy of Calot’s triangle is not clear or an
uncontrolled bleeding occurs(5).

Laparoscopic cholecystectomy can be safely performed
in patients with acute cholecystitis; however, the rate of
conversion remains higher when compared with patients
having chronic cholecystitis(6,7), but without statistically
significant difference(8). However, there is a difference
between conversion rates in patients operated within
72 hours from the onset of the symptoms and those
after(8). Adhesions are amongst the common reasons
for conversion of laparoscopic cholecystectomy(9).
The main reason for conversion on early laparoscopic
cholecystectomy is the inflammation that interferes
and makes the anatomy of the Calot’s triangle less
visible(8,10). Thus, for surgeons it would be helpful to
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establish criteria that would assess the risk of conversion
preoperatively. The preoperative predictive factors for
the conversion of laparoscopic cholecystectomy in acute
cholecystitis are the timing of the operation, age, BMI,
CRP, white blood cell count (WBC), fever, tenderness in
the right upper abdomen and ultrasonographic finding of
extremely thickened gallbladder wall, close relation of the
Hartmann’s pouch with hepaticoduodenal ligament, the
gallbladder size and the number and size of stones (5,8).

CASE PRESENTATION

Here we present a cease of 74 year old female patient,
who presented at our institution with 6 day history
of abdominal pain, nausea and fever. She was 153
cm tall and she weight 45 kg. Physical examination
showed an abdomen with a palpable tender mass in the
lower right quadrant with positive Murphy’s sign and
rebound tenderness. Laboratory blood tests revealed a
leukocytosis of 14.1 x 109/L, C-reactive protein of 48 mg/L
and normal kidney and liver function tests. Abdominal
ultrasonography showed a enormously enlarged
gallbladder with thickened and stratified (Figure 1),
with fluid supra- and sub-hepatically. Free air within the
gallbladder wall was not seen. She was admitted to our
hospital with the diagnosis of acute cholecystitis.

Figure 1. Ultrasound image of the gallbladder acquired
at presentation of the patient in the emergency
department. The gallbladder is shown with a
thickened wall suggesting inflammation.

0.59mm

Although 6dayof historyof abdominal pain thelaparosopic
cholecystectomy was considered the treatment of choice.
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After short preoperative preparation the patient was
sent to operating theatre. The laparoscopy revealed
enormously large, strongly dilated and empyematic
gallbladder extending down to the right iliac fossa, with
thickened wall very difficult for grasping. We punctuate
the gallbladder and evacuated more than 150 ml of fluid
to be able to grasp the gallbladder. Because of extremely
large gallbladder and patient’s relatively short xiphoid-
umbilicus distance of 12,7 cm, grasping the gallbladder,
making the cephalic traction over the surface of the
liver and handling with laparosopic instruments was
practically impossible.

Figure 2. Intraoperative findings

i A

As the critical level of safety was obtained, we converted
to open surgery. Cholecystectomy was performed.
Gallbladder was 19.5 cm in length whereas pathohistology
revealed acute cholecystitis. Postoperatively the patient
recovered well and she was discharged from the hospital
on the fifth postoperative day.

Figure 3. Extracted specimen
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DISCUSSION

Conversion rates of 2.6% to 14% had been described in
literature(6,11). During the first 3 days of the onset of
symptoms the conversion rate is significantly lower than
in patients operated after 72 hours of the beginning of the
disease(8). The main reason for the conversion at early
laparoscopic cholecystectomy is the inflammation that
covers the view to triangle of Callot(12), while at delayed
cholecystectomy those are the fibrotic adhesions(12,13).
Severe inflammation accompanied with fibrosis leads to
greater chance of billiary tract lesions(14).

Conversion was necessary because of abnormal anatomy
in meaning of disproportion between the size of the
gallbladder and the size and the configuration of the
patient’s abdomen making grasping and handling the
tense and thickened gallbladder, practically impossible.
The gallbladder measured 19,5 cm, with very thick
gallbladder wall, which was stiff, with fibrotic changes.
Patients with enormous gallbladder size and acute
cholecystitis tend to impose technical difficulties during
laparoscopic cholecystectomy. In around 87% of the
patients with gallbladder wall thickening (>4 millimeter)
surgeons  encountered surgical  difficulties(15,16).
Sonographic parameters like size of gall bladder and
wall thickness are statistically significant factors for
conversion to open cholecystectomy, while preoperative
sonographic signs can predict the difficulty in
laparoscopic cholecystectomy(5).

The additional difficulty for the conversion in our case
was very short xiphoid-umbilicus distance of 12.7 cm
only, including the enormous gallbladder size, creating
the difficulty in positioning of the trocars and their
angulation which led to poor visualization of the
operative field. The average distance from the xiphoid to
umbilicus in cadaveric study, was reported to be 18.2 +
1.27 em(17).

CONCLUSION

Apart from the most common and well known
reason for conversion to open surgery of laparoscopic
cholecystectomy in patients with acute cholecystitis, the
enormous size of the gallbladder can also be the reason.
The additional difficulty in conversions with enormous
size of gallbladder can be the short xiphoid-umbilicus
distance.
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ABSTRAKTI

Hyrje:Kolecistektomialaparoskopike konsiderohetsitrajtimizgjedhjes perkolelitiazé. Kolecistektomialaparoskopike
mund té kryhet né ményré té sigurt tek pacientét me kolecistit akut, por me dallim né pergindjen e konverzionit té
atyre té operuar brenda 72 oréve nga fillimi i simptomeve, krahasuar me ato té operuar mé pas. Arsyeja kryesore pér
konverzion té kolecistektomisé sé hershme laparoskopike éshté inflamacioni i cili e bén anatominé e trekéndéshit
té Callot-it mé pak té dukshme, ndérsa faktoré té tjeré té konverzionit jané koha e operacionit, mosha, BMI, CRP,
leukocitét, ndjeshmerija peritoneale né abdomenin e epérm ne anén e djathté, si dhe shenjat ultrasonografike sic éshté
muri jashtézakonisht i trashur i kolecistés, kontakti i ngusht mes geses sé Hartmanit dhe ligamentit hepatoduodenal,
madhésia e kolecistés, numri dhe madhésia e gurréve.,

Prezantim rasti: Ne prezantojmé rast té njé pacienteje 74 vjecare, e cila éshté paragitur né institucionin toné
me anamnezé gjashté-ditore pér dhimbje né bark, vjellje dhe temperature, me shenjat klinike, laboratorike dhe
ultrasonografike té kolecistitit akut. Tek pacientja éshté béré laparotomia eksplorative me géllim té kolecistektomisé
laparoskopike. Por, pér shkak té kolecistés jashtézakonisht té madhe dhe té trashur dhe distancés ksifoido-umbilikale
té shkurt, konverzioni ka gené i paevitueshém.

Konkluzion: Madhésia jashtézakonisht e madhe e kolecistés tek pacientét me kolecistit akut, e shogéruar me
distancén e shkurt ksifoido-umbilikale, mund té jeté arsye pér konverzion né té hapur gjaté kolecistektomisé
laparoskopike.

Fjalét kyce: kolecistiti akut, kolecistektomia laparoskopike, madhesia e kolecistés, konverzioni
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VENTRIKULLIT TE MAJTE

Hana Bejiqi', Ramush Bejigi, Ragip Retkoceri?, Naim Zeka?, Njazi Gashi?,
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ABSTRAKTI

Né 20 vitet e fundit te asnjé kegformim i lindur i zemrés nuk jané béré ndryshime aq dramatike né gasjen
diagnostike, trajtimin, udhéhegjen dhe ecuriné e sémundjes, sa pér sindromén e hipoplasionit té ventrikullit
té majté (SHVM). Né krahasim me 30 vite mé heret kur ményra e vetme e trajtimit té kétyre fémijéve ka gené
kujdesi i miré pediatrik, sot ekzistojné opcione té ndryshme kardiologjike dhe kardiokirurgjike, té cilat jané fushé
e gjéré e diskutimeve dhe konfrontimeve profesionale. Gjaté késaj periudhe, mbijetesa deri né moshén 5 vjecare,
pérfshiré kétu edhe fémijét me intervenim sipas procedurés Fontan, éshté rritur prej 20 % né afér 50 deri 69 %,
kurse raportet e fundit tregojné se 70 % té kétyre fémijéve, falé ndryshimeve né trajtimin kardiokirurgjik, mund
ta arrijné moshén adulte.(1,2,3)

Kontribut té posagém né pérparimin e trajtimit té fémijéve me SHVM ka dhéné diagnostikimi antenatal, i cili
mundéson planifikimin e lindjes né nivelin terciar dhe parapéragditjen e njé “armate” profesionistésh né trajtimin
e fémijés prej lindjes deri né intervenimin kardiokirurgjik, i cili sot béhet né disa etapa.(l)

Qéllimi i punimit Né punim éshté prezantuar njé fetus me SHVM, i diagnostikuar né tremujorin e dyté té
shtatzénsisé, ményrén e udhéhegjes sé shtatzénsisé dhe ményrén e trajtimit pas lindjes, né kushte té mungesés sé
infrastrukturés bashkohore kardiologjike dhe kardiokirurgjike.

Fjalet kyq hipoplasioni i ventrikullit té majté, diagnostikimi antenatal, Fontan procedura, Prostaglandinet

PREZANTIMITRASTIT arteriale. Né té dy nivelet fletézat atrioventrikulare

Te shtatzéna e moshés 28 vjecare, shtatzénsia e paré, e jané morfologjikisht né rregull, me garkullim laminar

rregullt, rregullisht e kontrolluar, gjaté ekzaminimit anterograd dhe regurgjitim minimal né nivel té valvulés

té shtatzénsisé, regjistrohet asimetri e barkushave té
zemrés, me dominim té barkushés sé djathté. Té gjitha
matjet obstetrike té fetusit jané né korelim me moshén
gjestative té frytit. Kjo éshté arsyeja qé shtatzéna té
udhézohet per ekzaminim ekokardiografik fetal né
nivelin terciar.

GJETJA EKOKARDIOGRAFIKE

Ne ekzaminimin ekokardiografik antenatal regjistrohet
pozicioni normal i zemrés dhe organeve torako-
abdominale (Foto 1.). Derdhja e venave sistemike dhe
pulmonare éshté né rregull. Foramen ovale éshté me
pozicion, madhési dhe garkullim té rregullt. Ekziston
konkordancé  atrio-ventrikulare dhe  ventrikulo-

dhe me hiperekogjenitet té endokardit. Valvula e aortes
prezantohet hipoplastike si dhe pjesa ascendente e
aortes kurse harku éshté né rregull. Dalja e ventrikullit
té djathté dhe arteria pulmonare (AP) jané né rregull. Nuk
regjistrohet crregullim i ritmit. Nuk ka lengé té liré né
gesén perikardiale.

Né javén e 22 té shtatzénsisé éshté béré amniocenteza
dhe ekzaminimi gjenetik nuk tregon prezencé té ndonjé
kromozomopatie.

Né javén e 30 té shtatzénsisé (Foto 2) ekzaminimi
ekokardiografik antenatal prezanton asimetri té shprehur
ndérmjet barkushave, me dominim té barkushés sé
djathté dhe hipoplasion té barkushés sé majté. Né nivel
té VM, me Doppler dhe kollor Doppler, regjistrohet jett i
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shkurtér i regurgjitimit i cili mund té kuantifikohet me
Ya+. Hiperekogjeniteti i endokardit i barkushés sé majté
éshté edhe mé tepér i shprehur. Valvula e aortés éshté
hiperekogjene dhe nuk regjistrohet hapje gjaté sistoles
dhe qarkullim anterograd kurse furnizimi i harkut té
aortés dhe aortés ascendente béhet pérmes duktusit
arterial - me Doppler regjistrohet qarkullim retrograd.
Rritja dhe zhvillimi i fetusit éshté né rregull.

Né javén e 38 té shtatzénsisé barkusha e majté éshté tejet
hipoplastike, me garkullim minimal anterograd né nivel
té VM dhe regurgjitim té shkallés 1-2/4. Preferohet lindja
spontane né termin, né gendér terciare.

Lindja kryhet né termin dhe éshté spontane, AS=8/9/9,
PT=3500g, me frymémarrje spontane, fémija vendoset
né krevat, né oksigien te dhomés. Ekzaminimi
ekokardiografik prezanton situs solitus té zemrés dhe
organeve torako-abdominale, me derdhje normale té
venave sistemike dhe pulmonare. Né pjesén e mesme
te septumit interatrial regjistrohet garkullim minimal
majtas-djathtas si pasojé e inkompetencés sé septum
secundum. Regjistrohet konkordancé atrioventrikulare
dhe ventrikulo-arteriale. VM éshté hipoplastike dhe me
lévizje té kufizuara né diastolé, me qarkullim laminar
anterograd dhe regurgjitim mesotelesistolik me shpejtési
gier 3m/s dhe i cili mund té kvantifikohet me 2/4+.
Barkusha e majté éshté hipoplastike, me mure té trasha,
endokardi i barkushés sé majté éshté hiperekogjen dhe
regjistrohet hipokinezi globale e barkushés sé majté.
Barkusha e djathé éshté dominante, me morfologji
dhe kontraktilitet té ruajtur. Valvula e aortés éshté
hiperekogjene, né formé té njé membrane té pa perforuar
dhe nuk regjistrohet qarkullim anterograd. Pjesa
ascendente dhe harku i aortes jané lehté hipolastik dhe
mbushen pérmes duktusit arterial. AP éshté e dilatuar,
me qarkullim laminar anterograd dhe regurgjitim
minimal dhe pa réndési hemodinamike. Né vendin tipik
regjistrohet qarkullim jorestriktiv pér duktus arterial, né
drejtim prej arteries pulmonare né aorté.

Te fémija ordinohen Prostaglandine E1 né infusion
kontinual dhe né konziliumin kardiologjik vendoset té
béhet intervenimi paliativ kardiologjik té dilatimit té
valvulés sé aortés, me gasje pérmes arteries femorale,
duke e pérdorur katetrin e Rashkind-it. Intervenimit
kardiologjik ka pér qéllim hapjen e valvulés sé aortés dhe
dekompresionin e barkushés sé majté. Ky intervenim né
periudhén afatgjate mundéson zhvillimin e barkushés
sé majté dhe hapé rrugé pér kardiokirurgji korrektive
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té formés Fontan ose Ross. Pasi béhet punksioni i
arteries femorale dhe vendoset katetri i Rashkindit, nén
udhéhegjen ekokardiografike, arrihet deri te valvula e
aortés. Pérkundér disa tentimeve nuk arrihet futja e
katetrit né barkushén e majté pérmes valvulés sé aortés
cka dokumenton se valvula e aortés éshté né formé té njé
membrane té pa perforuar dhe aorta nuk ka komunikim
me barkushén e djathté.

DISKUTIMI

Me prezencén e komunikimeve ndérmjet qarkullimit
sistemik dhe pulmonar qarkullimi fetal mundéson
pjesémarrjen e barabarté ty dy ventrikujve né furnizimin
e fetusit me sasi té mjaftueshme té gjakut dhe pérgaditjen
e zemrés pér jetén postnatale. Edhe né raste kur njéra
prej barkushave éshté hipoplastike adoptimi dhe
organizimi i qarkullimit fetal mundéson gé barkusha
kontralaterale ta kompensoj funksionin e barkushés
hipoplastike, duke mundésuar rritje dhe zhvillim normal
té fetusit gjaté jetés intrauterine. Te SHVM shunt-i né
nivelin interatrial e ndryshon kahjen prej asaj normale
dhe mundéson qé sasia e vogél e gjakut, e cila vien pérmes
venave pulmonare né atriumin e majté, té kaloj, pérmes
foramen ovale, né atriumin e djathté. Gjaku i pérzier
prej venave sistemike dhe venave pulmonare, pérmes
barkushés sé djathté, shkon né arterien pulmonare ku njé
sasi e vogél e gjakut shkon né degét e AP kurse sasia mé
e madhe shkon, pérmes duktusit arterial, né aorté duke
e furnizuar me gjak té oksigjenuar qarkullimin sistemik,
pulmonar dhe garkullimin koronar. Né raste té rralla
(pacienti i yné) té SHVM gjaté periudhés intrauterine
regjistrohet regurgjitim i shkallés sé ndryshme né nivelin
e VM, me shenja té dilatimit té barkushés sé majté por me
kontraktilitet tejet té zvogluar.(4,5)

Atresioni i aortés ose stenoza kritike né nivel té valvulave,
si pjesé e SHVM, éshté njéra prej kegformimeve mé té
shpeshta té diagnostikuara né moshén fetale. Rregullisht
éshté e shogéruar me zhvillim té pamjaftueshém té
ventrikullit té majté kurse diagnostikimi, né shumicén e
rasteve, béhet gjaté skriningut ekosonografik né prerjen
katérhapsinore. Valvula mitrale éshté né shumicén
e rasteve pjesé e sindromés dhe éshté miniature,
hipoplastike apo plotésisht normale. Hapésira e barkushés
sé majté éshté globulare, jep pérshtypje se ka mureve
té trasha, me endokard hiperekogjen dhe rregullisht
me disfunksion té miokardit. Aorta ascendente éshté
zakonisht hipoplastike, né formé té njé fije dhe shkalla e
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hipoplasionit éshté e ndryshme. Te format e shogéruara
me hipoplasion té valvulés mitrale aorta ascendente
éshté e hollé, me diametér deri 1 mm né tremujorin
e dyté dhe paraget véshtérsi teknike né prezantimin
ekokardiografik. (6,7,8) Me Doppler dhe kolor Doppler né
te nuk regjistrohet garkullim anterograd por regjistrohet
garkullim retrograd i cili vjen prej AP, pérmes duktusit
arterial. Si pérmbledhje, gjetja ekokardiografike bazohet
né:

B atriumi i majté i vogél, me shunt majtas-djathtas né
nivelin interatrial;

m valvula mitrale manifeston shkallé té ndryshme té
hipoplasionit dhe regurgjitimit;

m ventrikulli i majté mungon ose éshté hipoplastik
kurse endokardi éshté hiperekogjen;

m aorta ascendente éshté hipoplastike dhe me Doppler
nuk regjistrohet garkullim anterograd né te por
vetém garkullim retrograd.(3,9)

Komunikimet intra dhe ekstrakardiake gjaté shtatzénsisé
(ductus venosus, formaen ovale, arterial ductus)
mundésojné adoptim té qarkullimit kurse kompensimi
i funksionit té ventrikullit hipoplasitk nga ventrikuli
kontralateral mundéson né shumicén e rasteve rritje
dhe zhvillim normal té fetusit. Nése diagnostikimi nuk
éshté béré gjaté periudhés intrauterine, shumica e kétyre
fémijeve né lindje jané plotésisht né rregull dhe zakonisht
léshohen né shtépi si fémijé té shéndoshé. Problemet
fillojné né ditén e dyté - treté té jetés, me fillimin e
mbylljés sé duktusit arterial, kur gjendja e fémijés
pérnjéheré pérkegsohet. (10,11,12)

Edhe né rastin toné kemi rritje dhe zhvillim normal té
fetusit, lindja éshté né termin, me vlera normale té Apgar
- score. Pérkundér dhénies sé Prostaglandineve gjendja
te fémija i yné pérnjéheré pérkeqgsohet 14 oré pas lindjés,
zhvillohet pamjaftueshméri kongjestive e zemrés, me
zvogélim té funksioneve vitale dhe zhvillim té acidozés,
cka ka gené arsyeja pér fillim té ventilimit té asistuar.

Te fetusi i yné né té gjitha moshat e ekzaminimit
regjistrohet ventrikulli i majté hipoplastik, me
kontraktilitet té zvogluar dhe hiperekogjenitet té
endokardit, me aorté ascendente hipoplastike kurse me
Doppler regjistrohet vetém qarkullimi retrogard prej
duktusit arterial.

SHVM mund té jeté e shogéruar me crregullime kromozo-
male né 2 % té rasteve, posacérisht me syndromén Turner

por edhe me trisomi 13 dhe 18. Me ekzaminimin e léngut
amnial gjaté shtatzénsisé nuk regjistrohet prezenca e cr-
regullimeve kromozomale kurse me ekzaminimin klinik
pas lindjes nuk regjistrohen ndryshime né fenotip. (8,12)

Pas diagnostikimit té sigurt antenatal t¢ SHVM béhet
ekzaminimi i detajuar i ventrikullit té djathté dhe
planifikimi i ndérhyrjeve kardiokirurgjike (sot béhet
né tre nivele - shunti Blalock - Tuassig, intervenimi
sipas Glenn dhe njéra prej modifikimeve te Fontan ose
intervenimi sipas procedurés Norwood) (12,13). Kjo kérkon
planifikimin e lindjés né Qendér té nivelit terciar, ku mund
té sigurohen Prostaglandinet dhe informohet Shérbimi
i kardiokirurgjisé. Shumica e vendeve peréndimore
praktikojné transportin in utero, pra lindja béhet né
Qendér kardiokirurgjike ose afér saj. (6,13) Pérkundér disa
tentimeve tona qé edhe ne, né rastin toné ta organizojmé
lindjén né ndonjé Qendér kardiokirurgjike jashté Kosovés
nuk kemi arritur ta béjmé kété pér shkak té mungesés
sé pérkrahjés financiare dhe mungesés sé bashképunimit
me ndonjé gendér té specializuar pér kété patologji tejet
té réndeé.

Figl. Kardiogramiiformés mé té shpeshté
té sindromeés sé hipoplasionit té ventrikullit
té majté
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Foto 1 (A). Né ekokardiogramin antenatal vérehet

ventrikulli I majté me endokard hiperekogjen.

Foto 2.(B) Ekokardiograma antenatale prezanton

ventrikullin e majté hipoplastik me endokard
hiperekogjen. Tjerat struktura jané né
rregull.
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ABSTRACT

In the recent era, no congenital heart defects have undergone a more dramatic change in diagnostic approach,
management, and outcomes than hypoplastic left heart syndrome (HLHS). Although just over 30 years ago,
comfort care was the only option, there are now numbers of therapeutic options available for families, though
there continues to be a debate as to the optimal treatment approach. During this time, survival to the age of 5
years (including Fontan) has ranged from 50 % to 69 %, but current expectations are that 70 % of newborns born
today with HLHS may rich adulthood.(1,2,3)

Particular contribution in advancing the treatment of children with antenatal diagnosis SHVM provided, which
enables planning birth at tertiary level and involvement of an “army” of professionals in the treatment of children
from birth to the cardiosurgical intervention, which today is in some stages.(1)

Aim of presentation We presented a fetus with HLHS diagnosed in the second trimester of pregnancy, following
and treatment after delivery in condition of absence cardio logical and cardio surgical infrastructure.

Key words hypoplastic left heart, antenatal diagnosis, Fontan procedure, Prostaglandins
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ABSTRAKTI

Encefaliti Paraneoplastik pérbéhet nga disa sémundje si degjenerimi cerebelar paraneoplastik, (DCP), encefaliti
limbik (EL), encefalomieliti paraneoplastic (EMP), encefaliti i trungut trunor (ETT) si dhe entiteteve tjera qé
manifestohen mé rrallé (1). Encephalomyeliti Paraneoplastik (EMP) éshté njé crregullim inflamator multifokal
i sistemit nervor gendro (SNQ) i lidhur me veprimet e neoplazmave (2). Megjithése jané raportuar malignitete
te ndryshme te EMP, 80 % te rasteve jané té lidhura me kancerin bronkial, tipike éshté small-cell carcinome e
mushkérive (3).

Encefaliti limbic (EL), pér here té paré éshté pérshkruar nga Corsellis [Corsellis et al. 1968], dhe éshté karakterizuar
me fillim akut apo subakut, humbje té memories, manifestim psikiatrik dhe shpesh heré me atake konvulzive. (1)

Né rastin toné po prezentojmé njé paciente me encefalit limbik te e cila pasqyra klinike éshté predominuar me
simptoma psikiatrike dhe atake konvulzive.

Key words: Limbic Encephalitis, Paraneoplastic encephalomyelitis, anti-Hu antibodies.

HYRJE Neuropatologjia imazherike kryesisht éshté e lokalizuar
né lobet temporale mesiale dhe pjesét tjera té sistemit

Encephalomyeliti Paraneoplastik (EMP) éshté njé limbic (1), Fig. 1, 2 dhe 3.

cregullim inflamator multifokal i sistemit nervor
gendror (SNQ) (4). Incidenca e pérgjithshme EMP nuk
dihet dhe té dhénat e vetme epidemiologjike vijné nga
studimet retrospektive. Bazuar né té dhénat e literaturés
encephalomyelitis paraneoplastik né rreth 80 % té
rasteve éshté i lidhur me kancerin bronkial, tipike éshté
small-cell carcinome e mushkérive (3). EMP shfaget mé sé
shpeshti te moshat e mesme apo adult dhe mosha e vjetér
me small-cell carcinoma té mushkérive (2). Mund té
shfaget edhe te individét e rinj me llojet tjera té kancerit.
Nuk éshté raportuar ndonjé predispozicion gjinor dhe
racor. EMP i lidhur me Anti-Hu ka njé predominim t¢
lehté tek femrat (5). EMP ka ecuri té ndryshueshme, t& 18- 2
papritur dhe disa forma te manifestimit (4):

Fig. 1

1. Manifestimet Klinike:

Encephaliti Paraneoplastik limbik
Encefaliti fokal

Encephaliti i trungut trunor
Neuronopatia sensore subakute (NSS)

e I B e

Manifestime neuroimazherike
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Fig. 3

Disfunkcioni neurologjik mund té rezultoj nga njé
reakcion autoimun i drejtuar kundér antigjeneve
onkoneurale né sistemin nervor té njeriut (4). Dyshohet
se démtimet neuronale jané ndérmjetésuar nga veprimet
citotoksike té T-qelizave edhe pse asnjé model animal nuk
éshé zhvilluar pér ta vértetuar kété teori (6). Gati té gjitha
rastet e EMP me anti-Hu antitrupa jané té lidhura me
small-cell karcinomen e mushkérive.

PREZENTIMI I RASTITIT

Njé femér 48 vjecare, néné e 4 fémijéve. Pranohet pér sh-
kak té gjendjes konfuze, agjitimit psikomotor té pércjel-
lur me halucionacione auditive dhe vizuele. Aankesat
kané filluar me dhembje lukthi, diare e pércjellur me pri-

Tab. 1. Né Kosové
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mesa gjaku, mépastaj fillon kokédhembja e pércjellur me
lodhje dhe plogéshti trupore. Né mbrémje ka patur edhe
véshtirési né té folur. Po ashtu ka patur edhe shtangim
té nofullave, ka gené mé agresive dhe ka kundérshtuar
hospitalizimin.

Nga hetero té dhénat mésojmé se pacintja ka gené e hos-
pitalizuar né njé kliniké né Angli, pér shkak té ankesave
té ngjajshme si gjendje delirante e pércjellur me halucio-
nacione auditive dhe vizuele.

Gjaté géndrimit né spital ka gené téré ditén né gjendje
delirante dhe mjaft agresive edhe pérkundér terapisé sé
ordinuar, ka demoluar gjésendet, vazhdimisht ka shpre-
hur halucinacione vizuele dhe auditive, duke dyshuar
se dikush po e xhiron, njé pacienteje i éshté drejtuar se
éshté néna e saj, njé pacienti mashkull i éshté drejtuar si
burrit té saj. Pacientja ka sulmuar personelin, ka tentuar
ta lendojé veten, heré pas here ka théné se disa zéra po
e detyrojné me vepru ashtu. Ka géndruar pér dy javé né
spital, éshté pérmirésuar tek né javén e dyté.

Nuk ka té dhéna signifikante pér sémundjet tjera gjaté
jetés. Intervenim laserik pér thyerjen e guréve né veshka.
Nga anamneza e familjes: Néna i ka vdekur né moshén 52
vjeqare nga pasojat e infarktit cerebral. Pa té dhéna tjera
pér ngarkesé hereditare pér sémundjet psigike.

Statusi somatik: E vetédijshme, e orinetuar né kohé dhe

Hemogrami Biokimia Koagulogrami LCS Statusi hormonal Testet Reumatizmale
Er 3.8x102 | Trig 23 PT 89% ER né masé |T3 normal ASTO neg
Le 4.54 Urea 5.6 PTT 22 sek Proteinorrhahia 0.66 g/l |T4 normal Lange 1/4
Htc 0.37 Glikemia 5.02 INR 1.08 Glikorhahia 29 TSH normal RF neg
Kreatinina 78 Testii ASHB neg
TP 69 SE 5
Albuminat  44.0 Ig E tot 12.69
Prot. C reac 0.3
C3 79.9
Anti DNA pozitiv
Le cel nuk hasen
ANA pozitiv
Fibrinogjeni 2.0
Tab. 2. Né Angli
Hemogrami Biokimia LCS Koagulogrami Satusi hormonal Analizat tjera
Er norm Trig. norm | El gelizore 3Le PT norm T3 norm Ceruloplasmina Jo e rritur
Le 13.1 Urea norm | Proteinorhahia norm |PTT norm T4 norm Vit B12 norm
Hct  norm Glikemia norm | Glikorhahia norm |INR norm Acidi folik norm
Kreatinina ~ norm ANA poz
TP norm ANCA poz
Albuminat  norm Myeloperoxidase 3
Proteinaz 3
Amonia testi negativ
Syfilisi negativ
HIV negativ
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hapésiré, kontakti verbal vehet dhe mbahet me lehtési.
Statusi neurologjik. Pa shenja te deficitit dhe lateralizimit
neurologjik.

Rezultatet e analizave laboratotrike té realizuara né
Kosové jané presantuar né tabelén 1. kurse ato né Angli
né tabelén 2.

EGZAMINIMET PLOTESUESE

EEGstandarte: regjistronaktivitet specifik elektrocerebral
té dyanshém me aksentuim majtas.

CT e trurit, CT e toraksit dhe abdomenit pa ndryshime
evidente patologjike. FOU, Echo pér gjéndrrén tiroide dhe
abdomen pa veqori patologjike. MRI e trurit né T2-ngritje
e hyperintensitetit mund té vérehet né lobet temporale.
Punkcioni lumbal: presioni normal, léngu i pastér, pa
ngjyré proteinat dhe glukoza normal, Le 3. Ishte negativ
pérvirusin Herpes simplex. Eshté konsultuar Psikiatri pér
shkak té deluzioneve té persekutimit, halucionacioneve
auditive dhe halucinacioneve vizuele. Né egzaminimet
e béra né Angli: EEG ka treguar nje ngadalésim dhe
amplitude té ulté té teta valeve né regjionet e pasme
dhe aktivitet me frekuenc té pérzier qé sugjeron pér
crregullim organik. CT e mushkérive ka rezultuar me
nodule 3mm, né segmentin medial té lobit té mesém té
mushkérisé sé djathté dhe nodul 4 mm né segmentin
posterior té lobit te poshtém né bazén e pleures. Né
mushkeériné e majté njé nodul 5 mm né lobin e sipérm
té segmentit apicoposterior. Scintiografia e kockave-pa
lezione dhe pa shenja pér Ca primare apo metastaza.
Rezultatet e analizave laboratorike té realizuara né Angli
jané prezentuar né tabelén 2.

DISKUTIM:

Karakteristikat kryesore té encefalitit limbik jané fillimi
akut ose subakut i crregullimit té memoriese shogéruar
me atake konvulzive (1). Pacientét mund té kené edhe ma-
nifestime psikiatrike gé mund té ndryshojné te sindromet
e ndryshme. Sic éshté raportuar nga Kayser dhe kolegét,
kombinimi i ¢rregullimeve té ndryshme psikiatrike me
simptomat neurologjike dhe gjetjeve té tjera duket té jeté
i vecanté pér llojet e ndryshme té EL (7).

Psikopatologjia e EL shpesh nuk éshté qarté e pérshkruar
né literaturén neurologjike deri sa pérshkrimi i patologjisé
sé lobit temporal me reference né mekanizmin e
mundshém té shizofrenisé jané né rritje né literaturén
psikiatrike (8). Disfunkcioni neurologjik mund té rezultojé
nga njé reakcion autoimun i drejtuar kundér antigjeneve
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onkoneurale né sistemin nervor té njeriut (4). Zhvillimi
progresiv i disfunkcionit neurologjik mund té gon né
koma dhe vdekije te disa pacient.

Encephaliti Paraneoplastik limbik paragitet me humbje
té memories, ndryshime né personalitet, anxiozitet apo
depresion, crregullime neuropsikologjike, atage parciale
apo pérfshiré edhe statusin epileptik, halucinacione
olfaktore apo gustative, crregullime té gjumit dhe
homeostatike (9).

Né rastin toné té prezentuar, pacientja ka manifestuar
disa nga simptomat Kklinike tipike té paraqitjes sé
encephalitit limbik si atage konfuzionale-agjituese té
pércjellur me halucionacione auditive dhe vizuele,
kokédhémbje dhe gjendje depresive. Né MRI-né e trurit,
né rastin toné, éshté vérejtur ngritje e hyperintensitetit
né T2 né lobet temporale gé jané té ngjashme me ato té
pérshkruara né literatureé.

Né pamundési té vendosjes sé diagnozés né ményré
patologjike, né rastin toné té prezentuar diagnoza e
encefalitit limbik éshté vendosur né bazé té manifestimit
klinik, ndryshimeve elektroencephalografike dhe
ndryshimeve tipike imazherike né MRI-né e trurit.

Ndryshimt karakteristike né MRI -né e pacientes jané:

m T2-ngritje e hyperintensitetit né lobet temporale
meziale né strukturat limbike.

m T2 hyperintensiteti thalamik posterior, apo “shenja
pulvinare”.

Pérfundim: Prezentimi  klinik qé reflekton
shpérndarjen e kétyre ndryshimeve multifokale
inflamatore, manifestimet me pasqyré klinike tipike
té predominuar me simptoma psikiatrike dhe atake
konvulzive, analizat laboratorike si vlerat e rritura té
ANA dhe ANCA por negative pér myeloperoxidase dhe
proteinazé, ndryshimet karakteristike té regjistruara né
EEG dhe pérfshirja e lobit temporal nga lezionet né MRI
sugjerojné se kemi té béjmé me njé rast me encefalit limbik.
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University Clinic of Neurology, University Clinical Center of Kosova

ABSTRACT

Paraneoplastic encephalitis comprises several diseases like paraneoplastic cerebellar degeneration (CPD), limbic
encephalitis (LE), paraneoplastic encephalomyelitis (PEM), brain steam encephalitis brain and other less frequently
acquiring entities (1). Paraneoplastic encephalomyelitis (PEM) is an multifocal inflammatory disorder of the nervous
system (CNS) associated with remote neoplasm (2). Although there are different malignancies reported with PEM,
80% of cases are associated with bronchial cancer, typical is small-cell lung carcinoma (3).

Limbic encephalitis (EL), for the first time is described by Corsellis [Corsellis et al. 1968], and is characterized by
acute or sub-acute beginning, memory loss, and psychiatric manifestations often with seizures. (1)

In our case we present a patient with limbic encephalitis where psychiatric symptoms and seizures are predominant
manifestation of clinical presentation.

Key words: Limbic Encephalitis, Paraneoplastic encephalomyelitis, anti-Hu antibodies.
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ABSTRACT

Breast cancer in pregnancy (BCP) is relatively rare with an incidence of 1:3000 to 1:10 000 births. Breast cancer in
pregnancy is second most frequent among malignancies in pregnancy, right behind cervical cancer. The diagnose
of BCP is made if the condition appears during the pregnancy, or during the first year after delivery, with some
variations in the duration of the postpartal period that is taken into concideratrion, varying from 6 months to
2 years. Most of the tumors are adenocarcinomas, scirus, colloid or anaplastic. As in all cases of breast cancer
outside pregnancy, biopsy is a “gold standard” in the diagnosis of this condition during pregnancy. Immaging
diagnostic techniques have limited aplication either because of the increased faulse positive rate or lower
sensitivity. Pregnancy termination does not represent an efficiant terapeutic alternative. Surgical treatment is
a supreme therapeutic procedure in the treatment of BCP. In patients that have been diagnosed during the late
second trimester, optimal treatment comprises of disection of the tumor mass and axillar lymph nodes, followed
by delivery and radiation therapy.

We are presenting a case of 34 years old patient with poorly differentiated invasive breast carcinoma, Stage
[1IC, during the late second trimester. After the surgeri the delivery was postponed until the 37" week. Through
presentation of this case we've tried to show, that there is an open posibility to postpone the delivery in patients
in which the diagnosis was made in the late second trimester for until the late third trimester or even until the
EDD, and yet not to compromise overall prognosis for the patient .

Key words: Breast cancer , pregnancy, biopsy, delivery , radiation therapy.

INTRODUCTION concideratrion, varying from 6 months to 2 years (5,6).

Diagnosis of breast cancer in pregnancy (BCP) is relatively
rare. The incidence of this entity ranges within the
limits of 1:3000 to 1:10 000 births (1), with an increasing
rate, wich can be explaned by the fact that increasing
number of women by choise or by circumstance are
becoming pregnant later during their reproductive
period. According to the statistical data, breast cancer in
pregnancy is second most frequent among malignancies

If you consider the histological changes in the brest tissue
that appear during pregnancy by the influence of the
pregnancy hormones, and if we take into account that the
overall mass of the brests is doubled, than it becomes very
clear that making a diagnose in these patients is quite
difficult. Hence, the diagnose is delayed for 1-2 months
comparing to the non pregnant women. On the other
hand, breast cancer can grow rapidly during pregnancy,

in pregnancy, right behind cervical cancer (2,3,24).

In most of the cases, breast cancer in pregnancy is
presented as a painless palpable mass in the gland tissue,
associated with niple disscarge that emerges form time
to time. However, one should have in mind that in almost
80 % of the cases, manifested changes are of benign
nature (4).

Most of the authors think that the diagnose of BCP is
made if the condition appears during the pregnancy, or
during the first year after delivery, with some variations
in the duration of the postpartal period that is taken into
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and metastases in the regional lymph nodes can appear
very early. It is yet not clear, whether it is a consequence
of the delaying the diagnose, increased vascularisation,
hormonal influence or immunosuppression activated
during pregnancy. According to the results of some
studies, possibility for presence of distant metastases by
the time the diagnose is made, is 2.5 times higher. In 56-
83% of these women byd not b the time the diagnose is
made, affected lymph nodes can be found. (2,6-11)

Most of the tumors are adenocarcinomas, scirus, colloid
or anaplastic (75-90% are ductal carcionmas). In the
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differential diagnosis galactocelle, cystic disease, lobular
hyperplasia, lipomas, hamartomas and fibrocystic disease
canbe considered. Lymphomas, sarcomasand neurinomas
are rearlly sean, but should not be discareded, and the
same goes for the tuberculosis of the breast (9,10).

MAKING THE DIAGNOSE

Different imaging techniques can be used in order to
diagnose BCP, but attention should be paied to their
sensitivity in pregnant women. Negative influence to the
fetus shoul also be concidered when using this techniques.

Mammography during pregnancy is associated with
increased rate of faulse positive findings due to the
changes, increased density of the gland tissue. This means
that there is a limitation of the use of this method in
pregnant women. However, mammography is considered
safe during pregnancy, since the maximal exposure of the
fetus in standard two directional mammography is 0.4
mrad (0,004 Gy) (12,13,14).

Ultrasound is cheap and can be used as a first line
diagnostic procedure. It provides possibility for
differentiation between solid and cystic massses in up to
97% of cases (15).

MRI in non pregnanat women is highly sensitive but with
limited specificity. During pregnancy, the use of MRI is
considered to be related with two possible riscs to the
fetus: cavitations and thermal effects. It should be kept
in mind that Gadolinium crosses placental barrier and
can be associated with fetal anomalies which puts it in
the C class (substances and medications which can be
used only if the benefit outweighed the potential risks).
(14,16,17) The use of MRI outweighes the use of ultrasound
in detekting liver metastases, and the same goes for other
imaging techniques in detecting brain metastases (14).

Radiography of the lungs, in two standard directions, lateral
and antero-posterior, is considered to be safe, since the
maximal exposure of the fetusis 0-0,01 rad (0-0,0001 Gy) (14,18).

As in all cases of breast cancer outside pregnancy, biopsy
is a “gold standard” in the diagnosis of this condition
during pregnancy. So called “core needle” hiopsy is a
method of choise, but fine-needle aspiration biopsy can
also be used. In order to prevent complications such as
formation of haemathomas, it is recommended that the
procedure should be performed after previous of the
breast, especially in lactating women. When sending the
material for histology, it is mandatory to note that the
tissue sample comes from a pregnant or lactating woman,

so that the pathologist can take into consideration the
appearing physiological hyper proliferation (19-23).

TREATMENT

Pregnancy termination does not represent an efficiant
terapeutic alternative. Up until now experience and data
from studies have shown that overall prognosis doesn’t
improve with termination of pregnancy and by applying
standard therapeutic protocols. Even in cases with
advanced disease, terminating pregnancy and performing
bilateral oophorectomy for reduction of hormonal
stimulation of the malignant tissue, didn’t produced
expected improvement in the survival rate (25,26,27).

Surgical treatment is a supreme therapeutic procedure
in the treatment of BCP. Risks associated with this
therapeutic modality include possibility for miscarriage
and preterm delivery. Approximately 0.5-2% of all
pregnant women are submitted to invasive procedures
during pregnancy, starting with biopsy ending with major
surgical procedures (28).

Breast surgery is considered to be relatively safe during
pregnancy. Mastectomy in combination with armpit
lymph nodes dissection is an optimal surgical solution in
patients with stage I and II of the disease, as well as in
patients with advanced stage disease (Stage III) that want
to continue their pregnancy. Mastectomy eliminates the
necessity for radiation treatment in early stage disease,
considering the existing risk to the fetus. On the other
hand, dissection of the axillar lymph nodes, provides a
possihility for determination of the nodal status which is
very important in making decision for the postoperative
chemotherapeutic protocol (14,29).

In patients that have been diagnosed during the late
second trimester, optima treatment comprises of
disection of the tumor mass and axillar lymph nodes,
followed by delivery and radiation therapy. If the diagnose
is made early in pregnancy it is opcional to perform so
called breast-conserving surgery, and than, after the
first trimester is over to apply chemotherapy, followe by
radiotherapy in the postpartal period (30,31,34).

According to the individual approach, it is posible to
deliver the baby by elective C-Section, when appropriate
fetal maturation, mostly reffering to fetal lungs
matiration, is achieved.

Radiation therapy, by defualt, is not applied during
pregnancysince it represents a significant risk to the fetus:
first, because of the posible teratogenic effect, including
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the possibility for development of fetal malignant tumors
and blood malignancies in the newborn, and than because
of the toxic effec of the radiation which depends on the
stage of fetal developement, applied dose, intensity and
distribution of the radiation.

Posibility for fetal loss is at its highest point during the
preimplantation period (0-9 days after conception), and
radiation induced malformation appear if the exposure
takes place during the period of organogenesis (15-50
days after conception). Intrauterine grouth restriction,
mental dissability and radiation induced carcinogenesis
appear in corelation with radiation exposure during the
first trimester.

If stantdard radiation therapy protocols of 5 000 rad (50
Gy) are applied, the dose of fetal exposure goes from 3,9 -
15 rad (0.039-0.15 Gy) during the first trimester, up to 200
rad (2 Gy) by the end of the pregnancy, when the growing
uterus gets closer to the diaphragm. In any case these
doses of fetal exposition are higher than those concidered
to be safe (0.05 Gy) (32,33,35).

As far as chemotherapy is concerned, all of the
chemotherapeutic agents are classified as Class D,
according to the US FDA regulations for safe medications
in pregnancy, which practicaly means that they belong
to a group of drugs that are concidered to be dangerous
and with teratogenic effect. Still, if the period of
organogenesis is passed over, large number of studies,
up until now, have show rather high safety profile if used
during pregnancy (36-40). Most frequent complications
associated with the use of chemotherapeutic agents
during pregnancy are: preterm delivery, intrauterine
growth restriction, low birth weight, transitury apnea
and transitory leukemia of the newbon. Long term
effects of the chemotherapeutic agents to the offspring
are not well defined yet (37,40-42). Standard therapeutic
protocols for treatment of BCP include Doxorubicin,
Cyclophosphamide and Fluorouracil. Defining the dose
of the agents during pregnancy is aditionaly complicated
by the increase of the plasma volumen, kidney-liver
function, decrease of the plasma concentration of the
albumen fraction and reduction of the gastric secretion,
as well as with the possible influence of the amniotic
space as an additional comaprtment(36,44 ).

PROGNOSIS

Prognosis of the BCP has changed radically compared
with the early beginings and first published cases. Today,
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it is considered that tha final outcome is as same as in
the non pregnant population, modified according to age
and stage of the disease. The rate of five year survival is
57-82% in pregnant women compared to 56-82% in non
pregnant women. Minimal differences appear when
lymph nodes status is discussed (47% of pregnant women
and 59% of non pregnantwomen are found to have positive
lymph nodes)(2,9-11,15,45-47). The question of pregnancy
following previous pregnancy complicated by BCP stays
still unanswered, because there are no data from relevant
studies that can put some light on the subject. Data from
limited number of cases which were published up untill
now, suggest that the pause between the pregnancy
complicated by BC and following pregnancy should not
be shorter than 2 years. Some oncologists recommend
that the pause should be at least 5 years in patients who
have had stage III disease, and do not recommend getting
pregnant ever in patients with stage IV disease. (6,48-50)

Anyway, decision sholud be based on the posible wors
case scenarion in case of reappearence of the disease
during or after the following pregnancy.

CASE REPORT
Our patient is a 34 years old G3 P2 Ab0.

During the eigth month of her pregnancy (28-32 w.g) she
has noticed a presence of a lump in her right brest, and
after consulting her family physician, she was referred
to a radiologist. Ultrasound of the brest was done, and
the finding was as follows: In the lower lateral quadrant
of the brest, large heterogenous formation with iregular
shape is present, 4x2.5 cm in diametter. No changes in
the ipsilateral axilla were detected. The contralateal,
left breast appeared nomal on US. Because of the actual
pregnancy, mammography was not performed.

After the ultrasound examination, fine needle aspiration
biopsy was performed. Hystopathological analysis of the
tissue semple confrmed the suspition of malignancy.
Large number of single cells and cell groups were seen
in the tissue semple with distigushed caracteristics of
malignancy (Cytology gruop V).

After the hystologyc verification, patient was admitted
at the university clinic for obstetrics and gynecology in
Skopje, with primry intention for the pregnancy to be
terminated by giving birth, so that surgery on the primary
process can be performed, by recomendation of the
surrgeon. The patient was in her 34" week of pregnancy.
Detailed evaluation of the pregnancy was done. Since there
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was no obstetrical indication for delivery, consultation
with cardio-thoracic surgeon was made, the decision for
delivery was postponed and the patient was refered to
the university clinic for cardio-thoracic surgery in Skopje.
The ide a was to make a mastectomy with axillar lymph
node dissection, and after the surgery to evaluate the
condition of the pregnancy and to postpone the delivary
for as far as posible to the estimated date of delivery.
Aditional oncologycal treatment of the carcinoma was
planed for after the delivery.

Following adequate preoperative preparation operative
intervention was performend. Radical mastectomy,
Madden modification has been performed at the
University clinic for thoraco-vascular surgery in Skopje.
No intraoperative nor postoperative compplications were
registred. Patient was released at the third postoperative
day with good general condition. Tissue material that
was extirpated during operation comprised of mammary
tissue of the right breast with overlying skin, 13x7 cm
in diameter, fibrous and fatty tissue 4 cm high and
muscle tissue with dimensions 10 x 6 x 2.5 cm attached
to it. Tissue sample from the right armpit comprised of
fatty tissue with dimensions 9 x 4 x 3.5 cm, containing
14 lymph nodes, 2 x 0.4 cm. Dissection of the mammary
glandular tissue showed a presnce of a gray tumor
mass in the lateral quadrants 4.5 x 4.3 x 3 cm. With
microscopical analysis, this tumor tissue presented as a
poorly differentiated invasive breast carcinoma, whereas
the microscopical evaluation of the lymhoglandular tissue
of the right axilla showed a presence of metastases in all
of the 14 lymph modes one of which had a pennetration
through the capsule. According to this finding the disease
was in Stage IIIC, and the deffinitive postoperative
clasiffication was declared as it follows: pTNM = pT2 pN3
pMx G3 (4, Stage IIIC.

Followint the opperation the patient was admitted at
the University clinic for obstertics and gynecology in
Skopje. According to the data on last menstrual period
(LMP) the pregnancy was in its 36" week of geastation.
Ultrasound examination was performed. A singelton
pregnancy was confirmed. Fetal biometry results were
as follows: BPD=101 mm, AC=326 mm, FL=73 mm, HL =
62 mm, placenta lieing on the posterior uterine wall. The
fetus was in vertex presentation. After 7 days spontaneus
contractions were established and the patient gave birth
to a healty baby boy weighing 3450 gr and 50 cm in length.
Apgar score, 8 following 1" and 9 in 5. 48 hours after the
delivery, the mother ant the child were released from

the hospital. The mother was advised to take ablactation
therapy (Bromocriptine 1.25 mg / 12h).

Two weeks after the delivery ultrasound of the abdomen
and radiography of the chest and the spine were
performed. No evidence of metastatic deposition in the
liver, lung or spine were found.

By the period when this report was finished, the patient
was in good general condition with no sings of recurence
of the primay illnes.

DISCUSION

As mentioned erlier in this paper, supreme therapeutical
option for BCP is surgery, consisting of radical
mastectomy with lymphadenectomy in the ipsilateral
axilla. (14,28,29) Most of the autors reccomend postponing
the delivery after the surgery until fetal lung maturation
is achieved, espetialy in patients in which the diagnosis
is made in the late second trimester. However, there is
no general standing on the appropriate gestational age
for delivery once maturity is reached. Never the less,
in most of the cases delivery is acomplished right after
maturation in order to provide conditions for begining of
the radiotherapy and chemotherapy as sson as posilble.

Through presentation of this case we've tried to show,
that there is an open posibility to postpone the delivery
in patients in which the diagnosis was made in the late
second trimester for until the late third trimester or
even until the EDD, and yet not to compromise overall
prognosis for the patient. Wheter there is a posibility
for postponing the delivery util spontaneus onset of
contractions, as in our patient, or actions of induction of
labour should be undertaken EDD is aproaching, is still
to be debated. However, in our opinion, this posibility
shoud not be dissmissed, espetialy when the patient is a
multiparous.
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KAPITHOM HA JI0JKA BO TEK HA BPEMEHOCT - [IPUKA3 HA C/TYUAJ

JoBanosa JI.!, Kouocku I'.!, Cerpamu A.?

! YHuBep3uTeTCKa KIMHKMKA 3a TMHEKOIOrHja i akyuepcTBo - Ckomje, P. Makeonuja
2 Ommrra 6omauna - loctuBap, P. MakemoHuja

ABCTPAKT

KapimHOMOT Ha 1ojKa BO TeK Ha OpeMeHOCT e peJIaTUBHO pefiok, co muimaeHia oz 1:3000 mo 1: 10 000 nmopozayBarma. [1o
cBojaTa (hpeKBeHIIMja ce Haol'a Ha BTOPOTO MECTO TIOMeTr'y MaJIUrHUTe 3a00/TyBama BO TEKOT Ha OpeMeHOCTa, BeJHAIII 3a]]
LIePBUKAIHMOT KapLUMHOM. [[1jarHo3ara Ha 3a00J1yBamkeTo ce II0CTaByBa JOKOIKY UCTOTO ce MaHu(eCcThpa BO TEKOT Ha
6peMeHOCTa WM BO TEKOT Ha IIPBaTa rofiiHa I10 IOPOIyBamkeTo, CO Bapujaliui KOU ce OfHecyBaaT Ha ITOCTIIAaPTaTHUOT
repuoy; Bo utepBas oz 6 Mecewu 110 2 roguHan. HajroneMuoTr 6poj ofi KapUUHOMUTE Cce afeHOKapLMHOMU, CKUPO3HU,
KOJTIOMIHA WIM aHarjlacTUYHA. KaKo M BO c/lyuyauTe Ha MaMapeH KapluHOM Kaj HeOpeMeHWTe >KeHU, Taka M OBJie,
,371aTeH cTaHap” Bo AUjarHo3ara [MpeTcTaByBa TeHKO MIyieHaTa Ororicuja. Bu3yenu3aiycKuTe InjarHoCTUUKU MeTOIA
yMaaT orpaHMyeHa aryiMKaTUBHA BPEHOCT KaKo 3apajid HUCKaTa CeH3WTWBHOCT, Taka W 3apajid 3rojeMyBambeTo
Ha CTallKkara Ha JIajKHO IO3WUTUBHU pe3yaTard. IIpeKMHOT Ha OpemMeHOCTa He IpejcTaByBa e(UKacHa TeparicKa
ajZiTepHaTUMBAa. XMPYPLUIKMOT TPETMAaH IpejicTaByBa UMIIEPATUB BO JIeKyBamweTo. Kaj marueHTKUTe, Kaj Kou JijarHo3aTa
e MI0CTaBeHa BO TEKOT Ha JJOLIHMOT BTOP TpHUMecTap of] OpeMeHOCTa, ONITUMAaJIHUOT TePAIIMCKY [IPUCTAIl 'O COUMHYBaar
IUCeKIFja Ha TYMOpCKaTa Maca 1 akCHUapHuTe TMMbOHN jas3/ii, Ha IITO Ke ce HaJJoBp3e MOPOJIyBake U paiioTeparnija.

OBOj IprKa3 Ha cjydaj oruiyBa 34 rofuiiHa ManieHTKa co JIoo AudepeHnpaH HHBA3MBEeH MaMapeH KapLHOM,
Craguym IIIC, nujarHocTuiipaH BO [OLHUOT BTOp TpuMectap. [lo cripoBenmeHaTa XWUpypIlIKa WTepBeHIN]a,
TTOpoJIyBarkeTo Oellle OfJIOKEeHO A0 37-Ta recTarvcka Hefena. Co mpe3eHTalrjaTa Ha OBOj C/Iydaj, ce oOuoBMe Ta
MoKaykeMe [ieKa TOCTOM OTBOpeHA MOXKHOCT 3a OJIJIOKYBake Ha MOopOoyBameTo Kaj oBaa rpyra Ha MalueHTd 10
IIOLIHMOT TPET TPUMeCTap T1a IyPH U [0 BePOjaTHUOT TEPMUH 3a ITOPOIyBarke, 0e3 IIpy Toa J1a ce 3arpo3u IIPorHo3ara

W IMTO3UTUBHUOT MCXO Ka) [MalreHTKarTa.

Knyuuu 300poBu: KapiiHOMOT Ha [10jKa, 6peMeHOCT, TeHKO UryieHaTta OUoricuja, TTOpoyBame , pafuoTepariuja.
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OTOLITOPATIA (BPPV - BENIGN PAROXYSMAL POSITIONAL VERTIGO)

Labinot Bekteshi!, Hasan Bekteshi!
'TPSH” GENTIANA “, Kércové

Medicus 2013, Vol. 18 (2): 160-162

ABSTRAKTI

Otolitopatia éshté njé patologji qé haset shpesh né mjekésiné primare. Qéllimi i kétij véshtrimi éshté qé té paraqgesi
teknikat diagnostike dhe té trajtimit té késaj patologjie. Duke i zotéruar kéto teknika kjo patologji né shumicén e
rasteve mund té diagnostikohet dhe trajtohet né ményré ambulatore, duke shmangur egzaminimet plotésuese gé
cojné né shpenzime té panevojshme dhe lodhje pér té sémurin.

Fjalé kyc: Otolitopatia, otokonia, vertigo, utrikuli, kanalet semicirkulare

HYRJE

Otolitopatia bén pjesé né sémundjet e veshit té
brendshém. Ajo éshté njé ndér shkaget mé té shpeshta té
crregullimeve vestibulare dhe karakterizohet nga atake
vertigosh té papritura.

Epidemiologjia: Incidenca e késaj patologjie éshté 0,6 %
dhe rritet me moshén. Prevaleca éshté rreth 2,4%. Kjo
sémundje prek mé shpesh femrat dhe né krahasim me
meshkujt shfaget né raport2: 1.1

ETIOLOGJIA

Si shkage té késaj sémundije sipas shpeshtesisé mund té
pérmendim?

1. Idiopatike

2. Trauma

3. Patologji té veshit:
a. Otitis media
b. Neuriti vestibular
c. Sémundja Meinier
d. Otoskleroza

4. Patologji té sistemit nervor géndror
5. Insuficienca vertebrale bazilare
6. Neurinoma e nervit vestibulo-koklear

PATOGJENEZA:

Utrikuli dhe sakuli jané vendi i formimit té disa kristaleve
té imta me pérbérje té kalcium-karbonatit té quajtura
otokonia. Kéto kristale formohen si pasojé e patologjive

http://jnnp.bmj.com/content/78/7/710.full, 20.02.2013
2 http://emedicine.medscape.com/article/884261-clinical#a0218, 10.02.2013
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qé prekin veshin e brendshém. Né utrikul gjenden disa
geliza speciale qé quhen qelizat e erréta (dark cells). Kéto
geliza kané pér funksion absorbimin e kétyre kristaleve
duke mos lejuar késhtu migrimin e tyre drejt kanaleve
semicirkulare. Kristalet e formuara tek sakuli nuk kané
mundési té migrojné pér né kanalet semicirkulare.
Nése, né njé moment té caktuar formimi i kristaleve né
utrikul e tejkalon kapacitetin absorbues té gelizave té
erréta atéheré ka mundési qé kristalet té migrojné drejt
kanaleve semicirkulare. Kur kristalet futen né kanalet
semicirkulare ato démtojné funksionin balancues té
kétyre kanaleve. Kur ndryshojmé pozicionin e kokés,
kristalet qé¢ ndodhen né kanal vazhdojné té lévizin (si
pasojé e inercionit edhe pasi koka géndron palévizur) duke
béré késhtu gé truri té marré sinjale té pasakta sikur koka
éshté akoma né lévizje duke rezultuar né marramendije té
ashpér. Kjo éshté otolitopatia. Pér t'u shfaqur otolitopatia
duhet qé patjetér kristalet té migrojné nga utrikuli né
kanalet semicirkulare.

(c) T. Hain, M.D. 2003
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SIMPTOMAT:

Zakonisht pacienti ankohet pér atake vertigoje rotatore,
té ashpra dhe rekurente gé zgjasin rreth 1 min. Simptome
té tjera jané edhe disorientimi, disekuilibrimi, nausea,
etj. Zakonisht simptomat shpérthejné si pasojé e
aktiviteteve té pacientit qé pérfshijné lévizjen apo
ndryshimin e pozicionit té kokés ose trupit. Ashpérsia
e simptomave ka tendencé zvogélimi pérpara se ato té
zhduken krejtésisht. Rreth 30 % e pacientéve pérjetojné
rishfagjen e simptomave. Ndér levizjet mé karakteristike
gé provokojné shfagjen e simptomave jané rrokullisja né
shtrat dhe ngritja e kokés pér té shikuar lart.

Diagnoza:

Diagnoza zakonisht bazohet né simptomatologjiné tipike
té séemundjes dhe vendoset me ané té manovrés Hallpike.
Né kété manovér pacienti géndron ulur né shtrat me
kokén kthyer anash 45 gradé. Pastaj mjeku me shpejtési
e shtrin pacientin duke e mbajtur kokén né té njejtin
pozicion. Pacienti géndron né kété pozicion rreth 30 sek.
dhe pastaj kthehet né pozicionin ulur. Nése nuk vérejmé
nistagmus atéheré e pérsérisim procedurén me kokén e
kthyer né anén tjetér. Nésé kristalet jané té pranishém
né kanalet semicirkulare atéheré do té shfaget vertigo
disa sekonda pasi pacienti té jeté vendosur né pozicionin
shtriré. Gjithashtu mjeku duhet té jeté i vémendshém
gjaté manovrés pér té kapur nistagmusin, i cili shfaget tek
pacientét me otolitopati. Zakonisht nistagmusi shfaget
rreth 10 sek pasi pacienti éshté vendosur né pozicionin e
shtriré. Nistagmusi éshté crescendo - decrescendo qé do
té thoté se shpejtésia e lévizjes sé syve rritet 30 sekondat
e para dhe pastaj fillon té pakésohet. Duhet pasur
parasysh qé nistagmusi zbehet apo edhe zhduket pas disa
pérséritjeve té manovrés Hallpike.?

DIAGNOZA DIFERENCIALE :

Patologji té veshit:

a. Sémundja Menier
b.  Neuriti vestibular
c.  Labirintiti

d.  Vertigo posttraumatike

Patologji neurologjike:
a. Migrena
b.  Insuficienca vertebro basilare
c.  Sémundjet demielinizuese
d. Lezione té sistemit nervor géndror

3 http://www.dizziness-and-balance.com/disorders/bppv/bppv.html, 15.02.2013

Patologji te tjera:

a.  Crregullimet e ankthit apo panikut
b.  Efekte anésore té medikamenteve
c.  Hipotensioni postural

TRAJTIMI:
Ka tre ményra té trajtimit té otolitopatisé.

Trajtimi ambulator - ka pér qéllim té largojé kristalet nga
kanalet semicirkulare drejt regjioneve mé pak sensitive
(t'i kthejé ato né utrikul). Ky trajtim realizohet me ané té
manovrave té caktuara.

3 b
e &

(€) 2001 Nex#iwestern Uriversity

Manovra Epley * Pacienti géndron ulur né shtrat. 1.
Pacienti me shpejtési shtrihet né shtrat duke mbajtur
kokén kthyer 45 gradé nga ana e sémuré (géndron né até
posité rreth 30 sek). 2. Pacientit i kthehet koka né anén
tjetér (géndron ashtu rreth 30 sek). 3. Mjeku vazhdon
kthimin e kokés né po até ané duke e kthyer kokén e
pacientit poshté, pra 45 gradé me hundé poshté (géndron
rreth 30 sek). 4. Pacientin e kthejmé né pozicionin ulur né
shtrat (gndron né até pozicion rreth 1 minuté). Manovrén
e pérsérisim edhe dy heré té tjera. Dy netét e para pas
aplikimit té manovrés pacienti duhet té flejé né pozicion
gjysém ulur (45 gradé). Dy javé té tjera pacienti duhet té
flejé me dy jastéké dhe té jeté i kujdesshém me lévizjet
e papritura té kokés. Pas kétij trajtimi shihet rezultati i
arritur duke e kthyer kokén e pacientit né anén gé i jepte
simptomat. Nése pacienti nuk ka probleme atéheré themi
qé aplikimi i késaj manovre ka patur sukses.

Manovra Semont® Pacienti ndryshon nga pozicioni
shtriré né njérén ané, né anén tjetér. Kjo manover nuk
preferohet shumé né SHBA.

Trajtimi shtépiak - zakonisht kéto ushtrime i jepen
pacientit kur trajtimi ambulator nuk ka pasur sukses.

4 Tbid, 22.02.2013
> 1hid, 18.02.2013
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Ushtrimet Brandt - Daroff® : 1. Pacienti rri ulur né shtrat. kemi persistencén e simptomave pér njé periudhé mbi
2. Pacienti merr pozicionin e shtriré né krah dhe kokén e njé vit atéheré mund té nevojitet ndérhyrje kirurgjikale.
kthen sikur shikon dicka sipér (rri né kété pozicion rreth Trajtimi kirurgjikal ka rezultuar i suksesshém né 90 %
30 sek). 3. Pacienti rri ulur né shtrat (rri né kété pozicion té pacientéve tek té cilét nuk kané pasur efekt mjekimet
rreth 30 sek). 4. Pacienti merr pozicionin e shtriré né krah  konservatore.

por né anén tjetér dhe e kthen kokén sikur shikon dicka

sipér (rri né kété pozicion rreth 30 sek). Kéto ushtrime REFERENCAT:

duhet té béhen pér dy javé rrjesht tre heré né dité ose 3

javé rrjesht dy heré né dité. e
2.

Si ushtrime shtépiake pacientit mund ti jepen edhe
manovrat Sement ose Epley. 3
== .

B\

P
Postion 4
N

: Position 2
*/

Trajtimi kirurgjikal - Nése té gjitha trajtimet konservatore
jané konsumuar dhe nuk kemi pasur rezultate té mira dhe

6 Ihid, 15.02.2013
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ABSTRACT

BPPV is a common pathology in primary medicine. The aim of this overview is to present the diagnostic and
treatment techniques of the disease. By mastering these techniques, this pathology can be diagnosed and treated
ambulatory in most cases, avoiding additional examinations that lead to unnecessary costs and wandering of the

patients.

Key words: BPPV, otoconia, vertigo, utriculus, semicircular canal
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Té nderuar lexues té revistés IM] Medicus, né shenje respekti
pér mjekét dhe shkencétarét tjeré te fushés biomjeksore, si

dhe duke marré parasysh nevojén per kultivimin e vlerave

tona tradicionale si bazament i té arriturave té pastajme
,Redaksia ka vendosuar qé pér cdo numér té Medicusit té
publikojé nga njé portret té shkurtér pér mjekét e tradités
soné,té bindur se edhe kjo ményreé do ti shérbejé motivimit
dhe angazhimit mé kémbéngulés sé gjeneratave té réja pér
arritje mé té médha .

Tradita jone qé nga kohét e lashta Ilire , duke kaluar né

mesjeté ku spikasin mjekét e njohur té shkollés sé Durrsit té |

vjetér, duke kaluar né periudhen e Rilindjes Kombetare dhe
fazés sé Pavarésisé , ka figura té shqyara bémat e té ciléve
kané léné gjurmé té pashlyeshme né fushen e shkencave
mjeksore.Né kété numér vendosém té prezentojmé njérin
nga themeluesit e mjekésisé moderne shqiptare, profesorin e
nderuar Rifat Frasheri, i cili njohet edhe si zbulues i virusit
sé térbimit qé ishte kushti i paré pér zbulimin e vakcinés sé
térbimit.

Prof dr. Rifat Frashéri’

Nga tradita joné | From our tradition I

Prof. Dr. Rifat Frashéri - Themelues i
mjekésisé moderne shqgiptare

Pollozhani A'.
!Instituti i Shéndetit Publik té RM, Shkup

Prof. dr. Rifat Frashéri lindi né vitin 1862.Ai mbaroi
giimnazin né Gallata Saraj dhe fakultetin e Mjekésisé
té Stambollit né vitin 1888 (1). Pai g¢ u emérua mjek
né spitalin ushtarak té Shkodrés, kétu ai punoi deri né
vitin1897 . U dallua me aftésité e veta profesionale ne
vecanti gjaté epidemisé sé lisé né Tuz afér Shkodrés (2).

Né vitin 1897 ai u kthye né Stamboll si mikrobiolog né
Institutin Bakteriologjik té Stambollit ku, bashképunoi
me bakteriologun nga Franca Maurice Nicole, gé vinte nga
Institutit “Paster”, pér té paré mundsiné pér prodhimin e
vaksinés kundér lisé. Né vitin 1899 emérohet néndrejtor

e pas disa vjetésh drejtor i Institutit Bakteriologjik té
Stambollit.(4) Pikérisht né kété kohé, njé puné e thellé
dhe njé bashképunim i frytshém me bakteriologun
fréng prof. Pol Remlenzhe (Paul Remlinger) i shpuri
ata né njé nga zbulimet mé té médha té mikrobilogjisé
dhe mjekésisé sé kohés, né zbulimin se térbimi né
kafshé e njeréz shkaktohej nga njé “virus filtrues”, njé
zbulim gé e béri emrin e tij té pavdekshém né historiné
e mjekésisé dhe mikrobiologjisé. Zbulimin e tyre ata
e njohtuan né njé mbledhje té Shoqatés sé hiologjisé
(Societe de biologie) né Paris dhe e botuan né vitin 1903.

* https://www.facebook.com/media/set/?set=a.386130341440515.91512.331015260285357&type=1(23.08.2013)
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Pas késaj R. Frashéri u emérua profesor né Universitetin
e Stambollit. Pér njé periudhé ai shérbeu edhe si
kryetar i organizatéspatriotike shqiptare “Bashkimi” té
Stambollit. Né kété kohé prej tij u kérkiua té angazhohet ,
népérmjet té lifdhjeve té tij dhe me autoritetin gé kishté,
né kampanjén kundér pavarésisé sé Shqipérise, gjé qé ai
nuk e pranoi. Pér kété géndrim dhe pér aktivitetin e tij
patriotik prof. dr. Rifat Frashéri, né vitin 1913, u pérjashtua
nga Universiteti i Stambollit. Pér disa kohé ai mbeti i
papuné e pastaj u dérgua né njé gjendje gjysmé internimi
né Tripolisé e mé voné si kryetar i bashkisé sé atij qyteti.
Pas Luftés sé Paré Botérore, né vitin 1920 me ftesén e
geverisé shqiptare erdhi né Shqipéri dhe u emérua drejtor
i pérgjithshém i shéndetésisé prané qeverise shqiptare,ku
dha kontributin e vet ne themelimin e bazés profesiknale
dhe infrastruklturote te shéndetésisé shqiptare deri sa
doli né pension. Vdiq né Tirané mé 15 néntor 1934.

Emri i Rifat Frashérit éshté i lidhur me zbulimin e virusit
té térbimit. Me kété zbulim shkenca shqiptare pér heré
té paré né historiné e shkencés moderne del né ballin
mé té pérparuar té kérkimit shkencor eksperimental
e dha njé kontribut udhéhapés, gé nuk mund té
énvlerésohet, né zhvillimin e mikrobiologjisé. Réndésia
reale e kétij zbulimi nuk mund té kuptohet jashté
kuadrit té pérgjithshém té zhvillimit té mikrobiologjisé
dhe biologjisé nga fundi i shekullit té kaluar dhe fillimi i
shekullit toné.

Neé té tillarrethana, né vitin 1903, vetém 5 vjet pas zbulimit
té té parit virus, shkaktar té njé sémundjeje infektive te
kafshét (virusi i aftés epizootike té gjedit) nga Loffler
dhe Frosch dhe tre vjet pas zbulimit té virusi té etheve
té verdha, né Institutin Bakteriologjik té Stambollit R.
Frashéri dhe Pol Remlenzhe zbuluan té parin virus qé
shkaktonte sémundje né njeréz e né kafshé, virusin e
térbimit(4).

Revisté mjekésore - MEDICUS | 164

Zbulimi nxiti kérkime intensive edhe pér gjetjen e
shkaktaréve té tjeré viralé té sémundjeve infektive té
njeriut. Zbuluesit Rifat Frashéri dhe Pol Remlenzhe
krahas Valter Reed etj., hodhén themelet e virologjisé
mjekésore. Zbulimit peshén ia shton fakti gé ky u realizua
né Institutin Bakteriologjik té Stambollit, njé gendér pa
tradita té shquara shkencore dhe larg gendrave té tilla
té médha té kérkimeve mikrobiologjike si ato té Francés
dhe Gjermanisé sé asaj kohe. Mungesa e njé mjedisi
shkencor té standardit té kohés né kété Institut nxjerr mé
né pah madhéshtiné e zbulimit dhe njohurité e aftésité e
zbuluesve R. Frashéri dhe P. Remlenzhe.

Zbulimi i Rifat Frashérit éshté njé nga kontributet mé té
médha té shkencés shqiptare né zhvillimin e shkencés
botérore. Karriera shkencore e R. Frashérit u ndérpre
herét, pér shkak té ndjekjeve nga autoritetet turke (4).
Edhe me kthimin né Atdhe, ai nuk gjeti asnjé kusht té
pérshtatshém pune né fushén e mikrobiologjisé, ndérsa
projekti i tij pér njé gendér shgiptare té kérkimeve
mjekésore, mbeti vetém njé éndérr e bukur gjaté gjithé
jetés sé tij.

Ndénésé né shkallé ndérkombétare ai njihet si njé nga
themeluesit e virologjisé mjekésore, Prof. Frashéri,me
plot té drejé, njéherit, cilésohet edhe si themeluesi I
mjekésisé modern shqiptare.

Literatura:

1. AASHK:Kosova(Veshtrim monografik)2011, Prishtine
2. ASHSH: Fjalor enciklopedik shqiptar 1-2 ,Tirane

3. Pollozhani A.:Shendeti publik, 2013, Prishtine
4

https://groups.google.com/forum/#!topic/bit listserv.
albanian/-ghQDWwL5Vo (23.08.2013)
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Té nderuar lexues té IM] Medicus, nga ky numér redaksia
e Revistés ka vendosur qé té prezantojé (né ¢do numér nga
njé) mjekét dhe shkencétarét tané qé punojné dhe veprojné
me sukses né Boté. Ne besojmé se né kété ményré pérveg
qé do té infomohemi mé miré pér arritjet, veprimtariné
dhe interesin e tyre né fushat pérkatese, do té krijohet njé
mundési mé shumé pér té komunuikuar, pér té gjetur mé
lehté rrugét e bashképunimit, ndérrimit té pérvojave dhe
avansimin e njohurive té ndeérsjella pér sferat me interes.

Né kété numér po prezantojmé Prof. Dr. Besnik Bajramin,
qé jeton dhe vepron né SHBA, i cili népérmjet pérgjigjeve
té pyetjeve té sajuara nga Redaksia do té prezantohet né
vijim.

Té lartésojmé nderin e
universiteteve shqiptaré

- Ku e keni filluar shkollimin, né ¢faré rrethanash dhe prej
kur gjindeni né SHBA?

Shkollén fillore e kam mbaruar né Ohér (SH.F. Vllazérim
Bashkimi), té mesmen né Strugé. Pas pérfundimit té
vitit té treté né shkollé té mesme, jam transferuar né
New Hampshire - SHBA, si “exchange student”, ku edhe
e kam pérfunduar shkollén e mesme. Fakultetin e kam
mbaruar né University of Connecticut, né Connecticut -
SHBA, dega Biokimi/Mjekési, (Magna Cum Laude). Pasi
pérfundova fakultetin fillova doktoraturén, po ashtu
né University of Connecticut, né degén Farmakologji/
Biokimi. Tema e doktoraturés ka gené metabolizmi
i barnave né mélci, toksiciteti i tyre dhe shkaktimi i
kancerit. Pas diplomimit si doktor shkence né vitin 2009
kam filluar post-doktoraturén né Harvard University,
fakulteti i mjekésise, ku kam studiuar zhvillimin e
rruzave té bardha (neutrofilave dhe makrofageve) né
palcén eshtrore, roli i tyre gjaté inflamimacioneve té
ndryshme dhe né formimin e tumorit.

- Ne cilén fushé jeni té angazhuar, cilat jané tani sfidat dhe
arritjet tuaja profesionale, respektivisht shkencore?

Tani pér tani jam mé i angazhuar né fushén e
farmakologjisé, né pozitén si “Research Scientist II” né
Institutin Farmaceutik, ku menaxhoj disa shkencétaré
dhe qéllimi éshté té krijojmé metoda inovative pér
studimin e metabolizimit té barnave, efikasitetin e tyre si

|
\

Prof dr Besnik Bajrami- SHBA

dhe zbulimin e toksicitetit dhe démtimeve gé ato mund té
ju shkaktojné organeve.

Si postdoktorant né Harvard University kam arritur té
zbuloj se si fillon procesi i formimit té rruzave té bardha
nga “stem” gelizat (qelizat amé) né kocké. Cilat jané
sinjalet gé cojné deri né fillimin e kétij procesi, dhe cili
éshté roli i gelizave tjera né palcén eshtrore gjaté késaj
procedure. Po ashtu kam studiuar sinjalet/mekanizmat
qé vihen né pérdorim pér mobilizimin e gelizave gjaté
infketimeve/inflamimeve (si te Pneumonia, artritis,
is’hemia etj.). Pjesa tjetér e studimeve kané gené té
bazuara né zbulimin e rolit qé rruzat e bardha kané né
formimin apo eliminimin e tumorit. Nga kéto studime
jané pérmbledhur disa konkludime té cilat jané publikuar
ose do té publikohen né formé té punimeve shkencore.

Gjaté kohés qé isha postdoktorant kam punuar edhe si
instruktor dhe kam ligjéruar léndén e patologjisé né
Universitetin e Harvardit.

Gjaté doktoraturés né University of Connecticut kam
punuar né disa projekte dhe kam arritur té publikoj mbi
dhjeté punime shkencore. Jam i pari gé kam pérpiluar njé
metodé inovative pér studimin e metabolizmit té barnave
nga enzimet e mélcisé. Kjo metodé éshté publikuar si
punim shkencor dhe po ashtu tash éshté nji kapitull
i librit: Cytochrome P450 Protocols 3rd edition, for
Methods in Molecular Biology Series. Editors: Ian R.
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Phillips, Paul Ortiz de Montellano, Elizabeth Shephard.
2012.

Ky libér pérdoret nga profesoré té ndryshem si libri
kryesor i léndés né disa universitete né SHBA dhe
gietiu. Po ashtu kam studiuar/zbuluar metoda pér
identifikimin e té gjithé metaboliteve, dhe karaterizimin
e tyre, monitorimin e metabolizimit té barnave me
sisteme té ndryshme enzimatike (CYP, NAT, UGT, GST).
Njé pjesé e madhe e studimeve kané gené té fokusuara
né zbulimin e shkageve/mekanizmave qé cojne deri tek
formimi i kancerit pér shkak té toksicitetit té barnave ose
metaboliteve té tyre.

Do doja té theksoja se né ndérkohé jam munduar qé t'i
shérbej edhe njé kauze sublime, sikur gé éshté kultivimi
dhe afirmimi i gjuhés dhe kulturés toné edhe né kéto ané
duke inicuar qé té krijohet dhe ligjérohet lénda e gjuhés
shqipe né universitet dhe kam pas nderin té jem profesori
i paré i gjuhés shqipe né Universitetin e Connecticut.

- Si e shihni mundésiné, respektivisht cilat do té ishin format
mé adekuate té bashképunimit né mes té shkencétaréve,
gjegjésisht mjekéve tané né diasporé dhe atyre té vendlindjes,
duke pérfshiré kétu edhe institucionet shéndetésore dhe
arsimore?

Duke marré parasysh eksperiencat e méhershme mendoj
se:

Pikeé sé pari duhet té formohet njé lidhje, pér té mundésuar
njohjen e kolegéve mes veti. Duhet té krijohen kushte pér
diskutime té lira dhe té analizohet potenciali ekzistues.
Duhet té keté njé seriozitet té nivelit té larté dhe interes
té pérbashkét pér bashképunim. Nése gjendet interes
i pérbashkét pér bashképunim atéheré mund té shifen
mundésité se si mund té bashképunohet. Mund té béhen
studime/zbulime me karakter té ndyshém ku mbrenda
mundésive disa eksperimente mund té béhen né institutet
né vendlindje e tjerat né disaporé. Nése jané duke u béré
studimet e njéjta atéheré mund té krahasohen rezultatet
dhe té arrihet deri né konkludime mé té forta dhe mé me
vleré. Mund té ndodh gé kolegét né vendlindje té kené ide
té mira dhe vecmé té kené filluar me projektet, por ju
nevoiten disa eksperimente specifike pér té cilat nuk ka
kushte atje. Kéta eksperimente specifike mund té behen
népér institute né diasporé dhe té kompletohet projekti!

- Pér fund, ¢faré do ju rekomandonit kolegeve té rinj nga
vendlindja juaj dhe né vecanti lexuesve té Medikusit?

Nisur nga pérvoja e deritanishme, me respektin e duhur
qé kam pér té gjithé kolegét mé lejoni gé té theksoj disa
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aspekte té cilat kané gené edhe lajtmotivi im pérgjaté
rrugétimit jo té lehté. Eshté bazike gé té koncentrohen
né mésime, té punojné fort dhe té jené entuziast pér
shkencé dhe ta japin maksimumin. Edhe pse do té keté
sfida dhe probleme, do t'u rekomandoja qé té kené durim,
té punojné forté dhe té ecin pérpara duke i zgjidhur
problemet dhe tejkaluar pengesat. Miosa e re duhet
té jeté proaktive dhe né kété sens do té ju sygjeroja té
kérkojné kualitet mé té larté té arsimimit. Té lexojné
libra dhe publikime té ndyshme gé té hapin diapazonin
shkencor. Vetém né kété ményré mund té lindin ide té
reja pér zbulime dhe punime. Do t'u rekomandoja té
punojné bashké, ta ndihmojné njéri-tjetrin, dhe t'i léné
ménjané té tjerat.

Dhe né fund do t'i “LUSJA” té jené té dedikuar, ta japin
maksimumin dhe t'ja pérmiresojné dhe lartésojné nderin/
rankimin e universiteteve shqiptare.

Lista e disa punimeve shkencore té publikuara:

5. 1. Bajrami, B., Loison, F, Nombela, A. C,, Mondal, S.,
Sakai, J., Silberstein, L., Luo, H.R.: G-CSF and MIP2 treat-
ment effect on neutrophil mobilization from BM during
acute inflammation (Nature Immunology 2013)

6. 2. Bajrami, B*, Kwak, H-J*, Jia Y, Mondal, S. Roy S.,
Silberstein, L., Luo, H.R.: Myelopoiesis by neutrophil-
derived ROS during acute inflammation. (*First co-au-
thors, contributed equally)(Blood, submitted

7. 3. Mondal S, Subramanian KK, Sakai ], Bajrami B, Luo
HR. Phosphoinositide lipid phosphatase SHIP1 and
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PTEN coordinate to regulate cell migration and adhe-
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4. Zhao L, Bajrami B, Rusling JF. Rapid LC-MS Drug Me-
tabolite Profiling Using Bioreactor Particles. Methods
Mol Biol. 2013; 987:129-34

5. Rusling, J.F, Bajrami, B., Zhao, L.: Cytochrome P450
Protocols 3rd edition, for Methods in Molecular Biology
Series. Editors: Ian R. Phillips, Paul Ortiz de Montel-
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6. Sakai, J.; Li, ].; Subramanian, K.; Bajrami, B.; Mondal,
S, Jia, Y; Zhong, J; Ye, K; Chang, C.; Ho, Y.; Luo, H.: Reac-
tive oxygen ... key physiological regulatory mechanisms

controlling actin dynamics in neutrophils. Immunity,
2012

7. Luo, H.R,, and Bajrami, B. Regulation of neutrophil
homeostasis by spontaneous apoptotic death. In the
book: Neutrophils: Lifespan, Functions and Roles in Dis-
ease (Nova Science Publishers, Inc.). 2010.

8. Bajrami, B.; Zhao, L.; Schenkman, J.; Rusling, J.: LC-
MS Based Rapid Drug Metabolite Profiling Using

13.

14.

15.

16.

Bioreactors in 96-well plate format. Anal. Chem., 2009,
81, 9921-9929.

9. Krishnan, S.; Hvastkovs, E.; Bajrami, B.; Schenkman, J.;
Rusling, J.: Metabolic Toxicity of 4-(methylnitrosamino)-
1-(3-pyridyl)-1-butanone (NNK) evaluated using Electro-
chemiluminescent Arrays and Human Cyt P450s. Mo-
lecular Biosystems. 2009, (2),163-169.

10. Hull, D.; Bajrami, B.; Jansson, I.; Schenkman, J.; Ruls-
ing J.: Characterizing Metabolic Inhibition Using Elec-
trochemical Enzyme-DNA Biosensors; Anal. Chem.
2009, 81(2), pp 716-724.

11. Bajrami*, B; Krishnan*, S.; Hvaskos* E. G.; Choudhary,
D,; Schenkman, J. B,; Rusling, J. F.: Synergistic Toxicity
Screening Using Microsome/DNA Electrochemilumi-
nescent Arrays and Nanoreactors; Anal. Chem.; (Ac-
celerated Article); 2008; 80(14); 5279-5285. (Cover) (*Au-
thors contributed equally,)

12. Bajrami, B.; Krishnan, S.; Rusling J. F,”"Microsome
biocolloids for rapid drug metabolism and inhibition
assessment by LC-MS,” Drug Metabolism Letters; 2008,
2(3);158-162.
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Mbi rrjedhat né arsimin toné

Té nderuar lexues té IM] Medicus, né perputhje me pércaktimin paraprak, qé népermjet t révistés toné té afirmojmé edhe
aspekte qé lidhen me arsimin , si bazé e pashmagshme pér arritje né té gjitha fusht tjera, né kéte numér pranum letrén
e gazetares toné té mirenjohur Laura PAPRANIKU e cila pér shume vjet e ndjek problematiken e arsimit né Maqedni dhe
mé géjré, me té cilén ajo reflekton shqetsimin jo vetém té saj pér rrjedhat né sferen e arsimit qé sé voni ishin objekt edhe
i observimeve dhe vlérsimeve té instrumeteve ndérkométare pér vlerésimin e cilésisé né arsim. Redaksia e faleminderon
autoren e kétij véshtrimi duke shpreh gadishmérine pér té vazhduar me kéte formé té bashképunimit, pér té cilin jemi té

sigurté qé i shérben interesit té véteté publik.

Shqiptarét né pérgjithési e sidomos ato té Magedonisé
duhet urgjentisht té ndérmarrin masa pér té pérmirésuar
cilésiné e institucioneve arsimore. Nuk éshté e tepért té
iniciohet hartimi i njé strategji kombétare té arsimit apo
edhe té kérkohet me ngulm angazhimi aktiv i elitave
intelektuale dhe akademike, deri sa mundemi t'i gjejmé
ende. Nése lejojmé qé té vazhdohet edhe mé tej me trendin
e devalvimit té institucioneve arsimore, pérfundimisht do
té jemi té pa shpresé. Thjeshté, do té shndérrohemi né njé
popull me ardhméri té diskutueshme... Pa njw shkollimi
cilésor nuk mund tw synohet pérparimi i njé populli.
Alarmi pér pozitén e mjerueshme né té cilén ndodhen
shkollat dhe universitete tona tanimé éshté dhéné dhe
assesi nuk duhet lejuar té mbesim edhe mé tej né fundin
e listave qé rendisin institucionet sipas cilésisé.

Sipas rezultateve té maturés shtetérore shkollat e
mesme me mésim né gjuhén shqipe, né Magedoni, jané
katandisur si mos mé keq. Nota mé e larté mesatare,
nga lénda e gjuhés amtare dhe nga njé 1éndé qé nxénésit
e zgjedhin veté, fillon me 3. Nuk jané aspak mé té mira
rezultatet e universiteteve. Né ranglistén qé né muajin
gusht u publikua nga Agjiencia prestigjioze e rangimit té
shkollave té larta né boté, “Word Rangink”, universitete
tonajané pozicionuar né fund té listave. Nga 21248 shkolla
té larta né mbaré botén, dy universitetet e shqiptaréve
té Magedonisé gjenden né vendin e 9 304 (Universiteti
i Evropés Juglindore né Tetové) dhe né vendin 10 894
(Universiteti Shtetéror i Tetovés). Kjo renditje éshté
padyshim tregues i qarté se sa shumé ka devalvuar cilésia
né arsimin e larté. Pér dallim prej tyre Universiteti “Shén
Kirli dhe Metodi” i Shkupit (UKM), gjendet né vendin
e 1878-té, té sé njéjtés ranglisté. Qé alarmi té jeté mé
trondités, né pozitat aspak mé té mira gjenden edhe
universitetet e Shqipérisé dhe Kosovés.
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Goditja qé kané marré universitete tona né “Word
Rangink” éshté e réndé. Keq éshté pozicionuar deri
edhe Universiteti i Tiranés (UT) ai, qé né té vérteté do té
duhej té ishte “ajka e shqiptaréve”. Por ja qé pér shkak
té performancave té dobéta né parametrat me té cilat
kjo Agjenci matén cilésiné e shkollimit té larté, UT ka
réné né vendin 8 012 né boté. E krahasuar me UKM-né,
ajo gjendet 6 137 vende mé poshté. Edhe né renditjen e
universiteteve né nivel té Evropés, UT qé éshté i pari né
mesin e universiteteve té Shqipérisé, géndron shumé
poshté UKM-sé. Kjo e fundit éshté pozicionuar né vendin
e 652, kurse UT-ja né pozitén 2 079. Mé miré se Tirana,
por jo edhe se Shkupi, géndron Universiteti i Prishtinés
(UP), i cili éshté renditur i 4 416-ti né klasifikimin e
universiteteve né nivel botéror. “Web Ranking” matén
cilésiné bazuar né numrin e programeve studimore,
numrin e hulumtimeve té botuara né revista me faktorin
e impaktit, metodologjiné e studimeve, numrin e té
diplomuarve dhe buxhetin gé shpenzohet pér hulumtime
shkencore. I pari né listén e kétij klasifikimi géndron
Universiteti i Harvardit, i pasuar nga Instituti Teknologjik
i Masacutit, Universiteti i Stanfodit, Universitet i
Kalifornisé né Berkeley, Universiteti i Kalifornisé né
Los Angjellos, Universiteti i Washingtonit, Universiteti
i Miciganit, Universiteti i Kornellit, Universiteti i
Miniasotés dhe Universiteti i Pensilvanisé. Eshté pra njé
listé qé kryesohet nga universitete amerikane dhe angleze
dhe qé askush nuk kérkon prej universitete shqiptare té
béjé konkurrencé né top 10-shin e vendeve té para. Ajo
qé kérkohet prej tyre, éshté té mos gjenden mijéra vende
mé poshté se sa universitete e rajonit dhe té mos ndjehen
aspak miré(mbase dikush duhet edhe té skuqget) gé né
“Word Rangink” jané me nga teté-nénté mijé vende mé
poshté se Universiteti i Shkupit.
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Pasojat nga mos marrja e masave jané drastike. Késhtu
pér shembull, universitete e Shqipérisé kané pésuar rénie
prej rreth 800 vendeve vetém pér njé vit. Universiteti i
Tiranés, i cili sivjet gjendet i pari né listén e universiteteve
té Shqipérisé né klasifikimin botéror, me vendin e 8 012-
té, vitin e kaluar radhitej i dyti dhe ishte ne vendin e 8 735
té klasifikimit botéror. Ndérkohé qé njé vit mé paré lista
pér Shqipériné kryesohej nga Shkolla e larté jopublike
“Epoka”, né vendin e 7 299-té. Kété vit, ka zbritur né
vendin e 9 874-té né klasifikimin botéror. Né vendin e
treté té listés pér universitetet e Shqipérisé gjendet
Universiteti Politeknik i Tiranés (10 049), té katértin
Universiteti i “New Yorkut” né Tirané (10.460), ndérsa né
té pestin Universiteti Bujgésor i Kamzés (10 855).

Pér universitet “té mira” shqiptaré, padyshim se nuk
mund té béhet fjalé, ashtu sikurse éshté véshtiré té
giendet edhe shkolla té mira né nivelin e arsimit té
mesém dhe fillor. Gjashté vite, prej se né Magedoni ka
nis té matet cilésia e shkollimit maturés shtetérore apo
testeve té vlerésimit ekstren, shkollat me mésim né
gjuhén shqipe nuk léshojné pozitat e fundit. Asnjéra prej
tyre nuk ka arritur té ngjitet né top 5-shen, 10-shen apo

Arsimi | Education I

15-shen e shkollave mé té mira né Magedoni. Pérkundrazi,
shénojné regres. Gjimnazi “Zef Lush Marku”, qé né vitin
2012 ishte ne vendin e 36, sivjet ra 14 vende mé poshté.
Konkretisht, ai qé dikur ishte krenaria e shqiptaréve té
Shkupit, sot gjendet né vendin e 50 té listés me 95 shkolla
té mesme publike né Magedoni. Me kéta tregues, qé
padyshim se jané rezultat i degradimit té vazhdueshém
té arsimit shqip, po vémé né piképyetje ardhmériné
toné. Me kuadro gjysmé té arsimuar, thjeshté rrezikojmé
mbijetesén toné kulturore, ekonomike dhe politike.
Prandaj éshté obligimi moral i secilit gé té kontribuojné
né ményrén e vet pér ndryshimin e gjendjes sé véshtiré né
té cilén ka réné arsimi né gjuhén shqipe. Hapi duhet béré
nga vetja, né emér té ardhmeérisé. Pa arsim cilésor, pa
shkolla té etabluara né sistemin e vlerave evropiane, pa
programe kompatibile me nevojat e tregut asnjé popull
dhe shtet nuk mund té synojné zhvillimin dhe pérparimin
e vetés. Shqiptarét, nuk mund té béjné pérjashtim, prej
rregullave té ditura botérisht. Prandaj, sot o kurré,
nevojitet mobilimizim pér ndértimin e institucioneve té
géndrueshme shkollave dhe universiteteve elite, né té
cilat mund té mbéshtesim ardhmeériné toné.

Laura PAPRANIKU
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I Aktivitete | Activity

Nga Kongresi i X-té i Shoqatés té
Oftalmologéve té Europés Juglindore
(SEEOS) dhe Kongresiilll-té i Shoqgatés té

Oftalmologéve té Magedonisé

Republika e Maqgedonisé pati nderin té organizojé
Kongresin e X-té té Shoqatés té Oftalmologéve té Europés
Juglindore (SEEOS), sébashku me Kongresin e III-té té
Shogatés té Oftalmologéve té Magedonisé me pjesémarrije
ndérkombétare dhe Simpoziumi i Motrave medicinale né
Oftalmologji. Kongresi u mbajté nga data 20-23 gershor,
2013 né Ohér.

Ky Kongres jubilar SEEOS-it ishte rast i miré pér
pérmbledhje dhe vlerésime té géllimeve dhe detyrave
qé ishin vendosur para SEOQOS-it qé nga veté fillimi i
formimit né vitin 2004, kur edhe u mbajt Kongresi i I-ré
né kryeqytetin e Bosnjés dhe Hercegovinés, Sarajeva,
si asociacion i oftalmologéve té 18 shteteve té Europés
Juglindore.

Nga prespektiva e distancés historike dhjetévjecare,
mund té pohojmé se asociacioni e plotésoi géllimin e tij
kryesor- ta pérmisojé komunikimin dhe shkémbimin
e ideve té reja shkencore, dijes dhe pérvojés ndérmjet
oftalmologéve nga véndet anétare.

Njikohésisht, SEEOS-i béri nji hap kolosal duke ndértuar
ura mirékuptimi, bashképunimi dhe miqésie ndérmjet
véndeve té ndryshme e duke mundésuar njoftim me
kultura, tradita dhe zakone té reja si dhe mikpritje
tradicionale.

Bordin e SEEOS-it e pérbéjné oftalmolog té spikatur
té regjionit por edhe mé gjéré. Prof.dr.Marko Havlina
nga Slovenia, njiherit edhe kryetar, pastaj Prof.
dr.Mustafa Sefig-Bosnje dhe Hercegoviné, dr.Athanasios
Nikolakopulos-Greqi, Prof.dr.Petja Vasileva-Bullgari, Prof.
dr. Sllobodanka Latinovig-Serbi, Prof.dr.Nikica Gabrig-
Kroaci, Prof.dr. Janos Nemeth-Hungari, Prof.dr.Cesare
Forlini-Itali, Prof.dr.Nadiva Bobrova-Ukrainé, Prof.
dr.Pajtim Lutaj-Shqipéri, Prof.dr.Daniela Selaru-Romani,
Dr.Titos Christoforidis-Qipro, Dr.Eugeniu Bendelic-
Moldavi, Prof.dr. Magdalena Antova-Velevska-Magedoni,
Prof.dr. Gazmend Kacaniku-Kosové dhe dr.Edita Files-
Bradarig-Mali i Zi.

Ne Ohér ishin prezent mbi 300 mjeké-oftalmolog, optom-
etristé, ortoptist, motra medicinale, firma farmaceutike,
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gazetaré etj. Nikoqirét, né krye me Prof.dr.Vesna Dimovs-
ka-Jordanova, kryetare e Shogatés té Oftalmologéve té
Magedonisé, treguan nivel té larté té aftésisé pér organi-
zim dhe mikpritje té ngrohté.

Né programin shkencor u prezentuan mbi 50 autoré me
punime té ndryshme dhe me sukses u prezentuan gjaté
3 ditéve té kongresit. Ligjeruesit kryesore ishin Prof.
Leonidas Zografos nga Zvicra, i cili prezantoj temén
“Tumoret e irisit dhe trupit ciliar dhe pseudotumoret”,
pastaj Prof. Keith Barton, nga Britania e Madhe, Prof.
Juan Duran De la Colina, nga Spanja, Prof. Marie-Jose
Tassignon nga Belgjika dhe Prof. Hans Lemij, nga Holanda.

Katarakti, kornea dhe glaukomi ishin tema dominante
té dités té paré. Shumé prezantues déshmuan se era
e operacioneve té kataraktit me metodén e vjetér té
ECCE-sé (extracapsular cataract extraction) ka marré
fund dhe se konverzioni né metodén e Phaco kirurgjisé
(me ultratingull), ku hapja e kornesé éshté zvogéluar
nga 10 mm né 3.2mm ose deri né 1.8 mm, éshté realizuar
me pérjashtime té vogla. Aplikimi i lazerit né fushén
e kataraktit po merr hov té madh dhe se siguria e
operacionit éshté rritur dukshém e njikohésisht numri i
komplikacioneve éshté zvogéluar né minimum.

Né fushén e glaukomit u fol pér réndésiné e prevencés
té késaj sémundje té réndé si dhe risit né kombinimin
e terapisé pér stabilizimin e tensionit intraokular.
Kirurgjia e glaukomit ishte temé qé zgjoi interes. U
prezentuan punime me tema pér inplantimin e shanteve
moderne. Kornea dhe transplantimi i kornesé poashtu
kishte punime té jashtézakonshme. Transplantimi i
kornesé u tregua si operacion i réndésishém pér zbutjen
e verbérimit korneal.

Ditén e dyté temat gé u prezentuan ishin nga fusha
e retinés medicinal dhe Kkirurgjisé vitreoretinale si
dhe oftalmologjia pediatrike e strabizmi. Retinopatia
diabetike mbetet edhe mé tej problem i réndé dhe me
ndikim té madh né rritjen e pérgindjes té verbérimit te
popullata e moshuar. Réndésia e skriningut dhe prevencés
zuri vend né diskutimet e gjata dhe kualitative midis
pjesmarrésve. U vérejt se edhe terapia me anti-VEGF dhe
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lazerfotokoagulacion éshté zhvilluar me hapa té shpejta
dhe kolosale. Poashtu edhe operacionet vitreoretinale
nuk jané mé si mé paré. Rezultatet e operacioneve té
ablacionit, sidomos ato té njollés té verdhé jané evidente
dhe shpresdhénése. Pér kété merité kané edhe aparatet e
fugishme qé i posedojné disa klinika sic éshté edhe ajo e
Shkupit.

Oftalmologjia pediatrike dhe strabizmi poashtu zuné
vend né kété eveniment. Pér here té pare u mbajt edhe
Simpozium pér Retinopatiné Prematurike me insistim té
prof.Nemeth nga Hungaria. Kjo sémundje éshté e re dhe
shkaktare kryesore pér verbérimin e fémijéve né shtetet
né zhvillim. Temat e prezentuara treguan statistika gé jané
brengosése pér ardhmériné e késaj kategorie té fémijéve,
por edhe mé tej skriningu dhe lazerfotokoagulacioni
jané standard té arta pér prevenimin dhe mjekimin e
retinopatisé prematurike.

Strabizmi dhe operacionet e strabizmit poashtu zgjuan
interes. Skriningu i amblopisé u tregua mjaft i dobishém.
Kroacia tregoi se me organizim dhe pak mjete mund té
parandalohet ky armik i zhvillimit té shikimit te fémijét.
Operacionet e strabizmit pérjetojné rilindje. Hapja e
konjunktivés nga 5 deri né 10mm déshmuan rezultate té
mira por edhe komfor mé té madh te pacientét e operuar.

Aktivitete | Activity I

Né kété Kongres prezentime kishin edhe specijalizantét
dhe oftalmologét e ri, té cilét treguan se jané né hap me
kohén dhe trended e oftalmologjisé moderne duke na
dhéné shpresé pér ardhméri té mire té késaj fushe té
réndésishme né mjekési.

Ditén e fundit Simpozium organizuan edhe Shoqata
e Motrave Medicinale né Oftalmologji, ku me sukses
prezantuan tema nga sterilizimi dhe mirémbajtja e
instrumenteve oftalmologjike, si dhe kujdesi ndaj
pacientéve dhe réndésia e instrumentareve gjaté
operacioneve oftalmologjike.

Gjaté mbylljes té kongresit, nikogirét pranuan kom-
plimente pér organizimin perfekt ndérsa prezantuesit
urime pér nivelin e larté shkencor té punimeve té tyre
qé déshmon se dhe ky regjion pérvec né aspect gjeografik
duhet té integrohet né Europé ku edhe e ka vendin. Bordi
I SEEOS-it shpalli Kongresin e mbyllur dhe informoi se
Kongresi I XI-té I SEEOS-it do té mbahet ne Bukuresht té
Romanisé, né Tetor té 2014-€s.

Né Shkup, Qershor, 2013.

Ass.dr.Bekim Tateshi
oftalmokirurg
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Nga Konferenca “Lidershipi dhe menaxhimi
né shéndetési”, Strugé, 23-24 Gusht

Muaji Gusht ishte pérplot i mbush me aktivitete
edukative, seminare, konferenca dhe té ngjashme. Edhe
uikendin e kaluar kishim mundésiné qé té vizitojmé
konferencén nacionale qé u organizua nga Shoqata “Blue
Cell International” (BCI) né bashképunim me Qendrén
Rajonale pér Edukim Mjekésor “Medica”.

Puna né grup dhe lidershipi jané komponenté té
réndésishém né praktikén efektive mjekésore. Né té
vérteté, ato jané esenciale né reformat e reja té sistemit
té kujdesit shéndetésor. Organizatorét kishin parasysh
kété, andaj kishin spikatur mé shumé rolet né lidership qé
mund té jeté pjesé e karrierés sé té rinjve né té ardhmen.

Pér té shtuar vémendjen e studentéve té mjekésisé dhe
mjekéve té rinj ndaj punés efektive né grupe dhe lidershipit
dhe pér té diskutuar shkathtésité relevante té studentéve
qé jané gati té diplomojné dhe té marrin pérgjegjési
trajnimi né cdo specializim, BCI dhe Medica, planifikuan
dhe mbajtén njé organizim nacional né lidership dhe
networking mé 24 Gusht, né Hotelin Solferino, Strugé.

Si ligjérues né kété eveniment ishin paraparé Prof.
Dr. Azis Pollozhani, Doc. Dr. Arben Taravari, Asst. Dr.
Naser Durmishi, Mr. Shkodrane Dardhishta, Dr. Harkan
Memedi, Dr. Aida Dalipi, Avdi Murtezani, Pale Budiq dhe
té tjeré.

Me njé agjendé té pasur, programi filloi me njé diskutim
interaktiv nga paneli diskutues udhéhequr nga Prof. Azis
Pollozhani, si njé folés mjaft inspirues, duke i inkurajuar
té pranishmit né diskutimin e temés pérkatése. Pas késaj
pasoi networking, ku iu mundésua pjesmarrésve té takojné
kolegé té rinj dhe té shkémbejné eksperienca. Té gjithé té
pranishmit u ndané mése té kénaqur nga ky debat.

Programi vazhdoi me workshopin mbi aftésité
komunikuese, pérgatitur dhe prezantuar né ményré té
shkélqyer nga Dr. Arben Taravari. Kjo puntori i béri té
pranishmit akoma mé té etur pér workshope té tilla.
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Serialin e workshopeve mjaft té sukseshme e vazhdoi
Dr. Naser Durmishi me njé prezantim té shkélqyer nga
lémia e menaxhimit té stresit, duke prezantuar dhe
pérfshiré ushtrime me situata hipotetike me raportim
té fokusuar. Pérvec késaj, disa aktivitete energjizuese
dhe rekreacionale u béné qé té rrisin interaksionin dhe
dimensionet e bashképunimit né takim.

Né orét e paradités, ishin paraparé té mbahen dy
sesione prezantimi: Panairi i Projekteve dhe Mundésité
ndérkombétare pér studentét e mijekésisé dhe mjekét
e rinje. Kéto prezantime shtuan kérshériné dhe
déshirén e studentéve pér té shikuar mundésité e tyre
ndérkombétare.

Dita mbaroi me darkén dhe njé varg aktivitetesh
shogérore né qytetin e bukur té Strugés.

Pér té vlerésuar ndikimin e trajnimit, pjesémarrésit
plotésuan pyetésorét duke i treguar pérvojat e tyre né
organizimin e héré.

“Kishim njé ide, morém iniciativé, gjetém udhézime té
pérshtatshme dhe kishim besimin té shihnim pértej.
Pranuam késhilla nga ata qé kishin mé shumé pérvojé
dhe ekspertizé, dhe i morém té gjitha pérparésité e té
gjitha burimeve té disponueshme pér ne, qé sic e shihni
rezultoi me njé rezultat té shkélqyer.”, tha mes tjerash
kryetari i shogatés, Dr. Besnik Hamiti

“Ishim té privilegjuar té mbéshtesnim, ndihmonim dhe
té shihnim kolegét tané tek pérmirésonin shkathtésité
e tyre bazike dhe vetébesimin e pérgjithshém pas
trajnimit, diskutimet interesante dhe udhézimet e ekipit
lehtésues.”, shtoi sekretari gjeneral, Dr. Sead Zejnel.

Né fund, edhepse céshtja e lidershipit dhe shkathtésive
pér punén né grupe nga ana e studentéve dhe mjekéve té
rinj, té cilét mé sé miri e dijné a jané zhvilluar aftésité e
tyre, éshté e réndésishme qé ato té pérparojné dhe ata té
marrin pérgjegjésité pér ekipet mjekésore.



Né kontekst té mungesés sé trajnimeve né lidership dhe
puné né grupe né vendin toné, si pér studentét ashtu
edhe pér mjekét e rinj, organizatorét né fund, béné njé
fleté evaluim, me ¢’rast konlkluduan se organizimi ishte
mése i mirépritur dhe efektiv né rritjen e njohurive té
studentéve dhe té trajnuarve né lidership dhe puné né
grupe, zgjeron disponueshmériné e pérvojés. Ky organizim
pér lidership ka ndihmuar né ndértimin e kapaciteteve

Aktivitete | Activity I

shtesé né shkathtésité jo-teknike gé né rastin e kundért do
té kritikohej prej kérkesave té pacientit. Rezultatet ishin
mjaft té kénagshme, qé reflektoi me rezultate té larta né
procesin e vlerésimit.

Pritjet dhe rezultatet e organizatoréve ishin pér ta
optimizuar programin, duke i inkurajuar dhe duke i dhéné
njé model efektiv pér programe tjera trajnuese duke i
diskutuar kéto shkathtési me studentét dhe mjekét e rinj.
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IN MEMORIAM

Dr Astrit Saidi| (1957-2013)

Dr. Astrit Ismail Saidi u lind mé 3 Gusht té vitit 1957 né njé familje bujare dhe me tradité kombétare né Tetové.
Shkollén fillore e kreu mes viteve 1964-1972 né Shkollén Fillore “Liria” né Tetové, por gjithnjé nén edukimin dhe
arsimimin e mbéshtetur edhe nga i ati , pedagogu i njohur Ismail Saidi. Shkollen e mesme e kreu né vitin 1976 né
gjimnazin e Tetovés. Né vitin 1976 u regjistrua né fakultetin e mjekésisé prané Universitetit té Prishtinés, té cilin e
kreu me sukses né vitin 1982. Pas pérfundimit té fakultetit té mjekésisé disa vite punoi si mjek i ri né fshatrat e Tetovés
qé mé pas té punésohet si mjek i rregullt né ndihmén e shpejté né spitalin e Tetovés, ku mé voné u be edhe shef i té
njéjtés. Né vitin 1995 e filloi specializimin né degén e mjekesisé interne prané klinikés universitare té Universitetit
“Shen Kirili “ né Shkup. Né vitin 1999 specializoi dhe kaloi té punojé né repartin internistik né spitalin e Tetovés.
Dr. Astrit Saidi ka marre pjesé né shumé seminare dhe kongrese té mjejkésisé né vend dhe jashté vendit dhe posedon
mirenjohje té shumta pér arritjet dhe sukseset e tij né 1émin e mjeksésisé. Vlen té pérmendet mirenjohja nga Kryqi
i kuq i Magedonisé , nga Oda e mjekéve té Magedonisé , mirenjohjen nga organizata e NATO-s dhéné ambulancés
“VITALIS” ku edhe kontribonte , mirénjohja nga kryeministri i paré i R.KOSOVES dhéné pér kontributin pér kujdesin
shéndetésor dhéné té pérndjekurve nga Kosova né vitin 1999. Njékohésisht Dr. Astriti ka shkruar edhe shumé punime
shkencore né fushén e mjekesisé si autor dhe si koautor.

Vdekja e parakohshme e Dr Astritit mé 12 Korrik 2013, do té len njé shpraztiré té pérheshme pér familjen, koleget
dhe miqte e shumté qé i kishte, por kujtimi i tij do té jeté i pérjtshém duke mbetur shembélltyra e profesionalizmit,
ndershmeérise dhe korrektésisé ndér gjeneratat qé do vijné.
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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 www.icmje.org)

Medicus éshté revisté ndérkombétare gé boton punime
origjiinale 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 autorésiseé,
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.

Udhézime pér autorét | Information for authors I

INFORMATION FOR AUTHORS

These guidelines are in accordance with the
“Uniform Requirements for Manuscripts Submitted
to Biomedical Journals”

(The complete document appears at wwuw.icmje.org)

Medicus is an international journal of that publishes
papers from all areas of medical research. Furthermore,
the journal indends to bring educational material of high
quality to its members for continuous medical education
(CME), by publishing original research, professional and
review papers, case reports, brief communications,
literature summary articles and editorials.

The Journal is official organ of the »Association of
Albanian Medical Doctors from Macedonia«.

The language of publication is Albanian and English (the
editorial board may decide whether other language will
be used for publications). Authors are requested to have
their paper proof-readed and edited for the respective
language.

Please use standard-sized paper and submit your article
in the following formate: Word for Windows, Times New
Roman 12.

Manuscripts should be submitted in electronic format,
either on disc or by e-mail to the Editor-in-Chief,

Aziz K. Pollozhani, MD. PhD

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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I Udhézime pér autorét | Information for authors

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 bhéré
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.



Informacione plotésuese pér autorét

1. Fagja e paré - ballina: Duhet té pérmbajé: (a) titullin e punimit, té
shkurtér, por informativ; (b) emri, inicialet e emrit té mesém dhe
mbiemrit té secilit autor; (c) institucioni; (d) emri i departamentit
@é 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/
gietjet 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 (qé
né fakt éshté natyra e problemit dhe réndésia e tij). Pér té béré
kété duhet té béni njé hulumtim té literaturés - duke kérkuar,
gjetur dhe lexuar punimet pérkatése, qé duhet té jené si referencé
né doréshkrimin tuaj. Sqaroni hipotezat tuaja dhe planifikoni t'i
testoni ato, si dhe pérshkruani qéllimet 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 gé do té raportohet.

2. Metodat & Materialet: Ky paragraf duhet té pérfshijé até
informacion qé ishte né dispozicion né kohén gé 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) garté, duke pérfshiré kriteret e pérshtatshme (inkluzive)
dhe pérjashtuese (ekskluzive).

Parimi udhéheqés duhet té jeté i qarté 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

Udhézime pér autorét | Information for authors I

Additional Information for Authors

I. First page - front page: It should contain: (a) title of paper, a
short, but informative; (b) the first name, initials of middle name
and last name of each author; (c) the institution; (d) the name of the
department that is attributable to the scientific work; (e) the name
and address of the author with whom to correspond about the
manuscript (f) source/support in the form of grants, equipment,
drugs, or all.

II. Second page - abstract and keywords: The abstract should be
written with a maximum of 150 words for unstructured abstracts
and 250 words for structured abstracts (containing parts:
objective(s) of study or research, basic procedures, such as selection
of subjects or laboratory animals, observational and analytical
methods, then, the main findings/results (data and their statistical
significance, if possible), and the main conclusions. Emphasize the
new and important aspects of the study or observation.

Below the abstract identify and write the keywords: 35 words or
short phrases that will assist in indexing the paper and publication
of the abstract.

Use terms from the list of Index Medicus for Medical Sub-Headings
(MeSH); if there is no appropriate MeSH term for some newly
introduced terms, we can use the given terms.

II1. Third and further pages - full text of the article: The full text
of research or observational articles should normally be, but not
necessarily, divided into sections with the following headings:
introduction, material and methods, results and discussion.

1. Introduction: Provide a context or background for the study
(that is, the nature of the problem and its significance). To do this
you must complete a literature review - searching for, finding
and reading relevant papers, which must be referenced in your
manuscript. Explain your hypotheses and the plan to test them,
and describe your aims. Clearly state what you expect to find and
the reasoning that led you to the hypotheses that you have made.
The research objective is often more sharply focused when stated
as a question. Do not include data or conclusions from the work
being reported.

2. Methods & Material: This section should include only
information that was available at the time the plan or protocol for
the study was being written. All information obtained during the
study belongs in the Results section.

Describe your selection of the observational or experimental
participants (patients or laboratory animals, including controls)
clearly, including eligibility and exclusion criteria.The guiding
principle should be clarity about how and why a study was done in
a particular way.

Give sufficient details of the methods, apparatus and materials
(give the manufacturer’s name and address in parentheses), and
procedures to allow others to understand and reproduce your
results.

If a particular method used is well known then there is no need
to give a complete description. You can reference the paper in
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pérmendni ndonjé modifikim/ndryshim 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 qé keni pérdorur.

Autorét e doréshkrimeve té rishqyrtuara duhet té pérfshijné
njé paragraf gé pérshkruajné metodat qé kané pérdorur pér
lokalizimin, pérzgjedhjen, ekstrahimin dhe sintetizimin e té
dhénave. Pérdorni formén joveprore té foljes, né vetén e treté, kur
dokumentoni metodat, gjé qé do té fokusonte vémendjen e lexuesit
tek puna qé éshté bhéré e jo tek hulumtuesi (P.sh. Jané marré, jané
realizuar, jané prezantuar etj.)

2. a) Statistikat: Pérshkruani metodat statistikore me detaje
té mjaftueshme pér t'ia mundésuar njé lexuesi me njohje né até
fushé t'i qaset té dhénave origjinale pér té verifikuar rezultatet e
raportuara. Kur éshté e mundur, pércaktoni sasiné e zbulimeve
dhe prezantoni ato me indikatoré pérkatés té gabimeve né
matje apo pasiguri (si¢ jané inter-valet e besueshmérisé). Evitoni
mbéshtetjen vetém né testet statistikore té hipotezave, sic jané
vlerat p, qé déshtojné té transmetojné informacion té réndésishém
mbi madhésiné e efektit. Jepni detaje rreth pérzgjedhjes sé rasteve
(randomizimi) dhe pérshkruani metodat dhe sukseset e vro-jtimit
gjaté realizimit té studimeve té verbuara. Definoni termet
statis~tikore, shkurtesat dhe mé sé shumti simbolet. Specifikoni
programin kompjuterik gé 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, pérqindja)
por gjithashtu si numra absolut nga té cilét derivatet jané
llogaritur, dhe specifikoni metodat statistikore qé jané pérdorur
pér t'i analizuar ato.

Kufizoni tabelat dhe figurat né aq sa jané té nevojshme pér té
sqaruar argumentin e punimit dhe pér té vlerésuar té dhénat
ndihmése. Duke pérdorur grafikonet pér té reprezentuar té
dhénat tuaja si alternativé e tabelave, do té rrisé kuptueshmériné
e lexuesit. Mos i dyfishoni té dhénat né grafikone dhe tabela. Duhet
té jeni té qarté se cili lloj i grafikoneve éshté i pérshtatshém pér
informacionet tuaja. Pér shembull, pér té reprezentuar korelimin
mes dy ndryshoreve, preferohet grafiku vijézor, krahasuar me
grafikun rrethor apo né formé shtyllash.

Sa i pérket té gjitha paragrafeve, qartésia dhe té génit i thukté
éshté kyce. Mos prezantoni té njéjtat té dhéna mé shumé se njé
heré. Kufizojeni veten né té dhénat 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-bilitetit (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



CI), ose parametrat statistikoré si proporcionet e rastit (odds ratio).
Béni pérshkrimin tek secila figuré duke béré té qarté domethénien
e pérgjithshme pa referencé né tekstin kryesoré, por mos diskutoni
rezultatet né té. Léreni lexuesin té vendosé veté se ¢faré men-don
pér té dhénat. Mundésia juaj pér té théné se cfaré mendoni, éshté
né vazhdim, tek diskutimi.

3. Tabelat: Secila tabelé duhet té vendoset né vendin e tekstit ku
duhet té vihet logjikisht, e plotésuar me té njéjtat rregulla sikur
teksti i ploté. Mos i dérgoni tabelat si fotografi. Secila tabelé duhet
té citohet né tekst. Tabelat duhet té jené me numra ashtu 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 sgarim 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
gietjet tuaja me ato té hulumtuesve té méparshém. Rishikoni
referencat e literaturés dhe shihni nése mund té pérfundoni se si
té dhénat tuaja pérkojné me até qé keni gjetur.

Ju gjithashtu duhet té llogarisni rezultatet, duke u fokusuar né
mekaniz-mat né prapavij té vrojtimit. Diskutoni nése rezultatet
tuaja mbéshtesin hipotezat tuaja origjinale. Gjetjet negative jané
aq té réndésishme né zhvillimin e ideve té ardhshme sikur gjetjet
pozitive.

E réndésishme éshté se, nuk ka rezultate té kéqgija. Shkenca nuk
té béjé me té drejtén dhe té gabuarén, por merret me zgjerimin e
njohjeve té reja.

Diskutoni si jané paragitur gabimet né studimin tuaj dhe cfaré
hapa keni ndérmarré pér té minimizuar ato, késhtu duke treguar
se ju ¢cmoni ku-fizimet e punés tuaj dhe fuqiné 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, gé 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 numeérohen 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; emrii revistés
i shkurtuar sipas ményrés sé Index Medicus; viti i botimit; numri
i véllimit; dhe numri i fages sé paré dhe té fundit.

Referencat e librave duhet té jepen sipas emrit té autorit, titullii
librit (mund té citohet edhe titulli i kapitullit para titullit), vendi
i botimit, botuesi dhe viti.
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as for the full text. Do not send tables as photographs. Each table
should be cited in the text.Tables should be numbered so that they
will be in sequence with references cited in the text. Provide a brief
explanation of the table below the title. Any additional explanations,
legends or explanations of non-standard abbreviations, should be
placed immediately below the table.

4. Discussion: This section is where you interpret your data
and discuss how your findings compare with those of previous
researchers. Go over the references of your literature review and
see if you can determine how your data fits with what you have
found.

You also need to account for the results, focusing on the
mechanisms be-hind the observation. Discuss whether or not your
results support your original hypotheses. Negative findings are just
as important to the de-velopment of future ideas as the positive
ones.

Importantly, there are not bad results. Science is not about right or
wrong but about the continuing development of knowledge.

Discuss how errors may have been introduced into your study
and what steps you took to minimise them, thus showing that
you appreciate the limitations of your work and the strength of
your conclusions. You should also consider the implications of
the findings for future research and for clinical practice. Link
the conclusions with the goals of the study but avoid unqualified
statements and conclusions not adequately supported by the data.
Avoid claiming priority or alluding to work that has not been
compared.

5. Referencing: The references are the foundation on which your
report is built. Literature searches and reading of references
should always be the starting point of your project. This section
must be accurate and in~clude all the sources of information you
used.

In the Vancouver format, references are numbered consecutively
as they appear in the text and are identified in the bibliography by
numerals.

List all authors when there are six or fewer; when there are
seven or more, list the first three, then add “et al.” The authors’
namer are fol-lowed by the title of the article; the title of the
journal abbreviated ac-cording to the style of Index Medicus; the
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:
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Né tekst, numrat e referencave jepen me indeks té sipérm. Véreni se
céshtja e numrave neglizhohet nése ka numértim té vazhdueshém
pérgjaté gjithé véllimit, ka hapésiré mes numrit té véllimit dhe
numrit té fages, numrat e fageve jané né kété formé: 51-4 né vend té
51-54, dhe emri i revistés ose librit éshté né italic. Né vazhdim éshté
njé shembull i referencés:

Artikuijt 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
Shogqatés Shqiptare té Kardiologjisé pér parandalimin e Sémundjes
Aterosklerotike Kardiovaskulare né praktikén klinike, Tirané, 2006

7. Azemi M, Shala M, dhe bp. Pediatria sociale dhe mbrojtja shénde-
tésore e 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 gé ju kané
pérkrahur me teknika eksperimentale deri tek ata gé ju kané
késhilluar deri né bér-jen e doréshkrimit final.

7. Formati i fajllit té té dhénave pér ilustrimet (figurat): JPG

Nése pérdoren fotografité e pacientéve, qofté subjekti, qofté
fotografité e tyre nuk duhet té jené té identifikuara, ato duhet té
shogérohen me lejen e shkruar nga ta pér pérdorimin e figurés.
Format e lejuara jané né dispozicion nga redaksia.

Nése fajllet e té dhénave jané shumé té médha pér t'u dérguar me
e-mail, rekomandohet dérgimi me CD né adresén toné.

8. Legjendat pér Ilustrimet (Figurat)

Legjenda e tabelés duhet té vendoset mbi tabelé. Referenca e njé
tabeleje, e cila éshté marré nga ndonjé publikim tjetér, duhet té
vendoset poshté tabelés. (Eshté pérgjegjési e autorit té sigurojé
lejen e ribotimit nga botuesit e atij botimi) Legjenda e figurés
duhet té vendoset né fund té fages. Referenca e figurés e marré
nga ndonjé tjetér publikim vendoset né fund té legjendés. (Leja e
ribotimit duhet té sigurohet nga botuesi i kétij botimi).
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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).









